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NATIONAL HEALTH INSURANCE, 1978

MONDAY, OCTOBER 9, 1978

* U.S.  Sena te,
Subcommittee on H ealth  and Scie ntific Research,

of th e Committee on H uman  R esources,
* Washin gto n, D.G . 

Th e subcomm ittee  me t, p ur su an t to  noti ce, at  9 :10 a.m.  in room  4232,
Di rksen Senat e Office Bu ild ing,  Se na tor Edw ar d M. Kennedy  (c ha ir ­
man  of  the  subcommit tee) pre sid ing .

P re se n t: Sena tor  Kennedy.

Opening  Statem ent of Senator K ennedy 

Se na tor K ennedy . We w ill come to  ord er.
Na tio na l he alt h insuran ce  : Few  i dea s h ave  been th e sub jec t o f more 

na tio na l debate  an d less cong ressional  act ion .
Ov er the  years one by one, every indu str ia liz ed  na tio n in the wo rld  

excep t the Un ite d St ates  an d South  Afr ica has debated  and adop ted  
a na tio na l he al th  insuran ce  pro gra m.  Ye t the  hu man  and economic 
need fo r such a pr og ram is as com pel ling in  the Uni ted State s toda y 
as it  was in any co un try  th at has  adop ted  na tio na l he al th  insura nce . 
And  the  need grow s each day.

Th e economics of  th e sit ua tio n are  trul y fri gh teni ng . Ev ery one 
toda y agrees  th at  he al th  car e costs are  ou t of  control.  Th is ra m pa nt  
inf lat ion  takes  it s to ll eve ryw here—on F ed eral  b ud ge ts whe re the pe r­
cen tage of  t he  Fe de ra l do lla r spe nt on he alt h has risen fro m 4.3 per ­
cen t in 1963 to 12.7 p ercent  t hi s y ear; on St ate budgets  where medic ­
aid costs  have  become th e sing le most ra pi dl y esca lat ing co st ; on cor­
po rat ion s, whi ch pa y mo re and more each  ye ar  fo r he al th  ben efit s; 
on the Am erican  family , whi ch mu st pa y $2,115 toda y and $3,500 in 
1983, for  benefi ts which co st $533 in 1963; on the  elde rly , who p ay  mo re 
fo r th ei r care  today ou t of  th ei r own pockets  th an  the ye ar  medicare  
was implem ente d.

» Hos pi ta l costs are so ou t of control th at usua lly  ra tio na l people
ta lk  about es tab lishin g a 12-p ercent ho sp ita l inf lat ion  ra te  as a public 
pol icy  objective to contr ol costs. Th ere is some thing  fund am en tally  
wr ong when the bes t one can  hope fo r is to “l im it” ho sp ita l inf lat ion  
to 12 percen t. I t  is as tonish ing  th at  even  th at  una cce ptable  ta rg et  
would  save $30 bil lion over the  next  5 yea rs. B ut such  is the case in 
an  are a where costs are inc rea sin g at  the ra te  of  $1 mi llio n pe r hour.

Th e Na tio n as a who le wi ll spe nd $252 bil lio n in 1981 on he al th  
care, an d th at  mon ey wi ll pour  int o a system with ou t cost con trols, 
with ou t qu ali ty controls , wi th  uneven  access to  care and wi thou t 
pro spe cts  fo r impro vement.

(1)



National health insurance is the last, best chance to hal t this stag­
gering economic waste. Costs containment is a t the very heart  of the 
health insurance debate.

Every American family knows what it means to live within a 
budget. It  is time the American health care system learned to live 
within a budget. The proposal I introduced last week imposes such 
a budget. Under this approach, all health care costs will be prospec­
tively budgeted. The American people will no longer have to hand 
a nationa l blank check over to the health care industry. No other 
program to guarantee comprehensive benefits to all Americans will 
cost less than  this proposal. In fact, once cost containment takes effect, 
the Nation will pay less for health care under national  health insur­
ance than if  the current nonsystem is left unchecked. Th at is a funda­
mental point. The choice is not, as opponents would have us believe, 
between an expensive new program or no program at all. The choice 
is between comprehensive benefits for all Americans in a system with 
cost controls at every level or a continua tion of the current patch- 
work system, with millions and millions of Americans denied care 
and costs continuing out of control.

I thin k these charts that we have at our hearing this morning are 
quite revealing on this par ticu lar  point.

At this point in the record we will include the various charts them­
selves.

[The char ts referred to foll ow:]
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Hea lth Care Costs are Rising

•  Health costs wil l consume 8.8% of GNP this year

•  Costs almost double every five years

•  More and more of GNP is being absorbed by health expenditures

%  o f G N P
Can ada

1SS3 1958 1973 1S78 1933

Total and % GNP for  Health Services
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Hea lth Care Cos t increases:
The  Family

$3,590

1963 1973 1978 1933

Fam ily  o f Fo ur

Avera ge  Costs  o f Hea lth  Care



Ris ing Hea lth  Care Cos ts : Federal  Bud ge t

•  Imposes an increasing burden on the Federal budget

•  Diminishes abili ty of Federal funds to be used for other, 
pressing needs

$89.3

Total and Percent of Federal Budget Spent on Health 
(Do llar  fig ures  in Bil lions )
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Se na tor K ennedy . T hi s mo rning we wi ll he ar  fro m ou r witnesses , 
ou r fri en ds  from Ca nada , who have exp erienc ed a na tio na l he al th  
ins ura nce prog ram fo r th e pe riod of the last  10 years  a nd  compar abl e 
sit ua tio ns  from  fami lies in  the U ni ted  State s.

I  t hi nk  one of the  most dram at ic  facts  is the flow ch ar t th at  shows 
the to ta l expend itu res  of  he al th  care in  the Uni ted States  ver sus  a 
coun try , our neigh bor, a coun try  th at  we hav e such close rel ati ons 
with  in  so many  differe nt ways, and see how in Ca na da  repres ented  by  
the yellow th at  th ey  have  ef fectively been able  to  s tab iliz e th ei r he al th  
expend itu res  f rom  1968, 6.8 percen t, t o 1978 a t 7 perce nt.  T ha t is two-

• tenths  of 1 perc ent wi th  na tio na l in suranc e.
The  U ni ted  State s has continually gon e u p in 1968 from  6.5 pe rcen t 

to 8.8 pe rce nt in 1978, and 9.7 p ercent  in 1983.
These  figures a re the C ongre ssio nal  B ud ge t Office figures th at  do no t 

v favo r one p rogra m over an oth er.
Thi s shows in the Uni ted State s a fam ily  of  four , they  are  inc rea s­

ing avera ge costs of  he al th  care , an d the eno rmo us pro gressio n in  
ter ms of cost f ar  exce eding the  inf lati on rat e.

Th is  c ha rt  is very in te re st ing because it  shows how he alt h is tak in g 
more an d more  ou t of  th e Fe de ra l budget,  inc rea sin g perce nta ge of  
the F ed eral  budget a nd  st il l goin g ou t of  cont rol .

These  c ha rts  her e are in te re st ing an d dr am at ic  because th is par ti c­
ul ar  lin e which  shows w ha t the  U ni ted  S ta tes w ill spend in he alt h care 
if  we do no thi ng , an d cu rren t poli cy wi thou t an y he al th  insura nce 
prog ram a t a ll ; $253 bi llio n by 1982 i f we do  n ot hing  at  al l.

Ta rg eted  approa ch  would  be ca tas tro ph ic,  which  is no rm ally con­
sid ere d to be ca tastr op hic appro ach, an d the th ir d  column, the pr e­
mium-f inan ced  approa ch , an d the  fo ur th  which wou ld hav e been 
com preh ensive prog ram o f the  old  S. 3.

He av y rel iance th ro ug h the bud get , b ut  less a nd  less in  te rm s of  th e 
non-Fe deral costs.

B ut a ll these c ha rts  indica te t ha t i t is abs olu tely e ssential th at  we g et  
the kin ds  o f effective cost  c on tainm ent an d cost  con tro ls, or these ex ­
plosion s of costs a re basic all y g oin g to b an kr up t t he  people o f ou r N a­
tio n as well as put  enormous pre ssures  on those w hich are  un derse rve d, 
the poorest and t he  need iest, to c ut back even more o n th ei r pro gra ms .

I  t hi nk  thi s p resents at  lea st the  finan cia l aspects of  our  h ea lth  c are  
cri sis , and the  necessity fo r an effec tive ki nd  o f cost  c ontainm ent .

• I  believe the economics of  the  s itu at ion make a com pel ling case fo r 
a nati on al  he alt h insurance pro gra m.

But  even more c om pellin g—even more  com pel ling—is  th e case th at 
wi ll be made here tod ay—th e coun tless  human  trag ed y;  the  need less

•  perso nal anguis h caused  millions of  Am eri can s who  sim ply  can ’t afford  
adequate healt h care . I  wish all Am erican s would  be wi th  us in th is  
he ar in g room thi s mo rni ng . I  know t hey wou ld be moved by wha t we 
wi ll see and h ea r;  by th e injus tic e of i t;  by th e o ut rage  of  i t;  by t he  in­
hu man ity  of it.

To da y we w ill see w ha t he al th  insu ran ce m eans to  f amilie s. We  will 
he ar  from six fam ilie s fro m Canad a, where the y hav e comprehensive  
he al th  insurance , an d six  fam ilie s fro m the Uni ted Sta tes . Some of  
ou r witnesses are  poo r, some are  middle cla ss;  some are  fro m ru ra l 
areas,  oth ers  ur ba n;  some have ha d series of  illnesses , oth ers  have
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had catastrophic expenses; some of the patien ts described are chil­
dren, others are senior citizens. They represent  a cross section of 
American and Canadian life.

If  these families don’t make the case for national  health insurance, 
then no one can. I f these differences between the United States and 
Canada don’t move the people of this Nation, then nothing can; if 
the cost containment already achieved in Canada doesn’t convince us 
tha t we can protect our people and our economy, then nothing can.

National health insurance is about people’s lives. It  is about the 
quality of life at times of grea test emotional stress. How a Nation 
cares for its sick is a measure o f its humanity and its humanity is a 
measure of its greatness.

At this point I would like to included in the record an introductory 
statement  issued by me outl ining a new nationa l health insurance 
program.

[The statement referred to follows:]
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STATEMENT OF SENATOR EDWARD M. KENNEDY 

ON INTRODUCTION OF A NEW NATIONAL HEALTH INSURANCE OUTLINE

I  am p le a s e d  t o  mak e p u b l i c  to d a y  an  o u t l i n e  o f  a  s i g n i f i c a n t  

new  n a t i o n a l  h e a l t h  i n s u r a n c e  p ro g ra m , p r e p a r e d  by  t h e  C om m it te e f o r  

N a t i o n a l  H e a lt h  I n s u r a n c e  i n  c o l l a b o r a t i o n  w i th  my o f f i c e .

I t  i s  n e a r l y  t e n  y e a r s  s i n c e  CNET wa s fo rm e d . I t s  g o a l  was  an d  

I s  t o  a c h ie v e  h ig h  q u a l i t y  h e a l t h  c a r e  f o r  a l l  A m e ri c a n s a s  a m a t t e r  

o f  r i g h t ,  w i t h i n  a s y s te m  t h a t  b r i n g s  ru naw ay  h e a l t h  c o s t s  u n d e r

w  c o n t r o l .

Many a s p e c t s  o f  A m e ri c a n  l i f e  h a v e  ch an g e d  s i n c e  CNHI wa s fo rm ed  

i n  1 9 6 8 .  Many o f  t h e s e  c h a n g e s  h a v e  b e e n  p o s i t i v e  a n d  h a v e  e n r ic h e d  

t h e  q u a l i t y  o f  l i f e  f o r  m i l l i o n s  o f  A m e ri c a n s . B ut I n  on e a r e a  — 
t h e  h e a l t h  a r e a  —  t h e  c r i s i s  w h ic h  w as  J u s t  e m e rg in g  I n  1 9 6 8  h a s  

gr ow n s e r i o u s l y  w o rs e . T he  m a jo r  r e a s o n  h a s  b e e n  t h e  ru na w ay  

e s c a l a t i o n  o f  h e a l t h  c a r e  c o s t s .

T h is  ra m p a n t I n f l a t i o n  t a k e s  I t s  t o l l  e v e ry w h e re  —  on  F e d e r a l  

b u d g e ts  w h er e t h e  p e r c e n t a g e  o f  th e  F e d e r a l  d o l l a r  s p e n t  on  h e a l t h  

h a s  r i s e n  fr om  4.3 %  i n  1 9 6 3  t o  12 .7 %  t h i s  y e a r ;  on  s t a t e  b u d g e ts  

w h e re  M e d ic a id  c o s t s  h a v e  be co m e t h e  s i n g l e  m os t r a p i d l y  e s c a l a t i n g  

c o s t ;  on  c o r p o r a t i o n s  w h ic h  p ay  mor e an d  m or e e a c h  y e a r  f o r  h e a l t h  

b e n e f i t s ;  on  t h e  A m eri can  f a m ily  w h ic h  m u st  pay  $ 2 1 1 5  t o d a y ,  an d 

$ 3 5 9 0  i n  1 9 8 3  f o r  b e n e f i t s  w h ic h  c o s t  $ 5 3 3  i n  1 9 6 3 ;  on  t h e  e l d e r l y ,  

who p ay  m or e f o r  t h e i r  c a r e  to d a y  o u t  o f  t h e i r  own p o c k e t th a n  
t h e  y e a r  M e d ic a re  w as  im p le m e n te d .

H o s p i t a l  c o s t s  a r e  so  o u t  o f  c o n t r o l  t h a t  u s u a l l y  r a t i o n a l  

p e o p le  t a l k  a b o u t e s t a b l i s h i n g  a 12% h o s p i t a l  I n f l a t i o n  r a t e  a s  a 

p u b l i c  p o l i c y  o b j e c t i v e  t o  c o n t r o l  c o s t s .  T h e re  I s  s o m e th in g  

f u n d a m e n ta l ly  w ro ng  wh en  th e  b e s t  one c a n  h o p e f o r  i s  t o  " l i m i t "  

h o s p i t a l  i n f l a t i o n  t o  12 % . I t  i s  a s t o n i s h i n g  t h a t  e v e n  t h a t  

u n a c c e p ta b le  t a r g e t  w o u ld  s a v e  30  b i l l i o n  d o l l a r s  o v e r  t h e  n e x t 5 

y e a r s .  B ut su c h  i s  t h e  c a s e  i n  an  a r e a  w h ere  c o s t s  a r e  I n c r e a s i n g  

a t  t h e  r a t e  o f  1 m i l l i o n  d o l l a r s  p e r  h o u r .

Th e n a t i o n  a s  a w h o le  w i l l  sp e n d  2 5 2  b i l l i o n  d o l l a r s  i n  1 9 8 1  

on  h e a l t h  c a r e  an d  t h a t  mo ne y w i l l  p o u r  I n t o  a s y s te m  w ith o u t  c o s t  

c o n t r o l s ,  w i th o u t  q u a l i t y  c o n t r o l s ,  w i th  u n ev en  a c c e s s  t o  c a r e  an d 

w i th o u t  an y  p r o s p e c t s  f o r  im p ro v e m e n t.

I n  f a c t  26  m i l l i o n  A m eri can s s t i l l  h a v e  no  i n s u r a n c e  c o v e ra g e  

» w h a ts o e v e r . 19  m i l l i o n  m or e h av e  m in im a l,  an d  t o t a l l y  in a d e q u a te

c o v e r a g e . And 51  m i l l i o n  A m eri can s l i v e  I n  a r e a s  w i th o u t  s u f f i c i e n t  

a c c e s s  t o  h e a l t h  c a r e .

We m u st  f a c e  t h e  h a r d  r e a l i t y .  Th e c u r r e n t  n o n -s y s te m  o f  

p, m e d ic a l  c a r e  i s  a f a i l u r e .  I f  l e f t  u n c h e c k e d , t h a t  f a i l u r e  w i l l

be co m e a d i s a s t e r  —  a  d i s a s t e r  w h ic h  w i l l  d e s t r o y  f e d e r a l  an d  

s t a t e  b u d g e ts , s e r i o u s l y  i n j u r e  t h e  ec onom y, c a u s e  c o u n t l e s s  hum an 

t r a g e d i e s ,  an d I n  my o p i n i o n ,  c r e a t e  a c i t i z e n s  r e v o l t  t h a t  w i l l  

p a l e  t h e  c u r r e n t  c o n c e r n  o v e r  t a x e s .  Mak e no  m is ta k e  a b o u t i t .



10

- 2 -

The re  i s  a gro w in g g ra s s  ro o ts  c o n s t it u e n c y , re p re s e n te d  by CNHI, 
whi ch  c a re s  d eep ly  about t h i s  i s s u e ,  and whi ch  w i l l  make i t s e l f  
I n c re a s in g ly  f e l t  in  th e  mon ths a h ead . The s e n io r  c i t i z e n s ,  churc h  
g ro u p s , an d w ork in g men and women o f  t h i s  c o u n tr y  a re  re ad y  to  move.
T h e ir  ra n k s  w i l l  be sw e ll e d , I  b e l i e v e ,  by  th e  m id d le  c la s s  whi ch  
w i l l  se e  i t ' s  pre mium s r i s i n g  and i t s  b e n e f i t s  f a l l i n g  b ecau se  o f  
i n f l a t i o n .  T h is  c o a l i t i o n  f o r  n a t io n a l  h e a l th  in su ra n c e  w i l l  ha ve  
to  be  re ckoned  w it h .

Eve ry  Amer ican  fa m il y  know s wha t i t  means  to  l i v e  w it h in  a 
b u d g e t.  I t  i s  tim e th e  Amer ican  h e a l th  c a re  sy st em  le a rn e d  t o  l iv e  *
w it h in  a b u d g e t.  The p ro p o sa l I  am mak ing p u b l ic  to d ay  im po se s
su ch  a b u d g e t.  No o th e r  pr og ra m  to  g u a ra n te e  co m pre hen si ve b e n e f i t s  
to  a l l  Am er ican s w i l l  c o s t l e s s  th a n  t h i s  p ro p o s a l.  In  f a c t ,  on ce  
c o s t co n ta in m en t ta k e s  e f f e c t  th e  n a t io n  w i l l  pay l e s s  f o r  h e a l th
c a re  th an  i f  th e  c u r re n t  no n -s y ste m  i s  l e f t  unchec ked . w

I  se e  n a t io n a l  h e a l th  In su ra n c e  a s th e  l a s t ,  b e s t  ch an ce  o f  
b r in g in g  th e  h e a l th  c a re  sy st em  u n d e r c o n t r o l .  I t  i s  more th a n  a 
f in a n c in g  m etho d.  I t  i s  a sy st em  t h a t  w i l l  a ll o w  th e  n a ti o n  to  
budget  i t s  h e a l th  ca re  expense s p r o s p e c t iv e ly  and th en  l iv e  w it h in  
I t ;  i t  I s  a  sy st em  th a t  w i l l  p ro v id e  in c e n t iv e s  f o r  a l t e r n a t i v e ,  
l e s s  c o s t ly  d e li v e ry  mod els — su ch  a s  HMOs • I t  I s  a sy st em  which  
w i l l  e n a b le , th ro u g h  p ro g re s s iv e  re im burs em ent p o l i c i e s ,  an  em ph as is  
on  p re v e n ti o n  o f  d is e a s e ,  o f  In c re a s in g  in d iv id u a l  r e s p o n s i b i l i t y  
f o r  m a in ta in in g  h e a l th ;  I t  i s  a sy st em  in  whi ch  one ca n im pr ov e th e  
q u a l i ty  o f  c a re .

Ne xt week th e  h e a l th  su bcom m it te e  w i l l  b e g in  o v e r s ig h t  h e a r in g s  
on t h i s  p ro p o sa l.  We w i l l  ho ld  h e a r in g s  in  W as hi ng to n and ar ound 
th e  c o u n tr y . Our go a l i s  to  b e g in  a s e r io u s ,  in te n s iv e  n a t io n a l  
d e b a te . On th e  b a s is  o f  wh at  i s  l e a rn e d , a l e g i s l a t i v e  p ro p o sa l 
w i l l  be  d e v e lo p ed , to  be  in tr o d u c e d  e a r ly  nex t s e s s io n .

Ther e a re  th o se  who sa y we c a n 't  a f fo rd  n a t io n a l  h e a l th  in su ra n c e .
I f  th e re  i s  on e th in g  th a t  i s  c l e a r  i t  i s  t h a t  we l i t e r a l l y  c a n 't  
a f fo rd  n o t to  ha ve  I t .  I  b e li e v e  th e  ec on om ic s o f  th e  s i t u a t i o n ,
I f  n o th in g  e l s e ,  w i l l  h e lp  a s s u re  t h a t  th e  n e x t Congre ss  w i l l  be  
known a s th e  h e a l th  in su ra n c e  c o n g re ss .

-3 0 -
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HEALTH CARE FOR ALL AMERICANS

INTRODUCTION
The purpose of this plan, is to create a national health 

insurance program which will:
1. Make comprehensive health services available to all 

Americans.
2. Control runaway health care costs through a prospective 

budgeting system.
3. Allow a significant role for a publicly regulated 

private insurance system,
4. Promote system reforms to emphasize preventive medicine 

and encourage the development of alternative delivery 
systems such as HMOs,

5. Enhance the quality of care.
6. Ensure adequate compensation for health care providers.

7. Provide protection against catastrophic costs.

8. Assure full public accountability of all aspects
of the plan and its operations and consumer participation 
in its development and administration.

THE PROGRAM
Universal Coverage
The program will provide for everyone in the country to be 

covered for comprehensive service benefits, including preventive 
health care services and catastrophic costs of illness.

The universal coverage will be assured as follows:

For the employed, self-employed and other individuals, there 
will be mandated benefits. Employers will be responsible for the 
major share of the health insurance costs of their employees and 
dependents.

For the poor and unemployed, the federal Government will pay 
the costs.

For the elderly, Medicare will be upgraded to provide more 
comprehensive benefits.

Comprehensive Benefits -
The mandated benefits will provide full coverage for in-patient 

services, physicians' services in and out of hospital, home health 
services, x-rays, and lab tests. Costs of catastrophic illness will 
be fully covered since there will be no arbitrary nonmedical limits 
on number of hospital days or physician visits. Preventive care for 
all members of the population will be actively encouraged and fully 
covered.

Specified mental health benefits will be included. Future 
benefits to be phased in will include prescription drugs (to be 
covered at the outset for the elderly) and other professional 
services.

36 -209  0  - 79 - 2
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Immediate Cost Containment
Immediately upon enactment, the legislation will impose overall 

revenue and expenditure limits on hospitals and revenue limits on physician services. Budget caps will be used to restrain current 
rates of increase in these services. Protection for the wages of 
nonsupervisory employees will be assured.

When benefits begin two years following enactment, prospective budgeting of hospital and physician expenditures will become the 
principal method of cost control.

Budgeting Costs
In advance of each fiscal year of benefits, negotiations between representatives of hospitals and doctors, on the one hand, and the

Public Authority, private insurers and health maintenance organiza- vtions on the other, will determine hospital budgets and schedules of
payment of physician fees. Future increases in health care costswill not be permitted to exceed rises in the costs of other goodsand services.

Providers will not be allowed to charge patients additional 
amounts above those that are negotiated in the budgetary process.

National, areawide and state budgets for health services and medical care will set maximum levels of expenditures.

Public Authority
Universal coverage will be assured through a bipartisan federal 

Public Authority (PA) whose members will be appointed by the 
President, subject to Senate confirmation. Not less than one-half 
of the members will be consumer representatives. Most Americans 
will be insured by a PA-certified and -regulated insurer or HMO 
which is a member of a consortium of (1) insurance companies,
(2) nonprofit health service plans, or (3) federally qualified 
health maintenance organization of their choice.

The PA will regulate and oversee the operations of the certified 
insurers and consortia and will consolidate the administration of Medicare, a federalized Medicaid program and several other existing 
federal programs. Its major objectives will be to assure universal 
coverage through the combination of public and private programs, 
control the rapidly escalating costs of medical care, and to effect 
major reforms in the provision of health care by bringing private 
and public financing into conformity with the goals of the legisla­tion. It will also design national strategies for the expenditure 
of resource development funds in conjunction with existing agencies 
established in the health care planning legislation. The PA will 
establish standards such as assuring open enrollment, guidelines for mandated coverage, and procedures to assure adequate payment to
providers. The Public Authority will also certify insurers to •»participate in the program, monitor their activities and recertify them on an annual basis. The Authority will publish rules and regu­
lations for the guidance of provider reimbursement policies and for 
utilization review and quality assurance programs.

State Authorities
The Public Authority will contract with each state and territory 

to establish State Authorities (SAs) as agents of the federal agency 
to implement national policy. Programs such as state rate review 
agencies, health systems agencies, and professional standards review 
organizations, will be used to the maximum extent possible consistent with the objectives of the program.



The SA 's b ip a r t is a n  mem bers  w i l l  be no m in at ed  by th e  S ta te  
G ov er no r and  ap pr ov ed  by th "  PA. Con sum ers w i l l  co m pr is e n o t le s s  
th a n  o n e - h a lf  o f  th e  m em be rs hi p,  in  a d d it io n  to  r e p r e s e n ta t iv e s  o f 

th e  s t a t e  and  lo c a l go ve rn m en ts  and  p r o v id e rs .

The  S ta te  A u th o r it y , a lo n g  w it h  i t s  c e r t i f i e d  i n s u r e r s ,  w i l l  
n e g o t ia te  w it h  h o s p i ta l  r e p r e s e n ta t iv e s  to  e s t a b l i s h  i n s t i t u t i o n a l  
b u d g e ts . Co ns um ers, in c lu d in g  em pl oy er  an d em ploy ee  r e p r e s e n t a t i v e s ,  
w i l l  a ls o  be  in vo lv ed  in  t h i s  p ro c e s s . H o s p it a ls  w i l l  be gr ou pe d in to  
v a r io u s  c a te g o r ie s  ( i . e . ,  te a c h in g / n o n te a c h in g , n o n p r o f it  co mm un ity / 
p r o p r i e t a r y ,  bed  s i z e ,  p a t i e n t  m ix , e t c . ) .  No in su ra n c e  c a r r i e r  w i l l  
be  p e rm it te d  to  re im b u rs e  a h o s p i ta l  ab ov e th e  n e g o ti a te d  am ou nt s,  
nor w i l l  th e  h o s p i ta l  be p e rm it te d  to  ch ar g e r a t e s  ex ce e d in g  th e  
ap pro ved  am ou nt s. C o n s is te n t w it h  th e  sy st em  o f p ro s p e c ti v e  b u d g et in g  
w it h  c a p s , a l t e r n a t i v e  ways  o f  re im b u rs in g  p ro v id e rs  w i l l  be  g iv en  
c a r e f u l  s c ru t in y  in  th e  co mi ng  m on th s.

S im ila r ly , th e  SAs, a lo n g  w it h  c e r t i f i e d  i n s u r e r s ,  w i l l  n e g o t ia te  
w it h  p h y s ic ia n  r e p r e s e n t a t i v e s  and  ap pr ov ed  HlIOs to  e s t a b l i s h  fe e  
s c h e d u le s  and  o ti ie r le v e l s  o f  paym ent f o r  p h y s ic ia n  s e rv ic e s  ba se d 
on p e r  c a p i ta  am ou nt s,  f e e - f o r - t i m e ,  s t ip e n d s , s a la r y  an d o th e r  
ap pro ved  m et ho ds . Fee s c h e d u le s  w i l l  be d e s ig n e d  to w ar d e q u a li z in g  
d i f f e r e n c e s  in  r a t e s  o f  p h y s ic ia n  re im bu rs em en t f o r  th e  same i l l n e s s  
o r  c a te g o ry  o f  s e r v ic e ,  and  to  en co ur ag e mo re p ri m a ry  c a re  p h y s ic ia n s , 
p a r t i c u l a r l y  in  m e d ic a ll y  u n d e rs e rv e d  a r e a s .

Ev er y r e s id e n t  o f  th e  U n it ed  S ta te s  w i l l  be  is s u e d  a h e a lt h  
in s u ra n c e  c a rd .

I f  a p a t i e n t  re c e iv e s  m ed ic a l c a re  w it h o u t p ro o f o f  h e a l th  
in s u ra n c e  c o v e ra g e , th e  p r o v id e r  w i l l  b i l l  th e  S ta te  A u th o r it y , wh ich  
w i l l  be  re s p o n s ib le  f o r  d e te rm in in g  th e  so u rc e o f  pa ym ent to  be us ed  
f o r  th e  in d iv id u a l .

In  th e  ev en t no c e r t i f i e d  c a r r i e r  o r HMO i s  a v a i la b le  in  an a r e a , 
th e  S ta te  Age ncy  w i l l  o f f e r  th e  m an da ted h e a l th  in su ra n c e  co ver ag e to  
a l l  r e s id e n ts  in  th e  a r e a .

The In su ra n ce  In d u s tr y

P r iv a te  h e a l th  in s u ra n c e  co m pa ni es  o r  Bl ue  C ro ss /B lu e  S h ie ld  
p la n s , in  o rd e r  to  p a r t i c i p a t e  in  th e  n a t io n a l  h e a l th  in s u ra n c e  p ro ­
gr am , w il l  re q u ir e  f e d e r a l  c e r t i f i c a t i o n  and  to  be in c lu d e d  as  a 
member o f  e i t h e r  th e  co m m er ci al  c a r r i e r  o r  Bl ue  C ro ss /B lu e  S h ie ld  
c o n so rt iu m . C o n ti n u a ti o n  o f  f e d e r a l c e r t i f i c a t i o n  w il l  be  s u b je c t to  
ea ch  comp any s a t i s f y in g  th e  fo ll o w in g :

1 . P ro vid e f o r  th e  e n ro ll m e n t o f a l l  gr ou p me mb ers, o r 
in d iv id u a ls , w it h o u t re g a rd  to  a g e , s e x , o c c u p a ti o n , 
r a c e , p r i o r  m ed ic al  h i s t o r y ,  c u r re n t  h e a l th  s t a t u s ,  
em ploy men t, m a r i ta l  s t a t u s ,  o r  so u rc e  o f  prem ium 
pay ment;

2 . Co nd uc t an an nu al  op en  e n ro ll m e n t se aso n  d esi g n ed  
to  p ro v id e  th e  o p p o r tu n it y  f o r  new a p p l ic a n ts  to  
jo in  th e  h e a l th  in s u ra n c e  pro gram ;

3. Be a member o f  a co n so rt iu m ;

4 . Not re q u ir e  th e  p u rc h a se  o f o th e r  fo rm s o f  b u s in e s s  
o r p e rs o n a l in s u ra n c e  as  a c o n d it io n  f o r  e n ro ll m e n t 
in  th e  h e a l th  in s u ra n c e  pro gra m;

5.  P ri c e  an d a d v e r t i s e  th e  man da ted  h e a l th  in s u ra n c e  
b e n e f i t s  s e p a r a te ly  fro m o th e r  fo rm s o f  in su ra n c e ;

6 . O ff e r u n if o rm , co m pre he nsi ve  in s u ra n c e  b e n e f i t s  a t  
e a rn in g s -b a s e d  prem iums  eq ua l 'to  o r be lo w th e  maximum 
s e t  by th e  P u b li c  A u th o r it y  w it h o u t e x p e ri e n c e  r a t in g ;

7 . P ro vid e o n ly  th o s e  o th e r  fo rm s o f m ed ic al  in su ra n c e  
o r d i s a b i l i t y  income  b e n e f i t s  whi ch  do n o t d u p l ic a te  
o r c o n f l i c t  w it h  th e  u nif rm  h e a l th  in su ra n c e  b e n e f i t s  
o f fe r e d  by th e  f e d e r a l  prog ram ;
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8. Reimburse health care providers (both institutional 
and professional) for all services covered by the 
uniform comprehensive benefits, and at fees and 
rates not to exceed those established in negotiation 
with the providers and approved by the State Authority;

9. Adhere to the standards sot by the Public Authority 
regarding claims and quality review criteria, 
interpretation of benefits, customer service, 
advertising and other matters;

10. Issue identification cards to all enrollees which 
guarantee payment for the mandated benefits at 
established fees and/or reimbursement rates to all 
participating providers; such cards will not identify 
the source of premium financing;

11. Utilize only standardized and State Authority- *
approved insurance policies that do net contain
unjust, unfair, inequitable, misleading and/or 
deceptive language or encourage misrepresentation;

12. Utilize only standardized and approved claim forms 
designed for uniformity, clarity, and easy use 6r 
review and benefit reimbursement under the mandated program;

13. Collect data and report on utilizations and costs 
to the State Authority as required by the Public 
Authority;

14. Implement methodologies to assure that patient 
diagnosis and length of hospital stay are consistent 
and that quality of care is maintained;

15. Refrain from gathering and exchanging information 
and data on prior medical histories of individuals 
enrolled, or making application to enroll, in the 
mandated program;

16. Obtain approval of State Authority for all advertising 
material for mandated benefits;

17. Allow the Public Authority or its designee access 
to financial and management records as they pertain 
to the administration of the mandated benefits 
package;

18. Include a clause extending coverage for at least 
30 days after employment termination;

19. Assure uniform charges;
20. Develop medical care profiles on treatment provided

and facilities used to rapidly detect any minimiza- r*
tions or excesses which would conflict with the 
rendering of quality care and the efficient delivery 
of medical services.

Insurance Consortia
Specific responsibilities of each consortium will be the following:

To represent their member companies by participating 
with the Public Authority, which will establish 
premium rates based on anticipated expenditures 
for the forthcoming year;
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To participate, on behalf of their member represen­
tatives, with provider representatives and State 
Authorities in all prospective rate and utilization 
review negotiations of physician payment and hospital 
budgets;
To serve as a management vehicle to redistribute 
excess employer/employee contributions to member 
carriers, requiring additional payments;
To serve as the source of carrier reinsurance in 
the event of revenue shortfalls because of adverse 
selection or catastrophe;
To review and approve carrier marketing material 
prior to distribution. Individual insurers will 
continue to market directly, but only with material 
approved by the consortium and the State Authorities;

To administer a placement service for individuals 
failing to select a carrier or to be allocated 
among carriers by the State Authority;
To organize, through their members, an administrative 
appeals procedure to resolve subscriber/provider/ 
insurer disputes. The first review can be performed 
by the carrier, the second review by the consortium, 
and the third review by the State Authority;

To monitor, separate from direct federal surveil­
lance, its members' satisfying federal qualification 
requirements;
To develop an accounting, research and evaluation 
component to collect and analyze cost data for its 
members, and for data reporting to the State and 
Public Authorities as essential elements in effective 
administration and control;
To furnish technical assistance to its members in 
the areas of administration, provider-reimbursement 
and systems reforms.

Health Maintenance Organizations
HMOs and other nontraditional forms of health care delivery will 

be fully supported. Special provisions will be made for neighborhood 
health centers, community mental health centers, half-way houses and 
other organized methods of delivering health care. Programs which 
are useful in reaching underserved populations, including those in 
inner cities, rural America and migrant labor areas, will be covered.

The HMOs will be full participants in budget negotiations for 
institutions to be served by their enrollees and will receive full 
compensation for covered in-patient and out-patient services fur­
nished in an institution operated by the HMO itself.

Since HMOs are expected to maintain their lower rates of hospi­
talization as compared with other types of insurers, the HMOs will 
be able to provide services beyond those mandated by the comprehensive 
benefits program and thus compete successfully with traditional forms 
of organization and delivery.

Financing
Financing will be effected through a combination of employer/ 

employee contributions, and federal general revenue support for the 
poor and unemployed, and for improvement of the Medicare program. 
The self-employed and other individuals not covered by employer



groups will purchase coverage at group rates through a certified 
insurer or qualified HMO.

Earnings-based premiums will be established. This means a 
premium based on employers' total payrolls, of which the employees 
may be charged up to 25 percent, the exact amount of each employee's 
payment being determined in accordance with his or her wages. There 
may be contractual arrangements for employers to pay the total pre­
mium. In the case of the self-employed and the nonemployed, there 
will be a premium based on the individual's earned and/or nonearned 
income.

The earnings-based premium on employers will allow those whose 
employees' pay is lower than the average for the entire community 
to purchase good health insurance at less than what would be their 
experience-rated premium under our present system. It will mean 
that employers whose payrolls are higher than the average for the 
entire community will pay a larger amount, but no more in relation 
to payroll than other employers. Low- and high-wage employees will 
be similarly affected.

Thus, a company with lower-paid employees will pay less than a 
company with the same number of higher-paid employees. For example, 
if a five percent earnings-based premium is used, a firm paying 
average wages of $20,000 will pay $1,000 for health benefits for 
employees and eligible dependents (less up to 25 percent as the 
employees' share), while a firm with average wages of $10,000 per 
year will pay only $500 (less up to 25 percent as the employees' 
share). Federal subsidies will limit new costs to employers to a 
small percentage of payroll during the early years of the program.

Because the employer’s contribution is based on employee sala­
ries and wages rather than on the individual employer' s cost of 
providing coverage, the costs of hiring low-wage employees will not 
be proportionately higher than for high-wage employees, and there 
will be no disincentive to hire part-time workers, those with high 
health risks, or those with eligible dependents. Migrant workers, 
seasonal employees, and others who have fallen between the cracks 
of other programs will be automatically covered -- at the same 
premium percentage of their salaries and wages -- without onerous 
premiums being imposed on their employers.

Companies which enjoy a lower-than-average rate for health 
insurance based on their experience (because they have healthier- 
than-average employees) currently save on taxes (health insurance as 
a deduction against their corporate income tax liability). Under 
the earnings-based premium, they will continue to save on taxes but 
will enjoy no premium reduction because others in the community may 
have a higher experience rate.

Paying for the Poor and the Unemployed
The program will provide for quality care for all under one 

system. The poor and the unemployed Americans will be insured for 
the same benefits as the employed. They will have the same choices 
of insurer or HMO as the employed. Costs of the short-term unemployed 
will be covered by a provision requiring thirty days' coverage for 
laid-off employees under employer plans. The long-term unemployed 
and the poor will be an on-budget cost to the Federal Government; but 
both in terms of identification and in levels of payment, the status 
of these groups will be indistinguishable from others.

Preliminary calculations indicate that the net impact on the 
federal budget will be tolerable.



Competition 3etween Consortia and Ar.org Insurers and HMOs
Certified insurers and qualified HMOs will know what premium 

they will be entitled to receive for each person or family covered. 
Their incentives will be to control costs, be efficient, and offer 
competitive supplementary benefits, but not to compete on "risks."

Many employers will provide additional health benefits and other 
lines of insurance as benefits. With the mandated benefit package of 
the national health insurance program as a base to build upon, the 
insurers and HMOs will be expected to compete vigorously to attract 
new groups and for the self-employed, the poor and the unemployed.
The HMOs will be highly competitive on the basis of their greater 
scope of benefits offered and lower costs of hospitalization.

Existing Employer-Employee Arrangements
An employer will not be relieved, by national health insurance, 

of any existing contractual or other obligation to provide or pay for 
health services to his employees. If an employer’s cost under an 
existing contract exceeds what he would be required to pay to finance 
the mandated package, he could, as a result of negotiations with his 
employees, apply the excess to their cost of the mandated benefits 
and other services not covered by the legislation.

Provision will also be made for those organizations which self- 
insure to continue their individual programs. In cooperation with 
these organizations, the national health insurance program will deval 
op arrangements for their participation which will conform to the 
overall goals and objectives of the national program.

Equalization and Reinsurance Program
Equalization and reinsurance funds will be established within 

each consortium and among consortia to counter balance individual 
member companies, service plans and HMOs. The funds will assure that 
no consortium member will be able to profit by selecting risks and 
that no consortium will engage in adverse selection in relation to 
other consortia. The pooling arrangements of these funds will be 
based on well-established insurance practices. Another fund will 
transfer payment for costs of treatment of out-of-area enrollees.

Unforeseen medical costs, such as those resulting from natural 
disasters, will be protected by these funds.

Administrative Costs
There will be provisions to limit to predetermined levels of 

administrative costs in both the public and private component parts 
of the program.

The costs of administering the federal and state public func­
tions as well as private administrative costs will be strictly 
monitored and will be minimized through federal regulation.

Preventive Medicine and Health Promotion
The program will provide payment for services to prevent illness 

and to detect disease at an early stage. It will be designed to 
encourage health education of enrollees in all consortia-member 
companies, plans or HMOs.

Coverage for the provision of specific preventive services will 
be included, such as immunization and hypertension detection and 
follow-up.
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The p re v e n ti v e  m ed ic in e an d h e a l th  pr om otion as pe c- ts  o f  t h i s  
pr og ram f o r  p e rs o n a l h e a lt h  s e r v ic e s  w i l l  d o v e ta i l  w it h  o th e r  pr og ra m s 
de ve lo pe d as a n a ti o n a l s t r a te g y  f o r  p r e v e n t io n - o r ie n te d , e n v ir o n ­
m e n ta l,  com mu nity and  p e rs o n a l h e a l th  p r a c t i c e s .

R es ourc es  De vel op me nt

A re s o u rc e s  de ve lo pm en t fu nd  w i l l  be  e s ta b l is h e d  to  s ti m u la te  
de ve lo pm en t o f  s e rv ic e s  f o r  p o p u la ti o n  gro up s f o r  whom a c c e ss  to  
s e rv ic e s  i s  p r e s e n t ly  d en ie d  o r  s e v e re ly  l im ite d . The fu nd  w i l l  a ls o  
su p p o rt  a n a ti o n w id e  pr og ram  o f  d e m o n s tr a ti o n  p r o je c ts  fo r  th e  d e v e l­
opm ent  o f s e rv ic e s  d es ig n ed  to  a s s i s t  th e  e ld e r ly  an d c h r o n ic a l ly  i l l  
to  re m ai n in  t h e i r  own homes r a t h e r  th a n  to  be  i n s t i t u t i o n a l i z e d .

*

Con sum er and  P ro v id e r A d v is o ry  C o u n c il s

A N a ti o n a l H ea lt h  In su ra n c e  A d v is o ry  C ou nc il  w i l l  be  a p p o in te d .
I t  w i l l  c o n s is t  o f p ro v id e rs  o f h e a l t h  c a re  s e rv ic e s  an d co ns um er s 
o f su ch  s e r v ic e s . The l a t t e r ,  who w i l l  ha ve  no f i n a n c i a l  in te re s t in  
th e  f u rn is h in g  o f h e a lt h  s e r v ic e s , w i l l  be  a m a jo r it y .

The N a ti o n a l H ea lt h  In su ra n c e  A d v is o ry  C ou nc il  w i l l  a s su re  
s im ila r  r e p r e s e n ta t io n  a t  a l l  l e v e l s  o f  p u b li c  a u th o r i ty  in v o lv e d  in  
th e  pr og ra m . I t  w i l l  a d v is e  th e  f e d e r a l  P u b li c  A u th o r it y  on m a tt e rs  
o f  g e n e ra l p o li c y  in  th e  a d m in is t r a t io n  o f  th e  pr og ra m , in  th e  fo rm u­
l a t i o n  o f  r e g u la t io n s , and  in  th e  per fo rm an ce  o f  th e  PA 's f u n c ti o n s  
g e n e r a l ly . I t  w i l l  a ls o  m a in ta in  a c o n ti n u in g  st u d y  o f  th e  o p e ra ti o n s  
o f  th e  pr og ra m  w it h  p a r t i c u l a r  a t t e n t i o n  to  u t i l i z a t i o n  o f  h e a l th  
s e r v ic e s , w it h  a view  to  recomm endin g an y ch an ge s in  b e n e f i t s  o r 
a d m in is t r a t io n . .

The S ta te  A u th o r it ie s  w i l l  m a in ta in  s im i la r ly  com pos ed A dvis ory  
C o u n c il s .

The A dvis ory  C o u n c il s w i l l  a p p o in t p r o fe s s io n a l  and  te c h n ic a l  
co m m it te es  as  th e y  deem n e c e s sa ry  to  a d v is e  them w it h  re s p e c t to  th e  
v a r io u s  c l a s s e s  o f  co ver ed  and  p r o s p e c t iv e ly  co ver ed  s e r v ic e s .

Net  On -B ud ge t C os t o f  th e  P la n *

F is c a l Ye ar

19 78
1981
19 83

Amount in  B i l l io n s

$ 1 4 .1
1 8 .8
2 1 .7

*T h is  i s  th e  n e t im pa ct  on th e  bu dg et  o f  p ro v id in g  
m an da ted p e rs o n a l h e a l th  s e r v ic e s  to  th e  p o o r , th e  
un em plo yed and  u p g ra d in g  th e  M ed ic ar e pr og ra m . 
B e n e fi ts  in c lu d e  i n - p a t i e n t  h o s p i ta l  c a re  s e r v ic e s ,  
p h y s ic ia n  s e rv ic e s  i n - h o s p i t a l ,  o u t - o f - h o s p i t a l  and  
o f f i c e  v i s i t s ,  p re v e n ti v e  ca re ; an d p r o te c t io n  a g a in s t 
c a ta s t r o p h ic  c o s ts .

In  a d d i t io n  to  th e  on -b udget  c o s ts  f o r  m an da ted s e r v ic e s , i t  
wou ld be n e c e s s a ry  f o r  th e  F e d e ra l Go vernm ent to  p ro v id e  s u b s id ie s  to  
sm al l em pl oy er s and  em pl oy ee s in  lo w- wag ed  i n d u s t r i e s .  The DHEW ha s 
e s ti m a te d  t h a t  th e  m ag ni tu de  o f  t h i s  su b sid y  w i l l  be in  th e  a r e a  o f  
$5  b i l l i o n .

P ro v id in g  dr ugs  fo r  th e  e l d e r l y  wo uld  add  $ 2 .6  b i l l i o n  to  th e  
c o s t o f  th e  p la n  in  19 78 ; $ 3 .5  b i l l i o n  in  19 81 ; and $ 4 .1  b i l l i o n  in  
19 83.

30
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Senator  K ennedy. We will now receive for the record a sta tement 
by Senator J avi ts who was unable to be present for this hearing.

[Senator Jav its ’ statement follows:]

S ta te m en t of S en at or  J avits

Senator J avits. Mr. Chairman, my interest  in and support of a 
national  health program dates back to my earliest  days in the U.S. 
Congress. In 1949, I  introduced my first national health coverage 
bill and have worked toward the enactment of a comprehensive, na­
tional  health program ever since. The opening of these hearings 
signals to me, to the heal th community, and, I believe, to  the entire 
country  the beginning o f a new, revitalized effort which I  am hopeful 
will result in the  achievement of this long-sought-after goal.

Today tragic deficiencies plague our health care delivery system 
deficiencies which make the enactment of a nat ional health insurance 
program of paramount importance. Consider, for example, the fol­
lowing stati stic s:

Approximately 50 million people—roughly one-quarter of our entire 
population—live in areas of the country which suffer from a shortage  
of personal health care services. In  such places, physicians, other 
health  professionals, and health care facilities are either in short 
supply or sometimes are virtually nonexistent.

The cost of health  care has risen astronomically, causing severe 
financial hardship for  many of our citizens. Since 1963, the total 
health care bill for the  Nation has risen from $32.4 billion to $183 
billion. Since 1968 the  average cost of a hospital  stay has risen from 
$469 to $1,543.

Twenty-four million Americans have no health insurance, another 
18 million have inadequate  insurance, and 88 million have no insur­
ance against very large medical bills.

Our country can no longer continue to accept a health care system 
so riddled with deficiencies tha t millions of Americans are denied 
access to its benefits.

I believe the  96th Congress can and should become known as the 
“national  health” Congress. To tha t end, i t is clearly important tha t 
the debate on this  issue begin now, in time for the forthcoming local, 
State, and National elections.

In  addition,  I  believe i t is time for the Congress to reform its com­
mittee structure in  order to develop a more rational approach for the 
consideration of national health policy issues, particular ly nationa l 
health insurance. In  my opinion, to divide issues relating to the fi­
nancing, regulation, and delivery of health care services among four 
committees of the Congress is counterproductive to the achievement of 
rational health policies. Earli er this year, I introduced Senate Con­
current Resolution 100—a bill to establish a J oin t House/Senate Com­
mittee on National Health Policy. This  joint  committee would com­
bine the jurisdict ions of the respective health  subcommittees of the 
House Inte rsta te and Foreign  Commerce Committee and Ways and 
Means Committee and the Senate Human Resources and Finance 
Committee into one joint committee.

Under  my proposal, the jo int committee would have exclusive ju ris ­
diction over all bills and resolutions re lating  to  the development and
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implementation of a national health insurance program. I feel it is 
time for the Congress to get its health policymaking house in order; 
I  believe tha t my proposal is a n appropria te mechanism for accom­
plishing this  objective. I plan  to reintroduce this measure at the 
beginning of the next Congress, and will work for its consideration 
and enactment.

I will not comment at thi s time  on the proposal which is the  subject 
of these hearings and which was developed under Senator Kennedy’s 
leadership.

I pledge actively to support efforts to enact a national health  insur ­
ance program in the 96th Congress. I hope the witnesses this week will 
provide us practica l solutions to the many difficult issues that face the 
Congress in its consideration of national health insurance.

Final ly, as you know, I am the author of S. 370, the National Heal th 
Insurance for Mothers and  Children Act. It  is my intention  to intro ­
duce a revised na tional health insurance bill at the beginning of the 
next Congress. This bill will be based upon a phased-in program to 
inaugurate the national heal th program which begins w ith coverage 
of mothers and children. My reason for reintroducing this measure is 
to contr ibute further to the options available to the President and the 
Congress when NHI becomes the focus of serious and critica l debate 
next year.

Senator Kennedy. Today, this committee of the Congress begins 
the first serious congressional debate on national health insurance. 
It  will last for many months. I t will be car ried to very pa rt of this 
Nation. We will listen to  a ll sides, to all viewpoints. And in the next 
Congress, i t is my hope to repo rt a bill from this committee tha t will, 
within a system that controls costs and improves quali ty, provide com­
prehensive benefits for all Americans.

We want  to particularly  thank  our Canadian friends for being with 
us today.

I unders tand it is a holiday  in Canada. Today is the Canadian 
Thanksgiving Day, and so we appreciate  especially your willingness 
to be with us today and separa ted from your families.

Of course, here we are celebrating Columbus Day.
We have a Federal holiday in the United S tates as well.
Thanksgiving is a very special day in the United  States, as I know’ 

it is in Canada, so we especially appreciate  your willingness to be w ith 
us today.

I want to also acknowledge jus t the  presence in our committee room 
of Mrs. Jay , Mrs. Peter Jay , wife of the Ambassador from Great 
Britain, to the United States. She has enormous interest in health 
policy and has spoken and shared the experience of Grea t Brita in 
with us in various articles.

She is a person who has ex traordinary comprehension of the system 
in her country and has been enormously, I think , informative for 
people. We are delighted to have Mrs. Jay.

We have representatives of families from three Canadian Provinces. 
We have Mr. and Airs. Griffin, of Toronto. We are glad to have you 
here.

We have Mr. and Mrs. Erv in, from Saskatoon, Saskatchewan.
Mr. Leonard Hurst, of Windsor, Ontario.
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Mr. and Mrs. Polewzuck, Montreal, Quebec; Mr. and Mrs. Gosling, 
of Martlack, Saska tchewan; and Mrs. Andrew Wilsack, of Hamilton,  
Ontario.

I want to thank you.
We are pleased to have American families from six States.
Mrs. Fred Sheagley, of Kokomo, Ind.
Mrs. Mary Cihak, of McGrath, Minn.
Mr. and Mrs. Corbett, of Newton, Mass.
Mr. and Mrs. Howell, Smokey Hollow, Ga. They a re not  here. Mr. 

Howell took ill last evening, which is some indication , I suppose of 
the currency of the—of some of the problems. We hope Mrs. Howell 
be with us a little late r this morning. She is t rying to get up here.

But in any event, we will hear their story.
Mr. and Mrs. Churchill, of Louisville, Ky.
And Mrs. Elizabeth Wolfe, Cincinnati, Ohio.
Perhaps if we could sta rt with Mrs. Sheagley and Mrs. Wilsack.
Mrs. Sheagley is from Kokomo, Ind .; and Mrs. Wilsack is from 

Hamilton, Quebec.
They are both low-income families. Mr. Sheagley and Mr. Wilsack 

both are associated with auto repai r shops.
Mrs. Sheagley, if we could talk with you first. We are interested in 

learning a li ttle bit about  yourself  and we would like to get some feel 
from the families so I wil l just ask a few questions.

We hope tha t all of you will feel as relaxed as you possibly can.
We want to hear about your own story in your own words.
I think  it is always difficult. I do not  think anyone really talks too 

much about thei r own illuess or sickness and feel tha t they want to 
share these experiences. I  am sure the families here this morning have 
tha t as a viewpoint.

I think  as you can understand, we are in the process of learning and 
we are  in the process of attempting to learn from your own experi­
ence so we can try and fashion a policy to help others.

Mrs. Sheagley, what kind of house do you live in ?
Tell us a little bit about the number of children.

STATEM ENT OF MRS. FR ED  SHE AGLEY , KOKOMO, IND .

Mrs. Sheagley. We live in a garden traile r. It  is 10 by 52 foot. We 
have two bedrooms. We use a hide-a-bed, too, to accommodate my 
three children, my husband, and myself.

I have two retard ed children that go to special schools. In  the past  
I have had about 20 surgeries with  no hospitalization . I  have filed for 
different things to get help and no thing has been given us.

Senator Kennedy. As I  understand it, you have two retarded chil­
dren, is that  correct?

Mrs. Sheagley. Th at is correct.
Senator  Kennedy. And a thi rd daughter who has some difficulty in 

school?
Mrs. Sheagley. She is a low-graded learner.
Senator Kennedy. Where are your retarded children now ?
Mrs. Sheagley. My retarded  children stay with us. They go to 

school in the daytime. It  is where they have work. They train them for
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a special type of work. I t is Buena Vista, and they do a  tremendous 
amount of work there.

Senator Kennedy. Has this  been a burden on you ?
Mrs. Sheagley. Very much.
Senator  Kennedy. Financially?
Mrs, Sheagley. Very.
Senator K ennedy. W hat sort  of burden has it been on you ?
Mrs. Sheagley. We are rig ht now in the process of having to file 

bankruptcy due to the medical expenses, low income, and we jus t can­
not afford to keep everything going.

Senator Kennedy. Wh at sort of medical expenses do you have be- •
sides the retarded children ?

Mrs. Sheagley. I, myself, am an epileptic and I  have had 20 sur­
geries in the past, ended up in the hospital about every 3 to 6 months.
I also right now am in the  process of going to Indianapol is for treat- *
ment, for epilepsy thyroid, and a number of  other things.

This  I go to about every 3 months, and it is an expense just to go 
down there with a car that was really given to us by my husband’s boss.

Senator Kennedy. What is your income, your fam ily’s income ?
Mrs. S heagley. Our family  income, my husband makes about $500 

a month. We do get some assistance for the mentally retarded children.
Senator Kennedy. Wha t would this be ?
Mrs. Sheagley. That is $177 a month.
Senator  Kennedy. So about $677 a month ?
Mrs. Sheagley. Hight.
Senator  Kennedy. How do you allocate th at between your covering 

these expenses ?
Mrs. Sheagley. We, of course, have our lights and fuel, tra iler  pay­

ment, lot rent, our gas for ou r car  expenses, clothing, and so forth for 
the children.

Senator  Kennedy. Your income does not cover all your expenses, 
does it ?

Mrs. Sheagley. No, sir.
Senator  K ennedy. So how have you been able to pay your hospital 

bills?
Mrs. Sheagley. We have not been able to pay them.
Senator  Kennedy. Were your bills ever turned over to a collection 

agency ?
Mrs. S heagley. Yes.
Senator K ennedy. What happened ?
Mrs. Sheagley. We do get harassing letters and this leads to me 

having  seizures very much of the time, because I  get very depressed 
and the doctors do not want me under tension, but it is there. *

Senator Kennedy. What are your medical expenses now ?
Mrs. Sheagley. Our medical expenses are  in the thousands, prob­

ably $17,000.
Senator Kennedy. What has it meant to you and Mr. Sheagley 

being unable to get medical coverage and still confronted with a 
vast array of medical problems?

How do you feel about tha t ?
Mrs. Sheagley. We are very said because we have not been able to 

give our children normal—like normal people give to their children, 
and to do things.



Our  home is not really like we would like  fo r i t to be. We are very 
cramped in our small trailer . But I  have wanted to make do.

Senator Kennedy. Mrs. Wilsack, how many children do you have ?

STATEMENT OF MRS. ANDREW WILSACK, HAMILTON, ONTARIO

Mrs. Wilsack. Ten.
Senator Kennedy. How many grandchild ren ?
Mrs. Wilsack. Seven.
Senator K ennedy. H ow much money did Mr. Wilsack make in the 

repair shop ?
Mrs. Wilsack. $110 a week.
Senator Kennedy. $110 a week ?
Mrs. Wilsack. Yes.
Senator Kennedy. T hat is about $540—it is almost iden tical ; is it 

not?
What kind of medical problem does Mr. Wilsack have ?
Mrs. Wilsack. He has had two heart operations, a brain operation, 

and a gallstone operation within  11 years.
Senator Kennedy. Th at was a hear t valve surgery ?
Mrs. Wilsack. Both of them.
Senator Kennedy. And surgery for a blood clot and then another 

heart opera tion; is tha t rig ht ?
Mrs. Wilsack. Yes, 3 years ago.
Senator Kennedy. Have  you had medical problems?
Mrs. Wilsack. Yes, sir.
Senator Kennedy. Wh at sort of medical problems do you have ?
Mrs. Wilsack. A series of operations.
Senator Kennedy. Could you tell us a litt le bit o f the type of medi­

cal problems you had ?
Mrs. Wilsack. Well, I  had gallstones and a hysterectomy, caesarean, 

and I  have got arth riti s and an ulcer.
Senator Kennedy. You are from Hamilton, Ontario?
How did you pay for  these ?
Mrs. W ilsack. I  did not pay for them. We did not pay for them. 

Ontar io OHI P did.
Senator  Kennedy. Maybe you could tell us jus t a little bi t about it. 

Af ter  you got out of the hospital, where you were treated  in these 
areas, you did not receive a bill ?

Mrs. Wilsack. No, sir.
Senator  Kennedy. Did your husband receive any bills ?
Mrs. Wilsack. No, sir.
Senator Kennedy. So all of your expenses were covered by the 

health care program, Canadian and Provincial together; is that 
correct ?

Mrs. Wilsack. Yes.
Senator K ennedy. What  has i t meant to you to  know you can get 

medical treatment free from the fear of not being able to pay ?
Mrs. Wilsack. I t really feels good.
Senator Kennedy. Do you think the service is worthwhile ?
Mrs. Wilsack. Yes, sir, I sure do.
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Senator Kennedy. Has it made any difference in terms of your 
own children,  being able to do more things  with your own children 
because it has not been a drain on your own family budget?

Mrs. Wilsack. Yes.
Senator Kennedy. We heard Mrs. Sheagley t alk  about th e limi ta­

tions of being able to do things w ith thei r children  l ike other families 
could do because they are so pressed for every cent in order  to try 
and cover the ir medical bills.

You are able to still enjoy the good life with them ?
Mrs. Wilsack. Yes, sir.
Senator Kennedy. So I think we really see here where the hus­

bands are working in v irtual ly comparable employment in the United 
States and Canada.

Your husband has reti red ; is tha t rig ht,  Mrs. Wilsack ?
Mrs. Wilsack. Yes, sir. He is on pension.
Senator Kennedy. Heart condition, and it is essentially the same, 

with children, and there have been serious medical burdens on both 
of the  families, extremely serious, and Mrs. Sheagley has got $12,000 
outstanding in medical debt—it is $12,000 medical debt?

Mrs. Sheagley. Yes.
Senator Kennedy. Mrs. Wilsack, you do not have any ?
Mrs. Wilsack. No, sir.
Senator Kennedy. Mrs. Cihak, as I understand it, you are from 

McGrath, Minn., and work on a fa rm ; is tha t correct ?

STATEMENT OF MRS. MARY CIHAK, McGRATH, MINN.

Mrs. Cihak . Yes.
Senator Kennedy. Could you tell us a little bit about the kind of 

farm you have ?
Mrs. Cihak . Well, it is a 700-acre farm  altogether. We do not have 

all the land ourselves.
Senator Kennedy. You rent the far m ; is tha t right ?
Mrs. Cihak . Yes.
Senator K ennedy. How many children  do you have?
Mrs. Cihak . Altogether we have six, at  the present time.
We had seven up until the first of Ju ly of t his year  and our little  

girl passed away quite suddenly.
Senator  Kennedy. Do any of your other children have medical 

problems ?
Mrs. Cihak. We have three sons with  a very rare  typ e of cerebral 

palsy.
Senator K ennedy. Tony has cerebral palsy?
Mrs. Cihak . Yes. He is our youngest.
Senator Kennedy. He has cerebral palsy and he stays in a wheel­

chair ; is tha t rig ht ?
Mrs. Cihak. Yes.
Senator Kennedy. Has he required much hospitaliza tion?
Mr. Cihak. At times he requires hospita lization for  infections. If  

he needs any dental work, he has to be put in a hospital for  dental 
work.
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Senator Kennedy. He had flu ; didn’t he?
Mrs. Cihak . He had flu last December, and after we put  him in the 

hospital he got staph infection while at the hospital. He had to spend 
6 weeks in the hospital and lost the  use of his hand because of it.

Senator Kennedy. What kind of  health has Mr. Cihak had ?
Mrs. Cihak. Well, for the past 2 years now he has at  different times 

suffered from severe headaches and depression. He has not been able 
to hold a regular job because of this so I have gone to work.

Senator Kennedy. Does he have high blood pressure ? 
w Mrs. Cihak . Yes, he does.

Senator Kennedy. Do you work ?
Mrs. Cihak . Yes, I do.
Senator Kennedy. With all the problems, what kind of medical 

■ insurance have you had ?
Mrs. Cihak. We have not had any medical insurance up until the 

first of this month, and this will be covered by the plant where I 
work.

I think i t is a Metropol itan type  of insurance.
Senator Kennedy. You have got hospitals and doctors’ bills worth 

how much, approximate ly?
Mrs. Cihak . Anywhere from $20,000 to $50,000.
Senator Kennedy. Wh at kind of income do you have ?
Mrs. Cihak . Well, I make a little  over $500 at my job.
Senator Kennedy. $500 a month ?
Mrs. C ihak. Over that. I do not  know exactly how much, We have 

just got ten a raise.
Senator Kennedy. Nothing wrong with th a t; is there?
Mrs. Cihak . No. My son collects SSI, $189 a month.
Senator Kennedy. Can you cover all these medical expenses with 

this income ?
Mrs. Cihak . No. No way.
Senator Kennedy. So what happens ?
Mrs. Cihak . So we have quite a few bills piled up  th at we have not 

been able to pay.
Senator Kennedy. Are you reaching a po int where i f you earn any­

more money you will lose your SS I payments ?
Mrs. Cihak. Yes.

»' Senator Kennedy. W hat kind of advice are you gett ing?
Mrs. Cihak. Nothing at  the present time.
Senator Kennedy. Have you had any difficulty gett ing medical 

insurance ?
Mrs. Cihak. Well, yes.
We had applied for medical insurance with different companies. We 

have children, well, because of the syndrome they will t urn  us down.
Senator K ennedy. When they hear about the disease they  turn you 

down?
Mrs. Cihak. Yes.
These children get progressively worse.
The ir mental ability ranges from normal to very low normal, but 

thei r physical abilities tend to deplete, they get worse physically.
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Senator  Kennedy. What you are saying is tha t actually the  medical 
needs increase?

Mrs. Cihak . Yes, as they get older.
Senator K ennedy. And when the insurance companies become aware 

of this, you find that you jus t cannot get the coverage you need?
Mrs. Cihak . Right.
Senator Kennedy. Do you find th is is also a drain on you, I  mean, 

is it difficult to cope with this kind of problem ?
Mrs. Cihak . Certainly it is.
Senator Kennedy. It  has been for your family ? 0Mrs. Cihak . Over many years, yes. I  rea lly believe it  is p ar t of my 

husband’s problem, with his headaches.
Senator Kennedy. The pressure and tension ?
Mrs. Cihak . Yes. *
Senator Kennedy. Mrs. Gosling, do you live on a farm ?

STATEMENT OF MR. AND MRS. RUP ERT GOSLING, MARTLACK, 
SASKATCHEWAN

Mrs. Gosling. Yes, we do.
Senator Kennedy. Tell us where is tha t ?
Mrs. Gosling. I t is west of Moose Jaw, if you know where Moose 

Jaw is.
I do not suppose you know where Moose Jaw is.
Senator Kennedy. How many acres or what type of farm  do you 

have?
Mrs. Gosling. About 2,000 acres, and we have mixed farming . We 

have cattle and grain.
Senator Kennedy. How many children do you have ?
Mrs. Gosling. We have two children.
Senator  Kennedy. Are they in good health ?
Mrs. Gosling. Yes; very good health.
Senator  Kennedy. What kind of problems have you had ?
Mrs. Gosling. Well, until 2 years ago my health was quite good, and 

then I started having problems and the surgery proved that I had 
cancer.

So, for the las t 2 years I  have been in and out of hospitals every sev­
eral months. >

Senator Kennedy. You had radiation  treatment?
Mrs. Gosling. Yes.
Senator  Kennedy. You have required frequent  hospitalization ?
Mrs. Gosling. Yes. r-
Senator  Kennedy. Are these expensive treatments ?
Mrs. Gosling. No ; they are not in Saskatchewan; no, they are not.
Senator K ennedy. Well, they may be expensive treatments, bu t they 

have not cost you ; is tha t righ t ?
Mrs. Gosling. No ; they are not any cost to us at all.
We have no expenses.
Senator Kennedy. What do you th ink nationa l hea lth has meant to 

you and your ability to cope with your illness ?
Mrs. Gosling. I think the big thing  is tha t in the past it cer tainly has 

been tremendous. But now with cancer the future is so uncerta in, and
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I  thi nk the  assurance t hat  you  know you  do n ot  have  to  w orry ab out  th e 
fina ncial en d of  it because yo u have  such  a tre me ndous a mo unt o f w orry 
othe r th an  this , and, besides,  las t ye ar  a lone  we rece ived  a bil l, a slip 
fro m ou r governm ent sa ying  wh at th ey  have pa id  ou t fo r thi s, and th is 
would  have  cost $17,000 fo r 1 yea r.

Se na tor K ennedy. I believe th is is the b ill  [in di ca tin g] .
[The bil l r eferred to fol lo ws:]

_____ L
Saskatchewan
Health

• V  . ' • y  • y
■■■■■■■■■■■■■

6 0  S L IN G  
MOHTLACH

R U P E H I F
SO H 3 E 0

PAYMENTS FOR 
HOSPITAL AND MEDICAL SERVICES 

DURING 1 9  77

THE AMOUNT PAID FOR INSURED SERVICES 
PR OV IDED . UNDER TH E SA SK AT CH EW AN  
H O S P IT A b ^  S E R V IC E S  PLA N (S H S P ) 
AND MEDIC AL CA RE  INSU RANCE C O M ­
MIS SION (MCIC) TO ALL PERSONS LISTED 
ON YO UR  19 77  HEALTH SE RV ICES  CARD 
N U M B E R  398S 47  W A S  » X 7 ,* 7 i

THIS IS NOT A BILL NOR A RECEIPT FOR INCOME TAX PURPOSES
____

---- ----
WHIL E WE A RE FORTUNATE, IN  SASKATCHEWAN, TO RAV E GOOD QUALITY TREATMENT 
PROGRAMS AVAILABLE TO EVERYONE, HE AL TH  IS LARGELY  DETER MINED BY HO W 
WE LIVE EACH DAY.

TEN WAYS TO KEEP HEALTHY AND FEEL GOOD I

DON’T SMOKE WORK AN D PLAY SAFELY

REDUCE USE OF AL COHOL RELAX WHEN NECESSARY TO REDUCE STRESS

AV OID BEING OVERWE IGHT RESTRICT SUGAR, FAT AND SALT IN DIE T

EAT WELL-BALANCED NUTRITIOUS MEALS A VOID IMP ROPER USE OF DRUGS  

USE SEAT BELTS EXER CISE REGULARLY

■■■■■I 6  A MESSAGE FROM YOUR “PEELIN'GOOD" PROGRAM

Mrs . Gosling. Yes ; th at is  rig ht .
Se na tor K ennedy. I t  wa s sent  to  R up er t Gos ling , and in th is it  sa ys 

the am ount paid  fo r in suran ce services p rovid ed  by Saska tch ewan H os ­
pi ta l Serv ice Pl an , Me dical Ca re Insu ranc e—give y ou r numb er—they 
ind ica te that  it was $17,472.

Mrs . Gosling. Th at  is fo r 1 year .
Se na tor K ennedy. Th at is fo r 1 year.
Those  are  t he  typ es of  costs, expenses,  th at  you would  have ha d to 

pay, or  yo ur  fam ily  w ould have h ad  t o pay, and th a t M rs. Sheag ley  i s 
ind ebted  for.

Th is  p ar tic ul ar  sl ip is fro m the he al th  service to  y ou indica tin g the 
am ount th at  was p aid by the he alt h serv ice fo r the  tr ea tm en ts.

Mrs. Gosling. Th is  was ac tua lly  the b ill  f or  two  surge rie s, and I  wa s 
in the  hospita l for  5 mo nths.

Th is  is wh at is w as fo r.

3 6 -2 09  0  - 79  - 3
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Senator K ennedy. So, effectively, it  has not cost you anything ; is 
tha t correct ?

Mrs. Gosling. No ; nothing at all.
Senator Kennedy. I think the  poin t you have raised here is of enor­

mous importance. I  th ink it ha9 been mentioned by Mrs. Sheagley and 
Mrs. Cihak ; tha t is, the freedom from the  fea r of these expenses.

Mrs. Gosling. Yes.
Senator Kennedy. You mentioned yourself contact with  cancer is a 

difficult and enough burden  for any family to have to endure , but hav­
ing additional kinds of fear  of medical expenses have to be enor­
mously burdensome.

Is this not what you are t ellin g U9, Mrs. Sheagley and Mrs. Cihak, 
earlier  ?

Mrs. Sheagley. Yes.
Mrs. Cihak . Yes.
Senator Kennedy. About this  constant fear that bothered Mr. Cihak 

and th at you feel is a source of a  good deal of his headaches and other 
factors ?

Mrs. Cihak . Can I say something?
Senator K ennedy. Yet, I think an interesting thing  i9 even though 

they made tha t kind of bi ll, they have been, as we can see from these 
charts up here, have been able to control costs, too, in this  area. So they 
were both able to meet the human aspects of it  and also the economic 
aspects of it, too.

Mrs. Gosling. Could I mention something else, Senator?
I would just like to say that  I have been in a lot of our hospitals 

in Saskatchewan. I think that  our nursing and our doctors’ care is 
absolutely tremendous.

Senator Kennedy. Tha t is a good point.
Mrs. Gosling. It  really is.
Senator  K ennedy. That is an interest ing point  on the  quality issue.
You do not feel th at with this  k ind of service some have had tha t 

it gets impersonal?
Mrs. Gosling. No. I  have been extremely i ll over the  la st couple of 

years, and you know many times the doctors and nurses have done 
things, sort of personal things,  above the  call of duty, really, and th is 
has happened to me many, many times.

I just  will never fo rget the things tha t people have done.
When you are ill, little things mean 90 much.
Senator Kennedy. Well, is there any advice you can give your 

friends and neighbors in the United  States about this  similar kind 
of program in the United  States?

Mrs. Gosling. Well, I  certain ly hope th at you can do something to 
implement it here because it  is tremendous. It  really is.

Senator Kennedy. Maybe on this point, Mrs. Wilsak, did you find 
the services in the hospitals to your satisfaction , too?

Mrs. Wilsack. Yes: I did.
Senator Kennedy. Personalization, at least trea ting  people with 

humane care and attention?
Mrs. Wilsack. Yes.
Senator Kennedy. Mrs. Corbett, from Massachusetts, pe rhaps you 

can tel l us a little bit, i f you do not mind—the next two families we
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will talk with are the Corbetts  and the Polewzucks, and they are basi­
cally what we consider middle-income families with children who 
have exactly the same medical condition, spinal byfica.

Mr. Corbett is also here.
Mrs. Polewzuck is from Montreal, Quebec.
We will star t, Mrs. Corbett, with you.
Would you give us some idea of the general income level of your 

family  and where your husband works ?

STATEMENT OF MR. AND MRS. DANIEL CORBETT, NEWTON, MASS.

Mi's. Corbett. My husband, righ t now, is working, and he makes 
$21,300 yearly.

Senator Kennedy. Where does he work ?
Mrs. Corbett. For the Federa l Government in Massachusetts.
Senator  Kennedy. H ow many children do you have?
Mrs. Corbett. Four.
Senator K ennedy. You did have some medical problems with your 

oldest boy, is that correct?
Mrs. Corbett. Yes.
Senator Kennedy. Do you want to describe them for us?
Mi'S. Corbett. H e was bom with spinal byfica, which is supposed to 

be the second most crippl ing  disease, now, and it is an opening in the 
base of the  spine, which causes para lysis from tha t point down.

Ho was hospitalized when he was born for 6 weeks, and i t was touch 
and go whether he would live.

Senator K ennedy. Now he requires a good deal of attention, is tha t 
correct?

Airs. Corbett. Once a month at Mylo Clinic, it is called, children’s 
hospital.

Senator Kennedy. I s i t easy to care for him ?
Describe a little bit about the kind of care he receives.
Mrs. Corbett. I have to  empty his bladder every 3 hours manually.
If  this does no t work, then he will require more operations on his  

bladder.
Senator  Kennedy. So i t takes a good deal of attention ?
Airs. Corbett. Yes; plus the rapy that is required.
Senator  Kennedy. A s I understand, initia lly you had some insur ­

ance coverage, did you not. ?
Airs. Corbett. We have good insurance.
Aly husband has the highest option he is allowed now. He was out 

of work.
Senator Kennedy. Initia lly  you had some insurance?
Airs. Corbett. Yes.
Senator  Kennedy. What did t hat  cover ?
Did it cover therapy?
Airs. Corbett. No, Senator. I did not know it  when they had taken 

my card number, and I thought it was being covered, and it was not 
unti l I began to receive the bills tha t I realized it was not being 
covered.

Senator  Kennedy. Tha t is when he worked at his other job?
Airs. Corbett. Yes.
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Senator Kennedy. And he was unemployed for a b rief period of time?
Mrs. Corbett. Yes.
Senator Kennedy. He is now working for GSA.
Now we are talking about the coverage you had in the first job.
Tha t did not cover the therapy?
Mrs. Corbett. No; it didn ’t.
I had to stop taking him when the bills started to come in, and I learned how to do it  myself.
Senator Kennedy. Tell us about it. This  is the therapy tha t was 

not covered, even when you had insurance, is tha t right?
Mrs. Corbett. Yes.
Senator Kennedy. Th at was taking him to  the  center. How often ? How frequent?
Mrs. Corbett. Once a week, every Friday.
Senator Kennedy. What was the cost, approximately?
Mrs. Corbett. About $30 each week.
Senator Kennedy. Each week. And you did not have the resources 

to cover th at  week afte r week after week?
Mrs. Corbett. As I  said, I thou ght it  was being covered. There are 

so many things tha t you thin k are being covered by insurance, and 
until you receive the bill, they are not covered.

Senator Kennedy. What other k inds of expenses did you incur for the boy?
Mrs. Corbett. The trip s now th at  I ’m supposed to take each month, 

there are a great many monthly trips, and then you are there all day 
long. Sometimes we have left  a t 7 in the morning  and we did not get 
home until 3 and you are jus t standing in line waiting, waiting, 
waiting.

Ho has special clothes, special braces. He has been in a cast for 13 
weeks, on a frame tha t you have to rent. It  is too expensive to buy.

Senator Kennedy. Do you have any unpaid bills ?
What is the general cost, how would you round it out?
Mrs. Corbett. Right now, I  am not covered by insurance.
I can put my hand on $2,000. About  that.
Senator Kennedy. Tha t is in spite of the coverage tha t you had 

before-----
Mrs. Corbett. Yes, Senator.
Senator Kennedy. Have  you had to face collection agencies?
Mrs. Corbitt. Yes, Senator.
Senator Kennedy. Wha t is that  like? Pre tty  grim experience?
Mrs. Corbett. Yes. I have tr ied  to make a rrangements tha t I will 

pay them $10, and I will let them know that I am planning  on paying 
them.

My husband believes tha t if doctors do jobs, they should be paid, and 
we t ry to as soon as we can. But if there are so many coming in, i t is 
a balancing act of which one is going to get paid.

Senator  Kennedy. You have $22,000 income.
The median income is $13,000 in the United  States. Even with that  

and highest coverage, highest option coverage, as I  understand  it, you 
have still got $2,000—you are facing  a collection agency.

Do you find this puts other  pressures on other family needs like 
food and other factors?

Mrs. Corbett. Definitely.
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Senator Kennedy. What is your budget for today, say for a week ?
Mrs. Corbett. I ’ve trie d to keep it  to  a minimum, about $50, but I 

have gone down with $10 sometimes and pu t back $11 if I  had paid too 
many bills. I pay  my bills first.

Senator Kennedy. Pay your bills first. Tha t is exactly what we 
would like to do with Health.

Has this had an impact , just  a fear?
We always tragically are looking at  these things in dollars and cents 

and charts too often.
Mrs. Corbett. I  know’ i f children get sick, I  he sitate bringing them 

to the doctor.
Senator Kennedy. Why ?
Mrs. Corbett. Because I ’m af raid  of  more bills.
Senator K ennedy. So you have got four  children and they have to 

be pretty  sick before you take them down ?
Mrs. Corbett. Yes. I know th at one time the doctor said one child 

was hav ing a convulsion and the doctor said put the child in the hos­
pital.  I said, can I take care of her? And he gave me something to 
watch for and said the ch ild needs to go righ t now, and I put  the child 
in the hospital and I cried. I though we were going to be wiped out 
for the rest of our lives.

I know tha t Martin had six doctors when he was bom and only one 
doctor was covered by insurance.

The doctor tha t did the operation itself.
Senator  Kennedy. D o you have have any money put  away or saved 

at all ?
Airs. Corbett. I  keep hoping I might someday.
Senator Kennedy. I  unders tand you needed some prothesis before 

your son went to school ?
Airs. Corbett. Yes. He  is on crutches and his f irst pai r I had paid 

$15. He broke them the day before school started. I said with inflation, 
maybe they are up to $30. When I went to get them, they were up to 
$50, only had the $30 at t ha t time, and I got them, but i t took 4 weeks.

Senator  Kennedy. Four  w’eeks ?
Airs. Corbett. Yes.
Senator Kennedy. Airs. Polewzuck, how many children have you 

had?

STATEMENT OF MR. AND MRS. RICHARD POLEWZUCK, 
MONTREAL, QUEBEC

Mrs. P olewzuck. I have had three, but I have two now.
Senator K ennedy. Two of  them were born with spinal byfica? 
Mrs. Polewzuck. Yes.
One of them tragically died.
Senator Kennedy. Did they require expensive operations?
Mrs. Polewzuck. Yes, my 6-year-old, she has had eight major

surgeries.
Senator Kennedy. Eigh t major surgeries?
Airs. Polewzuck. And hospitalizations in between.
Senator  Kennedy. And hospi talizations ?
Airs. Polewzuck. Yes.
She has had three sets of lung lead braces and cane. She has had 

extensive therapy and the youngest one th at died, she had five major
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operations. She was hospitalized twice for bronchial pneumonia. She 
had extensive thera py and we did not pay a penny.

Senator  Kennedy. H ow have you been able to  meet the enormous 
expenses of the medical needs of your family ?

Mrs. P olewzuck. There were no expenses. Everything  was covered 
by medicare.

Senator Kennedy. All of it covered ?
Mrs. Polewzuck. Everything.
Senator Kennedy. Operations ?
Mrs. P olewzuck. Operations, braces. You can go to the best neuro­

surgeon in Montreal at the Royal Victoria Hospi tal, one of the best, 
and they have the best neurosurgeons there and she was operated 
on there, and we did not pay a penny. Everything. We had 24-hour 
nursing  and it was covered.

Senator  Kennedy. Mrs. Corbett,  you were telling us you had to 
have your children kept at home, is that  right ?

Mrs. Corbett. Right.
Senator  Kennedy. You had 24-hour nursing?
Mrs. Polewzuck. Nursing, when she had pneumonia.
There was a nurse in the private room, 24 hours, with all the ma­

chines and we never got a bill. We just got a statement from the 
hospital stating the cost, but tha t was all.

Senator  Kennedy. And the therapy, too. You were able to get 
therapy ?

Mrs. Polewzuck. My 6-year-old now, she is gettin g her cast off, 
she got it  off yesterday. She is going to be in the hospital for therapy.  
She will undergo extensive therapy so she has to stay in.

It  is about 2 hours a day every day, and she will come home in 
about a week, and then I will bring her twice a week in for therapy .

Senator  Kennedy. That is covered, as well ?
Mrs. Polewzuck. Yes.
Senator  Kennedy. What has it meant to you ?
You listened to Mrs. Corbett w ith the same condition you had. She 

is in debt. She has to worry about bill collectors. She has had to 
deny herself  even medical care. You have been able, with two chi ldren 
with the same problem, and have not had to worry about medical ex­
penses, not  have had enormously difficult hard times obviously, emo­
tional strain, but at least you have not had to worry about expenses, 
medical expenses.

Mrs. P olewzuck. No; my daughter was born in 1973.
Medicare had been in for 3 years. I was a little bi t naive. I  just took 

it for granted. It  took me awhile to think not everybody has it. You 
can really go broke. A lot of the surge ry is not life and death, but  with­
out it she would be in a wheelchair.

It  has  meant a lot tha t she could lead a more normal life.
Senator K ennedy. Are you satisfied with the care you have received.
Mrs. Polewzuck. Yes.
If  you are not satisfied, if you are no t happy  with  your doctor, there 

are hospital boards you can complain to, and you can change without a 
reason.

You can just take your daughte r and change hospitals.
Senator  Kennedy. Are your neighbors satisfied with it?
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Mr. Polewzuck. Oh, yes, very.
Senator  Kennedy. You would recommend it then ?
Mrs. P olewzuck. Oh, yes. I t is a preventive measure, too, because 

you will not wait unt il your child is so severely ill tha t it  is near death 
before you do bring  i t to a doctor and yourself. You go when you are 
not well.

Senator K ennedy. That is importan t, I  would think.
Mrs. Corbett was tel ling us about when the child is sick, she just 

waits because she knows th at there is going to be addi tional  kinds of 
expenses.

*» But you do not feel tha t kind of restraint for taking your child
down?

Mrs. P olewzuck. No ; a lot of people say it wi ll be abused, that  peo­
ple will be running to the doctor for every lit tle thing. But I do not 

• believe in tha t because who likes to go to a doctor, s it in an office, and
go to a clinic ?

It  is good to have it. It should be there if you need it.
Senator Kennedy. That is a good point.
Most people either want to be back with the families, working, w hat­

ever. They do not want to be taking  up a lot of extra time. We have 
found tha t to be the case.

I am interested in from various studies in the fact that  you make 
tha t point.

Do you think tha t the money you pay in taxes is worth it in this 
case?

Mrs. Polewzuck. Yes.
We have bills, like we get an invoice from the hospital. Between the 

two children, it comes to $50,000.
Senator  Kennedy. What about you. Mrs. Gosling?
Do you think the money you pay in taxes is gett ing the dollars’ 

value ?
Tha t would be kind of a loaded question in th is country.
Mrs. Gosling. Yes; there is no doubt about it at all.
It simply is a lifesaver mentally, and in every way. Because some 

things you can do without, but  if your health breaks down, you have 
to have medical care.

You have no choice.
Senator Kennedy. Mr. and Mrs. Churchill, of Louisville, Ky., and 

*' Mr. and Mrs. Ervin , Saskatchewan.
Mr. Churchill, perhaps  you will tell us a little  bi t about where you 

work.
n  STATEMENT OF MR. AND MRS. ED CHURCHILL, LOUISVILLE. KY.

Mr. Churchill. Yes, Senator.
I am sales promotion manager for B. F.  Spiri ts, Ltd.
Senator  Kennedy. J us t give us approximately what your income is.
Mr. Churchill. Around $21,600.
Senator Kennedy. Do you have a 23-year-old son who has some 

medical problem ?
Mr. Churchill. That  is true.
Senator Kennedy. Describe the problems for us.
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Mr. Churchill. My son has a condit ion called Krome’s disease, for 
which he recently had major surgery.

Five years ago he had the same type of operation, which at tha t 
time my wife and I were both working, and our insurance covered 
all of the expenses.

Now, there is a situation  where he is 23 years old and unable to— 
so fa r has been unable to main tain a regula r job, and the surgery he 
has ju st had we committed ourselves to pay it.

We are  the parents and he is living at home with us. But we were 
told tha t there are programs available tha t would help to subsidize 
some of this  expense and /or  completely take care of i t due to the  fact *
tha t he is an adult, and he could not any longer be considered as de­
pendent, at least so fa r as he has not, because he has small jobs last 
year, which he is unable to keep, and his income put him in the bracket 
where we could not declare him  as a dependent. *

So our main reason for being here today is to speak for him in the 
event tha t what is going to happen if something happens to us, how 
does a person like this survive in  th is country today, who is  unable to 
work regularly  and continuously gets these expensive bills ?

This is something he is not going to ge t r id of. I t is going to  come 
back, and he is going to continuously have to have surgery.

Senator Kennedy. Before age 21, he was covered?
Mr. Churchill. That is true.
Senator Kennedy. After he reached 21, he is not ?
Mr. Churchill. Tha t is t rue.
Senator Kennedy. It  is extraord inary about a health care system 

tha t treats somebody one way up until a certain birth day and then 
another way after they reach a certain birthday.
, Mr. Churchill. Tha t is true, aft er they become an adult.

Senator Kennedy. It does not make sense.
Have you tried getting coverage for him ?
Mr. Churchill. Yes; we applied through the billing office at 

Johns  Hopkins Hospital, about 6 weeks ago, we applied for  social 
security, which we were told that he is not  eligible for because he has 
not worked long enough to get a certain  amount of  points or  whatever tha t is.

So it was suggested to the  doctors that we apply for SS I which we 
did when we went back to Louisville, and that is pending now. We 
had to pass the buck type of thing  u ntil we got in touch with some *
people we know through SSI, so that is pending now.

We do not know’ if  it is going—if he is going to qualify  or not.
Senator K ennedy. How many unpaid bills do you nave ?
Mr. Churchill. Well, we have regular household bills th at we have. r
Senator Kennedy. Medical.
Mr. Churchill. Medical bills, we have a little  over $6,000 from 

Johns  Hopkins. Tha t is not counting the surgery  fees from the sur­
geons. T hat was just  for Johns Hopkins, and we said tha t we would 
pay it when we could pay it—when we signed my son out , we were 
asked how we were going to pay the bill or was he going to pay the bill.

We are the parents, and we know his bills have to be pa id, so we 
committed to pay the bill eventually, which is around $100 a month.

My main interest is what  happens to people in this par ticu lar cate­
gory which does not have help or what is going to happen if something
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sho uld  happen in the fu tu re  th at  the  man or  wom an like  my son— 
well , w ha t w ould  h ap pe n ? He is a n A me rican citi zen , does he g et he lp 
or a re  the re  pro gra ms  ? W ha t does he do ?

Se na tor K ennedy. You mentioned to  us he was ou t in  Ca lifornia . 
Di d he go out ther e?

Mr.  Chur chill. Yes.
Se na tor K ennedy. As I  un de rst an d,  there  was one h ospi ta l—well, do  

you  wan t to t ell  us th at  sto ry  ?
Th ey  req uir ed or  asked you f or  a depo sit.
Mr . C hurchil l. Th at  was  John s Hopkin s.
Th ey  asked me for  $3,000 depos it.
Se na to r K ennedy. $3,000 deposit  ?
Mr . C hur chill. Yes.
Se na to r K ennedy. I s t hat wh at  you  did , y ou ju st  laugh ed  o r crie d?
Mr . Churchil l. I l augh ed  an d asked fo r the su pervisor.
I  kn ew somebody was  say ing som eth ing  w ron g t o me. We d id  m ake  

a $200 depo sit.
Se na to r K ennedy . Mrs. E rv in , you h ave  a son, is  th at r ig ht ?

STATEMENT OF MR. AND MRS. LAVERNE D. ERVIN, SASKATOON, 
SASKATCHEWAN

Mrs . E rvin. Th at  is r ight .
Se na tor K ennedy. Wha t k ind o f med ical  pro blem does he have?
Mrs . E rvin . Bor n w ith  calc ium  deficiency and  a lo t of  alle rgies.
When he was 20 mo nth s old,  we took him  in fo r an inoculatio n fo r 

red measles, the n, because there was an ou tbreak, an d we ha d los t a 
chi ld p rev iou sly  wi th red  measles,  so we were told.

When he was ino cul ated, it  caused a reaction, and he had 107° t em ­
pe ra tu re  fo r a week, ca us ing br ain dama ge and such an d there were  
convulsions, of course . Since th at  t ime,  he has  been in and out of va ri ­
ous hospit als , un der do cto rs’ care constantly.

A t the pre sen t tim e he is in a nu rs ing home ju st  fo ur  blocks fro m 
our  home, fo rtu na tel y.

Se na tor  K ennedy. As I  und ersta nd  i t, y ou r fa m ily ’s income is about 
$22,000, is th at  cor rec t ?

Mrs. E rvin. A lit tle  more th an  tha t.
Se na tor K ennedy. Ju st  abou t the  same, th ough.
Mrs . E rvin. Rig ht .
Se na tor K ennedy . H ow much did  it  cos t in Montre al Neu rological 

In st itute  ?
Mrs . E rvin . W hen we too k him  to  Montreal,  it  was about 7 years  

ago. I t  was $95 a  da y cov erag e fo r the hosp ita l, plus  the  doctors . He 
was in there fro m the mi dd le of Ju ly  un til  th e midd le of October. 
I t  was a rou nd  $6,800.

Se na tor K ennedy. WTiat did  you pay  ?
Mrs . E rvin . When we thou gh t we were  go ing  to be resp ons ible  fo r 

th at , bu t it  was all  tak en  over and  covered  between the Quebec gov­
ern men t and S ask atc hewa n gove rnm ent .

Se na tor K ennedy. So you  pa id n othin g?
Mrs . E rvin. W e pa id  no th ing;  othe r th an  ou r expenses  and re tu rn  

tr ip  an d such .
Se na tor K ennedy. Going back an d f or th  ?
Mrs . E rvin . Rig ht .
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Se na tor K ennedy. Whe re is  your  son now ?
Mrs.  E rvin . As I  mentioned,  he w as p ut  in  a  h ospit al in  a  school fo r 

the  re ta rded  an d he  was t he re  for 6 year s and we had  ho ped  by p ut tin g 
him  in  there—it  was r ecomm ended b y t he  doctors—we h ad  hoped t hey 
wou ld curb the seizu res he was h av ing . He wou ld hav e as many as 50 
to 100 a day, and the n when he was go ing  down hil l so badly  the y 
decided  they  should pu t him  in  a ter minal  home an d it  is wi thin 4 
blocks of  ou r own home.

I t  has  proved ve ry good.
Se na tor K ennedy. Wh o pa ys  fo r th at  ?
Mrs . E rvin . The  Gov ern ment covers  all  costs.
Se na tor K ennedy. D o you kno w wh at  t he  value of  t he  services fo r 

the  la st year,  f or  examp le, did you  get one o f tho se lit tle  b ills ------
Mrs.  E rvin . Yes ; we go t a sta tem en t last  year , an d I  was so ove r­

whe lmed w hen I saw it  th a t I  did wr ite  a le tter  to  th e Government . I t  
cost $25,000 las t year. He  wa s i n an d out o f comas se veral times, which 
req uir ed  h ospit ali zat ion  an d ca re on top of  the  n ur sin g hom e care.

Se na tor K ennedy . Wh at  di d yo u pay  again  ?
Mrs . E rvin . We  pa id a bsolu tely no thi ng .
Se na tor K ennedy . You wrote  a le tter  to the G overn me nt ?
Mrs . E rvin . I  wrote a le tter  to the  P rovinc ia l governm ent because I  

thou gh t we had tak en  it  fo r gr an te d fo r so ma ny yea rs, th is  healt h 
cove rage , and when I  saw th a t it  was more th an  my hu sb an d’s ta ke-  
home  pay  f or  1 year, an d th is  could con tinue—there has only been one 
docto r who  ever gave  us a  l ife  e xpe ctancy  a nd  she said 16 years.  So it  
could go  on indef inite ly.
■ Se na tor K ennedy . You wrote  to the Go vernm ent exp ressing 
apprec iatio n ?

Mrs.  E rvin . Righ t.
Se na tor K ennedy . I  do  not  kn ow when the la st  tim e a person  w rote  

to the Government  in th is  co un try  expre ssing  ap pre cia tio n.
Mrs . E rvin . I th in k i t was a f irs t fo r them,  too.

, Se na tor K ennedy. S eriously , in ter ms  o f th e kind  of  a tte nti on  th at  
the y have g iven to  you,  I  mea n th e nur ses  a nd  d octors , you  have been 
sati sfied ?

Mrs . E rvin . It  has ju st  been g re at , rea lly .
Th e t hin g is, when we b ro ug ht  S teve to  Saska too n, he  w as 10 yea rs 

of  age, weighed 40 pounds, an d in a w hee lchair , g et tin g wa ter  w ith  an 
eye drop per. He is 13 y ears of  ag e n ow and he weighs  120 pound s and  
he is 5 foot  5, and he is enjo ying  life  as bes t he can.

Se na tor K ennedy . A re  y ou r n eig hbors  a nd  fri en ds —do  th ey feel as 
you do  abou t the  system in  Ca na da  ?

Mrs. E rvin. I  th ink eve ryb ody there is ju st  so ha pp y to have it. 
They do no t mind the  ex tra  tax es  and such  because they  know  in an 
emergency, as in ou r case, it  cou ld happ en  to  any body, th is so rt of 
expense. I  th ink eve rybo dy is qu ite  wi lling  t o pay th ei r taxes if  you 
have go t th is  coverage.

Se na tor K ennedy. You feel  you are  ge tti ng  services fo r the  taxes 
th at  you pa y ?

Mrs . E rvin . Defin itely .
As  I  mentioned , we do have  rea lly  su pe rio r he al th  care in  the  

province.
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Se na tor K ennedy. W ha teve r you  feel you  are pa ying  in taxes,  you 
feel you are  ge tting  your  dol lars ' w orth ?

Mrs. E rvin. We most d efin itely are.
Se ntaor K ennedy . Do you ag ree  with  th at  Mrs . G osl ing  ?
Mrs . G osling. Yes.
Se na tor K ennedy. W e wil l go to  Mrs. Wolf e an d th e Griffins, re p­

res enting o ur  elderly p opulati on .
Mrs. Wolf e is from Ci nc inn ati , Ohio, an d Mr. an d Mrs . Griffin, 

Toron to.
I  th in k i t is tim e th at  we star ted with the C anad ian s firs t.
Pe rh ap s we will ju st  st ar t off wi th Mrs. Griffin, fro m T oro nto . We 

are  gl ad  to have you he re.
Pe rh ap s you can  tell  us how old you are.

STATEMENT OF MR. AND MRS. WALTER GR IFF IN,  TORONTO, 
ONTARIO

Mrs . G ri ff in . I am 74 an d m y hu sband is 82.
Se na tor K ennedy . Th at  is Mr. Griffin r ig ht  beh ind  you ?
Mrs . G ri ff in . Yes.
Se na tor K ennedy. Mr. Griffin, we ar e glad  to  have y ou here.
Mr.  Gri ff in . Than k you ve ry  much.
Se na tor K ennedy. W ha t ki nd  of med ical  problems has your  hus­

ban d ha d ?
Mrs.  Gri ff in . He has ha d a  good many.
Do yo u wan t me to go  into it  ?
Se na tor K ennedy. I hope that  maybe we can  ta lk  a l it tle b it about it.
You live d in Canada  befo re healt h insura nce a nd  a ft er  he alt h in su r­

ance, is t hat  co rrect ?
Airs. G ri ff in . Th at  is co rrect,  yes.
Se na tor K ennedy. AVe are a lit tle  int ere ste d in  yo ur  impress ions 

before  and af te r, I  thi nk  t hat is k ind  o f im po rta nt , t oo,  as  people who 
have live d in Canada  u nd er  two  d iffe rent  kin ds  o f sy stem s, wh at  yo ur  
own reactio ns to those d iffere nt issues were.

Do y ou remember about 30 ye ars  ago when  Air. Griffin h ad  an  ulcer  ?
Airs. G ri ff in . Yes, I  do.
Se na tor K ennedy. An u lce r ope rat ion .
At th is  time Ca nada was not  under hea lth  insurance .
Alaybe you could te ll us  wha t happened the n ?
Airs. G riff in . He h ad  an op era tio n f or  an u lcer .
Se na tor K ennedy. Thi s is 30 ye ars  ago ?
Airs. G ri ff in . It  ha s been pa st 30 years ago.
Se na tor K ennedy . P as t 30 years?
Airs. Griff in . Yes. I would  say 35 year s. I t  is go ing  w ay back.
Se na tor K ennedy. A t th a t tim e there  w as no na tio na l he alt h in su r­

ance in C anada ?
Airs. G ri ff in . No.
Se na tor K ennedy. AVhat kind  of cove rage  did  you have the n?
Airs. Gri ff in . I f  I  recall , no t very much, if  we ha d any at all. I  do 

not  know, it  is so fa r back.
Se na tor K ennedy. Di d yo ur  husba nd hav e othe r kin ds  of medical 

pro blems  befor e he al th  ins ura nce in  Ca nada  ?
Mrs. G ri ff in . Before  35 years ago ?
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Senator  Kennedy. Before the passage of the health  insurance in 
Canada, a number of years ago, did he have other hea lth problems ?

Mrs. Griffin . Yes, he has had a grea t many.
Senator Kennedy. A grea t many. Were you able to meet the ex­

penses and the costs of those medical-----
Mrs. Griffin. Well, the ulcer alone, the surgery was $500. We tried  

our best to pay a little each month , $5 or $10, whatever we could, and 
I believe this went on for about a  year, and it  got to the stage—I  guess 
the doctor fe lt that we were trying, so there were no more bills. I  guess 
afte r so long, I do not think  they carry  it on, I  do not know, so long 
as you were trying.

Senator Kennedy. You did have a problem, as I unders tand, 35 
years ago, before health insurance, where you had these operations and 
you had medical needs and you were being hard pressed to pay them i f AI understand th at ?

Mrs. Griffin . Tha t is right .
Senator Kennedy. Now, there  is a different situation, since you 

have passed health insurance in Canada. Have you had any medical 
problems since health insurance was passed ?

Mrs. Griffin. Oh, yes.
Senator  Kennedy. Your husband has had a heart attack ?
Mrs. Griffin . Before tha t hea rt attack, since th is health problem 

was passed, the  health bill, he had  a nervous breakdown, and he had 
a nervous breakdown caused from a hernia  operation, and he had also 
an operation in previous years before tha t for a gallbladder and 
hernia, too.

Senator K ennedy. When was that, now ?
Mrs. Griffin . The gallb ladder and hernia—let me see—a good 

many years back.
Senator Kennedy. Before health insurance ?
Mrs. Griffin. Tha t is right .
Senator Kennedy. You had a lot of  medical expenses, did you?
Mrs. Griffin . Yes, we did.
Senator  Kennedy. How did you pay for those ?
Mrs. Griffin . We just had to pay what we could, jus t a little  at a 

time, and do what we could.
Senator  Kennedy. Recently has he had illness or sickness ?
Mrs. Griffin. Yes, he has. *
Senator Kennedy. H ow recently, in the last few years? The last 2 

or 3 years ?
Mrs. Griffin. Yes.
Senator Kennedy. W hat sort of illnesses or sickness did he have in »

the past 2 or 3 years ?
Mrs. Griffin . He had another hernia.
Senator Kennedy. Another hernia ?
Mrs. Griffin. Yes.
Senator Kennedy. Did you receive any bills from the one?
Mrs. Griffin . No; those bills there [indicating]—one heart attack 

tha t he had  last year, but he had  two h eart  attacks last year.
Senator Kennedy. Two heart  attacks  ?
Mrs. Griffin . Yes.
Senator K ennedy. This is for  one of them?
[The bill referred to fol lows:]
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Ontario Health Insurance Benefits
Your Onta rio Health Insurance Plan ( OHIP ) has been billed the following  
amount fo r y our hospital stay:

Pat ient ’s name
$3 5 a ■> -
Amount

This amount represents yo ur  use o f STANDARD WARD hospital services. 
It  includes all basic hospital charges, bu t excludes extra charges ( if  any )fo r 
semi - private or private accommodation, and special services ( if any ) not 
covered by OHIP.

Ontario Health Insurance Plan

Ontar io

FOR INFORMATION ONLY — 
NOT AN INVOICE 
NOT A RECEIPT 
NOT FOR TAX DEDUCTION
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Points to remember 
about  your Health Insurance.
Separate premiums are required  when dependent ch ildre n marry, reach 
age 21 or get a ful l-time  job. Ap plica tion fo rms  are available at hosp itals , 
banks and OHIPo ffices.

The fam ily premium mus t be paid to cover married couples. Tell your  
group — or, if you pay premiums direc tly, no tify you r local OHIP off ice.

If you stop paying prem iums through a group, care fully fo llo w the t*
ins tructions on the back of the  Ce rti ficateo f Payment (Form 104), which 
yourg roup is required to  give you.

Always keep your Health Insurance certificate handy.

Always quote your Health Insurance number when dealing with OHIP j

58-84(11 /76) Cat. No. 7530-4304

Mrs. Griffin. That is one. They did not give me the other bill. They 
just gave me the discharge bill, but tha t was the first time, the  first 
hear t attack .

Senator Kennedy. This was for the hear t attack.
On thi s it says $3,325. I t says a t the  bottom “Fo r information only, 

not an invoice, not a receipt, and not for tax deduction.”
Mrs. Griffin. No, it did not cost us anything at  all.
Senator  Kennedy. I t did not cost you anything ?
Mrs. Griffin. No ; the  same when he was in in December.
Senator  Kennedy. You lived under the old program and this 

program ?
Mrs. Griffin. Tha t is correct. Yes.
Senator  Kennedy. Which one do you prefer  ?
Mrs. Griffin. I  prefer this one by all means. If  I  had had to pay 

nearly $6,000 in a year on an old age pension check, I do not think 
I could have done it.

Senator K ennedy. Well, there many senior citizens in th is country, 
Mrs. Griffin, tha t are hard pressed.

Mrs. Griffin. I am sure there must be.
Senator Kennedy. That paid  for medication and other  kinds of 

services and medicare, the ir retirem ent only pays 40 percent.
Mrs. Griffin. I really do not know how they get by.
Senator Kennedy. A lot of  them do no t get by, that  is the tragedy.
Mrs. Griffin. You could not possibly. I  know with my husband and 

I, if we had not had tha t coverage, and I have a h ear t a ttack condi­
tion, too, with the care I am g ettin g and with what my husband has 
been getting, he s till now goes to a hear t specialist every 6 months,
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an d he is under a he ar t specia lis t ca re, an d y ou  know wha t a  speci ali st 
would  cost, a he ar t spe cia lis t, if  you hav e to go to  one  fo r a con sul ­
ta tio n.

Se na tor K ennedy. Y ou tak e the  num ber o f p eop le eve n in th e U ni ted 
St ates  th at  have  he ar t att ac ks , illness an d disease, prob ab ly t he No. 1 
ki lle r, so the fac t th at peo ple  ha vin g th is  kin d of  expense, I  mean, 
$3,325, and  the  Am eri can  people th at  are  affec ted by illness, by 
he ar t illness and d isease a nd  sickness, an d t ha t a re  ge tt in g b ills  simila r 
to th at is------

Mrs . G riff in . It  is sad.
Se na tor Kennedy . I t  is no t the exc eption,  it  is too f requ en t obviously. 
Mrs . G ri ff in . Yes.
Se na tor K ennedy . Th ey  a re  very h eavily bu rdened  by  i t.
B ut in  your  sit ua tio n you  ge t th is bi ll th at  says, “P ai d in fu ll .”

Eff ect ive ly,  that is wha t it  says.
Mrs . G riff in . Th at  is rig ht .
All I  had  to pa y for  was th e phone.
Se na tor K ennedy . The  pho ne ?
Mrs . G ri ff in . Yes. Th ey  even cut t he  phone  bi ll dow n because a t t he  

tim e when my hus band  we nt  in, he had  a v iru s in  his  ea r or  an infe ction , 
wh ate ver he had, an d he h ad  to  go to an ea r spe cia lis t the re  in t he  ho s­
pi ta l, so he could not  ju st  use t he  phone. W hen he d id  use  it,  it  was only  
a c ouple of  tim es, an d I  j ust  s tat ed  when I  was pa yi ng  the  phone bi ll 
th at it  was too bad th at he  c ould  n ot  t al k to  me or  in fact  I  c ould  no t 
spe ak to him  on the phone because—to  call  in to him . The lad y asked 
me, well,  how much I  thou gh t was  reasonable.

I  sa id, well, I  wo uld  leav e it  up  to  her.  So I  t hi nk  I  only pa id  $2.50 
fo r the phone. T hat  was f or 2 weeks in hi s roo m because  he was in  in ten­
sive care  fo r a week.

Se na tor K ennedy . You m ean they negoti ate d to  you wh at  they  were 
go ing  to charge ?

Mrs . Gri ff in . T hat is tr ue . T ha t is th e t ru th , th ey  did .
I  did  not ask f or  tha t favo r, she gave  it  to me.
Se na tor K ennedy . You thou gh t you  were  fa ir ly  tre ated , did  you  

th ink,  on the  cha rge  for  th e w hole ho sp ita l fo r the  pho ne ?
Mrs . Gri ff in . She t old  me w ha t the  phone  bil l w as, a nd  I  would have 

to  p ay  i t because  t ha t did no t go wi th th at and I  ju st  said  th at  i t was 
too  bad  th at  I  could  no t ta lk  to  the  husband on t he  phone  and  I  was not  
able  to  go down to see him.

She  cu t the  phone down and I  th ou gh t that  was very nice of  he r and  
I  w ould hav e to say  like  th is  lad y said, th at  the  care my husband go t 
was  j us t w ond erful.  Th e docto rs were  w onderfu l, too.

I  do not  believe m y husband  would be he re tod ay  i f it  was no t fo r th e 
care th a t he ha d rece ived  from the  Mo unt  Sina i Ho sp ita l and the 
doc tors .

Se na tor K ennedy . So no t only has it  reli eved you of  the financia l 
wo rry , but  you th in k y ou are  g et tin g good service, too  ?

Mrs . Griff in . T hat  is righ t, because  wi th  my con dit ion , too, it  re ­
lieves the wo rry  fro m me. at  least it does not ag grav ate me too much 
anyw av  because if  I  had  th at  p ressure to pa y the bil l. I  j us t could no t 
do it.  That  is all.  I t  is ba d enough  just to  keep yo ur  home going  w hen 
you  are on a  limited income.
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Senator K ennedy. That poin t has been mentioned time and again, 
and tha t is the mental strain,  the burden, tha t people have about fear of 
the expenses.

Mrs. Griffin. You do, because you feel you are obligated to pay what 
you can and you can only do so much.

You worry, where am I  going to get the money. Th at can be agg ra­
vating. My husband had a nervous breakdown, and I really believe tha t 
caused a lot of problems going back those years before, worry ing about 
how we are going to pay things.

Senator Kennedy. Nobody in Canada really has to worry about 
that?

Mrs. Griffin. They do not. I  think it is the  most wonderful thing  
tha t anyone can ever have. I  sincerely hope tha t you folks will be 
able to have your bill passed.

Senator Kennedy. I do, too.
Mrs. Wolfe, would you tell us how old you are?
STATEMENT OF MRS. ELIZABETH WOLFE, CINCINNATI, OHIO

Mrs. Wolfe. I am 68.1 will be 69 in Janu ary.
Senator Kennedy. Are you a widow ?
Mrs. Wolfe. Yes, I have been a widow since Jan uary 1962.
Senator Kennedy. What job did your husband have ?
Mrs. Wolfe. He was a  hig h ranking executive, ended up losing his 

job as a matter of corpora te politics, almost immediately after his 
50th birthday, and simultaneously with the diagnosis that he had 
generalized atherosclerosis.

Senator Kennedy. He had a good income ?
Mrs. Wolfe. In those days, Senator, there was such competition 

for middle management jobs that  even though my husband had re­
sponsibility for a staff of 37 people with a very fine corporation,  his 
highest compensation was only $16,000.

Senator  Kennedy. You have two children?
Mrs. Wolfe. Yes.
Senator Kennedy. Did they both go through college ?
Mrs. Wolfe. I put  them both through college.
Senator Kennedy. Did you work ?
Mrs. Wolfe. Yes, sir.
Senator Kennedy. What kind of medical problems did you en­

counter ?
Maybe you could start  with 1968.
Mrs. Wolfe. I managed to hold up pre tty well unt il 1968. Just 

about Thanksgiv ing of 1968 I fell and ruptured  the optical muscle 
that  supports the eye, and had to have first corrective eye surgery 
in order to avoid multiple vision.

Then I went to Chicago because my children were in tha t area to 
sta rt my affiliation with  a different brokerage house. I  was financial 
consultant at the time. S tar ting out in the business advising middle- 
income people to plan for reti rement and old age.

I  was also licensed by the  FCC, NASD, and insurance departments 
of the States of California, Illinois , as a life and health insurance 
agency, strictly commission. I  could not generate, having  just men­
tioned the move to Chicago, sufficient income to mainta in myself, 
and I had to go back into legal work, and in spite of all my expe­
rience, I had to start at  a beginner salary.
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The insurance group tha t I worked for moved its home office from 
Chicago to an  outlying suburb. I was considered too old to be eligible 
for the trans fer. I  started developing a hobby of breaking  bones.

Senator Kennedy. You were covered with some form of  insurance?
Mrs. Wolfe. Yes, for a period of time.
When my job with the insurance company terminated in 1971, I 

carried Blue Cross as an individual, and then when my medical prob­
lem really s tarted,  Blue Cross canceled me for too many claims.

Senator  K ennedy. As you mentioned other medical complications, 
did you try to get Blue Cross to continue ?

Mrs. Wolfe. I could not possibly afford it. I could not  possibly af ­
ford  it because of my present health record.

Senator Kennedy. Could not afford the premium ?
Mrs. Wolfe. I could not possibly afford the premium.
Senator  Kennedy. They raised the premium ?
Mrs. Wolfe. Yes.
When I  was s till able to get it before I  had so many health prob­

lems, the premium was already $30 a month. Now that I am on social 
security and medicare, even if I had a good health record, the pre­
miums would be approximately $40 a month. On my social security 
income, and you have a figure there , Senator, I cannot possibly afford 
that.

Senator  Kennedy. What medical problems have you had since 1972 ?
Mrs. Wolfe. In 1972, May 1-----
Senator Kennedy. Just  briefly summarize.
Mrs. Wolfe. I  entered a hospital for diagnosis as to whether  or not  

we could do anyth ing about my gastr ic problem. Aft er 11 weeks o f 
examination, they did an operation for an esophageal hernia. I t was 
not a success. I  was in the hospita l until October—May 1 to October 
29 .1 convalesced at Women’s Club.

Two months later I broke one hip. About 3 months a fter that , they 
did a second operation for the same hernia of the  esophagus problem. 
The following year I fractured  the other hip. The frac ture  never 
united completely. I have been walking with a cane since.

We are now in the process of testing when will I  be ready fo r a third 
operation. They have put me through preliminary testing  a t the cost 
of over $2,000 for each series of tests so far  th is year. Since medicare 
does not  furn ish copies to the recipien t of what the bills are, and I 
only get  the figures as to what my 20 percent should be, I  would esti­
mate so far the billing to  medicare this year has been $10,000 at least, 
and surgery is now scheduled, a very high risk, at least 6 hours, for 
November 11.

Senator Kennedy. Has this drained off, these medical expenses, 
drained  off your assets?

Mrs Wolfe. Totally.
My only income is social security.
Senator K ennedy. Did you have a small savings?
Mrs. Wolfe. I have no savings account. I am fortuna te if  I can main­

tain  a balance in my senior citizens checking account of $30.
Senator Kennedy. W hat kind of condition were you in before all 

these medical expenses financially, were you a t least comfortable ?
Mrs. Wolfe. I was a financial consultant on planning.
Senator  Kennedy. You are a financial consultant?
Mrs. Wolfe. Yes.
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Senator  Kennedy. Before all these medical expenses you were at 
least able to have a comfortable existence ?

Mrs. Wolfe. I had estimated that with social security, drawing 6 
percent on my investments, th at I would have an income of about $750 
a month, and that I would have an earning capacity  of a t least $25,000 
a year as a financial consultant.

Now those savings have effectively been wiped out. Everything is 
gone.

Senator K ennedy. How do you get along ?
Are you concerned about future  types of medical bills ?
Mrs. Wolfe. Yes, sir.
I have a shoebox full of duns.
Senator Kennedy. For what ?
Mrs. Wolfe. Duns, d-u-n-s.
I have two hospita ls and one optician put ting  my balances-----
Senator Kennedy. Tell us what the duns are.
Mrs. Wolfe. Harassment.
Senator Kennedy. Harassment ?
Mrs. Wolfe. Yes, harassment. Such things  as why don’t you pay 

your share ?
Obviously you are dishonest and did not want to pay for your 

eyeglasses.
Senator Kennedy. You have two shoeboxes full of those k inds of 

notices from collection agencies ?
Mrs. Wolfe. Yes.
Senator Kennedy. You would be able to, would you not ?
Mrs. Wolfe. Senator, I ’m a proud person and I am an aggressive 

person. You have some history of my background. I  have great  earning  
capacity. I ’m restricted as you know, with  what I  could earn  by social 
security. I am restricted  by my health condition as to what kind of 
work I  can do. J us t about a year ago I  was fortunate enough to be in 
touch with a p ilot program adminis tered in the State of Ohio under 
the Older Americans Act.

The requirements to get this employment, one must be 55, prefer­
ence to people over the age of 60. Maximum working hours to be com­
pensated for 20 hours a week at $2.80 an hour. And income from all 
sources under $3,000.

Senator  Kennedy. I  th ink there is quite a difference between your 
experience and Mrs. Griffin’s.

Mrs. Wolfe. Yes, there is. It  does not add to my peace of mind to 
know this is going to be a very high risk surgery. It  does not give me 
any comfort tha t no undertaker will tell me what is the cheapest 
kind of funeral I can arrange unless I can guarantee  the funeral will be 
paid for.

It  does not make me very happy  that when the project manager 
where I  live learned that I had this invita tion, he gave me a notice of 
eviction.

Senator  Kennedy. Gave you a notice of eviction ?
Mrs. Wolfe. Of eviction.
My housekeeping does not-meet with their  standards.
Senator  Kennedy. You think  these medical tragedies during your 

life have been real ly the principal problem in terms of  unravel ing of 
your own financial situation-----
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Mrs. Wolfe. Yes.
Senator  Kennedy. And the kind of tensions-----
Mrs. Wolfe. Psychological.
Senator  Kennedy. Psychological problem ?
Mrs. Wolfe. It  is terrific.
Senator  K ennedy. We have heard  Mrs. Griffin say tha t with all of 

the expenses, you do not  feel th at you have this problem, do you-----
Mrs. Griffin. No, I certain ly do not, Senator.
Senator Kennedy. You are obviously concerned about future health 

and well-being, but you are not as concerned as I  understand-----
Mrs. Griffin. No, I am not, I have peace of mind.
Senator Kennedy. Mrs. Wolfe, do you have peace of mind?
Mrs. Wolfe. No, I do not.
Senator K ennedy. That,  again, is pa rt of the  real issue in terms of 

health  insurance. We are again always talking about charts and fig­
ures, but  I  do not  know how you quant ify this and put  a dollar value 
on it.

It  seems to me in this country we ought to be able to relieve people 
of this kind of mental anguish.

Mrs. Wolfe. May I make an unsolicited comment?
I live in a low-income integrated housing project under HUD. I t is 

a h igh crime area. We have  no supermarket within  3 miles. We have 
no restaurant.  I  have to walk downstai rs six or seven or eight steps to 
reach any ground level and coping with a cane, there  is a heavy door. 
We have no congregate mills. We have facilities  tha t are not being 
utilized. The greates t problem we senior citizens—68 percent of the 
senior citizens in our area  have incomes under $6,000 a year. The ma­
jori ty are black or Appalachian. Our average widow has an income 
of under $4,000 a year, and living in this environment, I am well 
aware of the problems of the senior citizens.

The greatest  fear is th at we will outlive—those who have resources— 
tha t they will outlive the resources and have to become medicaid pa­
tients. I have been in the best hospitals, and I have been in hospitals 
and nursing  homes under medicare and medicaid, and there is a tre ­
mendous difference in the services rendered.

Senator  Kennedy. On that point, have you found any differences 
in the Canadian experience; you mentioned before, Mrs. Polewzuck, 
you go from one hospital to another—did you find this difference be­
tween services from one hospital to another ?

Mrs. P olewzuck. No.
Senator  Kennedy. You generally get good services ?
Mrs. Polewzuck. They treat you like a consumer if you are not 

happy—you are the consumer, and if you are not happy  with  the doc­
tor, you do not feel is being tru thful with you, or doing what you want 
him to  do, you go to another doctor, and you can go to another hospi­
tal where you report him through the medical board.

Senator Kennedy. Mrs. Wolfe was sort of commenting on the dif ­
ferent  kinds of levels of service in terms o f more financial resources or 
less, but you do not find such real distinction ?

Mrs. P ole'wzuck. No. You can go to the best specialist; if you want 
to see a specialist, you go to a specialist. You do not need a referra l. 
You go to your specialist.

Senator Kennedy. The next are the Howells and the Hursts.
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Mrs. Howell, from Smokey Hollow, is unable to be here; and 
Mr. Hurst is from Windsor, Ontario.

I will ask the staff assistant tha t worked on this to give us the 
Howells’ story, and then we will hear from the Hursts if we could.

Mr. Sheridan.
Mr. Sheridan. Mr. and Mrs. Howell live in a small black community 

called Smokey Hollow, near Tate, Ga., up in the northwest mountains. 
They live in a two-room shack, really, with wood-burning stove, and 
Mr. Howell has  severe hypertension, and kidneys have been damaged.

He was on medicaid but he star ted receiving social security, and 
when he started  getting social security, which amounted to $220 a 
month, he lost the medicaid because the  l imit in the State of Georgia 
for medicaid is $189. In  o ther words, if  you make more than $189 a 
month, you are not eligible for medicaid.

Then he tried  to go to the doctor to treat his hypertension. The 
doctor would not see him because he did not have any money, he 
did not have medicaid. The legal services group in the—in Gainesville, 
Ga., interceded on his behalf and finally persuaded the State agency 
to pay the doctor’s bill, so he  got  to go to the doctor. When he went 
to the doctor, the condition was so serious tha t the doctor sent him 
immediately to the hospital in Atlanta,  where he was t reated for a 
number of weeks.

He then returned to Smokey Hollow. Now he is in Smokey Hollow, 
and he and his wife were to have been here this morning, but last 
nigh t he took a turn for the worse, and his wife is now try ing  to get 
him in the hospital.

His condition has been worsening.
He does not have medication he needs. He is not gettin g the treat­

ment he needs. In  addition, they have a 15-year-old with him, and 
she was getting $66 a month under  medicaid for her treatment of 
her teeth. Her  teeth  were all rotten, and the dentist  set up a program 
to remove a ll of her teeth, and replace them with dentures.

In  the middle of the process, when most of her tee th were removed, 
and, of course, no dentures were yet available, the medicaid stopped 
and the dental treatm ent stopped. So tha t is where that stands. The 
girl has few teeth  in her mouth, no dentures, and no prospects of tha t 
situation improving.

In  addition to that , one of the g randch ildren , they have a program 
in the State  of Georgia for malnutrit ion, and one of the grand­
children had symptoms of malnutri tion,  so he was under the program 
and started to improve, and when he reached a certain point of im­
provement, they took him off the program because the program was for 
people with malnutri tion. He went back to Smokey Hollow, and he 
now again has malnutrition .

Tha t basically is the story of the Howells.
Senator Kennedy. They stopped trea ting  the daughter, is tha t 

correct ?
Mr. Sheridan. As soon as there  was no medicaid.
Senator  K ennedy. Did she have some of her teeth taken out?
Mr. Sheridan. She had most of her  teeth taken out, she had  very 

few teeth, and she does not have the dentures yet, of course.
Senator Kennedy. So effectively she lost the medicaid, really, by 

the SSI?
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Mr. Sheridan. Yes; as soon as the social security started, he lost 
medicaid.

Senator Kennedy. We will hear from Mr. Hurst.
Both of these families have hypertension.
Mr. Hurs t, how old are you and how many children do you have? 

STATEMENT OF LEONARD HURST, WINDSOR, ONTARIO

Mr. Hurst. I am 45 and I  have 10 children.
Senator Kennedy. When did you find out tha t you had hyper- 

**' tension ?
Mr. H urst. In 1954, when I  was in the Royal Canadian Navy.
Senator K ennedy. The Royal Navy, and you were discharged from 

the Navy because of hyper tension; is tha t right ?
Mr. Hurst. Tha t is correct.
Sena tor Kennedy. You have worked for the Chrysle r Co. ?
Mr. Hurst. At the present time.
Senator Kennedy. Have you had hospitalizat ion for your medical 

condition ?
Mr. Hurst. Yes.
Senator Kennedy. Pardon  me ?
Mr. Hurst. Yes; I have.
Senator K ennedy. How frequently ?
Mr. Hurst. Three or four  times a year.
Senator Kennedy. Fo r how many days?
Mr. H urst. Different times, sometimes at the end of 3 months, 2 

months, 30 days.
Senator Kennedy. You have been in and out of  the United States, 

have you not ?
Mr. Hurst. Tha t is correct, sir.
Senator Kennedy. You have been hospitalized in Californ ia?
Mr. Hurst. Yes, sir.
Senator Kennedy. For what reason ?
Mr. H urst. Fo r h igh blood pressure. I was hi t by a car in Detroi t, 

Mich. My legs were busted, fractured, and I was in  a cast up to my 
waistline. I  went to California—well, I ’m ahead of myself—I was in 
Detroit and I went for  X-rays and they did not find any fractures or 

«, anyth ing in my  bones, in my legs; and I went to California and went
to the  M artin Luth er Kin g Hospital , and tha t is when they found I 
had frac tured  legs.

I was in the hospital there approximately about a week; that is, the 
« Mart in Luther King Hospital. Then my blood pressure went up, and

all th is pain.and suffering I  had with my leg, and I went into Foxhill 
Hospital.

Senator Kennedy. Where ?
Mr. Hurst. Foxhill  Hospital in Los Angeles.
Senator Kennedy. About how many different hospitals have you 

been into in the United States, do you think,  approximately ?
Mr. Hurst. Five.
Senator Kennedy. Five different hospitals ?
You are a Canadian citizen: is tha t rig ht ?
Mr. Hurst. Right.
Senator Kennedy. Who paid for your medical treatment in the 

United States ?
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Mr. Hurst. OH IP,  Ontario  Hospitals.
Senator Kennedy. That is Ontario Hospi tal insurance program ?
Mr. Hurst. Tha t is correct, sir.
Senator Kennedy. So the Canadian programs paid for your medical 

expenses while you were hospitalized here in the United States ?
Mr. Hurst. Tha t is correct.
Senator Kennedy. All five different hospitals and all the other 

times you have been hospitalized here in the United  States?
Mr. H urst. Yes, sir.
Senator Kennedy. They pay all of your medical expenses?
Mr. Hurst. Yes, sir.
Senator Kennedy. Do you know how much they paid in Los Angeles 

or how much they paid the doctor ?
Mr. H urst. In  the  Martin Luther  King Hospi tal I believe i t was a 

little over $1,000. For  Foxh ill Hospi tal, it was between $2,000 and 
$3,000, about $2,800 or $3,000. The doctor in Foxhi ll Hospita l ran 
about $700 or $800.

It  was all paid by the insurance company.
Senator Kennedy. Somebody who was in the next bed over in any 

of these hospitals may very well not be getting hospitalization cov­
ered.

How do you feel about the Canadian system ?
Mr. H urst. Very good. I t takes a lot of worry off your mind. In my 

case, I  never know when I  would be struck down with this high blood 
pressure again, sir.

Senator Kennedy. Let me see if there is some summary result t hat  
we might make here. I  would like to inquire of our Canadian friends, 
speaking for yourselves and really for your neighbors, is there any 
one of you who is not satisfied or gratefu l or pleased with the system of 
national  health insurance in Canada at this time tha t you know?

I do not know whether I can put in your record tha t you all shook 
your heads, but maybe your smiles can be indicated. I thin k you have 
commented on it. I gather from what you said already tha t you are 
satisfied, well satisfied with it, and no one questions any kind of system 
cannot be strengthened, but the essential aspects of i t you are all satis­
fied with, that you feel you are getting your tax  dollars value from the 
system.

Do you all agree ?
1 ou would not like to see it repealed ?
What about it, Mrs. Griffin, would you like to go back to the old 

days ?
. Mrs. Griffin. No. I certa inly would not.

I would probably end up with a nervous breakdown. I  say no, I cer­
tainly would not. I  would probably end up with a nervous breakdown.

Senator Kennedy. Would you have anv guidance to your counter­
parts in the United States ?

Mrs. Griffin . I say, work hard for  it.
Senator Kennedy. You would say, work hard for  it ?
Mrs. Griffin. Yes, work hard for it. Keep trying.
Senator Kennedy. What about the others? Mrs. Gosling!
Mrs. Gosling. Yes.
Mrs. Wilsack. Yes.



Senator K ennedy. Do you think i t is worthwhile for your counter­
parts in the United S tates to try to have both farm  families and people 
who work in plants and factories, elderly people this meaning, which 
are representing the group, do you think your counterparts  in the 
United States ought to work for the type of health program that  you 
have encountered ?

Mrs. Wilsack. Yes, they should.
Senator Kennedy. What would you do to a political leader who 

would try to take it away from you, Mrs. Gosling?
Mrs. Gosling. Get rid of him.
They would not do t ha t up there. It  would be political suicide.
Senator K ennedy. I  asked the  staff a question here and maybe you 

could comment on it.
Do you represent different political views ?
I do not know whether you have different viewpoints about support­

ing different types of systems. The point I would be interested in is 
whether no matter what the  political spectrum, whether all the polit i­
cal par ties in Canada basically support the same kind of system ?

Could you tell us, Mrs. Gosling, just on knowledge, general knowl­
edge ?

Mrs. Gosling. I am going to mention something, one government 
put on a deterrent fee and this  meant tha t when you went to the 
doctor, you paid a minimal amount, and the rest was paid by the gov­
ernment actually, and when the election time came around, this gov­
ernment lost very drastically . I  thin k it  speaks for itself.

Senator K ennedy. Fo r o ur American understanding, are there any 
political leaders or political parties  in Canada tha t do not basically 
suppo rt this type of program ?

Mrs. Gosling. Oh, no.
Senator Kennedy. They are all in general support of it ?
Mrs. Gosling. Yes; I think definitely.
Senator Kennedy. It is basically a nonpartisan  issue ?
Mr. Gosling. Yes.
Senator Kennedy. Liberal or conservative ?
Mr. Gosling. Yes.
Senator Kennedy. One of the problems that we know you have to 

be concerned with, and our Americans are concerned with, is the prob­
lem of inflation.

The increased cost of things, whatever arguments—food, energy, 
and health costs. But even with the problem of inflation, you still 
feel satisfied that you are getting  your dollars value ?

Mr. Gosling. Yes.
I thin k one problem tha t has come up in Saskatchewan, sometimes 

you have a waiting period to  get a bed. You cannot always get into the 
hospital immediately. I thin k this is one thin g tha t has happened. 
They said inflation, just in the last few years, but I  do not think it is as 
serious a problem.

Senator Kennedy. Let me ask our American friends here if they 
have any kind of reaction to listening to this story here from the 
Canadian experience, if they have any reactions on it.

Mrs. Corbett?
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Mrs. Corbett. I  know that everybody does and we really need some 
help financially. My husband makes a good salary. We cannot enjoy 
it. It  is a ll jflst going to doctors bills. I  am n ot alone. Many people 
feel this way. We need something.

Senator  K ennedy. Are you impressed by the fact that our friends 
from Canada are both warmly endorsing thei r type of a system, th at 
it has relieved the families from the kind of medical expenses tha t I 
think  each of you have testified about this morning, and also effectively 
have paid  the bills and have done it  wi thin a system where they have 
been able to limit cost controls generally in terms of the economy ?

Everyone is worried about runaway inflation, and i f we get national 
health insurance, whether you really have a program tha t can limit’ 
costs.

Do you thin k at least from what  you have heard that some form 
of national health insurance can certainly  relieve you from the kind 
of fears tha t you have about meeting your medical needs for your 
children ?

Mrs. Corbett. I would like to say I would jump and scream if 
we ever got it. We need it desperately.

There is an awful lot of gui lt t ha t you are  not  being a good mother 
or a good parent, tha t you cannot do it. I know I  would be gra teful 
to all those who did work for it. We are g rate ful to be asked today to 
explain our side, tha t it is so needed.

Senator K ennedy. Mrs. Cihak.
Mrs. Cihak . Yes; it would be greatly apprecia ted if this bill would 

go through. It  is a dirty  shame that American people have to work all 
thei r lives and have one medical tragedy wipe out everything.

Senator Kennedy. There is the  fear of another one, too, I suppose.
Mrs. Cihak . Yes.
Senator Kennedy. We heard this morning tha t it is not just one, 

but Mrs. Wolfe talked about it, a series, the fear o f any other  kinds of 
additional illnesses and the fear of not being able to provide for 
children now, giving them the continued kind of treatm ent and sup­
port—

Mrs. Cihak. Yes.
Senator Kennedy. And Mrs. Sheagley. what do you think?
You have been listening to your Canadian counterparts, and do you 

feel they have something going up there?
Mrs. Sheagley. I  rea lly t hink tha t they have got something going, 

and I  for one would like to share in what they do have going, because 
I would like to be a better mother, and have some of the pressures 
taken off of me. because as a mother with retarded children. I  need 
to be pa tient and understanding, and some of the bills we do have in 
medical expenses, they would be taken off of me. I would have more 
Patience to give mv two re tarded children, a l ittle more love and un­
derstanding that they need.

So T definitely’ think that  it is a great idea.
Senator  Kennedy. All right.
Ts there anyone else ?
T think  these statements have reallv said it.
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Mrs. W olfe. I  would  lik e to say I  th in k th at it  is sad  com menta ry 
th at af te r my husband an d I  scr imped  an d saved an d pa id  ou r tax es 
all  the se yea rs, we made sacri fices  and my son was a Ma rine officer, 
th at now in my old  a ge I  am  condemned to  exist  i n poverty , liv ing at  
below  pove rty  levels.

Seven dolla rs is the minim um  cost fo r go ing  to  a clin ic. I  have  been 
in c lini cs sometimes e ight  tim es in 1 month. I f  I  stop and  have soup a nd  
a sa ndw ich , a ft er  wai tin g 6 hou rs to be seen by m y doctor,  the  bill s ru ns  
even  higher.  Medicare bein g given  our  se nior c itizens  is  bandage medi­
cal t reatmen t. You n eve r kno w w hat docto r you  are  go ing to see.

You have the  feel  there is never any in terest in  you. I t  is a hard ­
sh ip to  ge t to  th e clinics. Medica l tra ns po rtat io n is one of  our  g reates t 
needs . We  need rea ssu ran ce th at  some docto r cares th at  we are  sti ll 
ex ist ing , and  as l ong as  we a re  existing  we should  be tr ea ted like  hum an 
beings an d not do ped  int o a stupor.

Se na tor K ennedy. Mr. Ch urch ill , you have  lis tened a s well.
Do  you ha ve any com ments ?
Mr. Churchil l. Se na tor , I  th ink we have a good prog ram in  th is  

coun try , bu t I  th in k they  dras tic all y need  im prov ing , and ho pe fu lly  
th ro ug h your  bil l th at  some att en tio n will be pu t on these typ es of  
th ings . I  also th in k th a t throug h thes e pr og rams we do hav e th at 
some effort  o r be tte r effort  sho uld  be mad e th at olde r peop le th at  are 
able to ge t help  on th ei r own, to  look in to  these program s, also the  
younger peop le t hat  q ua lif y fo r th ese typ es of  th ings , I  t hi nk  w ork ers  
in ce rta in  areas where buc ks are  c on tin ua lly  passed, should  be looked 
in to  where a person  th a t quali ties sho uld  no t have to  go th roug h ha­
ras sm ent of  b ills,  loo kin g fo r someone to he lp the m to  ap ply fo r d if ­
fe re nt  thing s th at  we do have.

Se na tor K ennedy. W e are  enorm ous ly gr at ef ul  to  our  f rie nd s fro m 
Ca na da  coming here.

Mrs . G ri ff in . Co uld  I  hav e a mike and  make a co mment?
Th is  las t he ar t at tack  th a t Mr.  Griffin  had, it occ urred at  4 o’clock 

in the mo rning.  I  was in the house and I  got on the pho ne and I  ca lled  
an d I  called the  police . In  re tu rn  the y go t an amb ulance . Now, they  
ha d M r. Griffin in to the  hos pit al  befo re yo u could look aro und.

Ev er yt hi ng  wa s tak en  care of when he go t int o th e hospita l, wh ich  
was  very i mpo rta nt  in  a case like th at . Be ing  pr om pt  an d ge tti ng  there 
is im po rta nt . I t d id  no t cost  me fo r th at  am bulance.

I  did not have to  pay .
I  t ho ug ht  I  wou ld me ntion  th at . I t  does no t sou nd like very much, 

bu t I  ju st  wanted to show the  care we get.
Se na tor K ennedy. I  th in k th at  the tes tim ony we hav e he ard in  

th is  panel  th is  morning  pro bably ill us tra tes as cle arl y and as force ­
fu lly  as could be il lu st ra ted,  the  need for the  he al th  program .

I t  was done in hu man  term s. Th e he alt h ins urance prog ram is 
based in the  very same fund am en tal  pr inc ipl es  whi ch I  believe in  so 
dee ply  in terms of  its  un ivers ali ty.  I t reache s out int o ru ra l areas, fa rm  
are as,  as well as with in  th e citie s, in terms  of  com preh ensiveness. I t  
fits into all dif ferent  k inds  of i llnesses and  sicknesses, w hethe r i t is  ch il­
dren , sen ior citiz ens,  whe ther  i t is a cont inuing  k ind of  med ical  need 
of  the  averag e fa mi ly.
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Hos pi ta liz at ion and pa tien t care, medicatio n, it  covers those. I t  
covers all  Canadia ns  an d it  is compreh ensive. In ho sp ita liz at ion and 
ou tpat ien t. I t  is done in a ve ry hum ane  way.

We  have heard  th at  spo ken  so eloque ntly  in each of  ou r witnesses 
th is  mo rning from th ei r own  fri ends  and neigh bors th at  the y feel 
the same  way  abou t the sy stem .

Mrs . Polewz uck  m ent ion ed he can go to an othe r h os pi ta l or  an oth er  
doctor.  Th ere  are  al l kin ds of  procedures. Th ey  feel they  are  ge tting  
good services. They are  ge tt in g good quali ty.  Th ey  feel  they  are  g et ­
tin g good quali ty.  I t  is  very po we rfu l message th at  you are giv ing  to  
us, t hat you feel free  o f the  burde n of  finan cia l illness an d disease . No 
one can  be ever free fro m the fe ar  of  po ten tia l illness  or  disease, bu t 
you feel  fre e from th a t financia l bu rden  th a t wipes ou t the fam ily, 
th at  Mrs . W olfe and  oth ers  have  talke d abou t.

Ju st  abs olu tely  changes an d al te rs  a nd  in some of  th e instances a t­
tacks t he  dign ity  and se lf- res pect o f an  indiv idua l.

You do no t have  th at  fe ar  because of  the financ ial asp ect  of  it. 
You  feel  relieved of  it. You hav e done  all  of  th at  wi th in  a system  
supp or ted by the  c en tra l au th or ity in terms  o f wh at  is  be ing  paid  for,  
a lesser perc enta gew ise th an  ou r fri en ds  in th e Un ite d Sta tes .

I t  is ho lding , I t  is ho ldi ng . I t  is cost effect ive, as they  say. Those 
are  the sta tis tics, the  figures th a t hav e been assembled, no t by myself, 
a st ro ng  adv oca te of  healt h ins urance,  bu t the Congress ional Bu dget 
Office, Ca na dian  Gover nm ent  figu res,  ou r own evalu ati ons th at  were 
made by ind ivi duals  who wer e no t advocatin g any pa rt ic ul ar  form— 
you are  d oin g i t efficiently an d effectively fro m th e cost  effective po int 
of  view.

I  th in k ou r f inal po int, as I  h ea r ou r Ca nadia ns , is t h a t there is n ot  
a po lit ici an  no r a po liti ca l lead er  or  po lit ica l pa rty th a t wa nts  to go 
back f rom where you are  in terms of  hea lth  insuranc e.

Tha t oug ht  to be something th a t is no t los t as well.
A t th e tim e when we can  see whe re po lit ica l lea ders wi ll jum p out 

in fron t o f a ny ki nd  of move ment o r cit izen s concern on t hi s issue he re, 
th at  vi rtua lly  un ifo rm ly across  the polit ica l spe ctrum  it  is no t a par ­
tis an  issue,  bu t support ed  by those of  dif fer ent po lit ica l spe ctrums as 
it  sho uld  be, because we are  ta lk in g bas ica lly  abou t how people are 
goi ng to t re at  each oth er.

That  sh ould no t define a n ideology’, w hethe r someone is one p oli tica l 
bel ief  o r ano the r. I t  is bas ica lly  huma n decency and humanity .

On the othe r side we have list ene d to ou r Am eri can  citi zen s and  
fri en ds  w ho have  been vi rtu al ly , I th ink,  m ost im po rtan tly  have  com­
mented on th ei r own sense of  loss of  being able to  prov ide fo r loved 
ones.

I  th in k th is is wh at is real ly  the message, I  foun d most rev ealing 
th is mo rni ng . The pa rent s be ing  co ncer ned a bout no t b ein g able to do 
th ings  th a t the y want fo r th ei r ch ild ren  or  for th ei r loved ones, be­
cause  of a system  where fin anc ial aspects are  barri cade d,  a system which 
in too  ma ny instances individu als have been served  at  a  cost  of th ei r 
own sel f-resp ect  and  dign ity , a system whi ch is wid ely  o ut  o f con trol 
in terms  o f finances of  i t, and in a system where  th ose  t hat  have been 
touche d by serio us healt h needs, con tinue to have th a t sense  of  fea r 
every  day of  thei r lives,  eve ry ni gh t, th a t th ei r child  may ge t sick 
or  ill an d the y w ill not be able to p rov ide  fo r them .
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Mrs . Co rbett  tell s us ab ou t middle incom e people,  peo ple  who  tel l 
us abou t th ei r ch ild ren  be ing  sick and they  wonde r wh eth er  i t is $50 
sick,  or  $75 sick, because th a t is wh at it  is go ing  to cost, no t ha ving  
the re sources  fo r the cr utches .

I  ju st  pa id  my so n’s prot hesis  bill , $1,600. Teddy has  pro the sis , $1,600 
th is  y ear . He goes th ro ug h one a yea r. I do no t know how a fam ily — 
Mrs. Co rbett  is  t alki ng  abo ut  $50 for c rutc hes . I  am fo rtun ate to have 
ha d th e financia l security to  be able to afford  it.  On ly part  of  the  
tra ge dy  is th at  Congres s look s ou t af te r it se lf p re tty  well.

As  I  have of ten  said in  dif fer ent pa rt s of  the  coun try , if  we give  
to  t he  Am erican  peop le wha t we have  done  fo r ourselv es in Congres s 
an d th e Senate of  the U ni ted Sta tes , we wo uld be a lon g w ay down the 
road  to ward not—not  a ll the way  down,  but  a long w ay down th e roa d 
toward m eet ing  hea lth  ca re needs.

So I  hope  th at  any Am eri can citiz en, when the y he ar  t hese pio us 
com men ts and speeches fro m those coming back  home  af te r the  Con­
gre ss—about he alt h care an d healt h insura nce , th at  the fam ilie s are  
go ing to  d emand  why they  look out af te r them selves an d no t look ou t 
af te r th em in  thi s a rea.

I t  is a deeper  kind  of  pro blem.  We  are  go ing  t o be nee ding all the 
he lp fro m various grou ps  in  ou r coun try , doc tors an d others , to  tr y  
to deal  w ith  thi s problem.

We  w an t to deal  w ith  i t. We  s tarte d on t hi s issue ju st  on com prehen ­
sive prog rams 8 ye ars  a go an d it will  con tinue on an d as lon g as I  am 
in the Senate or  u nt il we pass it—I  d o no t th in k there is a fam ily  i n 
th is coun try  th at  has  no t been touched by he alt h prob lems.

I  j us t see in  m y own f am ily , I  have  a re ta rd ed  s ister,  a nd  I  was in  a 
pla ne  acc ident, 7 m onths  i n the hospi tal . I  had the very best  t hat  you 
cou ld poss ibly  have . We  wer e obviously able  to afford  it.

My fa th er  was sick fo r 7 yea rs wi th a he ar t illn ess  at  home and 
ag ain  we were able  to  a ffo rd it. No q ues tions th at  we ever  go t t he  ve ry 
best  in those  th at  hav e th e resources.

But  we are  com mit ted  to  tryi ng  t o reli eve  the Am eri can  peop le of  
the  f ea r o f th e fina ncia l b urden. We are  co mm itted t o seein g th at  when 
the y ge t healt h care , th at  they  are  go ing  to get  the best  th at  we can 
possibly fash ion . We  a re com mitted to insis tin g th at  we do it  a t a cost 
the  people can afford  to p ay.

I  wou ld hope  that  the  tax pa ye rs  of thi s co un try  li ste ning  to  the  ta x­
payers of  Canad a who ind ica ted  the y feel very str on gly th at in th is  
are a of  p ubl ic poli cy they  are ge tti ng  th ei r do lla rs ’ v alue, an d I  think  
I  hav e s tat ed  cor rec tly  yo ur  position on it.

And  th at  message  sho uld  no t be lost.
We wa nt  to th an k all  of  y ou very much th is  m orn ing , and we h ave  

one more im po rta nt  w itness  a t the conc lusion of  th is  pan el, so we wil l 
ju st  recess fo r a mom ent or  two, ju st  to  pe rm it you  t o leave the  table.

We w an t to th an k you very  much.
We  wil l recess fo r abou t a minute and a ha lf  and pe rm it ou r wit­

nesses  to  leave th e tabl e, an d the n we wi ll con tinu e wi th ou r he aring .
T Recess.]
Se na tor K ennedy . All right,  we will  be b ack  in  o rd er  now.  We will  

he ar  fro m Nfr. and Mrs . F ra nk  Mooney fro m Ph ila de lphia.  Ch ris to ­
ph er  W al l i s a lso here . Al l rig ht . Can  we st art  now ?
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STATEMENTS OF MR. AND MRS. FRANK MOONEY, WEST CHESTER,
PA .; CHRISTOPHER J. WALL, AUDUBON PARK, N. J.;  AND MRS.
ROSE ESHLEMAN AND DAUGHTER LIL, NOTTINGHAM, PA., A
PANEL

Mr. Mooney. My nam e is Fr an k Mooney and I  am fro m Ph ila de l­
ph ia.  And  to  my le ft  is m y wife, K ath lee n. To  my  r ig ht is C hr ist op he r 
Wall , and obviously  th e e xtrem e ri ght i s M rs. Rose  E shlem an  a nd  h er  
da ug hter  Lil.

We rep res ent a very small  grou p fro m Ph ila de lp hi a and we have 
been  wa iting  an  aw fully  lon g time  to  have some t im e t o ta lk  w ith  you r 
committee. W e s tarte d ou r j ou rney  a t 4 a.m.,  so we a re  very  a nxio us to 
tal k.

W ha t we r epres en t is a grou p of  very conc erned pa rents th at  have 
ch ild ren  on re sp ira tor s, an d I  would  like to brie fly ou tline  our p rob lem  
an d sw itch  to Mr . Wall  an d o utl ine  his.

We  have a 1-year-o ld bab y, Ja so n Mooney, who has an ext rem ely  
ra re  disease ca lled We rdn ig- Ho ffm an, also known as pro gre ssive i nf an ­
til e sp ina l mu scu lar  ac tiv ity . I t  is a disea se th at  occurs  in 1 chi ld ou t 
of 200,000. I t is a t erminal  disease. T he  chi ld  has  a lon gevit y o f no  more 
th an  2 to 3 years.  The  ch ild  is d ependent on a  re sp irat or  to bre ath e, and 
it  is q uit e obvious i t i s o ur  dec ision to  m aintain an d prolo ng  his  l ife  on  
a resp ira tor.

Mr . W all. My n ame  i s Ch ris toph er  W all  and I  am  from Aubudon 
Par k,  N. J.,  and my son ’s case  is qui te unique fro m the othe r pa rent s 
th at appeare d here tod ay. Th e fact  t hat  m y son 3 y ears ago was born 
wi th  one of  the  ra re st  he ar t defe cts,  known as E ctop ia  C ort is, his  hea rt  
was  perm eated o uts ide  of  his  chest.

Du e t o th is fac t, he needed  v entila tio n. Th e uniqueness of his  s itu a­
tion is at  the  tim e I  was  unemployed, an d I  am solely dep end ent  on 
Gov ernment agenc ies to m aintain mon eys t o m aintain my son’s health. 
At the pre sen t tim e, aft er  a 3-year  ho sp ita l sta y, th e hospita l bil l is 
$600,000. To main tai n my  son at  home, it will  cos t an annual do lla r 
figu re of $50,000. The  pro ble m th at  I  face is, as long  as my son is in 
the hospita l, all his  medical bil ls will  be covered. Once  my son was 
relea sed from th e h ospit al 3 weeks ago—I am wo rk ing in a t im efr am e 
of  appro xim ate ly 1 ye ar  th a t services wou ld be provide d—a t th at  
time , when th at  ye ar  is up , I  am faced with  one of  two  altern atives. 
I  am  eit he r to re tu rn  my  son to  the ho sp ita l where  he will  rem ain  
for eve r, or I  was told  I  co uld  go on w elf are  and m y son would be p aid  
for .

Now, in my pa rt ic ul ar  case, my son is no t sole ly dep endent on his  
machine . He is on the machine fo r perio ds  of  12 hours , 14 hou rs, 
an d he can stay off th e machine the  rem ain de r of  t he  day . An d with­
out  th is  mac hine he cann ot  surv ive . Bu t th is  ma chi ne is a means to 
my son ult im ate ly be ing  he alt hy  as any othe r chi ld.  But  I  will  u lt i­
ma tely be deprived o f m y son at  home because I  do n ot  have  th e fund s 
myself and  there  i s no Fe de ra l agencies th at provide  fo r such  care . I 
have  d ea lt wi th  t he  Soc ial Security Adm in ist ra tio n and wi th the De­
pa rtm en t of  he alt h in New Jerse y. I  fa ll  in a ca teg ory  in the Social 
Se curity Adm inist ra tio n of  two pa rent s and one eligib le chi ld under 
18 years old,  a  fam ily  inco me not exceeding  $1,600 a mon th. Any one
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tha t would have to live on this  means would again  be near the  poverty  
dolla r level.

Tha t is all I have to say.
Mrs. E shleman. I would liketo say th at I am self-employed and if 

I made some profit I  would lose it. I have a full-time  baby because I  
have her on a respi rator , and I have had her on tha t for 4 years. I 
expect it much longer.

I would like to work and contribute to society. Thank  you.
Mr. Wall. Senator, we have prepared a short paper here. May I ?
Senator Kennedy. Surely.
Mr. Wall. To the members of the  committee: Reference ventilated 

children.
We would like to thank the committee for the opportunity  to ap­

pear  and give testimony concerning the problems we face as parents  
of ventilated children.

Before going any fur ther , we feel it is necessary to define what is 
meant by a ventilator. A ventila tor is a machine which artificially 
breathes for the child. Dependence on the machine—the amount of 
time a child must spend on the machine—varies with each case. The 
children  are attached to the ventila tor by means of a tube leading from 
the machine to a tracheostomy, an opening in the threat through 
which air  passes into the  lungs. The medical history  of each child 
is unique, and many different disease processes and birth defects 
are involved. Ventila tion is the common factor in each situation.

There are numerous problems involved in the care of these chil­
dren, particularly in the area of financial support and coordination 
of home care. Areas of financial suppor t involve two sectors, public and 
private. The priva te sector includes insurance companies and orga ­
nizations, such as the March of Dimes, Society for  Crippled Children, 
and the National Industrie s for the Severely Handicapped.

Priv ate  insurance coverage varies with each family, but always 
involves a ceiling amount. When t ha t limit is reached, coverage ends 
and cannot be reinstated. Help has been sought from numerous pr ivate  
agencies, but no financial aid has been found. Our g roup has contacted 
27 such organizations. Those who responded, although sympathetic 
to our situation, were unable to provide financial assistance because 
our chi ldren do not fit thei r eligibility requirements.

"When insurance coverage ceases, the family must turn to public 
agencies for assistance. Under the existing Social Security Admin­
istrat ion laws governing our situation, all medical expenses incurred 
dur ing hospitalizat ion will be covered throu gh medicaid and each 
Sta te’s respective cr ippled  children’s disabled uni t program.

When we choose home care for our children, our eligibili ty for both 
of the  above-mentioned programs en ds; unless our earned income falls  
below the Social Securi ty Administration’s 1977 figures, the earned 
income of a family of five, including one child eligible for assistance, 
must f all below $994 per month. In addition, the unearned income of 
the child—that  is, tru st funds, interest on savings accounts and U.S. 
savings bonds, suppor t payments—must be less than $662.30 a month. 
Both requirements must be met for eligibil ity. A family must be nea r 
impoverished levels to meet these standards.

The question is now raised, which is more practical from a finan­
cial standpoint, home care or hospitaliza tion? Je rry  DeMartini , 2
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years old, of Woodlyn, Pa., has been home since December 1977 at 
a cost of $4,500 a month. This includes all supplies, equipment, and 
24-hour duty  private  nursing. Compare this to $12,300 per  month in 
an institut ion at Government expense. This $12,300 does not include 
doctor’s fees. This figure is three times as much as home care. This situa­
tion is an example of private health insurance being quickly exhausted.
Every pare nt who has brought his  child home has averaged 60- to 70- 
percent savings in medical-care costs.

Even though it is f inancially more practical to care for  the child 
at home, when the private  funds  are exhausted and the public funds 
are not available, the parents  are faced with two alterna tives to in­
sure the health  of thei r child. They may institut ionalize  the child 
permanent ly or be forced to go on public assistance if the parents 
choose home care for their child. Both methods would satisfy the Afinancial need necessary to main tain the health  of the child, but no 
paren t should have to choose eithe r of these alternatives to secure 
heeded moneys.

In addition to the obvious financial  benefit, we feel home carg pro­
vides the optimum sett ing for the child to reach his maximum poten­
tial. As parents, we look at the tota l child and are concerned with the ir 
physical, emotional, social, and spir itual well-being. The children 
receive the necessary physical care both by his parents and private- 
duty nurses.

The other aspects of care at home are clearly superior to inst itutiona l 
care. The children develop socially and emotionally as they respond to 
the love shown them by family and friends  in a warm secure environ­
ment. Unfortunately,  i t is difficult today to coordinate home care for 
the children. There is a scarcity of qualified priva te-duty personnel 
willing to provide home care, and there is no cen tral agency through 
which we can locate and purchase needed supplies. The formidable 
task without any support takes up large amounts of time and energy 
tha t should be devoted to the child’s care.

A more complete explanation of our problem is not possible at this 
time, so we have attempted to give only a general overview to familiar­
ize you with our situation. It  is obvious tha t change is necessary.

Today, our small group represents only the sta rt of a growing con­
cern. In  time, with the ever-expanding medical and technical knowl­
edge in this field, there will be a large  number of children needing such »
care across the country. But even thi s small group  of children repre­
sents a huge amount of financing necessary for  adequate care. As their 
numbers increase, these children have the potential to drain the budget 
of any existing program, public or private. We feel it is important  at »
this time to recognize the shortcomings of these programs, and make a 
concerted effort to modify existing programs and extend services to 
include the needs of ventilated children  at home.

Thank you very much.
[The following material was received for the record:]

P rivate  Agenc ies  Contacted  for Assista nc e

New Jer sey  Blue Cross an d Blue Shield, (Non-group), P.O. Box 1330, Newark.N.J. 07101.
American Lung Association. 311 S. Jun iper  St., P hiladelphia, Pa.
Musc ular Dyst rophy Association, 810 Seventh Ave., New York, N.Y. 10019.
Ea ste r Seal T rea tment  Center, 56 W. Lanc aster Ave., Downingtown, Pa.



Nation al Easte r Seal Society for Crippled Children, 300 Main Stree t, Orange, 
N.J.

National  Foundation of the  March of Dimes, 1732 Chestnu t St., Phi lade lphia, 
Pa.

Society for  Crippled Child ren and  Adults, 3955 Conshohocken Ave., Phi ladel­
phia, P a.

National Multiple Sclerosi s Society, 1015 Che stnu t St., Philadelphia,  Pa.
Chester County Medical Society, 808 Valley Forge  Rd., Phoenixville, Pa. 19460.
The American Physiological Society, 9650 Rockville Pike, Bethesda, Md. 20014.
Nation al Council of Jew ish Women, 1601 Wa lnu t St., Sui te 1124-25, Phi lade l­

phia, Pa.  19103.
Nat ional E aster Seal Society, 2023 West Ogden Ave., Chicago, Ill. 60612.
American  Red Cross, 930 Avenue of th e S tate,  Chester, Pa.
He alt h Systems Agency of South Western Pennsylvania, 1616 Walnut  St., 

Phi lade lphia, Pa.
Nat ional Indu str ies  for the Severely Handicaped, 4350 E.W. Highway, Bethesda. 

Md.
National  Insti tute of Hea lth-R esea rch Center, and  Fund Raising, 9000 Rock­

ville Pike , Be thesda , Md.
The Lynch Home for Special Children, 205 Krewson Terrace, Willow Grove, Pa.
American Medical Association, 535 North Dearborn St., Chicago, Ill.
The Salva tion Army, 110 E. Mark et St., Box 115, West Chester, Pa.
Campbell Soup Fund, Campbell  Place, Camden, N.J.
Pa rkhil l Memorial Trus t for  Crippled Children, The Blind & Incurable,  c/o  

South Jersey  Nat iona l Bank, 600 Kings Highway, Cherry Hill, N.J.
Catholic Social Service of De laware  County, 711 Avenue of the  S tates, Chester, 

Pa. •
Nation al Genetics Foundation, Inc., 9 West Fifty-seventh St., New York, N.Y.

Mr. Mooney. If  I  can j us t say a few mo re words .
In  th is  coun try  toda y there a re c hildre n a nd  th ere  ar e a du lts  th at are 

on kidn ey  dia lys is machin es. The cost of those machines an d th e m ain te­
nance, the  upke ep is be ing  subsidized  by the Fe de ral a nd/o r St ate Gov­
ern me nt.  We  feel th a t there is defin ite dis cri mina tio n at  t hi s junc ture  
wi th re sp ira to ry  d ependent child ren , a nd  we a re no t t ry in g to ge t into  
a moral issue here  tod ay. We are  ge tti ng  into the  fina ncing,  financia l 
aspects of  the  p rob lem  th at  we h ave, and alt ho ug h ou r ch ild ren’s d is­
eases v ary , we all h ave  been exposed to t rem end ous emot ional problem s 
as well  as the  fina ncial burde n. An d we feel th at th e emo tion al pr ob ­
lems are  enough to handle, and we do not need the  financia l burden.

Once the  insura nce  is exh aus ted , you are  on your own. T here h as been 
no he lp at  all.
* I  th in k it  is about tim e th a t ch ild ren  on re sp ira to rs  be viewed as 
normal ch ild ren  in the  capacit y t hat  they are . T hey are  m ental ly grow ­
ing , in tel lec tua lly  prospe rin g young ch ild ren , an d they  should  no t be 
dis cri mi na ted  ag ain st because they need  a re sp irator  to help them 
su pp or t breat hin g.

So we r eal ly w an t to m ake a concerte d ef for t an d it  is a shame that  we 
cou ld no t a ll h ave  th e o pp or tuni ty  to  ta lk  an d expla in ou r persona l s it ­
ua tio ns  earl ier . Bu t I  t hi nk  th e overv iew of  th is sta tem en t s hou ld give 
you an id ea of  the  t rem end ous problems t ha t we are facing  and, unl ike  
the two groups  that  a pp ea red pr io r to us, we a re ta lk in g big  numbers 
here . We  are  ta lk ing an aw fu l lot  o f money. At  the cu rren t time, ou r 
ch ild , fo r exam ple,  is costing  $8,500 a mo nth  to sta y in an acute care 
faci lity.

Th e hospita l wants  to ge t rid  of us because ou r ch ild  is conside red 
chronic. But  there  is no chron ic care fa ci lit y th at  wants  Jason. I f  
we br in g Jason home, it  wi ll cost ap prox im ate ly $3,500 to  $4,000. 
So we, as paren ts,  are  t ry in g to  r educ e cost s by br in gi ng  our  chil dren  
hom e, bu t we feel it  is ab ou t tim e th at  we ge t some support .
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I  thin k discrimination has been—has certa inly been there with these 
children, and it is time tha t they be recognized. They are a small 
minority rig ht now. But medical science keeps going ahead, and they 
provide for equipment to help our childre n and, all of a sudden, 
the money runs out. People say, well, we are sorry  we cannot help you.
We are sympathetic, we are empathetic, but we cannot help  you. Why 
do you not try  going to this  agency first or this agency, an d you get 
jerked a round so long and we are all tired  of being frust rated .

We could go on for  a long time. Do you have any questions or other 
members of the committee ? 

wSenator Kennedy. You said it very well. I  t hink  you made the  case 
very powerfully. You poin ted out about how it is an increase of the 
problem rath er than a decrease with medical science. Of course, it 
comes, I would imagine, at a very—at a time of your life afte r you *
just  got married, just got started, jus t beginning  to try  to come to 
grips with the challenges of life, young people having the ir families, 
developing their  families, and suddenly this kind of both emotional 
and financial burden as well, because it is the  parents of the children 
who do not have a long life expectancy. The emotional problems, as 
you very well pointed out, I mean I am sure beyond, when you add 
to those the  financial burdens as well, thqy have to be interrela ted, I 
think. So ju st make it—it is j ust extra ordin ary to deal with.

Even as you pointed out, t ryi ng  to do it less costly by b ringi ng them 
home, you get in tha t fear ful spir al where it will wipe out your sav­
ings, you have to qualify for medicaid.

Mr. Mooney. What savings ?
I am sure we are all in the same position.
Senator Kennedy. S o tha t is when you try,  both from the loving 

point of view of looking af ter  th e c hild, do it in a more cost-effective 
way, and  be caught in the downward spiral. I suppose any concerns 
that you bring  the child home in order  to give more love and attention 
and to do it  more lower cost fa ctor, you also have concerns when you 
get her back in a hospital. The kinds of pressures, if  you get a pa tient 
out of the hospital, because of the chronic natu re of the problem.
You have just pointed out just  extra ordin arily  importa nt aspects of 
human need and health needs in  this country. At  least the financial 
burdens tha t you are under, that you have described here would be 
relieved under health insurance at this  point. *

I think tha t would be a substa ntial—and from what we heard, be 
done a t a level where at least you knowT that they are gett ing good 
health care, the children, and th at is important .

Obviously the emotional kind of attention , loving, you know, tha t is •
going to—that would remain with  the parents, but  I thin k they are 
tryin g to deal with that  as best they can.

This other kind of burden, too, is just unreal.
Mr. Wall. Senator, may I give just one though t a minute ?
Senator  Kennedy. Yes.
Mr. Wall. I think it is imp orta nt to mention that the children  that  

are on the ventilators, not all of them are chronic. The  venti lator is a 
means of making them healthy, and in my son’s case, it  is only a 
matter of time th at he will be able to  rid himself of this machine and 
live a normal life.
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But  because I  do not have the means to do th at, he may be forced 
to be institutionalized until  his health is at a point where he no longer 
needs tha t machine. The doctors have told me it  may be a year, 2 years, 
maybe 4 years. I do not feel, as a parent, tha t I should have to  have 
my family split and one institutionalized because I do not have the 
funds to pay for this child.

Senator Kennedy. You know, the fragmentat ion of both services, 
reimbursement mechanisms which have to be dealt with, I mean that 
is why i t is necessary to deal with it in th is comprehensive way. Tha t 
is what effectively the reimbursement mechanism—reimburses hospital 
facilities  and not the home facility. All kinds of standards of qualifi­
cations. It  is an absolutely fragmented system, and what has hap ­
pened is, and it is pointed out in instance after instance, you pointed 
out in your situation where these groups fall throu gh the cracks in 
our health care systems, and  unless you get underpaid then you are 
going to find out tha t we fall through the cracks. The case that you 
make is a powerful extremely heart rending and compelling one.

I can tell you tha t the approach tha t we are strongly  supporting, 
it would meet the financial aspects of it, and the quality aspects of the 
tragedy tha t you are  faced with, and I think tha t would make some 
difference to you in this case.

If  there are no other comments, I thank  you very much, and we will 
recess until 9 o’clock, tomorrow morning.

[Whereupon, at 11:45 a.m., the subcommittee recessed, to reconvene 
at 9 a.m., Tuesday, October 10,1978.]
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NATIONAL HEALTH INSUR ANCE, 1978

TUESDAY, OCTOBER 10, 1978

U .S . SENATE,
S ubc omm itte e on H ealth  and S ci en ti fic R esea rch ,

of th e Com mit tee  on H um an  R esources ,
W askin g ton, D.G.

The subcom mit tee me t, pu rsua nt  to  notice,  a t 9 :08 a.m. in room 4232 
Di rks en Senate Office B ui ld ing,  Se na tor E dw ar d M. Kennedy  (c ha ir ­
ma n of  the s ubcom mittee ) pre sid ing ,

P re se nt: Se na tor s Ke nn edy an d Chafee.
Se na tor  K en ne dy . W e will come to o rde r.
As ou r firs t witness th is  m orn ing , we hav e Mr.  Meany, pres iden t o f 

the  A FL-C IO , an d Mr . Fr as er , pres iden t o f UA W. We look fo rw ard 
to  he ar ing f rom  bo th  of them .

We  want to  say  how d eli gh ted  we a re  to  have th e res t of  the  mem bers  
of  t he  panel. Ov er a pe rio d of years  we have h ad  th e op po rtu ni ty  to 
work very closely in  t ry in g  to  fash ion  a he al th  c are  p rogram  a nd  sys­
tem  that  is g oin g to  meet  the  hu man needs  of  the peop le o f th is Na tion. 
Th e pan el th at  is he re tod ay , an d those th at fol low , will spe ak fo r the  
wo rking  peo ple of  th is  N at ion;  fo r th ose  th at  liv e in  rur al  a rea s; tho se 
th at speak abou t he al th  care as an im po rtan t an d mo ral issue; those 
th at spe ak fo r ou r sen ior  c itize ns, who  pe rhap s mo re th an  an y othe r 
grou p in ou r society have been tou ched by the fa ilu re  of  o ur  c ur rent  
he al th  ca re system, have been ext rem ely  co nstru ctive  in tryi ng  to  make 
reco mm end atio ns on how  to  deal  w ith  th is  issue.

I  do no t in ten d to com ment on the very po we rfu l tes tim ony we had  
yeste rda y. We  have lim ite d time.  I  t hi nk  i t is g ood  to  ge t s ta rted  w ith  
ou r hearing.

STATEMENT OF GEORGE MEANY, PRES IDENT, AFL-CIO, AND
DOUGLAS A. FRASER,  PRESIDENT, INTERNATIONAL UNION OF
UNITED AUTOMOBILE, AEROSPACE, AND AGRICULTURE IMP LE­
MENT WORKERS OF AMERICA

Mr.  Mea ny . Tha nk  you , Mr. Ch air ma n. Th e A FL-C IO  welcomes 
th is  opp or tuni ty , Se na tor , to tes tif y in s up po rt  of  the  propo sed  H ea lth  
Ca re for A ll Am erican s A ct—the fra mew ork o f w hich was worked ou t 
in close consu lta tion betw een your  staf f, the  Comm itte e fo r Na tio na l 
Hea lth  Insurance , a nd  t he  A FL-C IO .

W hil e ac tua l leg isl ati on  will  no t be com ple ted  un til  a la te r da te,  
the de tai led  fra mew ork you hav e made publi c ca n well serve as the 
bas is f or  in for me d pub lic  deb ate on th e issues.

(61)



62

We believe it is vital th at th is debate be started  before the November 
election, since no issue facing the  next Congress will have a greater im­
pact on the lives of more Americans than national health insurance.

Indeed, public debate up to now has provided the supporters of com­
prehensive and universal national health insurance with an oppor­
tunity to make refinements in the health security program. As a result, 
objections which have been raised to portions  of tha t program have 
been dealt with—but without sacrificing the  essential principles  which 
must be met to achieve genuine national  health insurance.

Before discussing the individual provisions of the Heal th Care 
for All Americans Act, permit me to sum up the reasons why the 
AF L-C IO contends tha t action on nat ional health  insurance is man­
datory  in the next Congress:

The medical care s ituation in the United States  is a disaster wait­
ing to happen. Costs are escalating out of hand. Quality is deteriorat­
ing, because of cost pressures. There is too much surgery, too many 
hospital beds, too much expensive and wasted equipment, and too 
many people still not receiving adequate care.

This, then, is the dimension of the problem:
In fiscal 1977 Americans spent $163 billion on health care needs— 

tha t is $737 for every man, woman and child, or 8.8 percent of the 
gross national  product.

Ten years ago, the Nation apent  $48 billion or 6.2 percent of the 
GNP.

By 1985, a conservative projection is th at a total  $430 billion will 
be spent on health care, or about  10 percent of the projected GNP. 
That is how much this  Nation will be spending for inadequate health 
care if genuine national health insurance is not enacted at the earliest 
possible date.
, Escalating health care costs will have a s imilar  effect on the Federal 
budget. In fiscal year 1977, the total Federa l Government expendi­
ture  for personal health services was $40 billion, excluding medical 
research and construction. By 1985, the cost to the Federal Govern­
ment is estimated to rise to $98 billion.

The main reason for escalating costs is the way in which the health 
care indus try is organized and the method of paying hospitals and 
doctors.

Hospi tals and other health care institut ions are paid on a cost-plus 
basis by Blue Cross, commercial insurance, medicare and medicaid. 
Cost-plus payments are an invita tion to inefficiency and waste. Phys i­
cians are paid on the basis of usual and customary fees—nothing 
more than average of fees t ha t the physicians themselves establish. 
The patient has little  to say as to how much medical care he or she 
will receive, and, therefore, is probably the last person who could 
exert any restraint on health care costs.

It is the physician who recommends hospital ization for the patient, 
selects the  hospital and determines the length of the hospita l stay. 
The physician also recommends surgery—too often unnecessary; the 
doctors decide what tests, X-ra ys and drugs the patient requires— 
again, too often ordering  more than  are necessary.

Ju st about the only decision the patient makes is whether or not to 
see a doctor in the first instance. In no other  indus try does the 
supplie r have such absolute control over demand.
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Th e need  fo r medical care  is no t fixe d; ra th er , it  is indefinitely  
exp and able. W hy  should doc tors  giv e th ei r pa tie nt  a mult iph as ic 
screen ing  tes t fo r $35 when an exe cut ive -type physi cal  exam ina tion 
fo r $500 can be pe rfo rm ed —provide d, of course, th e pa tie nt  can  pay 
fo r it?  Why s hould  a physicia n or de r $50 wo rth  of  te sts  when  he can 
orde r t est s costing  $250 ? Th e p at ient —overw helmed by th e techn ology 
an d unde rst andably to ta lly re lia nt  on th e do cto r’s judgme nt— rare ly  
objec ts. An d wh at abou t e quipment  ? Shou ld new expensive equip me nt 
be purcha sed  wi thou t evalu ation  of  its  e ffectiveness?

Inc rea sed  e xp endit ures  fo r phy sical exam ina tions,  fo r tes ts an d fo r 
«  medical equip me nt ha ve  n ot  necessar ily impro ved the  qu ali ty  of  care.

Eat he r,  many  A me ric ans receive—an d pa y fo r—m ore elaborate me di­
cal  care  w ith ou t any evalu ati on  of the need  fo r such elaborate , expen­
sive  care.

* I t  is clea r, th erefore, t ha t a solu tion to  the complex he alt h care prob ­
lem i n th is  countr y mus t meet t he  follow ing  poin ts :

A comprehen sive single  sta nd ar d o f benefi ts.
Un ive rsa l coverage.
Access to  heal th  care as a m at te r of  rig ht .
Inc entives fo r re fo rm  of th e delivery system .
Bu ilt -in  qual ity  controls.
Effective cost controls .
Min imum ad min ist ra tiv e ov erh ead  cost.
Eq ui tab le and pro gressiv e fina ncing.
St rong  cons um er re pre sen tat ion .

Ind eed , Mr.  Ch ai rm an , those are  the  pr inc iples  fo r na tio na l he al th  
insura nce  to w hich th e A F L -C IO  has been com mitted fo r many , m any 
yea rs. To th is lis t, I  would  add  ju st  one: th at th e prog ram  conta in  a 
specific tim eta ble  fo r im ple me nta tion to assure  th e Am erican  people 
th a t na tio na l he al th  ins ura nce will  no t become an em pty  prom ise.

Th e healt h car e fo r al l Am erican s whi ch you have proposed meet s 
each  of  these c rit eri a.

Th e prog ram  w ould pro vid e fo r a s ing le and manda ted  stan da rd  o f 
benefits .

Assum ing  enac tm ent in 1979, paym ents fo r serv ices  wil l beg in in 
1983. In iti al ly , these serv ices  wil l be c ov ered : in pa tie nt  and  o utpa tie nt  
ho sp ita l care, phys ici an  services in an d ou t of  th e ho sp ita l, preven tive 
services and  pro tec tio n ag ain st ca tastr op hic costs. In  addit ion , medi -

* car e benefi ts would be exp anded to  cover dr ugs, a nd  th e de duc tibl es a nd  
copaym ents unde r medicare  would be elimina ted . In  1985, benefi ts 
wou ld be expand ed to include d rugs  an d nu rs in g ho me c are fo r the  re st 
of  the  pop ula tion.

* An d, at  the  same tim e, many Am erican s rece ive eit he r no med ical  
care or  f ar  less th an  t he  care the y real ly  need.

Th e prog ram  would  assu re unive rsa l coverage. A pub lic au thor ity  
wou ld be estab lish ed to assu re unive rsa l coverage. I t  would admi nis ter  
medicare , a pa rt ia l medicaid  prog ram an d ot he r Federal  pro gra ms . 
Th ree  con sor tia  wo uld  be e stab lish ed fo r th e pr ivat e sector . Blue Cross 
an d Blue Shield would  for m one con sor tium , th e commercial  insurers 
an othe r and he al th  ma intenance organiz ati ons th e th ird.  In dividu al  
ins urance companies an d ind ividual Blue Cro ss an d Blue  S hie ld pla ns  
would  be sub jec t to cer tificat ion , mon ito rin g an d recerti fica tion  re ­
quirements  establ ished by Federal  law. HM O's would con tinu e to  be



reg ulate d un de r the He al th  Main ten ance Or ga niz ati on  Ac t. These 
th ree consort ia would ope rate on bo th  a n at iona l and St ate level .

Al l employes,  all  self -employ ed per son s an d ce rta in  nonemp loyed 
pers ons  wou ld be req uir ed to  pa y premiums. Th e Fe de ral Gover n­
me nt wou ld pa y the  p rem ium s fo r th e poor  and  th e unemployed. 

Access to he al th  care  a s a m at te r of  r ig ht wou ld be assu red .
Ev ery  benefic iary  would have an  en tit lem en t ca rd  th at  would  not  

disclose the  source of his or  he r pr em ium  pay ment.
Inc ent ive s fo r reform  of the de livery  system are pro vid ed. A  he alt h 

resources dev elopment fu nd  would  pro mo te he al th  ma intenance or ­
ganiz ations an d also su pp or t de mon str at ion  proje cts  fo r th e devel­
opm ent  of  services designed to as sist  the eld erly an d chron ica lly  ill 
to rem ain  in  th ei r own homes a t less cost th an  if  the y ha d to  be 
ins titu tionalized .

A  na tio na l q ua lity contro l comm ission wou ld d eve lop qu al ity  s tand ­
ards. State au thor iti es  wou ld be req uired  to impleme nt thes e quali ty 
sta ndard s as a condition  of pa rti cipa tio n in the  pro gra m.

There  w ould be effective cost co ntr ols  th roug h a budget for  al l he alth 
exp end itures .

Th is bu dg et  would the n be all ocate d to the St at e au tho rit ies . Pro ­
vide r bu dgets  wou ld be based on p as t ex pe nd itu re  pa tte rn s,  an tic ipa ted  
sh ift s in popu lat ion , est imate d ra te s of  inf lat ion , and ad jus tm en ts to 
reflec t a dd ition al  resources dev elo pm ent o r e lim ina tio n of  unnece ssary 
fac ilit ies .

Adm inist ra tiv e cost sav ing s w ould be achieved . T he  cost o f p rocess­
in g claims wi th  ded uct ible  a nd  c oin sur anc e pro vis ion s would  be e lim­
ina ted . Th ere wou ld be no income or mea ns tes ts an d signif icantly re ­
duced marke tin g costs, s ince all  i ns ur er s wou ld be marke tin g t he  same 
bas ic he alt h benef its package .
‘ Fi na nc ing would  be equ itab le a nd  progress ive .
' Fi na nc ing of  the prog ram  would  be th roug h a com bin ation of em­
ployer- employee  premiu ms an d Fe de ra l gen era l revenue su pp or t fo r 
the poo r an d the unem ploy ed. Th e self -em ployed  would purch ase  cov­
erage th ro ug h a cert ified  Blue Cross  or  Blue  Sh ield pl an  or  insu r­
ance c ompan y o r a quali fied  HM O.

Th e pre mium s w ould  be ear nin gs- based . E mploy er  p rem ium s would 
be based on to ta l payro ll. Em plo yee pre mium s wou ld be based on in ­
div idu al ear nin gs.  Fo r the self -em ployed , the pre mium s would be 
based  on th e individu al’s ea rne d an d unearne d income. F or small b usi ­
ness, th e p rem ium  ra tes  wou ld be  subsidized .

Thus, most of  t he  cost of  th e prog ram wou ld no t be pla ced on the  
bud get . In it ia lly,  the costs to  th e Fe de ral bu dg et  fo r the poo r and  
unemployed, mos t o f whom do no t now have coverage , an d th e small 
emplo yer  subs idies would be  more th an  the Fed eral  Govern me nt is now 
spendin g f or  hea lth  services. But , a s cos t contro ls become ef fective, the 
net  cost  to the Federal  G overn ment—the  dif ference betw een the cost of 
healt h car e unde r na tio na l he al th  insura nce  and wh at  i t would  cost if 
no p rogram  is enacted—would be signfi can tly  lower.

St rong  consumer pa rt ic ip at io n in the ad min ist ra tio n of  the pro­
gram  is  a ssured . A majo rit y of  the  m embe rs o f t he  F ed eral  publi c a u­
th or ity an d of  the  State au thor iti es  would be consumers.

Al l benef its would be phase d in  by  1985. Th us, each o f t he  princ ipl es 
the A F L -C IO  believes is essen tial  fo r a na tio na l h ea lth  in sur ance pro-



65

gram  have been met. While many details and specifications are yet to 
be worked out, the A FL -C IO  endorses the framework and pledges its 
tota l cooperation in working on the details of a final bill.

Mr. Chairman, the AF L- CI O was f rank ly disappointed by Presi­
dent Carter' s r etre at on th e principles tha t will guide development of 
his admin istration’s nation al health insurance legislation.

Based on the promise made by President Cart er on A pril 16, 1976, 
duri ng a speech to the Student National Medical Association, we be­
lieved tha t he would provid e the leadership needed for early enact­
ment of a national  health program. We believed his program  would 
rest rain  medical costs, enhance the quality  of health care and make 
adequate health care a basic righ t of every American. Obviously ou r 
belief was misplaced.

The principles recently announced by the White House were late 
in formulation , rest ricted in scope, inadequate to meet the needs of the 
American people, and vague as to implementation. We are also dis­
tressed tha t the admin istrat ion failed to understand the need to pre­
sent a detailed program in time for nationa l debate during  the 1978 
election campaign. We appreciate your understanding of this need, 
Mr. Chairman, and the fact  th at these hearin gs do st art  th at national  
debate.

Since the election of Presid ent Carte r, the labor movement has 
sought to cooperate with the admin istration in developing a national  
healt h insurance program . In the spirit of compromise and coopera­
tion, we were will ing to accept various modifications in the national 
healt h security proposal we have advocated for several years.

These modifications, however, would have preserved the principle  
of providing comprehensive and universal health care coverage for 
every American throu gh a fixed timetable laid out in a single piece of 
legislation. Indeed, th e H ealt h Care f or All Americans Act, which we 
endorse today, accomplishes that.

Instead, the Cart er admin istrat ion proposes a piecemeal approach, 
withou t a specific timetable, thus making the principle of universal 
and comprehensive coverage meaningless. For supporters of nationa l 
health insurance, enactment of a single, phased-in program  promises 
to be a difficult but achieveable legislative fight, but enacting several 
different pieces of legislation spread out over several Congresses would 
be an impossible task.

Placin g conditions, such as inflationary  or budgetary concerns, on 
the enactment of every additio nal stage of  a national health prog ram is 
an incitement to continued inflation in medical costs. The same special 
interests which are trying  to scuttle effective hospital  cost containment 
legislation—doctors, insurance companies, and hospitals—are oppo­
nents of a genuine nation al health insurance program.

The potential for sabotaging  futu re stages of a national health  
program , throug h continued medical cost inflation, gives these oppo­
nents  additional financial incentives to continue and intensify their 
inflationa ry practices.

I t is no wonder th at the Healt h Insurance Association of America, 
the American Hospital Association, Blue Cross-Blue Shield, and the 
chamber of commerce immediately hailed the administration  program.

The Health  Care for All Americans Act is not an “if-maybe-per- 
haps ” bill. It  contains a specific timetable for implementation.
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For  ou r p art , we will ask every candiate for the House and Senate 
to suppor t both the framework and the legislation tha t will be devel­
oped. We hope tha t the Pres iden t will reconsider his position and 
join the overwhelming majo rity of Americans whom every poll has 
shown support national health  insurance.

No social issue has a highe r prio rity  than  enactment of national 
health insurance. With  the exception of the racist regime of South 
Africa, the United States is alone among industrial ized nations  w ith­
out a national heal th program. The American people have been forced 
to endure inadequate, inapprop riate , and high-cost medical care as a 
result. w

Our goal is to make decent hea lth care a r igh t of all Americans, and 
we will not be deterred in our efforts to achieve tha t goal.

For  all these reasons, Mr. Chairman, we suppo rt your proposal 
and will do everything we legally and legitimate ly can do to insure 
its passage in the next Congress.

Senator K ennedy. Than k you, Mr. Meany.
I believe we will hear from Mr. Fras er and then I have some 

questions.
Mr. Fraser. Thank you, Mr. Chairman.
Mr. Meany. Anything  I have forg otten, I  am sure he will say.
Mr. F raser. I  do not thin k you lef t anything out.
I appreciate this oppo rtuni ty to appear before your committee. I 

come here with two or three hats today—first, as president  of the 
million and a half  UAW members; and also as Chairman of the 
Heal th Security  Action Council, and as Chairman of the Committee 
for National Health  Insurance. In the latt er capacity, I am indebted 
to the distinguished  group  of he alth care exper ts under the leadership 
of Dr. I. S. Fa lk, and th ankful for  the input from your staff and con­
sultation with your staff in  developing this new proposal. I think  we 
have all the essential elements of a program tha t is worthy  of the 
consideration of Congress.

I think what  the committee of experts has done is fashioned a plan  
tha t meets the need for universal access to quality health  care, at costs 
tha t are not excessive.

Now Mr. Meany covered basically the same ground th at  we cover in 
our statement. I would like to file our  statement  and make a few ex­
temporaneous remarks.

Senator  Kennedy. It will be print ed in the  record. *
Mr. Fraser. The committee of experts of the CN HI are going to 

continue working on the text  of legislation. The plan th at  is before 
the committee is pre liminary. I t  is not complete. Certai nly the debate 
can begin. I  believe this debate concerns the most importa nt piece of >
social legislation since the enactment  of the Social Security Act. I 
submit, Mr. Chairman, th at  Congress must act soon. The medical 
care system is out of control. Mr. Meany mentioned $163 billion we 
spend l ast year. It  will be $183 billion this year. And then according 
to HEW , it will be th e horrendous amount of $323 billion by 1983.
Tha t is a crushing economic burden the American people cannot ac­
cept. One out of eight* Fede ral dollars is spent on healt h care, and 
tha t amounted to $59 billion in 1978.
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Lou Harr is recently conducted a poll and was asking the American 
citizens to respond to thei r greates t concerns. Of the 21 concerns 
tha t were listed, their fourth greatest concern was the cost and delivery 
of medical care.

What we are doing is subsidizing waste and inefficiency. Just let me 
give you a few words about our perspective in negotiations.

We had a st rike at Ford Motor Co. in 1976. One of the reasons fo r 
the strike certainly  was the whole question of the cost of medical 
care. In each of the last several negotiations, the employers, who 
pay all the premiums under most of our contracts, have made a de­
mand tha t the members share in the cost of the premiums. Now th at 
is not a very enchanting proposition for the members of our union. 
And I  can predict  th at  when we go into negotiations  in 1979 tha t the 
corporations with whom we deal will make a demand upon our union 
tha t the members assume half  of the cost of the premiums.

We will fight them off on that  position, and they will have a backup 
position; and tha t backup position will be that maybe it is too much 
to ask to pay some of the current premiums, but we want the members 
of your union to pay ha lf of the future premium increases tha t are 
absolutely inevitable during  the life of the agreement.

To give you the dimensions of what we are talk ing about in terms 
of economics of collective bargaining, the family  health insurance 
premium for a Chrys ler worker in the State of Michigan today 
amounts to 6 weeks’ wages. To put it another way, again using the 
Chrysler example, the premium paid by Chrysler in the State of 
Michigan for family coverage for hospital, surgical, medical, and 
drugs (this does not include vision, hear ing, and dental programs— 
they are separate programs) now comes to $167 a month. We have an­
nual adjustments, and the next adjustment period will be February 
1, 1979, and it is absolutely predictable tha t it is going to be an in­
crease from tha t $167 by 10 or 15 percent.

It  is very interes ting to use the Chrysle r example because i t is the 
only one of the Big Three that  has an internationa l agreement. We 
have one agreement tha t covers both the workers of the United States 
and workers in Canada. And in Canada the Chrysle r workers there 
get better and more complete coverage then they do in the United  
States and yet the premiums tha t the Chrysler Corp, pays in Canada 
are not $167 a month, but  $33 a month.

Every year tha t Congress fails to act, the cost of medical care is 
just going to become more oppressive.

Now for those th at argue, well, why are we so concerned tha t the 
employers are paying  the cost of the premiums. That is nonsense in 
terms of the real world of collective bargaining, because if the em­
ployer is paying $1 an hour for health insurance premiums; tha t 
means th at is $1 an hour  you cannot negotiate for higher pensions, 
more wages, more holidays, and all of the  other benefits that workers 
enjoy.

Now we are fortunate, the members of our union, because we have 
bette r coverage than most of the people in our country. Most people 
have less coverage than we, and some people unfor tunately have no 
coverage at all. I would hone that Congress would view this whole issue 
with a sense of urgency when the new session begins in Janu ary  1979.
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The costs are not the only problem, in terms of the current system.
There also is the quality  of medical care. We have a two-class health 
care system in our country. One out of every three black mothers have 
no p rena tal care. Babies that  are born of poor families are twice as 
likely to die before the ir first birth date than babies born in middle 
income families.

There is no health education, illness prevention system in this coun­
try  tha t is worthy of its name. There are 51 million Americans who 
live in areas where the re are insufficient services. There is poor dis­
tribu tion of doctors, p articula rly in the inner  city and rura l areas.
Just to point out a couple examples. I n San Francisco, Washington, *
D.C., and Boston, there  are 600 physicians for each 100,000 popula­
tion.

In  Newark, there are 60 for each 100,000. Not 600. In  Mississippi and MSouth Dakota there are fewer than 100 for  every 100,000 population.
We have specialists and super  specialist physicians coming out of 
our ears. They now constitute 65 percent of all the doctors in our 
country, and that is a t rend tha t is accelerating. I do not  know where 
we are going to wind up in  a few years. We will have  very, very few 
general practitioners.

It  has been mentioned in some areas, hospital  beds are in oversupply 
and there are shortages in other  areas, because the re is just no orga­
nization in the delivery of health care. There is insufficient support 
for HMO’s and other innovative forms of health  care delivery.

And there is inefficiency in health payment methods; 14 cents of  
every insurance premium d olla r goes to administra tive expenses and 
profit. I t is here again constructive to look a t Canada. Thei r adminis­
trat ive costs are only 2.3 percent. If  you could jus t apply tha t per­
centage of  administrat ive cost to the past year, we would have saved 
$5 billion in this country in health care.

Now let me elaborate on the  matter  tha t Mr. Meany touched upon.
We had hoped frankly tha t we would be debating and testifying on a 
national health insurance bill that was advanced and advocated by 
the administration.  I  can tell you that  it reflects no lack of effort on our 
pa rt tha t tha t day did not come to pass. In  meetings that went for 
weeks and months we sought a common ground, and we thought we 
were really preparing  with the adm inistrat ion a na tional health insur­
ance program with which we would agree. •

It  was not because we did not compromise or  modify our position.
For example, a very difficult one for the labor movement was to make 
what we frankly thought was a concession of having a role for the 
private insurer in the plan. I t was very difficult for us to do. But in an »
effort to seek compromise with the adminis tration, we agreed to that.

The administration proposa l is timid and uncertain . I t does not pro­
vide for  prospective budgeting. I do not believe you can have effective 
cost control without prospective budgeting.

It  also provides for coinsurance and deductibles, and tha t really 
does not reduce costs. Every single study th at I  have seen shows it does 
not reduce costs. It  ju st t rans fers  costs onto the back of the consumer.
And then from our point o f view, from the U.A.W. point  of view, the 
most important disagreement with this administration is their inte r­
preta tion of what phasing  means.



Now when we were talking  with the a dministration , we had in mind 
tha t we could not enact national health  insurance in 1979 and have it 
apply to all the 217 million American people, and all of its segments, 
by 1980. We knew there had to be a phasing-in period. I do not know 
if we ever got down to specific time limits or time frames. But in the 
back of my mind I would have agreed to a phasing of 5 or 6 years, as 
long as we enacted the  program as a single entit y first with specific 
implementation dates for each of the elements of the h ealth insurance 

program.
It  was not until  about 3 or 4 days before the admin istrat ion an­

nounced its program tha t I heard the new interpr etati on of phasing. 
As Mr. Meany points out, their interpreta tion of phasing is, you take 

one segment of the Hea lth Insurance  Act, present tha t to Congress, 
hopefully get it enacted; and one year  la ter you come back with a d if­
feren t segment of the program, and 18 months la ter, a th ird  one, and a 

four th one, and a fifth one. Any person who views the p olitical scene 
in America realistically knows tha t when this  debate finally takes 
place in Congress, hopefully next year, it  is going to be one of the most 
difficult legislative fights tha t has ever confronted  Congress. And  to 
propose tha t you must conduct t ha t war two or three or four or five 

times is unthinkable. It  is a political impossibility.
So we decided tha t we are going to go fo rward without  the  ad min­

istration.  And a committee of CNH I and  HS AC unanimously adopted 
the program tha t you now have before you. I  thin k th at p rogra m does 
protect  the basic principles of universal coverage, comprehensive care, 
quality  control, and cost containment.

Let me expand for a moment on cost containment  because there are 
charges by those who really are not interested  in a sound nationa l 
health insurance program to charge tha t cost containment really 

means the rationin g of health  care.
Nothing could be fur the r from the trut h. Again  it is ins tructive  to  

look at other democracies in the world who have effective cost contain­
ment. I know I  sometimes have difficulty in making this  relevan t to 
our membership. Germany is s ort of remote to them. In addition  to 
this, Germany’s health security program was enacted in Bismarck’s 
days in the lat ter  pa rt of the last century, 1890 or 1892. The Scandi­
navian countries certa inly are good models, as is the United Kingdom. 
But  I  th ink it is most ins tructive to look a t ou r closest neighbor; from 
our office in D etroit you just look across the rive r a short span o f ha lf 
a mile, and there is Canada. We have 140,000 members in Canada, and 
I thin k what we should do is look at how’ the ir system works and 
compare with the system tha t really is nonexisten t in the United 
States.

Cost containment to us means reallocations of services. I t means 
stopping duplication and waste. It  means tha t every hospital should 
not be allowed to  purchase a CAT scanner, regardless  of need, but  as 
a s tatus symbol. We have three  times as many open heart surgery  cen­
ters th an we need.

I belong to a prepaid group plan in Detroit, the Metro Healt h P lan. 
Many of our members belong t o the  Metro Health Plan, while others 
are enrolled in Blue Cross-Blue Shield on a fee-for-service basis. We 
have members in California  tha t use Blue Cross-Blue Shield and 
others tha t use Kaiser Permanente.
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In the prepaid plans, we have more complete coverage and, I 
believe, better health care. But  tha t is sort of, I suppose, subjective; 
and perhaps we should look at how the systems perform for our 
members. I am comparing apples and apples. Our members were in 
a prepaid program and those members who are not, the same age 
groupings, the same ethnic backgrounds, the same sex distribution.

Both in Detroit  and Kaiser Permanente, two things  are obvious.
We have fewer hospital days per 1,000 subscribers—one-half, only 
50 percent as many hospita l days per 1,000 subscribers in the prepaid 
system.

Secondly, only one-half of surgical procedures are performed in *
the prepaid plan. Tha t is not only shocking waste, it seems to me, 
but it is absolutely hazardous and dangerous to the patient because 
of all of these unnecessary surgical procedures.

I have submitted with the statement, Mr. Chairman, our cost esti- 
mates, the  committee’s cost estimates, of the plan tha t is before you.
Our technical committee is going to continue to refine the p lan, think 
more about prospective budgeting and how that should be handled in 
detail, and the kind and form of subsidies to the poor and small 
employers.

Let me conclude by saying that  I think tha t the Congress of the 
United States  really owes some action to the American people.

The Democratic Par ty plat form  tha t was adopted in 1976, as you 
know, calls for national health insurance based upon universal and 
comprehensive coverage. Pre sident C arter in a speech tha t Mr. Meany 
referred to, a speech to  the black medical s tudents on Good Fr iday,
1976, set forth a series of princip les upon which a sound national 
health insurance program can be bu ilt, and I agree they were sound 
principles. I just wish the administration had stayed with them. The 
Republican Party  platform, incidentally, and interest ingly, calls for 
health care coverage for all Americans with access to care at afford­
able costs.

Thei r difference with nationa l health insurance was th at they ob­
jected to all o f the funds coming from taxpayers . Well, we have even 
met tha t objection now in our new plan. There is really no furth er 
excuse for delay, and there is no disagreement, evidently, in principle 
tha t we should have a national health insurance program. The only 
thing that is lacking, it seems to me, is the commitment.

Thank you. •
[The prepared statement of Mr. Fras er follows:]
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O c to b e r  10, 1978 
W a sh in g to n , D. C.

<
S ta te m e n t by

D o u g la s  A . F r a s e r  
P r e s id e n t

I n te rn a ti o n a l U nio n UA W

a n d  C h a i rm a n
H e a lt h  S e c u r it y  A c ti o n  C o u n c il

on

P R E L IM IN A R Y  P L A N  F O R  T H E  H E A L T H  C A R E  
F O R  A L L  A M E R IC A N S A C T  OF 1979

b e fo re

S u b c o m m it te e  on  H e a lt h  a n d  S c ie n ti f ic  R e s e a r c h

U.  S.  S e n a te  C o m m it te e  on  H u m a n  R e s o u r c e s
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M r.  C h a ir m a n , we a p p r e c i a t e  th e  o p p o r tu n it y  to  te s t i f y  in  s u p p o r t of  

th e  p r e l im in a r y  p la n  fo r  a  n e w  n a ti o n a l h e a l th  in s u r a n c e  p r o g r a m  w h ic h  yo u have  

r e c e n t ly  in tr o d u c e d . We  s p e a k  in  b e h a lf  of  th e  c o a l it io n  o f c it iz e n s  r e p r e s e n te d  

in  th e  H e a lt h  S e c u r it y  A c ti o n  C o u n c il  a n d  th e  5 m il li o n  m e n , w o m e n  a n d  c h il d re n

in  UA W f a m i l i e s .  I a m  a c c o m p a n ie d  th is  m o rn in g  by  M elv in  A. G la s s e r ,  D ire c to r

of  th e  UA W S o c ia l S e c u r it y  D e p a r tm e n t ,  a n d  M ax  F in e , D i r e c to r  o f th e  H ealt h
>

S e c u r it y  A c ti o n  C ouncil .

T h is  new  p ro p o s a l h a s  b e e n  d e v e lo p e d  u n d e r  th e  g u id a n c e  o f th e

d is ti n g u is h e d  g ro u p  of h e a l th  c a r e  e x p e r t s  c h a i r e d  by  D r . I.  S . F a lk , w ho  c o m p r is e

th e  C o m m it te e  fo r  N a ti o n a l H e a lt h  In s u r a n c e  T e c h n ic a l C o m m it te e . W e ow e

th e m  a  d e b t o f g ra ti tu d e , a s  w e ll  a s  to  y o u r  ow n s ta f f  w ho  w o rk e d  c o o p e r a t iv e ly

w it h  th e m . In  o u r o p in io n , th e y  h a v e  fa s h io n e d  a  r e a l i s t i c  p la n  w h ic h  w il l m e e t

th e  n e e d s  o f a l l  o f th e  A m e r ic a n  p e o p le  f o r  u n iv e r s a l  a c c e s s  to  d e c e n t h e a lt h

s e r v i c e s  a t  c o s ts  w h ic h  w il l n o t b e  e x c e s s iv e .

W hil e  th e  te x t o f th e  a c tu a l  le g is la t i o n  w il l n o t be  c o m p le te d  u n ti l nex t

y e a r ,  th e  p r e l im in a r y  p la n  c a n  a n d  sh o u ld  b e g in  a n  in fo r m e d  p u b li c  d i s c u s s io n  on

th e  i s s u e s  a n d  le a d  to  s p e c if ic  l e g i s l a t i o n  in  th e  n e x t C o n g re s s .

W e 'd  b e t te r  a c t  so o n  b e c a u s e  th e  p ro b le m s  a r e  a lm o s t  o v e rw h e lm in g .

C o s ts  a r e  c o m p le te ly  o u t o f c o n t r o l .  T h e y  a r e  n e a r ly  d o u b li n g  e v e r y  f iv e  y e a r s .

A c c o rd in g  to  th e  C a r te r  A d m in is t r a t io n ,  th e y  w il l r e a c h  $183 b il li o n  th is  y e a r  and

i n c r e a s e  to  $3 23  b il li o n  in  1 9 8 3 ,u n d e r  c u r r e n t  p u b li c  a n d  p r iv a te  p r o g r a m s .

O ne  out of e v e r y  e ig h t f e d e r a l  d o l la r s  now  g o e s  f o r  h e a l th  c a r e - -

$5 9 b il li o n  in  1978.

O ne  out of e v e r y  tw e lv e  d o l l a r s  s p e n t f r o m  o u r  ow n f a m il y  b u d g e ts  *

now  p a y s  f o r  h o s p it a l a n d  m e d ic a l  c o s ts  a n d  fo r  p r iv a te  h e a l th  in s u r a n c e

p r e m iu m s  a n d  u n c o v e re d  g a p s  in  th e  in s u r a n c e .  So  f r ig h te n in g  to  A m e r ic a n s  

is  th e  f e a r  o f m e d ic a l c o s ts  th a t  c o n tr o l l in g  th e m  is  th e  fo u r th  h ig h e s t 

p r i o r i t y  of A m e r ic a n s  s u rv e y e d  l a s t  m o n th  by  L o u is  H a r r i s .  A m ong  21



n a ti o n a l p r i o r i t i e s  l i s t e d ,o n ly  g e n e r a l  in f la ti o n , g o v e rn m e n t sp en d in g  and  

u n e m p lo y m e n t w e r e  s e l e c t e d  a s  h ig h e r  p r i o r i t i e s .

W o rk in g  A m e r ic a n s  a r e  b e in g  f o r c e d  to  s u b s id iz e  tr e m e n d o u s

a m o u n ts  o f w a s te  a n d  in e f f i c ie n c y  in  th e  h e a l th  c a r e  s y s te m  a n d  i t s  m a n y

f in a n c ia l  in s t i tu t io n s .

In  e a c h  o f th e  p a s t  tw o  m a jo r  n e g o ti a ti o n s  in  o u r  U nio n  th e  

e s c a la t in g  c o s t s  o f h e a l th  c a r e  a n d  th e  i n s i s t e n c e  o f  th e  e m p lo y e r s  on  p a s s in g

th e s e  c o s ts  on  to  o u r  m e m b e r s  h a s  b e en  a  m a j o r  f a c to r  in  c a u s in g  s t r i k e s .

T h e  s a m e  p r o b le m  i s  b e in g  e x p e r ie n c e d  b y  o th e r  u n io n s  a c r o s s  th e  c o u n tr y .

T o d a y  th e  f a m i ly  h e a l th  in s u r a n c e  p re m iu m  f o r  a  C h r y s l e r  w o r k e r  in

M ic h ig a n  is  th e  e q u iv a le n t o f  s i x  w e ek s  p a y . In  tw o y e a r s  i t  w il l be  e ig h t

w e e k s  p a y  h e  w il l h a v e  to  f o r g o  to  m a in ta in  h i s  p r e s e n t  b e n e f i t s .  T h is

s i tu a t io n  m u s t  b e  c o r r e c t e d .

W e a r e  n o t u n iq u e . T h e  A d m in is t r a t io n  t e l l s  u s  th a t  a n  a v e r a g e

f a m i ly  o f fo u r  w il l s p e n d  $2 ,1 15  f o r  h e a l th  c a r e  th i s  y e a r  - -  a n d  $3 , 59 0 in

1983.  H ow  c a n  w e  go  on  l ik e  t h i s ?

W e s a y  i t ' s  t im e  to  c a l l  a  h a lt  to  a  s y s t e m  w h ic h  a s s u r e s  ru n a w a y  

c o s t s  b u t n o t f a m i ly  s e c u r i t y  o r  n a ti o n a l a s p i r a t i o n s  in  h e a l th .

E v e r y  y e a r  th a t  th e  C o n g re s s  f a i l s 't o  a c t  m e a n s  h ig h e r  c o s ts  of

th e  e v e n tu a l n a ti o n a l p r o g r a m .  T he s o o n e r  th e y  a c t ,  th e  g r e a t e r  th e  s a v in g s . 

T he  r e a s o n  i s  s im p le :  n a ti o n a l h e a l th  in s u r a n c e  w il l im p o s e  c o s t

c o n t r o l s  w h ic h  a r e  n o t p o s s ib l e  u n d e r  o u r  p r e s e n t  g r a b - b a g  a s s o r tm e n t  of  

p u b li c  a n d  p r iv a t e  in s u r a n c e  p la n s  w h ic h  r e w a r d  g r e e d  bu t n o t e ff ic ie n c y .
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T h a t 's  w hy  th e  9 6 th  C o n g r e s s  m u s t  be  th e  n a ti o n a l h e a l th  

in s u r a n c e  C o n g re s s . A nd t h a t 's  w h y  th e  d e b a te  sh o u ld  be  s t a r t e d  now , 

b e fo re  th e  N o v e m b e r e le c t io n s ,  so  th a t  th e  p e o p le  c a n  h a v e  a n  o p p o r tu n i ty  

to  d e te r m in e  th e  p o s it io n s  o f th o s e  s e e k in g  e le c ti o n  to  th e  n e x t C o n g r e s s .

E v e r y  d o l l a r  o f th e  $183 b i l l io n  s p e n t th is  y e a r  c o m e s  o u t o f th e  

p o c k e ts  o f  th e  p e o p le . S o m e  o f th e  d o l l a r s  a r e  c a l l e d  p r e m iu m s ,  s o m e  a r e  

t a x e s ,  s o m e  a r e  c a l le d  d e d u c t ib le s ,  e x c lu s io n s  a n d  c o - in s u r a n c e .  B u t

th e y  a l l  c o m e  f r o m  th e  A m e r ic a n  p e o p le ,  a n d  o n ly  a  n a t io n a l  h e a l th  k .

i n s u r a n c e  p la n  of th e  ty p e  you  a r e  p ro p o s in g ,  M r.  C h a i rm a n , w i l l  p ro v id e  

th e  l e v e r a g e  a n d  th e  s u p p o r t to  c o n t r o l  th e  h u g e  i n c r e a s e s  w h ic h  a r e  

o th e r w is e  c o m in g .

C o s ts  a r e  n o t th e  o n ly  p r o b l e m .  W e m u s t  be  e q u a l ly  c o n c e r n e d  w it h  

w h a t th e  A m e r ic a n  p e o p le  g e t in  t e r m s  o f q u a l i ty  o f h e a l th  s e r v i c e  f o r  th e  

m o n e y  th e y  p a y . We h a v e  a  t w o - c l a s s  h e a l th  c a r e  s y s te m  in  w h ic h  th e  

p o o r  o f te n  r e c e iv e  s u b s ta n d a r d  c a r e  a n d  th e  h e a l th  o f m in o r i t i e s  i s  a

n a ti o n a l d i s g r a c e .  O ne  o u t o f e v e r y  th r e e  b la c k  m o th e r s  do  n o t r e c e i v e  

p r e - n a t a l  c a r e ,  a n d  b a b ie s  in  p o o r  f a m i l i e s  a r e  tw ic e  a s  l ik e ly  to  d ie  b e fo re  

t h e i r  f i r s t  b ir th d a y  th a n  b a b ie s  in  m id d le  in c o m e  f a m i l i e s .

A  th i r d  p ro b le m  i s  th e  f a i l u r e  o f th e  s y s te m  to  p ro v id e  f o r  h e a l th  

e d u c a ti o n , i l ln e s s  p re v e n ti o n , e a r l y  d ia g n o s i s  o f d i s e a s e ,  a n d  a p p r o p r ia te  

s e r v i c e s  f o r  th e  c h ro n ic a l ly  i l l  a n d  e ld e r ly .  In s te a d , th e r e  is  o v e r - e m p h a s i s  

o f a c u t e ,  e p is o d ic  c a r e .
Sr-

A  f o u r th  p ro b le m  is  th e  f a c t  th a t  51 m i l l io n  A m e r ic a n s  l iv e  in  a r e a s

w it h o u t s u f f ic ie n t  h e a l th  c a r e  s e r v i c e s .
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A f if th  i s  th e  p o o r  d i s t r ib u t io n  of d o c to r s .  T h e y  a r e  h a r d ly  to  be

fo u n d  w h e re  m o s t  n e e d e d , s u c h  a s  th e  in n e r  c i t i e s  a n d  r u r a l  a r e a s ,  a n d

th e y  a r e  d e n s e ly  c l u s t e r e d  w h e r e  l e a s t  n e e d e d  - -  S an  F r a n c i s c o ,  W ash in g to n , 

D . C . , a n d  B o sto n  h a v e  m o r e  th a n  60 0 p h y s ic ia n s  p e r  10 0,  000  p e o p le ;

N e w a rk  h a s  60 ; M is s i s s ip p i  a n d  Sou th  D a k o ta  l e s s  th a n  10 0.

A s ix th  p r o b le m  i s  th e  i n c r e a s e  in  s p e c i a l i s t s  a n d  s u p e r - s p e c i a l i s t s  

w h ic h  a l r e a d y  r e p r e s e n t  65  p e r c e n t  o f a l l  p h y s ic i a n s ,  a n d  th e  d e c r e a s e  in  

g e n e r a l  p r a c t i t i o n e r s  a n d  p r i m a r y  c a r e  s p e c i a l i s t s ,  to  o n ly  35  p e r c e n t  of  

p h y s ic ia n s ;a n d  th e  r e l a t i v e  n u m b e r  s li d in g  d o w n w a rd  e a c h  y e a r .

A s e v e n th  p r o b l e m  i s  th e  o v e r - s u p p ly  o f h o s p i t a l s  in  m a n y  a r e a s  

a n d  th e  s h o r ta g e  in  o t h e r s .  A nd  a  c o r o l l a r y  o f th is  p r o b le m  i s  th e  u n d e r ­

s u p p ly  o f a m b u la to r y  c a r e  p r o g r a m s  a n d  th e  s u r p lu s  o f s u r g i c a l  s u i te s  a n d

e s o t e r i c  m e d ic a l te c h n o lo g y .

A n e ig h th  p r o b le m  i s  th e  la c k  of r e a l  s u p p o r t  a n d  in c e n t iv e s  fo r  

h e a l th  m a in te n a n c e  o r g a n iz a t io n s  a n d  o th e r  in n o v a ti v e  f o r m s  o f h e a l th  c a r e

d e l iv e r y .

A n in th  p r o b le m  i s  th e  f a i lu r e  o f th e  s y s te m  to  be  r e s p o n s iv e  to

c o n s u m e r  n e e d s  - -  s e r v i c e s  a r e  n o t a r r a n g e d  a c c o rd in g  to  th e  n e e d s  of  th e  

p e o p le  w ho  u s e  th e m  b u t o f th o s e  w ho p ro v id e  th e m .

A  te n th  p r o b le m  i s  p e r v a s iv e .  T h is  i s  th e  p r o b le m  o f th e  p r e s e n t  

p a y m e n t m e th o d s  - -  th e  th o u s a n d s  o f d i f f e r e n t  in s u r a n c e  p la n s  w h ic h  

e n c o u r a g e  th e  o v e r t r e a tm e n t ,  u n d e r - s e r v i c e  a n d  in e f f i c ie n c y . N ot to  be  

o v e r lo o k e d  i s  th a t  n e a r l y  14 c e n t s  o u t o f e v e r y  d o l l a r  s u b s c r ib e d  fo r  b e n e f it s

36-209  0  -  79 - 6
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to  th e  i n s u r e r s  is  c r e a m e d  o ff  th e  to p  f o r  a d m in i s t r a t iv e  e x p e n s e s  a n d  

p r o f i t s .

M r.  C h a i rm a n , w e n e e d  lo o k  o n ly  to  o u r  n o r th e r n  n e ig h b o r ,

C a n a d a , a  c o u n tr y  m u c h  l ik e  o u r  ow n b u t n o t a s  w e a lt h y , w h ic h  h a s  b e en  

a b le  to  a c h ie v e  a  s u c c e s s f u l  n a t io n a l  h e a l th  in s u r a n c e  p r o g r a m .  M o st 

C a n a d ia n s  r e g a r d  th e  C a n a d ia n  n a t io n a l  h e a l th  in s u r a n c e  s c h e m e  a s  th e

m a jo r  a c h ie v e m e n t o f p o s t - w a r  C a n a d a .

E v e n  th e  A m e r ic a n  M e d ic a l A s s o c ia t io n 's  ow n n e w s p a p e r  r e c e n t ly  

c o n c e d e d  th a t  C a n a d ia n s  f r o m  M o n tre a l  to  V a n c o u v e r  l ik e  t h e i r  n a ti o n a l 

h e a l th  in s u r a n c e  s y s te m .  P o l l s t e r  G a ll u p  fo u n d  th a t 84  p e r c e n t  o f 

C a n a d ia n s  l i s t e d  n a ti o n a l h e a l th  in s u r a n c e  f i r s t  a m o n g  a l l  g o v e rn m e n t 

p r o g r a m s .  I m ig h t a d d , n o t in c id e n ta l ly ,  th a t  th e  a d m in i s t r a t iv e  c o s ts  of  

th e  e n t i r e  n a ti o n a l h e a l th  in s u r a n c e  s y s te m  a r e  o n ly  2.  3 p e r c e n t  o f b e n e f i t s - -  

o n e - s ix th  of th e  p r iv a te  h e a l th  in s u r a n c e  a d m in i s t r a t i v e  e x p e n s e s  in  th is  

c o u n tr y . If  o u r  a d m in i s t r a t iv e  c o s t s  w e r e  th e  s a m e  a s  C a n a d a 's ,  w e w ou ld  

h a v e  r e d u c e d  sp e n d in g  b y  o v e r  $5  b il li o n  l a s t  y e a r  d u e  to  th is  s in g le  s a v in g s .

W e b e li e v e  th e  p r e l i m i n a r y  H e a lt h  C a r e  F o r  A ll  A m e r ic a n s  A c t of  

19 79  w il l a c h ie v e  m a n y  o f th e  s a m e  g o a ls  a s  th e  H e a lt h  S e c u r i ty  p r o g r a m ,  

w h ic h  w e h a v e  lo ng  s u p p o r te d , b u t w it h  s o m e  c h a n g e s  in  th e  a d m in i s t r a t iv e  

a n d  p a y m e n t m e c h a n is m s .  T h e  c h a n g e s  h a v e  b e e n  m a d e  in  r e s p o n s e  to  

r e c o m m e n d a ti o n s  of th o s e  w ho  f a v o r  i t .  T he  p la n  p ro v id e s  f o r  u n iv e r s a l  

a n d  c o m p re h e n s iv e  c o v e r a g e  th ro u g h  p u b li c  a n d  p r iv a t e  r e s o u r c e s  a c ti n g  in  

c o n c e r t ,  a c c o rd in g  to  i t s  s p e c i f i c a t io n s ,  to  c o n t r o l  c o s ts  a n d  d e a l  c o n c u r r e n t ly  

w it h  e a c h  o f th e  m a jo r  p r o b le m s  in  h e a l th  c a r e .

r-
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T h e r e  a r e  u n iq u e  f e a t u r e s  o f th is  p la n , s u c h  a s  p r o s p e c t iv e

b u d g e ti n g  o f i t s  c o s t s ,  p r e m iu m s  r e la te d  to  w a g e s  a n d  in c o m e , r e g u la te d  

i n s u r e r s ,  a n d  a  K e d e r a l / S ta te  r e la t io n s h ip  in  i t s  o v e r a l l  a d m in i s t r a t iv e

r e s p o n s ib i l i t i e s .  T h e s e  w e f e e l  a r e  r e s p o n s iv e  to  th e  l e g i t im a te  c o n c e rn s

o f b o th  m a jo r  p o l i t ic a l  p a r t i e s .

T h e  D e m o c r a t ic  P a r t y ' s  n a ti o n a l p la t f o r m  in  19 76 , in  s u p p o r ti n g  

u n i v e r s a l  a n d  m a n d a to ry  c o v e r a g e  u n d e r  a  n a ti o n a l h e a l th  i n s u r a n c e  p r o g r a m

c o n c u r r e d  w it h  J im m y  C a r t e r  w h en  h e  s a id  th a t  " a  r e s p o n s ib le  n a ti o n a l

h e a l th  in s u r a n c e  p r o g r a m  w il l n o t r e q u i r e  th a t th e  n a ti o n  s p e n d  m o r e  th a n

i t  i s  no w  sp e n d in g  on  h e a l th  s e r v i c e s ,  n o r  w il l i t  in tr u d e  in  a n y  w a y  in to

th e  p r e s e n t  r e la t io n s h ip s  b e tw e e n  p h y s ic ia n  a n d  p a ti e n t.  "

T h e  1976  N a ti o n a l R e p u b l ic a n  C o n v en ti o n  P la t f o r m  p r o p o s e d  th a t 

" e v e r y  A m e r ic a n  s h o u ld  h a v e  a c c e s s  to  q u a li ty  h e a l th  c a r e  a t  a n  a f fo r d a b le  

p r i c e ,  " a n d  w a s  c r i t i c a l  o f f in a n c in g  s u c h  a  p r o g r a m  e n t i r e ly  th ro u g h  ta x e s  

w h ic h  i t  s a id  w o u ld  i n c r e a s e  g o v e rn m e n t  s p e n d in g  by  m o r e  th a n  $7 0 b il li o n .

T h e  p r e l im in a r y  p la n  f o r  th e  H e a lt h  C a r e  F o r  A ll  A m e r ic a n s  A c t of

19 79  h a s  r e s p o n d e d  to  b o th  p a r t i e s ' c o n c e r n s .  It  w il l n o t r e q u i r e  th a t  th e  

n a ti o n  sp e n d  m o r e  f o r  h e a l th  s e r v i c e s ;  th e  n a ti o n  w il l s p e n d  l e s s .  It  w il l 

n o t in t r u d e  in  a n y  w ay  in to  th e  d o c to r - p a t i e n t  r e la t io n s h ip .  It  w il l n o t

i n c r e a s e  g o v e rn m e n t sp e n d in g  by  $70 b il li o n .

G o v e rn m e n t sp e n d in g  f o r  c o v e r a g e  o f th e  n ew  p la n  w il l be  l im i t e d  to

th e  p o o r ,  th e  u n e m p lo y e d  a n d  th e  e ld e r ly .
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T he  b u lk  o f sp e n d in g  f o r  h e a l th  c a r e  w i l l  r e m a in  in  th e  p r iv a te  

s e c to r .  E v e r y  e m p lo y e r  w il l p ro v id e  c o v e r a g e  th ro u g h  a  p r iv a te  i n s u r e r ,  

a n d  f o r  th o s e  m a r g in a l  e m p lo y e r s  w ho w o u ld  o th e r w is e  in c u r  o n e ro u s  n e w  

c o s t s ,  t h e r e  w il l b e  f e d e r a l  s u b s id ie s .

If  th e  to t a l  p r o g r a m  w as o p e r a t iv e  in  19 78 , new  f e d e r a l  c o s ts  w o u ld
r*.

be a p p r o x im a te ly  $14 .1  b il li o n  w it h  a n  a d d e d  s u b s id y  o f $5  b il li o n  fo r  

e m p lo y e r s . O v e r a l l  c o s ts  to  th e  p e o p le  w o u ld  b e  b il l io n s  l e s s  w it h in  a  fe w

y e a r s  of th e  p r o g r a m  th a n  u n d e r  th e  p r e s e n t  s y s te m .  *

M r.  C h a i rm a n ,  w e ta k e  th is  o p p o r tu n i ty  to  c a l l  u p o n  th e  p o l i t ic a l  

p a r t i e s  to  a c t  a s  r e s p o n s ib ly  a s  w e h a v e  b e e n  in  l i s te n in g  to  th e m . If  th e y  

m e a n  w h a t th e y  s a y  in  t h e i r  p la t f o r m s ,  th e y  c a n  no  lo n g e r  u s e  d iv e r s io n s  

a n d  a t ta c k s  on  th e  H e a lt h  S e c u r it y  p r o g r a m  to  a v o id  t h e i r  r e s p o n s ib i l i t i e s  

f o r  s u p p o r ti n g  d e c e n t  h e a l th  c a r e  f o r  a l l  o f th e  A m e r ic a n  p e o p le .

O u r T e c h n ic a l  C o m m it te e  i s  c o n ti n u in g  i t s  w o rk . A m o n g  th e  a r e a s  

r e q u i r in g  f u r t h e r  e x p lo ra ti o n  a n d  m o r e  d e t a i l e d  a n a ly s e s  a r e  th o s e  of  

p r o s p e c t iv e  b u d g e ti n g , th e  w ag e  a n d  e a r n in g s  r e l a t e d  p r e m iu m  a n d  th e  

s u b s id ie s  f o r  th e  p o o r  an d  fo r  e m p lo y e r s .  W e in te n d  to  p u r s u e  th e s e  

m a t t e r s  w it h  d i l ig e n c e  a n d  to  m a k e  r e c o m m e n d a t io n s  f o r  a  fu ll  a n d  c o m p le te  

p r o g r a m  b a s e d  on  th e  p r e l im in a r y  p la n  n o w  b e fo re  you .

I w o u ld  l ik e  to  a u g m e n t y o u r  o u tl in e  o f  th e  p r e l im in a r y  p la n  by  

in c lu d in g  a  b r i e f  d e s c r ip t io n  a s  p a r t  o f m y  te s t im o n y .

T h a n k  yo u  v e r y  m u c h .
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HEALTH CARE FOR ALL AMERICANS ACT OF 1979 ----- In  B r ie f

UNIVERSAL COVERAGE — Eve ry  re s id e n t o f  th e  U n ited  S ta te s  w i l l  be co ve re d by mandated 
h e a lt h  in su ra nce  p la n s , w it h  fe d e ra l fi n a n c in g  o f  co ve ra ge  fo r  th e  p o o r,  the unemployed 
and  th e aged .

COMPREHENSIVE BE NE FIT S—  Th er e w i l l  be f u l l  co ve ra ge  o f  in p a t ie n t  h o s p it a l s e rv ic e s , 
p h y s ic ia n s ' s e rv ic e s  in  and o u t o f  h o s p it a l,  home h e a lt h  s e rv ic e s ,  x - ra y s ,  and la b 
te s ts .  Co sts  o f  c a ta s tr o p h ic  il ln e s s  w i l l  be co ve re d s in ce  th e re  w i l l  be no a r b it r a r y  
no n-m edic al l im i t s  on num ber  o f  h o s p it a l days o r  p h y s ic ia n  v i s i t s .  M ed icare  w i l l  be 
up grad ed  f o r  th e  e ld e r ly  and w i l l  a ls o  be co ve red f o r  p r e s c r ip t io n  d ru gs.

IMMEDIATE COST CONTROLS —  Upon en ac tm en t o f  th e b i l l ,  bu dg et  caps w i l l  imme dia teT y-.  
be used to  c o n tro l h o s p it a l and  p h ys ic ia n  c o s ts . Wages o f  n o n -s u p e rv is o ry  employee s 
w i l l  be p ro te c te d . When b e n e fi ts  be g in  two  years  la t e r ,  p ro s p e c ti v e  budgeting  o f  
h o s p it a l and p h y s ic ia n  exp e n d itu re s  w i l l  become th e  p r in c ip a l me thod o f  co s t c o n t r o l.

BUDGETING COSTS—  H o s p it a ls  and  doc to rs  w i l l  be p a id  on th e  b as is  o f  p re -n e g o ti a te d  
am ou nts.  They w i l l  no t be p e rm it te d  to  ch ar ge  p a t ie n ts  more th an th e  in sura nce p la n 
pa ys . N a ti o n a l,  a re a -w id e  and  s ta te  bu dg ets f o r  h e a lt h  s e rv ic e s  w i l l  be s e t and any  
in cre ases w i l l  be t i g h t l y  c o n t r o ll e d .

PUBLIC AUTHORITY—  The prog ra m  w i l l  be a d m in is te re d  by  a fe d e ra l P u b li c  A u th o r it y  
whose  members w i l l  be app o in te d  by th e P re s id e n t,  s u b je c t  to  Se na te c o n fi rm a ti o n .
A m a jo r it y  w i l l  be consum er re p re s e n ta ti v e s .

STATE AUTHORITIES—  The P u b li c  A u th o r it y  w i l l  c o n tra c t  w it h  eac h S ta te  and t e r r i t o r y  
to  e s ta b li s h  S ta te  A u th o r i t ie s  as ag en ts  o f  th e  fe d e ra l a u th o r it y  in  h e lp in g  to  
implem en t th e  n a t io n a l h e a lt h  in sura nce  prog ra m . A m a jo r it y  o f  th e  members o f  each 
S ta te  A u th o r it y  w i l l  be consum er re p re s e n ta ti v e s .

INSURANCE PLANS and HMO CONSORTIA —  Most Am er ica ns  w i l l  be in su re d  by  an in s u re r  
o r  h e a lt h  m ai nt en anc e o rg a n iz a t io n  which  is  c e r t i f i e d  and re g u la te d  by th e fe d e ra l 
P u b li c  A u th o r it y .  The  in s u re r  must be a member o f  a conso rt iu m  o f  ( l )  in sura nce 
co mpa nies , (2 ) B lu e C ro ss /B lu e  S h ie ld  p la n s , o r  (3 ) fe d e r a ll y  q u a li f ie d  h e a lt h  
m aint en anc e o rg a n iz a t io n s .

MEDICARE — The e ld e r ly  and e l ig i b le  d is a b le d  peop le  w i l l  con tin u e  to  be co ve re d by 
M edic are  wh ic h w i l l  be up grad ed  so th a t b e n e fi ts  w i l l  a t le a s t eq ual  th e p r iv a te ly -  
mandated  b e n e f it s .  P h ys ic ia n s  w i l l  no lo n g e r b i l l  M ed icare  p a t ie n ts  bu t w i l l  be pa id  
d i r e c t ly  by th e  in sura nce  p la n .  P re s c r ip t io n  dr ug s w i l l  be cove re d f o r  th e  e ld e r ly .

MED ICAID—  The poo r and  n e a r- p o o r w i11 be co ve re d by th e  n a ti o n a l h e a lt h  in sura nce 
p la n  fo r  a l l  mandated b e n e f it s .  M ed ic a id  w i l l  cove r o n ly  th ose  s e rv ic e s  such as 
lo n g -t e rm  n u rs in g  home care  w h ic h ar e n o t in c o rp o ra te d  in  th e  n a ti o n a l h e a lt h  in sura nce 
prog ra m . S ta te  bu dge ts  w i l l  be re li e v e d  o f  over -5 b i l l i o n  in  e x is t in g  M ed icaid  
c o s ts .

HEALTH INSURANCE CARD —  Eve ry  re s id e n t o f  th e U n ited  S ta te s  w i l l  be issu ed  a h e a lt h  
in su ra nce  c a rd . I f  a p a t ie n t  re ce iv es  m edica l care  w it h o u t p ro o f o f h e a lt h  in sura nce 
cove ra ge, th e p ro v id e r  w i l l  b i l l  th e S ta te  A u th o r it y  w h ic h w i l l  pay  th e b i l l  and la te r  
dete rm in e th e p ro pe r sourc e o f  payment (one  o f  th e c o n s o rti a  o r  th e fe d e ra l P u b lic  

A u th o r i t y ) .

FEDERAL REGULATIONS — In  o rd e r  to  be in c lu de d  in  th e  prog ra m , an in s u re r  w i l l  re q u ir e  
fe d e ra l c e r t i f i c a t io n  and w i l l  be s u b je c t to  on going  fe d e ra l r e g u la ti o n .  The e f fe c t  o f 

c e r t i f i c a t io n  and re g u la ti o n  w i l l  be to  e li m in a te  such  lo n g -s ta n d in g  p ra c ti c e s  as -



" r i s k  s e le c t io n "  and d is c r im in a to ry  p r ic in g ,  and to  b r in g  e x is t in g  p r iv a te  in su ra nc e 
e xp e n d itu re s  in to  c o n fo rm it y  w i th  p u b li c  p o li c y  on co s t c o n tro ls  and e q u it y  o f  b e n e fi ts  
and fi n a n c in g .

FINANCING — Em plo yers w i l l  pay  a premiu m re la te d  to  t o ta l wa ge s,  The premium w i l l  co ve r 
th e  f u l l  cos ts  o f th e  co ve re d b e n e f it s .  The w a g e -r e la te d  amoun t w i l l  mean th a t em ploy ers 
pay in g h ig h  wages w i l l  pay more fo r  h e a lt h  in sura nce  th an  em ploy ers pay in g  lev/ wa ges, 
a ltho ugh  th e ra te  w i l l  be th e  same. Un less  o th e r  ar ra ng em en ts  a re  made, employee s may 
pay up to  25 pe rc e n t o f  premiu m c o s ts . T h is  method  o f  fi n a n c in g  w i l l  r e li e v e  m ar g in al 
em ploye rs  o f  on er ou s premiu m co s ts  and ass ure  in c lu s io n  o f  m ig ra n t w o rk e rs , p a r t- ti m e  
w ork ers  and  o th e r  low-in co m e w o rk in g  pe ople  and t h e i r  fa m i li e s .

COSTS T o ta l cos ts  o f  h e a lt h  ca re  w i l l  be le ss  w i th in  a few ye ars  o f  th e  n a ti o n a l h e a lt h  
in sura nce  prog ram th an  th e y  would  be un de r c u r re n t pr ogra m s,  because o f  th e im m ed ia i^  and 
lo ng -r an ge  co s t c o n tro ls  a p p li e d . Fo r ex am ple,  t o ta l co s ts  w i l l  be an e s tim a te d  $361 .6 
b i l l i o n  in  1935 w it h o u t  n a t io n a l h e a lt h  in sura nce , and $3 30 .6  b i l l i o n ,  o r  $3 1.0 b i l l i o n  
le ss  w i th  n a ti o n a l h e a lt h  in su ra nce . New on-b udget co s ts  f o r  co ve ra ge  o f  th e po or  and 
un em ploy ed , and  fo r  im pro v in g  M ed ic a re , would be $14.1 b i l l i o n  in  1978 d o ll a r s .

QUALITY CONTROL— A n a ti o n a l q u a li t y  c o n tro l co mmissio n w i l l  deve lo p q u a li t y  sta ndard s. 
S ta te  A u th o r it ie s  w i l l  be  re q u ir e d  to  im plem en t th ese q u a li t y  s ta ndard s  as a c o n d it io n  
o f  p a r t ic ip a t io n  in  th e pr og ra m .

HEALTH MAINTENANCE ORGANIZATIONS —- HMO's and o th e r  n o n - t ra d it io n a l f o r i ' ,  o f  h e a lt h  ca re  
d e l iv e r y ,  su ch  as ne ig hborh ood h e a lt h  c e n te rs , w i l l  be f u l l y  supported and  t h e i r  de ve lo p­
me nt en co urag ed  th ro ugh in c e n t iv e s .

COMPETIT IO N— In su re rs  and  HMO's w i l l  com pete fo r  e n ro ll e e s ,  b u t n o t by  s e le c ti n g  " r is k s .  
The y w i l l  know wh at  premiu m th ey  w i l l  be  e n t i t le d  M  re c e iv e  fo r  ea ci i pe rs on  o r  fa m il y  
covere d . They w i l l  comp ete  on the b a s is  o f a d m in is t ra t iv e  e f f ic ie n c y  and  f o r  su pp lem en ta l 
covera ges.

EQUALIZATION AND REINSURANCE PROGRAM —  To as sure  th a t  no conso rt iu m  member w i l l  be ab le  
to  p r o f i t  by  s e le c ti n g  r is k s ,  th e re  w i l l  be e q u a li z a ti o n  fu nd s to  coun te r- ba la n ce  member 
compa nies  and c o n s o rt ia .  A re in su ra n ce  prog ram w i l l  p r o te c t  in d iv id u a l compan ies o r  p la ns 
a g a in s t unfo rs een c o s t ly  e ve n ts .

EXISTING EHPLOYER-EMPLOYEE ARRANGEMENTS — An em ploy er  w i l l  be o b li g a te d  to  m a in ta in  
e x is t in g  c o n tr a c tu a l o r  o th e r  ar ra ng em en ts  fo r  h e a lt h  b e n e f i ts .  I f  th e  em p lo yer's  p re sen t 
co s ts  exceed  manda ted  prem iums,  th e  ex ce ss  w i l l  be. a p p li e d  to  o th e r  em plo yee b e n e fi ts  
s u b je c t  to  n e g o ti a ti o n  w it h  em plo yee re p re s e n ta ti v e s .

PREVENTIVE MEDICINE 6 HEALTH PROMOTION— S erv ic es  f o r  th e p re ve n ti o n  and e a r ly  d e te c ti o n  
o f  d is ease  w i l l  be covere d, in c lu d in g  im m un ization  and h e a lt h  e d u ca ti o n .

RESOURCE DEVELOPMENT— A re sourc es de ve lopm en t fu nd w i l l  be  used to  im prov e se rv ic e s  fo r  
unders erv ed p o p u la ti o n s  and to  deve lo p  new se rv ic e s  f o r  th e  f u l l  p o p u la t io n 's  chan gin g 
nee ds , in  p a r t ic u la r  f o r  home care  o f  th e e ld e r ly  and c h r o n ic a ll y  i l l .

CONSUMER AND PROVIDER ADVISORY COUNCILS - -  A N a tiona l H e a lth  In sura nce A dv is o ry  Coun ci l 
and S ta te  C ouncils  w it h  consum er m a jo r it ie s ,  w i l l  a d v is e  fe d e ra l and S ta te  P u b li c  
A u th o r it ie s  on genera l p o l ic y ,  on th e fo rm u la ti o n  o f  re g u la ti o n s  and on th e pe rforman ce  
o f  th e  A u th o r i t ie s ' on going  fu n c ti o n s .  The C ouncils  w i l l  have p ro fe s s io n a l and te c h n ic a l 
s t a f f  as re q u ire d  and w i l l  recommend fu tu re  change s in  b e n e fi ts  o r  a d m in is t ra t io n .
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N ew  F e d e r a l  O n -B u d g e t C o s ts  f o r  P ro v id in g  B e n e fi ts  
u n d e r  th e  P r e l i m i n a r y  " H e a lt h  C a r e  f o r  A ll  A m e r ic a n s  A c t' 1

P o p u la ti o n  G ro u p F Y  19 78 F Y  1981L F Y  19 83

(A m o u n ts  in B il li o n s )

M e d ic a re $ 0 .9 $ 1 .3 $ 1 .5

M e d ic a id 2 .9 3 .9 4 . 5

L ong T e r m  U n e m p lo y e d  a n d
P e r s o n s  w it h  No H e a lt h  In s u ra n c e 10.  3 13 . 6 1 5 .7

T O T A L S $ 14 . 1 $ 18 . 8 $ 2 1 .7

T h is  i s  th e  a m o u n t of  new  m o n e y  th a t  w o u ld  be  a d d e d  to  th e  F e d e r a l  

B u d g e t,  in  a l t e r n a t i v e  f i s c a l  y e a r s ,  to  u p g r a d e  th e  M e d ic a re  p r o g r a m  a n d  
p ro v id e  th e  m a n d a te d  b e n e f it  p a c k a g e  to  th e  p o o r  a n d  th e  u n e m p lo y e d . B e n e f it s  

in c lu d e  in p a t ie n t  h o s p i t a l  c a r e  s e r v i c e s ,  p h y s ic i a n s ' s e r v i c e s  in  h o s p i ta l , o u t- o f  

h o s p i ta l  a n d  o ff ic e  v i s i t s ,  p r e v e n ti v e  c a r e  a n d  p r o te c t io n  a g a in s t  c a t a s t r o p h ic  

c o s t s .

P r o v id in g  d r u g s  to  th e  e ld e r ly  w ho a r e  c h r o n ic a l ly  i l l  a n d /o r  HM O 

s u b s c r ib e r s  w o u ld  a d d  $ 2 . 6 b il li o n  to  th e  c o s t  o f th e  p la n  in  197S ; $3 . 5 b il li o n  

in  198 1; a n d  $ 4 .1  b il li o n  in  19 83 .

In  a d d it io n  to  th e  o n -b u d g e t c o s ts  f o r  m a n d a te d  s e r v i c e s ,  i t  w o u ld  be  

n e c e s s a r y  f o r  th e  F e d e r a l  G o v e rn m e n t to  p r o v id e  s u b s id ie s  to  s m a l l  e m p lo y e r s  

a n d  e m p lo y e r s  in  lo w -w a g e  in d u s t r i e s .  T h e  D e p a r tm e n t  o f HEW  h a s  e s t im a te d  

th a t  th e  m a g n it u d e  o f t h i s  s u b s id y  w il l b e  in  th e  a r e a  o f $5  b il li o n .

T h e  e s t i m a t e s  in  th is  ta b le  a r e  b a s e d  on  th e  a s s u m p t io n  th a t th e  
c o s ts  o f m a n d a te d  s e r v i c e s  b e  c o n ta in e d  f o r  tw o  y e a r s  p r i o r  to  th e  ti m e  b e n e f it s  

b e g in . T h is  ta b le  i l l u s t r a t e s  th a t th e  lo n g e r  th e  e n a c tm e n t o f th e  H e a lt h  C a r e  

f o r  A ll  A m e r ic a n s  A c t i s  d e la y e d  th e  n e t i n c r e a s e  in  c o s t  th a t m u s t be  b o rn e  

by  th e  F e d e r a l  T r e a s u r y  w il l be  h ig h e r .

e r -o p e iu 4 9 4
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Senator Kennedy. Thank you very much, President Fraser  and 
President Meany, for two excellent statements.

I  would like to just take up with Mr. F rase r and Mr. Meany these 
negotiations  th at are coming up, and what they mean to the average 
worker, these escalated costs. Ju st develop tha t point for a moment, 
and then get some sense of your own feeling for how we can vocalize 
the American people on this issue.

Now, there are important national negotiations Mr. Fraser has 
mentioned, thei r negotiations. You have certainly  some as well, Pres i­
dent Meany, th at will be coming on up. I thin g it might be of some 
interest how this explosion of costs is really eating away from the 
wages of the average worker, and how this m atter  is going to continue 
to be a m atter of  a serious kind of negotiation, and how that is going 
to have an extrao rdinary impact on them as individuals and certainly 
on the economy.

We have talked about t hat , Mr. Fraser. I think th is chart  over here 
gives us at least up until 1974, an indication of how the employer/ 
employee contribution of health benefits as a percent of v^ges and 
salaries has been going up dramat ically . I would think tha t would 
be a matter of some concern to workers, is it not, part icula rly when 
the projections over the period of the next years are going to show that  
tha t is going up higher and higher [indicating].

Do workers understand tha t? I think  the graphic illust ration  is 
tha t the UAW works 3 weeks for thei r health, and 6 weeks in the 
United States. I would just be in terested in the whole range of dif fer­
ent negotiations tha t are taking place and what this is going to mean 
for the workers.

Mr. Meany. Senator , this is just  one item. And as th is chart indi­
cates, it  is an increasingly important item as time goes on, but it is 
one item tha t is laid on the table. There are all sorts of items which 
go into the collective bargaining agreement. Of course, if the em­
ployer is going to come along and take the position he has jus t got so 
much to give, and this keeps going up, it means t ha t something else 
is going to suffer. Or if  the adminis tration comes along and says 7 per­
cent, you know what I mean, tha t is all you are going to get, then again 
we are going to see something suffering in order  to  pay for this.

It  is all a par t of one great big bag.
But this to  me is a very, very important part of i t because if  things  

get real bad for  the American family, Senator, you do not have to buy 
one of Doug’s ca rs; but if the boy gets sick or the girl gets sick, you 
have to go to a doctor. You have to try  to get them well. This is pa rt of 
what I would call the very essentials of life : There is medical care, 
you have to pay your rent, and you have to care for your family. And 
this is getting to the point where, as I said in my testimony, it is 
getting to be a real catastrophe.

Fran kly,  I  do not know now much longer the American people will 
put  up with th is when they look across the border. I  was very much in­
trigued by the testimony which I  read  about here yesterday. Of course, 
I knew about th at, because the Secretary of the Canadian Labor Con­
gress was down here a short time ago and gave us a real fill-in on that. 
I ju st wonder how long the American people are going to accept a pro­
gram o f health  care which is unique in what we call the democratic
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indu str ia liz ed  w orld. We  are  p ract ical ly  the only indu str ial ized  cou n­
tr y  o uts ide  o f So uth Afr ica,  a nd  we do no t like  to be put in the same 
ju g with  So uth  Afr ica,  I  will  tel l yo u tha t.

Ca nadia ns  have nat iona l hea lth  insura nce  where  people get th ei r hos­
pi ta l a nd  medical  care, a nd  they cannot te ll us th at they do not g et  good 
care . Th ey  do  get good care . T hey get  it  in  Isr ae l, Swe den, al l ove r th e 
world .

I  do no t know how muc h longer  the Am erican  people are  go ing to 
take  this . I  do n ot  k now  how much lon ger the y are go ing  to s ta nd  fo r 
it.

Se na tor K ennedy . W ha t about it,  Mr.  Fr as er ? Th e costs now are  
ri sing  close to twice the na tional ave rag e—t hat is, healt h car e costs 
ove r the  Consum er Pr ice Index—a nd  th is  pu ts enormous pre ssu res  I  
would  thi nk  i n the nego tia tio n. The wo rker is pa ying  more an d more 
of  th ei r a verag e s alary int o t his . W ha t do you thi nk  we can  do  a roun d 
the country  to  mobi lize  the  A me rican public on th is  issue ?

Mr.  F raser. I kn ow y ou would mobil ize t he  au to w ork ers , i f t hey had 
to pa y di rectl y part  of  the premium, in  a hu rry.  Th ere  wou ld be a 
ma rch  on W ash ing ton .

Le t me give  you  a couple figures of  where  we hav e come fro m in 
au to,  and  these a re Ford  M oto r Co., figures. I t  w ould be du pl ica ted  in 
Ch rysle r, Gener al Mo tors , the  a gr icul tu re  imple me nt industry.

In  1965, the  cost of  h ea lth  insura nce  pe r act ive  employee was $331. 
In  1970, it l eap ed to $466. I n  1975, i t went up  t o ap prox im ate ly $1,500. 
In  1976, $1,700; 1977, $1,925. Th at  is pe r employee. Now, u nf or tuna te ly , 
I  r ea lly  do  not  t hi nk  the re  is a  fu ll rea liz ati on  among the  mem bers  of 
ou r unio n o f th e proh ibi tiv e costs, and maybe th is  comes from the  fac t 
th a t the y never hav e to  pay the  pre mium s dir ectly . They are all pa id 
au tom ati ca lly  by the emp loyer. Bu t if  they wou ld look  at it in  a way  
a n eg ot ia tor has to look  a t i t;  t ha t is, $1,925—th ey  a re not go ing  to  get 
in  i ncreased wages an d pens ions  a nd  o ther  p rogram s th at  the worke rs 
are inte res ted  in.

W ha t we are  going  to do , fr an kly,  is st ar t a ca mp aig n to  make cert ain  
th at the worke rs rea lize the  e normity  of  thi s pro blem and the  am ount 
of  mon ey th at  is ta ke n fro m th e nego tia ted  set tlement.  T hat  is wh at it  
am ounts  to, to  pa y fo r th ese  benef its.

I  wou ld th ink th at  once we make them realize  the  enorm ity  of  the  
problem, I  th ink the y will be m uch,  much more ac tive in  mobiliz ing  fo r 
Congress to fina lly giv e th is problem  the  kind  of  urg enc y th at  is so 
despera tel y needed.

Senator  K ennedy . Fi na lly . Mr.  Meany. on th is issue, clearly the  
worke rs have an ex tra or di na ry  stake,  no t only those th at  are organ ized, 
bu t working  peo ple all  o ver  th is c ountry. Are  yo ur  unions  re ady to pu t 
th ei r sho uld er t o the  wheel and  ask candid ate s about the ir  po sit ion s on 
these issues and place th is  as the kind  of  hi gh  pr io ri ty  whi ch I  
th in k------

Mr.  Meany . W ith ou t ques tion , we are  going  ahead  righ t now wi th 
th at . Of  course, wh at  we have  been wai tin g fo r, an d wh at we ha d 
hoped , was th at  the Pr es iden t wou ld come alo ng  wi th a bill . In  fac t,
I  thou gh t we wou ld have  a bill  in 1977, because he la id  ou t all  the  
pr inc ipl es  in  th e e ar ly  p art  of  1976, an d as o f now, we st ill do n ot  hav e 
a bill.  In  fac t, we did no t ge t the  pr inc iples  un ti l 2 m onths  ago. And
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frankly , we have been members of this committee of which Doug is 
now the chairman, the Committee for National Health Insurance, 
working with th at committee for yea rs; and when we had  a President 
in the W hite House who was committed to this, we felt and were wait­
ing and waiting, and as you know, we discussed this with the President 
last March, I believe, but now we have got at  least a form of a bill. We 
will have a bill ready, and we will have the issue before the American 
people, and  we are going to push it with every candidate who runs for 
Congress in this upcoming election.

Senator  Kennedy. Well, th at  is going to be both important and I 
think  extremely encouraging to the millions of people here who do not 
have the coverage. We are going to look forward  to  working closely 
with you. We are enormously grateful for your testimony and for your 
support, and look forward to working with you. Thank you very much.

Our second panel will be James Sammons, executive vice president Kof the American Medical Association; and William C. Felch, M.D., 
chairman of AMA’s Council on Legislation.

STATEMENT OF JAMES H. SAMMONS, M.D., EXECUTIVE VICE PRESI­
DENT OF THE  AMERICAN MEDICAL ASSOCIATION, AND WILLIAM
C. FELCH, M.D., CHAIRMAN, COUNCIL ON LEGISLATION, AMA,
ACCOMPANIED BY HARRY N. PETERSON, DIRECTOR OF DEPART­
MENT OF LEGISLATION, AMA, A PANEL

Dr. Sammons. Thank you, Mr. Chairman.
I am Dr. James H. Sammons, executive vice president of the Ameri­

can Medical Association. Partic ipa ting in th is presen tation is William 
C. Felch, M.D., a physician in practice in  Rye, N.Y., who is chairman 
of the AMA’s Council on Legislation. Accompanying us is Harry N.
Peterson, director  of our Department of Legislation.

The American Medical Association is pleased to take part in these 
hearings  on national health insurance. As you know, Mr. Chairman, 
this subject has been debated from time to time over an extended period 
with varying degrees of intensity—depending on a variety of  factors— 
and the AMA has been an active part icipant throughout.

We share the sincere concern o f proponents of NH I proposals tha t 
healt h care should be available to all persons. To this end the AMA has 
developed a bill, presently pending in this Congress as H.R . 1818 and 
S. 218 and known as the Comprehensive Health  Care Insurance Act, 
to provide comprehensive and catastrophic coverage for all persons.
Our legislation, based on longstanding principles  for comprehensive 
health insurance adopted by our organization, is founded upon the 
strengths offered by our existing plural istic health system. I ts  foun- 
dation is solidly based upon the successes of our entire health delivery 
system, allowing for fu ture development and innovation.

The extended discussion on nationa l health  insurance which has 
taken place during the past years  has been beneficial in many respects 
in analyz ing the issues and in evaluating the impact upon society. The 
thru st and scope of national health insurance proposals have altered 
with changing circumstances.

During the long period of NHI  debate, bu t particu larly  during this 
last decade, we have seen a number of significant changes take place
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in our health system. To name a few : Marked increase in numbers of  
medical schools; significant expansion in number of medical graduates, 
with emphasis in prim ary care tra ining;  substant ial increase in tr ain­
ing of allied personnel ; proliferation of medical facilities, affording  
easier access; development of sophisticated technology; wider dis tri ­
bution of medical personnel; expansion of Government-supported 
health prog rams; increased access to care by the disadvantaged; and 
wider coverage of priva te health  insurance, including catast rophic  
coverage.

Thus while the debate has waned and waned, our health delivery 
system has shown s teady improvements. This has been accomplished 
through the cooperative efforts of many, including both Government 
and the private  sector.

Moreover, we have seen changes in approaches to national health  
insurance. It  is important tha t flexibility be maintained  in order to 
mold the program to meet current needs and demands. There  is an 
increased awareness and concern on the part of those persons bearing 
responsibility in developing and implementing any program as to the 
magnitude of the problems involved. These problems certainly have 
been brought into sharper focus as a result of governmentally ad­
ministered and controlled programs both here and abroad (for exam­
ple, bearing on consideration by Congress of fur ther Government 
programs is the recent revelation by the HE W Inspector General of 
some $7 billion waste in H EW programs, and evident in congressional 
consideration is also the groping—seemingly futile  sense o f fru str a­
tion—of Congress to reach those problems with corrective measures).

Too, the changing economy has dictated shif ting  priorities in our 
national goals. We perceive the additional frust rations of Congress 
as it seeks to provide for a variety of programs within a restric ted 
economy. The result has been for  the most p ar t a sharp rationing  of  
dollars within existing programs and a cur tailment in new programs. 
At the same time, nevertheless, the national  deficit is still fur the r 
expanded: In other words, Mr. Chairman, even though we heard— 
and continue to hear—solemn and sincere intentions to reach a bal ­
anced budget, and even though we find a more critical evaluation of 
dollars spent, we find tha t the Government has not been able to exist 
within a balanced budget.

Mr. Chairman, we all recognize tha t there are problems tha t exist 
in our health delivery system. C ertainly the profession and the  AMA 
are particular ly aware of these. Fo r example, with respect to legislative 
solutions, the  American Medical Association has prepared a variety  
of bills for consideration by the Congress. Among these, to identi fy a 
few, are bills to strengthen and improve child immunization programs, 
expand maternal and  child health  care programs, fund preventive  resi­
dency train ing programs, encourage Federal support for medical s tu­
dent loans and scholarships, protect the confidentiality of patients ’ 
medical records, improve rural  health delivery, improve and strength­
en our food and dru g laws, increase drug  labeling for patients, and 
improve local p lanning for health facilities. In addition, we have de­
veloped important model State legislation, for example, bi lls to en­
courage greater health education in our elementary and secondary 
school systems, provide for improved disciplinary procedures by State
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medical  boa rds , stimu lat e effec tive  pee r review, enc ourage  exp and ed 
home he al th  care  services, and pr ov ide expanded pa tie nt  i nformation  
fo r clin ica l lab orato ry services,  ju st  to name a few. In  ad di tio n,  the  
asso ciation  and pro fession are  involved in and pro mo te a hos t of 
oth er he al th  im provem ent  p rogra ms .

Defic iencies are  bein g addre sse d by a va rie ty  of  forms , public and  
pri va te.  For exam ple,  ma npow er sho rtages are  being overcome. Su r­
pluses, in fac t, have been pred ic ted fo r t he  nea r fu tu re  by resp onsible  
Gover nment  officials, alte rn at ive de livery  sys tems are  un de r exp erimen­
tatio n,  new types o f provid ers a re  be ing  uti liz ed  on an incre as ing scale , 
gr ea te r he al th  edu cat ion  is be ing  car rie d on  by many g rou ps,  preven tive 
measures are  being acc ent uat ed,  an d new public awarenes s of  the im­
pa ct  of  to ta l environment upon  he al th  is being aroused. The AMA 
has  taken an activ e ro le and has su pp or ted these act ivi ties .

I t would  be inadvisable  to at te m pt  to resolve all  ex ist ing  prob lems 
throug h ad op tio n of any  N H I bil l. M ajor  pol icy  que stio ns of  such 
im po rt sho uld  receive  inde pe nd en t an d thorou gh  stu dy  on the mer its.

Bu t as we have said  befor e on th is  sub jec t in the  course of thi s 
extend ed debate,  n ot with stan di ng  p res en t weaknesse s the re  is  a fu lle r 
rea liz ati on  an d acknow ledgem ent  th at  th is  coun try ’s heal th  care , un der 
at tack  by m any in the  course of N H I deb ate , i s in deed su pe rio r to  an y 
othe r in the wor ld. Th is is ce rta in ly  ou r stan ce, an d we believe that . 
You, too, Mr.  Ch airma n, would  jo in in  t hat  conclusion bas ed on your  
comments of  ye sterday.

Se na tor  K ennedy. Doc tor,  it  ce rta in ly  is t ru e f or  the  medical profe s­
sion, an d it  certa inl y is fo r tho se of  us  who can affo rd it, an d it  cer ­
ta in ly  is fo r those who are cov ered wi th he al th  insurance . But  it 
certa inl y is n ot  t rue fo r the 26 mi llio n Am erican s who have no health 
insura nce  o r the 51 mil lion  Am eri cans  who live in underse rved  areas, 
or  the mi llio ns of Am erican s who are ina dequate ly covered , or  the  
mil lion s of  Am eric ans  who suffer  fro m over- surge ry or  over- uti liz a­
tio n o f drug s. I t  cert ain ly is no t for th e e lde rly  people  down in  Fl or ida, 
the big gest ret ire me nt St ate in  th e coun try , who find ou t th at  less 
th an  hal f of  the  doctors  are will ing to  take  the usua l an d cus tom ary  
fees fo r services. I t certa inl y is no t fo r them, an d I  am no t going  to 
let you make a sta tem ent  like th at  and let  it  go unc hal lenged  
because------

Dr.  S ammons. I would like to  cha llenge you r sta tem ent.
Se na tor K ennedy. I t  is no t so. Su re , we ha ve the bes t fo r those th at  

can affo rd it. Al l of those th at  are on the  top of the mo un tain, th at  
are  covered by comprehensive he al th . Sure,  it is the best  in  the  wor ld 
fo r them. But  the re are a lot  mo re peo ple  dow n in  th e val leys, and  
the y were te st ify ing at  th a t tab le yeste rda y. You lis ten  to  Mary 
Co rbett  of  Massac husetts  ta lk  abou t the he al th  care, and you  would 
no t get th at , Doctor .

Dr . Sammons. I  would hop e th at the rec ord  is very cle ar  th at the  
peo ple  th at were  at  th is tab le ye ste rday  are  no t the norm as fa r as 
coverag e exi sts  in th is co untry; t h a t those are unusua l cases. Im pr es ­
sive thou gh  the y may  be, they  accoun t fo r a small  percen tage. I 
cha llen ge y ou r findings .

Se na tor  K ennedy. W e will  he ar  tes tim ony fo r eld erly people,  for 
millions of  e lde rly  people, an d we will  find ou t wh eth er they  are  the
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norm, and we will listen to the ones representing the workers of  th is 
country  and find out whether they are the norm.

Dr. Sammons. But Senator, those people yesterday, some of the 
problems they had are social welfare problems, and not merely medi­
cal problems.

Senator Kennedy. You missed the point of yesterday’s hearing. 
Doctor. You missed the point of yesterday’s hearing. The point of 
yesterday’s hearing is th at  there was not a person th at appeared there 
tha t did not have the fear—the fear of being wiped out, the fear  of 
the ir children being healthy  today and finding some illness and sick­
ness. It  was not just the amount of medical bills, b ut it was the fear 
which exists in every mother and every parent in this country, tha t 
if thei r child is going to be sick, or  thei r parent is going to be sick, 
that  they are going to have those kinds of health  care costs and not 
be able to afford it. It  was the fear. Tha t was one of the principle 
lessons of yesterday.

Dr. Sammons. Our bill would eliminate tha t fear, because our bill 
does in fact bring tota l health care to the American people, and it 
does it built on the streng ths of the present system and present Ameri­
can way of life.

Senator Kennedy. Your  statement says, “This country’s health 
care, under attack by many in the course of National Health  Ins ti­
tute  debate, is indeed superior to any other in the world. This is 
certain ly our stance.”

I  am saying on th at part icular statement, when you have 51 million 
Americans living in unserved areas, and millions of Americans not 
covered—26 million Americans have no health insurance, equivalent 
to the populations of Cali fornia,  Oregon and Washington.

Dr. Sammons. I do not believe tha t figure is correct. You are in­
cluding a great many groups in there tha t are not in fact without 
the sort of private coverage tha t is available. We would challenge 
the valid ity of that  figure. Tha t is exceptionally high.

Senator Kennedy. I am sure you might challenge it. But it hap­
pens to be the figure that  has been used for  a number of years by HEW, 
by Republicans and Democrats alike on it. You might  challenge it.

Dr. Sammons. We do, sir.
Senator  Kennedy. That is fine th at you challenge it, but we will be 

listening  to people who do not. I am not willing to accept that 
statement.

Dr. Sammons. I suggest to you, Senator—
Senator Kennedy. We have got the very best, right in the Con­

gress and the Senate of the United  States, you bet we do; and the 
people tha t can afford the insurance have got the very best. You go 
to the cities of this country, urban areas, rura l communities of this 
Nation, and ask other people, and you get an entirely different answer.

Dr. Sammons. Our bill would provide for those people. It  has 
been before this Congress since 1970 in various forms, and it is still 
before this Congress. Our  goal is the same as yours, and tha t is to 
reach the American people and our bill does so. I suggest to you, 
sir, tha t you can solve thi s problem very nicely by simply becoming 
a cosponsor of AMA’s bill S. 218.

Senator Kennedy. On tha t note we will recess while I go vote.
[Recess.]
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Se na tor K ennedy. Now, I  cannot rem ember  wh at  ha ppened  when 
we recessed. Were you cos ponso ring ou r bil l or  was I  cosp onsorin g 
yours  ?

[L au gh ter.]
Dr . S ammons. I jus t in vi ted you to  cosponso r mine.
Se na tor K ennedy . Maybe if  we cospon sor each others,  we  will make 

some pro gress.
[L au gh ter.]
Se na tor K ennedy. We  ap prec iate  eve ryone’s wi llin gness  to move 

along. We wa nt the  substance  of the tes tim ony . We  will do the  best  
we can on all  the  ques tions of time, but  we are  mov ing  along.

Dr . Sammons. I am sure ou r fu ll sta temen t wil l be a part  of  the  
record.

Se na tor K ennedy. Sure .
Dr . Sammons. T he  gr ea t str en gths  in ou r syste m, Se na tor , are  the  

ones th at  have  to be used to  bu ild  any na tio na l he al th  insu ranc e 
pro gra m.  It  is both  reason able and obvious th at  these aspects  m ust  be 
accent uat ed ra th er  th an  ad op t a new prog ram sug ges ted  by some to 
impose a rad ica lly  dif fer ent system,  wi th fu ll Fe de ral  ad mi nis tra tio n 
and  control,  upon ou r he al th  syste m. Needed modifi cati ons  mu st and 
can be accomplished wi thou t upheavals  th at  wou ld under mine or 
sacri fice the grea t st reng ths of  ou r syste m which fa r outweigh any  
imp erfect ions.

Th is lead s us the n to an ev alu ati on  of the prog ram which  you have 
ju st  anno unced, M r. Cha irm an .

Before ge tting  into  more de tai led  comm ents,  however , let  me ch ar ­
acteriz e it gen era lly by st at in g ou r recognit ion  th at  ce rta in  changes 
from your  forme r bill , S. 3, the Hea lth  Se curity Act, (for  exam ple, 
financ ing  oth er th an  th ro ug h the  alr eady  overtaxed social  securi ty 
syste m, recogn ition o f a roll fo r p riv ate ins ura nce companies , co nti nua­
tion of  insurance  cove rage fo r the  unemployed,  up gr ad in g of medi­
care  be nef its) , ar e beneficial. Re gret tab lv , however,  th e o verall changes 
have  no t been of sufficient e xte nt  a nd  cha racter  to  remove fundam ental  
objections  to  the  p roposal. No r have  the  chang es been o f suff icient m ag­
ni tud e and extent  to  effect a c han ge from the basic c ha racter  of S. 3.

In  sayin g this , it is also recogn ized th at  we mu st dea l wi th gen era l 
na rrat iv e and , to an extent , concep tua l lan guage as conta ined in your 
sta tem en t on “I ntrodu cti on  of  a New Na tio na l Hea lth  Insuranc e Out ­
line.” We do not hav e leg islative  lan guage whi ch, of  course, would 
be more definitive.  Nev erth eless, the  descr ipt ion  of  the prog ram is 
sufficiently clea r to pre sen t a fu lly  fed erall y admi nis ter ed  and  con­
tro lle d pro gra m rad ica lly  re st ru ct ur in g ou r en tire he al th  care system.

Mr. Ch airma n, we do not  find such a prog ram to be in the  intere st 
of th e ci tizens of thi s co untry .

A t th is  tim e Dr . Felch  will  con tinu e wi th the  presen tat ion  of  our  
sta tem ent .

Dr . F elcii . Mr. Cha irm an  and  members o f the com mittee :
At  the outset you r pr og ram, Mr. Ch air man , would  immedia tely  

upo n en actment impose  st ric t controls  both  on hospita ls and physicians 
th roug h overall  revenue a nd  expend itu re lim its  on ho sp ita ls and  reve­
nue  lim its  on physicians . Those  con trols wou ld rem ain  fo r at  least 2 
yea rs u nt il oth er specific pr og ram contro ls took over.
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Although described meagerly, this “cap” appears, as to hospitals, 
simila r to the administration s hospital cost containment program 
tha t has been so hotly debated in this Congress. The deficiencies of this 
plan have so often been described tha t it would seem unnecessary to 
have to repeat them.

Manifes t is the inherent unfairness of subjecting one industry  to 
stringent  cost controls withou t likewise controling the factors tha t 
affect the costs in that industry.

The great weakness in the logic of these “cap” programs is tha t they 
assume th at health care inflation is generated almost totally  by the 
indus try and thus can be completely controlled by it. To control the 
revenues and expenditures of hospita ls and physicians does not attack 
the causes of the inflationary spiral tha t affects all industries.

We also note tha t in establishing ceilings, nonsupervisory wages 
would not be subject to controls. It  is un fair  to single out one group 
of hospita l employees for favorable  treatment at  the expense of others. 
Fur ther, approximately 60 percent of all hospital expenses are for 
labor. Thus pressures for increases will continue.

Moreover, without legislation, the current Voluntary Effort, s trong­
ly supported by the AMA, has  been high ly successful in already meet­
ing the  goal of  reducing the rate of increase in hospital expenditures.

Furthermore, w’e note that the newly proposed cost control pro­
gram in the NH I “Outline” would go even fa rther than the adminis­
trat ion ’s program and would impose “revenue limits on physician 
services.” No f urth er details are provided. This is aimed at placing a 
restriction on the earning capacity of physicians. Again, it is grossly 
inequitable to single out a segment of our society and economy for dis ­
criminatory controls. Mr. Chairman, this on its face would be objec­
tionable.

Once the benefits under the program become effective, national max­
imum budget levels of expenditures for health care would be set to­
gether with similar maximum areawide and State budgets. These max­
imum levels would apply to health care and medical services.

Senator Kennedy. At the top of page 9 you say :
Moreover without legisla tion, the  cur ren t Volu ntary Effort, strongly supported 
by the AMA, has been highly successful in alre ady  meeting the  goal of reducing 
the  ra te  of hospital expenditu res.

Of course tha t is not so.
Dr. Sammons. It is so.
Senator Kennedy. Th at does not happen to be factually accurate. 

We know what if you take the most recent figures that we have, which 
are Ju ly and August of this  year, it is 1.4 percent for July and 1.5 
percent for  August. That is annualized at 18 percent—18 percent. That 
is 2r/2 times the consumer price index. You are talking about Volun­
tary Effort—you are talking about bankrup ting the American people 
on it—bankrupting them.

Dr. Sammon. Not a t all, Senator. Tha t is inapprop riate  mathemat­
ics, to take 2 months and attem pt to annualize. If  you take the first 
eight months of this year, you will find that the overall reduction in 
the rate of escala tionin the hospital sector is better than  2.8 percent, 
and the Voluntary  Effor t established a goal late last year of 2 p er­
cent a year.
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Senator Kennedy. To what level ?
Dr. Sammons. We are down somewhere to the general order  of 13 

to 14 percent.
Senator Kennedy. Somewhere in the general order of 14 percent ?
Dr. Sammons. That is better than  19 percent tha t it has been.
Senator Kennedy. With the upturn in July  and August; 14 percent, 

which is double the consumer price index. You are talkin g about fai r­
ness in terms of control of a par ticu lar industry , fairness.

Dr. Sammons. That is inappropriate mathematics. It is predictab le 
in Ju ly and August of any year there would lie an uptu rn in hospital 
rate of  expenditure because of the number of  hospitals in this country 
that begin thei r fiscal year on J uly 1. If  you take 8 months, it looks 
a great deal better and it is better.

Senator Kennedy. You might be prepared to settle for 14 percent 
increase on it. I just do not see how the families of this country  are 
going to be able to see tha t kind of escalation.

Dr. Sammons. We are not settl ing for tha t, Senator. The goal of 
voluntary effort is an additional 2 percent, which will br ing it down to 
the rate of inflationary development in the cross national  product.

Senator K ennedy. Your goal is what ?
Dr. Sammons. I t is to match or better the ra te of growth in the gross 

national product.
Senator Kennedy. Twelve percent? Did you just state tha t is your 

goal?
Dr. Sammons. No.
Senator K ennedy. What is your  goal ?
Dr. Sammons. Our goal is to match or be tter the true rate of growth 

of the gross national product by the end of 1979.
Senator K ennedy. Which is what ?
Dr. Sammons. At the present rate  it is going to be about 11% 

percent.
Senator K ennedy. Well, 12 percent.
Dr. Sammons. Tha t is the gross national product.
Senator Kennedy. We are talk ing about inflation. Let us just in 

terms of people who can understand, the average person, the house­
wife. We have a whole range of people here representing workers talk ­
ing al>out whether it is going to be 7 percent, 8 percent additional 
wages next year to offset expenses. You are s tating your goal is either 
11% or 12 percent. Now can you tell us where, in States th at have had 
this voluntary program, what the rate, for example, has been where 
you have had the voluntary  program and what your track  record is, 
and let us take  States which have initia ted cost containment  and take 
their t rack record.

Dr. S ammons. I  am sorry, Senator,  I  do not have those figures with 
me.

Senator Kennedy. I think  th at  is pret ty important in evaluating 
whether these goals are effective, don't you think, Doctor?

Mr. P eterson. I wonder if I  might ask a question with respect to the 
cost containment amendment which is now being supported bv your­
self and Senator Nelson?

Senator Kennedy. I will be glad to answer your question if you 
answer mine. 7 ou are here talk ing about how pa tently unfa irly this 
legislation singles out a par ticu lar industry, manifests inheren t un-
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fairness of subjecting industry to stringent  cost controls. Manifestly 
unfairly.

Dr. Sammons. Tha t is right.
Senator Kennedy. It  is unfair, I think, to take money out of the 

pocket of the average worker at 12 percent, too, when they are getting 
7 percent increase. We are talking about dealing with inflation. You 
say the voluntary sector is going to work in this area, so I say OK . 
Let us look at the Sta tes that have been going ahead with the vo luntary 
and the States that  have been going ahead with mandated and let us 
compare them.

Dr. Sammons. Let us compare nationally.
Senator Kennedy. Can you answer the question ?
Dr. Sammons. Ask the question again. Senator. It has been so long 

since, I have forgotten.
Senator  Kennedy. I will give it to you again.
Dr. Sammons. Yes. Go ahead.
Senator  Kennedy. Compare the States th at have initiated voluntary 

programs and those States  that  have had cost control programs.
Dr. Sammons. I do not have those figures with me.
Senator Kennedy. I just happen to have those figures.
Dr. Sammons. Fine.
Sneator  Kennedy. I would th ink it would be worthwhile in terms 

of talking about effectiveness of the volunta ry program that  you 
would have them, too.

The nine States that  had mandatory programs had an average ra te 
increase of  total expense of  12 percent, and the voluntary programs 
had an average rate increase of 15.6 percent. States with no programs 
at all had an average increse of 15.8 percent. These are the first years of 
the cost containment programs, and I will include the list of the 
States, which I have here, in the record.

But the point is, and these are just States primarily  that have just 
initia ted cost containment programs—without any programs, 15.8. 
With voluntary programs, 15.G. Two tenths of 1 percent. And with the 
nine States that  are mandatory, down to 12 percent.

Mr. P eterson. W ithou t going into all of the States, we will be glad 
to supply some figures for you.

Senator Kennedy. We welcome them.
Mr. Peterson. Recently a hospital study in your  own Sta te had in­

dicated they were able to reach their reduction by v irtue of the fact 
tha t many hospitals  are not meeting their  expenditures out of current 
revenues, but are dipping into capital and so forth.

So the question is : W hat  is going into the reduction in order to meet 
requirements in those States ?

Senator Kennedy. I can tell you about my State . That is, we are not 
hearing  complaints about the quality of care.

Dr. Sammons. You will, sooner or later.
Senator Kennedy. I am glad you think we might. I am telling you 

now. you t alk  about effectiveness of your voluntary program, and I 
thin k the track record on that, at least, would question a great deal 
of confidence in its effectiveness.

Dr. Sammons. As I pointed out. Senator, this is 8 months into the 
first full year.

36-2 09  0  -  79 - 7
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Mr. Peterson. As I understand the proposal which you and Sen­
ator Nelson are now supporting , your goal as well is about 12 percent. 
I do not think  we are very far  off.

Senator Kennedy. No, no, no, no, no. I will vote fo r that  program, 
I will vote for it reluctantly, because I  do think it is wrong to estab­
lish what is effectively almost twice the consumer price index. But 
I am satisfied at least tha t program is going to save the taxpayers 
about $30 billion tha t would not otherwise be saved.

I am glad  to state my position. I welcome your comment on it and 
let us move ahead.

Dr. Sammons. My comment, sir, if you will just give the Volun­
tary Effort the time for another year, we will better that goal, because 
we are on our way to doing so now, in spite of the figure that  you use.

Senator Kennedy. Unfortuna tely, I think  you have the votes on 
the Senate floor, so you will have an opportunity  to see whether you 
can do it, and we will be back talk ing about, it next year.

I)r. Sammons. I certainly hope you do not have the votes.
Dr. F elch. This budgeting process, controlled through a new Fed­

eral agency called the Public  Authority is at the hear t of the  program. 
You have made much of the fact in your opening remarks, Mr. Chair­
man, that the health system must learn to live within a budget. This 
on first reading may sound desirable, but the inescapable result of 
such a budget is rationing of health care.

Senator Kennedy. I think tha t is a scare tactic of the most dan­
gerous type, talking about rationing of health care. We have ration­
ing today on the ability to pay. We have ration ing of health care 
today which has effectively denied the people again tha t live in the 
cities and rura l areas. We have ration ing in all different aspects of 
the health care. We have rationing  in terms of the assignment and 
the failure of assignment, people tha t are being denied, elderly people 
in different parts  of our country. We have that kind of  rationing. M e 
heard nothing in our hearings yesterday from Canadian people that 
felt to any extent that they were—under the national health insur­
ance program—that they were being rationed, you have rationing 
today. You have all types of rationing, and to suggest to involve that 
parti cular word with all its implications in terms of frigh tenin g the 
people, I do not really feel is e ither  warranted or justified. I think 
quite frank ly to the contrary , because of the denial of millions of 
Americans to be able to be covered, and receive quality health care, 
I think you have a form of rationing  today.

Dr. Felch. What we are concerned about is that  budget controls 
sooner or later will end up requiring somebody to make decisions 
about who will not receive care.

Senator Kennedy. The alternative to cost controls is no cost con­
trols, and absolutely out-of-sight expenses. That is what we are talking 
about. That is the alternative. The people tha t have been dropped in 
many instances from coverage are increasing.

Dr. Sammons. There are solutions to those problems, Senator. I here 
are solutions to the problems of people that do not have any coverage 
at all. Those solutions are very simple solutions, and one—which you 
have recognized at least in par t in your proposal—is an exemption 
from the antit rust laws to allow the insurance industry to pool within 
States to accept the risk for those people who are uninsurable. The
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fa ct  t hat  there  a re deficiencies  in med icar e and  medicaid  are  pro blems 
which the  Congress  i tsel f indeed sho uld  a ddres s a nd  c ert ain ly  can. An  
inc rea sin g percen tage of  t he  paym ent th at  the  eld erl y in th is co un try  
are pa yin g for th ei r he al th  care  is the  result  of  per cen tage lim its  t ha t 
are  set by the  Congress of  the  Un ite d Sta tes , not  by the  pro fess ion.  
Th ere are  ways  th at  thes e serious deficiencies can  be addressed . We 
share  the  concern wi th you , and  in qui te seriousn ess. Sena tor , our 
pro posal  does in fac t p rovid e co mprehen sive  coverag e f or  every A mer i­
can  in the  Un ite d State s. There  are  mechanisms to accomp lish  th at . 
But  the fac t is, when  you impose incom e and ex pe nd itu re  lim its  in a 
sit ua tio n dea ling with he alt h care  of  peop le whose illness can not be 
tu rn ed  on and  off, sooner  or l ate r someone is goin g to have  to  be denie d 
services.

Se na tor  Kennedy. Th ey  are  bein g den ied  tod ay . Doctor. Mil lion s 
of  eld erly people th at —the doc tors  who refuse  to  tak e medicare  pa­
tie nt s on the  basi s of usual and custo ma ry pay ments , and  we will  
he ar  from real  lif e sit ua tio ns  on th at . They are  being  rat ion ed. Th at  
is up  to the ind ivi dual docto r.

Dr . Sammons. I  am af ra id  you have your  t erm s confu sed.
Se na tor  Kennedy . Th ey  are being  denied th at  today.  There  is 

no th ing in your bil l, you wan t to ta lk  about th at , th at  is going to 
elimi na te that . More th an  50 perce nt of  the  physicia ns in the  State  
of  Fl or id a refuse  to tak e usual and custo ma ry ass ign ment—refuse  
to  take assignment.

Dr . Sammons. Y ou r ter ms are confuse d. You have your  terms  c on­
fus ed, Senator.

Se na tor K ennedy. I  know what it means from lis ten ing  to those  
people,  th at  50 perc ent  r efu se to ta ke assi gnm ent .

Dr. Sammons. Those problems a re ad min ist ra tiv e problems th at  are  
bas ed on lim its  that  have been set-----

Se na tor K ennedy. The y a re f inanc ial problems------
Dr. Sammons. Indeed  they  are.
Se na tor  Kennedy [ co nt inuin g]  Never f or  the  doc tors .
Dr . Sammons. Th ere  a re  so lutions  to  those  pro blems w ithout  impos­

ing  a rig id  new system of  healt h care  and de livery  in th is country  as 
has been proposed  here . I  th in k you will find, if  you would caref ull y 
rea d our proposal, Se na tor , th at  we reco gnize and accept  t he fac t th at  
there are  people  who are  fo r one reason or  an oth er  n ot receiving care .

Those people can receive care and those pro blems can be corr ected,  
bu t when you impose income and ex pend itu re lim its , you are go ing  
to impose rat ion ing , wh eth er we like th e ter m o r n ot. I t is abso lute ly a 
fac t t hat  somebody fo r an ar bi trar y reason,  eor rec tib le or incorrectible , 
an d in th at  instance incorr ect ible, w ill be denied care.

Se na tor  K ennedy . You can say t ha t. Dr . Sammons.
Dr . Sammons. It  is tru e,  Sena tor.
Se na tor K ennedy. You  can say it, bu t if  you tak e a country  th at  

has  now  a nat ional healt h insu rance prog ram, such a s Canada, t ha t has  
84 percen t of the  Ca na dian  peop le ap prov ing of  it,  84 perc ent  of  t he  
peop le ap prov ing o f it, an d not  a s ingle polit ici an  in Canad a wi lling  to 
go back to the  old  days, so to speak, not a po lit ici an  is wi lling  to do 
th a t ; and  to take your  sor t of  genera liti es abo ut wh at may or may n ot 
ha pp en  with  th is kin d of  c han ge in the  fu ture , I do no t th in k you a re 
on str on g g rou nd.
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Dr. Sammons. The costs in Canada are escalating. They are begin­
ning to suffer some of the same problems which have been identified 
here. The comments tha t have been made this morning about relative 
cost in Canada simply do not take into account there is a matching 
payment between the Province government and the Federal Govern­
ment. That  is a tax. In  Quebec they at least call it what  it is. They 
simply identify it as a tax, because that is what it is.

Senator K ennedy. No one suggested that  people do not pay for it, no 
one has suggested that,  Doctor. The figures we used yesterday are  total 
expenditures, which include Province as well as what is p aid by the 
Central Government.

Dr. Sammons. My point, Senator, is th at we are perfect ly willing 
and prepared to work with you and the members in resolving some of 
the presently existing problems. I t is our sincere belief tha t they can 
be addressed, and they can be resolved without a restructuring of the 
system which we st ill contend provides the finest medical care in the 
world to the greatest number of people, and we are happy  to do so. 
But your present proposal is simply a Federa l restructur ing of the 
system.

Mr. P eterson. W ith respect to your statement tha t physicians in 
Florida are not accepting medicare patients on the basis of usual and 
customary fees, I  want to point out t ha t medicare does not pay usual 
and customary charges. There is a big difference between the assign­
ment rate  recognized under medicare and the usual and customary 
charge. So I think the record should be corrected to  indicate t hat  the 
difficulty under medicare is with assignment, and  the percentiles, and 
the stric t limitations tha t the medicare program has placed on the 
re i mbursement mecha n ism.

Senator Kennedy. We are going to hear testimony on it. I will ask 
Bill Hutton to respond on that question. Do you want to make one 15- 
second response on tha t ?

Mr. Hutton. Five seconds, nearly all the doctors who refuse assign­
ments charge more than those who do not.

Senator Kennedy. You did it in 5. We will hear from him.
Let us proceed.
Dr. F elch. Families today know tha t when the budget runs out, 

as they do for so many in these inflationary days, rationing or doing 
without becomes necessary. If  the health budget is to operate in the 
same way, as a ceiling on expenditures, how can this undesirable result 
be avoided ? The American public should not be led to believe tha t the 
budget process will answer their health needs.

The point is, Mr. Chairman, we agree with you that hea lth care costs 
must be kept in reasonable balance, but we urge the Congress not to fall 
into the cost containment trap—the belief tha t cost control is more 
important than  the alleviation of human misery and suffering.

As a final note on this budget process, it would not be based on any 
proven experiences. Nor does the methodology or da ta exist on which 
it should be the subject of a national experiment. Too much is at stake 
for such risks. Mr. Chairman, we hope that  you will take another hard  
look—or perhaps softer—look at this  feature and reevaluate its impact 
on the American people. We thin k such methodology would prove dis­
ruptive and chaotic.
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We have mentioned the Federal public author ity to be created, with 
its members to be appointed on a bipar tisan  basis by the President. It  
would have full authority  for regulating  and controll ing the entire 
program. While there is a role provided for a proposed State author­
ity. these State authorit ies would only be agents of the  Federal agency 
to implement national policy. Even the constituency of the State 
agency would be controlled by the Federa l public authority. More­
over, in exercising any State role, that agency's authority would be 
through contract with the Federal authority. Experience has demon­
strated the Federal domination exercised through tha t process.

Senator Kennedy. You can keep saying it and maybe you will be­
lieve it. Complete Federa l takeover. Those 'are sloganeering words, 
cliches, and if  you want to keep stating, misrepresenting it, that  is your 
prerogative. If  you want to continue to perpetuate that kind of sta te­
ment, about Federal  takeover, and all other cliches, you are welcome 
to do so. But it is a misrepresentation. I will let it go along fo r a while, 
but. I am not going to let you keep repeat ing it-----

I)r. F elcii. We do not consider it a cliche. We consider it a real 
danger.

Dr. Sammons. We do not consider it a misstatement of fact. It  is 
complete takeover by the Federal Government. All author ity is vested 
in a Federal agency. The States are nothing but—they might as well 
be intermediaries, because they have no rights, as we understand the 
language which you put forward.

The whole process is a federally dominated and controlled one, in­
cluding approval and allocation of budgets, including the total amount 
tha t will be expended. I do not know what else you could do if t hat  is 
not. Federal domination and control.

Senator Kennedy. You can say it and repeat it, and  keep stat ing it, 
hut. that  is distorted reading of words and language, as well as inten­
tion. If  you want greater  detail, we can sit down and talk about it. 
You can say it all you want. It  does not happen to be so.

You are free to put what characterization, but I am not going to let* 
it go unchallenged. I t is not accurate representation.

Dr. Sammons. Senator, if that is not your intent, may T very’ respect­
fully suggest that someone on your staff rewrite the document that  
was issued by your  office on October 2 to clearly state your intent, be­
cause this document provides precisely for Federal control.

Senator Kennedy. I t doesn't either, so you reread it, and get some­
body on the staff to reread  it.

Dr. Sammons. We shall do so.
Senator Kennedy. Good.
Dr. F elch. The total Federal takeover of the health care system is 

inescapable under this program. This result is undesirable. In our 
opinion wo do not think the American public will want its health care 
directed and controlled by the Federal Government. The history of 
federally run programs does not instill such tnist and confidence as 
to support such action.

Turning  to o ther features of the proposal, we note the stated intent 
to create  a significant role for the insurance industry.  Frankly, while 
there is certainly a role provided, insurance companies appear to be no 
more than regula ted agents of the Federa l public authority.  The deter­
mination of the premium: its significance—merely a capitation  ra te— 
the absence of r isk; the interrelat ionships among insurance companies.
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con sor tia and HM O’s; even the basic flow of fund s—a ll thes e are 
unc lear , bu t sub ject  to Fe de ral control.  Furt her  c lar ific ation  i s needed  
and  basic qu estions  need to be answered .

Simila rly , wi th resp ect to the  f inancing, more in form at ion is needed. 
As we sta ted , we note  the  cha nge away fro m imposing an  addit ion al 
tax  th roug h the a lre ady beleaguere d socia l sec ur ity  system . Ne verth e­
less',, the eamings-b ase d pre mi um —to  l>e det erm ine d by th e Federal  
pub lic au th or ity —appe ars to  lie sim ila rly  to  a payrol l ta x  and th is 
needs f ur th er  stu dy  an d evalua tion.

Other  as pec ts of  th e p rogram  could lie discussed such  as the  absence 
o f coinsurance require ments.  Co insurance , as you know, is adv ocated 
by man y as a restr aint  on ov erut ili za tio n.  Th e tim e re st ra in ts  of  thi s 
heari ng , however,  preclude a  discu ssion o f a ll fea tures o f th e pro gram.

Mr.  Ch air man , in closing  I wan t again  to exp ress ou r apprec iat ion  
fo r being inv ited to  exp ress  ou r view s on yo ur  new ou tline  fo r a 
na tio na l he alt h insu rance pro posal . Un de rs tand ab ly , sinc e it  is an 
out line , much needs  to be added in orde r to  presen t th e fu ll pro­
gra m.  As we ind ica ted , on the  one  ha nd  we ha d difficulty in un de r­
sta nd ing im po rtan t wo rking  elements  of  the pro gra m.  On th e oth er,  
it  is ap pa re nt  to  us th at  we are  sp eaking  of  a fed era lly  dom ina ted  
prog ram th at  would tear  down ou r healt h car e system ra th er  tha n 
improve  it .

We note th at it is you r in ten tio n to hold heari ng s aro un d the  coun ­
try . We wou ld recommend th at  sufficient de tai ls,  if  no t a complete 
bill , be fa shioned so tha t t he public  would be m ore comp lete ly inform ed 
in addre ssing  a more specific pro posal . As you know, the  H E W  A dv i­
sory Com mit tee on National  Hea lth Insuran ce  Issu es rec ently  held 
extensiv e heari ng s th roug ho ut  th e co un try  and in Canada  to  receive 
views on na tio na l health insura nce .

We  have  not gone int o de tai ls of  o ur  own prog ram—H.R . 1818 and  
S. 218—because of  time lim ita tio ns  at th is  heari ng . W ith  yo ur  pe r­
mission,  Mr. Chairma n, we sub mit  fo r the record  a copy  of  ou r testi ­
mony sub mi tted on that proposal Ixrtore the  De pa rtm en t of  H EW  in 
October 1977. The prog ram  and its  un de rly ing pr inc iples  are dis ­
cussed  in some detail , and  we u rg e yo ur  ca ref ul review and  consider a­
tion of ou r p roposa l.

We look forw ard,  Mr. Ch airm an , to fu rthe r o pp or tuni tie s to  explore 
wi th you your  proposa l as  yo ur  pr og ram becomes f urt her  deve loped.

We  will be pleased at th is  t ime  to  ans wer questions which the  com­
mittee  may have.

Se na tor  K ennedy. We will  inc lud e t ha t in the  record . We will have 
you back  somet ime to  talk abou t you r p rog ram .

Se na tor  Cha fee.
Sena tor  Chafee. Mr. Ch air man , I  reg ret  I hav e to go to  a hig hway 

conferen ce at 11 o’clock. I was so rry  I  could n’t be here  ea rly  fo r 
thi s. I th ink it is w orthwhile  to ge t v iews o f a ll groups  and  a pprec iat e 
your  com ing  and  giv ing  yo ur  thou gh ts.  We look  fo rw ard to  fu rthe r 
submissions an d comments as you have them.

Dr.  Sammons. Th an k you very much, Mr. Ch airm an , Se na tor  
Chafee, members of the  committ ee. We appre cia te the op po rtu ni ty .
11 is a lwa ys nice to  see you.

Se na tor K ennedy. Tha nk  you. D octor.  Nice to see you.
[The jo in t prepared  sta tem ent of  Dr . Sam mon s and Dr . Fe lch and 

mate ria l r efer red to f ol low:]
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Mr. Chairman and Members of the Committee:

I am James II. Sammons, M. D., Executive Vice President of the America 

Medical Association. Participating in this presentation is William C. 

Felch, M.D., a physician in practice in Rye, New York, who is Chairman 

of the AMA's Council on Legislation. Accompanying us is Harry N. 

Peterson, Director of our Department of Legislation.

The American Medical Association is pleased to take part in these 

hearings on national health insurance. As you know, Mr. Chairman, 

this subject has been debated from time to time over an extended 

period with varying degrees of intensity —  depending on a variety 

of factors —  and the AMA has been an active participant throughout.
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We share the sincere concern of proponents of NHI proposals that 
health care should be available to all persons. To this end the 
AMA has developed a bill —  presently pending in this Congress as 
H.R. 1818 and S. 218 and known as the Comprehensive Health Care 
Insurance Act —  to provide comprehensive and catastrophic coverage 
for all persons. Our legislation, based on longstanding principles

)►

for comprehensive health insurance adopted by our organization, is 
founded upon the strengths offered by our existing pluralistic 
health system. Its foundation is solidly based upon the successes

*
of our entire health delivery system, allowing for future develop­
ment and innovation.

The extended discussion on national health insurance which
has taken place during the past years has been beneficial in many 
respects in analyzing the issues and in evaluating the impact upon 
society. The thrust and scope of national health insurance proposals 
have altered with changing circumstances.

During the long period of NHI debate —  but particularly during 
this last decade —  we have seen a number of significant changes 
take place in our health system. To name a few: marked increase 
in numbers of medical schools; significant expansion in number of 
medical graduates, with emphasis in primary care training; sub­
stantial increase in training of allied personnel; proliferation 
of medical facilities, affording easier access; development of 
sophisticated technology; wider distribution of medical personnel; 
expansion of government supported health programs; increased access 
to care by the disadvantaged; and wider coverage of private health

r--

/ /
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insurance, including catastrophic coverage. Thus while the debate 

has waxed and waned, our health delivery system has shown steady 

improvements. This has been accomplished through the cooperative 

efforts of many, including both government and the private sector.

Moreover, we have seen changes in approaches to national 

health insurance. It is important that flexibility be maintained 

in order to mold the program to meet current needs and demands.

There is an increased awareness and concern on the part of those 

persons bearing responsibility in developing and implementing any 

program as to the magnitude of the problems involved. These 

problems certainly have been brought into sharper focus as a 

result of governmentally administered and controlled programs both 

here and abroad. (For example, bearing on consideration by Congress 

of further government programs is the recent revelation by the 

HEW Inspector General of some $7 billion waste in HEW programs, 

and evident in Congressional consideration is also the groping —  

seemingly futile sense of frustration —  of Congress to reach those 

problems with corrective measures.)
Too, the changing economy has dictated shifting priorities 

in our national goals. We perceive the additional frustrations of 

Congress as it seeks to provide for a variety of programs within 

a restricted economy. The result has been for the most part a 

sharp rationing of dollars within existing programs and a curtail­

ment in new programs. At the same time, nevertheless, the national 

deficit is still further expanded! In other words, Mr. Chairman, 

even though we heard —  and continue to hear —  solemn and sincere

intentions to reach a balanced budget, and even though we find a
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more critical evaluation of dollars spent, we find that the govern­
ment has not been able to exist within a balanced budget.

Mr. Chairman, we all recognize that there are problems that exist 
in our health delivery system. Certainly the profession and the 
AMA are particularly aware of these. For example, with respect to 
legislative solutions, the American Medical Association has pre­
pared a variety of bills for consideration by the Congress. Among 
these, to identify a few, are bills to strengthen and improve
child immunization programs, expand maternal and child health *

care programs, fund preventive residency training programs, encourage 
federal support for medical student loans and scholarships,
protect the confidentiality of patients' medical records, improve 
rural health delivery, improve and strengthen our food and drug 
laws, increase drug labeling for patients, and improve local 
planning for health facilities. In addition, we have developed 
important model state legislation, for example,bills to encourage 
greater health education in our elementary and secondary school 
systems, provide for improved disciplinary procedures by state 
medical boards, stimulate effective peer review, encourage expanded 
home health care services, and provide expanded patient information 
for clinical laboratory services, just to name a few. In addition, 
the Association and profession are involved in and promote a 
host of other health improvement programs.

Deficiencies are being addressed by a variety of formsf public 
and private. For example, manpower shortages are being overcome 
(surpluses, in fact, have been predicted for the near future by

r-
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responsible government officials), alternative delivery systems 

are under experimentation, new types of providers are being 

utilized on an increasing scale, greater health education is 

being carried on by many groups, preventive measures are being 

accentuated, and new public awareness of the impact of total 

environment upon health is being aroused. The AMA has taken an 

active role and has supported these activities.

It would be inadvisable to attempt to resolve all existing 

problems through adoption of any NHI bill. Major policy questions 

of such import should receive independent and thorough study on

the merits.
But as we have said before on this subject in the course of 

this extended debate, notwithstanding present weaknesses there 

is a fuller realization and acknowledgement that this country's 

health care —  under attack by many in the course of NHI debate —  

is indeed superior to any other in the world. This is certainly 

our stance, and we believe that you, too, Mr. Chairman, would join 

in that conclusion.
And frankly, it is because we have reached that level of 

preeminence in health care —  having done so without national 

health insurance —  that the medical profession must examine 

proposals for such programs with special vigilance. The profession 

rightfully guards very zealously the position our health system 

enjoys, and the profession will —  and must in the interest of 

the public —  resist its erosion.

Mr. Chairman, the great strengths in the health care system 

of this country are the ones which we believe it is most appropriate
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upon which to build any program of national health insurance. It 
is both reasonable and obvious that these aspects must be accent­
uated rather than adopt a new program suggested by some to impose 
a radically different system, with full Federal administration 
and control, upon our health system. Needed modifications must 
and can be accomplished without upheavals that would undermine 
or sacrifice the great strengths of our system which far outweigh 
any imperfections.

This leads us then to an evaluation of the program which you 
have just announced, Mr. Chairman.

Before getting into more detailed comments, however, let me 
characterize it generally by stating our recognition that certain 
changes from your former bill, S. 3, the Health Security Act, 
(e.g., financing other than through the already overtaxed Social 
Security system, recognition of a role for private insurance 
companies, continuation of insurance coverage for the unemployed, 
upgrading of Medicare benefits), are beneficial. Regrettably, 
however, the overall changes have not been of sufficient extent 
and character to remove fundamental objections to the proposal. 
Nor have the changes been of sufficient magnitude and extent to 
effect a change from the basic character of S. 3.

In saying this, it is also recognized that we must deal with 
general narrative and, to an extent, conceptual language as 
contained in your statement on "Introduction of a New National 
Health Insurance Outline." We do not have legislative language
which, of course, would be more definitive. Nevertheless, the
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description of the program is sufficiently clear to present a 

fully Federally administered and controlled program radically 

restructuring our entire health care system.

Mr. Chairman, we do not find such a program to be in the 

interest of the citizens of this country.

At this time Doctor Felch will continue with the presentation

of our statement.
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Mr. Chairman and Members of the Committee:
At the outset your program, Mr. Chairman, would, immediately 

upon enactment, impose strict controls both on hospitals and 
physicians through overall revenue and expenditure limits on hospitals 
and revenue limits on physicians. These controls would remain 
for at least two years until other specified program controls took over

Although described meagerly, this "cap" appears, as to hospitals, 
similar to the Administration's hospital cost containment program 
that has been so hotly debated in this Congress. The deficiencies of 
this plan have so often been described that it would seem unnecessary 

to have to repeat them.
Manifest is the inherent unfairness of subjecting one industry 

to stringent cost controls without likewise controlling the factors 
that affect the costs in that industry.

The great weakness in the logic of these "cap" programs is 
that they assume that health care inflation is generated almost 
totally by the industry and thus can be completely controlled by it.
To control the revenues and expenditures of hospitals and physicians 
does not attack the causes of the inflationary spiral that affects

all industries.
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We also note that in establishing ceilings non-supervisory 

wages would not be subject to controls. It is unfair to single 

out one group of hospital employees for favorable treatment at the 

expense of others. Further, approximately 60 percent of all 

hospital expenses are for labor. Thus pressures for increases 

will continue.
Moreover without legislation, the current Voluntary Effort —  

strongly supported by the AMA —  has been highly successful in 

already meeting the goal of reducing the rate of hospital expenditures

Furthermore, we note that the newly proposed cost control 

program in the NHI "Outline" would go even farther than the 

Administration's program and would impose "revenue limits on 

physician services." No further details are provided. This is 

aimed at placing a restriction on the earning capacity of physicians. 

Again, it is grossly inequitable to single out a segment of our 

society and economy for discriminatory controls. Mr. Chairman, this 

on its face would be objectionable.

Once the benefits under the program become effective, national 

maximum budget levels of expenditures for health care would be 

set together with similar maximum areawide and state budgets.

These maximum levels would apply to health care and medical services. 

Hospitals budgets and physician fee schedules would be negotiated 

annually.
This budgeting process, controlled through a new Federal 

Agency (called the "Public Authority") is at the heart of the program. 

You have made much of the fact in your opening remarks, Mr. Chairman,
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that the health system must learn to live within a budget. This 
on first reading may sound desirable, but the inescapable result 
of such a budget is "rationing" of health care. Families today 
know that when the budget "runs out" —  as they do for so many 
in these inflationary days —  rationing or "doing without" becomes 
necessary. If the health budget is to operate in the same way, 
as a ceiling on expenditures, how can this undesirable result be 
avoided? The American public should not be led to believe that 
the "budget" process will answer their health needs.

The point is, Mr. Chairman, we agree with you that health 
care costs must be kept in reasonable balance, but we urge the 
Congress not to fall into the "cost containment trap" —  the 
belief that cost control is more important than the alleviation of 
human misery and suffering.

As a final note on this budget process, it would not be based 
on any proven experiences. Nor does the methodology or data exist 
on which it should be the subject of a national experiment. Too 
much is at stake for such risks. Mr. Chairman, we hope that you 
will take another hard (or perhaps softer) look at this feature 
and re-evaluate its impact on the American people. We think such 
methodology would prove disruptive and chaotic.

We have mentioned the Federal "Public Authority" to be created, 
with its members to be appointed on a "bipartisan" basis by the 
President. It would have full authority for regulating and con­
trolling the entire program. While there is a role provided for 
a proposed "State Authority," these state authorities would only be
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"agents of the federal agency to implement national policy." Even 

the constituency of the state agency would be controlled by the 

Federal "Public Authority." Moreover, in exercising any st^te role, 

that agency's authority would be through "contract" with the 

Federal Authority. Experience has demonstrated the Federal 

domination exercised through that process.

The total Federal takeover of the health care system is 

inescapable under this program. This result is undesirable. In 

our opinion we do not think the American public will want its health 

care directed and controlled by the Federal government. The history 

of Federally run programs does not instill such trust and con­

fidence as to support such action.

Turning to other features of the proposal, we note the stated 

intent to create a significant role for the insurance industry. 

Frankly, while there is certainly a role provided, insurance 

companies appear to be no more than regulated agents of the Federal 

Public Authority. The determination of the "premium"; its signi­

ficance (merely a capitation rate?); the absence of risk; the 

interrelationships among insurance companies, consortia and HMOs; 

even the basic flow of funds; —  all these are unclear, but subject

to Federal control. Further clarification is needed and basic

questions need to be answered.

Similarly, with respect to the financing, more information is 

needed. As we stated, we note the change away from imposing an 

additional tax through the already beleaguered Social Security 

system. Nevertheless, the "earnings-based premium" (to be determined

36-209 0 - 79 -8
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by the Federal Public Authority) appears to be similar to a payroll 
tax and this needs further study and evaluation.

Other aspects of the program could be discussed such as the 
absence of co-insurance requirements. Co-insurance, as you know, 
is advocated by many as a restraint on overutilizatifln. The time 
restraints of this hearing, however, preclude a discussion of all 
features of the program.

Mr. Chairman, in closing I want again to express our appreciation 
for being invited to express our views on your new outline for a 
national health insurance proposal. Understandably, since it is an 
outline, much needs to be added in order to present the full program. 
As we indicated, on the one hand we had difficulty in understanding 
important working elements of the program. On the other, it is 
apparent that we are speaking of a Federally dominated program 
that would tear down our health care system rather than improve it.

We note that it is your intention to hold hearings around the 
country. We would recommend that sufficient details —  if not a 
complete bill —  be fashioned so that the public would be more 
completely informed in addressing a more specific proposal. As 
you know, the HEW Advisory Committee on National Health Insurance 
Issues recently held extensive hearings throughout the country 
and in Canada to receive views on national health insurance.

We have not gone into details of our own program (H.R. 1818 - 
S. 218) because of timelimitations at this hearing. With your 
permission, Mr. Chairman, we submit for the record a copy of our 
testimony submitted on that proposal before the Department of HEW
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in October, 1977. The program and its underlying principles are 

discussed in some detail, and we urge your careful review and 

consideration of our proposal.
We look forward, Mr. Chairman, to further opportunities to 

explore with you your proposal as your program becomes further 

developed.
We will be pleased at this time to answer questions which the 

Committee may have.
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Mr. Secretary:

I am William C. Felch, M. D., a physician in the private practice of 

internal medicine in Rye, New York, and I serve as Chairman of the Council 

on Legislation of the American Medical Association. With me today is 

Harry Rosen, a member of the AMA Legislative Department.

Mr. Secretary, we are pleased to have the opportunity to appear before 

you to express our views on national health insurance, which has been the subject 

of discussion in the public and private sectors of the nation extending over 

a long period of time.

This hearing marks increased Administration activities concerning 

NHI and augments the series of local public meetings being sponsored by 

the HEW regional offices throughout the nation in the development of national 

health insurance legislation for introduction in the Congress in the coming 

year. We also note other recent Administration legislative initiatives in 

anticipation of national health insurance.
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National health Insurance has also been the subject of hearings before 

various Committees and Subcommittees of the Congress, and we have appeared on

many occasions to present our views at those hearings.

The views of the Association during those appearances are embodied in 

legislation that was developed by it as a result of extensive deliberations by 

the Association. Such legislation was first introduced in the Congress in 1970. 

The plan proposed by this legislation would make comprehensive health care 

available to all Americans through private insurance. Similar proposals, 

modified to meet changing needs, were introduced in each of the succeeding 

Congresses. The latest of these bills (H. R. 1818, S. 218), entitled 

"The Comprehensive Health Care Insurance Act of 1977", was introduced 

in the present Congress on January 13, 1977, and now has the sponsorship of

52 members of the House and Senate.

Objectives of NHI

Mr. Secretary, the AMA believes that one fundamental objective should 

be to make available to all individuals the benefits of our health care system. 

Any health care program, however, to best serve the American people,

must be realistic in its objectives, manageable in its costs to individuals, 

to families and to the nation, and be as simple as possible in its administration. 

The present American health care system delivers more high-quality medical 

care to more people than any other system in any other nation in the history

of the world.

The objectives we should strive to achieve with a national program for 

health insurance must be to assure continuation of the benefits of this system 

to all our citizens without impairing its quality or inhibiting its creative 

energy for continued innovation and improvement. This can best be
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accomplished by building such a program on the many strengths of the present 

system. Ours is the finest health care system in the world and should not be 

put in jeopardy.

The issues regarding our health care delivery system are manifold and 

complex. Any national health insurance program will, of course, be related 

to many other health programs including, for example, manpower and other

medical resource development and distribution.

These measures are of such individual magnitude, however, that although 

they are unquestionably related to comprehensive national health insurance, they 

require independent consideration. It would be inadvisable to attempt to resolve 

all of these pressing questions through the adoption of any SHI bill. Major 

policy questions of this import should receive independent 3nd thorough study

on the merits.

We do not support the suggestion that any single piece of legislation 

will rectify problems of the distribution of medical manpower, the allocation 

of resources, or the environmental and social ills which often are the source 

of illness and injury, and at the same time provide the basic assurance of 

comprehensive health care for all individuals.

The AMA has long supported legislation on specific areas, including 

national health service corps, health manpower education, health education, rural 

health, emergency medical services, air and water pollution, toxic substances, 

Indian health, and other legislation which appropriately address issues

independent from national health insurance. We have also drafted legislation 

in several of these areas to assist Congress in its consideration and adoption of

appropriate programs.
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We recognize that the present system is not perfect. Further changes and 

improvements can be made, and in fact are continually being made. But any 

modifications must be accomplished without radical restructure that would 

undermine or sacrifice the great strengths of our system which far outweigh any 

imperfections. Adoption of a health insurance program will cause all of 

us to depend for vital health care on the program that Congress develops.

Therefore, we cannot experiment needlessly; we cannot afford to have a program 

of such importance founder.

We believe, therefore, that the best way to assure that any health 

insurance program will be beneficial rather than harmful is to construct it

in accordance with certain basic principles which reflect the essential 

strengths of our present successful system.

AMA Comprehensive Health Insurance Principles

Attached to this statement is a copy of the AMA principles which underlie 

the AMA proposal for comprehensive health insurance, as well as a copy of 

the AMA bill, and a summary of its provision, 1 should like at this time to 

expand on only certain of those principles and indicate briefly how the AMA 

bill exemplifies those principles.

Uniform and Comprehensive Benefits - One of the principles that must be

adhered to is to assure that the program is comprehensive,both with respect to

the population to be covered and the benefits to be provided. There are

Americans who do not seek medical care because they have a concern over funds

to pay for even basic care. Moreover, the ill fortune of ma$or

illness can cause economic ruin.

The needs thus presented are addressed and met in H. R. 1818 and S.218 by 

providing financial coverage for a broad range of basic medical care and by insuring 

all persons against the prospect of financial ruin as a result of long term

or expensive illness.
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In meeting the health care requirements of the population, the AMA proposal 

provides a broad range of benefits that includes all necessary hospital care, 

physician services in and out of the hospital, and home health services.

Realistic preventive care is also a part of this coverage, providing well- 

baby care, physical examination, immunization and inoculations, x-ray and 

laboratory work.

Also addressed is the need for protection against the costs of psychiatric 

treatment, both Inpatient and outpatient. The program also

provides a full range of dental care for children, as well as emergency dental

care for all persons.

Equal benefits are provided for all— the same type of insurance protection 

is supplied for the employed and the non-employed; and supplemental insurance 

is made available to Medicare beneficiaries to bring Medicare benefits up 

to the health insurance level of our program.

The program provides, too, for continuation of coverage for the unemployed. 

Certainly our experience with the vagaries of our economy presents stark 

evidence of the need for such a provision in any NHI program we adopt.

Private Insurance — Another principle recognizes the need to build a viable 

program on the present successful system which is structured on private insurance. 

Private insurance is incorporated as one of the essential building blocks of H.R. 1318 

and S. 218. Employer-employee health insurance already enjoys wide familiarity 

and acceptance. The present system of employer-employee group health insurance 

plans, which presently cover the vast majority of individuals, is retained 

and utilized. Under our bill, employers would make coverage of required benefits 

available to employees, and pay at least 65% of the cost. For the self-employed

or the non— employed, coverage for the same benefits would also be available.
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Administration - Another essential characteristic in a successful program 

is administration in the private sector. Experience clearly demonstrates that 

the American citizen, as both patient and taxpayer, would be ill-served by 

transferring the functions now performed by the private insurance system to 

a federally controlled and operated system.

There is real danger that operation by a federal bureaucracy could stifle 

the health care system under piles of paperwork and regulations,and become 

unresponsive to specific needs, lacking in innovation.

Recognizing the merits of private over federal administration, H. R. 1818 

incorporates private insurance as the vehicle for administration.

Level of Federal Assistance - Insuring that federal financial assistance 

is provided on the basis of need is fundamental to an appropriate national 

program. If NHI is to have a long-term vitality and realistic program costs, 

it is imperative that federal resources be focused so that they provide most 

assistance for those who have the greatest need. This is essential considering 

the limitations of available government funds and the increasing competition

for those funds to meet all national needs.

H. R. 1818 and S.218 carry out this principle by providing federal assistance 

on a graduated scale based on the income of the individual. For the poor, the 

subsidy would pay the full premium cost.

Financing - In utilizing a continuation of private insurance coverage, such 

as employer based coverage, much of the cost will remain in the private 

sector. This obviates the problems attendant with special tax financing.

We are all aware of the enormous problems presently facing the Social Security 

Trust Fund and of the essentially regressive impact that "special" taxes, 

such as Social Security, have on individuals. Therefore, any federal assistance 

should be financed out of general revenues, not through a Social Security type

tax.

H. R. 1818 and S. 218 follow that principle.
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Freedom of Choice - Under H. R. 1818 and S.218 each Individual would retain the

basic right to choose his or her own form of health insurance coverage. He could also 

choose the method of delivery of health care service, whether through prepaid 

or fee-for-service, group practices, an HMO,or through a solo practitioner.

Thus, he has the right to choose his own physician.

Medical care, to be most effective, must be acceptable to the recipient.
M

It can best achieve that end by providing patients with maximum freedom to

choose their own form of care.

Mr. Secretary, we again invite your consideration of all the principles ,

enunciated by the AMA for health insurance, and attached to this statement.

We have here highlighted only a few. As you will see from an examination 

of H. R. 1818 and S. 218 these principles are embodied in our comprehensive 

health insurance program.

Health Security Act (S.3)

Our excellent present system of health care would be radically restructured 

under some plans submitted to the Congress. One such plan, the Health Security 

Act, would entirely overturn the present system. Under that proposal the 

delivery of the nation's health care would be placed under the direction of a 

federal Health Security Board of five members. Professional and institutional 

providers would provide their services under contract with the federal government.

All health services would be provided within the limits of a fixed annual budget 

established by the Board and financed by new social security taxes and matching 

general revenues. Federal bureaucracy would displace private insurance. We 

strongly oppose such a concept which would superimpose an untried and unproved 

system over that which has produced for the American people the finest health

care in the world.
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Limltations of NHI

Mr. Secretary, the degree of value that we as a people will reap from 

any national program for health insurance will be directly proportional to the 

degree of realism that goes into its creation. Thus, it is just as important 

to recognize what such a program cannot do as what it can do and to accept its 

limitations in presenting it to the American people.

Such a program will not result in dramatic improvement in certain health 

statistics, either in the short term or the long term. There is nothing 

in such a program, and virtually nothing that can he built into it, that will reduce 

death by homicide, suicide or auto accidents— the leading causes of death 

among American males under 40.

There is nothing in NHI that will induce Americans to stop smoking, prevent 

alcohol abuse, or eliminate pollution— all of which affect our health status.

Medical care is only one determinative factor in general well-being. No 

one should suffer unnecessarily for lack of access to quality medical care.

Therefore, we believe a program of comprehensive health insurance should assure 

continued access, and we endorse this concept.

But let it be understood that any national health insurance program would 

not provide an all-encompassing magical answer to all health problems; there 

are limitations to what it can accomplish.

Conclusion
A realistic and beneficial NHI program can best be achieved, we believe,by 

adherence to the principles we have enumerated and which we are submitting as 

an attachment to our prepared statement along with our proposal, H.R. 1818 and 

S. 218.
In summary, H.R. 1818 and S. 218 would make health care available to all
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Am eri cans  re g a rd le s s  o f inc om e. Co mpreh en siv e h e a l th  cov er ag e o f b a s ic  and  

c a ta s tr o p h ic  c o s ts  o f i l ln e s s  wo uld  p ro v id e  a f u l l  ra nge  of  h o s p i ta l ,  p h y s ic ia n  

and  o th e r h e a lt h  c a re  nee ds,  un if o rm ly  fo r  a l l  p e rs o n s.  This  would  be  

ach ie ve d w it h o u t s p e c ia l o r p a y ro ll  ta x e s  to  fi n a n c e  th e  prog ram.

For mo st in d iv id u a ls  (and t h e i r  f a m i l i e s ) , th e  co ve ra ge would be  p ro vid ed 

th ro ug h th e i r  emplo ym ent, much as  i s  do ne  to d a y , and  t o t a l  prem ium would  be  

sh ar ed  be tw ee n em ploy er  and  em ploy ee .

Government  pr em iu m -s ha rin g would  be  li m it e d  e s s e n t i a l ly  to  th o se  in  need . 

I t  would pay  t o t a l  premium fo r th e  poor,  an d i t  would  pay  p a r t o f th e  pre mium , 

on a g ra duate d  s c a le  re la te d  to  inc om e, fo r  pers ons who a re  une mployed o r 

se lf -e m p lo y ed , o r fo r  su pp le m en ta l co ver ag e purc ha se d by th e  e ld e r ly  to  b ri n g  

th e i r  M ed ic ar e paym ents up to  th e  le v e l o f th e  p ro gra m 's  un ifor m  co m pr eh en sive

co ver ag e.

Th is  prog ram would  a ssu re  fo r  a l l  pe rs o n s  access  to  c a re  pro vid ed  un de r 

ou r p re s e n t sy st em  of h e a lt h  c a re  d e l iv e ry .  We commend th is  l e g i s l a t i o n  fo r 

yo ur  fa v o ra b le  c o n s id e ra ti o n .

Mr. S e c re ta ry , I wou ld be  p le ase d  to  an sw er  any q u e sti o n s  you may have.
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AMA GUIDELINES FOR NATIONAL HEAITH INSURANCE UNDERLYING 
THE AMA 8IL L , H.R. 1818 and S. 21 8,  "THE COMPREHENSIVE 
HEALTH CARE INSURANCE ACT OF 1977”

These are the key elements  o f the  AMA gu id elines fo r natio nal he alth 

insu ranc e, w ith a b r ie f  statem en t as to  th e ir  In co rp ora tion in the AMA b i l l .

1. Comprehensive Coverage fo r  the E n ti re  Pop ula tion

H.R . 1818 and S. 218 would prov ide compreh ensive coverage fo r a ll - -b o th  

ba sic and cata str ophic  b e n e fi ts . Fu ll  h o s p it a li z a tio n , bo th in p ati en t and 

o u tp a ti e n t,  would be includ ed  In th is  compreh ensive co ve rage , as wel l as 

f u l l  medical car e, both in  and out of h o s p it a l.  A ll  d ia g n o sti c , th era peu tic 
and pr ev en tiv e care  by or  und er the d ir e c ti o n  of a ph ys ic ian would be 
includ ed . S k il le d  nu rs ing f a c i l i t y  care , home health  serv ic es, fu l l 
de nt al  care fo r c h il d ren , and emergency de nt al  ca re  would als o  be covered 

be ne fi ts .

2. Premium Sub sidy  and  Coat Sh ar ing

Premiums on insuran ce o f the  nonemployed, the  se lf- em ploy ed  and the  

e ld e rly  would be shared between the  Insured  in d iv id u a l or  fa m ily  and the 

fe dera l government based on income. For the  po or , the premium would be 

pa id In f u l l .  For o th ers , as Income r is e s , the  fe dera l as si stan ce  would 

di min ish.

Coinsurance would be based on income, but an ab so lu te  d o ll a r  li m it  

on co insura nce would ap ply to  a l l .  Low Income in d iv id u a ls  would pay no 

co insurance.

3. Va ried  Sources o f  Funding; P ri va te  and P ub lic

Prov isions  of the  AMA b i l l  reco gn ize  the  need to  re ly  upon the  presen t 

widespread use of em ploy er -provide d health Insu ranc e.  The pr im ary th ru st 
of H.R. 1818 and S. 218 Is  upon continuation o f employment-based Insurance 

funded in the p riv a te  sec to r.  The b i l l  prov ides  fo r emp loyer-employee  
premium sharing, w ith  the employer  payin g a t le ast 65X.

Federal government financin g would be li m it ed  p r im a ril y  to  subs idies 
on an income-re  lat ed ba sis o f the  premium fo r  the  nonemployed, the s e l f -  
employed and the  e ld e r ly  (as a supplement to  Me dic are b e n e fi ts ) and to 

ta x as sistan ce  (fo r  f iv e  yea rs ) to  employers who ex pe rien ce  Inc rease In 

payro ll  costs as a re s u lt  o f the  employment-based Insu ranc e req uiremen t, 

k. Minimum Federa l D o llars

Fed era l p a rti c ip a ti o n  would be lim it ed  e s s e n ti a ll y  to  assis ting  the 

poor and low-income In d iv id u a ls  pay health ins urance premiums.

5. Minimum Federa l Ac brrin ietra tio n

The AMA program would be ad ministered p r im a ri ly  In  the p ri va te  se ctor  

through the use o f p riv a te  health Insu ranc e.  Whi le  a Hea lth Insurance  Board 

(composed of  a m ajo ri ty  o f health pro fe ssio nals ) would esta b li sh  minimum 

standards of  q u a li f ic a t io n  of Insu rers  and Ins urance pla ns, Sta te  insurance  

departments  would (as they  do now) re gula te  p riv a te  In sure rs .

-  American Medica l A ssocia tion, L e g is la ti v e  Departm ent, Pub lic  A ff a ir s  O lv ls lon
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6. Freedom o f Choice

The b i ll  preserves freedom of choice by the pe tle nt end physician.
I t  would provide fo r individu al  choice of  coverage through a health 
Insurance po lic y,  Blue Cross /Blue Shield  or other pla n, or prepayment 
plan (inclu din g HMO), and fo r individ ua l choice of physician. The 
physician 's freedom is also preserved,  inc luding his choice of  pr ac tic e.

7. Pluraliem  •

The AMA program bui lds upon the strengths of  our p lu ra li s ti c  
health care de liv ery system. I t  would u t il iz e  various modes of  health 
care delivery , allowing fo r fu rther  development through Innovation and 
exper imentatio n.

8- Pre serva tion o f Ph ye ic ian/Pat ient  Pe lat ion eh ip

The program also  preserves the In te gri ty  of  the ph ys Ic lan/pa tle nt  
re la tion sh ip . I t  conta ins a general pr oh ib it ion aga inst federa l 

J In terfe renc e In the prac tic e of medicine . The Individ ua l freedoms of 
both physician and pa tie nt are  mainta ined, as Ind icated above, with 
the Ind ividu al physician  ex ercising  his own best judgment as to medical 
care and treatment needed fo r his patien t.

9- Continuity of Benefite

The AMA b i ll  estab lishes uniform be ne fit  coverage for  a ll  persons.

As a fu rthe r pr ot ec tio n,  the b i l l  would prov ide fo r a continuation 
of the same insurance po lic y fo r an Indiv idua l fo r 30 days aft er 
termination of employment (w ith  60 ad ditio na l days I f  paid fo r by the 
in div id ual) . Moreover, wh ile  a person was covered by unemployment 
compensation (and to the end fo r the calendar year I f  not employed by 
then) he would be covered at  government expense.

10. No Socia l Security  Finanoina

There would be no Social Se curity fin an cin g.  Basic fin ancin g would 
be In the pr ivate secto r. Federal premium subsidies  would be made 
from general revenues through cr ed its  aga inst  income tax or redemption 
of "c ert if ic ate s of  en ti tlem ent."

11. No Socia l Security Administr ation

The Social Security Administr ation  would not adm inis ter the new 
program. Overall  program administra tio n would be In the pr iv ate  sector 
and would be the primary re sp onsib ili ty  of  pr ivat e Insurance carr ie rs , 
wi th premium assistance adm inistered through the Federal tax laws.
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12. State  U o m tv r t  and C e rti fi c a ti o n

The b i ll  would continue present st at e re sp onsib il ity fo r licensure 
and recognit ion  or c e rt if ic a ti o n  of health manpower.

13. Qu ali ty Controle

Rather than advocate a sing le  In fl ex ib le  method which may not be 
appropria te fo r many areas or situations, the b i l l  would autho rize 
the Health Insurance Board to develop appro priate  mechanisms fo r 
quali ty  review at  time of  Implementation of the program.

14. Coat Controle

The b i l l  addresses the complex Issue of cost controls  In several 
ways. I t  would req uire (In  most cases) coinsurance on services . In 
ad di tion , hosp ita l reimbursement would be sub ject to acceptab le formulae 
as determined and agreed on by ho sp ita ls and Insurers thus Inc luding 
a variety  of reimbursement methods including prospective reimbursement.

Medical service would be subje ct to usual, customary and reasonable 
leve ls of  reimbursement and be subje ct to present priva te  Insurer 
programs of review.

Also , the Health Insurance Board would have au th ori ty  to es tabl ish 
ap prop ria te mechanisms fo r u t il iz a t io n  review of  services .

15. Uee o f Priv ate Insurance

Coverage under the AMA b i l l  would be furn ished by pr ivat e Insurers 
on a ri sk and underwri ting  ba sis.

16. Coordinat ion o f Be nefite

Benefits  payable under any du plicate coverage would be coordinated 
to avoid du plication of  payments.

17. Separat ion  o f Hed ioal and In s ti tu ti o n a l Components o f Bspense

Id enti fication of  expenses according to classes of  health care 
providers would be de sir ab le to assess costs of  the program.

January 18, 1977
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January  17,  1977 
H. R.  1818 ; S. 218 
"C om pr eh ens ive H e a lth  Care 
In sura nce  A ct o f  ,9 77"

A BRIEF SUMMARY OF THE 
AMA NATIONAL HEALTH INSURANCE PROPOSAL

The AMA prog ram wou ld  make co m pr ehensiv e p r iv a te  h e a lt h  in sura nce  a v a i l ­
a b le  to  a l l  pe rs ons, re g a rd le s s  o f  in co m e. The b e n e fi ts  a re  com pre hens iv e ly  
b ro ad , c o v e r in g  f u l l  h o s p it a l c a re , f u l l  p h y s ic ia n  ca re  (w here ver p ro v id e d , 
bo th  in  and o u t o f  th e h o s p it a l) ,  home h e a lt h  s e rv ic e s ,  em erge ncy c a re , la b
and x - ra y  s e rv ic e s ,  ext en de d ca re  s e r v ic e s ,  e tc .  I t  wou ld  p ro v id e  bo th  b a s ic  w
and c a ta s tr o p h ic  co ve ra ge  f o r  co s ts  o f  i l ln e s s .  The ra ng e o f  b e n e fi ts  em brace 
p re v e n t iv e ,  d ia g n o s t ic  and th e ra p e u t ic  s e rv ic e s .

T h is  p ro te c t io n  wou ld  come th ro ugh  p r iv a te  h e a lt h  in su ra n ce . Most p e r ­
sons would  re c e iv e  t h is  in sura nce  th ro u g h  t h e i r  em ploy men t. T h e ir  em plo ye rs
wou ld be re q u ir e d  to  o f f e r  th e f u l l - b e n e f i t  cove ra ge  to  t h e i r  em plo yees  and  *
t h e i r  f a m i li e s ,  and pay a t  le a s t 65 ^ o f  th e  prem ium — and  many em ploye rs  would 
no dou bt  c o n ti n u e  th e p ra c t ic e  o f  pay in g  more.  The em plo ye e wou ld  pay an y 
d i f fe re n c e .

Lo w-in come o r unem ployed pers ons w ould  o b ta in  th e same f u l l  co ve ra ge  
from  t h e i r  own in sura nce co m panie s,  and  th e  go ve rnm en t wou ld  c o n t r ib u te  to ward  
th e prem ium . The go ve rnmen t would  pay a l l  o f  th e  in su ra nce  premium f o r  th e  
p o o r,  and g ra d u a ll y  le ss  f o r  o th e rs  on  a s c a le  re la te d  to  t h e i r  inc om es . As 
income in c re a s e d , th e fe d e ra l a s s is ta n c e  would d im in is h .

E ld e r ly  in d iv id u a ls  would  a ls o  be a b le  to  o b ta in  p r iv a te  in sura nce to  
b u il d  up th e le v e l o f  t h e i r  m edic a re  b e n e f it s  to  th e le v e l o f  th e  f u l l  be ne ­
f i t s  pr og ra m , and  th e go ve rnmen t would  pa y fo r  a l l  o r  p a r t  o f  such  in sura nce  
de pe nd ing on th e in d iv id u a l inco mes .

The re  would be some co in s u ra n c e , to  keep  co s ts  o f  th e  prog ra m  dow n, 
excep t th a t  th e  po or wo uld pay n o th in g .  Any co in su ra n ce  th a t  an in d iv id u a l 
o r  fa m il y  wou ld  have to  pay in  an y y e a r w ould  be li m it e d  in  r e la t io n  to  t h e i r  
inco me,  b u t ev en  th is  wo uld be f u r t h e r  li m it e d  by  a f ix e d  am ount a p p li c a b le  
to  a l ,  pe rs ons. The l i m i t  on th e  amount any in d iv id u a l o r  fa m il y  wou ld  have 
to  pay in  any yea r wou ld  assure  a g a in s t an y ec on om ic  h a rd s h ip s  be cause o f  
c o s t ly  i l ln e s s .  Th ere wou ld  be no d e d u c t ib le ;  b e n e f it s  would beg in  im m ed ia te ly .

No s p e c ia l ta xe s wou ld  be neede d to  fi n a n c e  th e  pr og ra m . F in a n c ia l 
p a r t ic ip a t io n  o f  th e go ve rnmen t would  be v e ry  li m it e d ,  and would come p r im a r il y  
as paym ent o f  prem ium  fo r  th e  poor and  prem ium  a s s is ta n c e  f o r  in d iv id u a ls  o r  
fa m il ie s  w it h  low  incomes . As is  t ru e  to d a y , mos t o f  th e  pre mium  fo r
co m pr eh en si ve  h e a lt h  in sura nce  p r o te c t io n  wou ld  come from  em plo yee gr ou p 
in su ra n ce , and em ploye rs  wou ld  pay th e  m a jo r p a r t  o f  th a t  prem ium . S u b s id ie s  
wou ld  be a v a il a b le  to  a s s is t  em plo yers  e x p e ri e n c in g  s u b s ta n t ia l ly  in cre ased  
c o s ts .

A d op tion  o f  t h is  prog ram wou ld  a ssu re  c o n t in u a ti o n  o f  th e  ad va ntag es  o f  
our sy stem  o f  h e a lt h  care  and th e  q u a l i t y  o f su ch  c a re . The in d iv id u a l wou ld  
choo se  h is  p h y s ic ia n  and th e  me thod under w h ic h he would  re c e iv e  h is  h e a lt h  
c a re , and  h is  in sura nce  wou ld  p ro v id e  him  th e  f u l l  p ro te c t io n - -b o th  b a s ic  and 
c a ta s tro p h ic - -h e  nee ds a g a in s t th e  c o s ts  o f  il ln e s s .

- Am er ican  M edic a l A s s o c ia ti o n , L e g is la t iv e  D epartm ent.  P u b li c  A f fa i r s  O iv is io n  -
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1. Why do  physicians support com­
prehensive health insurance?

As the ones responsible for  caring for  patients every 
day, physicians know ho w essential qua lity med ical 
care is to the health and we ll-b ein g o f an individual.  
They are also very much aware that the cost o f health 
and medica l care has becom e a financial burden for  
certain segments of  ou r population. Even for  those with 
substantial incomes, a long or  serious illness can create 
serious financial prob lems.

These are the concerns that led physicians, through 
the American Medica l Associat ion, to  deve lop  thei r 
own comprehensive health insurance plan. It is caned 
the Comprehensive Health Care Insurance A ct of  1977 
(H.R. 1818 and S. 218) and was introduced in Congress 
January 13, 1977.

2.  What is the  physicians' plan?

The plan is just as the title indicates— a program to  
extend private, comprehensive health insurance cover­
age to  everyone.

In formulating the plan, the physicians estab lished a 
comp rehensive list of medical  and  health services that 
wou ld  be available to  everyone, incorporated a set o f 
princ iples  to  assure qua lity  care, and based the entire 
program on a so und, realistic financ ing mechanism.

Integral  to  the  plan is the be lie f that  federal  fin an ­
cial  he lp shou ld be  pr ovided to  th ose w ho ne ed  it 
most , and  tha t every one shou ld be free to  c hoose 
his o r h er o wn physician and hea lth  insurance plan.

Further, physicians believe any program of  co m­
prehensive health insurance should  be  bu ilt on the best 
o f the present system— a system which  is already pro ­
viding more and be tter health care to  more people  than 
in any other  country .

1



3. How does 
the plan work?

The program would  provide a complete package of 
benefits essential to good health care, as wel l as to 
pro tect against the cost of  catastrophic illness—  
without limits.

Realistic preventive care benefits wou ld  also be in­
cluded. Importantly, the plan is des igned to keep red 
tape and bureaucracy to a minimum.

The actual health care pro tection  wo uld be furnished 
entire ly by  a private health insurance po licy or  plan. 
Coverage w ou ld  be available through the present sys­
tem of emp loye r-employee group health insurance 
plans,- or through a program for the se lf-employed and 
non -employed . Supplemental coverage wou ld  be av­
ailable  to those el igib le fo r Medicare to  raise the level of 
benefits to  equal those of  the physicians’ plan. Indi­
viduals  currently receiving Medicaid  bene fits wou ld  
receive them through this new program.

Benefits
Under  the  physicians ’ plan, ap prov ed  protec tio n 
wou ld  have to  provide payment of  expenses for  bo th 
basic and catastrophic health care needs. This w ou ld  
be true wh ethe r an ind ividual  par ticip ates in the 
em plo yer-emp loy ee program, the prog ram for  the 
self-employed and non -employed, o r the supplemen­
tal coverage for Medicare beneficiaries. All  insurance 
plans offere d wou ld  be appro ved by  the respective 
states to assure that bene fits met the comprehensive  
national standards.

Benefits for  a 12-month period wou ld  have to in­
clude:
•  365 days o f hospital inpat ient care
•  100 days o f inpat ient care in a skilled nursing care 

facili ty
•  all emergency and outpat ient services
•  all physician care (d iagnostic, therapeutic , and pre­

ventive, regardless of  where it is provid ed ) and other 
health services



•  all home health services
•  all dental  care for  ch ildre n
•  emergency dental care for everyone
•  ambulance service
•  inst itutional and outpat ient psychiatric care
•  we ll-ba by  care
•  immunization
•  physical examinations
•  x-ray and laboratory services
•  anesthesio logy services

Employer Coverage
Most peop le wou ld  receive their health care prote ction 
as they do  no w —  through the current system of  
em ploy er -employ ee  gr oup  hea lth insurance. The 
employer would be requ ired  to  offer the insurance but 
participation by the e mp loyee w ou ld  be voluntary. At  
least 65% of  the health insurance cos t wou ld  have to be 
paid by  the employer,  the rest w ou ld  be paid by  the 
emp loyee. Financial assistance will  be pro vid ed  for 
small businesses.

Self-Em ployed , No n-Em ployed , and Med icare-  
Eligibles
Individuals or  families in these categor ies co uld  buy 
qua lifie d health care insurance. The insurance plan 
wou ld  have to meet the established national standards 
of benef its and po licy condit ions. The federa l govern­
ment  w ou ld  contribute  towa rd the cos t of  the po licy 
according to the individual's  o r family’s ab ility  to  pay. 
The amount for a given year is measured according to 
ho w much the individual or  family  paid  in income tax 
the preceding year.

For example, a family  o f four  earning $6,000 a 
year wou ld  pay no income tax. Therefore, the 
federal government w ould  pay the entire cost 
o f the health insurance premium.

For a family o f fo ur earning $7,0u0 a year, the 
income tax wou ld  be $133. The federal gov­
ernment wou ld pay 86% of the cos t o f the 
family’s health insurance premium.



F or  a f a mil y o f f o ur wi t h  a n a n n u al i n c o m e of  

$ 1 1, 3 0 0, t h e i n c o m e t a x w o u l d  b e $ 8 9 3. F or 

t hi s c at e g or y ( a n d a n y i n di vi d u al or  f a mil y p a y­

i n g m or e t h a n $ 8 9 1 i n c o m e t a x), t h e f e d er al 

g o v e r n m e nt w o ul d p a y 1 0 % of t h e c o s t of  t h e 

f a mil y’ s h e alt h i n s ur a n c e pr e mi u m.

T h e i n c o m e t a x fi g ur e s a s s h o w n ar e b a s e d o n 1 9 7 6 

I R S T a bl e s.

T h e fi n a n ci al a s si st a n c e w o u l d  i n t h e f or m of  a n 

i n c o m e t a x cr e dit or a c ertifi c at e t o b e  gi v e n t o t h e 

i n s ur a n c e c o m p a n y t o w ar d  p a y m e nt o f t h e pr e mi u m.

U n e m pl o y e d

U n e m pl o y e d  p er s o n s, w hil e  eli gi bl e f or f e d e r al o r st at e 

u n e m pl o y m e nt c o m p e n s ati o n, w o u l d  c o nti n u e t o b e 

c o v er e d b y  t h eir pr e vi o u s  e m pl o y er- s p o n s o r e d i n s ur­

a n c e. Pr e mi u m s w o ul d b e p ai d b y  t h e f e d er al g o v er n­

m e nt. If u n e m pl o y m e n t c o m p e n s ati o n e x pir e d b ef o r e 

n e w e m pl o y m e nt,  t h e g o v e r n m e nt w o u l d  c o nti n u e t o 

c o v er h e alt h i n s ur a n c e pr e mi u m s f o r t h e r e st of t h e y e ar. 

A t t h e b e gi n ni n g of  t h e n e w c al e n d ar y e ar, t h e i n di­

vi d u al w o u l d  i m m e di at el y b e eli gi bl e  f or t h e n o n- 

e m pl o y e d s u b si d y pr o gr a m ( d e s c ri b e d  i n pr e vi o u s 

p ar a gr a p h s). B e c a u s e of t hi s pr o vi si o n, t h er e w o u l d  b e 

n o i nt e rr u pti o n i n c o v er a g e.

C oi n s ur a n c e

A s wit h  a n y p r o gr a m t h at off er s a s m a n y b e n efit s a s t h e 

m e di c al pr of e s si o n' s pl a n, fi n a n ci al s af e g u ar d s m u st b e 

i n cl u d e d, ot h e r wi s e  t h e pr o gr a m w o u l d  b e t o o e x p e n ­

si v e f or t h e t a x p a y er s t o aff or d. I n t hi s pr o gr a m t h er e 

w o u l d  b e  c o st- s h ari n g i n t h e f or m of c oi n s ur a n c e.

Alt h o u g h t h e a m o u nt s ar e s m all, c o st- s h ari n g b e­

t w e e n citi z e n s a n d t h e g o v e r n m e nt w o ul d  h el p  

k e e p  t h e  t ot a l c o st of t h e pr o gr a m at a r e a s o n a bl e  

l e v el. It w o ul d h el p pr e v e n t p oli c y h ol d er s fr o m 

g oi n g t o  a p h y si ci a n “j u st b e c a u s e it' s p ai d f or " or  

e nt eri n g a h o s pit al " b e c a u s e it’ s m or e c o n v e n i e n t ”  

C oi n s ur a n c e w o ul d b e 2 0 % of t h e c o st of all c o v e r e d 

b e n efit s, b u t n ot m or e t h a n a s p e ci fi e d  c eili n g li mit
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r el a t e d t o  i n c o m e. T h e p o o r w o u l d  p a y n o  c oi n s ur ­

a n c e .

T hi s c oi n s ur a n c e  m a xi m u m (t h e  m o st  a n i n di vi d u al o r 

f a mil y w o ul d  p a y)  w o ul d  b e  e q u al t o  1 0 %  o f t h e  

i n di vi d u al or  f a mil y i n c o m e aft er a " c oi n s ur a n c e  d e d u c ­

ti o n ” h a s b e e n  s u b tr a ct e d. T h e c oi n s ur a n c e  d e d u cti o n 

i s fi g ur e d a c c o r di n g t o  f a mil y si z e. F or e x a m pl e , t h e  

d e d u cti o n i s $ 4, 2 0 0 f o r a f a m il y o f f o u r. S o if a f a mil y o f 

f o u r e ar n s $ 1 0, 0 0 0, t h e c oi n s ur a n c e li m it ( o r t o t al c o st ) 

f o r a 1 2- m o n t h p e ri o d w o ul d  b e $ 5 8 0, o r 1 0 % o f $ 5, 8 0 0 

( s al ar y o f $ 1 0, 0 0 0 mi n u s d e d u cti o n o f $ 4, 2 0 0). T h e 

f a mil y w o ul d  n o t h a v e t o p a y m or e  t h a n $ 5 8 0 f o r all o f 

t h e m e di c al s er vi c e s p r o vi d e d i n t h a t y e ar, e v e n if t h er e 

w er e e x p e n s e s o f a c at a s tr o p hi c si z e.

I n n o c a s e c o ul d c oi n s u r a n c e e x c e e d  $ 1 , 5 0 0  f o r 

a n i n di v i d u al o r $ 2, 0 0 0 f o r a f a mil y, r e g a r dl e s s of  

i n c o m e.
A s  s o o n a s a f a mil y  or  i n di vi d u al r e a c h e s t h e li m it o n 

c oi n s ur a n c e, t h e  c at a str o p hi c  p or ti o n o f t h e pl a n w o ul d  

t a k e o v er.

4. Will  n a ti o n al  h e a lt h  
i n s ur a n c e r e all y s ol v e 
A m eri c a’ s h e alt h pr o bl e m s ?

U nf o rt u n at el y , n o — b e c a u s e m a n y o f A m e ri c a' s  h e alt h 

pr o bl e m s d o  n o t h a v e p u r el y m e di c al s ol uti o n s. M a n y 

o f t h e s e pr o bl e m s c a n b e s ol v e d  o nl y  w h e n o ur  s o ci et y 

c o m mit s  it s elf t o  eli mi n ati n g t h e  r o ot  c a u s e s, s u c h a s 

p o o r h o u si n g a n d s a nit a ti o n, m al n u triti o n , s m o ki n g , l a c k 

o f e x er ci s e. A  b a si c a n d e s s e nti al st e p i n a c c o m pli s h­

i n g t hi s o b j e cti v e i s t h e  di s s e mi n a ti o n  o f g o o d , s o u n d 

h e alt h  i nf or m ati o n  t o  t h e  p u bli c .

O v er  t h e  y e ar s, A m eri c a’ s p h y si ci a n s, t hr o u g h  t h e

A M A,  h a v e b e e n  d e e pl y  i n v ol v e d i n h e alt h e d u c ati o n. 

T h e A M A  h a s o n- g oi n g pr o gr a m s t o  e d u c a t e t h e p u bli c  

a b o u t dr u g  a b u s e, v e n e r e al di s e a s e, p r o p e r n u triti o n , 

a n d e x er ci s e.

T h e A A A A i s al s o w or ki n g h ar d t o  i n cr e a s e t h e  c a p a bil­

it y o f o u r h e alt h  c a r e s y st e m  b y e n c o ur a gi n g a n d s u p­

p o rti n g t h e  e x p a n si o n  o f t h e  alli e d h e alt h pr o f e s si o n s

5
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and increasing the number o f physicians. The AM A is 
particularly grat ified  that the total enrollment in U.S. 
Med ical Schools has increased from 32,500 in 1965 to 
56,000 in 1976. An equally important deve lopme nt is 
the increasing num ber of med ical students entering the 
primary care areas of family practice, internal medicine, 
obstetrics and gynecology, and pediatrics.  In 1974, 
alone, 58% o f the graduating students ente red resi­
dency training in these areas.

The AMA has also been an active and posit ive force 
in the passage of  constructive health and medica l care 
legislation for  the p ubl ic. It has strongly supported such 
federal legislat ion as:
•  maternal and ch ild  health programs
•  pro tection  o f human beings in medical research
•  drug abuse education
•  medical dev ices safety standards
•  cancer research
•  assistance for  allied health personnel, pu bl ic health 

personnel and nurse training
In addit ion , the AM A has authored and int roduced 

legislation:
•  to de ve lop com munity  emergency med ical  services 

programs
•  to  improve  rural health care delivery
•  to  upgrade  health care for American Indians

Many years ago, physicians, themselves, pioneered
peer review programs, and set up safeguards to  ensure 
that all patients receive qua lity m edica l and health care.

Even though  ou r presen t system provide s more 
and be tte r heal th care to  more pe op le than in 
any other country , physicians are aware tha t the 
American system is no t perfect . An d they are as 
concerned  as anyone ab ou t its improvem ent.  The 
Comprehensive Health Care Insurance Act  is only 
one  of many AMA programs demonst rating physi­
cians’ active campaign to  improve heal th care and 
its delivery in America.

TK 3050:794-N:50M:9/77
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Senator Kennedy . Our next witness is Bill H utton , executive direc­
tor, National Council of Senior Citizens, representing 3y2 million 
elderly Americans. li e joined the council in 1961 as informaton  di­
rector and became its executive directo r in 1965; and Cyril Brickfield, 
executive director of American Association of retired Persons, Na­
tional Retired Teachers Association, combined membership of 12 mil­
lion citizens.

STATEMENT OF WILL IAM R. HUTTON, EXECU TIVE DIRECTOR,
NATIONAL COUNCIL OF SENIOR CITIZENS; AND CYRIL F. BRICK­
FIELD, EXECUTIVE DIRECTOR, AMERICAN ASSOCIATION OF RE­
TIRED PERSONS AND NATIONAL RETIRED TEACHERS ASSOCIA­
TION

Mr. H utton. You have my prepa red testimony before you. In the *
interest of time, if I could submit i t for the reco rd; I pref er to make 
some brief observations and then be available for questions.

I just  returned to Washington today, afte r spending several weeks 
listening to and talking  to elderly Americans in conferences and con­
ventions of State groups all across this Nation.

Let me tell you frankly, Senator, tha t the major problem on the 
minds of the senior citizens has little to do with proposition  13 or 
similar legislation. They fear cutbacks in essential services that  could 
result in that  kind of legislation. However, older people are not pan­
icked by Howard Jarv is, but more and more they are deeply angered 
by skyrocketing costs of sickness care, the continuous ri poffs of medi­
care and medicaid by hospitals, by nursing homes, by doctors, and 
other health care providers.

And these people are resentful and ashamed tha t the Government 
of this great Nation, which they gave so much of thei r ’ives to build, 
seems unwilling or incapable of catching up with the li tie industrial  
nations of Europe or with our undeveloped and underpopulated neigh­
bor Canada to the north.

In moving away from the woefully wasteful and inefficient medical 
practice into the modern world of fully comprehensive health  care, 
accessible to all, with preventive care serving as the major health in­
surance for fu ture Americans, that is the way it should be.

In one senior citizens’ convention after another, Senator, our older 
people are demanding  fully comprehensive health care for  themselves, »
for the ir children, and for their children’s children.

I sense a giowing  development of righteous anger and militancy.
They are mili tant liecause really they expected much more  progress
in tlie 13 years which have elapsed since enactment of the medicare »
program.

Last week in the convention center in Fresno, Calif., delegates of 
some 459 senior citizens clul>s affiliated w ith our Califo rnia Congress 
declared tha t unless the  Congress enacted national health insurance 
soon, they were determinde to really put the pressure on the ir law­
makers and they tell me they are going to make Howard J arv is seem 
like a pussycat.

Senator  K ennedy . Pussycat?
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Mr.  H utton. T ha t is righ t, ju st  like  a pus sycat. Th ey  can get  very  
an gr y whe n they are  aro used. T hey are  slow to anger, b ut I can tel l you 
the y can rea lly  get  steam ing . They are  stea med up  by th is pro gra m.  
Of course I was steamed  up  th is  m orn ing  by the usual reaction of the  
lem min gs o f the AMA  who rus h to  the  sea every  time we have  th is  type 
of  hea rin g.

Th ey  lost  in  medicare.  A lth ou gh  th ey ou tsp en t us by mil lion s—they 
had a budget in the  me dic are  prog ram  of  $7 millio n in the year th at  
I ha d a budget of $100,000 fo r the  sen ior citizens, an d we won, Mr. 
Ch air ma n. We will  win on th is  one, too. They will  go down to def eat  
as the y alw ays  do. They seem to enjo y it. Yet, somehow or  o the r, the y 
come u p dr ippi ng  with  roses, l ike  they d id  w ith  th e m edicar e pro gra m.

I t is no t rea lly  a medic are  prog ram; it  is a docto r care  pro gra m.  
I t h as ta ke n very  good c are o f th e doctors.

Now r eg arding  some of the sta tem ent s which the y made, I must say 
the y ra th er  tu rned  my stomach. In  eve ry St ate I vis it, I lea rn of 
proud but sick old er people,  who, as ill as the y are , refuse  to go to 
the  docto r because the y are too poor to pu t up the  money for medi­
care  deductibles . You know, th at  firs t d ay  has gone  up  from $144 an d 
$160 now. And the y know that  th e d octor  is g oin g to pu t them throug h 
an operat ion  and  call in the surgeon . They have not  g ot  th at  one-fifth 
of  the docto r's fees, the  20 percen t of  the  surg eon  fees. They know it 
will wipe o ut the ir  meage r sav ings.

W ha t do the y do?  Ma ny of them , the y sutle r in silence and too 
oft en  they  die in silence. Tha t is the  kind  of th in g th at  is going on 
across th is cou ntry. You have just got to go out  and ta lk . Why  doesn't 
AM A, why  don’t AMA peo ple , inst ead  of  com ing here and  havin g 
some body  wr ite  glo rious tes tim ony, why don’t the y go ou t and  ta lk  
to t he  p oor  people? If  the y ask  questions they would find out.  B ut the y 
know  the answers. They know wha t ans wer the y want.  They raise 
th is specte r of r ati on ing .

It  is alr eady  rat ion ed.  Medicine  is rat ion ed by $10 and  $20 bill s, 
which the  poo r cannot affo rd. Th at  is how med icine is rat ion ed  today. 
It  seems to me------

Se na tor Kennedy. Wh at  abou t a ssignment ?
Mr.  H utton. On assig nm ent, it is alr eady  less th an  it was when  

medicare  began . Wh en medicare  first beg an, it was about 60 percen t. 
It  is now down to about 48 perc ent.

Se na tor Kennedy. Describe  fo r the  r eco rd brie fly what does ass ign ­
ment mean?

Mr.  H utton. W hen  a docto r accepts ass ign ment,  it means th at  he 
will  acce pt the  Gover nm ent  pay ment of  wha t the y conside r is re a­
sonable. cus tom ary , and prevail ing. Th at  means it is the  ave rage of 
what all the  doctor s in th at  reg ion  would normally ask  f or. He is above 
ave rag e in most cases, so he says , “ I don't  wan t to tak e assignm ents .

Som etim es he will tak e ass ignment fo r a b ig  case, where the  pa tie nt  
probably cannot affo rd to  pa y the  b ill at all , whe re the pa tie nt  is ju st  
sim ply  too poor. He  will acc ept  G ove rnm ent  money . Bu t if  th e p ati en t 
has got an ything  in the  bank  at all. if it is $100. he w on t accept an 
ass ignmen t. T his  happens in every  St ate , S enato r.

Se na tor  Kennedy. W ha t is ha ppen ing ? Is  it more frequent  now or  
less f req uent than  it  was 5 y ears ago ?
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Mr. Hutton. It  is more frequent now than  it was when medicare 
started. Fewer and fewer doctors are taking  assignment. I would like 
to see us put into the law tha t they have got to accept assignment. 
In fact, I would like to even offer something to them.

Senator  K ennedy . As you know, it is in our outline.
Mr. Hutton. Yes; it is. And T am grateful for that.
Mr. Chairman, we are grat eful that this hearing is being held, 

because we think that  the real debate on national health insurance 
can real ly be started  here. I believe it is out there now. I can tell you 
all our clubs have been informed of the framework of your  bill. We are 
going to see every one of the 435 Congressmen who are running for 
office, and the one-third of the Senate, and we will reach them all 
before November 7. and we are going to say to them. Where do you 
stand on this issue ? And we are going to chase them pret ty hard.

We are determined to take it to all those who are running for Con­
gress just as we did for medicare. I can say this. I have never, in the 
17 years I have been in this thin g now, I have never seen the older 
people so disappointed about the failure o f the administration to move, 
and I have never seen them so mad, so steamed up and so ready to go. 
I am sure you are going to get the support to pass this bill next year.

Senator K ennedy . Mr. Brickfield.
Mr. Brickfield. Thank you, Senator.
Senator. I have a rather lengthy statement, and I have a short state­

ment. With  your permission, I will even summarize my short state­
ment for you.

Senator K ennedy . We will include all the  statements in the record.
Mr. Brickfield. I represent the American Association of Retired 

Persons and the National Retired Teachers Association. These two 
have a combined membership of 12 million members. I think  we can 
do an effective job in helping you and the committee in enacting a 
national health bill. The elderly are very much concerned. First  of 
all, they have less money to go on. They are usually on low, fixed 
incomes.

Second, they are sicker more frequently, and when they are sick, 
they are sicker for longer periods of time. T his brings about a great 
worry, because with skyrocketing cost, they find it harder and harder 
to meet thei r medical bills. We look upon medicare as something th at 
needs to be improved by a national health insurance program that  you 
have sponsored. We feel that the prime beneficiaries o f medicare are 
not the elderly. The prime beneficiaries are the doctors and the hos­
pitals and the insurance companies.

Senator K ennedy . Why do you say that ?
Mr. Brickfield. Because the doctor really is the consumer. It is 

not the patient. As Presiden t Meany said here this morning, all the 
patient does is select the doctor. That is about it.

It  is the doctor who selects the hospitals. Hospitals do not compete 
with each other. You go to the hospital where your doctor  is affiliated. 
At best he is affiliated with one, possibly two hospitals. Then he goes 
into this defensive position, he is afra id of malpractice, whatever, 
he s tart s calling for all sorts of diagnostic tests and things  of tha t 
nature. He decides how long you stay in the hospital, when you get out. 
Not only is he the gatekeeper as to who goes in, but most assuredly
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he is the  tolltaker of the money paid by the people today for health 
care.

I like tha t part  of your bill tha t provides for competition—it pro­
vides competition among the carriers, the nonprofits, the profits, and 
the HMO’s. This is what  I think destroys the myth of the AMA peo­
ple today when they try  to say that, in the face of this competition, 
we have socialized medicine.

In addition to th at, I would like to recognize what you have recog­
nized, and all people have been talking about, Sena tor, for years. Good 
health  care is a basic human right. I have not heard that before this 
year. There are those who say this : You have got it if you can afford 
it I  suppose, being on top of the Hill. But the great mass of the people 
have no good health care.

Also we like the provisions that  put in a g reat monitoring system, 
where you set up these public authoritie s, and you have consumer 
interest  on the authorities to make sure that the people have a voice 
in the decisionmaking process.

Also, too, Senator, what your bill includes, and not too many people 
have emphasized, is the fact that in the past too much emphasis has 
been placed on direct medical assistance. More has to be done in the 
area of alternatives to medical care. More must be done in the area 
of social services, in the delivery of home health services, and in these 
alternat ive services tha t can supplement national health. And your 
bill does that.

Finally, I would like to just mention Great Brita in has national 
health, and has had it for 30 years. But T th ink the important thing is 
they did all in 1 day.

They had the old system on July  4, 1048, and a brand new 100 per­
cent new system on July  5, 1048. For  those who say it has to be incre­
mentally brought forth, and then only if certain conditions are met; 
tha t is not necessarily so.

Final ly, I would say on behalf of our 12 million members and board 
of directors, NRTA and A ARP have just adopted a massive program 
to go out to some 3,500 chapters tha t we have across the Nation, and 
some 2,000 teaching units  to drum up support for a national health 
plan, so the elderly in the long run and all Americans can have a decent 
health care system, regardless of their  age, and regardless of their  
ability to pay. And I thank you.

Senator K ennedy. Thank you very much.
Both of your organizations, as I understand, support our statement 

of principles for having these hear ings today, is that right?
Mr. Hutton. Absolutely.
Senator K ennedy. The smarter minds, so to speak, have said tha t 

health care and health care discussion is virtually  dead in th is country. 
I am wondering what you are bringing back from your people and 
what your organizations are prepared to do to try  to bring this issue 
to the favorable consideration which you feel th at it deserves?

Mr. Hutton. Seven of our State conventions passed resolutions.
Senator K ennedy. I hope they are prepared to do more than pass 

resolutions. Are they going to do more ?
Mr. Hutton. They are going to work on the ir Congressmen and 

Senators. This stuff is much stronger than I use in many cases. They
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are very, very open about what they te ll t heir  Congressmen. They say 
tha t where the  causes of the current health crisis have been studied 
and debated ever since Presiden t Trum an, over 30 years ago, it still 
isn’t here. This is the kind of stuff they are sending to their Con­
gressmen and Senators.

I can say this, I want to add one thin g about controlling costs. Con­
trollin g cost is not going to produce national medical care to people 
who need it. It  is going to produce limitation  of reimbursement to 
physicians who do not need it. T hat  is why they are so mad, Senator.

Senator K ennedy . What do you mean by that ?
Mr. Hutton. They know if you s tar t controlling cost, you are going 

to reduce $63,000 a fter taxes which most doctors get. And they  do not 
like that.

Senator K ennedy . Mr. Brickfield.
Mr. Brickfield. Well, you know, just  before I go back, before I 

answer your question, Senator, about developing means to  influence 
the legislation, I  want to say that  medicare first became the law of the 
land, it paid 80 percent of the doctor's fees and today, it only pays 
55 percent of those fees. This is so because doctors refuse assignments 
or their  fees go beyond what medicare reimburses. This puts a tre ­
mendous burden on the middle-income people and the elderly and 
the poor and near poor people and something must be done.

As to how to get the troops out to support this legislation, I have 
a network through which I can get an alert out to 50 States, 3,500 
chapters, 2,000 units within 24 hours.

Wha t we do is that we ask our people to  get to the Senators in the ir 
home States and  the Congressmen in thei r home districts.

You know, I  come up to the Hill and I sit here, and T am a paid 
staff member, and sometimes I  wait for an hour in a Senator's office to 
talk to him and sometimes he tells me to tell his administrative assist­
ant. And I do not know whether I have him here or not.

But when I get back to him in the home distric t, he listens.
We do not support them with money or things like tha t, but we 

support the Members of Congress with our votes if we agree with them 
and we think they are righ t.

We think they should support national health insurance as outlined 
in your plan, and I  think we can bring great pressure to bear to bring 
this about a t the local level so tha t the results can be reflected here in 
Washington.

Mr. H utton. If  I could add one thing. There are 23 million people 
over 65 in th is country. Most of them are retired and l iving on reduced 
incomes. They feel this thing very badly.

There are another 20 million over 55. They include a lot of the h id­
den, unemployed and they, just as the others have difficulty. Tha t is a 
total of 43 million people who are eithe r ret ired and having  problems 
or are contemplating retirement and are worried about the horrors of 
retirement, particularly  the health  horrors, so tha t they are really 
concerned about this. That is 43 million people.

Senator K ennedy . But, Mr. Hut ton,  you heard Dr. Sammons say 
those figures about people not being covered or the insurance programs 
are inadequate that is not so. He said thei r studies show to the contrary  
on it.
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What  are you telling us?
Mr. H utton. I am tel ling you that thei r stud ies are either (1) just 

fabrications or (2) they do not go outside the staff on North Dearborn 
Stree t where the headquarters are to get their  facts.

Senator K ennedy . You say the real situation is different ?
Mr. Hutton. I t is a lot different. Any member of the public will tell 

you if you just go out and talk to them.
Senator Kennedy . OK. Thank you very much.
We appreciate  your coming here. Your s tatements will be prin ted in 

the ir entirety.
Mr. Hutton. Thank you.
[The prepared statements of Mr. Hut ton and Mr. Brickfield 

follow:]
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Senator Kennedy and Members of the Subcommittee, I am William

R. Hutton, Executive Director of the National Council of Senior

Citizens. Our organization is comprised of 3,800 affiliated

clubs and area and state councils representing over three and

one-half million older Americans across the length and breadth

of this country. We have appeared before Congressional committees

innumerable times since 1961 to testify on the subject of pre­

eminent importance to our constitutents— health care. We are

pleased to be here today to add our voice in support of the

proposed framework for the universal and comprehensive National

Health Insurance Act of 1979.

In the early years, led by former Congressman Aime Forand of

Rhode Island, the National Council came to Congress in hopes of

fulfilling one dream of America's elderly— relief from the tremen­

dous burden of health care costs. Four years after the founding

of the National Council of Senior Citizens, after countless

appearances on Capitol Hill, hundreds of demonstrations and a flex­

ing of political muscle through the election process— Senior

Power— a major portion of that dream was realized through

an Act of Congress. Medicare was signed into law by President
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Johnson who memorialized our efforts by stating that "without the

help of the National Council of Senior Citizens, there would be no

Medicare."

Despite the compromises made during the debate over Medicare

and despite the significant shortcomings of the Medicare program,

we believed then and we continue to believe to this day that Medi­

care has improved the quality of life of America’s older citizens.

There is no dollar amount that accurately reflects the sense of security

an older person gains as a result of knowing that if he or she should

become ill, the money will be there to pay for it.

Unfortunately, that sense of security has been eroded over

the past decade. While Medicare continues to provide some insurance

to the elderly against financial loss due to health care costs, its

major benefits go to health care providers: It provides open-ended

assurance of payment on a cost-plus basis for hospitals and doctors.

Medicare, despite the claims of its early opponents, has not

brought us socialized medicine. Nor has Medicare handcuffed the

hospitals or the doctors. To the contrary. Medicare has provided a

public financing mechanism where none existed before. Medicare

did ease access to the health care delivery system. But it did

not change that system. Needed delivery reforms were and are still

absent! The inclusion of deductibles, coinsurance and copayments,

and the lack of a comprehensive benefit package has diminished its

value to participants. Additionally, it has reinforced the incentives
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in the health care delivery system for inefficiency in the use

of health resources. Medicare's lack of impact on delivery reforms

and cost-effective care was and continues to be its weakest point.

Finally, what was originally intended to be a simple financing

mechanism,turned into a program so complicated that the intended

benefactor often was lost in a morass of rules, regulations and paper

Ashuffling. Beneficiaries are no longer even sure what is covered.

Unfortunately, they have become increasingly aware of what is not

covered.

After 12 years of experience. Medicare has failed to relieve

the economic ruin and tragedy which inevitably accompanies unexpected

ill health.

What does Medicare pay for today? On average, only 38 per

cent of the health bill. For victims of stroke and major surgery

patients, for example, coverage is likely to be far below average

and financial catastrophe is a likely outcome in addition to the

tragedy of catastrophic illness. Medicare has become a program

which sets limits on protection instead of limiting the financial

burden of older people. ♦

Through the extraordinary increase in the deductible under

Part A from $40.00 in 1966 to the recently announced figure of

$160; the simultaneous escalation in coinsurance amounts, and

the rise in the premium under Part B from $3.QQ a month to $8.20

a month in the same time period. Medicare has become a program

which limits access to health care and sick care.
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Through the failure of the assignment procedure for reimburse­

ment of physicians and the lack of any hospital cost controls.

Medicare has become a program which contributes to the erosion of

its own adequacy. It feeds inflation in the health care sector.

A close look at the flaws in the assignment mechanism provides

a good example of a mistake that must not be repeated.

Briefly, the assignment procedure was created to provide a

physician reimbursement mechanism with purported cost controls.

Under the assignment system, a doctor accepts Medicare's customary,

reasonable and prevailing charge as payment in full (less the

deductible and coinsurance).

However, doctors are not obligated to accept assignment in

order to treat a Medicare patient. By refusing assignment, a

doctor instead of billing Medicare, bills the Medicare patient

directly. As a consequence, three serious problems arise. First,

in -billing the patient directly, the burden of being reimbursed

by Medicare falls directly on the patient. Second, the doctor

is no longer constrained to limit his charges to HEW's "reasonable"

rate. Third, that portion of the bill which is in excess of the

reasonable charge not only must come out of the patient's pocket,

but the reason that Medicare does not reimburse the full amount

of the bill is also left unexplained. Thus, patients are left in

the dark as to whether they are paying unusually high physician

rates or for uncovered services.

36-209 0 - 79 - 10



While it is implied that the physician and the patient

can agree between themselves as to the method of payment,

the fact is that the patient has no bargaining power in a

situation where presumably the assignment method is discussed.

The reality of the situation is that the physician can

determine the method of reimbursement which is to be used.

Furthermore, the physician can make that decision with

respect to every Medicare patient he sees and force direct

billing in one case and assignment in another. He can even

use the direct billing method with respect to one episode

and the assignment method in another with the same patient.

Studies, such as those conducted by the Triangle

Research Institute and the Robert Nathan Associates, show

that, in general, doctors force the assignment method where

there is a risk of collection. Consequently, it is more

likely to be used in cases where the bill is large. Therefore,

the assignment system far from being a cost containment apparatus

is in reality a collection mechanism with the government as a

collection agent.

But the problem does not end here. More and more

doctors are refusing assignment altogether. Currently, less

than half the physicians treating Medicare patients are accepting

assignment.
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The problems outlined above are not limited to the assignment

procedure. The lack of universality, uniformity, comprehensive­

ness and the ultimate lack of effective cost control as witnessed

in the assignment system are flaws which show up throughout the

Medicare program.

It is this experience with Medicare— the nation’s largest

public health insurance operation— which we draw upon in hopes

that it will make self-evident to the Congress the elements of

a national health plan that will not duplicate in the future the

mistakes of the past.

Senator Kennedy, as you are aware, the National Council

has supported your efforts and those of the Committee for

National Health Insurance for ten years. NCSC and the more than

three and one-half million seniors we represent has had as its

number one priority the enactment of National Health Security—

reconfirmed as late as our National Convention in June 1978.

We supported National Health Security because it was unique

among the many National Health Insurance proposals. It met the

six major criteria by which health care proposals should be

evaluated:

(1) universality of coverage;

(2) comprehensiveness and uniformity of benefits;

(3) reform of health care delivery;

(4) adherence to social insurance principles in admini­

stration and financing;
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(5) effective cost and quality controls, and

(6) strong consumer representation.

We are equally supportive of the framework for National

Health Security's successor— The National Health Insurance Act of

«1979. The basic design appears consistent with the principles

that our experience indicates are of overriding importance.

The National Health Insurance Act of 1979 adequately pro­

tects the social entitlement principle long endorsed by the National

Council. Universality of coverage accompanied by a single uniform

entitlement card will insure equal access and equal treatment for

all at the point of service delivery regardless of the source of

payment.

While the financing of the National Health Insurance Act of

1979 will be primarily off the federal budget, the basic right

of all Americans to receive high quality health care is unchanged

from the Health Security program.

Although Medicare will be retained in name under the National

Health Insurance Act of 1979, the proposed framework does contain

systematic changes in the coverage, reimbursement practices and *

cost and quality controls in the delivery system so that the

present inadequacies in Medicare are significantly altered and "

improved.

Specifically, NCSC applauds the decision to discard the onerous

deductibles and coinsurance provisions of Medicare. To seniors, the

deductibles have presented an unnecessary burden and all too often
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a barrier to adequate health care. Similarly, the coinsurance

provisions of Medicare have become intolerable as the total cost

of a day in a hospital or a visit to a doctor has steadily increased

Without cost-sharing, the National Health Insurance Act of

1979 could achieve a breakthrough in guaranteeing health care

as a right by assuring that appropriate levels of care will be

* available to all citizens. We believe the administrative effi­

ciencies which would result from the elimination of deductibles,

co-payments and coinsurance will, on balance, effect a saving to the

system, both in dollar terms and in terms of more efficient use

of medical resources and better health.

As delighted as we are to see the elimination of the cost­

sharing mechanisms of Medicare, our members will be equally

pleased by the long overdue reform of the current reimbursement

system. The framework for the National Health Insurance Act of

1979 which prohibits providers from charging patients additional

amounts above those that are negotiated in the budgetary process,

obviates the need for a physician assignment procedure which has

♦  so plagued the Medicare program since its inception. In addition,

prohibitions against direct billing of the patient eliminates

▼  unnecessary and costly administrative operations. At the same

time, it relieves the patient from needlessly complicated paperwork

and the frequent need to pay a bill prior to reimbursement.

The National Council of Senior Citizens is also happy to be

able to tell its constituents that seniors will no longer feel
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pressured to deal with the insurance industry in their traditional

role as underwriters to the extent that they are forced to today.

Private supplementary "Medigap" coverage will not be required to

cover financial gaps that no longer exist.

*With the steadily declining ability of Medicare to meet the

increasing high cost of health care for the aged, many older

people have turned to the private health insurance market for in- *

creased financial protection. In 1974, Medicare paid only 62 per

cent of older people’s hospital bills, and only 52 per cent of

covered physicians' bills. It paid nothing for their out-of-

hospital prescription drugs and medical devices, and next to nothing

(3.3 per cent) for nursing home expenses. Yet even with the advent

of so-called "Medigap" policies, out-of-pocket expenditures by

the elderly have continued to rise.

The growing reliance of older people on private health

insurance over the past ten years is graphically demonstrated

in the attached table. The table indicates that the number of

people over 65 years of age who purchased one or more private

health insurance policies rose from slightly over eight million

persons in 1967 to over twelve and one-half million persons by

1976— an increase of over fifty per cent participation. (The

increase in the over 65 population was less than four per cent.)

Unfortunately, the table says nothing about the rise in dollar

outlays for private supplemental insurance. Our guess is that



♦ 
•

*
«

So
ur
ce
: 

He
al
th
 I
ns
ur
an
ce
 I

ns
ti
tu
te
 a
nd
 H
ea
lt
h 
In
su
ra
nc
e 
As
so
ci
at
io
n 
of
 A
me
ri
ca
; 

So
ur
ce
 B
oo
k 
of
 H
ea
lt
h 
In
su
ra
nc
e 
Da
ta
 f
or
 t
he
 y
ea
rs
 1
96
7-
19
76



146

-li­

the increase in expenditures on private health insurance is likely to

be even more dramatic than the increase in the number of people buying

such insurance.

Today, "Medigap" policies account for over a billion dollars in pri­

vate premium payments by older people. No single policy completely fills

the gaps. Almost 25 per cent of policyholders have multiple policies

which duplicate coverage to a greater or lesser extent. The average loss-

payment ratio of the "Medigap" insurance carriers (i.e., the relationship

between the number of dollars paid out in benefits to the number of

dollars collected in premiums) averages around 50 per cent.

For most people, Medigap coverage is a "bad-buy,” but lack of

coverage is a risk most people can't afford to take— whether it's a bad

buy or not! For those who are "lucky" enough to be paupers or near­

paupers, Medicaid fills the gap.

Certainly, the message is clear. Liberalization of Medicare to

"fill the gaps" by removing deductibles and coinsurance and by add­

ing in-home care to avoid unnecessary and high-cost hospitalization

or long-term institutionalization will be cost-effective. The money

is now being spent in the private market capriciously and wastefully.

A rational National Health Insurance system with built-in cost

controls is a far more efficient way to "fill the gaps."

Senator Kennedy, members of the Committee, as the debate on

National Health Insurance progresses, you can be sure the Council

will actively press for and testify on behalf of the proposed

measures.
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IN SUPPORT OF

THE NATIONAL HEALTH INSURANCE ACT OF 1979  

TUESDAY, OCTOBER 1 0 , 19 78

Mr . C ha ir m an  an d mem be rs o f  th e  S u b co m m it te e  on  H e a l th  

and  S c i e n t i f i c  R e s e a rc h :

My name  i s  C y r i l  F . B r i c k f i e l d  and  I  am E x e c u ti v e  D i r e c ­

t o r  o f  th e  N a t io n a l  R e t i r e d  T e a c h e rs  A s s o c ia t io n  an d th e  A m eri ­

c a n  A s s o c ia t io n  o f  r e t i r e d  P e r s o n s .

Our  A s s o c i a t i o n s ,  Mr . C h a ir m an , h av e  a  com bin ed  m em bers h ip  

o f  12 m i l l i o n  — a b o u t  one f o u r t h  o f  th e  A m eri can  p o p u la t i o n  

o v e r  th e  age  o f  5 5 . Th ey  a r e  o f  e v e r y  r a c e ,  eco n o m ic  s t a t u s ,  

e t h n i c  o r i g i n ,  o c c u p a t io n  and  p o l i t i c a l  b e l i e f .  M ost  a r e  r e ­

t i r e d .  Some  a r e  n o t .

Amid t h e i r  d i v e r s i t y  th e y  s h a r e  i n  common a  minim um  age

o f  5 5 .
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And  th e y  comm only s h a r e  w i th  th e  r e s t  o f  th e  p o p u l a t i o n  

a d e s p a r a t e  need  f o r  q u a l i t y  h e a l t h  c a r e  a t  a f f o r d a b l e  p r i c e s .

T h e i r  n e e d , h o w ev er,  i s  un co mmon ly  i n t e n s e  f o r  tw o 

s im p le  r e a s o n s :

* T h e i r  a v e ra g e  in com e i s  l e s s  th a n  h a l f  o f  *

w h a t th e y  r e c e iv e d  d u r in g  t h e i r  w o rk in g  y e a r s .

( In d e e d , o n e - f o u r t h  o f  a l l  A m eri can s  a g e  65 

and  o v e r  a r e  c l a s s i f i e d  a s  p o o r ,  o r  n e a r - p o o r . ) ;

an d

* Th ey  a r e  s i c k  m or e o f t e n  —  and  f o r  lo n g e r  

p e r io d s  — th a n  y o u n g e r  p e o p le .

T h is  c o m b in a ti o n  o f  r e d u c e d  in co m e an d i l l - h e a l t h  m ak es  

th e  e l d e r l y  e s p e c i a l l y  v u l n e r a b l e  t o  th e  s k y r o c k e t in g  c o s t s  

o f  o u r  p r e s e n t  c h a o t i c ,  u n c o n t r o l l e d ,  w a s t e f u l  h e a l t h  c a r e  

sy s te m .

No on e d e s ig n e d  th e  p r e s e n t  sy s te m  t o  be  t h u s .  S u r e ly  no  

one —  n o r  an y g ro u p  — w o u ld  p u r p o s e f u l l y  d e s ig n  a sy s te m  in  

w h ic h  o l d e r  A m eri can s — th o s e  m o st  in  n e e d  o f  q u a l i t y ,  

a f f o r d a b l e  c a r e  — w ould  b e  d e n ie d  i t s  a c c e s s .  And y e t  t h a t  

i s  i n c r e a s i n g l y  th e  t r u t h  o f  o u r  p r e s e n t  sy s te m .

I t  i s  ti m e  f o r  t h i s  n a t i o n  t o  a d m it  t h a t  o u r  n o b le  i n ­

t e n t i o n s  have  b e en  o verc om e by  o u r  ig n o b le  im p u ls e s .

M e d ic a re  wa s a n o b l y - in t e n t i o n e d  e f f o r t  t o  m ee t t h e  •

h e a l t h  c a r e  n e ed s  o f  th e  e l d e r l y .  And  we have s u p p o r te d  i t  — 

and  s o u g h t  t o  im p ro v e  i t  —  o v e r  th e  y e a r s .  B u t i t  h a s  become
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more a part of the problem than a partial solution.

Beyond its failure to meet the needs of the elderly —  a 

failure already well-documented by your committee— it has be­

come a principal cause of the rampant inflation throughout 

the health care industry.

Its main beneficiaries today are not the elderly for 

whom it was designed, but the doctors, hospitals and insurance 

companies who have made the subjects of our good intentions 

the objects of their search for income and profits.

Instead of Medicare, it should be called "Semicare."

Or perhaps even more appropriately "Doctorcare," for the 

system has served no group so well as the nation's physicians. 

Last year alone their fees increased 50 percent more than other 

consumer prices. Since 1950 their fees have risen 43 percent 

faster per year than non-medical-care costs. The median income 

of physicians in 1976 was $63,000.

As presently designed, Medicare makes doctors both the 

gatekeepers of access to health care and the tolltakers for its 

expenses. They control absolutely the supply and can influence 

assuredly the demand.

Their allies are both the hospitals— which compete more 

for status through expensive, redundant equipment than for

improved service-- and insurance companies, which have created

any array of confusing, wasteful, duplicative-- profitable---
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supplemental coverages.
In no way do we mean to imply that Medicare has been a 

total failure. But perhaps its greatest success will be the 
lessons learned-- and applied---in creating a better system.

We are here today to commend your efforts-- and those of
the Committee for National Health Insurance and the growing
coalition of supporters-- to create a new, workable design
for a comprehensive national health care system. And we are 
here to lend our wholehearted support to that effort.

Clearly piecemeal approaches have not worked. And as 
every other major country of the world has learned, they will 
not work. Required is a comprehensive national health in­
surance program, and we believe, Senator Kennedy, that your 
detailed proposal for the National Health Act of 1979 pro­
vides the basic foundation for building such a program.

We followed with great interest your attempts to develop 
a partnership with the Carter Administration in pursuit of this 
goal. And we fully agree with you that the implementation 
guidelines recently announced are unacceptable.

This new health care system is too vital to admit of 
"trigger mechanisms" that would abort its progress for economic 
reasons unrelated to the system itself.
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If "triggers" be needed, let them be attached to other, 

less-vital programs that might stand in the way of meeting 

this need.
We are particularly pleased that your proposal includes 

five fundamental elements which we consider essential to any 

national health insurance program.

• First, because your proposal defines health care as a 

basic human right and provides universal coverage and compre­

hensive benefits, it fulfills the requirements of a truly 

national health insurance program.

Second, your proposal wisely provides choices among com­

peting modes of delivery within the overall system, with mini 

mum standards. We heartily endorse the provisions which:

* Support the development of Health Maintenance 

Organizations, neighborhood health centers, 

community mental health centers and other 

methods of health care delivery;

* Promote competition among commercial insurance 

carriers, Blue Cross/Blue Shield, and the 

HMO's on the basis of supplemental services;

and
* Provide incentives, for efficiency and savings

* in administrative expenses by rewarding those 

providers with lower costs and penalizing those

». with higher costs.
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I  th in k  i t  i s  im p o r ta n t ,  Mr. C h a ir m a n , t o  e m p h a s iz e  t h e s e  

p r o v i s i o n s  to  an yone  who m ig h t be  f o o l e d  by  th o s e  s p r e a d in g  th e  

l i e  t h a t  th e  N a t io n a l  H e a l th  I n s u r a n c e  A c t o f  1979  i s  s o - c a l l e d

" s o c i a l i z e d  m e d ic in e ."
«r

T hro ugh  i t s  e n c o u ra g e m e n t o f  c o m p e t i t i o n  among p r o v i d e r s  

o f  h e a l t h  c a r e ,  y o u r  p r o p o s a l  i s  f a r  m or e u n iq u e ly  A m eri can  

and  f a r  m or e c o n s i s t e n t  w i th  f r e e  e n t e r p r i s e  th a n  o u r  p r e s e n t  

sy s te m  o f  "m o n o p o li z ed  m e d ic in e "  - -  a  sy s te m  in  w h ic h  s e r v i c e  

s u p p l i e r s  a r e  l a r g e l y  u n r e s t r a i n e d  by  th e  t r a d i t i o n a l  A m eri can  

m a r k e tp la c e  c h a r a c t e r i s t i c s  o f  p r i c e  c o m p e t i t i o n ,  q u a l i t y  com ­

p a r i s o n s ,  t r u t h  i n  l a b e l i n g ,  f u l l  d i s c l o s u r e ,  and  in fo rm e d  c o n ­

su m er  c h o ic e .

T h ir d ,  y o u r  p r o p o s a l  w i l l  c o n t a i n  c o s t s  n o t  o n ly  by  l i m i t s  

on  n a t i o n a l ,  r e g io n a l  an d s t a t e  b u d g e ts  and  by  n e g o t i a t e d  p a y ­

m en t s c h e d u le s ,  b u t  a l s o  by m ea ns  o f  c o n s t r a i n t s  up on  th e  p r o ­

v i d e r s  o f  su c h  s e r v i c e  th ro u g h  u t i l i z a t i o n  an d q u a l i t y  r e v ie w s .

F l a g r a n t  e s c a l a t i o n  o f  h e a l t h  c a r e  c o s t s  in  r e c e n t  y e a r s  h a s  n o t  

b e e n  th e  f a u l t  o f  p a t i e n t s  o r  o f  t h e i r  i n c r e a s e d  de man d f o r  

s e r v i c e s .  Th e g o v e rn m en t an d th e  p r o v i d e r s  b e a r  th e  b la m e f o r  

o u r  f i s c a l  c r i s i s  in  m e d ic in e . We s t r e s s  t h i s  p o i n t  b e f o re  

t h o s e  who a rg u e  t h a t  c o s t  c o n ta in m e n t  sh o u ld  be  e x c lu d e d  fr om  

n a t i o n a l  h e a l t h  in s u r a n c e  an d th o s e  who  w ould  h av e  u s  b e l i e v e  

t h a t  c o p a y m e n ts , d e d u c t ib le s  an d o t h e r  f i n a n c i a l  d i s i n c e n t i v e s  

to  p a t i e n t  u t i l i z a t i o n  sh o u ld  be  i n c lu d e d  i n  n a t i o n a l  h e a l t h
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i n s u r a n c e .

F o u r th ,  th e  p ro g ra m  r e c o g n iz e s  th e  n e c e s s i t y  f o r  a s s u r in g  

p u b l i c  a c c o u n t a b i l i t y  by  r e q u i r i n g  a  p re d o m in a n c e  o f  co n su m ers  

on  t h e  p ro p o se d  P u b l i c  A u t h o r i ty ,  a l l  S t a t e  A u t h o r i t i e s ,  an d 

th e  N a t io n a l  H e a l th  I n s u r a n c e  A d v is o ry  C o u n c i l .

T h is  p r o v i s i o n  w ould  n o t  c r e a t e  a n o th e r  d i s t a n t  u n a c c o u n t ­

a b l e  " b u r e a u c r a c y ,"  a s  some o p p o n e n ts  w i l l  c la im .  To th e  c o n ­

t r a r y ,  i t  i s  a  b o ld ,  i n n o v a t iv e  s t e p  to w a rd  p u t t i n g  r e s p o n s i ­

b i l i t y  b ack  i n  th e  h a n d s  o f  th e  p e o p le .

T h is  p r o v i s i o n  f o r  p a r t i c i p a t o r y  d e m o c r a c t ic  a d m i n i s t r a ­

t i o n  o f  n a t i o n a l  h e a l t h  i n s u r a n c e  may w e l l  p ro v e  t o  be  th e  

s i n g l e  m o st im p o r ta n t  e le m e n t  in  i t s  u l t i m a t e  s u c c e s s .  In  f a c t ,  

i t  ma y p o r te n d  an  e x c i t i n g  new  e r a  o f  c i t i z e n  m an ag em en t o f  an d 

r e s p o n s i b i l i t y  f o r  p u b l i c  p ro g ra m s .

F i f t h ,  th e  p r o p o s a l  s e e k s  to  e n h an c e  th e  q u a l i t y  o f  c a r e  

an d e t h i c a l  p r a c t i c e .  B e s id e s  th e  la c k  o f  c o s t  r e s t r a i n t s ,  th e  

a b s e n c e  o f  e f f e c t i v e  q u a l i t y  c o n t r o l s  i s  th e  m ost  c o n s p ic u o u s  

f a i l i n g  o f  o u r  c u r r e n t  h e a l t h  c a re  sy s te m .

To c o r r e c t  t h i s  d e f i c i e n c y ,  we u rg e  th e  d i s s e m in a t io n  

o f  o b j e c t i v e ,  s c i e n t i f i c  in f o r m a t io n  to  h e a l t h  p r o f e s s i o n a l s ;  

th e  r e v ie w  o f  m e d ic a l an d p r e s c r i b i n g  p r a c t i c e s  by o u t s i d e  p r o ­

f e s s i o n a l s  an d la ym en ; c o n t in u in g  e d u c a t io n  r e q u ir e m e n ts  f o r  a l l  

h e a l t h  p r o f e s s i o n a l s ;  an d an  a r r a y  o f  l i c e n s i n g  r e fo r m s .  R a t io n a l  

m e d ic a l  p r a c t i c e  i s  n o t  o n ly  e s s e n t i a l  t o  p a t i e n t  p r o t e c t i o n ,
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it is also a prime factor in keeping down costs.
Finally, Mr. Chairman, in recognition of the increasing 

aging population and its special concerns, we urge you to con­
sider these recommendations:

r -
Older Americans need a medical system with health pro­

fessionals trained to deal with the clinical, preventive, re­
medial and social aspects of health and disease affecting the *
elderly.

They need a reduction in institutionalization accompanied 
by increased resources of congregate housing, homemaker and 
home health services, non-institutional licensed practitioners, 
and neighborhood-based ambulatory geriatric clinics. They also 
need prescription drugs, mental health care, eyeglasses, hearing 
aids, dental treatment and dentures, podiatry, and ambulance 
and other transportation service.

To those who would dismiss these objectives as excessive 
or impossible, we point out that Great Britain's much misunder­
stood and misrepresented National Health Service provides all 
of these services. It does so for an elderly population which 
is 50 per cent larger in proportion to its entire population 
than our own. And it does so as part of a total health care 
cost which in 1976 was only 5.8 per cent of its Gross National 
Product, compared to U.S. health expenditures of 8.6 per cent

*
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of our GNP.

Senator Kennedy, your proposal applies lessons learned 

and preserves what is good in American health care while 

correcting its deficiencies and insufficiencies.

Still there are many in our country who question whether 

we need or can afford national health insurance.

We believe our nation can no longer afford not to enact 

national health insurance.

And we fully expect that when this goal is firmly achieved, 

it will assume an historical significance comparable to that of 

the Social Security program in enhancing the quality of American

life.
Already our Associations' Boards of Directors have approved 

plans for massive educational, grass-roots advocacy efforts in 

pursuit of this goal.

We value your leadership in this effort, and that of your 

committee. And we look forward to working with you in the com­

ing months to help you and our country make universal and compre 

hensive health care a reality.

-###-

36-209 0  - 79 - 11
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Senator K ennedy. Our next witness is William E. Ryan, senior 
executive vice president of the Blue Cross and Blue Shield Asso­
ciations of Chicago.

STATEMENT OF WILLIAM E. RYAN, SENIOR EXECUTIVE VICE 
PRESIDENT, BLUE CROSS AND BLUE SHIELD ASSOCIATIONS

Mr. Ryan. Good morning, Mr. Chairman.
I am William E. Ryan, senior executive vice president of the Blue 

Cross and Blue Shield Associations. On behalf of the associations, I 
wish to thank  the subcommittee for the oppor tunity to comment on the r-'
outline of the proposed National Heal th Insurance  Act of 1979.

Senator,  our perspective on this proposal is tha t of  an organization 
which provides private ly underwrit ten health-care coverage fo r more 
than 83 million Americans, and which serves another  26 million under 
Government programs. Our experience gives us an understanding of 
the needs of our subscribers and an appreciation of the complex nature 
of health-care financing.

We have had only a few days to study the outline. I ’m sure it was 
not your intention in the document to articulate  the detailed mecha­
nism by which the goals of the  proposed legislat ion would be achieved. 
Accordingly, my comments represent an initial  reaction to the broad 
principles we perceived represented in the proposal. Many of those 
principles are  principles  we have espoused in previous testimony. Blue 
Cross and Blue Shield are committed to tra nsla ting  into public policy 
such common principles as improving access to care, bu ilding on the 
experience of existing private sector carr iers  and other  institutions, 
and using a proper mix of private and Government financing.

Certainly, the stated goals o f your proposal are laudable. I believe, 
however, tha t they can be achieved only if the costs are not excessive, 
there is sufficient thought  given to future  implicat ions and there is a 
broad public and private commitment.

At the risk of stating the obvious, it won’t be easy. There are diffi­
culties. We’ve encountered them in working toward the same goals 
over the years. I think we can be of help in locating and bypassing 
many of those problems.

As I comment on some of the major features  of the proposal, I 
will raise some questions that  must be answered ultimate ly if this 
proposal is to result in action which meets it s own sta ted goals.

Broadly, those questions center on the control of costs, incentives 
for innovation, financing, and preservation of the best features of 
competition within the priva te sector.

The proposed program calls for universal coverage and compre­
hensive benefits. We support these principles so long as there remains 
room for carrie rs to devise distinctive  and competitive programs which 
offer consumers freedom to exercise choice.

The program recognizes the need fo r cost control and a budgetary 
process. Cost containment is an important  objective. The issue is how 
to achieve it. When no o ther alternat ives were available, we favored 
some form of mandated controls to l imit  increased cost and bed addi­
tions, but our experience so far with the volunta ry effort indicates 
tha t it deserves full support.  We a re dedicated to the promise of the 
volunta ry effort and we want to give it every opportunity  to succeed,
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especially since caps are often measures which historica lly have been 
inflationary.

Prospective budgeting and rate setting are main features of the 
proposed program. We favor  negotia ted rates established between in­
dividual carriers and providers where possible. Regulated rates on a 
countrywide basis could stifle ini tiative , sanctify the present system, 
and over time be more rather than less costly.

The area of “s etting” hospital budgets and physician fee schedules 
raises obvious questions. How do the public authority, insurers, 
HMO’s, hospitals and doctors get together  on this?  ITow do we create 

"* such a mechanism without  infusing  it with adversary relationships
which would prove counterproductive in the end? Does the proposal 
equate physician “revenues” with physician “fees” and thus perhaps 
inject disincentives for increased physician product ivity?

* We have questions about the role o f the public authority and the 
State  author ity. The health-care  system today is changing, and for 
the better. We’re seeing innovation in delivery systems; a shift from 
expensive care in inpa tient  facilities to less expensive ambulatory 
programs, and a new emphasis on prevention rather than cure. We 
want to see more simila r changes. Tighter  Federal regulation inap­
propriately  placed may discharge tha t kind of innovation. In prin­
ciple, we see the role of the Federal  Government as one of setting goals, 
establishing guidelines, and enforcing certain standards. We see im­
plementation as the role of the States, following Federal guidelines.

Senator K ennedy. That certainly is our goal. It  is interest ing to 
me tha t you can read the same words and come up with exactly what 
we are trying to do and others read those words and come up with such 
a different interpretation.

Mr. Ryan. I think  we felt it was more of an intervention through 
Federa l mechanism than  what we previously recommended. Over a 
period of time there have been guidelines. If  the State doesn’t follow 
them, then it becomes an obligation somewhere else.

With respect to State  regulation, we question any move tha t would 
fur ther narrow the legitimate elements of competition. Experience has 
shown th at any regulation that  unduly restricts individual consumer 
choice and stifles innovation is counterproductive.

We support the endorsement in the proposal for IIMO ’s. Blue Cross 
and Blue Shield plans have sponsored more alternative delivery sys-

* terns than anyone else and, obviously, we believe they are valuable. 
While they are not  a panacea, enchancing all available alternatives  will 
prevent an arbi trary narrowing of the system.

Many of our tradi tional delivery systems work well and shouldn’t
* be discouraged, and a var iety of new ones in addi tion to HMO’s should 

be supported. However, it is not clear how HMO’s and other alte r­
nate delivery systems are to operate and be regulated vis-a-vis the two 
consortia envisioned in the proposal.

We also see the need for  caution in this  area so as not to discourage 
or preclude the development of new delivery or financing systems. 
Let ’s not rule out the possibility that a better  way exists. There should 
be room within the framework of this  or any future na tional program 
to give someone the oppor tunity and incentive to create a better 
alternative.
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We are pleased to see this proposal suggest private financing for 
those who can afford it. Special attention will have to be paid to the 
temporarily unemployed and those for one reason or another  on mar­
ginal incomes.

I am not commenting at length about the specific concept of an 
eamings-based premium because it is a new one and I don 't fully under­
stand all of its implications. It  appeal's to be administrat ively complex.
We see some potential loopholes. On the surface, for example, there 
appears to be an incentive for some employers to lay off certain em­
ployees and subcontract the services provided by those employees. But, 
again I am going to say, we don’t fully understand the device. An v
analysis of the short- and long-term social and economic effects of 
this aspect of the program would be needed.

How accounts are rated needs to be explained. Because an em­
ployer’s premium rate is a pparently  unaffected by his group experi- 
ence under your proposal, he may very w’ell have little  incentive to 
initiate health education, fitness or other positive health programs in 
the workplace. Lately, we’ve seen a great deal of  interest  by some of 
the largest corporations in the country in such programs. We wonder 
if they will continue if  the employer has less incentive to help keep his 
employees healthy ?

My final area of brief comment is competition, and the impact of i t 
on certain forms of regulation I perceived intended in this proposal.
There appears to be an emphasis on competition within the area of 
retention of premium dol lars for administrative costs and reserves. I 
would like to point out tha t limit ing such retentions beyond a certain 
point, whether by regulation or th rough the demands of competition, 
will limit the  ability of the ca rrier  to undertake  such programs as cost 
containment, innovative delivery mechanisms, or programs to improve 
the quality of care.

Additionally, focusing too tightly on administrative costs ignore the 
fact that  they account for only about 10 percent of the premium dol­
lar, and tha t the greatest potential for savings lies in the o ther 90-plus 
percent.

I believe a good deal of additional thought should be given to the 
concept of equalization. If  I understand the proposal correctly, there 
would be a provision for a tr ans fer  of funds among consortia to coun­
terbalance losses. If  this  is true , then there is certain ly a severe dis in­
centive for each of the consortia to operate in a competitive and efficient v
manner.

An additional question with respect to competition is what to do 
with self-insurance arrangements. They don't seem to fit into the 
regula tory pattern outlined, yet they are an element in health care 
financing today. One of the principles in the proposal is the absence of 
risk selection, but as currently outlined there appears  to be a major 
incentive for all “good ri sk” groups to self-insure. To implement that 
principle, self-insurance programs must be subject to the same provi­
sions that  govern commercial insurers and Blue Cross and Blue Shield
P How the various elements of  the program are implemented is of 
paramount importance. In  recent years, it has been demonstrated th at 
major changes cannot be implemented successfully without undue in-
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flationary impact. The adjustment of supply and demand should be 
staged with overall objectives clearly in mind. In this context, our 
first prior ity should be the low-income groups, some of whom lack 
adequate protection and access to care.

Blue Cross and Blue Shield plans have more experience than any 
other organization, public or private, in the financing of health care 
in this country. We share  a good many of your principles and goals. 
To the extent tha t they correspond with our own, we’d like to help 
realize them. We do have questions, however, and we’d like to share 
them with you in greater  detail.

Thank you again for the opportunity to comment on this out lined 
legislation. I ’ll be happy to address any questions you might have.

Senator Kennedy. Thank you very much. I  thin k this is a very con­
structive comment and it raises a number of issues on which we are 
going to need a good deal of assistance.

On the top of page 3, you talk about creating such a mechanism 
without infusing  it with adversary relationships which would prove 
counterproductive in the end.

There are a number of different items that are going to take a good 
deal of thought  and attent ion and your organization has a breadth of 
experience on these, so we look forward to getting  your opinion.

Your comment has been very constructive.
Let me ask why is it in the Blue Cross interests to get a handle on 

the costs?
Mr. R yan. Mr. Kennedy, we operate in a very competitive field. Over 

a period of  45 years, we have tried to represent our subscribers by hav­
ing them gain access to health care. We were purchasing medical care 
for those subscribers at the best rate possible and still giving those sub­
scribers and the American public access to health care by tak ing away 
the financial obstacles.

We are as concerned as anybody else in this country by the in­
creased costs and the escalation of costs liecause it raises questions and 
problems in the minds of our subscribers.

We feel tha t on their behal f as well as in consideration of our  own 
competitive situation we must work ha rd as f ar as cost containment. 
We probably innovated 15 or  20 various programs both in the hospital 
environment and with the physicians in this country so that  we could 
have such an impact. W e have been criticized. People say what about 
the track record with costs going up the way they are? Have you been 
successful ?

As a matter  of fact, we have. We can demonstrate it both inst itu­
tionally and professionally.

Senator Kennedy. What is the increase cost in your premiums?
Air. R yan. Well, Senator, when we talk about our premiums, we are 

talk ing about individually  experience-ra ted groups. On the  average, I  
am presuming that the last 4 or 5 years has been-----

Senator  K ennedy. Th at is enormously impor tant, you understand.
Mr. R yan. Surely. Obviously our rates reflect two th ings : They re­

flect the cost of the care, either  institu tional or professional. I f I could,
I would almost put the emphasis on the side of utiliza tion of care, both 
institu tional  and professional. We have seen over the  last 10 years the 
increases that  you and Government employees have experienced in the 
Federal employee program.
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A great deal of th at is as a result of general inflation, bu t also costs 
have risen as a result of increased use and increased demand. I think 
we have to address the whole idea of supply and demand.

If  you place a whole new comprehensive program into effect imme­
diately, we are going to have the same result we had at the inception of 
medicare and the same result  we got when we expanded medicare to 
nursing homes. You have this  flood of demand which outstrips the 
supply and then you find yourself with the question.of increased costs 
and utilization. These are the things tha t Blue Cross-Blue Shield are  
concerned with.

Senator Kennedy. Thank you very much.
Mr. Ryan. Thank you, sir.
Senator Kennedy. Our la st panel consists of William P. Thompson, 

stated clerk, General Assembly, United Presbyterian Church in the 
United States of America, and president  of the National Council of 
Churches of Chri st; Rabbi Richard S. Stemberger, director, Mid- 
Atlan tic Council, Union of American Hebrew Congregations; and the 
Reverend Monsignor Francis J . Lally, secretary, Departm ent of Social 
Development and World Peace, United States  Catholic Conference.

Before we get started, there is a vote, and I will just go over and vote 
quickly and come back.

We will recess for about 5 minutes and then resume.
[ A brie f recess was taken.]
Senator Kennedy. Come to order.
William P. Thompson.

STATEMENTS OF WILLIAM P. THOMPSON, STATED CLERK, GENERAL
ASSEMBLY, UNITED PRESBY TER IAN CHURCH IN  THE  UNITED
STATES OF AMERICA, PRESIDENT OF NATIONAL COUNCIL OF
CHURCHES OF CHRIST; AND RABBI RICHARD S. STERNBERGER,
DIRECTOR, MID-ATLANTIC COUNCIL, UNION OF AMERICAN
HEB REW  CONGREGATIONS; AND REV. MSGR. FRANCIS J. LALLY,
SECRETARY, DEPARTMENT OF SOCIAL DEVELOPMENT AND
WORLD PEACE, UNITED STATES CATHOLIC CONFERENCE

Mr. Thompson. Mr. Chairman, as you have indicated, my name is 
William P. Thompson. I am stated clerk of the General Assembly of 
the United Presbyte rian Church in the United  States of America, 
and I  currently serve as president of the National Council of Churches 
of Christ  in the United States of America.

I am joined this morning by Kabbi Richard S. S temberger , director  
of the Mid-Atlan tic Council of the Union of American Hebrew 
Congregations.

In presenting testimony to the subcommittee today each of us speaks 
for the policies of his own governing body and in my case, th at is the 
General Assembly of the United Presby terian Church in the United 
States of  America.

In 1971, the general assembly of my church adopted a policy state­
ment entitled, “Toward a National Public Policy for the Organiza­
tion and Delivery of Health Services.”
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A subsequent general assembly received a policy statement which 
was adopted by the  appropriate administrative body responsible for 
such services entitled, “Health Ministries and the Church.”

Also in preparing  th is testimony, we have been guided by a policy 
statement of the Inter-Religious Coalition on Health  Care which in­
cludes representatives of Catholic, Jewish, and Protestan t organiza­
tions. Tha t s tatement is en titled, “The Need Fo r a New Health  Care 
Policy in the United S tates .”

I ask tha t these three documents be made a par t of the record.
Senator K ennedy . They will be made a part of the record.
[The material refer red to follows:]
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FOREWORD

In June 1971 a group of staff people responsible for serv ices and social 
action in the area of health and welfa re from several religious groups 
was convened by the National Council of Churches to discuss mutual  
concerns about health care in the United States.

At that time each organization was at some stage in the process of de- 
•* veloping or implementing a policy statement on health care in the

United States. Religious organizations are conc erned about the whole­
ness of persons as children  of God and there fore about their physical and 
mental health. For this reason the emergence  of health care as an ur- 

- gent national concern  confronted religious groups with an imperative to
care and to act.

Without losing sight of the crucial importance of human problems af­
fecting health—such as pollution, hunger, poverty, and war, and of 
ethical issues arising out of new biomedical technology—this statem ent 
will be direc ted to the provision of personal health care. This choice is 
made because of the imminence of federa l legislation dealing with this 
subject.

Our regular meeting served to keep  us informed about the content 
and process of policy development in our respective  organizations and 
steps being taken to implement policies.

In order to test the extent of agreement amon g us, Edw ard Krill of the 
U.S. Catholic Conference very generously agreed to formulate a com ­
posite statement based on positions already ado pted by our organiza­
tions. W hile we expected  general agreement  on the nature and extent of 
the problem, we were  encouraged to find that there  was also substantial  
agreement on the goals toward which efforts  at solution should be 
directed.

It seemed feasible, therefore,  to attempt  to prepare a docum ent which 
would represent  the bes t judgment of members of the Task Force. While 
this document draws  heavily on policy statements of several organiza­
tions, it does not speak for our respective organizations. Rather, its pur­
pose is to speak to  members of our organizations, particularly to those 
who influence decision-making in churches,  synagogues, health and wel- 

* fare agencies, and in communities. Members of the Task Force  are com ­
mitted generally to the point of view expressed here and we believe that 
it is consistent with policies of religious organizat ions which have 
adop ted policy positions on health care.

2
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A RELIGIOUS PERSPECTIVE
Our vision, illuminated by the Judeo-Chris tian understanding of his­

tory, sees that God’s holy purpose  is for mankind to be of worth and to 
be well, to be  healthy and to nu rture health for one another. The vision of 
faith sees the present reality in the light of what might be. Pain that is 
unavoidable can be accepted but ill-health that we have the knowledge 
and resources to avoid is intolerable.  We acknowledge a commitment 
under God, to exercise publ ic compassion  and justice for all people of 
our land and to increase the well-being of all.

The pivotal issue, underlying discussions of all proposals for national 
health programs, deals with an emerging social philosophy regarding 
health care. This philosophy affirms that the availabili ty of good health 
care is a right, to be enjoyed by all citizens—rather than a privilege to be 
limited by considerations of race, religion, political belief,  or economic 
or social conditions. Therefore, our goal is that each person receive suf­
ficient health care of good quality  as a right and as a recognition of the 
dignity of man.

In an affluent society the provision of adequa te health care is feasible. 
There fore,  unimpeded access to it should be  a legal right of all citizens, a 
corollary to the right to life itself. The responsibi lity for fulfilling this 
right rests with both the individua l and society.

We recognize that we are each  involved in self-health care, in mutual 
health care in our primary social groups and in supporting  health care 
services at home and abroad. What happens to our neighbors’ health 
happens to us. An epidemic  knows no political or economic or social 
boundaries . Residents of Keokuk or Chicago suffer ravages of Hong 
Kong flu just as residents of Asian cities and hamlets.

The development and preservation of good health requires a national 
commitment with well defined purposes and explicit goals. We believe 
that health care in the United States, though now substantia lly an en­
deavor of private and independent sectors, cannot be left to private re­
sources and private  initiatives alone. We believe  the general  public has 
direct responsibilities for designing  and developing a comprehensive, 
publicly-oriented national health policy, which will make real the rights 
of individuals and the responsibilities of society.

The  development of a comprehensive, morally defensible  health care 
policy in the United States is not solely the responsib ility of health care 
providers, whose knowledge and skill and art make super ior health care 
possible for many. Our whole society gives priori ty to the production 
and consumption of goods, to profit-making and the defense of wealth, 
neglecting basic human needs. Therefore,  all members of this society 
share responsibility for determining what objectives and priorities 
should be in health care.

3
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Health Care Crisis
President Nixon, in Ju ly of 1969, said, “We face a  massive crisis in this 

area (of health care) and unless action is taken, both adminis tratively 
and legislatively, to meet that crisis . . . we will have a breakdown in 
our medical care system which could have consequences affect ing 
millions of peop le throughout this cou ntry .”

In 1971 the report of the Citizens Board of Inquiry into Health Ser­
vices for Americans stated (inter alia):

“Americans are angry and frust rated  abou t health services. . . . The 
anger is intense. It springs from frustrat ion with efforts  to obtain health 
services from doctors,  hospitals, health departments  and a host of pro­
grams and agencies that are involved with the delivery of health care. 
Anger also comes from exasperation that conspicuous deficienc ies are 
met by a succession of studies and, at best, ineffec tual efforts at reform. 
Let there be no mistake. The anger is we ll-founded. The deficiencies are 
real.”1

Dr. Herman E. Hilleboe, in the 11th Bronfman Lecture to the Amer­
ican Public Health Association attributes to the late Walter Reuther 
speaking in 1968 the following: “. . . thirty million Americans live in 
pover ty even though we have a Gross National Product of one thousand 
billion dollars. Let’s face it; the poor are  shut out  of  affluent society. Few 
other aspects of American life than health display a g reater gap betw een 
promise and perf ormance —reason enough for a high priority  for health. 
The American consumers are subsidizing a non-system that fails to deal 
with basic health needs  at a cost of two-and-one-half times the general  
price level. No amount  of mental or moral gymnastics  or c lever Madison 
Avenue public relations can hide the ugly facts abou t the failure of our 
health system.”2

Although the United States spends a larger percentage of its Gross 
National Produc t and more money per person  on health care than any 
other nation, we are slipping in our ranking among the nations on key 
health indexes. Since 1950 we have gone from first to seventh in mater­
nal mortality, from seventh to fourteenth in infant mortality, and pres­
ently rank eighteenth in male life expectancy. In 1970 white infant 
mortality declined, while non-white infant mortality , nearly tw ice that of 
whites, rose significantly. Non-whi te mothers die four to five times as 
often in childbirth. A poor person is four times as likely to die by age 35. 
Clearly, Americans are not getting  the health care  they have a right to 
expect.

Specific Problems
1. Shortages, misuse, and maldistribution of personnel and facilities

There is inequitable distribution of health care resources, severe short- 
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ages of some kinds of health care personnel, and lack of medical facil­
ities in many communities. Important sectors of the comm unity  are not 
able to obtain adequate health services; these groups include the poor, 
people in rural areas, and in recent  years they increasingly  include 
middle-income families. There are severe manpower shortages in the 
health service fields: primary care  physicians, nurses, technicians and 
suppor tive services. The numb er o f physicians provid ing primary patient 
care has decreased from 103 per  100,000 population in 1950 to 90 in 
1971, although there is an increase in the number of physicians in all 
forms of  service and  the total num ber per 100,000. Moreover, health pro­
fessionals are not equitably distr ibuted geographically. In California 
there is a practicing physician for every 625 persons, twice  as many as 
in seven other  states. There are  over 100 counties in the United States 
with no physician. Urban  ghettos  have lost most access to personal 
physician care.

Inadequacies in health care  are not entirely due to a shortage of facil­
ities and professional personnel. The re is inefficient utilization of per­
sonnel and facilities that do exist.

2. Costs and financing
a) Spiraling costs have plac ed adequa te medical care  beyond the 

grasp not only of 45 million persons below or near the poverty  line but 
also of many middle-income families. The cost of health care  has been 
rising much more rapidly  than other items in the consumer price  index. 
In terms of 1967 dollars, for example, food that cost $74.50 in 1950 cost 
$119.20 in 1971. The total bill for personal health  care  for Americans 
(combining private and public payments ) rose from $12.1 billion in 
1950 to $26.4 billion in 1960 to $75 billion  in 1971.3

One factor  in inflating costs is lack of coordination and planning in 
acquisition of expensive equipm ent. One study4 showed that almost one- 
third of those hospitals with expens ive open -heart surgery  facilities had 
not used them in a year. Unless there are adequa te mechanisms to con­
trol the factors producing higher costs, larger and larger segments of our 
populat ion will not be able  to afford  medical care.

b) Financing—There is no comprehensive system for f inancing  health 
care in the United States, one which equitably distributes costs. There  
are many governmental  and private systems, each reaching a segment 
of the population with varying degrees of effectiveness. During the dec­
ade of the 1960’s approximately one-third of consumer health  expend i­
tures were  met by health insurance.5 One program, Medicaid , designed 
to prov ide care to the medically  indigent failed to do so to a substantial 
extent. An HEW Task Force on Medicaid and Related Programs in 1970 
reported: “only about one-thi rd of the 30 to 40 million indigent and 
medically indigent who could potentia lly be covered (by Medicaid) will 
in fact receive services . . “the cost of covering less than one third has 
exceeded earlier estimates of the cost of covering the whole medically 
depr ived populat ion.”6
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Especially vulnerable in the under age 65 population are 132 not 
covered by hospitalization insurance, 202 without surgical insurance, 
and 572 who have no insurance to cover visits to d octor’s offices or home 
calls by physicians. Insurance policies are designed with the c ompany’s 
rather  than the consum er’s interest in mind.7 In 1969, 17 cents out of 
every dollar paid to an insurance company in health insurance pre ­
miums were retained  for operating  expenses, additions to reserves and 
profits. The comparable  figure for Blue Cross-Blue Shield plans was 4 
cents.8 The cost of administration  of public  programs from fiscal 1968- 
1971 was 2.62 of total expenditures .9

Policy-holders in private  insurance companies, including Blue Cross 
and Blue Shield, are unprotec ted or unde r-protec ted when they most 
need help: when they face extraordinary  medical expenses or when they 
seek preventive care to avoid  future expenses. This distorts  priorities of 
care and interferes with effec tive functioning  of  the health care system.

3. Inadequacies in the delivery system
Health services are fragmented,  with wide gaps in service, failing to 

provide continuity of care. This is particularly true when the patient may 
require attention by his family physician, one or more specialists includ­
ing surgeons, convalescent  care, and post-hospita l follow-up care. Even 
a person with substantial resources now has troub le making  effective 
use o f a fragmented system. A low-income person finds it well-nigh im­
possible.

The  current  emphasis in medical care is on treatmen t of crisis ill­
nesses, with relatively limited attention  to “health main tenan ce’’ which 
would include prevention, early detection, and treatment during the 
initial phase of the illness.

Many factors contr ibute  to denials of health care: inability to pay, 
distance  from resources, discrimination based  on race or ethnicity, 
place of residence, and ignorance regard ing rights. Treatm ent of disease 
for a fee has all too often preoc cupied providers to the neglect of health 
promotion and prevention of illness.

4. Lack  o f controls fo r assuring quality care
There are substantial variations in the quality of medical care. One is 

impelled  to conclude that existing mechanisms are inadequa te to assure 
quality control at reasonable cost, particula rly for health services given 
outside a medical institution. Hospitals have medical reviews by peer 
groups, supervision by chiefs of staff, or other  internal controls. The ef­
fectiveness of these contro ls varies widely and in many cases is seriously 
deficient.

For patients outside a hospital, controls tend to be  limited to consulta­
tion or malprac tice suits. The re is no unified control system, but rather  
an agglomeration of relative ly independent,  self-regulating and diverse 
enterprisers and enterprises.  The accreditation of hospitals, for example, 
is carried out by the Joint Commission on Accred itation of Hospitals, 
which is mainly supported by and contro lled by The American College
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of Physicians, American College of Surgeons, the American Hospital 
Association, and the American Medical Association. All four are orga­
nizations of providers. The Joint Commiss ion itself has no effective voice 
of consumers in its policy-making and standard-se tting decisions. Blue 
Cross Associations, which are supported by its subscribers, a re governed  
by Boards of Directors consisting mostly of health service providers or 
their representatives.

• • •
These problems are individually identi fiable  but  interrelated. They 

reflect the fact that there is no national  health policy that provides for 
the development, organization and delivery  of comprehensive health 
care. In the absence of such a policy, unified goals and co ordinated plans 
for meeting  the nation’s health needs  do not exist. What is need ed first 
is a national policy, which is based on the interre latedness of relevant 
factors and which in turn furnishes the basis for a comprehensive health­
care plan.

The following principles and recommendations are presented in an at­
tempt to indicate  some bases for such a plan.
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PRINCIPLES AND IMPLEMENTIN G  
RE CO MM EN DA TIO NS

I. The World Health Organization  has stated:
Enjoyment of the highest attainable standard of health  
is one of the fundamental rights of every human being
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without distinction of race, religion, political belief, or 
economic and social conditions.

Programs in the United States for financing and delivering health care 
should meet this standard.

II. Since health care systems vitally affect  every body, rich and poor, 
they must be accountable there fore to the general  public  at all levels of 
policy formulation and administration. Consumers (i.e. non-prov iders) of 
health care must have a primary role in defining goals and establishing 
guiding policies of the system.

1. Local communities should be empowered, under a national health 
policy, to define goals and to obtain services they need. Responsi­
bility should be vested in a community health care  policy-making 
body which will be composed in such a way that the dominant 
voice in decision-making shall be that of consumer representa tives. 
These representatives should be accountable to organizations of 
people who do not derive any part of their income from provision 
of health care or the health industry.

2. Professional judgments and responsibil ity of physicians for diag ­
nosis and treatment of individual patien ts should be assured.

3. Patients’ right of choice  among alternative providers and trea t­
ment plans should be protec ted.

4. There  should be systematic efforts to develop an informed public 
that has increasing competence to make wise decisions and to c re­
ate systems conducive to personal and corp orate health.

5. The national health care system should provide for flexibility and 
pluralism in policy-making organizations to allow for regional dif­
ferences and local self-determination of health priorities, for 
changing consumer dema nds and prov ider  services.

III. The Health Care  System should be comprehensive with respect  to 
services and facilities provided and to participat ion of all relevant 
groups in planning and administration.

1. The following personal health services are essential and should be 
made available to all peop le in the United States:

a) ready access to primary health care and ready referral for p re­
ventive and curative services, w ithout exclusion.

b) Emergency care.
c) Hospital inpatient  and outpat ient services, clinic serv ice for 

diagnosis and acute  short-term care for both physical and 
mental illness.

d) Long-term hospitalization or other  extended care in facilities 
which provide nursing, therapeutic and rehab ilitative services 
for both physical and mental illness.

e) Dental care.
f) Prescribed drugs.
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g) Home health services, outreach and intake sen-ice, including 
transpor tation, nutrition consultation, personal and family 
health education, medical social services, physical therapy.

h) Family planning services. (It is to be unders tood that such ser­
vices should protec t the voluntariness of parents and that abor­
tion is not considered a meth od of birth control. Moreover, the 
rights of health care personnel to refuse cooperation  in family 
planning efforts should be respected.)

2. There  should be comprehensive, coordina ted planning and admin- *-
istration of health care, with public ly disciplined participation of 
practitioners and support personnel (such as health technicians, 
paraprofessionals, volunteers, etc.) to provide for maximum app ro­
priate utilization of neighborhood ambu latory care units, general *
hospitals, medical research and  teaching centers, and other spe­
cialized formal and folk resources, and to achieve functional co­
hesion.

3. Provision should be m ade for con tinuity  in keeping  and using med­
ical and social records.

4. There should be appropr iate  comm unity  action to stimula te and 
develop competence  for self-care and mutual primary group care.

5. New incentives should be dev elop ed to increase  the availability 
and integration of  heal th pract itioners with diversified c ompetence 
and for local comprehensive community  care programs.

6. Physical and mental health programs  should be integra ted.
7. Provision should be made  for regional health structures provid ing 

and appropriately relating essential research, training, specialized 
services, primary ambula tory care, hospitalization, preventive  and 
health promot ion programs.

8. Isolated persons and small communities  should be provided all 
needed regular services through  local health care  units with trans­
portation furnished to enable  persons to have services of special­
ists and specialized facilities when they are needed. Such com­
munities should have e ffective voice in decid ing how the full range 
of services should be made available to them.

9. The quality  of services should b e controlled through organized and
objectively adminis tered consumer and professional medical eval- unations. These mechanisms should  include an effective form of
peer group  review, with ade quate  input from consumers  and other 
non-professionals.

IV. Funds to support the health care  system should be secured through 
means that are fair and equitable. Social insurance principles which 
spread the risk among a large population should be operat ive. Funding 
devices which discourage good personal  health practices essential to 
health maintenance and preventive care should be avoided.

1. A National Health Fund should be established and maintained at 
9
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the optimum level by taxes levied according to ability to pay.
2. Direct payment to provide rs for health services at the time care is 

given should not be required of the individual  patient or his fam­
ily, except as there is ability and desire to secure  services beyond 
the comprehensive quality care available to all peop le covered by 
the National Health Fund. If it is deemed  necessary to p rovide for 
deductibles (i.e. paym ent by patien t of a state d sum toward each 
service utilization) in the years of transition to a national health 
insurance system, the amount  should be reasonable and consistent 

* with ability to pay.

V. The health care  delivery system should  be  designed to implement the 
princip le that health care is a right to which every person is entitled.

«• 1. There  should be state, regional, or community  health authorities,
each serving a popula tion large enough to require all the facilities 
and personnel for comprehensive health care, but  small enough to 
enable communities through individuals and representative groups 
to design and control their delivery system.

2. Each state or regional  health agency must arrange  for the prov i­
sion of essential personal health care to all people in its jurisdic­
tion, using w hatever agencies for service delive ry and methods  of 
payment will most effectively meet these needs. Federal guide­
lines shall provide incentives to supp ort programs  of prevention 
and early diagnosis and to assure essential services to isolated in­
dividuals and small communities.

3. The national health authori ty shall requi re that mechanisms and 
procedures shall be established in each state or region to assure 
that both quality of care shall be maintained and the circum ­
stances of delivery  shall be acceptable to the people served.

4. In selection of staff and in provision of services all forms of dis­
crimination shall be eliminated: of race, creed , ethnic  background, 
sex and age. Staff able  to speak the language of consumers of the 
service should be provided.

VI. All necessary components for the provision  of health  care shall b e 
planned for and adequately supported.

1. Manpower. There shall be effect ive utilization of all types of 
« health manpower : professional, paraprofessional  and non-profes­

sional. In areas where some types are in short supply,  provision 
should be made for professional educat ion, technical training of 
additional persons, or relocation of an existing surplus from else- 

» where by provid ing appropr iate  incentives and career opportuni­
ties. This will involve:
a) Making an inventory of existing health manpower as to number, 

types of competences, and location;
b) Identify ing shortages and surpluses, maldis tribut ion and inef­

ficient use of manpower;
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c) Improving and making bet ter  use of educat ional resources al­
ready available and, when necessary, creating new educational 
programs to fill shortages in health personnel;

d) Eliminating shortages caused by limited access to professional 
education;

e) Utilizing health personnel from other countries with due con­
cern for the health needs o f the countries from which  they come.

2. Research. A certain proportio n of the National Health  Fund
should be earmarked for research into causes and cures for dis- r-
eases threatening the health of Americans and for studies to ex­
plore more effective methods of delivering health care. The na­
tional health agency should contr act with national, state, or local 
agencies or institutions for stipulated research projects, accord­
ing to a national plan based on information from all regions of the 
country, from all professional health disciplines, and from con­
sumers represent ing all economic and ethnic groups.

3. Facilities. The deve lopment of facilities for provision of health 
services should reflect community-determ ined needs for services.
This will call for health planning agencies (cf. II above) at local, 
regional, and national levels which are given responsibi lity and 
authority to do the following:
a) review service programs of all health providers in their areas;
b) determine needs for service independently  of existing service 

patterns;
c) make public the information about differences betw een needs 

and services;
d) formulate a plan for facilities and services which will function­

ally correla te facilities, services, and needs.

Role for Churches and Synagogues
Members of the Task Force believe  that churches and synagogues, 

specifically because they are religious organizations, have a responsibil­
ity to participate  in the great national debate  on changes in the health 
care delivery system. Human rights and the dignity of persons are ill- 
served by much of the present health establishment. This is a violation 
of moral principles and calls for thoughtful and determined action on the 
part of organizations.

Our Judeo-Christian faiths are founded on convictions abou t man as 
well as convictions about God. These convictions must be  made relevant 
by working  for a program of legislation which will make possible the 
physical and mental health of the peop le of the United  States, and by 
working with others in achieving the same goal for all people .
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HEALTH PO LICY

A Statement of the 183rd General Assembly (197 1,  of the 
United Presbyterian Church

TOWARD A NATIONAL PUBLIC POLICY FOR THE ORGANIZATION 
AND DELIVERY OF HEALTH SERVICES

In tro du ct ion

" I have come tha t men may have l ife , and may have i t in all its f ul lness."
John 10 :10  (NEB,.

A.  Our vis ion , illuminated  by the  Judaeo-Christian understanding o f hi story,  sees that 
God 's ho ly purpose is fo r mankind  to  be o f w or th  and be well , and to  be in  health 
and nu rtu rin g health fo r one anoth er,  in inst itu tio ns  and with  the  whole wo rld . In 
fa ith  ou r vision sees both the  prom ise and the present reali ties and faces up to  ill 
health and its causes, because it kno ws a well-being,  a life  in wh ich  we share despite 
disabilities and illness. We acknowledge a commitm en t under  God, to  exercise 
publ ic compassion and just ice fo r all citizens  o f o ur  land, and th erefore,  to  increase 
the  publi c well-being.

We kn ow  health is a mutual enterprise , "eve rybo dy ’s business." We recognize tha t 
as Presbyterians we are each involved in self health care, in mutual  health care in 
our prima ry social groups and in support ing  heal th care services at home and abroad 
among and fo r ou r neighbors. What  happens to our neighbors' health happens to us. 
We are all involved di rect ly  and indi re ct ly  in meet ing health care needs, just  as 
sig nif ica nt ly as we are each consumers o f health care. By the same pa rtic ipa tion, 
we are each both shapers o f societal and gove rnmenta l polic ies concern ing health 
care and recipien ts o f t he  fr ui ts  o f those polic ies.

In the  face of  those mutua l responsibili ties , we confess mutual cu lpab ili ty  for the 
fractu red  and ailing co nd itio n o f health care d elivery in ou r na tion, toda y,  and for 
the shortsightedness o f ou r na tion in fai ling  to  partic ipa te appro pr iate ly in the  
developmen t o f effective health care fo r all the peoples o f the earth.

We do rejo ice in the care and de vo tion,  the  art and sk ill o f a g row ing  com pany o f 
health care providers,  as we rejo ice in the exp los ion of medical science and 
tec hnolo gy , and in the innova tive  inst itu tio na l and systemic ef fo rts  th at lead tow ard  
a more effe ctive delivery  o f heal th care.

B. We fin d that  our  society  is giving highest p riori ty  to  the produc tion and 
con sumption of  goods and to  prof it-mak ing and to  the defense of wealth  to  the 
neglect o f basic human needs inc lud ing  health.

President Nixon,  in Ju ly of 1969, said, "We face a massive crisis in th is area (of 
health care) and unless ac tion is ta ken, both adminis tra tively  and leg isla tive ly, to 
meet that  crisis w ith in  the  next tw o to  three years, we w ill  have a breakdown in 
our  medical  care system wh ich  could  have consequences af fecting  mi llio ns  of  
people through ou t th is  c ountry ."
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For tune, in January, 1970, described the crisis: "American medicine, the pride of  
the nation fo r many years, stands now on the  b rin k o f chaos."

The worsen ing heal th care crisis is characterized by the continu ing  lack of  a com­
prehensive nationa l health po licy and program reflected in inequitab le d is tri bu tio n 
of  health care resources, severe shortages o f health care personnel , lack o f medical  
facili ties, spiral ing unbearable costs fo r services, and an inadequate  de fin ition  of  
health care fo r ou r time.

National Priorities and Health Policy

A. We believe that  good hea lth is one o f the  nation's most valuable resources, im po r­
tant  no t on ly  to  the  wel l-be ing o f ind ividuals bu t also to  the  na tion. The develop­
ment and preservation o f good health requires a national comm itm ent with  well 
defined purposes and ex plic it goals. We believe that  heal th care, though  now  pre­
domina nt ly an endeavor o f private and independent sectors, cannot be le ft  to  
private resources and private init iatives  alone. We believe the general public has 
direc t responsibi lities in redesigning and deve loping a comprehensive, pu bl icly-  
oriented national health po licy.

B. We fin d that  there is no nat ional health po licy that  provides fo r the  developmen t 
of  the  organization  and delive ry of  comprehensive health care. In the absence of  
such a po licy,  un ified goals and coordinated  plans fo r meet ing our nat ion's health  
needs do not  exist.  The confusion over goals is the  major obstacle to  an effe ctive 
system o f organization  and del ivery of qu al ity  health care. It  is crucia l, the refore , 
that  there be a nat iona l po licy to  guide the res tructu ring o f responsib ility  and 
accoun tabi lity  w ith in  th e heal th care enterprise.

C. The refore , we recommend that :

1. There be developed a national po licy leading to  a comprehensive system 
of health care wh ich  shall:
a. Be accountab le to  the general public;
b. Make all services and benefits  available t o all persons in the  United  

States;
c. Be adm inistered by a single nationa l heal th agency w ith  power to  

enforce standards to  provide the  highest qu al ity  health care 
possible.

2. The purview  of  the  nationa l health agency include , w ith in  the  fu ll range 
o f public , private and vo lun tary health fac ilit ies , service and agencies:
a. Health prom ot ion,  health maintenance, preven tion  o f illness, d i­

agnosis and t reatmen t of disease, and reha bi lita tio n;
b. Research and planning:
c. Manpower  deve lopm ent  and deplo ym en t;
d. Financing;
e. Evaluat ion and assessment o f needs and services, and recommenda­

tions fo r imp rovement  and their imple me nta tion;
f. Op tim um  development  of  each phase o f da ily  ac tiv ities, such as 

school and place o f wor k,  as the setting fo r heal th care.
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Process o f Acc ou nt ab ili ty  in the Health Care System

A. We believe that  health care is eve rybody's business, a mutua l enterpr ise.  Health 
care must be accountable  to  and under the contro l of  the general publi c wi th  
decent ral iza tion  of  au thor ity  to  make  it  responsive to  the  needs and desires of  
local com munit ies  and e ffective in pro vid ing  consumer care.

Of paramount importance in the deve lopm ent  and imp lem entat ion  o f publi c health 
polic ies is the  involvement o f the  consumer  co mmun ity . The invo lvements  of th e 
consumer stems no t on ly fro m his self -inte rest  in sharing the  benefits  o f health 
sciences, techno logy and ski lls,  bu t also from  a concern fo r the right  o f all men to 
adequate health care based on  need rather tha n on the  abili ty  t o pay as the  present 
system requires.

New fro nt iers  in health care shou ld develop a system that  w ill  achieve pa rtic ipa tion 
of  all segments o f society in de fin ing  object ives  and pri ori ties, guiding  change and 
development in health care resources and services, and in surve illance o f the  per­
formance and responsiveness o f the hea lth care system.

B. We find no unified control system, bu t rather an agglomeration of  relative ly inde­
pendent, self-regulating and diverse enterprisers and enterprises. Some are harm­
fu lly  comp eti tive, and almost none is effec tively  accountable to  the general pub lic 
and consumers o f health services. There are current vested interest groups that  
resist redefin ing  purposes and goals. The consumer must help  red irec t policies  and 
procedures. Therefore, the empow erment  of  consumer groups as a d is tin ct  e lement 
in pol icy-ma king and program development  is essential. Otherw ise,  the  current 
arrangements fo r delivering  health care w ill  continue  to  be dysfunct iona l. We w ill  
con tinue to  have a shortage and impro per ut iliza tio n and maldistr ibut ion o f health 
personnel and fac ilities,  and we w ill  cont inu e to  have costs spiral ing beyond  the 
reach o f the vast majo rity  o f people.

C. The refore , we recommend that:

1. The  complex issue of  health and heal th care be redef ined as a public 
issue, a ffec ting  rich and poor al ike , rather tha n a professional and manage­
ment problem to  be solved by a few,  whether in public o r private capaci ties;

2. The organiza tion  and delive ry of medical and othe r health services be 
di rect ly accountable to the general public ata ll levels of po licy fo rm ulat ion,  
de termina tion, and a dm inist ra tion;

3. Local consumer groups be emp owered, under a national health po licy,  to 
def ine goals and obtain what they  need, as well as to  check and balance 
the  providers o f health  care services;

4. There  by systematic ef forts  to  develop an info rmed public th at  has in­
creasing competence to  make wise decisions and to  create systems con­
ducive to personal and corporate hea lth;

5. Qu al ity  control o f services de livered be established through organized and 
ob jec tively  admin istered consumer and professional medical eva luat ion;

6. There be flexi b ili ty  and plurali sm in the  pol icy-making organization  o f the 
system to  allow  fo r regional differences and changing de fin ition s of  con­
sumer demands and prov ider  services;

7. There be established national guarantees and mechanisms for the  execution 
of po licy to  pro tec t the  right  o f the  pat ient  and phys ician to  make free 
decisions about  medical treatmen t.
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The Delivery o f Health  Services

A. We believe that  the value o f persons requires that  each person have fu ll access to 
essential services w ithout regard to  abili ty  to  pay and on terms that  enhance the 
dign ity  of  ind ividuals. We believe that  the needs o f the who le person must be 
addressed in the co ntex t of  his whole  milieu. We understand such care to  include  
atten tion to  phys ical and dental, men tal, social and env ironmental needs. We be­
lieve th at  on ly  w ith  a co nt inui ty  o f personal rela tionships in a heal th provid ing  
comm un ity  and a co ntin ui ty  of  access through comprehensive health services w ill  
adequate care be achieved. We believe that  an understanding of wh at a person can 
do ind ividu al ly and in his primary social group to  pro mo te and protec t his own 
health has high p rio ri ty  fo r deve lopmenta l assistance. We believe that  personaland 
local se lf-dete rmina tion o f health pr iorit ies is necessary f o r the pro per co rre lat ion  o f 
needs and resources.

B. We fin d our medical system to  be preoccupied w ith  disease and crisis care, wh ich  is 
cos tly in lives, social relat ionships, and money. A recent study showed that  almos t 
one-third of  those hosp itals with  expensive open heart surgery fac ilit ies  had no t 
used these in a year. We fin d that  althoug h the Un ited States spends a larger per­
centage of  its Gross National Produc t and more money  per person on health care 
than any oth er na tion, we are slipping in ou r ranking among the  nat ions  on key 
health indexes.Since 19 50 we have gone fr om  fir st  to seventh  in maternal m or ta lity,  
frof ti seventh to  fou rte en th in in fant  m or ta lity,  and present ly rank eigh teen th in 
male life expecta ncy. An inequali ty exists and is grow ing  in ou r cou ntry . Last year 
wh ite  in fant  m or ta lit y declined, wh ile  non-white in fant  mor ta lit y,  near ly twice  
that  o f whites , rose sig nif icantly. Non-w hite mothers die four  to  five times as 
often  in ch ild bi rth . A poor person is fo ur times as lik ely to  die by age 35.  An d the 
Nat iona l Urban Co al itio n,  supported by data fro m the  Social Security Ad minist ra­
tio n, states th at spiraling medical costs have placed adequate medical  care beyond 
the grasp o f at least 45 m illion  persons below or  near the Census Bureau's poverty  
line.

We fin d that  people are not receiving the  care they  need. Specialized practitioners  
and specialized facil itie s have focused on isolated cond itio ns w ith  services that  
leave una ttended the othe r comm onplace acute and ch ron ic ind ividual and family  
disorders, much less thei r causes. In ab ili ty  to  pay, distance fro m resources, d isc rim ­
ina tion regarding race and ethn ic ity , place of  residence, and ignorance regarding 
rights  have all co nt ributed  tow ard  den ying health care that  is a rig ht fu l human 
heritage. Tre atm ent o f disease fo r a fee has all too of ten preoccupied the  providers 
to  the neglect of  health pro mo tion and preven tion  o f illness. We also fin d that  
available services are fragmented  and uncoo rdinated, and of ten perilous ly concen­
tra ted  in some locals.

C. Therefore, we recommend th at :

1. Comprehensive health care for all persons inc lude at least these elements: 
aid in gro wth and deve lopment,  nu tr iti on, pre vention o f illness, periodic  
diagnostic evaluation,  treatm ent of  disease, extended and home nursing 
care, reha bi lita tio n,  long term  care fo r chron ic disorders , and the ap prop ri­
ate social and economic prov isions to  make these feasible in the life  o f a 
person and his household;

2. There be comprehensive, coo rdin ated planning and adminis tra tion o f 
hea lth care w ith  publ icly discip line d pa rticip at ion o f practit ioners , sup port 
personnel such as health aid technicians, paraprofessionals, volunteers.
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etc.,  neighborhood am bu latory  care uni ts, general hosp itals , medica l re­
search and teaching centers, and oth er specialized, formal and fo lk  re­
sources to  max imize the  appropriate  util izat ion of each and to  achieve 
fun ctional cohesion;

3. There be app ropriate co mmun ity  act ion  to  stim ula te and develop  compe­
tence for self-care and mu tua l prima ry group hea lth care;

4. New incentives be developed to  fu rth er  the  availab ilit y or group practice 
by  health practi tioners w ith  divers ified competencies fo r local  comm unity 
comprehensive care;

5. State laws prohibi tin g gro up prac tice  be repealed;
6. Group  practice uni ts be linked w ith hosp itals and other back-up units to  

of fe r prepaid, health pro mot ion-or iented  care on a per capi ta basis;
7. Physical and mental hea lth programs be in tegrated;
8. Reg ionalization o f the system be established w ith  each region providing 

and appropriate ly relatin g essential research, t ra in ing,  specialized back-up  
services, primary am bu latory  care, hosp ita lization, preventive and health 
prom ot ion programs;

9. Heal th care units  be established as needed to  serve isolated persons as we ll 
as local com munities w ith  provis ion  fo r co mmun ity  sel f-dete rmina tion o f 
pri or itie s and f u ll care guaranteed all comm un ity  residents;

10. Ap propria te programs be inst itu ted to  stim ula te op tim um  local  comm u­
nity development o f health care.

Personnel Resources for Health Care

I
A. We believe that  the rec ruitm ent, preparation,  and ut iliza tio n o f hea lth manpower  

deserve high prior ity . Responsible management and ef fic ient  de live ry of qu al ity  
health care requires com peten t health professionals and allied personnel , w el l-d ist ri­
buted , and op tim al ly  uti lized . Hea lth careers should assure op portunity  to exercise 
hum anitar ian  and social res pons ibi lity , and provide bo th lateral  and vert ical  career 
m ob ili ty . Oppor tun ities must be open equally  to  all regardless o f age, race, sex, or 
ethn ic origin .

Practit ioners must be able and encouraged to  keep abreast o f new knowledge, 
technology, and delivery  systems. They must partic ipa te in cont inuing  research and 
imp rovement  of  their  professions, and must be adequate ly remunerated with  due 
regard to  their  usefulness and personal  need. And  the y must be accountab le t o  the  
general publi c and the  consumer co mmun ity  the y serve.

B. We f in d that  there is a serious shortage o f health personnel and no  rational system 
to  develop and employ adequate manpower, no r to  assure maxim um  ut iliz at ion 
and appropriate  development. The U.S. Pub lic Hea lth Service estimates that  we 
face current shortages total lin g 481,0 00  inc lud ing  48,000 d octors , 17,000 dentists, 
150 ,000 nurses, 105,000 environ menta l heal th specialists, and 161,000 o ther health 
professionals. By 1980, this personnel shortage w ill  probably  cl im b to  an estimated 
775,000, ye t approxim ate ly 15,000 applicants are ann ual ly rejected from  medical 
schools, prima rily by lack of  space. We im po rt 8,0 00 doctors a year , mo stly from 
underdeveloped countrie s, wh o need them even more than we do ; and st ill  there 
are 11,000 hospital residencies un fil led.  Because o f migra tion o f docto rs to  the 
suburbs, docto r shortages are most acute in the areas o f greatest need-the central 
cities and remote rura l areas.



While ex traordin ary ef fo rts  must be made to  sig ni fican tly  increase the num ber  of 
doc tors , the increased use o f allied profess ionals and parapro fessionals (many al­
ready train ed in the m ili ta ry , peace corps,  etc.,) offers  a means o f improving and 
expanding  heal th care more rap idly  and more adequa tely  than by increasing the 
number of  docto rs alone.

Intel ligent planning  and act ion  is needed now no t on ly  because o f the present 
shortage of manpower bu t, also, because of the expanding num ber o f health occu­
pations, prob lems o f accre ditation , deficiencies in edu cat ional programs, and the 
requirements o f fu tu re  programs to  p rovide essential health care.

Therefore, we recommend tha t:

There be a n ationa l hea lth agency to  formula te and admin ister public po licy such 

as to:
1. Dete rmine  how the medical personnel resources o f the na tion might  best 

be appor tion ed and related to  develop programs to  assure the just dist rib u­
tio n o f such personnel through v olun tary  choice;

2. Establish guidelines fo r expanding , organizing, and ut iliz ing the  supply of  
health man pow er, includ ing  all levels of needed knowledge  and sk ill;

3. Foster the creation of  new heal th careers and new tra in ing resources fo r 
assistants and a ids;

4. Provide func tio na l, national licensure cri ter ia fo r all heal th occupations:
a. Facil ita ting unres tric ted  oppo rtu ni tie s fo r career enlargement and 

advancement;
b. Facil ita ting geograpnical  m obili ty  w ith in  the  na tion;
c. Fostering op tim al use o f tim e in preparatory educa tion and fa ci li­

tat ing  early placement.
5. Develop cri ter ia and establish programs to  encourage educational inst itu ­

tions to :
a. Exte nd th ei r ca pa bi lity  to develop quali fied hea lth personnel fo r all 

categories of  need in su fficie nt  number to  meet cu rrent and f uture 

demands;
b. Increase en rollm en t and tra ining  in heal th professions and occupa­

tions;
c. prov ide cont inuing  education and t raining  fo r health personnel and 

opportu nit ies  f o r career m ob ili ty;
d. Stimu late throu gh  incentives and other means the  recru itm ent fo r 

health professions and occupations fro m sections o f the popu lat ion  
that  have been exc luded because of  econom ic or  racial barriers or 
because o f mascu line or fem inine discrimina tion.

6. Develop new educationa l insti tutions in areas where the y can be of  most 
service to  people needing health care.

Fin ancing Health Services

We believe each citizen should be eligible fo r comprehensive and con tinuous health 
services regardless o f his abili ty  to  pay. Such universal coverage implies universal 
pa rtic ipa tion in the fina ncing  o f that  care. We believe th at  the  pu bl ic should get fu ll 
value fo r the  investments made in heal th care. We believe the  economic arrange­
ments should fav or prom ot ion of  health and preven tion  of illness. We believe that  
the econom ic rewards in the heal th care system shou ld be so d ist ributed  as to  com ­
pensate all workers eq ui tably,  to  p rom ote  equi tab le dis tr ibut ion of  health  resources 
among the popu lat ion , and to  cause op tim um  c ol lab orat ion  among heal th agencies.
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B. We fin d that  there are f orm idable  and sometimes insuperable financia l barriers to 
adequate medical services and hea lth care fo r large numbers o f people in the Uni ted 
States. Spira ling costs of such services, wh ich  continue to  skyrocke t at a rate of  
increase approxim ate ly tw o and one -half times faster than the general price  index, 
threaten to  exclude even larger numbers.

Money alone cannot be the answer, pa rtic ula rly  if it is used to  support  the present 
fragmented nonsystem of del ivering  health care services. The present arrangement 
of  financing is no t adequate to  achieve the  object ive of  estab lishing a unified, co­
ord ina ted  system capable of  increasing availab ility and co nt inui ty  o f care and en­
hancing its qu al ity , pro mot ing  health and preventive medic ine as w ell  as the tre at ­
ment of  illness, improving the ut iliza tio n and effectiveness o f all services, and 
strengthening personnel and financia l controls  to  restrain the escalating costs whi le 
provid ing  fa ir compensation fo r those  pro vid ing  the  knowledge, service, goods.and 
fac ilities.

The crea tion o f a viable system and improve d financing mus t take place s imultane ­
ously and in parallel.

C. The refo re, we recommend tha t:

1. There be such public investment in financing health care services that  every 
person may be assured qual ity  comprehensive heal th care, indepe ndently 
of an ab ili ty  to  pay, and w ithout dis cr im ina tion because of  economic  
status, color,  sex, rel igion, o r po liti ca l af fil ia tio n;

2. Public financing be ut iliz ed  simultaneously  bo th to  facil ita te  access of  
every person to  essential health care and to  create a rationa l, we ll organ ­
ized, economical, and balanced heal th care system designed to  service all 
persons adequately;

3. A national heal th agency be empowered to  prov ide leadership in develop ­
ing and progressively re fin ing objectives, standards, and methods of  f i ­
nancing health care, and to  regulate the  financia l operations of the health 
care system, so th at  appropriate  economics may be realized and accoun t­
ab ili ty  to the consumer c ommu nit ies  assured.

Enabl ing Hea lth Services

In the face of  the cur ren t health crisis, our Lord's  concern fo r the  health  of all 
persons con fron ts us w ith  an imm ediate urgency. His was a sp iri t that  reached 
ou t alike to  the leper and the centu rion's  son, that  they might  recover wholeness.

A  new level o f comm itm ent and invo lvem ent  is requ ired of  the  Christ ian  com ­
mun ity  today if we are to be fa ith fu l to  the example of  ou r Lord's  healing 
ministry.

The varied legislative proposals, wh ich  are now  before the Congress, dealing 
w ith  the  crisis in heal th suggest new health care opportu ni tie s fo r many persons. 
But  the wide divergency of  possible applic ation demands a greater level o f public 
de termination in order to  assure a system of  comprehensive health care that  
serves God's  purpose fo r all persons.
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The refo re, the  183rd General Assembly (19 71):

1. Calls upon all boards, agencies, judicatorie s, and members of the Un ited Presbyter ian 

Church to  in itiate and vigorously support  actions af firm ing the recommendations 

of  th is statement.

2. Requests the appro priate  agencies of  the  church to  provide resources th at  w il l help  

United  Presbyterians to  deal knowledgeably and cons tru cti ve ly w ith  prob lems qf 

health care and medical services.

3. Urges federa l, state, and local governments to  take  prom pt  action  to aff irm , through 

appropriate  legis lative and adm inis trative  action, the  rig ht  o f all persons to  fu ll 

access to comprehensive health care w ith out regard to  abili ty  to pay , and on terms 

specifical ly accountable t o  the pub lic.

United Presbyterian Church,  U.S.A. 
Department o f Church and Society 

830 Witherspoon Building 
Philadelphia, Pa. 19107
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-- -- -- -- -- -- -- -- -- -- Pre face- -- -- -- -- -- -- -- -- -- --
The Presbyterian C hurch  has  a long and memorable 

his tory in medical miss ions.  Responding to the biblical  
injunction to heal the sick, the early mission bo ards  found 
an acceptance of medical mission  in many co untr ies 
othe rwise closed to We ste rn miss ionaries. The  names 
and deeds  of famous medical pe rsonnel and hospita ls in 
Asia, A frica, and Latin America a re a permanent p art  of 
our  ear ly histo ry in  spreadin g the  Gospel to lands 
prev iously unreached.

As the world and h um an societies  have changed 
throug h the past  150 years of  mission involvement, so 
has our  mission  s tra tegy in health m inist ries.  Gove rn­
men ts have assumed a p rim ary  re sponsib ility  for medical 
education and for de terminat ion  of hosp ital  standard s.
At the same time there has  developed an increasing 
awareness of the lim itat ion  of the specialized ho spita l in 
prov iding for basic h ealth needs of poor rura l a reas of 
the world.  A growing  conc ern to help people meet t heir  
own basic sanit atio n, food,  and  primary heal th needs  has 
bro ught h ealth m ission into  closer contact with com­
munity  develo pment efforts.

As a resul t, the P rogram Agency,  acting for the 
UPCUSA in mission,  establ ishe d a task  force from many 
areas of h ealth  care to he lp i t r estudy  the  str ategy of 
hea lth missions during  the  next ten to  twenty years . After  
eighteen  mo nths  of study  and di scuss ion, the following 
report  evolved and was a dopted by the Board of the 
Program Agency as i ts guideline for the future  in health  
mission a t its regu lar m eeting in Oc tober 1977.

President,  Program Agenc y, UPC USA
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Recommendation  a nd Conclusions

The  Board of the Program  Agency approved the recommendat ion 
that emphasis and priori ty in the hea lth ministries of the church be 
given to :

A. Basic health services reach ing to communities , suppor ted  
by community organiz ation, invo lving  new types of 
heal th personne l linked to sup portin g capabiliti es in the 
hea lth care system.

1. The  deve lopm ent and  improve men t of basic  hea lth  services ac­
cessible  to all is an imm ediate prio rity .

2. Prog rams of com munity  organization and education, primarily  
deve loping ou t of  the  com munity, are n eeded  to begin, s tren gthe n 
and  sustain basic hea lth  services.

3. New  types  of health p erso nne l and new roles for them  in training  
workers and providing services shou ld be stro ngly emphasized.

4. New  and expanded  responsibilit ies for hospita ls in providing  
outreac h and sup port services for community hea lth programs  
shou ld be encouraged.

B. The development of the unique capab ilities of the church 
in re stor ing and ma inta inin g he alth , in the b roades t sense, 
of individuals, famil ies and comm unitie s.

1. Chu rch congregations need  to  recognize and develop thei r un ique 
min istry in heal th.

2. -The  church in all its stru ctu res  shou ld continue and increase its
role as advocate in hea lth  matters with  a concern for equity, 
justice, and the preservat ion  of hum an values.

3. The  church needs  to  co ntin ue and advance its invo lvem ent where • 
hum an value questions exist and arise.

4. The  church should con tinu e and increase its ecumenical approach  
in heal th min istry , and also cont inue  consul tati ons  with heal th 
organizations in the publ ic sector  from  the com mun ity to the 
world level.
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Introduction

The changes that are occurring in the health field are seen to have 
significant bearing upon the health mission of the church. In fact, the 
extent and character o f these changes compel thoughtful considera­
tion of how best to proceed in health mission. While  the changes 
occurring clearly impose mounting difficu lties in continuing health 
ministry in ways which have served in the past, they also create new 
and greater need for the church's witness and influence in the health 
care of people in this and other nations. Not only  does this pose new 
challenge to the church, it presents  significant opportunity for re­
newal and revitalization of the church's health mission. This calls 
for the development of new and innovative dimensions in health 
ministry involving the unique potential of the church as a support­
ing community, reinforcing individuals in the attainment, mainte­
nance and restoration o f health. It calls for health program strategies 
which are sensitive to the culture and developmental status of local 
areas and which increasingly utilize local resources, with emphasis 
on developing the capabilities  and self-determination of the areas 
served. In short, effective health mission in the changing world, both 
at home and abroad, entails new and modified approaches, adjust­
ments in orientation and style, and redirection of priorities and 
resources.
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The Theological M an da te for M in is tr y in Health

The chu rch' s involvemen t in hea lth care and services  is its re­
sponse to a manda te of the Gospel. God 's will, as revealed in Jesus 
Chr ist, is clearly for  the wholeness  and hea lth of the Children  of 
God both in this  life and the life to come. Th at is wha t the biblical 
concept of salvation clearly  implies.

The Bible knows nothing of a trun cated salv atio n in which peo­
ple's  souls can be saved and thei r bodies neglected. Hum an beings 
are regarded as un ita ry  beings whose souls and  bodies are one. For 
this reason, the Chris tian faith  focuses not  on the imm orta lity of 
the soul, bu t on the  resurrec tion  of the body. For this reason also, 
Jesu s' min istry  of he aling was not  m erely a “ spiri tua l" exercise. The 
lame were to walk,  the blind to see, and the poo r were to hear  good 
news. Jesu s' minis try was direc ted toward the  good hea lth of hu­
mank ind not  only in a hoped  for hereaf ter , bu t here and now. This 
also is the minis try of the church.

It is qu ite poss ible  to view life diffe rently. If being  human is only 
a biological  existence , the contro l of genet ic s tructu res  is open  to all 
kinds  o f a rbi tra ry exp erim entation, simply on the basis of b iological 
interest. If a person  is only an economic anim al, the focus on this 
center in one 's life will jeopardize existence the moment one loses 
the promise of produc tivi ty. If a person is only a political animal, 
the inte rest s of sta te have an absolute righ t to define the boundaries  
of one 's existence.

We have not  so learned Chr ist. People are living souls. God has 
breathed into  them  the brea th of life. They are born  and they  die to 
celebrate the my ste ry of tha t miracle. Procrea tion  which neglects the 
poss ibility and cen tra lity  of tha t celebrat ion,  and simply sanc tions 
all breed ing, has lost  sight of the center .

Health care in the  biblical manda te mean s the posit ive sup port of 
the promise of life. Heal th care is a theological  matter  involving  
spir itua l, physical, and social factors  because the biblical  vision  sees 
not only hea lthy  individu als bu t a cele brat ing and healing comm u­
nity  in the presen t and coming kingdom. In fact, the hea lthy  indi­
vidual is the person  whose life is s ignificant and meaning ful inso far  
as it becomes a con tributio n to the ultimate -fulfillment of life in 
God 's Kingdom. Life lived to the glory of God is life lived for  the 
coming of tha t king dom —hence the care of life means concern for 
and part icipation in the promise for a full life for all—the care and 
healing of society. Individual  life and dea th finds its meaning  in
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that total vision—a theo-centric and not ego-centric vision.
The implications of this basic insight are clear. It is not enough

for the church to be concerned that individual bodies are protected 
and their life span extended, it is not enough that individuals find 
wholeness and meaning for themselves. It is the calling of the church 
to minister to "li fe together,"  to promote the communion of human­
kind to the glory of God. Such social concern is signified in the cen­
tral sacrament of the Christian community—the Lord's Supper.

Health care has to do therefore with the nurture of individuals 
and society of which they are a part from promise to fulfillment by 
pursuing the biblical vision of the fullness of life of the God who 
created us. The church is called to something more than the amelio­
ration of suffering in times of  crisis (though that too is its task). It 
is called to the promotion of health and well-being in the broadest 
possible scale, for the love of life, and not the fear of death, is the 
church's primary and empowering motive.

Trends in Health  Problems and 
Opportunit ies fo r the Church

Health, sickness, and death are matters of constant concern to the 
human race. Throughout the world there are debilitating diseases of 
many forms, infections, malnutrition (even in affluent countries), 
accidents, degenerative diseases and conditions, mental illness and 
a variety of causes o f unnecessary afflict ions and death at all ages.

There are a number of w ays by which societies have responded to 
the threats to health. There seems to have alwa ys been a family or 
folk medicine which frequently has a religious aspect. Societies have 
greatly  conditioned people's conduct, eating habits, travel, and have 
developed various instrumentalities and patterns of dealing with 
health needs. Health professions have emerged, hospitals  and other 
institutions have been established,  knowledge and technology have 
been advanced through research, and special educational systems for 
health workers have been developed. The interventions that can be 
made in disease patterns by inoculations, drug therapies, operations, 
and other capabilities of modern medicine are widely known and 
increasingly used in most areas of the world.
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However, there are many problems involved in the system which 
society has developed to provide for health needs, and an adequate 
response to human illness is restricted in many ways.  In broad per­
spective, the basic one is ineffectiveness in dealing with the root 
causes of health problems because of lack of understanding and 
many other factors. Poverty, inadequate living conditions, infested 
or contaminated environments,  large and poorly spaced families, 
ignorance of the needs of sanitation, poor and insufficient food, 
unhealthy life styles, and personal values or socially  determined be­
haviors, all with inherently unhealthy factors, are some o f the root 
causes of illness, suffering,  and death that are neglected as priorities 
of the health enterprise here and abroad. In addition, the e ffective­
ness of health care systems in meeting human need is hampered 
severely by other inadequacies. Limited resources in money, per­
sonnel, and facilities frustrate health services; commonly there is 
maldistribution of resources which adds further to inability to serve 
needs effectively and equitably; inefficiencies in planning and or­
ganization, in educating, monitoring and evaluating lead to inade­
quate performance; and there is resistance to needed change and to 
correction of deficiencies where powerful vested interest is advan­
taged by the status-quo—all these contribute to health systems in 
both rich and poor nations that are lacking in sensitivity, respon­
siveness, efficiency, and ability to accomplish the purposes which 
they exist to serve.

Around the world human suffering is immense. The great ma­
jority of people in the world have no access to modern health care; 
simple diseases untreated lead to chronic sickness and an early death 
for large numbers of people; malnutrition reaps an extensive har­
vest of human lives; unhealthy  environments, life styles, working 
conditions, and cultural attitudes and responses to health problems 
contribute continually to suffering, depression, and death.

The greatest hope in fundamental widespread reduction of this 
problem with its overwhelming dimensions is seen to lie in the new 
awareness of causal factors  related to sickness and health. There is 
now a growing understanding world-wide of the importance o f plac­
ing greater attention and emphasis on the root causes of  health prob­
lems. New knowledge and skills have been developed that lead to 
reduction of disease and its toll. T he place of  social and family plan­
ning is increasingly  accepted. There has been a heightened aware­
ness of the need for balance between medical care in its hospital- 
based, disease-oriented form and other forms o f health care in which 
the individual, the family, and the community have the major and
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essential role in atta cking env ironmen tal, social, and behaviora l 
causes of sickness and death.

This new awareness leads  to the importance  of developing hea lth 
services tha t reach to and  are based  in comm unities. Implied in this 
are new types  of com munity -bas ed hea lth  worke rs who are able to 
educa te people and  pr ovide care in simple ma tters of health care and 
prevention, who are com petent  in basic m aternal  an d chi ld care, who  
can recognize and advise rega rding env iron menta l hazards  and nu ­
tritio nal deficiencies, who  can enlis t the sup port of the community 
thro ugh  community org anizat ion  and education, and w ho a re linked 
to a support  system beyond  the commun ity both for  guidance and 
referral. These basic heal th workers  need the acceptance of the com­
mun ity, an awareness of the commun ity culture,  an abili ty to inte ­
gra te modern medicine and tradit ional folk medicine in simple 
forms , and skills at making needed change.

New roles for hea lth personnel are also needed beyond the com­
mun ity level. Com munity  prog rams need  effective  suppor ting ser­
vices which can be provided by personnel  based at hea lth centers 
and hospi tals. There mu st also be regio nal managers,  plan ners and 
prac titioners  who, in effect, do for the region wh at a basic hea lth 
care worker does for the  community. Hospita ls and  hospita l-based 
staf f‘can be a source of lead ersh ip for area-wid e prog rams, of ser­
vices upon  refe rral  of complex illness, and of tra ining and sup er­
vision for a wide range of hea lth personnel.

New rela tionships among various types of hea lth personne l at all 
levels and of hea lth person nel  with  the publ ic are implied in these  
new direct ions. Instead  of hea lth workers  functio ning indepen­
den tly,  there  is a possibi lity of teams providing care. In place of a 
trad itional separat ion betw een prov iders and consumers and uni ­
lateral responsibilities, there are implied  factors of mutual resp on­
sibilities of prov iders and  indiv idua ls, families and  community, of 
coordina tion among commun ity, regional, and nat ional levels in 
collaborat ive plan ning, of ecumenical rela tions in the  broad sense  
betw een churches and public and priv ate  agenc ies, and multina­
tional approaches as being necessary  for world hea lth.

For the church committ ed to m eeting spir itua l and physical needs 
of people there  have  been  many factors tha t alre ady  have  brough t 
changes in the pa tte rns  of min istry  which trad itional ly .vere hos ­
pita l-based, doc tor- orie nted service functioning  in isola tion and 
inde penden tly from oth er churches  and governm ents . Rising costs 
of care and difficulti es in recru iting  train ed pers onnel have been 
factors  in change.  But also there  have  been political and social de-

r
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velopmen ts in the independence of nat ions, the importan ce placed 
on self -det erminat ion,  and, in many areas,  nat ionalization of hea lth 
personne l and services, all of which  nece ssita te changes in the 
chu rch 's role and app roac h in hea lth mini stries. In addi tion , the 
church has been accumulating experience in new modes  of provid­
ing heal th care and has  become aware of the importance of the role 
of the congregat ion in sup por t and healing and also of the place of 
the church in help ing to deal with  social, ethical, and theolog ical

•  issues  in the chan ging  cond itions and technical capab ilities of 
hea lth care.

There is then a challenge to the church to become more fully in­
volved in the new prob lems relat ed to hea lth care in a suffe ring 
world . There is the need  for the church to resp ond  to prob lems  and 
tren ds,  assess  the resources it has available, identif y the style  and 
place for effective engagem ent,  know the allies with  whom  it can 
work , and with  enthus iasm  and vigor to presen t its witness.

In the premises and direc tion seen for hea lth min istry , this report  
does not diff eren tiate  specially betw een the hea lth min istry  in more 
developed and less deve loped  coun tries . The problems  in a broad 
sense are remarka bly similar perhaps because the needs of humanity  
are cons isten t. Nor  does  this report in its recommendations seek to 
become specific eith er with regard to hea lth care inst itut ions or the 
specific responsibilit ies of local and regiona l or ecumenical church 
bodies. There will be urg ent  local specific matter s t hat will vary from 
town to town and country  to coun try. Leprosy or clean water may 
be the focus and concern and action in one area , in ano ther it may 
be drug  use, teenage pregnanc ies, or env ironmenta l contaminat ion.  
At various places and  times the nationa l and regional church may 
be involved in stud ies and support of nationa l hea lth insurance or 
of the problems of poverty  or inte rna tion al engagements;  othe r 
church grou pings migh t be assis ting in a broadly based  educational 
prog ram on nutrit ion , child care, agri cultural  deve lopm ent,  family  
planning or the education and supe rvision of basic  heal th workers.

But while the report and its recommendations are spelled out  in 
broad terms, appli cabi lity to these  specifics and num erou s others is 
implied.  It is expected tha t the church in its various grou pings will 
respond to its manda te of the Gospe l and identif y the tasks most

* suitable for its place and its capabilities.
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Recommendation for  the Church's Health  M in is try

In light of the preceding sections on the theological mandate and 
the discussion of health-related problems and opportunities, the 
Health Advisory  Committee recommends that emphasis and priority  
in the health ministry of the church at home and abroad be given to:

A. Basic health services reaching to communities, supported 
by community organization,  involv ing new types of 
health personnel linked to supporting capabilities in the 
health care system.

1. Basic health services.

Proposition: Despite all the advances in medical knowledge and 
medical technology, unmet health needs remain and people in all 
parts of the world have yet to be reached. Especially is this true 
among the poor. New systems of  health care which include basic 
health services can make a great contribution to the well-being of 
people if the appropriate plans for health care are made, education 
in preventive health measures developed, and easy access to fre­
quently needed health care provided. A number of models which 
demonstrate these facts are in existence that could, with adaptation, 
be useful in guiding developm ents in other settings.

Substantiation: It is estimated that, in developing countries, 80 
percent of the people do not have access to modern health care. 
Traditional wisdom and traditional medicine are there; but many 
of the simple facts of sanitation, nutrition, and reproduction are not 
known. Increasing population creates its own tragedy in a vicious 
cycle of famine and death. Thos e who survive  are often the victims 
of continuous poverty and chronic disease and seek to produce more 
children so that at least one will live to maturity  and be some sup­
port for the parents later. "The absolute poor are severely deprived 
human beings struggling to surviv e in a set of  squalid and degraded 
circumstances almost beyond the power of our sophisticated imagi­
nation and privileged circumstances to conceive." . . . "Malnutrition 
saps their energy, stunts their bodies and shortens their lives. Illit­
eracy darkens their minds and forecloses their futures. Simple pre­
ventable diseases maim and kill their children. Squalor and ugliness 
pollute and poison their surroundings." (McNamara, R. S., Address
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to the Board of  Governo rs, World Bank, Wa shington,  D. C., 1976, 
pp. 5, 35)

The W orld Hea lth Organ iza tion  (WHO) has jus t init iated a spe­
cial prog ram of research  into  several  tropical diseases. The mag ni­
tude of these and oth er prob lems  almo st defe ats the imag inat ion;  
diarrhea kills betw een five and eighteen  million children  a yea r; one 
billion people live in areas where  malaria is e ndem ic; sleeping sick­
ness is a permanen t risk  to thirty-fiv e million peop le south of the 
Sah ara;  Chagas'  d isease  affects ten million people in Latin America; 
two  hundred  and nin ety  million people are affected by filariasis.

The knowledge  of how  to bring great relief  to the  masses of the 
wor ld's  poor is available. The main need is to bring the knowledge  
to where the diseases are. During the last few yea rs, new ways of 
doin g this have been tried in pilot sett ings with  success.  A num ber 
of church orga niza tion s and othe rs have been involved in village 
hea lth  care employing new types  of basic  hea lth  workers , who are 
general ly resident in the  community, chosen  by the comm unity , 
and  specially trained  for a few weeks o r m onths for thei r roles . Some 
of  these have been reported in Health  by the People by K. W. Newell 
(W .H .0 .1975). Add itional  descrip tions of such heal th services have  
been publ ished  in Con tact  (Chr istian M edical Commission)  and also 
in Here's How: Heal th Education by  Extension by Ronald and 
Edith  Seaton.

Such basic hea lth workers  provide the point of access to the 
hea lth  care system. Basic heal th workers , involved as they  are in 
commun ity life and activity , can work direc tly with  the root causes 
of disease.

Since they are often part -tim e and may be volunte ers,  they con­
sti tute a limited economic burd en to the hea lth care effort. The 
prob lems of poverty , infe sted or contaminated env iron ments , large 
and poor ly-spaced famil ies, ignorance of san itat ion , poor and in­
suff icient food, unhealthy  life styles  and unh eal thy  socially deter­
mined activit ies are matters which the basic hea lth  workers  can 
presen t to the community  for action  and assis t in the education  
which  is needed for individual and commun ity und ers tanding. Basic 
hea lth workers prov ide preventive, cura tive,  and reha bilit ative care 
bu t also a link to sup portin g heal th care services for referral  of more 
diff icul t problems.

Conclusion:  The development and improvement of basic health 
SERVICES ACCESSIBLE TO ALL IS AN IMMEDIATE PRIORITY.
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2. Community organization and education.

Proposition: In conjunction with the first priority of providing 
basic health services, another immediate need is to promote good 
health practices and to educate people with regard to adequate nutri­
tion, sanitation, and family  planning. Integral to all this is the need 
to assist in community organization and the economic and social 
development of the poor in rural or urban situations. Even in more 
developed and affluent communities the importance of education in 
relation to the diseases of the time must be emphasized. Education 
and social development for rich and poor imply a change o f li fe style 
by which disease is prevented.

Substantiation: Where the new types of basic health care services 
have been introduced most successfully, community  organization 
and education have been conducted simultaneously.

One of the key factors in a reduction of the infant death rate is 
the adequate feeding of both the mother and child. In a rural setting 
this means a knowledge of nutrition and an adequate food supply 
produced by local agriculture to provide a nutritious diet. This in 
turn implies the introduction of improved farming methods, often 
using new types of seeds or crops and adequate water. Skills, new 
knowledge of social involvem ent, and appropriate community action 
are needed. In urban settings the needs differ but the problems are 
similar.

Also,  in all countries there are social, cultural, economic, and 
ecological factors which are determinants in the health or sickness 
of the people of that country or region. Community involvement, 
education, awareness, and action are necessary for change in order 
to deal with the root causes of  disease.

Conclusion: Programs of community organization and educa­
tion, PRIMARILY DEVELOPING  OUT  OF THE CO MM UN ITY , ARE NEEDED TO 

BEGIN, STRENGTHEN, AND  SUS TAIN BASIC HEALTH SERVICES.

3. Health personnel.
Proposition: With the growing recognition of the many types of 

service that are needed for effectiveness of health care systems, the 
need of new types of health personnel is great particularly for those 
personnel who are engaged in basic health services.
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Substan tiati on:  The place of doctors  and nur ses  in the hosp ital 
set ting  is well know n. The churches are well experienced in training 
and deploying profess iona ls to prov ide hea lth service. However, 
more  and more the responsibi lity for the training func tion  is being 
taken up by the governments  of countries in the ir hea lth services. 
Less well know n is the way to select, train and mainta in people in 
the stru ctures  of  community health  program s. Governments are also 
seeking ways to educate and maintain such hea lth workers  upon  
whom  rest the tasks of day  to day education of the public for pre ­
ven tion  as well as caring for basic hea lth needs.  In various coun­
tries  councils of churche s have become involved in assis ting  gov­
ernment programs tha t are in beginning stages, in encouraging 
groups  in the public  secto r to  develop such program s, or in support­
ing dem ons trat ion programs on thei r own. In all these cases, the 
selection of hea lth leade rs who can iden tify  d irectly with  the people 
they seek to serve, the ir adequate  training for the specific tasks they 
are given, and the prov ision of necessary supplies and sup por t sys­
tems are of grea t importance.

Conclusion: New  types of health personnel and  new  roles for 
THEM IN TRAINING WORKERS AND IN PROVIDING SERVICES SHOULD BE 

STRONGLY EMPHASIZED.

4. Responsibilities for hospitals.
Proposition:  Established hosp itals  can serve as a base  for the de­

velopment of commun ity heal th prog rams in their dist rict  or  n eigh ­
borhood. W hile hospita ls a re involved with  the inp atient care  of seri­
ous illness, they can serve  in a broader role through operation or 
linkage with oth er types of heal th care such as out lying clinics, 
which are orien ted to prov iding prim ary care, in order to meet 
hea lth needs not requiring hosp itali zation, to provide  emphasis on 
preven tion , con tinu ity and  access ibility,  and to support  basic hea lth 
workers  with back-up  services .

Substan tiati on:  Hos pita ls form an impor tan t pa rt of any hea lth 
system. They are requ ired  for care of diff icult cases of illness. In a 
rationa l heal th care sys tem , services of a simple nature are per­
formed at the com mun ity level, more complex cases may be sent  to 
a heal th center , and cases tha t are not able to be treated adequate ly 
there are sent  to the hospita l. The hospita l has a dual  role in pro ­
viding medical care: namely, to prov ide prim ary care in its immedi-
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ate vicin ity and to provide refe rral care in sup port of basic services 
in a bro ade r area. In fur the r sup port of basic hea lth services, the 
hosp ital accepts or share s responsibility for the staffin g of heal th 
cente rs and community-based  programs for the training and super­
vision of community hea lth care work ers.

Hosp itals  and related schools for the education of doc tors  and 
nurses have  been moving tow ards a commun ity orientatio n at vari­
ous centers aroun d the world . A num ber  of hospita ls which are 
supported by the miss ionary work of the United Presbyterian 
Church are doing  so.

An important aspec t of this  emp has is is concerned with  the de­
velopment of basic hea lth worke rs and the orientatio n of other 
hea lth pers onnel—phys ician s, nur ses , paramedical,  and auxiliary 
personnel—toward developmen t and sup por t of community-based  
prog rams. This is where the  need for hea lth personne l is the great­
est. This  is where the greatest gap exist s betw een the hea lth needs 
of people  and the hea lth system. The re is need for heal th personnel  
to train  people  who will w ork as rura l or urb an community workers 
to prom ote and provide hea lth  know ledge and services in their 
communitie s. One  of the main  tasks for presen t hea lth personne l 
is to prov ide education  and support  for these new types of heal th 
workers.

Conclusion: New  and expanded responsibilities for hospitals in 
PROVIDING OUTREACH AND SUPPORT SERVICES FOR COMMUNITY HEALTH 
PROGRAMS SHOULD BE STRONGLY ENCOURAGED.

B. The development of the unique  capabi lities  o f the church 
in restor ing and m aintain ing hea lth,  in the broadest sense, 
of individuals, families and comm unitie s.

1. The congrega tion 's minis try in hea lth.
Proposition : The congregation is the place where the  people of 

faith  gather  and receive thei r communion toge ther . In a very mean­
ingfu l way , this is also the place  where "wholeness " is received, 
shared, and unde rstood. The renewal of the cong rega tion  as an 
agency in the ministry  of hea lth  is of immediate  importance.
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Sub stan tiat ion: The  cong rega tion has been described as having 
a central place in the heal th min istry of the church because it is a 
fellow ship of love, a fellow ship of worship , a fellowship of recon­
ciliation, and a fellowship  of pray er. These four  elements of the 
congreg ation's life—love, worship , reconciliat ion and prayer —are 
profound forces for  reinforcemen t and res toratio n of the hea lth and 
the well being  of the person.

In the spir itua l vacuum of the present world and of our  own 
society , the church has  powerful , spir itua l gif ts tha t provide a sup­
port ive community  to the lonely, rein forceme nt to indiv iduals and 
families in anxie ty, tension, and need, education to persons concern­
ing their  well being, and a perspective on life and dea th tha t gives 
direction , comfort , and  support  to people  o f all ages. The c ongrega­
tion can extend its healing influence beyond its own members.

Conclusion: C hurch congregations need to recognize and de­
velop  THEIR UNIQUE MINISTRY IN HEALTH.

2. The  churc h as advoca te in he alth  policy.

Proposition:  T here is continuing  need for advocacy in a reas deal­
ing with  social and public heal th policy and hum an needs. This  ad­
vocacy, in its app rop riat e form, shou ld be a norm al par t of the life 
of congrega tions, presbyte ries , synods,  the Gene ral Assem bly, and 
its agencies.

Sub stan tiat ion: M ajor  prob lems including  the r ight  to health care , 
access to the hea lth  care system, adeq uate  and app ropriat e care 
within the system, the equitable dis trib utio n of heal th care resources 
and services , the balance of hum an and technical values , the educa­
tion  and placement of heal th personnel, the financing of hea lth care, 
and the resp ons ibil ity of governm ent in a ssur ing tha t needs are met 
are a con tinu ing concern.

The 183rd General  Assembly in its “H eal th Policy" stat ement  
enti tled  “T oward a N ational Public Policy for the Org anizati on and 
Delivery of Serv ices" set policy guide lines  with regard to heal th 
care services which  cont inue to need implementat ion.

The General Assembly  and its agencies, s ynods, presbyte ries , and  
congregations need to id enti fy these proble ms as they appear in their 
own  context of responsibilit ies and develop stra tegies in conjunc­
tion wi th o ther church bodies and public and private  agencies to deal 
with  them. Internatio nal , nati ona l, regional, sta te, and local str ate ­
gies are required so tha t this advocacy be effective  and pursued
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even when it enco unte rs opposit ion in society or within the church 
itself.

Conclusion: The church in all its structures should continue 
AND INCREASE ITS ROLE AS ADVOCATE IN HEALTH MATTERS WITH  A CON­
CERN FOR EQUITY, JUSTICE, AND THE PRESERVATION OF HUMAN VALUES.

3. Human value concerns  in health .
Proposition : In the rapidly  changing scene of medical knowledge , 

technology and thei r app lica tion  in hea lth services, hum an values 
need to be asser ted constantly . Know ledge is n ot necessar ily applied 
hum anely and new inform atio n continually  raises prob lems affect­
ing hum an righ ts and dignity .

Substan tiat ion: The  dev elopment  of new know ledge thro ugh  re­
search and the application of this know ledge is con stantly  opening 
up new  areas  which are of gre at importance  to the hea lth and well­
being of people and communities . With each advance new human 
prob lems  arise which need an equal  degree of inte res t, vigilance, 
und ers tanding, and action as is applied to the developmen t of those 
advances.

The problems of genetic  manipulation and genet ic counseling are 
immediate. Complex problems rela ted to the use an d misuse  of drugs 
for behavior contro l are now  con stantly presen t. The prolongation 
of life by artificial means is r egu larl y reporte d. Quest ions related to 
abo rtion, euthanasia , and the  c ontrol of hum an experim entation are 
in the arena of public  debate.  Life and dea th decis ions with  regard 
to the abno rmal newb orn , accident victims tota lly disabled , and per­
sons afflicted with gross  senility have  to be made  daily by health 
personne l. Problems of allocation  of hea lth resou rces so as to reach 
the poor  and neglected are ma tte rs of recurrent  concern.

In all of these types of ma tte rs the church and church people 
need to be informed and invo lved  both for the ir own abili ty to 
resp ond as they may pers ona lly be affected and so th at the influence 
of Christ ian  concern may be bro ught to bea r on social policy.

Conc lusion: The church needs to continue and advance its in­
volvement WHERE HUMAN VALUE QUESTIONS EXIST AND ARISE.

4. The  ecumenical approach  in h ealth minis try.
Proposition : The involveme nt o f the church in health and whole­

ness in the changing world  is too large and complex a task to be
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under taken by one deno mination. Moreove r, this  task  calls for the 
cont inued engagement in study, consultation, planning,  and action  
of the churches in as broad collaborations as poss ible including ecu­
menical, gov ernm enta l, and inte rgovernmental agencies.

Substan tiati on:  The  Uni ted P resbyteria n Church has been strong ly 
involved in the support  of the Christ ian  Medica l Comm ission  of the 
World Council  of Churche s since its beginning. This broad ecu­
menical  base has been  a most suitable  context  for the deve lopm ent 
of new und ers tandings,  plannings and stra tegies in the hea lth field. 
Nat iona l and regional bodies are now functio ning ecumenically  in 
the deve lopm ent of hea lth programs . New types of hea lth service 
have  been begun, especially in the area  of basic hea lth services, as 
dem ons trat ion  models  which have informed and guided both  church 
and governm ent plan ning. A similar broad ecumenical context has 
prov ed to be most valuable  in work  with  hea lth professional educa­
tion in this cou ntry  thro ugh  the Unit ed Min istri es in High er Edu­
cati on's  Society for Hea lth and Hum an Values  and in other heal th 
care projects tha t are regional  or local in scope. A significant aspec t 
of all these ecumenical endeavors in hea lth care has been the inclu ­
sion of repr esenta tive s of heal th planne rs and policy makers having 
local, national and world involvement. This  has  resulted in an ex­
change of ideas and deve lopm ent of prog rams tha t have been mu tu­
ally beneficial. It is also recognized tha t while  there has been con­
siderable  exchange of ideas there  is a great need  for much more 
exten sive coop eration between church bodies  in hea lth concerns.

Conclusion: The church should continue and  increase its ecu­
menical APPROACH IN HEALTH MINISTRY AND ALSO CONTINUE CONSULTA­

TIONS WITH HEALTH ORGANIZATIONS IN THE PUBLIC SECTOR FROM THE 

COMMUNITY TO THE WORLD LEVEL.

36-209  0  - 79 -  14
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Mr. T hompson. Our  appearance here today is based on the concern 
of  religious organizations for the wholeness of persons as children of 
God, and therefore about the ir physical and mental health. By being 
here, we believe we are responding to God’s command to care for, and 
to act on behalf of all his children.

When you and the other  members of this subcommittee prepare 
legislation on national health  care, we believe th at the essential and 
basic principle  which should underlie a ll your decisions should be this 
one:

All persons within the United States of America  are ent itle d to adequate  
hea lth care and the Fed era l Government should gua ran tee  th at  entit leme nt as 
the only agency which can ac t for  all the  people.

Senator  K ennedy. Reverend, that is exactly our premise. Tha t is 
exactly what I am committed to, and the overwhelming majority of 
the American people T believe are committed to this.

I just  wonder why we have such difficulty in gett ing the citizens 
of this Nation to be able to express th at in a way which legislators 
can understand so that we can achieve tha t goal.

Mr. Thompson. Senator, we cer tainly  applaud your own personal 
initiative in bringing this mat ter to the stage th at it has now reached. 
And we applaud your continuing initiatives in bringing it before the 
Congress, and we assure you of our support in making  certain tha t 
those whom we represent will be informed and will respond in a 
political way in contacting  the ir own Representat ives and Senators.

Senator  K ennedy. Do you think the religious groups could help in 
an active way? I mean, do they unders tand that this is a moral issue 
as well as a public policy question? I separate those but, obviously, 
they are together in th is sense.

Could you maybe expand on that point ?
Mr. Thompson. T am certain tha t it is possible.
I must begin in responding to your question by saying that, you 

address me a moment ago as Reverend. I  am not an ordained clergy­
man. T am a lawyer who happens to work for the U nited  Presbyterian 
Church. As such, I am an administ rator within the bureaucracy of 
the church, if you will.

T work with a number of clergymen and members of the clergy 
who are women, and T can assure you that within the circles in which 
I move, the moral aspects o f this issue are not only understood, but 
taught .

Our remarks today will deal exclusively with national policy on 
personal health care services. We recognize that  you, in particu lar, 
are fami liar with the abundance of evidence that  the Nation is in  a 
large and steadily worsening health care crisis. We shall not repeat 
that evidence except to accent our belief that  congressional action is 
long overdue. This is especially true with respect to the most fre­
quently mentioned par t of that  crisis—rapidly rising health care 
costs and the growing strugg le of thousands to pay for them. The 
question as to whether or not the Nation can afford a comprehensive 
health  care policy is no longer valid. Our na tional experience has long 
since answered it. A mass of data signifies we can no longer afford 
not to develop and implement such a policy.
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In singling out rising costs for special mention, we underscore the 
utte r futi lity  of dealing with tha t problem in isolation. It  can be 
successfully dealt with only in conjunction with other components 
of the health care cris is:

(1) Inadequate, m aldistributed resources for delivering  health 
care services.

(2) A poorly organized and grossly inefficient system for 
delivery of health  care services which results in unequal access 
to health care.

(3) Inadequate controls with appropr iate  accountabili ty to
* Government and consumers to assure quality of  health care.

In evaluating legislation designed to deal with national policy on 
personal health care we, therefore, support features which enhance 
a coordinated, comprehensive approach. We reject those which focus

* on only one aspect of  the health care crisis. An example of the latt er 
is so-called catastrophic national health insurance. It  addresses only 
one aspect—financing.

Mr. Chairman, we appreciate  the oppor tunity to offer comment on 
the outline of a new’ national health insurance program prepared by 
the Committee for National Health Insurance  in collaboration with 
your office.

As an outline of broad, general principles we find much to com­
mend in it. For  example: We like the commitment to universal 
coverage.

We like the commitment to comprehensive benefits.
We like the commitment to immediate cost containment and to the 

budgeting of costs in advance.
We like the emphasis on preventive medicine and the encouragement 

of alternat ive delivery systems such as health maintenance 
organizations.

We like the assurance of full public accountability and the insis t­
ence of consumer participation  in the development and administ ration  
of the proposed plan.

With  regard to certain  other principles which we believe to be 
impor tant, we find the language of the outlined s tatement to be vague 
or equivocal. For example, it  does not contain language which makes 
it certain tha t the program will be mandatory for all residents.

The statement  seems to us to lack sufficiencly explicit language 
about the absence of  any means test. And the statement gives, in our 
opinion, insufficient attention to the important issue of quali ty con­
trols.

On all of the issues we have mentioned so far in this testimony, 
« there are some implications in the language of the statement tha t final

legislative language will provide the  specifics which are lacking in the 
present statement. We recognize the limitations of an outline of p rin ­
ciples as compared with a final bill. There are, however, some funda­
mental principles contained in the statement with which we take issue 
or have serious questions. These a re :

(1) The role tor  private insurance companies: We regret the role 
assigned to the private  insurance companies in the statement  of pri n­
ciples. P rovid ing a significant role for the insurance companies dimin­
ishes the extent to which the Federa l Government can be held 
accountable for guaran teeing  h igh-qua lity health care for all. It  will
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enormously complicate the administrative machinery and costs. We 
hope you will reconsider that  decision very carefully. We believe that  
some congressional leaders are prepared to wage an aggressive cam­
paign for grassroots support for a bill which assigns a much larger 
adminis trative responsibility to the Federal Government. We are con­
vinced that  such a campaign would receive support from labor, 
religious organizations, senior citizens, and many o ther groups.

(2) Restraints on Federal budge t: We also regret the decision to 
finance the new program in such a wav as to keep Federal budget 
expenditures at  a minimum. The political advantages are obvious. But 
the program advantages are dubious. It may result in greate r total 
national expenditures for health than under public financing. We 
realize the complexities of this issue both pol itically and economically. 
All we ask now is careful restudy of  this issue. We believe again that 
grassroots support  can be generated for the public financing route.

(3) Public financing optio n: Even if the final bill provides a 
significant role fo r priva te insurance companies, and even i f a major 
part of the financing is retained in the private  sector of the economy, 
we believe tha t the public financing option should be available to any 
individual or employee group. Perhaps the basic approach should be 
through public financing, with a vo luntary  choice being available for 
those who prefer  to deal with the private insurance companies.

Such an approach would have the advantage of establishing and 
testing a governmental mechanism which could take over in the event 
that  private insurance companies either refuse to do the job or perform 
it inadequately. At the very least, it would tes t the capabi lity of the 
Federal Government to perform the task and afford opportunity  to 
develop and improve its capacity to do so.

In summary and conclusion :
(1) We believe that the broad general principles contained in the 

statement are a good start  on a new bill. We regret that they have 
been modified to provide a significant role for private insurance com­
panies and to keep the burden on the Federal budget at a minimum, 
w e urge, that these decisions be reexamined.

(2) We believe that a bill based on this statement can and must pro­
vide many reassuring details particularly with regard to nonuse of 
the means test, deductibles, and coinsurance.

(3) We therefore would welcome an oppor tunity  to comment on 
the bill ultimately  drafted and based on the proposal now under con­
sideration. Such comment would be based upon the principle adopted 
by governing bodies.

We thank you for the opportuni ty of appea ring before your sub­
committee today. Rabbi Stem berg er will make some supplementary  
comments. A fter his comments and Msgr. Lally’s testimony, we shall 
be happy to respond to your questions.

Rabbi Sternberger. The Union of American Hebrew Congregations  
represents 700 or more Reform Jewish Churches. T am glad  to say that 
we, too, have passed some very, very for thright  resolutions at our 
annual convention in 1972, a copy of which will l>e submitted to the 
committee which, essentially, includes all the points we made in the 
testimony.

Senator K ennedy. Very well. It will be made a part of the record.
[The following was received for the record :]
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RESOLUTION PASSED BY THE UNION OF AMERICAN HEBREW CONGREGATIONS

The Bib le  commands us "Thou sh a lt  not murder." The Talmud teac he s us that  "he who takes 

one l i f e  i t  i s  as though he has dest royed the un ive rse  and he who sav es  one l i f e  i t  is  

as though he has saved the  un iver se ."

The UAHC supports le g is la ti o n  to  implement the recommendation o f  the  Nat ional Commission 

on the  Causes and Prevention  o f  Violence  to  el im inat e the  manufacture,  im porta tion, 

tran sp or ta tio n,  ad ve rt is in g,  sa le , tran sfer  and po ssession  o f handguns except  fo r lim ­

it ed  instan ce s such as the  m il it ary , p oli ce , se cu ri ty  guards and lice nse d and reg ulated  

p is to l club s.

Rec ogn izin g the  si m il ari ty  o f  problems in Canada, we furthermore c a ll  for impleme ntat ion 

o f the above recommendations where they are ap pl icab le  in  th at  cou ntr y.

♦  ♦  ♦  ♦  ♦

HEALTH CARE AND HEALTH INSURANCE

Judaism teaches us that  where ther e i s  a way to  a ll ev ia te  su ff er in g , not  to  do so i s  to  

deny our re sp onsi b il it y  to  humankind. The qu es tio n,  "Am I my bro th er 's  keeper?" has a l­

ways been answered af fi rm at iv el y by Jewish tr ad it io n . In modem so c ie ty , which plac es  

a ver y high value on good he al th  as a nec es si ty  fo r fu ll  par ti ci pati on  in  the ben ef it s 

o f  our se cu la r cu ltur e,  the fi nan ci al  co sts o f  medical care have  ri se n Xo a le v e l which 

e f fe c ti v e ly  bars large numbers o f peop le from r e l ie f  o f su ff er in g . With th is  in  mind, 

the UAHC supports the  proposa l th at :

1. In the United St at es  th er e shou ld be made av ai labl e nat io nal  comprehensive 

pre paid si ng le  ben ef it  stan dard healt h insurance with  no ded uct ib le , to  cover 

pr even tio n,  treatment and re hab il itati on  in  a l l  fi e ld s  o f he al th  care .

2.  This insurance sho uld  be made av ai labl e to  a l l  on an eq ui ta bl e bas is  accord­

in g to  th e ir  a b il it y  to  pay .

3. Standards o f he al th  care se rv ic e shou ld be es ta blish ed  and be co nt inua lly  

reviewe d by a board on which consumers are rep res ented . Standards o f li ce ns ur e 

and pro fe ss io na l competence should  be co nt inua lly  reviewed by pro fe ss io na l board s.

4.  Both pr ivat e and government ef fo rts  shou ld be made to  en larg e the  supply o f 

he al th  personnel  and to  make more eff ec ti v e  use o f a ll  pro fe ss io nal and parapro- 

fe ss io nal resour ces.

5.  The ri tf it s o f persons to  choose among docto rs should  be assu red.  Equal ly, 
the ri gh ts  of doctors to  pra ct ic e according to  th e ir  judgment must al so  bo as ­
sured, provided they meet appropr iate standards o f competence and resp onsi b il it y .

♦  ♦  ♦  ♦  ♦

WORLD HUNGER

WHEREAS m ill ions  of peo ple  throughout the world con tinu e to  fa ce  star va tio n due to  pop­

ula tion  in cr ea se s,  dwindling food re se rv es , land, water , energy and f e r t il iz e r  sh or t­

ages  and in eq ui tabl e dis tr ib ution  o f God’s re sour ces; and

WHEREAS the  Jewish pe op le,  when con frontin g th es e tr agic  si tu a ti o n s , have f e l t  God's 

commanding presence and taught , "Share your bread with the hungry" (Isa iah 58 .7 );  and

115
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Rabbi Sternberger. I am happy to state tha t the UAHC was one 
of the founding members o f the Coalition on National Health back 
in 1970 and 1971.

I don’t want to indulge in oneupmanship of Mr. Fraser, but I would 
like to point out although he said there was national health insurance 
back in Germany in the Bismarck regime, we had it back in the 
ghetto.

When the Jews were living in a semiautonomous state, the only time, 
except for Israel in modem times, when they were oppressed and 
weighted down under man’s injustice to his fellow man, we did not 
lose sight  of the biblical injunction tha t health is a God-given right . 
So in the ghetto, in the Middle Ages in Europe, Western Europe and 
Middle Europe, we had health care t ha t was available to everybody. 
In  probably the poorest community at th at time, health was a right for 
everyone and I am very proud to point th at out.

Senator  K ennedy. Thank you very much.
Rabbi Sternberger. I would also like to inject one personal note. 

I could have been sitting here yesterday. In  my short lifetime, my fam­
ily has been devastated by two illnesses—financially devastated. When 
I was a student in the seminary, my fa ther suffered three coronaries in 
a row which totally wiped out my family ’s finances, so that I had to 
support my parents from that  point on unti l this very day.

Just 5 years ago, my mother  was devasta ted by a stroke and I have 
to say that  I am still paying off two bank loans tha t almost totally 
wiped me out financially, so this  is not just a theological, biblical or 
religious commitment. It is a very personal experience fo r me.

Senator  K ennedy. I think, Rabbi, your experiences are probably 
shared by most famil ies in one form or another.

Rabbi Sternberger. Yes.
Senator K ennedy. I wish to welcome Reverend Lally. He has had a 

long association with my family in Massachusetts for many years, back 
to my grand father, and father. He was a very distinguished editor of 
‘‘Pilot.’’ He has a great  sense of public consciousness and public 
responsibility.

We are glad to welcome you.
Monsignor Lally. Thank you.
Mr. Chairman and members of the subcommittee, 1 am Rev. Msgr. 

Francis J . Lally, secretary of the Department of Social Development 
and World Peace of the United States Catholic Conference; the na­
tional level action agency of the American Bishops. I join my co­
religionists today in expressing gra titude for the o pportunity  to speak 
to the question of national health insurance before us.

At the outset, let me say that  we are very pleased to see a project set 
in motion by the Senate Subcommittee on Health  which is aimed at 
fundamental reforms in the manner in which th is country addresses 
health  and health care. We feel this action is long overdue. I t is unfor­
tunate that  hearings and discussions on national health insurance 
would have to await the final days of the 95th Congress. Surely the 
deplorable health s tatistics of the present day as well as the astounding 
inflationary economics of the present system would have dictated a 
grea ter sense of urgency and  prior ity on this  domestic issue.

The labor leadership and others  appearing  before this subcommittee 
have documented the severity and intensity of our national health



problem. Before the  close of th is series of hearings, the membership of 
this subcommittee will no doubt document the injustice of our present 
“nonsystem” of provid ing for or ignoring  the health  needs of our 
citizens. I t is a nationa l scandal to see tha t over 10 million American 
families today cannot obtain any heal th insurance coverage whatsoever.

As a priest and as a pas tor, I  can tell you from very personal experi­
ence t ha t economic anxieties of fathers  and mothers in providing for 
the health necessities of thei r children, thei r aged parents and them­
selves, in a time of staggering costs for health protection, are taxing 
the basic strengths  of American families.

It  is out of  a deep moral concern, then, tha t I appear before you to­
day to reinforce the direction taken bv you, Senator Kennedy, in in­
troducing the proposed National H ealth Insurance Act of 1979.

We at the U.S. Catholic Conference have had a brief opportunity 
to review the proposed legislation and its basic thrust in the areas, 
for example, of  universal coverage, cost containment, prospective re­
imbursement and public financing. While we do not profess any par­
ticula r competency to judge the technical effects of such proposals, in 
general, w’e feel tha t most provisions conform to basic principles on 
national health insurance outlined  by the U.S. Catholic Conference 
on several occasions durin g the past  5 years.

I won’t mention these principles here now, but I would like to insert 
an earlier and  more extensive statement  made on the subject.

Senator  Kennedy. Very well.
[The prepa red statement of the U.S. Catholic Conference, Catholic 

Hospita l Association, and National Conference of Catholic Churches 
before the Committee on Ways and Means, U.S. House of Representa­
tives, follows:]
P repared Statement of United States Catholic  Conference, Catholic  Hos­

pital  Association and National Conference of Catholic Charit ies  on 
National Health I nsurance

“I have come th at  men may have  life  and may have it more abundantly .”
(John 10:10)

Over the  years, the  United  States,  as a rela tively young nation, has  had  to 
develop a na tional  philosophy of living  larg ely by itse lf and through its  own 
efforts. The weaving of a pecu liarly American philosophy, like that  of a rich 
fabric, has been slow and difficult, filled with star ts  and stops, but  charact erized 
by continu ing prog ress  and growing awa reness  of the importance  of rela tionship  
among its  varied elements. Exam ples of a developing U.S. social philosophy 
abound, and the  U.S. Congress and  thi s Committee in {/articular have often been 
the molders  and the  int erp ret ers  of our  und ers tanding of ourselves as we grow 
and ma ture as a nation.

Among the elem ents  with in an evolving nat ion al philosophy is our  att itu de  
as a people tow ard  hea lth  and hea lth care. Few would deny today th at every 
citizen in this  cou ntry  has  the  right of access to adequa te heal th care, altho ugh 
such a sta tem ent  a t one time was sharply quest ioned and dispu ted. Few would 
deny today th at  the  United States of America possesses an enormous nat ional 
resou rce with some of the finest hea lth care ins titu tions and personnel in the  
world, altho ugh at  one time we were fa r behind in the  qua lity  of heal th care 
and  research  enjoyed by other na tio ns ; and  few would deny today the commit­
ment  of the Congress and the federal governmen t to continue and  improve upon 
the dedication to excellence  in the provis ion of hea lth  care to  our citizens.

The cu rre nt hea rings conducted by th is Committee are  an example  of thi s 
commitment. That the  Congress recognizes the  crit ica l need to update the  hea lth 
care  delivery system and make  decent  comprehensive heal th care  avai lable to 
all, is in itse lf a courageous  and imp orta nt step  forw ard in the development of
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a  nat io nal  so cial  an d m or al  ph ilo soph y.  An d th e  tr an sl a ti on  of  princ ip le  to 
co nc re te  an d be nefic ial  pr og ra m s fu r th e r il lu s tr a te s th is  co mmitm en t.

As  re pre se nta tives  of th e Cat ho lic C hu rc h’s co nc ern fo r ad eq uat e healt h  ca re  
in  Ameri ca , ou r ba sic ap pr oa ch  to th e i ss ue  of  nat io nal  he al th  in su ra nce  is rooted  
in  th e  fu ndam en ta l te net  th a t ev ery per so n has th e ri gh t to  lif e,  to  bod ily 
in te gri ty  and th e mea ns  wh ich  are  ne ce ss ar y an d su it ab le  fo r th e de ve lopm en t 
of  lif e.  Th e ri gh t to lif e cl ea rly im pl ie s th e  ri gh t to  healt h  ca re ; inde ed , the 
tw o a re  ph ilo so ph ical ly  an d pra ct ic al ly  in se pa ra bl e.  T he ri gh t of pe rs on s to 
healt h  ca re  fu r th e r im pl ies th a t such  hea lt h  care  wi ll he  av ai la bl e,  and th a t 
th e ro ute  of  ac ce ss  to ne ce ss ary an d co m pr eh en sive  ca re  will  not be  st re w n 
w ith im pe dimen ts .

In  sp ite of  th e en ormou s di men sion  of  th e national  co m m itm en t to  hea lth,  
we recogn ize  th e  inad eq ua ci es  of  th e h ea lt h  syste m. Ther e ex is t pre se ntly  wide­
sp re ad  d is par it ie s th ro ug ho ut th e co un try in  th e  avai la bil it y  of  tr eatm ent,  faci l- *
it ie s an d pe rson ne l. An d in  a sign if ic an t nu m be r of  ru ra l ar ea s,  in ner ci tie s, 
ghe ttos  an d ba rr io s,  th ere  a re  fe w  m ed ic al  fa cil it ie s an d,  in  som e ca ses, no 
ph ys ic ians  or  nu rs es , co nt ri bu ting to  haphazard  an d gen er al ly  po or  st andard s 
of  he al th  fo r m ill ions  of peo ple . H ea lth  c a re  co sts ha ve  ri se n to  th e  p oin t whe re 
man y wi ll no t or ca nnot  seek  ne ce ss ar y tr ea tm en t be ca us e of  se ve re  o r ru in ou s »
fina nc ia l de man ds .

Su ch fa cto rs  a re  part ly  re sp on sibl e fo r th e  fa c t th a t— de sp ite an  es tim at ed  
hea lth  ou tla y of  90 to  100 bil lio n dollar s in  fiscal 1975, and a ge om et ric gr ow th  
in  so ph is ti ca te d med ical tec hnolo gy , re se ar ch  an d know led ge—in se ve ra l ar ea s,  
th e U ni ted S ta te s ra nks poorl y am on g de ve lope d nat io ns in  th e ap plica tion of 
thos e ad va nc es  vi a th e  hea lth  de liv ery sy st em . F o r ex am ple,  in  1950, th e  Uni ted 
S ta te s ra nk ed  fi fth  in  in fa n t m ort al it y  ra te . To da y,  th e  U ni ted S ta te s ra nks 
fo urt ee nth  in  in fa n t m or ta li ty , be hind  C an ad a,  Sw itz er la nd , Ho ng  Ko ng, W es t­
ern  Sa mo a an d F ij i.  In  lif e ex pe ct an cy , th e  U ni ted S ta te s ra nks tw el ft h  fo r 
wo me n an d tw en ty -sev en th  in  li fe  ex pe ct an cy  fo r males  be hind  Spa in , Greece 
an d five Co mmun ist  na tion s in  E ast e rn  Eur op e.

W ith such  fa cts  an d st a ti st ic s in  mind,  we st ro ng ly  en do rse th e pr os pe ct  of 
a nat io nal  he al th  car e in su ra nc e pr og ra m . W e be lie ve  it  is  on ly th ro ugh a 
wel l-p lan ne d nati onal ap pr oa ch  th a t th e  U ni ted S ta te s ca n begin  to  st ri ke 
a ba lanc e be tw ee n th e ac tu al de live ry  of  hea lt h  care  to  al l pe rs on s livin g with in  
ou r bo rd er s an d ou r un di sp ut ed  ex ce lle nc e in  th e are as of  hea lth  re se ar ch  an d 
tec hnology. We be lie ve  th a t th er e can be  no fu rt h e r de la y in reco gn iz ing the 
m or al  ne ce ss ity  of  deve loping  a nat io nal  hea lt h  ca re  in su ra nce  pro gr am  with in  
which  al l part ic ip ate . Th e qu es tio n,  in  o th e r words , is  no t w het her  we  shou ld  
ha ve  a  nat io nal  p ro g ra m ; it  is how  su ch  a  pro gr am  sh ou ld  be deve lope d an d 
im plem en ted.

O ur  te st im on y to da y refle cts  th e princ ip le s we  wo uld wish to see  incl ud ed  in 
an y nat io nal  healt h  ca re  pr og ra m  which  will  fin all y em erge , an d seek s to  ad ­
dr es s spec ifi ca lly  th os e el em en ts  w ith in  se ver al  of  th e  pe nd in g bi lls  which  we 
lik ew ise feel sh ou ld  be incl ud ed  in  th e legi sl at io n.  No one bill , in  our view , 
pr ov ides  a to ta l an d pr ac ti ca l so lu tio n to  th e  inad eq ua ci es  in  th e pre se nt  he al th  
car e syste m, nor do es  an y one  bi ll sp ea k ad eq ua te ly  of  th e  pre se rv at io n of 
th e be tt e r a sp ec ts  o f o ur pr es en t de live ry  sys tem .

F o r alm os t 200 ye ar s,  th e Catho lic  C hu rc h in  one are a  or ano th er has  been 
invo lved  in th e m ai nt en an ce  an d de live ry  of  hea lth  ca re . Pre se nt ly , ov er  700 
Catho lic  ho sp ital s prov ide he al th  ca re  an d re la te d  se rv ices  to mill ions  of 
Amer ican s ea ch  year— Catho lic  an d no n- Catho lic  ali ke . The  Catho lic  ho sp ital  
syste m, w ith it s cu rr en t ca pa ci ty  of  158,000 beds,  re pre se nts  ap pro xim at el y 30 
pe rc en t of  th e acu te  ca re  volu nta ry  be ds  in  th e  Uni ted Sta te s.  T he Catho lic  
co mmun ity , th ro ugh it s dioceses  an d netw ork  of  hos pi ta ls , cli nic s, med ical  «
an d nu rs in g sch ools,  ed uc at io na l an d o th er hea lth  ca re  in st it u tions,  is  pl an ni ng  
ex pa ns io n and ne w co ns truc tion  co st in g ov er  $2 bil lion, 200 mi llion . The  com­
plex  he al th  sy stem  spon sored  by th e  C at ho lic co mm un ity —which  is  a vi ta l 
p a rt  of  th e  ov er al l American  healt h  sy st em —t re a ts  som e 25 mill ion i>a tients  
annual ly  an d,  in re la te d  syste ms, m ain ta in s ho mes  fo r 35,000 de pe nd en t ch ildr en  
an d al m os t 50,000 ag ed  pe rson s. O ur  C hu rc h en ga ge s in  hea lth  ca re  se rv ices  
in re sp on se  to  th e  ne ed s of  peo ple . O ur  coun tr y ’s reco gn iti on  an d en co ur ag em en t 
of  a  p lu ra li st ic  s ys tem  of he al th  ca re  del iv er y ha ve  comp lemen ted ou r co nt in ui ng  
in te re st  in se rv ice,  as  has  th e co ncep t of  in div id ual  an d in st it u ti onal in te gri ty  
which  rec og nizes th e  fu ndam en ta l ri gh t of fr ee  ad he re nc e to  et hi ca l an d /o r 
re lig io us  be lie fs . We su bm it th a t th e vo lu n ta ry  Catho lic  sy stem  has  m ad e a
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historic  and  substan tia l contr ibution to the overall system and provides high 
quality  and sensitiv e altern ativ es to oth er equal ly qua lita tive modes of health 
care. Indeed, because  of its history and  tra dit ion  within the  healt h care field, 
the Church bea rs witn ess to the impo rtance and  validity  of the  plu rali stic , 
volu ntary na tur e of hea lth care delivery in the  United  States . The Church, 
through its comm itment to Christ ian  values, exi sts prim arily  to serve, pa r­
ticu larly to serve the  poor, the aging  and sick among all peoples. Because  of 
th at  trad ition, we will continue to sta y in the hea lth  care  delivery  system and  
seek to expan d ou r services.

Indeed, the comm itment to a Catho lic expression of health care delivery, we 
believe, is analogous to and compatib le with  the  growing country-wide  commit­
ment  to a nat ion al he alt h care progr am as expressed  in the Congress. We see 
no necess ary conflict between  the adv ent of a nat ion al heal th insu ranc e prog ram 
and the continued role of the Church in hea lth affair s.

The Church’s commitment to the hea lth care field is reflected in the  un de r­
stan din g th at  its  iieople a re  both  provid ers and consu mers of h ealth care. Indeed , 
we are  test ifyi ng today , in effect repr esen ting  millions of consumers  as  well as 
speak ing for  1,200 Catholic ins titu tion s providing hea lth  care. Within thi s und er­
stan din g of the  Church as a community  of consumers and  providers in term s of 
hea lth  care, we view’ the coming of nat ional hea lth insuranc e as a mean s to en­
hance  the vo luntary  system of health  care.

Consonant with  our  conviction to bu ild on th e s tre ng ths  of th e exist ing  he alth  
delivery system, we offer the  following  legis lative suggestions, recognizing  th at  
in some respects we ar e dep arting from oth er ma jor  provider groups.

COVERAGE

We believe th at  by attachin g resr ictions  on who may be covered und er a na ­
tion al health ins ura nce  program , or by atte mp ting  to define eligibil ity, many 
thou sand s and possibly millions of person s will eit he r never be covered or will 
lose protection for  a va rie ty of economic reasons , includin g, in some cases, non- 
enrol lment  in the  socia l security system. Dist incti ons among i>eople, classes of 
people, or places of natio nal origin are,  in terms of the  righ t to hea lth care, an 
affr ont  to the  dignity of man. Therefore, coverag e should be u niversal, inclu ding  
all  U.S. citizens, res ide nt aliens and  alie ns adm itte d for employment. Any oth er 
approach  would comprom ise too severely  a tru ly nat ion al approach.

In keeping with  our  Church's  pa rti cu lar  concern for those who are  depriv ed 
of the  abundance of life, we recogize tha t, as in so many areas, it is the poor 
and  the aging who suffer most from the  deficiencies of the cur ren t system of 
hea lth care.

Escape from pove rty is enormously  difficult a t best, but  the possibili ty of bre ak­
ing free  is grea tly complicated and  often  rend ered  impossible by the con stan t 
presence  of pote ntia l deb ilit atin g ill heal th. While  the re are obvious differences  
among poor urb an and  ru ra l commu nities in respe ct to heal th care, they sha re 
in a common fat e—they receive less tha n ade qua te hea lth care. Lack of sub­
scrip tion—individ ual or  group—to hea lth coverage policies, high costs, poorly 
equipped and underst affe d clinics (w’here  such exis t at  a ll ),  gre ate r susc epti bili tj’ 
to disease  or accide nt, higher  unemployment or underemploy ment—all  con trib ­
ute  to sharply lower sta nd ard s of h ealt h among the poor. Thus  the  endem ic hope­
lessness  of the  ghe tto—urban  or rural —is mai ntai ned , welfare  costs cons tant ly 
escalate, and the  price  paid  for erosion of the  hum an spirit  continues to climb. 
We suppor t, there fore,  the  “folding-in” of Medicaid within  a national  progra m.

BENEFITS

We believe th at  the  legis lative enactm ent of a manda ted package of benefits 
should include the  fol low ing : preve ntive services, all physic ian services and all 
inpa tien t, out pat ien t and medical services. This is intended  to include coverag e 
for  all cata stro phic illnesses, all prescript ion drugs, post-hospita l extended care , 
nurs ing home car e, medical home h ealth  services, reh abi lita tion  services, care for 
the  developm entally disab led, dent al car e including ortho dont ia, therapeuti c de­
vices, pros theti c devices includ ing hea ring  aids  and eyeglasses, heal th-orient ed 
social services, mental hea lth  services and necessary medical transp orta tion .

We believe th at  a prev entiv e approach to mental hea lth care should especially  
be encouraged, including the developing of community-base d menta l hea lth serv-
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ices. Auto matic cut-off limi ts on mental  hea lth services, such as a 30-day limit, 
should he discouraged in favor  of a n emphas is on qu ality  control and  pe er review. 
Services provided by o ther  certified mental  profes sionals—in add itio n to p sychia ­
tri sts —should be included in  any f inal legislat ion.

The daily  tragedies rang ing from  serious automobile, ind ust ria l and home ac­
cidents to the  spread ing incidence of severe long-term coron ary disease,  cancers  
and oth er crippling illnesses are  incalc ulably  compounded by the  f inancia l blows 
which too often accompany them. In  a natio n marked by its generosity and abu n­
dance in so many spheres, ther e is no longer any just ifica tion—medical, moral or 
monetary—for the prospect of severe financia l difficulty or ruin being visited  upon 
any individual or family as the  dir ect or ind irec t resu lt of serio us inju ry or 
sickness. Elim ination of a system which perm its tre atm ent and  recovery only 
through gre at personal loss would top many an Ame rican’s lis t of redressed 
grievances.

We would endorse the  principle s and concern which led to the  inclusion of 
catastr oph ic coverage first  in the Long-Ribicoff bill and retain ed and  liberaliz ed 
somewhat in the Kennedy-Mills meas ure. Liberal univ ersa l catast rop hic  coverage 
is only mean ingfu l in the con text of a tot al nat ion al heal th insu rance program 
and, ther efor e, should not be enacted  sepa rate ly. The benefit package  we have 
endorse d and our recommendat ion which follows—folding  in Medicaid and Med­
icare and  endors ing a long term  care provision—would give us the cata stro phic 
coverage we need in an overall, tot al program.

HEA LT H EDUCATION

Our conviction about  the rig ht of all  to hea lth ca ie prompts us to speak within 
the context of preven tive health car e for an equal ly stro ng programs  of health  
education. Indeed, witho ut such a program,  even a libera lly fund ed approach to 
preven tive medicine could res ult  only in margin al success. In  spit e of our coun­
try ’s vas t and diverse comm itment to educ ation  in general, there is no similar 
commitm ent to natio nal and widespr ead hea lth education,  a condit ion sympto­
mat ic of the deficiencies w ithin  our  present heal th care delivery system. We view 
nationa l healt h insur ance  as an impor tan t vehicle for emphasizing healt h edu­
cation  through educat ion and inform atio n programs. These programs  should 
complement and stim ulate hea lth educ ation  prog rams in the school systems and 
community insti tutions. Health educ atio n on thi s larg e scale would be p rimarily  
preventive  in tone, covering illnesses and ailm ents  which people can take steps 
to prev ent themselves, witho ut unnec essary  medica l and ins titu tional  involve­
ment. We mai ntain that  a carefully developed progr am of nat ion al health ins ur­
ance, accompanied  by solid hea lth mai nten ance  educa tion will result in the long 
run in subs tant ially decreased medic al services and ins tituti on al costs. We be­
lieve th at  such a program  is cru cia l for  the heatl li of the  count ry, and see a na ­
tional heal th insur ance  system as the most logical context wit hin  which to 
proceed.

PREV ENT IVE MEDIC INE

We believe there should be sub sta ntially more emph asis on preventive medicine 
and services than  is reflected in m ost of the pendin g bills. We recognize that  there 
may be pres ent financial lim itat ion s in respect to imme diate  crea tion  of a far- 
rang ing effort to inst itutionalize , in effect, the pra ctic e of prev entive medicine. 
Legisla tion should include au tho rit ies  for the  developm ent of prev entiv e heal th 
services  and strong encouragement for  the conversion of our pre sen t inclin ation  
to tre atm en t of episodic illnesses to an approach  which places  more emphas is on 
comprehensive prevention of s ickness.

The Congress, in its wisdom, took an imp orta nt step in this direc tion las t year  
throu gh passage of the Hea lth Mainten ance  Organization Act of 1973. We would 
like to see more funds  alloca ted und er nat ion al hea lth insurance  for the develop­
ment  of HMO’s and for oth er metho ds which favor a prev entive approach to 
heal th care.  A national  system of hea lth  car e which places incr easi ng emphasis 
on person-oriented preve ntive tre atmen t should ulti mately  succeed in reducing 
the per cap ita cost of hea lth care. Emphas is on preventiv e tre atm en t—as well as 
hea lth educ ation —should reduce  the  high number of unne cessary hospitaliza- 
1 ions. P hysical  check-ups, rou tine  eye a nd dental exam inations, ches t X-rays, etc., 
should become commonplace fea tur es  of coverage, as well as fu ll screen ing test s 
for severe  ailm ents  such as diabe tes, cancer or high blood pressure . As repre­
sen tati ves  of the Church, our concer n relates to keeping pers ons and  famil ies
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physically , menta lly and  sp iri tua lly  heal thy. We can thin k of no bet ter general 

appr oach  to this  end tha n a well-planned, accessib le prev entiv e system of hea lth 

care.
LONG-TERM CARE

Recognition of the needs of the  old and poor really may he viewed as the fore ­

run ner  o f t he general need for na tio nal  hea lth insurance . The need for hea lth care  

increases as one grows older, both  in terms  of tre atm ent and  the  use of medicine. 

Aging persons are na tur ally pro ne to a gre ate r var iety of illnesses and  the  neces­

sity of ongoing hea lth car e is fa r more likely to become a per ma nen t condit ion of 

life, ra th er  tha n episodic. Yet th is gre ate r need for  hea lth  car e among the  aged 

occurs most often when the ir finan cial resour ces are dwindl ing, or fixed as on a 

pension, and  is poign antly  ill us tra ted in the  nursing  home situat ion  in this 

country.
The needs of our elderl y citiz ens and  o ther s for  long-term car e have n ever been 

sat isfactor ily  met. The sep ara tion of levels and  types of care  lias been a pa rticu­

la r problem in the  m aintenance  of the  heal th and well-being of the elderly  whose 

needs ar e often  so gr eat.
*  In line  with  our recommendation of univ ersa l coverage and  no premium pay ­

ment, we feel th at  Medicare  shou ld be folded into a single overall hea lth ins ur­

ance program  and only phased out  as new legis latio n is impleme nted. We would 

specifical ly recommend the  inclu sion  in any bill of the concept of long-term  care  

as envisioned in Titl e II  of the  Kennedy-Mills bill (H.R . 13870, S. 32 86 ). Fo r the 

first  time, the rang e of care possibiliti es envisioned by this tit le seems aimed 

rea list ica lly  at  the  rang e of need experienced,  and  offers the  possibility of ta ilo r­

ing car e to insu re the  maxim um maintenance in as norm al a community set ting  

as possible. The esta blish men t of enti tlem ent to a mul tiplicity and full range of 

services not necessarily  r ela ted  to  ho spita ls i s excellent.

We do have some specific co ncern s which should be b uil t in to the  eventual long­

term  car e title.
As wit h our earlier recom mendat ion on hea lth  insu rance as  a whole, coverage 

should be unive rsal.  The long-term care  tit le should be m and atory in the stat es. 

It  shou ld not involve the paymen t of a premium . The manda ted consumer pa r­

ticipat ion  in the  proposed tit le  is excellent. The “consum er’s” freedom of choice 

should be preserv ed. We would also urge recognit ion of the provis ion of services 

for  the  elderly within the con text  of the relig ious- cultu ral trad itio ns.

The  long-term car e tit le should provide for medical social work, den tal care  

and rou tine preventive  servic es and other anc illa rj- services  needed by the  aged.

We feel th at  the tit le should be worded to pro hib it a pro vid er from becoming 

the  community long-term car e center . And, in the  field of long-term care, there 

should be specific incentives for  non-profit providers  of service.

Tit le XIX  of the Social Secu rity Act, medicaid, would be repealed. But since 

70 per cen t of the money for long-term care  presently  comes through Titl e XIX, 

we would urge th at  this pa rt  of Title XIX  be phased out  only as the new long­

term  provisions are  actu ally phased in. I n addi tion,  we feel federal  sta nd ard s for  

long-term  care  faciliti es should be c learly man date d in the legisla tion.

The  present prac tice of sep ara tin g levels of car e for fiscal purpo ses frequ ently  

res ults  in moving elderly pa tie nts  ar bit rar ily , result ing  in g rea t diso rien tation and

*  often  dest royin g the will to live. It  also results  in ar bi tra ry  definitions of wha t 

is one level of care, and wh at is another. We would urge the provision of a uni ­

form system of moni toring  which  is huma ne and  does not freeze  in levels of care  

which requ ire moving pa tie nts  to less expensiv e faciliti es provi ding less service 

for  fiscal reasons alone. The re should be pr ospective reim bursement to provi ders

*  on a  cost- relate d basis  for ac tua l c are  rendered ra th er  th an reim bursement on the  

levels of care.
FI NAN CIN G

Three year s ago our three orga niza tions testifie d on b ehalf of using the  prin ci­

ple of social insu ranc e in financing any nat ional hea lth insurance  program. Now 

we wish to make th at  more concrete . In ord er to dis trib ute  most equitably the  

cost of heal th care on as wide a base as possible, we believe hea lth insu ranc e 

should be financed by a mix of tax  on employer  payr olls,  a tax  on the  self- 

employed and general fed era l revenues. No tax  should be assesse d on income 

received from public ass istance , suppl emen tal secur ity income, social security or 

unemployment and  work men’s compensat ion. This appr oach  would help grea tly
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to e nsu re th at  nobody su ffers from lack of coverage. And the metho d should e limi­
nate the  dem eaning  means te st relative to h eal th care.  Any m eans tes t is inju rious 
to a pers on’s dignity, is almo st impossible to adm inis ter fai rly  or efficiently, and 
accompl ishes little .

A ma jor  difference between the  various bills before this  Committee  is in the 
financing mechanisms. The Adm inis trat ion's Employer Health  Insurance  Plan  
(H.R. 12684 and S. 2 970 ) is voluntary, which we thin k is unsound public policy 
because it may encourage  employe rs to provide some more imm edia te employee 
benefit while  discouraging  employee par tici pat ion  in a more costly heal th insur­
ance plan. It  has some add itio nal  unto war d side effects. The esti mat ed premium 
for a family (th ree -fo urt hs of which would be pa id by the emp loye r) is $600. The 
esti mat e per single individual is $240. The possibility of add itional payrol l 
exi>ense could serve to promo te the  hir ing  of single an d/ or  temp orary  em­
ployees. Even if this  did not develop into  a trend , ano the r possible  detr ime ntal  
fea tur e is the regress ive aspe ct of the  fixed premiu ms. Lower income persons, 
payin g a family premium do so in proport iona tely larg er amounts  in rela tion  to 
the ir income.

Othe r bills have similar  regr essive effects, or cre ate  sep ara te tie rs of care  for 
the poor and  non-poor, or ope rate on the  expe rienc e-rat ing system of limited 
groups and  do not sha re the cost of nat ion al hea lth insu ranc e over a sufficiently 
wide base. And some bills would not  pool the  purc hasi ng pdwer in a manne r 
which can have a sal uta ry effect in improving the  delivery system.

We endor se the esta blish men t of a nat ion al tru st  fund  within  the Social 
Secur ity Adm inis trat ion to han dle the  collection and  disb urse men t of funds— 
in term s of purc hasing and  reim bursing  services. The cont ribu tion s of em­
ployers and  the  self-employed, which  would be collected on a nationa l basis, 
should be earm arked specifically for  the  nat ion al hea lth insurance  progra m and 
should not be a pa rt of the  general  fed era l budget. Amounts of monies involved 
should be s tric tly  on the public record . Such an approach, accomp anied by b road 
federal  guideilnes, would illus tra te  the  tru ly nat ional cha rac ter  of the  program,. 
Under  thes e fede ral guidelines,  we see pri va te insu rance companies as fiscal 
inte rmediar ies, suppl iers of supp lem enta ry insu ranc e and developers and  man­
agers of hea lth maintenan ce organiz atio ns on a reaso nable cost basis.

COINSU RANCE  AND DEDUCTIBLES

We have noted, of course, the differe nces among the pending bills  on the issue 
of co-insurance and deductibles. We would say, on both subje cts, th at  they have 
no place in a nationa l hea lth ins ura nce  progra m, and  we would urge  the Com­
mit tee to elim inate  a ll deductibles and  co-insurance  with in a na tional  plan. It  is 
alleged th at  the presence of deductibles and co-insurance mil itat es aga ins t over­
utili zati on of the hea lth care  system, in respect  both to use of physi cian services 
and prov ider  care. We c ontend th at  this is theory at  best, with  no firm body of 
supportive evidence. On the con trary,  most util iza tion is dete rmined by physi­
cians in the provider system. We w ould also subm it th at  t he prici ng policy in our 
cu rre nt system inhib its and limits access to hea lth care  on the pa rt of untold 
numbers of p ersons who need care. Fur thermo re, if deduct ibles and  co-insurance 
were totally  elimin ated from the na tio nal  plan, we believe th at  any ini tia l over­
use which might resu lt will be more tha n offset by judic ious use of peer review 
and an important emphas is on prev entiv e hea lth  care and hea lth main tenan ce 
educati on. We also believe th at  inclusion of the deduc tible  and  co-insurance sys­
tems and  figures in any one of the  pendin g plan s will prove onerously difficult 
and expensive to administer.  Dropping them altog ether, we feel, would ultim ately  
resu lt in signif icant savings for the  system, and end once and for all the finan­
cial and personal  ineq uities associate d w ith the  practice.

AD MINIS TRATION , STATE AND LOCAL ROLES, DELIVERY OF SERVICES

A nat ion al hea lth insu ranc e prog ram  would be unwise  and excessively costly 
unless  coupled with steady and  sub sta ntial improv ements  in hea lth care  delivery. 
So we believe the  financial leverage of th at  hea lth  insu ranc e prog ram ought to 
be used to secure sub stantial improvemen ts in the delivery system. Secondly, 
while professio nal judgment s and the respon sibil ity of physi cians for diagnosis  
and  tre atm ent must be assured, sub ject to peer review, nat ion al sta nda rds  for 
hea lth car e services  should be manda ted for both individual and  ins titu tion al 
providers  of hea lth  care services.
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So, while endors ing the  fiscal role  of the fed era l governm ent, we feel equally 

strongly  th at  the rate-set ting , regulati on, and certificate-of-need system s must be 

sep ara te from  man dated involv ement of the fed era l governm ent. The sta te  gov­

ernm ents  mus t be in a position to ass ure  the avai labi lity , the access, quali ty, 

and  viabili ty of the needed hea lth  services. We see stro ng sta te  involvement in 

regulat ory  activ ities , rate -set ting and  hea lth plan ning  as the  core of a nat ional 

hea lth insu rance system in which the cost control res ts with  the  fede ral govern­

ment and  the volun tary, plu ral isti c appro ach to hea lth care  options and  delivery 

are  enha nced bv gre ate r par tic ipa tion on the pa rt of the s tate s.

We feel the most logical way to proceed is through establi shm ent of sta te 

hea lth  commissions, as proposed in H.R. 1, with  the  autho rity to  regu late pro­

vider s and  the  responsibili ty to ass ure  th at  qua lity  hea lth  car e is available and 

accessib le to all reside nts. Sta te hea lth commissions should be con stituted  inde­

pendent of sta te  contro l af te r havi ng been duly created  by the  sta tes  in accord­

ance with m anda ted fede ral guidance.
Each  sta te  hea lth commission, in othe r words, would be the principa l agency 

responsible for  regu lato ry and rel ate d function s. In orde r to reduce any poten­

tia l conflict with in a commission, we would make two suggestions. First, ther e 

should be adeq uate  local prov ider  and consumer par ticipat ion  in the planning , 

ra te  review and certificates-of-need functions . Such local par ticipat ion  would 

preclude  ar bi tra ry  and capric ious decisions made  at  the sta te  level. Secondly, 

the re should  be two equal ly responsible divisions with in each sta te hea lth 

commission—a rate  review division and a planning/ce rtifica te-of- need division. 

Hopefully, this would elim inat e competit ion rela tive  to discuss ion and action 

on operating fund s (r at e review ) and cap ital  fund s (plan niug/certi ficate-of-  

need).
We recommend th at  the  local governm ent (tow n, city, cou nty) be the fac ilit a­

tor  of coordinated planning  among provid ers with stron g consum er involve­

ment. Regional and local comprehensive plan ning  groups should be continued 

and  fost ered  as the conveners  of local providers and  consumers with  the re­

sponsibil ities  to promote  needed services and to advise the sta te heal th commis­

sion on ce rtificates-of-need and rate s.
In ord er to ass ist the  sta tes  in these  endeavors, we recommend the esta blish ­

ment  of broad  federal  sta nd ard s, possibly accompanied  by a federal  con­

tingency plan to impose regu lato ry, ra te  set ting  and certificate-of-need grantin g 

on a sta te  or groups of sta tes  which are  unabl e or unwill ing to develop the 

means to  imple ment the nat ion al hea lth  insurance pro gram.
We recognize th at  prof essio nal and institu tional  providers must meet high 

sta nd ard s of quali ty, efficiency and  effectiveness. We likewise  contend th at  

na tio nal  sta nd ard s must be consonant with reasonable  geograp hic and regional 

standa rds . Again, therefore, we would like to emphasize our  belief tha t the 

respective  roles of the federal  and  sta te governments be i ntegra ted  unde r a truly 

nat ion al hea lth  care insuranc e program. We would call for fede ral specification 

of a broa d set of benefits for all  persons and  the  provisions of incentives for 

stat e and  local agencies.

PROFESSIONAL STANDARDS REVIEW ORGANIZATIONS

The basic int ent of P.L. 92-6 03, rela ting  to Professio nal Sta nda rds  Review 

Organizations, is to provide peer  medical  review of the qua nti ty and quality  of 

medical  services rendere d, particular ly in respec t to the aged and the poor. 

Ove rutil izati on was a prin cipa l objec t of concern when the legislation  was being 

considered, as reflected in the  Sen ate Finan ce Committee’s rep ort th a t: “in view 

of the per diem costs of hosp ital and nurs ing faci lity  care, and the  costs of medi­

cal and surgical procedures,  the economic i mpact of . . . ove rutil izat ion becomes 

extre mely  significant.”
Because  utili zati on review, as  such, was found not to prev ent such over­

util izati on, “regiona l norms of diagn osis,” to be applied  by are a Profession al 

Sta nda rds  Review’ Organizations, were aimed at alle viat ing costly over util iza­

tion and, therefore, improving the  quality  of care. Our orga niza tions supp ort 

these  basic objectives. But, because Profession al Standa rds  Review Oragniza- 

tions  are  ju st  beginning to be placed  into opera tion and because the re is not yet 

sufficient empirical evidence to supp ort the conclusion th at  they  will success­

fully iierform tlie ir functio ns, it is strongly  recommended th at  the ir develop­

ment  and  op eration be accompanied by a formal  and ongoing ev alua tion  prog ram.



Specifically, we would make the  followin g recomm endations. Fi rst , we thin k 
there mus t be stat uto ry protec tion again st possible intrusio n into pat ien t record 
conf identiality by Profe ssion al Sta nd ard s Review Org aniz atio ns’ non-medical 
personnel. Secondly, we believe tha t, under Professio nal Sta ndard s Review Or­
ganizat ions’ procedures, physicians should  lie subj ect to liability  for disapproved 
medical services. Third ly, there should be relief or appeal proce dures  in the law 
which recognize that  some of the  “norm s of diagn osis” to be followed by P rofe s­
sional Sta nda rds  Review Org aniz ations may be unreasonable, ar bi tra ry  or un­
managea ble, for example, medical  school sta nd ard s in some sett ings . Four th, 
Profession al Standa rds  Review Org aniz atio ns’ deli bera tions should  not be sub­
ject to public scrut iny because of a dve rse effects on physic ian review procedures.  
If profession al Stan dard s Review Organiz atio ns’ m inutes  were subj ect to public 
disclosure, physic ians may be he sit an t to review objectiv ely a peer's  medical 
procedures. And finally, a ttention must be pa id to the  problem of possible admi n­
ist rat ive  delay s in hosp ital reim burs ement under Professio nal Sta ndard s Review 
Orga niza tions’ procedures.

THE  BOLE OF THE CONSUMER IN  NATIONAL HEALT H INSU RANCE

The respo nsibili ty for ma inta inin g good hea lth and  for high sta nd ard s of health 
is shared  by those who need or receive  services as well as those who provide the 
care. The rela tive  paucity of hea lth car e providers  in poor or min ority  comhiuni- 
ties is clea r testimo ny to an over-emphas is on prov ider  determ inat ion of services 
and locatio ns. We believe th at  any int egr ate d system of heal th care delivery  and 
any nat ion al healt h insur ance  plan mus t provide  for  sub sta ntial and equitable 
par ticipat ion  by consumers in det erm ination  of policy and review. Such partic i­
pation should be both mand ated and  encouraged. The bills before the Committee 
vary  widely on this  subject, acco rding  the issue differ ing levels of importance. 
We would urge tha t the su bject  re ceive priori ty atte ntio n.

Mr. Ullman’s measure (H.R . 1)  esta blis hes  the  principle of consumer par tic i­
patio n in local delivery  mechan isms. We agree th at  ins titu tio nal and group pro­
viders should have equita ble consu mer repr ese nta tion  on the ir boards . H.R. 22 
and S. 3, sponsored by Mrs. Griffiths, Mr. Corman and  Senator  Kennedy, provide 
for consumer parti cipa tion  in an advisory  capacit y as regards determination  
of policy and the adm inis trat ion  of the program. We believe th at  consumers 
should jus tly  be involved in any local, sta te or regiona l plan ning agencies 
and in federal  and sta te agencies charged with  design ing and impleme nting the 
elements of a national  program.

In the la tte r respect, we urge a Nat ional Hea lth Service Advisory  Council be 
established to rela te to the National  Tr us t Fun d and Sta te Hea lth Services Ad­
visory Councils be established to relate  to the Sta te Hea lth Commissions. Ad­
visory councils should be in a position to contrib ute both to the  development of 
fiscal policy and to sta nda rds-settin g procedures. Ha lf the membership  of these 
councils should be composed of consu mers  of hea lth car e services and ha lf of 
providers. We also  f avor  the provis ion th at  these advisory councils have included 
among the ir responsibilities  the  review  of any proposed regu latio ns or regula tion 
changes prior to publicati on in the Fed eral  Regis ter. Experience  with  the Medi­
care-Medicaid Amendments of 1972 and other legislat ion, in corre sponding with 
the Dep artm ent of Health , Educatio n and Welfare on the  matt er  of social serv­
ices, shows how implementing regulat ions can be subj ect to numerous  and often 
conflicting inte rpre tations .

Rega rding  our suppo rt of the Tit le II  long-term care  provisions of H.R. 13870, 
the Kennedy-Mills bill, we favor the definition of consum er par ticipat ion  in the 
governing boards of the community long-term care centers , and we urge  a con­
sumer  role  in sta te long-term care agencies as  well.

Ea rlier we said consumer par tici pat ion  should be both man dated and encour­
aged. We note th at  it is eas ier to man date  par ticipat ion  than it is to encourage 
mean ingfu l involvement. Consumers, especially  the poor, m inor ities  and  the aged, 
will need special education and assi stan ce to par tic ipa te strongly  and mean­
ingfully . Indeed, we feel th at  att ent ion  should be given to provi ding consumer 
rep rese ntat ives  professional, tech nica l or othe r staff back-up, responsible to them, 
so th at  they do not par tic ipa te a t a disadvan tage  in rela tion  to providers  who 
sub stantially  control  the  language  and  know the complex ities of the  system.

We believe th at  consumer ini tia tives in respect to bringing health services into 
a communitj’ must actively be encoiiraged. Accordingly, we feel th at  the legis­
lation  should provide  clearly  for fed era l override of any stat e regu latio ns or
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legislation which curtai ls or discourages consumer initiative s in relation to 
federal health funds and programs. Without such protection, consumer partici­
pation will vary widely and significantly among the states , to the detriment of 
a national health insurance program. We urge also appropriate  procedures for 
appeals.

Finally, we suggest tha t a definition of the word “consumer” be provided in 
the legislation which will exclude providers and government officials (who are 
also consumers) from the terms of the definition, and will specifically include 
equitable representation for the poor, minorities and the elderly.

FAMILY PLANNING

j  In light of our commitment to a positive national health insurance program,
we must also state  our convictions as regards family planning services within 
potentia l legislation. The proposed emphasis on preventive health care and on 
mandating a broad set of benefits should not, in our view, include family planning 
services—particularly sterilization  and abortion procedures—as part s of those 
benefits. We unequivocally oppose their  inclusion in any legislation.

For the purpose of today’s testimony, we will especiallj7 address the subject 
of abor tion as one of the family planning services which might be covered under 
the terms of national health insurance. We strongly oppose any program that 
includes abortion as a method of family planning. The Congress has prohibited 
funding abortion as a method of family planning, and this prohibition must be 
extended to national health insurance. We cannot over-emphasize our belief, as 
state d in the papal encyclical of Pope John XXII I, “Peace on Ear th,” tha t “any 
human society, if it is to be well-ordered and productive, must lay down as a 
foundation this principle, namely, tha t every human being is a person, tha t is, 
his natu re is endowed with intelligence and free will. By virtue of this, he has 
rights and duties of his own, flowing directly and simultaneously from his very 
nature . These rights are therefore universal, inviolable and inalienable.”

Further in tha t encyclical letter, Pope John affinns tha t “every man has the 
right to life, to bodily integrity, and to the means which are  necessary and suit­
able for the proper development of life.”

We firmly maintain tha t the practice of abortion is absolutely violative of the 
right to life and its development. Health care must include protection of the 
child in utero. We submit tha t the right to privacy, as defined in the Supreme 
Court decision of Janua ry, 1973, cannot take precedence over the immutable 
right to life itself. We believe tha t the preponderance of scientific evidence 
clearly shows that  the fetus is a living, individual human being whose pre-natal 
development is but the first phase of the long and continuous process of human 
development tha t begins at conception and terminates at. death. We hold that, 
regardless of the circumstances of origin, human life is valuable from conception 
to death because God is the ultimate Creator of each human being, and because 
human life is valuable in and of itself simply because of its own inherent sanc­
tity. We also feel tha t someone must speak forcefully on th is subject within the 
context of potential national health legislation because we strongly believe tha t 
the right to life is a basic principle of all health care services. Moreover, if the 
taking of human life through abortive procedures is sanctioned federally, equally 
destructive practices—such as euthanasia and sterilizat ion, particu larly of the 
mentally retarde d—will become commonplace in the future, as evidenced by 
incidents tha t have been carried out in federally funded programs in the past. 
Moreover, public opinion surveys continually show tha t the majority  of Ameri- 

,  cans oppose abortion on request.
As representatives of the Church, we must asser t tha t whenever a conflict 

arises between the law of God and any human law, we are bound to follow God’s 
law. With respect to religious beliefs, conscientious convictions, moral directives 
and et hical codes, we strongly urge the Committee to include adequate protection 
for individuals and insti tutions within national health insurance legislation. 
Congress has already taken cognizance of the need for conscientious protection 
by incorporating relevant provisions in the Health  Programs Extension Act of 
1973, Public Law 93-45. In addition, many states  have adopted, or are in the 
process of adopting, protective legislation.

In summary, we believe tha t participation by persons and institut ions in any 
system of national health insurance must not be contingent upon nor result in 
the violation of deeply held beliefs by persons of many faiths . Catholic people
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and Catholic health care insti tutions could not partic ipate in any plan which 
would require the violation of such beliefs, most emphatically in the areas of 
abortion services.

CONCLUSION

We would urge the enactment of a total health care insurance program now, 
though we recognize the program itsel f will have to be phased in over a period 
of time. The phasing aspect will allow the program to mature—particularly in 
terms of administra tion and experience—and will allow for an orderly transition  
to the full package of benefits which, understandably, will require time to achieve.

This concludes the testimony, Mr. Chairman, of our three organizations. We 
would like to emphaize once again tha t by appearing today, we are confirming 
the commitment of the Catholic Church and the thousands of priests, sisters, 
lay persons and health personnel associated with the Catholic expression of 
health care in the United States. They and we are vitally interested in the 
proposed legislation, and we and our staffs stand ready at any time to assist 
the Committee and its staff in the formulation and clarification of a national 
health insurance program. You and the Committee are to he commended for 
the comprehensive hearings you have held and for your understanding of the *
need for this legislation. Thank you very much for the opportunity to discuss 
our concerns and wishes with you.

Msgr. L ally , Continuing with my own statement, as my colleagues 
have noted, we, too, believe th at some refinement or amendment is in 
order to clearly rule out any form of means test in a national health 
insurance program. Without such a commitment, it is probable tha t 
we. will continue to see a two-class system of health care, one for the 
wealthy and one for the poor.

Beyond these concerns, however, which have lieen adequately and 
thoughtful ly noted, I  would wish to bring  to  vour attention an area 
of par ticu lar concern to those of us in the Catholic community. We 
are compelled to state our conviction regarding certain services under 
a proposed national program for health. We are  opposed to provisions 
for contraceptive devices and steriliza tion for contraceptive purposes.
We are opposed to the inclusion of abortion services as “benefits” in 
any national health insurance plan. It  is our contention that human 
life is inviolate at every stage of its being. Belief in this principle 
motivates us to urge this subcommittee in the most serious and certain 
terms to reject any effort to  provide for abortion services through the 
means of national health insurance coverage.

There is one furth er point which we feel compelled to stress at this 
time as well. Fo r almost 200 years in this country,  the Catholic Church, 
in one form or another, has been involved in the maintenance and 
delivery o f heal th care. We engage in health care services in response *
to the needs of people and as a witness to the love of Christ. The 
church, through its commitment to Christian values, exists primarily  
to serve, particu larly to serve the  poor, the  aging , and the sick among 
all peoples. Because of tha t tr adi tion , we will continue to stay in the 
health care delivery system and we will seek also to expand our 
services. We see no necessary conflict l)etween the advent of a national 
health insurance program and the continued role of the church in 
health affairs. In this connection, we are pleased to see tha t the pro­
posed program builds ujx>n the strengths of the voluntary’ sector. We 
would underscore the value of a plurali stic approach to health care 
and ask tha t this value play a significant role in the subcommittee’s 
think ing as it refines its plans on this measure.
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In closing, let me say that  we are heartened by the action taken by 
this subcommittee today. Comprehensive health reform is, in reality, 
a nationa l commitment, toward alleviating the extensive sickness and 
suffering which many American families are forced to endure because 
they do not have access to our system of care today.

As you, Senator Kennedy, noted many times, nowhere are the in­
equities of our society more obvious than in the sickness of those 
many millions of our citizens who must endure illness in life because 
they cannot afford health care. We know tha t the more affluent few in 
our society can buy the world’s best and most expensive medical care. 
We heard about that th is morning.

But, in the United States  today, millions of our citizens are sick 
and they are sick only because we have a multibillion dollar enter­
prise tha t cannot serve th eir basic needs. T heir sickness is scandalous 
because we could at tack it so easily had we the national will to do so.

Thank you very much.
Senator Kennedy . Thank  you very much, Monsignor.
Do you think the church is will ing to play a role in mobilizing the 

public support, for the uphill struggle?
Msgr. L ally . I think  t ha t all the churches are very seriously inter­

ested in the moral question you mentioned earlier.
We are coming kind of late on the scene with the understanding 

that health  is a basic human right, and it has to be demanded from 
Government, and from the society, and the church should be a prin ­
cipal agent in this matter.

Senator Kennedy . Mr. Thompson, there is ju st one brief response 
tha t I would like to make to the questions that  you raised in your 
testimony.

I think I have indicated tha t those points of the general principles 
I will give you every assurance that legislation henceforth will be 
universal, will have the comprehensive benefits.

I believe in the  importance of hospices. We will have the cost con­
tainment which you mentioned, and the strength on preventive medi­
cine and consumer involvement.

There is a strong commitment in the involvement in the shaping of 
health planning programs that  will be mandatory for all residents. 
And we are committed toward not having that needs test. We want  
the kinds of quality controls which we believed in fo r a long time. We 
had a Quality Control Commission on the first IIMO bill that was 
dropped. The opposition of organized medicine is to  try  to evaluate 
inputs and outputs and make that available, to the public, to permit 
that kind of discretion.

So these are all elements that we are strongly committed to. Down- 
payment on preventive aspects will be passed in the Senate this year.
I want to give you reassurances in those areas.

The rule for the priva te companies and restra ints on the  budgets, 
as you know, we are real ly out of a direct request of a meeting with the 
President  to try to develop an approach which would meet the ob­
jectives of S. 3 in terms of its impact on the  consumer, but also to try 
at least to respond, to some extent, to the President’s pereeption of the 
concerns of some role for the private sector and also for the line 
budget, items. I quite clearly believe that  is the fairest  and most 
progressive way to raise the resources.



222

But the realities of th is situat ion, whether we are going to be able 
to impact the American citizens with the benefits of S. 3.

I am more flexible about how we are going to get there. Although I 
have my own views, if it were let up to me as to how I would p ro­
ceed, I  do not think there can be any adjustment of the points that 
you have raised in terms of it s universality and containment  aspects, 
and your excellent statement on catastrophic insurance is a part ial step.
But I want  to give you the full and complete assurance, as far  as I 
am concerned, tha t those objectives will be incorporated in any 
legislation.

I do think in these o ther areas about the role o f the priva te com- fc
panies and the questions beyond budgeting are mat ters th at we are go­
ing to have to come to grips  with, and they are  troublesome to me. They 
are troublesome to me in terms of fashioning any legislation tha t I 
would support. But I  do feel th at  we can, and must, deal with the real- -
ities, and this policy issue is the  climate and atmosphere in which we 
find ourselves.

If  we waited another 20 to 30 years, there are going to be millions 
of people who are sick and ill who are going to fail to be provided for.
I  am against a halfway meaningless measure, but I  am strongly  com­
mitted to challenging thou ghtful men and thoughtful women in all 
aspects of the health area to try  to  work with us and see i f we cannot 
achieve those fundamental principles which I think  all of you have 
stated very eloquently as a basic fundamental human right tha t finds 
its significance in the Judeo-Christian ethic.

One aspect on a point tha t you mentioned concerned the developing 
of a public financing option on this, and we can examine it. We will 
look into this. The concern I have is that we may perpetuate  a two-class 
system. There seemed in our examination of  it th at the re was a greater 
value of bringing those with a h ighe r kind of risk together to insure 
tha t there was at least one standard . I f  it were to fall in one place where 
we just  had those and are not covered in a public finance system, we 
may have to perpetuate a dual  kind of system of health care which, I  
think, in too many instances, exists in our society.

We heard some statements on it from Bill Hutton and other wit­
nesses as to  what happens to our elderly people. Yesterday we had a 
very eloquent statement from an elderly lady.

So I think  we are in harmony in terms of both objectives and funda­
mental kinds of principles. I thin k even with our own group  there is *
a difference perhaps in terms of  too many kinds of aspects. But clearly 
we are on the path together and the broader areas of common agree­
ment. I  think, are so overwhelming tha t by working closely together 
and fashioning this legislation, I  think we can respond to the moral *
issues which all of you have testified are so fundamental ly involved in 
this area  of public policy.

We are going to need very strong  help and support.
We a re going to need the pointing out of the moral aspects of this 

issue. I believe in it myself, but  it is imp ortant that people understand.
My own sense, a fter  16 years of the Congress, is tha t we are a very 

letharg ic institution. We are cons tantly subverted by private  interests, 
special interest groups.
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I think  the role of special in terest groups in our society, and as i t is 
being reflected in the Congress is growing.

I think  the extraord inary power of campaign contributions, the 
skill with which specialized groups are able now to bring influence and 
pressure on Members of Congress is as high in intensity as I have ever 
seen i t in my 16 years in the Congress and in the Senate, and the  ways 
in which this Congress and this country have been moved in recent 
times in the most important ways, which are awakening the conscience 
of the Nation in the  area of basic civil rights and the  great movements 
in the period of the 1960’s which included the ending  of the  war in 
Southeast  Asia, were basically grassroots movements. I t was when the 
moral issue was raised.

If  this really came from the grassroots part of the country, it would 
help enormously. There are a few of  us who have tried to raise this 

► issue and to focus on it, but it basically has to be raised as a moral
issue. There are no groups which have testified here today that I th ink 
can bear a grea ter responsibility in assur ing tha t the American people 
understand it, and there  is perhaps no more important group in 
awakening the conscience of the citizens of this  Nation about thei r 
duty to see t ha t this Nation addresses it in a serious and responsible 
way. That is what we want to do.

I welcome the opportun ity to work closely with your groups and tr y­
ing to see that we fulfill our responsibilities to people who occupy this 
grea t Nation.

Mr. Thompson. Senator, I can assure you, I  can pledge to you the 
cooperation of the groups we represent in the fu rth er discussion of this 
issue.

I can assure you tha t we share your concern about the ultimate goal, 
and I can inform you, if you are not aware of the fact, tha t the 
religious community has established a network throughout the Nation 
known as the Impact Network in which 17,000 of our fellow citizens 
have been enlisted which will be at the disposal for support of the very 
principle tha t you have enunciated.

Senator  K ennedy . Thank  you very much.
We will recess un til Friday  at 9 o'clock.
[Whereupon, at 12:12 p.m., the subcommittee recessed, to reconvene 

at 9 a.m., Friday, October 13, 1978.]
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FR ID AY , OCTOBER 13, 1978

U.S. Senate,
SU B C O M M IT T E E -O N  H E A L T H  AN D S C IE N T IF IC  R E SEA R C H ,

of the Committee on Human Resources,
Washington̂  D.C.

The subcommittee met, pursuant to notice, at 9:30 a.m., in room 
4232, Dirksen Senate Office Building, Senator Edward M. Kennedy 
(chairman of the subcommittee) presiding.

Pre sen t: Senators Kennedy, Javits, and Cha fee.
Senator  Kennedy. We will come to order.
We welcome the Secretary  of HEW here this  morning. It  is always 

a pleasure to have him before our Senate Health Committee. And we 
welcome Jim  Mongan, the Deputy Assistant Secretary, who worked 
very closely with us on the health policy issue, and Dr. Karen Davis, 
Deputy Assistant Secretary for Plannin g/Heal th.

Mr. Secretary, we want to congratulate you and the adminis tration 
for  achieving so much on cost containment. It  may not be what the 
administration wanted fully, but I think  there is a very clear indica­
tion tha t the American taxpayer is fed up with exp loding health care 
costs.

The adminis tration and the people in HEW have been of enormous 
help and assistance to those of us here on the Hill. Hopefully, in these 
final hours, we can have a positive response from the House of Rep­
resentatives.

We’re glad to have you and we look forward to your testimony. I 
have had a chance to go through it, but we would ask you to proceed 
in whichever way you wish.

STATEMENT OF HON. JOSEPH A. CALIFANO, JR ., SECRETARY, DE­
PARTMENT OF HEALTH, EDUCATION, AND WELFARE,  ACCOM­
PANIED BY DR. JAMES MONGAN, DEPUTY ASSISTANT SECRE­
TARY FOR HEALTH/NATIONAL HEALTH INSURANCE, AND
KAREN DAVIS, DEPUTY ASSISTANT SECRETARY FOR PLANNING /
HEALTH

Mr. Califano. Mr. Chairman, let me just express on behalf of my­
self and on behalf of the President our appreciation for your efforts 
in leading the cost containment fight here in the Senate, with Senator  
Nelson. It  was your committee tha t reported out the admin istrat ion’s 
bill, and it was you and Senator Nelson who led the  fight on the floor 
yesterday and the work before. So let ’s hope we can get the House of 
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Representatives to act on th at legislation which will save the Ameri­
can people at least $30 billion over the next 5 years.

Mr. Chairman, why don’t I submit the entire statement  for the rec­
ord, and I ’ll read portions of it, if I may.

Mr. Chairman, few ideas have been the subject of more nat ional de­
bate and less congressional attent ion than  national  health insurance, 
as you have indicated. Not only have Presidents  since Truman sought 
passage of a national health insurance plan, but in the last decade a 
number of  proposals have been introduced in the Congress, with some 
of the most important and thoughtful plans bearing your name— 
Kennedy-Griffith, Kennedy-Mills, Kenneay-Corman. *

Yet only one of these bills, a catastrophic bill, has emerged from a 
full committee of the Senate. None has been reported  out by a full 
committee of the House. And, of course, neither  the Senate nor the 
House has approved a nationa l health insurance proposal.

It  is imperative, therefore,  tha t we in the administration and you 
in the Congress, who are deeply concerned about the state of health 
care in the United States, work together to devise a strong piece of 
legislation, but a piece of legislation tha t, unlike past  proposals in 
this area, can be enacted into law.

As we move from generalities to specifics in the months ahead, we 
all recognize that  we will be dealing with a highly complex subject, 
with significant implications for our health care system, for the fiscal 
and budgetary policy of the Federal Government and for the state 
of our Nation’s economy.

Health  care in the United  States is big business. In  fact, the  health 
care industry is our Nation’s th ird  largest, with expenditures of $183 
billion, or 8.8 percent of the gross national  product, in fiscal 1978.

Almost 6 million persons, 6 percent of the labor force, are employed 
in the health care industry.

Twelve point seven cents of every Federa l tax dollar—nearly $60 
billion in  the fiscal 1978 Federa l budget—is spent on health  care costs, 
and States and localities spend an additional $25 billion annually.

In fiscal 1977 there were 37 million hospital admissions; 170 million 
Americans visited a physician at least once, wi th the average person 
making five visits annually; more than l 1/,  bi llion prescriptions were 
filled; and 5 billion labora tory tests were ordered.

In fiscal 1978 we estimate tha t medicare and medicaid alone will 
reimburse 120 million days of hospital care, and tha t there  are 800,000 
physician visits each day tha t medicare or medicaid will reimburse. <*

These figures alone reflect the complexity, and the potential diffi­
culty, of making needed changes in an indus try not subject to  the nor­
mal economic forces of the free market.

Yet, both the administration and this subcommittee share a s trong 
belief tha t it is imperative to make some basic changes in the health 
care industry. We share an understanding tha t our present health care 
system is fundamentally flawed.

Fir st of all, millions of Americans lack coverage for basic health 
services and lack protection from catastrophic medical expenses.

At  least 20 million Americans have no health insurance, and more 
than 18 million Americans have inadequate insurance; and about 85 
million Americans, 40 percent  of the population, have no insurance 
against very large medical bills.



Under  the piesent health care system, these gaps in health coverage 
will not be closed.

Second, the costs of health care are out of control in this country, 
adding to inflation and threa tening the stabil ity of governmental 
budgets. Spending in the health care indus try has been rising at an 
annual rate of 12 percent, with little  improvement in the health of 
our citizens.

Thus, this year an American citizen will spend $112 for the very 
same health care tha t cost him or her $100 last year. These expendi­
tures cannot be successfully contained under  current health  delivery 
and financing methods, which produce unnecessary hospital ization,  
overreliance on expensive technology, and inadequate preventive care.

Unless we can institute meaningful cost containment measures 
through hospital cost containment and restraints  in a nat ional health 
plan, national health  care costs will rise to $322 billion by 1983, nearly 
10 percent of the gross national product; Federal health care expen­
ditures will rise to $90 billion by 1983, more than 13 cents of every 
Federal tax dollar under current projections for tha t year ; and the 
cost of individual health care will rise steeply.

The average cost for a family  of four will leap from $2,115 in 1978 
to $3,590 in 1983, and the average cost for an elderly individual will 
soar from $2,014 to $3,417 during  the same 5-year period.

Let there be no mistake, Mr. Chairman. These soaring costs will 
not be res trained by voluntary efforts. Le t me give a s trikin g example 
from the hospital industry  to illustrate the point.

In 1976, the average rate of increase in hospital expenses was 15.4 
percent over 1975. In  figures recently developed by the hospital in dus­
try  itself, we learn tha t in 1977 the rate of increases is 14.2 percent 
over 1976. But  that  change is the result of mandatory cost contain ­
ment programs operating in nine States, where the  average 1977 rate 
was 12 percent over 1976.

In the 41 States  tha t had either voluntary cost containment pro ­
grams or no program at all, the average rate  of increase in hospita l 
expenses was a whopping  15.8 percent in 1977 over 1976.

The voluntary effort to hold down hospital costs, which are 40 per ­
cent of health costs, is a sham, an imposter seeking to usurp the 
achievements of the mandatory State efforts. Strong constra ints are 
essential to hold  down inflation in  the hospital industry.

Third , systematic reforms are needed to increase access to health 
services, to provide more appropria te types of services, and to elimi­
nate the inefficiency and lack of competition in the health care 
industry.

Mr. Chairman, these are the fundamental problems that demand 
solution if our health care system is truly to serve the American 
people.

In the 20 months since the Carter administration assumed office, 
we have worked wi th you in developing a number of important init ia­
tives to deal with these problems: Hospital cost containment, HMO 
reform, clinical laboratory legislation, and reauthorization  of the 
health planning legislation to name a few.

But we have also been committed, as you have, to solution of these 
major flaws in our health care system by introduct ion and passage of 
a national health plan.
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Last year I appointed an Advisory Committee on National Health 
Insurance, chaired by Under  Secretary Hale Champion, and comprised 
of members and representatives from consumer groups, providers, 
labor, insurers, and other organiza tions with interests and with a vital 
stake in the national health insurance debate. We also sponsored a 
series of regional hearings, and at  least one hear ing was held  in every 
State in the Union. And we developed four prototype  plans  for public 
discussion and criticism.

This first phase of our efforts culminated in the Pres iden t’s sta te­
ment of principles, which was issued on July  29 of this year. In his 
July statement, the P resident directed me to develop a tentative plan *
which embodies these principles  and which will serve as the  basis for 
in-depth consultation with the Congress, with  Sta te and local officials, 
interest groups, and consumer representatives. I expect t ha t we will 
make this tentative plan public later t his year.

Afte r intensive consultation, we will then prepare detailed recom­
mendations for the P resident early in 1979, so that he can make deci­
sions about the actual shape of the legislation he will submit to the 
Congress.

As I  have repeatedly emphasized, th is schedule for development of 
our nationa l health plan will not and should not delay the introduc­
tion, passage, or implementation of a comprehensive, universal plan.

We have always hoped that  Congress would act favorably on a 
national health plan in the 96th Congress, and tha t we could begin to 
phase in new benefits several years afte r passage of  the bill.

Mr. Chairman, let me turn briefly to the substance of the President’s 
principles  for a national health  plan. In summary, the  first principle 
indicates tha t the plan should be universal and comprehensive, and 
should include protection again st catast rophic  costs;

The second and third indicate tha t quality  care should be available 
to all, and the people should have freedom of choice in selection of 
prov iders;

The fourth indicates tha t the p lan should include aggressive efforts 
to control inflation and should include strong cost controls and efforts 
to st rengthen  competition in the health sector;

The fifth sets out a goal—that  additional expenditures should be 
offset to  the extent possible by savings from greater efficiency in the 
health care system;

The sixth principle focuses on phasing, indica ting tha t implemen- 
tation wil l begin in 1983 and will proceed gradually . I t states—and I  
quote:

As the plan  moves from phase to phase , considerat ion should be given to such 
factors  as  the  economic and  adminis tra tive experience under prior phases. The .
exper ience  of other  government programs, in which expe ndi tures fa r exceed ini­
tial  p rojections , must not be repeated.

The seventh indicates tha t financing should come from a number of 
sources, inc luding Government funds, employer and employee premi­
ums, and some cost sharing by patients.

The eighth  indicates that there should be a role fo r the  private  in­
surers, subject to appropriate  Government regulations.

The ninth and tenth, that the program should seek to  improve the 
health delivery system and assure consumer involvement.
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The President is deeply concerned th at the present health care sys­
tem fa ils to serve millions of Americans. And, like you, Mr. Chairman, 
he is equally concerned about the intolerable inflation in the health 
care industry, inflation tha t has had corrosive economic effects with 
little  accompanying improvement in health care for our citizens.

It  is the need to address the critical problem of health cost infla­
tion—which stems from fundamental failings in the health care sys­
tem—as well as the need to provide adequate health insurance and 
health care services to millions of Americans which has led the Pres i­
dent to call his proposal a national health plan, not just a national

■» health insurance initia tive.
As we moved forward to  address these fundamental problems in the 

health care industry, we do so with the unders tanding that  solutions 
to our health care problems are closely tied to two other major na-

* tional prio riti es: The need to bring  inflation in the economy as a whole
under tight rein, and the need to spend the Federa l dollar  prudently.

The President underscored these points in his directive to me—and 
I quo te:

Before I submit  legis lation to the Congress, I want to be cer tain  tha t the plan 
is cons isten t with our effort s to control inflation  in the  heal th care sector and 
the  general  economy. Before you send me final recomm endations for a nat ional 
health plan, you should analyze  the issues of cost control and health system 
refo rm in greate r depth. The American people would not accept, and I will not 
propose, any health care plan  which is infla tiona ry. A comprehensive  nat ional 
hea lth  plan will provide  a crit ica l opportuni ty to mount  a nationa l effort to 
brin g th e system under control.

Given the broad national concerns which must be taken into account 
by the Presiden t in the formulation of any par ticu lar policy, it is 
understandable—indeed, inevitable—that the President should ask his 
advisors to develop a proposal that protects the economic well-being, 
as well as the health of the American people.

Mr. Chairman, let me now turn briefly to the outline for a national 
health  program tha t you announced on October 2, 1978.

Senator K ennedy . Before you do, at this point in the testimony 
you make the very compelling case, and one which I agree with com­
pletely, about the costs being virtual ly out of control in our current 
system. And you have a number of pages on that  part icular point.

Then you also reach the conclusion which I would certainly sub­
scribe to, that  the only way you’re going to be able to get an effective

> control on the costs is by the effective kinds of cost controls that come
throu gh in a national health plan.

But then you also say you’re going to consider the phasing in of 
some aspects to depend upon some other kind of economic factors, 

w There seems to be some inconsistency in that  position. If  you sav the
costs are going absolutely out of control, which I would agree with, 
and if you say the middle income, the elderly, the working people 
cannot afford it because it ’s going out of control and, therefore , would 
need health insurance, and then you say on the other hand “well, we're 
not really going to move ahead on health insurance until we’re able 
to get a health care plan which isn’t inflationary,” it seems to me, at
least, to be a non sequitur.

Mr. Califano. Mr. Chairman, I believe the point we’re trying to 
make is t hat  our experience in  p utting government programs into ef-
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feet in the health care industry—perhaps the  two most notable being 
medicare and medicaid—in both programs you and I realize tha t if 
we could legislate ourselves, we would make some significant changes 
to get better  control over costs.

We want to make certain  that  as a na tional health plan is put into 
place, it does, indeed, control the costs as we hope i t will. When we 
recommend the legislation and when the Congress passes i t ; t ha t i f at 
various points it ’s ineffective in doing tha t, or if at various points 
when the benefits of that  plan are due to go into effect there are o ther 
economic or budgetary considerations which indicate tha t the-----

Senator Kennedy . H ow  can you make other economic considera- *
tions to determine whether the elder ly people or the poor will be able 
to get it? Why have a contingency on the ir ability to receive the bene­
fits of this program depend upon whether there’s a st rike or whether 
there’s some kind  of national disaster? You are going to have a con- *
tinuation of the explosion of health care costs and you’ll continue to 
have the needs of the elderly and the needy.

So why do you contingent your program on factors that have ab­
solutely no kind of relationship to these o ther kinds of  disasters? By 
your own testimony, you indicate the health care costs are  going to 
continue to escalate dramatical ly.

What  rhyme or  reason o r what logic is there behind that  ?
Mr. Califano. Mr. Chairman, if  on the benefits side of any national 

health plan package, for example, there  are major costs for  the Fed ­
eral Government or for the American taxpayer  scheduled to go into 
place, it is our view t ha t the President should have an opportunity 
at various points in the plan to make judgments as to other 
considerations.

Let me give you an example. If  benefits costing $5 billion were due 
to go into effect in a certain year, and at the same time we had a mas­
sive amount  o f unemployment, it  may be t ha t the President and the 
Congress, in their wisdom, would decide t hat  only par t of those bene­
fits should go into  effect and some of the funds should be directed at 
a/jobs program to employ the unemployed.

The objective tha t we seek I think  is the same. I think  both of us 
believe that  health care is a right , but that there are other right s of 
similar  importance in this count ry: Every individual  tha t wants to 
work has a right  to a job; every individual has a right to as much 
education as he or  she can take, and to develop the ir talents. %The problem is to-----

Senator Kennedy . If  the righ t is conditioned on whether OPEC 
raises the cost of energy, if the right is conditioned on whether we’re 
going to have some kind of s trike in this country, if the right is con- wditioned on some other factor in terms of inflation of health care costs 
continuing, then its a meaningless right . Then it is no right.

Tha t, effectively, is what you’re saying. You’re saying that  if these 
other kinds of conditions come in, then we’re for universal, compre­
hensive factors. But if we run into factors  in which health has no im­
pact, or effectively has nothing to do with health care, then it’s going 
to be a conditional right.

If  you make it conditional, then you’re say ing to the elderly and 
needy tha t if all these other conditions are OK, you’re going to get



those benefits, or perhaps you’ll ge t those benefits. B ut you’re condi­
tioning a right on factors which are not related to the health issue. I f 
it ’s a conditional right,  then I don’t think it is a right.

Mr. Califano . Mr. Chairman, I  don't consider it a conditional right 
and I would not  put it the way you have put  it. I would go back to 
what I-----

Senator Kennedy. Well, are you going to have one bill or multiple 
bills on health insurance?

Mr. Califano . T ha t’s ano ther issue, and that issue has no t yet  been 
resolved. As I indicated the President, in the announcement of his 
principles, indicate a s trong  preference to have one piece of legislation. 
But whether we will or not is something we have not yet resolved.

Senator Kennedy. This goes into the differences with the admini­
stration. I think  tha t one bill is absolutely fundamental. If  you’re 
going to say the elderly and the needy people are going to have to 
come back to Congress time and time and time again, to insis t on and 
demand these rights,  in a series of different types of actions, then again 
I feel you’re fa iling on the fundamental question of getting a univer­
sal and comprehensive program.

You’re just saying you’re going to phase this in and take it piece 
by piece. The elderly can’t keep coming back here, and the working 
people can’t keep coming back to the Congress, but the American 
Medical Association can and the American Hospi tal Association can, 
and the special interests can, and they’ll be out to torpedo each phase 
of th is, which they have opposed r ight  from the very beginning.

I tliihk if you basically make the decision about multiple bills, 
you’re stacking the deck against the people who need this health 
insurance.

The other point is t ha t while all of that  is happening, you’re getting 
the continued explosions of health care costs. Those are going to  con­
tinue unless, as you point  out, you’re able to get an effective kind of 
cost control.

Mr. Califano . Mr. Chairman,  I  think we both share the same objec- 
tive. What  I think  is everyone—you, Presiden t Truman, President  
Kennedy, President Johnson—has tried to pass a national health plan. 
Fo r 30 years this country has tried  to pass it. We have had two major 
steps forward,  medicare and medicaid, which passed in 1965.

Now, to make a “righ t” real, to put some flesh on the bones of any 
right,  we have got to have legislation th at we can get th rough the Con­
gress. I  th ink our best judgment at this point is tha t our s trong pre f­
erence is for one piece of legislation to do this. But if we thought that 
submitting more than  one piece of legislation would have a better op­
portunity of making this r ight real for the Nation’s elderly or the poor 
or the working people of th is country, we would make that judgment 
and submit more than  one piece of legislation.

Senator Kennedy. Well, let me ask you about that.
Who is your constituency? The ones that  are going to  be the most 

affected or impacted do not support tha t part icular program. You're 
saying, possibly you can develop the kind of poli tical support around  
the country to support your type of program, and yet we have heard 
from the elderly people, we have heard  from representatives of work­
ing people, we have heard from the ministers and the leaders of the
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various church groups, and we are going to hear from those tha t repre­
sent and speak for the minority  groups  and others, who deplore this 
kind of slicing of this par ticu lar program, because they have been 
around the Congress long enough to know the power of these various 
special interests.

They’re absolutely right. Af ter  16 years in the Senate, they ’re ab­
solutely right about that. They feel the only way they can get the 
support is by a t least assuring the burden is going to be on those who 
want to take those right s away from them after the Congress acts, 
rather than coming down here every 2 or 3 years and t ryin g to ge t one 
more piece of the pie. V

I don’t  know who your constituency is.
Mr. Califano . Mr. Chairman, on that point I would say that we 

need a broader  constituency than  the constituency tha t has trad ition­
ally supported national health insurance.

As well intentioned and as dedicated and as extraordin arily  able 
and energetic as tha t constituency has been, it has not been able to 
obtain passage out of any committee of the Congress, much less out 
of any House of the Congress, much less out of both Houses of the 
Congress, of a national health plan, I would hope that  we would be 
able to put  together a broader constituency. I  am sure tha t’s your  ob­
jective, as it is mine, so tha t we can get the kind of backing tha t is 
necessary to  get the bill out of committee—and i t may be more than 
one committee, as you know, in each House—out of each House, 
through a conference, and on the law books of this country.

Senator Chafee. Could I ask a question, Mr. Chairman ? o
Senator  Kennedy. Let  me just finish this thought, and then we’ll 

come back to you.
I think  you’re star ting  off at  the outset withou t an effective oppor­

tunity  to achieve the program. These constituencies are not aboard 
and are opposed to this type  of  approach. I don’t see how you can get 
to where you’re going. I  think you need those kind of constituencies, 
and you need a good deal more. You have to be able to convince the 
American people of the fact, tha t you are not going to get a handle 
on costs unless you’re going to have effective budgeting and cost con­
tainment. You’re jus t not going to do it. You have got to tie that in 
with a benefit package, and that ’s what the nationa l health program 
has to include.

It  seems to me, unless you’re going to have those items together, 
and have the constituency in support of it, and across the country, and 
build on th at basis, and then effectively you’re going to have a piece­
meal approach with noneffective kinds of cost controls. You’re going 
to insure tha t the Congress is going to take the easiest aspect, the 
easiest road out.

The people that are in the greatest need fo r the  kinds of programs 
tha t this is designed to impact are going to be left without the 
coverage.

Senator Chafee. Isn ’t the problem really one of money, Mr. Secre- 
I ary ? There are all kinds of constituencies th at come before the Con­
gress. There’s a constituency for mental retardation,  there’s a consti tu­
ency for  education, a constituency for defense, and to say each person 
has a right , sure, they’ve got a right . They ’ve got a r ight  to  a decent
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house an d a ri ght to education  and a right th at th ei r ch ild ren be 
healthy .

Th e problem is, t he re is no t a sufficient belie f in the Congress or  re­
flected th roug h the  people  t hat the  G ove rnm ent  shou ld step in and pay 
fo r th e total  coverage t hat is  espoused here.

Is n ’t th at bas ical ly the pro ble m we’ve got ?
Mr.  Caeifano . Se nator , l et  me ans wer th at  fr om  tw o v antag e poin ts : 

In  t he  broadest  sense, the  P re side nt  is o bviously concerned about inf la­
tio n an d cos ts; he is obious ly conc erned about the  re latio nship  of any  
mas sive  program  deali ng  wi th  the  th ird lar ge st indu st ry  and its  rela -

* tio ns hip to unemployment , to edu cat ion , to the  economy g enera lly , to 
the  ri ght of  every wo rker in th is co un try  to hav e a wage th at  is no t 
ero ded and cor roded by inf lati on.

But  in terms  of cost, in the health indu st ry  itself , th is  Na tion can-
* no t afford  no t to  have  a na tio na l he alt h pla n. F ir st  of  all,  there  is so 

much leak age  and  waste in the c ur rent  sy stem;  there  a re  13U,OOU excess 
ho sp ita l beds, cos ting betw een $20,000 to $25,000 per  yea r to main tai n, 
no t determined  by H E W  bu rea ucrat s bu t by local  healt h systems 
agencies.

On the  w est coas t o f the Un ited State s the  a ver age  len gth  o f sta y in 
a ho sp ita l is 6.4 days.  In  New York St ate it ’s 9.9 day s. T ha t alone  costs 
th e people of  New Yo rk  State  a nd t hi s coun try  $819 mil lion  a ye ar  in  
unn ecessary h osp ita liz ati on .

Th ere’s too much su rgery in th is coun try  that  is  u tte rly unnecessary . 
Insurance com pan ies  th at have gone to  second opinion pla ns  have 
reduced s urge ry  by 30 perc ent.

Th ere is a treme ndous amoun t of  waste at  all kin ds of po int s in 
th is  system . We  believe the re is a mp le room in th is system to subs tan ­
tia lly cove r the  costs of  prov id ing broader na tio na l healt h cove rage. 
W ith ou t it ------

Se na tor  Chafee . Are you sug ges ting, wi th second opinion on su r­
gery and so fo rth— and I believe  in a second opinion on su rgery an d 
the dif ferent  po in ts you bro ught out  here—but , are  you suggest ing  we 
can  get  the  cov erag e th at  is suggested  in the  prog ram  th at  Se na tor 
Ke nnedy has pro posed , th at  we can get th at  wi tho ut an increase  in 
Fe de ral out lay s?

Mr.  Caeifano . I  am sug ges ting we can ge t a na tio na l healt h plan  
and subs tant ial ly , if  not  en tirely , cove r costs  by pu tt in g the  ri gh t 
kin ds of  incent ives, com pet ition, and cost con tro ls into th is system.

Th e numb ers  are  substan tia l. We are  ap proa ch ing $3 b illion a ye ar  
in excess hospita l bed costs. I f  the  whole co un try  c ould be brou gh t to 
the  6.4 day len gth of  stay th at  is the  sta nd ar d on the  west coast  fo r 

w hospita l sta y, we would save som eth ing  ap proa ch ing $2 bill ion . Th e
hospita l cost conta inm ent bi ll alone will  save,  over the  nex t 5 years , 
$35 bi llion.

An d if  th is  is accompan ied—and I  t hi nk  it would be a pa rt  of  S en ­
ator  Ke nn ed y’s plan  as it wou ld be a pa rt  of  the Pr es iden t’s pl an — 
by a subs tan tia l preven tive prog ram, there  would be treme ndous sav­
ings.  For exa mp le-----

Se na tor  Chafee . T hat ’s a poi nt I  would like to get to. Re ga rd ing 
the  pre vent ion  pro gra m,  it doesn’t seem to me the  ad min is trat ion— I 
know you’re beset with all  kin ds of  problems—bu t it  seems to  me the
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administration has not shown all the interest they migh t in a disease 
prevention program. I know t hat  medical care is much more urgent, 
but in the long run it ’s the prevention of illness th at  is going to keep 
people out of hospitals.

Mr. Califano . Senator, I think  our childhood immunization pro­
gram illustrates some of our efforts in preventive programs. When I 
realized tha t our children had fallen to dangerously low levels of im­
munization, I set a s tandard for more than 90 percent o f the children 
in this  country to be immunized. The investment this country has made 
of $100 million in 15 years on measles vaccination has resulted in sav­
ings of $1.2 billion. t

I have tried to mount an antismoking campaign-----
Senator  Chafee. I ’m a littl e confused on the differences between you 

and the President on the smoking issue. Maybe we’re get ting ahead of 
ourselves here.

Senator  K ennedy. Maybe we are.
Senator  Chafee. I know where you stand. I’m not clear where he 

stands.
Senator  K ennedy. Mr. Secretary in the height of an OPEC  em­

bargo, in the height of a nationwide strike, in the height  of all of 
these calamities, you are s till going to have an explosion of health care 
costs that are going to destroy this country or ba nkrupt it.

Now, that happens to be the fact of the matter. And for you to con­
dition both the program which is effectively going to get a handle 
on the costs and deal with benefits on these extraneous factors I think 
misses the ball.

I think,  for the reasons you have outlined in your testimony, all of 
the explosions in health care costs which are going to strap the work­
ing people, the elderly and middle-income people, are going to con­
tinue during all the conditions th at you say may be the circumstances 
by which we will avoid national health insurance. I just don’t think 
your position is defensible.

Mr. Califano . Mr. Chairman, as I said before, I think the President, 
sitti ng where he’s sitting, has got to consider the state of the budget.
He has got to consider the  success of some of the cost containment 
measures; he has got to consider the state of  the economy, whether it’s 
inflation or unemployment. There are other things  he has got to 
consider.

His objective, my objective, like yours, is to make this right  a real 
righ t-----  ' *

Senator  K ennedy. In response to Senator Chafee, and you gave the 
right answer on that as far as I’m concerned-----

Mr. Califano . Thank you, sir. [Laughter.]
Senator K ennedy. But if you say the ability to spend less is with 

the health insurance program because you’re going to have effective 
cost containment on that, then how can you say you’re going to hold 
back implementing the program if you have other factors  that aren’t 
related to health at all—like an OPEC strike, or deficit rates of 
inflation.

You sav with effective cost controls in implementing the program, 
you're going to spend less, which I believe, because you’re going to 
have prospective budgeting. Then why make the implementation of
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tha t contingent on factors tha t have no relationship to the health 
question?

Mr. Califaxo . Mr. Chairman, let’s just take what seems to cur­
rently be in vogue up here on the Hill today, something on its face 
tha t might appear to have no relation, which is the Senate’s Kemp- 
Roth proposal which the House yesterday instructed its conference 
committee to take. If  tha t kind of program went into place, p uttin g 
those kinds of restrain ts on Federal  programs for provid ing services 
to people, it will have a  staggering  and devastating impact on most 
discretionary programs in the Federa l Government.

If  the national health plan were going into phase step by step, some­
body has to make some judgments, some responsible judgments, about 
where you trim back. I  th ink it would be foolhardy to have a plan that 
went into effect and, in effect, says every other prio rity—whether i t’s 
housing fo r poor people, whether it’s jobs for poor people, whether it ’s 
transporta tion for old people, whether i t’s security and safety for old 
people—goes by the wayside because as the next phase is ready to go 
into place, the Congress comes along with a proposal as preposterous 
in terms—and unfair  in terms of its impact on the people and services 
tha t people need in this country—as the whole Kemp-Roth idea is.

And yet, we may be on the verge of something like tha t and sub­
jecting  all the social programs in this country to that kind of a whim­
sical tax relief proposal.

Senator Kennedy. Well, what we might do in Kemp-Roth and w’hat  
we might do on some other program in the future  is not reason or jus­
tification, I  would hope, for what the position of the administration  is.

Now, you e ither believe you’re going to get an effective kind of cost 
controls with respect to budgeting, and the justification and reason 
for tha t continues, I think , no matter what happens in terms of the 
economy. We have got to bring the costs under control, which is what 
I hope you believe in, and you have testified to  that , and then to get 
the costs under control you’re going to have to implement this pro­
gram. And waiting  to see and conditioning it on a variety of other 
factors, about whether something might happen, I think  it  will mean 
a failure to get effective cost controls and I think it fails to meet the 
human aspects of it in terms of human need.

Please continue with your testimony.
Mr. Califaxo . Af ter  reading the outline of your plan and your 

accompanying statement , Mr. Chairman, it is clear to me that we share 
a common definition of many of the problems t ha t a national health  
plan should address.

It is also clear tha t we share a number of v ital goals. For example, 
assuring that  all citizens receive comprehensive benefits, protecting  
them against the toll exacted by catastrophic medical expenses, devel­
oping strong and workable cost control mechanisms, making needed 
improvements in ou r health care delivery system, and providing qual­
ity health care to all Americans.

While there is obviously much common ground, we may well find 
in the course of fur the r discussions that there are some differences.

For  example, in contrast to the President’s request tha t we explore 
phasing options, your outline seems to indicate tha t the vast bulk of
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the coverage and benefits would come into effect all at once, 2 years
after enactment of legislation. The President-----

Senator K ennedy . We’re flexible on that,  Mr. Secretary.
Why don’t you continue.
Mr. Califano . In addition, the heavy reliance in the outline on 

“earnings based premiums” as the major financing mechanism and 
insurance consortia as the major administ rative mechanism may con­
stitu te areas on which we hold different views.

We, of course, look forward to learning  more details of your pro­
posal, details not discussed in the outline, tha t relate to the Pres i­
dent’s belief tha t the actual  provisions of a national health plan *
should be consistent with the imperative national needs of restraining 
Federal spending and contro lling inflation, our  number one domestic 
problem.

In  particu lar, we will be interested in such issues as the nature #of the employer based premium, including possible subsidies of the 
employers’ share; the detail s of the benefit package; the extent, if 
any, tha t patients  will pay for part of thei r medical costs; respective 
Federal and State roles; the role of insurance companies; and the 
specifics of  proposed cost control mechanisms.

As written, the out line does not present enough information for us 
to assess what the plan would ultimately cost, both in terms of addi­
tional Federa l expenditures, and in terms of additional health costs 
in the economy as a whole.

Indeed, it is difficult to te ll whether the plan will add $30.8 billion 
to the Federal budget in fiscal year 1983, as the  out line indicates. For 
example, we will need to know such things  as the amount of savings 
we can realist ically expect from cost control provisions; the extent of 
ultiliza tion changes in the absence of patie nt cost-sharing provisions; 
the exact definitions of income and family size used to determine those 
citizens eligible for Federal subsidies; and the cost of the Federal 
subsidy to employers, especially if there is no patien t cost sharing.

We all want the  costs of  a national health plan to be tolerable, but 
the American people obviously must know specifics before they can 
reach tha t conclusion.

Nevertheless, Mr. Chairman, I hope and believe we can work out 
any differences that may emerge as both the administration  and this 
subcommittee develop more precise specifications.

Senator K ennedy . I would hope so, too.
Mr. Califano . We are hopeful tha t with a comprehensive yet pru- *

dent plan we will be able to build a coalition in the Congress. A coali­
tion with enough bread th to pass the legislation, a coalition with 
enough staying power to complete the task, which has been too long 
neglected, of assuring comprehensive health  insurance protection for 
all Americans.

Mr. Chairman, I would jus t close by not ing how im portant i t is for 
us to work together, because using just  yesterday as an example of  
how well we were able to work together in order to get such a signifi­
cant piece of cost-containment legislation through the Senate.

Thank you.
Senator K ennedy . Thank you.
Senator Javits. Thank you very much, gentlemen. I appreciate 

being permitted to examine the witness.



Air. Secretary, one of the statements which you made which 1 
part icula rly like is the designation of nationa l health insurance as 
a national health plan.

I think national  health  insurance promises too much and too litt le 
at the same time. One, it promises a complete sharing  of the costs, 
which, in fact, will not occur because Government will have to make 
large contributions  for the unemployed, working poor and other 
classes of people. As you indicated, this will have a significant impact 
on the Federa l budget.

Second, national health insurance promises a bargain between the 
v customer and insurance company, and this may not be a realistic

expectation.
There are two major issues I would like to question you about, if I 

may. One relates to the phasing issue. One school of thought proposes 
* the phasing  in of services and benefits, another proposes the phasing

in of population groups. We have heretofore proceeded on the basis 
of phasing in population groups—for example the aged and the poor 
under medicare and medicaid.

What is your feeling regarding these two approaches to phasing?
T, for example, have been advocating the phasing in of children 

and pregnant mothers, which, of course, represents another popula­
tion group.

Mr. Califano . Senator, I think, over the long haul of any phasing 
plan, it would probably involve both phasing in benefits and phasing 
in population groups.

Fo r example, if you take the legislation to which I think you’re 
alluding and, which you have supported strongly,  namely CHAP 
legislation, tha t legislation would expand eligibi lity for children and 
pregnant  women and also expand the benefits available to assessed 
children. So I think it would likely be some combination, as the 
CHAP bill is.

Senator Javits. I would go with that.
I personally believe the population group approach is the more 

promising, because of the danger of overpromising on the services 
approach, which I thin k comes out in your colloquy with Senator 
Kennedy. You can only do so much with what you have, and if you 
try  to do more, the whole thing  will break dow n. That is one o f the 
grea t dangers of national health care, as much as I  am deeply for it, 
as I have been for 30 years.

Now, the other question I would like to ask you is about the 
voluntary effort. The legislation the Senate passed last nigh t rela ­
ting  to hospital cost containment is conditioned on voluntary effort: 

w tha t is, i f the voluntary effort doesn’t measure up, then a mandatory
cost-containment program is triggered.

Now, you say on page 7 of your stateme nt:
The voluntary effort to hold down hospital costs—which are 40 percent of 

health costs—is a sham, an imposter seeking to usurp  the achievements of the 
mandatory State efforts.

Now, in view of  the legislation passed last night, do von feel we're 
just wasting our time with the voluntary effort, and that  we simply 
have to unders tand we have to go right to mandatory and that  there ’s 
no other way?
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Mr. Califano . Senator, my point  about voluntary effort goes, you 
will note, to the 41 States t ha t have no mandatory  program to back up 
what would voluntarily be done. In  the 41 States  which just  have a 
purely voluntary effort, in effect, in which the hospitals say “we will 
hold down costs,” their costs are up 15.8 percent, 1977 over 1976. and 
a slightly higher rate of increase in 1976 over 1975.

The legislation the Congress passed last night has mandatory 
“teeth” behind the volunta ry effort. If  the hospitals don’t make it, 
then a mandatory program goes into place. I  think th at kind of a pro­
gram can work, Senator, and I  applaud you, Senator Kennedy, and 
others for  passing that program yesterday. *

Senator J avits. Thank you so much.
I note with great pride that New York, which installed its cost con­

trol program in 1969, has a 6.2-percent record as against this 15-per- 
cent average tha t you mentioned for the 41 States in 1977, the  latest m

year in which we have figures. Would you agree that’s quite a record ?
Mr. Califano . Yes, sir, it is.
In the last 2 years, Governor Carey has taken the hospital and 

health cost containment program and worked it  as effectively and ag­
gressively more so than any other  State in the Union.

Senator  J avits. Please forgive me when I say in 1969 it wasn’t 
Carey; it was Rockefeller. [Laughter.]

Now, the other point I would like to make with you is the difficulty 
of gettin g anything through the Congress, about which my staff tells 
me you spoke.

I have introduced a bill which I would like to mention because I  
think  it ’s important, which would establish a single join t committee 
of the House and Senate, composed of representatives of those com­
mittees which would normally have a hand in health legislation which 
would have exclusive jurisdict ion over all bills and resolutions relat­
ing to the formulation of a national health plan.

What do you think about it ?
Mr. Califano . I think, part icula rly with Senator Kennedy as the 

chairman, and you as ranking minor ity member, we would do every­
thin g we could to get such a committee in place.

Senator, I think anything th at  can be done to reduce the number of 
committees th at health legislation has to go through would be enor­
mously helpful.

For example, in the House, the Speaker put togethe r a single com- *
mittee on the welfare proposal this year. Th at was able to handle 
legislation tha t otherwise would have gone to three committees. So 
we would like to see as much consolidation as is possible in terms of 
congressional committee consideration.

Senator J avits. The other thin g I  would like to mention to you is the 
point you make at page 16, your statement with respect to Senator 
Kennedy’s point about “earnings-based premiums” as the major fi­
nancing mechanism and insurance consortia as the major adminis tra­
tive mechanism.

I might recall that back in 1960, when our very dear friend and 
tragically  lost President, Jack Kennedy, was in the Senate, Clinton 
Anderson and I  introduced a national health plan which was based on 
“earnings-based premiums.”



By the  way, I  agree with Sena tor Kennedy thorough ly, regarding 
the administrative mechanism—we should make use of insurance com­
panies and other existing entities  which have experience in this 
business.

I believe the concept of “earnings-based premiums” deserves careful 
consideration, even though your initia l judgment is skeptical. I hope 
the administration will review the idea carefully.

Mr. Califano . We will, sir.
Senator Javits. Lastly, Mr. Secretary, I was asked a challenging 

question at a press conference the  other day, and I would like to ask 
your views on the same question.

I was asked, “Senator, if you had to choose between welfare reform 
and a nat ional health plan, which would you give pr ior ity?”

I ’ll give you my answer. You don’t have to answer if you don’t want 
to. I said I would have to go for the welfare plan first, because it 
would provide immediate fiscal relief to our municipalities. Welfare  
reform could be implemented promptly. Our national  health plan, as 
we al l know, will take some time to work out. W hat are your  feelings?

Mr. Califano . Well, Senator, my own judgment  is that  we can do 
both and we should do both. I n many ways they are both intertwined, 
part icula rly the medicaid portion of our present health  plan.

One of the things tha t will have to be worked out in any ultimate 
welfare reform will be what  to do about medicaid eligib ility and reim­
bursement. So I  guess my answer would be that we should try  and do 
both at the same time.

Senator Javits. I join you in that.
Thank you, Mr. Chairman.
Senator Ciiafee. Mr. Secretary, first I would note my Sta te is the 

next lowest. [Laughter .] Also, I think  you’re a little  harsh when you 
say, “The voluntary effort to hold down hospita l costs * * * is a sham, 
an imposter.”

I think  those who have worked terribly hard  in my State will take 
exception to that  remark. I t has produced rather drastic improvements 
and I think it can do more. I don’t know how New York ever got 
down to 6.2 percent, but tha t presents a challenging goal. Rhode Island 
is second, lower than  Massachusetts, also, I note. [ Laughter.]

Mr. Califano . Senator, your State, of course, has a mandatory pro­
gram, as you well know.

Senator Ciiafee. Well, it’s really not mandatory. If  voluntarily  
negotiated, it ’s perpective reimbursement. We don’t have to go into all  
that. But it’s not the toughest of controls bv a long shot. Any hospita l 
can drop out, they just won’t get paid by Blue Cross. But that ’s vol­
untary. [Laughter.]  It ’s not in the State law.

What I would like to emphasize because you're  about to wind up 
your testimony, is the importance of preventive medicine. It is all well 
and good to support immunization, which you have done, and I thin k 
tha t’s grand. But the facts of the matter are—and I don’t think the y’re 
contradicted—tha t we only spend between 2 and 3 percent of our to tal 
Federal health budget on preventive medicine-----

Mr. Califano . We spend $48 billion, and we spend about $2 billion, 
4 percent-----
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Senator Chafee. All righ t. And we have passed legislation in here 
to increase support to local public health departments, and I ’m all for 
that.  But somehow the problem is tha t Americans just don't keep 
themselves healthy. The results of a health promotion program which 
encourages exercise and nutri tion  are very dramatic , as you well know. 
I mean they’re absolutely dumbfounding.

I think if the Department should put greater efforts into promotion 
of other good health habits, just as you have done with smoking—and 
I hope tha t has had some national results—such as proper diet and 
exercise and so forth. I would jus t like to leave that thought with  you.

I know you are beset from all sides, with people te lling you to do 
this and that , but this is an  area tha t I think  will produce the most 
star tling results.

Mr. Califano . We do plan later  this year, Senator, to produce the 
first Surgeon General's report on prevention, so we will be pushing 
hard  in th at direction.

As I ’m sure you’re aware, Senator  Kennedy has introduced a four 
title piece of legislation in the area of prevention and we would hope 
tha t p art of the national health plan would provide assistance as well.

I would also note that  it is surpris ingly difficult to get relatively 
small amounts of money for  health education in the IIE W budget 
from the Appropriations Committee, although  the payoff is tremen­
dous, I agree with you.

Senator  Chafee. Yes; but I ’m not sure the administration comes 
forward with programs that public health -----

Mr. Califano . We have always gotten less than we have asked for 
in the last 3 years for health education.

Senator Chafee. You’re getting less than you’re asking for now-----
Senator Kennedy . Sometimes you get more.
Mr. Califano . Yes.
Senator Chafee. I would like to join in the tr ibute  to Senator Ken­

nedy’s efforts in this area. He has been a one-man show, sometimes 
narrow, but never in doubt. [Laughter.]

Senator  Javits. I would just attach a word with  what has been said, 
hir st,  I thoroughly agree with Senator  Chafee about preventive care. 
1 on can be assured, Mr. Secretary, we will make that a major com­
ponent of any national health plan.

I also want to add to his litany  the subject of indust rial illnesses. 
This is one of the real “sleepers” in our country.

M e have a doctor in New York, Dr. Selikoff at Mount Sinai, who 
specializes in the study of indus trial illnesses. I  hope very much, too, 
Mr. Secretary, that you will bear this problem in mind and work with 
the Secretary of Labor on th at  pa rticu lar problem.

Mr. Califano . We will, Senator. I think  what we have done with 
asbestos is unprecedented in terms of tha t kind of alert to workers. 
IVe are moving into the occupational health area.

Senator Kennedy . Mr. Secretary , on this point of prevention, this 
has been a matte r of enormous importance to Senator Chafee. He has 
pressed this committee and has been instrumental in the fashioning of 
our legislation on health prevention, which has passed the Senate. I t’s 
now’ going to conference.
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But one of the key elements is the reimbursement mechanism. Unde r 
the current system, we do not provide reimbursement for prevention. 
This is a key element tha t we’re going to have to ad just tha t particu lar 
structure. I think  the only way tha t can be done is in the context of a 
health insurance system, because otherwise we find vi rtua lly the pro­
hibition or nonreimbursement on such th ings as nu trition counseling, 
any kind of counseling by a family physician.

The other kinds of stress that is placed on it, it just doesn’t exist. 
Our financing mechanism puts a heavy stress on sickness rather  than 
on disease prevention, and unti l we come to grips  with tha t factor, I 
think we can do useful things. I am strongly in support of the efforts 
you have made with smoking and these other factors in the States. 
But I think that will have to be an essential aspect of the program.

Mr. Califano . On that, Mr. Chairman, we’re in total agreement.
Senator K ennedy . Thank  you very much.
[The prepared statement  of Secretary Califano  follows:]
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Mr. Chairman and members of the Subcommittee on Health:

I am delighted to appear before this distinguished 

Subcommittee to discuss a matter of great importance to the 

American people, to President Carter and to you, Mr. Chairman 

a National Health Plan that will ensure universal, compre­

hensive coverage while controlling rampaging health care

costs.

The Administration has worked closely with this Sub­

committee on vital health care issues in the last 20 months, 

and we are most appreciative of the leadership you have 

demonstrated on important legislation like Hospital Cost 

Containment.

We look forward to an equally constructive relationship 

as the Congress moves forward in the next session to consider 

carefully National Health Insurance. Indeed, the 96th 

Congress has the opportunity to be remembered in history as 

the Health Care Congress -- has the chance to enact a seminal 

piece of legislation that has eluded Presidents and Congres­

sional leaders for three decades.
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F o r,  a s  yo u p o in te d  o u t whe n yo u open ed  th e s e  h e a r in g s ,

Mr. C hai rm an , few id e a s  have been  th e  s u b je c t  o f  mo re 

n a t i o n a l  d e b a te  an d l e s s  C o n g re s s io n a l a t t e n t i o n  th a n  

N a ti o n a l H e a lt h  In s u ra n c e . No t o n ly  hav e P r e s id e n ts  s in c e  

H arr y  Trum an so ugh t p a ssa g e  o f a N a ti o n a l H e a lt h  In s u ra n c e  

P la n , b u t in  th e  l a s t  decade a nu mbe r o f  p ro p o s a ls  hav e been 

in t ro d u c e d  in  th e  C ongre ss  - -  w it h  some o f  th e  m ost  im p o r ta n t 

an d th o u g h t fu l  p la n s  b e a r in g  y o u r na me, Mr. Cha irm an .-

Y et  o n ly  on e o f  th e s e  b i l l s  h a s  em er ge d fr om  a f u l l  

Com m itt ee  o f  th e  S e n a te . None h a s  bee n r e p o r te d  o u t by a 

f u l l  Com m itt ee  o f  th e  Hou se . And , o f  c o u rs e , n e i t h e r  th e  

S en a te  n o r th e  Ho use  has a p p ro v ed  a N a ti o n a l H e a lt h  In s u ra n c e  

p r o p o s a l .

I t  i s  im p e ra ti v e , t h e r e f o r e ,  t h a t  we in  th e  A d m in is t r a ti o n  

an d you in  th e  C on gre ss  who a re  d e e p ly  co n ce rn ed  ab o u t th e  

s t a t e  o f  h e a l t h  c a re  in  th e  U n it e d  S ta t e s  wo rk to g e th e r  to  

d e v is e  a s t ro n g  p ie c e  o f  l e g i s l a t i o n  - -  b u t a p ie c e  o f  

l e g i s l a t i o n  t h a t ,  u n li k e  p a s t  p ro p o s a ls  in  t h i s  a r e a ,  can  be 

e n a c te d  in to  la w .

As we move fro m g e n e r a l i t i e s  to  s p e c i f i c s  in  th e  m on th s 

ah ead , Mr. C ha irm an , we a l l  re c o g n iz e  t h a t  we w i l l  be  d e a li n g
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w it h  a h ig h ly  co m pl ex  s u b je c t  - -  w it h  s i g n i f i c a n t  im p l ic a t io n s  

f o r  o u r h e a l t h  c a re  sy s te m , f o r  th e  f i s c a l  an d b u d g e ta ry  

p o l i c y  o f  th e  F e d e ra l gover nm en t an d fo r  th e  s t a t e  o f  o u r  

n a t i o n 's  ec on om y.

H e a lt h  c a re  in  th e  U n it ed  S ta t e s  i s  n o t j u s t  men an d 

women d re s s e d  in  w h it e  c o a ts  c a r r y in g  l i t t l e  b la c k  bags m in i s t e r i n g  

to  th e  in f i r m . I t  i s  a l s o ,  a s  t h i s  Subco m m it te e kno ws w e ll , 

b ig  b u s in e s s .

•  In  f a c t ,  th e  h e a l t h  c a re  in d u s t r y  i s  o u r n a t i o n 's  

t h i r d  l a r g e s t  - -  w it h  e x p e n d it u re s  o f  $183  b i l l i o n ,  

o r  8 .8  p e rc e n t  o f  th e  G ro ss  N a ti o n a l P ro d u c t,  in  

F is c a l  19 78 .

•  5 .8  m i l l io n  p e rs o n s  - -  a b o u t 6 p e rc e n t o f  th e  

la b o r  fo r c e  - -  a r e  em pl oy ed  in  th e  h e a l t h  c a re  

in d u s t r y .

•  More  th a n  12 an d a h a l f  c e n ts  o f  e v e ry  F e d e ra l 

ta x  d o l l a r  - -  n e a r ly  $60 b i l l i o n  in  th e  F is c a l  

1978 F e d e ra l b u d g e t - -  i s  sp e n t on  h e a l t h  c a re  

c o s t s ,  an d S t a t e s  an d l o c a l i t i e s  sp en d an  a d d i t io n a l  

$25 b i l l i o n  a n n u a ll y .
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•  In  F is c a l  19 77 , t h e r e  w er e 37 m i l l io n  h o s p i t a l  

a d m is s io n s ; 170 m i l l i o n  A m er ic an s v i s i t e d  a p h y s ic ia n  

a t  l e a s t  on ce  (w it h  th e  a v e ra g e  p e rs o n  m ak in g 5 

v i s i t s  a n n u a l ly ) ; mor e th a n  a b i l l i o n  an d a h a l f  

p r e s c r ip t i o n s  w er e f i l l e d ;  an d 5 b i l l i o n  l a b o r a to r y  

t e s t s  were o rd e re d .
tl

•  In  F is c a l  19 78 , we e s t im a te  t h a t  M ed ic are  and M edic a id  

w i l l  re im b u rs e  f o r  120  m i l l io n  day s o f  h o s p i t a l

c a r e , an d th e r e  a r e  800 ,0 00  p h y s ic ia n  v i s i t s  a day 

t h a t  M edic are  o r  M e d ic a id  w i l l  re im b u rs e .

The se  f i g u r e s  a lo n e  r e f l e c t  th e  c o m p le x it y  - -  an d th e  

p o t e n t i a l  d i f f i c u l t y  — o f  m ak in g n eeded  changes in  an  

in d u s t r y  t h a t  i s  n o t s u b je c t  to  th e  norm al ec on om ic  fo r c e s  

o f  th e  f r e e  m ark e t.

Y e t,  b o th  th e  A d m in is t r a ti o n  an d th e  me mb ers  o f  t h i s  

Sub co m m it te e sh a re  a s tr o n g  b e l i e f  t h a t  i t  i s  im p e ra t iv e  

to  make some b a s ic  changes in  th e  h e a l t h  c a re  i n d u s t r y .  Fo r 

we sh a re  an  u n d e rs ta n d in g  t h a t  o u r p r e s e n t  h e a l t h  c a re  

sy s te m  i s  fu n d a m e n ta ll y  fl a w e d .

to



F i r s t , m i l l io n s  o f  A m eri cans la c k  c o v e ra g e  f o r  b a s i c  

h e a l t h  s e r v ic e s  an d la c k  p r o t e c t i o n  from  c a t a s t r o p h ic  m e d ic a l 

e x p e n s e s .

•  At  l e a s t  20 m i l l i o n  A m er ic an s have no h e a l t h  

in s u ra n c e , and , o f  th e s e ,  a b o u t 13 m i l l io n  hav e 

in co m es  ab ov e th e  p o v e r ty  l i n e .

•  More  th a n  18 m i l l io n  A m er ic an s have in a d e q u a te  

in s u ra n c e  t h a t  f a i l s  to  c o v e r b a s ic  h o s p i t a l  

b i l l s ,  d o c to r s ' s e r v ic e s  o r  m e d ic a l t e s t s ,  and , o f  

th e s e ,  13 m i l l io n  hav e in co m es  ab ov e th e  p o v e r ty  

l i n e .

•  Abo ut  85 m i l l io n  A m er ic an s (40 p e rc e n t  o f  th e  

p o p u la t io n )  have no in s u ra n c e  a g a in s t  v e ry  la r g e  

m e d ic a l b i l l s .

Und er  th e  p r e s e n t  h e a l t h  c a re  sy s te m , th e s e  gaps in  h e a l t h  

co v e ra g e  w i l l  n o t  be  c lo s e d .

S econd , th e  c o s t s  o f  h e a l t h  c a re  a re  o u t o f  c o n t r o l ,  

ad d in g  to  i n f l a t i o n  an d th r e a te n in g  th e  s t a b i l i t y  o f  g o v e rn m en ta l 

b u d g e ts . S pend in g  in  th e  h e a l t h  c a re  in d u s t r y  h as  be en

r i s i n g  a t  an  a n n u a l r a t e  o f  12 p e r c e n t  w it h  l i t t l e  im pr ov em en t



in  th e  h e a l t h  o f  o u r c i t i z e n s .  T hu s,  t h i s  y e a r  we w i l l  

sp en d $112 fo r  th e  same h e a l t h  c a re  t h a t  c o s t  us  $100  th e  

y e a r  b e f o r e .  Thes e e x p e n d it u re s  c a n n o t be  s u c c e s s f u l ly  

c o n ta in e d  un d er c u r r e n t  h e a l t h  d e l i v e r y  an d f in a n c in g  m eth ods,  

w hi ch  p ro d u ce  u n n e c e ssa ry  h o s p i t a l i z a t i o n ,  o v e r - r e l i a n c e  on 

e x p e n s iv e  te c h n o lo g y  and in a d e q u a te  p r e v e n t iv e  c a r e .  U n le ss  

we can  i n s t i t u t e  m e a n in g fu l c o s t  c o n ta in m e n t m easu re s th ro u g h  

h o s p i t a l  c o s t  c o n ta in m e n t and  m e a n in g fu l r e s t r a i n t s  in  a 

N a ti o n a l H e a lt h  P la n X

•  N a ti o n a l h e a l t h  c a r e  c o s t s  w i l l  r i s e  to  $322  

b i l l i o n  by  198 3 - -  n e a r ly  10 p e r c e n t  o f  GNP.

•  F e d e ra l h e a l t h  c a re  e x p e n d it u re s  w i l l  r i s e  to  

n e a r ly  $90 b i l l i o n  by  1983 - -  mo re  th a n  13 c e n ts

o f  ev e ry  F e d e ra l t a x  d o l l a r  un d er c u r r e n t  p r o j e c t i o n s  

f o r  t h a t  y e a r .

•  The  c o s t  o f  in d i v id u a l  h e a l t h  c a re  w i l l  r i s e  

s t e e p ly .  The  a v e ra g e  c o s t  f o r  a fa m il y  o f  fo u r  

w i l l  le a p  fr om  $2115 in  197 8 to  $3590 in  198 3,  an d 

th e  av e ra g e  c o s t  f o r  an  e ld e r ly  in d iv id u a l  w i l l  

s o a r  from  $2014 to  $3417 d u r in g  th e  same p e r io d .

L e t th e r e  be  no m is ta k e , Mr.  C hai rm an : th e s e  s o a r in g  

c o s ts  w i l l  n o t be  r e s t r a i n e d  by  v o lu n ta ry  e f f o r t s .  L e t me



i l l u s t r a t e - t h e  p o in t .  In  197 6,  th e  av e ra g e  r a t e  o f  in c r e a s e  

in  h o s p i t a l  expense s was 1 5 .4  p e r c e n t  o v e r 19 75 . In  f i g u r e s  

r e c e n t ly  d ev e lo p e d  by  th e  in d u s t r y  i t s e l f ,  we l e a r n  t h a t ,  in  

19 77 , th e  r a t e  o f  in c r e a s e  i s  1 4 .2  p e rc e n t  o v e r 19 76 . S u t 

t h a t  chan ge i s  th e  r e s u l t  o f  m andato ry  c o s t  c o n ta in m e n t 

p ro gra m s o p e ra t in g  in  9 s t a t e s ,  whe re  th e  a v e ra g e  1977  r a t e  

was 12 p e r c e n t .—̂ In  th e  41  s t a t e s  t h a t  e i t h e r  had  v o lu n ta ry  

c o s t  co n ta in m e n t pro gra m s o r  no  pro gra m  a t  a l l ,  th e  a v e ra g e  

r a t e  o f  in c r e a s e  in  h o s p i t a l  ex p en se s was  a w ho pp in g 15 .8  

p e r c e n t  in  19 77 .

The v o lu n ta ry  e f f o r t  to  h o ld  down h o s p i t a l  c o s t s  - -  

w hic h  a re  40 p e rc e n t  o f  h e a l t h  c o s t s  - -  i s  a sham , an  im p o s te r 

s e e k in g  to  u su rp  th e  a c h ie v e m e n ts  o f  th e  m anda to ry  s t a t e  

e f f o r t s .  Only s t ro n g  c o n s t r a in t s  w i l l  wo rk in  h o ld in g  down 

i n f l a t i o n  in  th e  h e a l t h  c a re  in d u s t r y .

The  n in e  S ta t e s  a r e :

1975 1977

• C o lo ra do  (1 977) 2 2 .9 p e r c e n t 15 .1 p e rc e n t
• C o n n e c ti c u t (1 97 4) 16 .8 p e rc e n t 11 .4 p e rc e n t
• M ar yla nd (1 973) 19 .8 p e rc e n t 11 .8 p e rc e n t
• M a s sa c h u se tt s  (1 97 6) 17 .7 p e rc e n t 13 .7 p e rc e n t
• New J e r s e y  (1 97 1) 18 .3 p e r c e n t 11 .8 p e rc e n t
• New Yo rk (1 969) 19 .9 p e r c e n t 6 .2 p e rc e n t
• Rho de I s l a n d  (197 1) 20 .5 p e r c e n t 11 .1 p e rc e n t
• W ash in g to n  (1 97 3) 21 .7 p e r c e n t 15 .2 p e rc e n t
• W is co n sin  (1 97 5) 16.6 p e rc e n t 12 .4 p e rc e n t

(Y ea r M an da to ry  Pro gr am  Be gun)  (A nn ua l R at e o f  I n c r e a s e  in
H o s p it a l C o sts  Ove r P r i o r  Y ea r)
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Third, systematic reforms are needed to increase access 
to health services, to provide more appropriate types of 
services and to eliminate the inefficiency and lack of 
competition in the health care industry. For example,

• Health services are poorly distributed within our 
nation -- we estimate that almost 51 million 
citizens live in medically underserved areas.

• Private health insurance contracts often do not 
cover preventive and ambulatory services -- those 
services which are among the most beneficial and 
the most cost effective.

• In many areas of this nation, citizens do not have 
the option of choosing efficient health maintenance 
organizations or other alternative systems of 
health care delivery.

Mr. Chairman, these are the fundamental problems that 
demand solution if our health care system is truly to serve 
the American people.
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In  th e  20 m on th s s in c e  th e  C a r te r  A d m in is t r a ti o n  

as su m ed  o f f i c e ,  we hav e w or ke d w it h  yo u in  d e v e lo p in g  a 

nu mbe r o f  im p o rta n t i n i t i a t i v e s  to  d e a l w it h  th e s e  p ro b le m s: 

h o s p i t a l  c o s t  c o n ta in m e n t,  HMO re fo rm , <and r e a u t h o r i z a t i o n  

o f  th e  h e a l t h  p la n n in g  l e g i s l a t i o n  to  name a few.

v
But  we ha ve a l s o  been  co m m it te d  - -  a s  yo u have - -  to  

s o l u t i o n  o f  th e s e  m ajo r fl a w s  in  o u r h e a l t h  c a re  sy s te m  by 

A in t r o d u c t io n  an d p a ssa g e  o f  a N a ti o n a l H e a lt h  P la n .

L a s t y e a r , I  a p p o in te d  an  A d v is o ry  Com m itt ee  on  N a ti o n a l 

H e a lt h  In s u ra n c e , c h a i r e d  by  H al e Ch am pion , HEW's Und er  

S e c r e ta r y  an d c o m p ri se d  o f  r e p r e s e n t a t i v e s  from  co ns um er  

g ro u p s , p r o v id e r s ,  l a b o r ,  in s u r e r s  an d o th e r  o rg a n iz a t io n s  

an d i n t e r e s t s  w it h  a v i t a l  s ta k e  in  th e  n a t i o n a l  h e a l t h  

in s u ra n c e  d e b a te . We a ls o  sp o n so re d  a s e r i e s  o f  r e g io n a l  

h e a r in g s  — an d a t  l e a s t  one h e a r in g  was  h e ld  in  e v e ry  S ta te  

in  th e  U ni on . And we dev e lo p e d  fo u r  p r o to ty p e  p la n s  f o r  

p u b l i c  d is c u s s io n  and  c r i t i c i s m .

T h is  f i r s t  p h a se  o f  o u r e f f o r t s  c u lm in a te d  in  th e  

P r e s i d e n t 's  s ta te m e n t o f  p r i n c i p l e s ,  w hi ch  was is s u e d  on 

J u ly  29 , 19 78 . In  h i s  J u ly  s ta te m e n t , th e  P r e s id e n t  d i r e c te d  

me to  d ev e lo p  a t e n t a t i v e  p la n  t h i s  y e a r  w hic h em bo di es

36-2 09 0  - 7 9 - 1 7
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these principles and which will serve as the basis for in- 
depth consultation with the Congress, State and local 
officials, interest groups and consumer representatives. I 
expect that we will make this tentative plan public later 
this year.

After intensive consultation, we will then prepare 
detailed recommendations for the President early in 1979 so 

that he can make decisions about the actual shape of the 
legislation the Administration will submit to the Congress.

As I have repeatedly emphasized, this schedule for 
development of our National Health Plan will not delay 
introduction, passage or implementation of a comprehensive, 
universal plan. It was never likely that the Congress would 
take any formal action on National Health Insurance this 
year, in part because its agenda was so crowded with other 
important domestic initiatives proposed by President Carter.

We have always hoped that Congress would act favorably 

on a National Health Plan in the 96th Congress and that we 
could begin to phase in new benefits several years after 

passage of the bill.

W



Mr. Chairman, let me turn now to the substance of the 

President's principles for a National Health Plan. (A copy 

of the President's July statement is attached.) In summary:

• The first principle indicates that the plan should 

be universal and comprehensive and should include 

protection against catastrophic costs;

• The second and third indicate that quality care 

should be available to all and that people should 

have freedom of choice in selection of providers;

• The fourth indicates that the plan should include 

aggressive efforts to control inflation and should 

include strong cost controls and efforts to 

strengthen competition in the health sector;

• The fifth sets out a goal -- that additional 

expenditures should be offset to the extent 

possible by savings from greater efficiency in the 

health care system;
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• The sixth principle focuses on phasing —  
indicating that implementation will begin
in 1983 and will proceed gradually. It states: 
"As the plan moves from phase to phase, con­
sideration should be given to such factors 
as the economic and administrative experience 
under prior phases. The experience of other 
government programs, in which expenditures 
far exceed initial projections, must not be 
repeated."

• The seventh indicates that financing should 
come from a number of sources including 
government funds, employer and employee premiums 
and some cost sharing by patients.

• The eighth indicates that there should be a 
role for the private insurers, subject to 
appropriate government regulations.

• The ninth and tenth indicate that the program 
should seek to improve the health delivery 
system and assure consumer involvement.
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Mr. Chairman, the President is deeply concerned that 

the present health care system fails to serve millions of 

Americans. And, like you, he is equally concerned about the 

intolerable inflation in the health care industry -- inflation 

that has had corrosive economic effects with little accompanying 

improvement in health care for our citizens.

It is the need to address the critical problem of 

health cost inflation —  which stems from fundamental failings 

in the health care system -- as well as the need to provide 

adequate health insurance and health care services to millions 

of Americans which has led the President to call his proposal 

a National Health Plan, not just a National Health Insurance 

initiative.

As we move forward to address these fundamental problems 

in the health care industry, we do so with the understanding 

that solutions to our health care problems are closely tied 

to two other major national priorities: the need to bring 

inflation in the economy as a whole under tight rein and the 

need to spend the Federal dollar prudently.

The President underscored these points in his directive

to me:
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"Before I submit legislation to the Congress, I want to 

be certain that the plan is consistent with our efforts 
to control inflation in the health care sector and the 
general economy. Before you send me final recommendations 
for a National Health Plan, you should analyze the 
issues of cost control and health system reform in 
greater depth. The American people would not accept, 
and I will not propose, any health care plan which is 
inflationary... A comprehensive national health plan 
will provide a critical opportunity to mount a national 
effort to bring the system under control."

Given the broad national concerns which must be taken 
into account by the President in the formulation of any 
particular policy, it is understandable -- indeed inevitable -- 
that the President should ask his advisors to develop a 
proposal that protects the economic well-being, as well as 
the health of the American people. It is for that reason 
that the President has insisted that we develop for his 
consideration different methods of phasing in various stages 
of a universal, comprehensive plan in a manner consistent 
with sound budget policy and with the need to control inflation.
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Mr. Chairman, let me now turn briefly to the outline 

for a national health program that you announced on October 2, 

1978. As we move forward with the development of our tentative 

plan, we will review that outline with great care. Our 

response on the various pieces of the outline will, in the 

main, be reflected in the provisions of our tentative plan 

made public later this year.

After reading that outline and your accompanying 

statement, it is clear that we share a common definition of 

many of the problems that a National Health Plan should 

address.

It is also clear that we share a number of vital goals -- 

for example, assuring that all citizens receive comprehensive 

benefits, protecting them against the toll exacted by catastrophic 

medical expenses, developing strong and workable cost control 

mechanisms, making needed improvements in our health care 

delivery system, and providing quality health care to all 

Americans.

While there is obviously much common ground, we may 

well find in the course of further discussions that there 

are also some important differences.

*
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For example, in contrast to the President's request 
that we explore phasing options, your October 2nd outline 
seems to indicate that the vast bulk of the coverage and 
benefits would come into effect all at once, two years after 
enactment of legislation. The President believes that a 
program this complex -- affecting the nation's third largest 
industry which employs 6 percent of the entire work force 
and having profound implications for Federal, state, and 
local budgets -- must be phased in with singular care and 
sensitivity to the economy, governmental budgets and the 
Administrative complexity of the health care system.

In addition, the heavy reliance in the outline on 
"earnings based premiums" as the major financing mechanism 
and insurance consortia as the major administrative mechanism 
may also constitute areas on which we hold different views.

We, of course, look forward to learning more details of 
your proposal -- details not discussed in the outline —  
that relate to the President's belief that the actual 
provisions of a National Health Plan should be consistent 
with the imperative national needs of restraining Federal 
spending and controlling inflation, our number one domestic 
problem.



259

In particular, we will be interested in such issues as: 

the nature of the employer based premium (including possible 

Federal subsidies of the employers' share); the details of 

the benefit package; the extent, if any, that patients will 

pay for part of their medical costs; respective Federal and 

state roles; the role of the insurance companies, and the 

specifics of proposed cost control mechanisms.

As written, the outline does not provide enough information 

for us to assess what the plan would ultimately cost -- both 

in terms of additional Federal expenditures and in terms of 

additional health costs in the economy as a whole. Indeed, 

it is difficult to tell whether the plan will add $30.8 

billion to the Federal budget in FY 1983, as the outline 

indicates. For example, we will need to know such things 

as: the amount of savings we can realistically expect from

cost control provisions; the extent of utilization changes 

in the absence of patient cost-sharing provisions; the exact 

definitions of income and family size used to determine 

those citizens eligible for Federal subsidies; and the cost 

of the Federal subsidy to employers, especially if there is 

no patient cost-sharing. We all want the costs of a national 

health plan to be "tolerable," but the American people 

obviously must know specifics before they can reach that 

conclusion.
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Nonetheless, I hope we can work out any differences 
that may emerge as both the Administration and this Subcommittee 

develop more precise specifications.

We are hopeful that with a comprehensive yet prudent 
plan we will be able to build a coalition in the Congress. A 
coalition with enough breadth to pass legislation; a coalition 
with enough staying power to complete the task -- which has 
been too long neglected -- of assuring comprehensive health 
insurance protection for all Americans.

Thank you.
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TH E  W H IT E  H O U S E  

W A S H I N G T O N

July 2.9, 1978

Presidential Directive/DPS-3

TO: The Secretary of Health
Education and Welfare

SUBJECT: National Health Plan

I have consistently expressed my support for the goal of a 
universal, comprehensive national health plan to contain 
skyrocketing health costs and to provide all Americans with 
coverage for basic health services and with protection from 
catastrophic expenses.
Such a plan would be the cornerstone of a broader national 
health policy designed to improve the health of Americans by 
reducing environmental and occupational hazards and encouraging 
health enhancing personal behavior, as well as by improving 
the effectiveness of our medical care system.

The current health care system has significant defects which 
must be remedied:

o The health care system is highly inflationary.
Spending in the health care industry —  the 
nation's third largest industry —  has been 
rising at an annual rate of 12%, with little 
improvement in the health of Americans. These 
expenditures cannot be successfully contained 
under current health delivery and financing 
methods, which produce unnecessary hospitaliza­
tion, over-reliance on expensive technology 
and inadequate preventive care.

o At least 20 million Americans have no health insurance.

o Another 65 million Americans face potential bank­
ruptcy because they lack insurance protecting them 
against catastrophic medical expenses.
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o Health resources are unevenly distributed across 
the country, resulting in significant gaps in vital 
medical services for many residents of rural and 
inner city areas.

In pursuing the goal of a comprehensive national health 
plan, I also wish to draw on the strengths of the American 
health care system:

o American health care professionals and hospitals 
are among the finest in the world and deliver 
dedicated, high quality medical care.

o A growing number of Americans have private health 
insurance. American business increasingly is 
paying for health coverage for its employees.

o Various government programs have provided an oppor­
tunity for millions of elderly, poor and geogra­
phically isolated Americans to obtain quality 
health care.

In past months you and other members of my Administration 
have been exploring the most effective means of fulfilling 
my commitment to a comprehensive national health plan. You 
have considered a broad range of options. However, before I 
submit legislation to the Congress, I want to be certain 
that the plan is consistent with our efforts to control 
inflation in the health care sector and the general economy. 
Before you send me final recommendations for a national 
health plan, you should analyze the issues of cost control 
and health system reform in greater depth. The American 
people would not accept, and I will not propose, any health 
care plan which is inflationary.
At the same time, the American people must recognize that if 
we fail to act, health expenditures will continue to soar.
In 1977, health expenditures were $162 billion; they are 
expected to reach $320 billion by 1983. A comprehensive 
national health plan will provide a critical opportunity to 
mount a national effort to bring the system under control.
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I am directing you to address these concerns as you proceed 
to develop in greater detail a national health plan for the 
American people. The plan must improve the health care 
system, and combat inflation by controlling spiralling 
health care costs. To achieve these objectives, the plan, 
when fully implemented, should conform to the following 
principles.
1. The plan should assure that all Americans have compre­
hensive health care coverage, including protection against 
catastrophic medical expenses.
2. The plan should make quality health care available to 
all' Americans. It should seek to eliminate those aspects of 
the current health system that often cause the poor to 
receive substandard care.
3. The plan should assure that all Americans have freedom 
of choice in the selection of physicians, hospitals, and 
health delivery systems.
4. The plan must support our efforts to control inflation 
in the economy by reducing unnecessary health care spending. 
The plan should include aggressive cost containment measures 
and should also strengthen competitive forces in the health 
care sector.
5. The plan should be designed so that additional public 
and private expenditures for improved health benefits and 
coverage will be substantially offset by savings from 
greater efficiency in the health care system.

6. The plan will involve no additional federal spending 
until FY 1983, because of tight fiscal constraints and the 
need for careful planning and implementation. Thereafter, 
the plan should be phased in gradually. As the plan moves 
from phase to phase, consideration should be given to such 
factors as the economic and administrative experience under 
prior phases. The experience of other government programs, 
in which expenditures far exceeded initial projections, 
must not be repeated.
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7. The plan should be financed through multiple 
sources, including government funding and contributions 
from employers and employees. Careful consideration 
should be given to the other demands on government 
budgets, the existing tax burdens on the American 
people, and the ability of many consumers to share a 
moderate portion of the cost of their care.

8. The plan should include a significant role for the 
private insurance industry, with appropriate government 
regulation.
9. The plan should provide resources and develop payment 
methods to promote such major reforms in delivering health 
care services as substantially increasing the availability 
of ambulatory and preventive services, attracting personnel 
to underserved rural and urban areas, and encouraging the 
use of prepaid health plans.
10. The plan should assure consumer representation 
throughout its operation.

I am directing you to develop a tentative plan as soon 
as possible which embodies these principles and which will 
serve as the basis for in-depth consultation with the 
Congress, State and local officials, interest groups, 
and consumer representatives. You should then provide 
me with detailed recommendations so that I can make final 
decisions on the legislation I will submit to the Congress 
next year. To respond fully to my economic and budgetary 
concerns, you should develop alternative methods for 
phased implementation of the plan.
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Senator  K ennedy. Our next witness in Veron E.  J orda n, president 
of the National Urban League, and  Sylvester Davis, chairman of the 
National Board H ealth Committee, NAACP.

Mr. Jordan, we’re glad to have you here, and we welcome you as a 
distinguished and articula te spokesman for a very important organiza­
tion, and we welcome you as a friend, a long time friend. And, Dr. 
Davis, we’re delighted to have you here. I t’s good to see you.

You may proceed on your own.

STATEMENT OF VERNON E. JORDAN, JR. , PRES IDENT, NATIONAL 
» URBAN LEAGUE, INC., ACCOMPANIED BY DR. SYLVESTER S.

DAVIS, CHAIRMAN, NATIONAL BOARD HEALTH COMMITTEE, 
NAACP; MAUDINE COOPER, DEPUTY DIRECTOR, WASHINGTON 
BUREAU; AND LIONAL BROWN, VICE PRESIDENT OF PROGRAMS 
AND GOVERNMENT AFFAIRS,  NATIONAL URBAN LEAGUE, INC.

Mr. J ordan. Thank you, Mr. Chairman, and Senator Jav its and
Senator Chafee. I  thank  you for this oppor tunity  to  be here.

In  addit ion to Dr. Davis  of the NAACP, to my left is Miss Maudine
Cooper, who is the deputy  director of our Washington bureau, and
Mr. Lional Brown, vice president of programs and government affairs, 
of the  National Urban League.

Senator, I want to join you r colleagues and express my appreciation 
for your leadership in this area, and we have come to say that we hope 
you won’t get weary and tha t you will continue to lead.

The issue of a national  health plan is one with which the National 
Urban League has been st ruggl ing for quite some time now. We feel 
very strongly tha t it is the only hope for most poor people, and 
particularly  the minority poor, in their strugg le to enjoy a healthy 
life.

Wide gaps ex ist between the health status of whites and nonwhites, 
despite recent progress in narrowing  this  gap. Non whites still experi­
ence 50 percent more bed disability  days, a 70 percent higher infant 
mortal ity rate, and a life expectancy 6 years shorte r than tha t of 
whites.

Nonwhites are more likely to suffer from a number of specific condi­
tions often treatable by modest bu t often unavailable health care.

Equally important is the need of health care designed for early 
> detection and prevention—both often unavailable to thi s Nation’s poor

and minority populations.
The result, therefore, is to be antic ipated. Approximately 50 percent 

of black American men do not live to  be 65. Death  by stroke is 61 per- 
• cent higher  for black males than  whites; diabetes twice as high, and

sclorosis 87 percent higher.
One could conclude from these figures, Mr. Chairman, tha t the 

Surgeon General should issue a warning  tha t “Being black can be 
dangerous to your health”.

As bad as these statistics are, they represent a-----
Senator K ennedy. These are staggering statistics, and I think they 

show where the valley is in terms of health care in our society.
We had a spokesman for organized medicine who said, sitt ing  in 

tha t very chair 2 days ago, who said “we have the best.” He sat right
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there and said it. Obviously, he wasn’t referring  to the human need 
and human tragedy that you describe, And it ’s the case, in many urban 
areas, in rura l areas.

Mr. J ordan . I t’s clear, Mr. Chairman, t ha t this  is an area where the 
“trickle down” theory is operable.

As bad as these sta tistics are, they represent  a significant improve­
ment. Medicaid and medicare are the primary vehicles fo r financing 
health  care to the poor. The glaring defects in these programs are well 
known to us all. Yet our relative short experience with medicaid and 
medicare give us some insight into the great strides th at could be made 
if th is country did, in fact, have a unified and comprehensive national 
program for qua lity health.

Since the enactment of medicaid-medicare nearly 15 years ago, there 
has been a marked shif t in the u tilization of  physician services by the 
poor. By 1974 poor people were reported to be using physician services 
at a somewhat higher  rate than the rest of the population.  There has 
been a long drop in the propo rtion of persons who have not seen a 
physician within a 2-year period.

In other words, with all of its flaws, medicaid and medicare have 
contributed to the improved health status of poor, and minority citi­
zens. And still, there are some 8 million persons below the poverty 
line who are not even covered by medicaid and medicare. These are 
largely the working poor, the  near poor, who simply do not have 
financial resources to afford needed health care.

Not only is a unified and comprehensive national health insurance 
program good for minori ty and poor people ; it is good, we believe, for 
the overwhelming majority of Americans. The need for quality com­
prehensive health care transcends race, sex, economic status, and re­
gion. Illness, Mr. Chairman, is no respecter of persons.

We heard this in 1970, when Fortune magazine editorialized tha t:
American medicine, the prid e of the Nation  for many year s, sta nd s now on 

the  brin k of chaos.
be sure, our medical pra cti tioner s have the ir gre at moments of dram a 

and trium ph. But much of the U.S. medical care, pa rtic ula rly  the  everyday 
business of preve nting and tre at ing routine  illnesses,  is inf eri or in quality , 
was tefu lly dispensed, and ineq uitab ly financed. Medical manpo wer and facil ities  
are  so maldist ribu ted th at  larg e segments  of the popul ation , especially the 
urba n poor and those in ru ra l are as, get vir tua lly  no care at  all. even though 
the ir illness es are  most nume rous and, in a medical  sense, often  easy to cure.

We have heard it in every reputable public opinion survey since 
1943, all attesting tha t the public regards health care as a  r ight and 
favors national health insurance as the vehicle for fulfillment of that 
right. In August 1977, a New York Times-CBS poll showed that  
by 60 to 33 percent—7 percent had no opinion—Americans favored a 
national health program.

We are beginning to hear it  now from no less formidable forces 
than the proposition 13 tax revolters who, in North Dakota, rallied 
13,000 persons to sign a petition to place medical cost control on the 
ballot in November. And from Gov. Jer ry Brown of California, 
who warned the health care industry  tha t if i t continues to ignore “out­
rageous” runaway costs, the people will clamp on controls themselves, 
like they did with proper ty taxes under proposition 13.
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Mr. Chairman, this strongly  suggests to  me tha t the public  is grow­
ing sick and tired of waiting for national leadership on this issue and 
have already begun another revolt.

The National Urban League has worked long and hard with Govern­
ment agencies and health consumer advocacy groups to obtain a na­
tional health insurance program for all Americans. One year  go, Ms. 
M&udine Cooper to my left gave testimony before Mr. Califano out­
lining our thoughts on this subject.

At that time the Urban League endorsed the National Health  Se­
curity Act of 1977, popularly known as the Kennedy-Corman bill. 
The league’s support for tha t bill was based on the fact that  it con­
tained the following basic principles: Universal and mandatory cover­
age, comprehensive benefits, and equal access.

In the intervening period, we have been full parti cipants in the 
debates and the efforts to get  a workable bill before the U.S. Congress.

I t seemed as though progress was being made. However, it now ap­
pears tha t political compromise has overtaken the recognized needs 
of the American people. The administration’s principles for a national 
health  plan dilute essential elements too much. It  does not require 
much imagination to foresee the imposition of dis tortion and the ult i­
mate death of a p rogram scheduled to be slowly phased in over a pe­
riod of time, with each phase requiring new legislation, and with each 
phase newly dependent  on current economic and political climate.

Senator Kennedy . So you oppose the triggered process ?
Mr. Jordan. Yes.
Senator Kennedy . Why do you oppose it ?
Mr. Jordan. We thin k it ought to be comprehensive from the begin­

ning, and the phasing in, depending upon the temperature of the  two 
Houses here, is not enough. We think it ought to go to the whole k it 
and caboodle.

Senator  Kennedy . And we’re reminded th at many of those who sup­
ported the medicare program thought tha t was going to be the begin­
ning of the phasing  in of health insurance. If  we go back to those 
statements of those who supported it on the floor of the U.S. Senate 
we hear tha t it will only be a l ittle while and we’ll get another part .

Now we find out th at  under the medicare program there  is less pay­
ment for e lderly health care costs than there was prior to the passage 
of tha t program. This is a pa rt of the problem.

Mr. Jordan. The new proposal for the National Health  Insurance 
Act of 1979 seems to offer much encouragement. Fi rst  I am encour­
aged because i t contains those basic princ iples for quality health care 
enumerated earlier.

I am encouraged fur ther  because the proposal reflects the experi­
ences gaind from past efforts at tryi ng to get S. 3, the National Health 
Security Act, passed. It  has built-in cost control features, the most sig­
nificant of which requires submission of budgets a nd/or fee schedules 
by both the hospital,  the physician, and the health professionals.

This  is a step tha t neither the administration nor the health services 
indust ry has been willing to take, but one the public is more and more 
demanding. And, while I thoroughly understand the concern some 
people may have with the role of the insurance industry , I believe its

36 -20 9 0  -  79 -  18
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partic ipation under ongoing Federal regulation represents a wise and 
satisfac tory provision.

Many Americans, as already noted in the first day of these hearings, 
have been devastated by catast rophic  hospital costs. Many, who had 
high expectations based upon this admin istration’s early commitment 
to national  health insurance as a national prior ity, have been sorely 
disappointed.

It  has now become apparent, gentlemen, t ha t things simply have 
gotten out o f hand. I  know it, you know it, the American public knows 
it. The proposal for the National Health  Insurance Act of 1979 is 
most timely and most sensibly provides us with a practical handle on 
this si tuation. It  is a plan for all Americans, and I am happy to have 
the opportun ity to express my support this morning.

Mr. Chairman, tha t concludes my formal testimony, bu t I beg your 
indulgence to make just  one personal statement, and that is, since 
1965, my wife has had multip le selerosis, which is a cr ippling, deterio­
rating disease of the nervous system. And while during tha t 13- or 14- 
year period I have been fo rtuna te to have a decent job with a decent 
wage and have been able to support her in a manner to which she has 
become accustomed.

I worry, on the other hand, about some half-million Americans 
suffering from mult iple sclerosis, who make $10,000, $7,000 or less, or 
$15,000 a year, who are my age, my wife’s age, and my daugh ter’s 
college age, and I worry about how they can, given the devastating 
effect of that  disease on a person, and it’s rippling effect on other mem­
bers of the family, and its  economic effect, I worry about how, in fact, 
families in America with tha t part icular disease or others tha t last 
for a long time, how they, in fact, make it.

So I plead not for myself, but I make a plea for those thousands 
upon thousands of Americans in this  country w ho have no way out and 
havo no possibility of dealing with that , and I happen to think  that 
national health insurance, that a comprehensive, unified plan for the 
delivery of quality health care, is absolutely essential for those who 
have not, as well as for those who have.

Thank you, Mr. Chairman.
Senator Kennedy. Thank you. I t’s a very fine statement and a very 

touching one.
Dr. Davis ?
Dr. Davis. Senator Kennedy, I speak today representing the 

NAACP membership and its friends and supporters throughout this 
Nation. For  the past iy 2 years I have served as chairman of its Na­
tional Board  Committee on Health.

The NAACP, recognizing the importance of health as a human 
right , has authorized the development of a Department of Health 
Affairs to be headquartered in its national offices in New’ York City. 
This characterizes the NAAC P's commitment and concern in the mat­
ter of health as it applies to all our citizens with special emphasis on 
the needs of minorities, the poor, and the underserved.

This area of national involvement includes the input and expertise 
of leading educators, health providers, and administra tors in the mi­
nority  community.

You are no doubt acquainted with the contributions of Howard 
University-----
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Senator K ennedy. Doctor, we have just  been notified a cloture  vote 
is set for 12 noon, so we’re going to have to complete our morning by 
12 noon. So i f it’s possible, we will include your full statement in the 
record, and if you would just  summarize it. We regret there has been 
a time problem.

Would you care to summarize your testimony ?
Dr. Davis. Just briefly, the NAACP would like to recommend the  

following principles to be included in any basic national health insur­
ance program—and we certainly  agree with Mr. Jorda n’s presenta­
tion with regard to statistical need.

w The program should be available to all citizens regardless of abi lity
to pay; it should be universal; it should include preventive care; it 
should involve freedom of choice and quality assurance. It  ought to 
involve full minority  participation in all areas of planning, establish- 
ing regulations, implementation and monitoring. It obviously should 
be federally regulated. There should be provisions for adequate man­
power development with full minority par ticipat ion.

ihe re ought to be a complete program of public education for 
health; there should be full adherence to civil rights laws inc luding 
minorities at all levels of policy and administration; financing should 
be a combination, as we see it, o f p rivate  and public funding, and all 
unemployed should be fully insured by Federal sources.

Provision of care should be by all forms of  quality-care sources, be 
they private, public, organized or  institutional.

The NAACP congratulates Senator  Edward M. Kennedy for his 
energetic approach to the matter of national  health insurance. The 
association endorses the principles included in his proposed program. 
The NAACP eagerly awaits the o pportunity to partic ipate  at  a mean­
ingful level in the development and structur ing of such a program in 
a manner which would best serve the in terest of all American citizens. 
It  serves notice, therefore, of i ts intention to join hands with all those 
who worked honestly toward the goal of developing and maintaining 
and improving level of health for all Americans regardless of race, 
creed or economic status.

Thank you, Mr. Chairman.
Senator Kennedy. Thank you, Doctor.
We will include your statement in its en tirety  in the record.
Mr. Jordan,  as vice chairman of our Committee on Nat ional Health 

Insurance, and Dr. Davis, I just have one question: How do you think 
we can vocalize people in support of this  concept? Do you think there 
is the support out there for this to be able to overcome the power and 
the influence of the special interest groups that  are strongly opposed 

# to it? Can we do that job?
Dr. Davis. I think  the NAACP recognizes in part icular the impor­

tance of health. We have had for years a stated position and a func­
tioning health committee, and they do have a wide representa tion and 
constituency throughout this country.

Basically, the NAACP has supported the full implementation of 
total citizenship, and one has to be healthy in order to enjoy it. We 
think we have a mechanism whereby the communication of  th is kind 
of information can be disseminated rather  easily.

Senator K ennedy. You’re a doctor in private  practice?
Dr. Davis. Yes, sir.
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Mr. J ordan. Mr. Chairman, I do believe there is a constituency out 
there, a constituency beyond tha t which Dr. Davis and I represent, 
simply because the issue of health in America I believe is a people 
issue, and I believe it transcends, as I said in my statement, race, eco­
nomic status. We’re all affected by it  and it clearly is in no respect to 
persons.

I think we have to get the facts to the people, and I believe the 
people will be responsive.

Senator Kennedy . Very good. I  have no fu rther questions.
Senator J avits. I would like to ask one, if  I  may.
Gentlemen, I  think we all must acknowledge tha t this program is **

going to be very expensive and tha t everyone to the extent possible, 
will have to  share in paying the bill.

I weep with you on what I consider a tragic sentence, Mr. Jordan, 
in your statement, that nonwhites  still experience 50 percent more >
bed d isability  days, a 70 percent higher infant mortality rate, and a 
life expectancy 6 years shor ter than tha t o f whites.

If  you translate tha t into unemployment, Blacks have double 
the unemployment of whites, and trans late tha t into per capita 
income, generally speaking, 40 percent less per capita income than 
whites, it ’s a very tragic litany.  No one understands it better than  I 
and Senator  Kennedy.

But  I would like to ask you this question: Will you, in working 
with your constituents, make it clear tha t when you have a national 
health  plan there has got to be some way of paying for it, and tha t 
a pa rt of their  dignity will be in their contribution. I think  that  is a 
very impor tant point, knowing the constituency to which you are 
referr ing. I think there’s a certain digni ty in the ir advocacy which 
will come and lend strength and weight by the fact they will realize 
they, too, like everybody else, are going to be paying participan ts.

I would just address that to you because I think in that  way you 
may be able to engender a sense of militancy broadly throughout the 
community you represent  and it could be very helpful in getting 
action.

Mr. J ordan. These organizations have historically been involved 
in two things,  involved with black people, in both the r ights, rewards 
and responsibilities of the ir society. Therefore, we understand our 
responsibilities; we always have. And if you get cloture over there 
on Humphrey-Hawkins, we might  be better able to do our part. 
[Laugh ter.]

Senator J avits. Thank you.
Senator Kennedy . Thank you very much.
[The prepared statement of Dr. Davis follows:]



Mr. Chairman:

I RISE TO REPRESENT THE N .A .A .C .P . MEMBERSHIP AND ITS FRIENDS 

AND SUPPORTERS THROUGHOUT THIS NATION. FOR THE PAST YEAR AND A 

HALF. I HAVE SERVED AS CHAIRMAN OF ITS NATIONAL BOARD COMMITTEE 

ON HEALTH. THE N .A .A .C .P .,  RECOGNIZING THE IMPORTANCE OF HEALTH 

AS A HUMAN RIGHT, HAS AUTHORIZED THE DEVELOPMENT OF A DEPARTMENT 

of Health Affairs to be headquartered irt its national offices 
in New York City. This characterizes the N .A .A .C .P . 's  committ­
ment AND CONCERN IN THE MATTER OF HEALTH AS IT APPLIES TO ALL 

OUR CITIZENS WITH SPECIAL EMPHASIS ON THE NEEDS OF MINORITIES, THE 
POOR AND THE UNDERSERVED. THIS AREA OF NATIONAL INVOLVEMENT 

INCLUDES THE INPUT AND EXPERTISE OF LEADING EDUCATORS, HEALTH 

PROVIDERS AND ADMINISTRATORS IN THE MINORITY COMMUNITY. YOU 

ARE NO DOUBT ACQUAINTED WITH THE CONTRIBUTIONS OF HOWARD UNIVERSITY 

Meharry Medical College, the Drew Post-Graduate School of Medicine 
AND THE NEW MEDICAL COLLEGE AT MOREHOUSE IN ATLANTA, GEORGIA. Fach 
OF THESE INSTITUTIONS IS DEDICATED TO CONCERNS SIMILAR TO THE 

N .A .A .C .P .'S POSITION IN SUPPORT OF MINORITY HEALTH ASSURANCE AND 

THEY ARE COMMITTED TO PROVIDING EXPERTISE IN THE DEVELOPMENT 

OF ANY MODALITY WHEREBY THE HEALTH PROVISION FOR MINORITIES IS 

BETTER SERVED.

Dr. W. Montague Cobb, Professor Emeritus at Howard University, 
AND LONG RECOGNIZED AS AN OUTSTANDING PROPONENT OF QUALITY HEALTH 
CARE FOR ALL AMERICANS IS KNOWN TO YOU, HAVING TESTIFIED MANY 

TIMES HERE ON THE HlLL ON HEALTH MATTERS. THERE ARE NUMEROUS 

OTHERS RECOGNIZED AS EXPERTS IN THEIR FIELDS INCLUDING 

Dr. Willie S.  Williams, Associate Dean for Students at Case 
Western Reserve University. Dr. John Arodondo of Meharry Medical 
College Department of Family Practice, Dr. Marion Mann, Dean of 
the College of Medicine at Howard University, Dr. Leon Sullivan, 
President of Morehouse Medical College, and Dr. Jesse B. Barber, 
CURRENT PRESIDENT OF THE NATIONAL MEDICAL ASSOCIATION. I LIST 
THESE NAMES ONLY TO ESTABLISH THE FACT THAT THE N .A .A .C .P . IS IN
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THE POSITION TO OFFER CONSIDERABLE EXPERTISE IN THE MATTER OF 
DEVELOPING, IMPLEMENTING, AND MONITORING A QUALITY NATIONAL HEALTH 
program. There will be many areas of question with regard to 
TECHNIQUE BUT THERE WILL NEVER BE ANY DOUBT AS TO OUR DEDICATION 
TO DEVELOPING AN AFFORDABLE SYSTEM WHICH PROVIDES QUALITY CARE TO 
ALL WHO NEED ITS BENEFITS.

Minority citizens of this nation cannot tolerate delay in the 
DEVELOPMENT OF A NATIONAL HEALTH INSURANCE PROGRAM. I SPEAK 
FOR A GROUP OF PEOPLE WHO HAVE FIVE TIMES AS MUCH TUBERCULOSIS 
AND THREE TIMES AS MUCH HYPERTENSION. THIS GROUP DIES TWICE AS OFTEN 
FROM DIABETES AND ITS MEMBERS ARE FOUR TIMES AS LIKELY TO HAVE 
CHRONIC KIDNEY DISEASE. MATERNAL MORTALITY IS AT LEAST THREE 
TIMES AS HIGH. MINORITIES HAVE 33% MORE DISABILITY DAYS AND THOSE 
OVER 65  HAVE 225% MORE DISABILITY DAYS. NEONATAL DEATHS IN THE 
MINORITY COMMUNITY ARE STILL TWICE THAT IN THE WHITE POPULATION.
The minority population below age sixty-five has only one-half 
THE HEALTH INSURANCE PROVISIONS AVAILABLE TO A SIMILAR GROUP IN 
THE MAJORITY COMMUNITY.

Urban and rural minorities in facing these terrible health 
SITUATIONS FIND SEVERE SHORTAGES OF HEALTH SERVICES EITHER BECAUSE 
OF LOCATION AND DISTANCE OR BECAUSE OF INADEQUATE MANPOWER TO 
MEET THEIR HEALTH NEEDS. THE PRIMARY SOURCE OF HEALTH CARE IN THE 
MINORITY COMMUNITY HAS BEEN THE BLACK PHYSICIAN BUT THE NUMBERS 
ARE SO SLIM AND THE DISTRIBUTION IS SO ERRATIC THAT OFTIMES CARE 
SIMPLY IS NOT AVAILABLE. THE CURRENT METHODS OF GOVERNMENT AND 
INSTITUTIONALLY SPONSORED HEALTH CARE (LOCAL, STATE, AND FEDERAL)
HAVE MANY TIMES FORCED MINORITY PHYSICIANS OUT OF CENTRAL URBAN 
AREAS FOR A VARIETY OF REASONS. SOME OF THESE REASONS INCLUDE 
LACK OF SENSITIVITY TO THE NEEDS AND MORES OF THE COMMUNITY 
INVOLVED AND THE FAILURE TO INCORPORATE MINORITIES IN ALL LEVELS 
OF THE HEALTH CARE UNITS. It SEEMS ESSENTIAL THAT IN THE AREA 
OF ACTUAL DELIVERY OF SERVICES SPECIAL ATTENTION BE GIVEN TO 
INNOVATIVE TECHNIQUES INCLUDING MINORITY OWNED AND OPERATED 
I . P . A . 'S ,  P .A . 's ,  AND H .M .O .' S . A PORTION OF THE SPECIAL



CONSIDERATION OUGHT TO INCLUDE GENEROUS SUPPORT OF THE RISK FACTOR 

AS IT APPLIES TO HMO's SERVING MINORITY AND POOR COMMUNITIES.

These facts no doubt are well known to you since they have 
HAD WIDE DISSEMINATION IN VARIOUS JOURNALS AND PUBLICATIONS. I 
LIST ONLY A SMALL AMOUNT OF THIS INFORMATION IN ORDER TO DRAMATIZE 

AND TO CALL TO YOUR ATTENTION THE BASE FROM WHICH THE NAACP SPEAKS 
WHEN IT APPROACHES THE MATTER OF NATIONAL HEALTH INSURANCE.

The interest of the N .A .A .C .P . in matters of health is not 
new. In fact, the N .A .A .C .P . first proposed a form of national 
health insurance in I 9 46 . From that time on the N .A .A .C .P . has 
SUPPORTED THE CONCEPT OF FULL AND COMPREHENSIVE NATIONAL 

HEALTH INSURANCE FOR ALL CITIZENS IN THESE UNITED STATES.

National health insurance must meet the needs of all our citizens. 
I AM SPEAKING VERY POINTEDLY TO THE N .A .A .C .P . CONCERN THAT ITS 

AVAILABILITY TO ALL BE GUARANTEED WITHOUT RESTRICTION IN ANY FORM.

It is not reasonable that the N .A .A .C .P . express this concern 
IN VIEW OF THE PAST HISTORY OF THIS NATION IN PROVIDING VARYING 

DEGREES OF ACCESS TO FULL AMERICAN CITIZENSHIP. No NATION 

CAN CONTINUE TO AFFORD THE LUXURY OF BESTOWING UPON ONE SEGMENT OF 

ITS CITIZENRY TWICE THE EFFORT IN DOLLARS FOR THE MAINTENANCE 

OF AN ACCEPTABLE STANDARD OF HEALTH WHILE RELEGATING THE MINORITY 

SEGMENT TO SERVICE OF POOR QUALITY AND LIMITED AVAILABILITY.

Black physicians number less than 2Z of all physicians in 
THIS COUNTRY, GREAT HOPE FOR IMPROVEMENT IN THIS AREA OF 

MANPOWER NEEDS DEVELOPED IN THE LATE 6 0 'S  AND EARLY 7 0 'S . MUCH 
TO OUR CHAGRIN WE NOTE THAT NEW (BLACK) MEDICAL STUDENT NUMBERS 

ARE DECREASING BOTH NUMERICALLY AND PERCENTAGE WISE. ENROLLMENT 

AT FIRST YEAR LEVELS HAS DROPPED FROM 7.5 % IN I 970 TO 6.7 % IN 19 78  
IN SPITE OF AN^INCREASE OF MEDICAL SCHOOL FIRST YEAR PLACES 

from 8 ,0 0 0  in 19 68  to 1 9 ,0 0 0  in 19 78 .



Medicaid programs scattered throughout the states have served 
AN INCREASING NUMBER OF THE POOR INCLUDING MINORITIES. HOWEVER THE 
PROGRAMS HAVE BEEN IMPLEMENTED UNFAIRLY. It IS WELL_DOCUMENTED 
THAT SEVENTY-FIVE PERCENT MORE DOLLARS HAVE BEEN EXPENDED PER 
WHITE RECIPIENT WHEN COMPARED TO MINORITY RECIPIENTS. A 
SIMILAR DISCREPANCY EXISTS IN THE MEDICARE PROGRAM. HERE THE FIGURES 
SHOW 60% MORE FOR PHYSICIANS SERVICES AND 20% MORE FOR INPATIENT 
CARE FOR WHITES WHEN COMPARED TO NONWHITES. As ONE REPORT DESCRIBES 
it: "The poor and minorities were at a twofold disparity healthwise: 
THEY WERE IN POORER HEALTH AND THEY HAD LESS SPENT ON THEM FOR 
HEALTH SERVICES".

The facts listed above are not intended to shock or depress 
THIS PANEL. I REFER TO THIS MATERIAL TO SUBSTANTIATE THE SINCERE 
AND UNSWERVING INTEREST OF THE N .A .A .C .P . IN.A UNIVERSAL HEALTH 
PLAN WHICH INCLUDES AN AWARENESS THAT NO MATTER WHAT FORM IT 
TAKES THE N .A .A .C .P . MUST INSIST UPON FAIR AND EQUITABLE IMPLEMEN­
TATION. TO THAT END WE WOULD LIKE TO RECOMMEND THE FOLLOWING 
PRINCIPLES TO BE INCLUDED IN ANY BASIC NATIONAL HEALTH INSURANCE 
PROGRAM.

1. Available to all regardless of ability to pay2 . Universal-one level of benefit to every citizen (including 
ALL FORMS OF MEDICAL AND DENTAL CARE?

3. Preventive care
0. Freedom of choice
5. Quality Assurance
6. Full minority participation in planning, establishing 

REGULATIONS, IMPLEMENTATION AND MONITORING.
7. Federally regulated
8. Provisions for adequate manpower development with full 

MINORITY PARTICIPATION
9. Complete program of public education for health10 . Full adherence to civil rights laws including minorities 

AT ALL LEVELS OF POLICY AND ADMINISTRATION.11 . Financing should be a combination of private and public 
funding. All unemployed should be fully insured by federal 
SOURCES12 . Provision of care by all forms of quality-care sources 
BE THEY PRIVATE, PUBLIC, ORGANIZED OR INSTITUTIONAL
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I WISH TO THANK THE COMMITTEE FOR GRANTING ME THE OPPORTUNITY 
TO PRESENT THIS COMMENTARY. THE N.A.A.C.P. STANDS READY TO 

LEND ITS SUPPORT TO THE PROCESS OF DEVELOPING A VIABLE AND 
EFFECTIVE PROGRAM FOR ALL THE CITIZENS IN THESE UNITED STATES.

Respectfully submitted,

Sylvester S . Davis, M .D .
Chairman, National Board Health Committee 
NAACP
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Senator Kennedy. The next panel is Victor  Lutnicki, the executive 
ivce president, Health Insurance Association of America, and Mr. 
Henry  DiPre te, associate vice pres ident, John Hancock Mutual Life 
Insurance  Co. They represent the Heal th Insurance  Association of 
America.

I t’s nice to see you.

STATEMENT OF VICTOR A. LUTNICK I, EXECUTIVE VICE PRESI­
DENT, JOHN HANCOCK MUTUAL LIFE  INSURANCE CO., ACCOM­
PANIED BY HENRY A. DiPR ETE, ASSOCIATE VICE PRES IDENT;
AND JAMES BARRETT, MUTUAL BEN EFIT OF OMAHA

Mr. Lutnicki. Thank you, Mr. Chairman.
Anticipat ing t hat  you would have a problem in scheduling, we have 

kept our statement very short. This  is Mr. DiPre te, and I have with 
me Mr. James Bar rett of Mutual of Omaha.

As you have announced, we appe ar here today on behalf  of the 
Health  Insurance Association of America, represen ting 318 health 
insurance companies who cover a very significant propor tion of the 
working population  both through group insurance and individual 
insurance.

Let me sta te at the very beginning, as forcefully  as I can, exactly 
where our Health Insurance Association stands today on the issue of 
health care for the American people.

We want quality health care services at affordable cost to be avail­
able to every American. We acknowledge that this condition does not 
exist today. We and our member insurance companies want to be a 
pa rt of bringing it about.

The chairm an’s opening statement and the testimony received on 
the first day of this hearing put  c learly into focus the two principle 
goals to  be addressed by national health  insurance legis lation:

One, the need to contain rising health care costs, and two, the need 
to guarantee to all Americans, regardless of health status  or ability 
to pay, access to comprehensive hea lth insurance, which we note is to 
be underwri tten in par t by priva te insurers, or by prepayment plans.

No American should live in fear of medical misfortune  tha t will 
bring financial tragedy for themselves or thei r dependents.

Now, from our point of view, the coming debate will not be over 
objectives, better health care for all Americans, and provid ing pro­
tection for those not now protected. It  will be over how we can best 
achieve those objectives. And this  is not a new position for us.

We have said it in our sustained support of the National Health 
Care Act, introduced by Senator McIntyre and Congressman Burle­
son into five Congresses.

We have said i t in our industry ’s support  for  the legisla tion already 
enacted in Connecticut which guarantees to all residents the avail­
ability of comprehensive health  insurance at a reasonable price, 
regardless of the condition of one’s health.

And we support Federal legislation which would, in effect, require 
the establishment of such a system in all the States.

Nor is the goal of cost containment new to our industry . We have 
worked hard to get prospective hospital budget review enacted in



States  such as Massachusetts, Maryland, and Connecticut. We are 
working ha rd to make those programs effective.

Over the last 5 years, we have worked closely with your committee 
for the enactment and perfection of Federal legislation designed to 
make our health care system more cost effective. We have supported 
the Heal th Plan ning  Act legislation to encourage the development of 
HMO’s, and more recently, but unfor tunately less successfully, Fed­
eral hospital cost containment legislation.

Your position is to be commended for recognizing tha t containment 
of medicare-medicaid costs will produce a shi ft, bu t little if any reduc­
tion, in the cost of health care to the  country.

Now, Mr. Chairman, the twin  goals of cost containment and univer­
sal protection will be difficult to  achieve. It  will take the best efforts 
and total commitment of all o f us—legislators, insurers, doctors, hos­
pitals, patients, employers, and Americans everywhere—but it  can be 
done.

The new proposal unveiled at this hearing makes significant prog­
ress toward resolving some of the basic differences tha t have separated 
part icipants  in the debate on national  health insurance. I t appears to 
recognize tha t the desired goals can be achieved only if constructive 
use is made of the full resources of the priva te sectors. Differences re­
main, but we believe tha t with the prevail ing a ttitude these can be re­
solved. We are anxious to ass ist and participate in this effort.

In short, we applaud  this  development, recognizing that  we have 
in front of us only the bare outlines of a plan. This will have to be 
developed into legislation, which we will examine most carefully, and 
with a positive and supportive  attitude.

We are committed to giv ing this committee our best effort, our best 
suggestions, and constructive assistance toward developing practical 
legislation tha t will solve the problems that are before us.

That completes our short statement, Mr. Chairman.
Senator K ennedy . Than k you very much. I think it’s a very con­

structive and very positive statement. We appreciate the support of 
your  association on the cost containment program, and on the planning 
legislation. I think your support and help on the floor of the Senate 
made a great deal of difference. We very much appreciate it.

I think you have challenged us to draw on your association to 
achieve, as you point out on the top of page 3, the twin goals of cost 
containment and universal protection to which we’re very strongly 
committed. We know you’ve got a lo t of expertise and a lot of know­
how, and we want to draw on th at from your association.

Mr. L utnicki. We appreciate it.
Senator K ennedy . I think this is a very constructive and positive 

contribution in the first phase o f our hearings, and we are going to 
accept the offer for help and draw upon you and vour association for 
assistance.

Thank you.
Senator Javi ts?
Senator J avits. I  feel exactly the same way.
I am pleased to  see this new attitude on the part of insurance com­

panies regarding your willingness to partic ipate  in the implementa­
tion of a nationa l health plan. Insurance companies have not always 
taken this position.
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I would like to join Senator Kennedy in saying how deeply pleased 
I am tha t you have made this  presentation, and how constructive it has 
been. I think you have at  least boosted by 50 percent the chances of a 
national health plan in the next 2 years.

I would ask the chairman and you, whether you are prepared to 
also take some continuing role in the development of the legislation, 
so tha t at all stages any o f us who are involved may feel free to con­
sult with you and gain the benefit of your expertise ?

Mr. L utnicki. Senator Javits, we would respond to that  by saying 
we will provide you w’ith any assistance. We have individuals, such 
as Mr. D iPrete here and Mr. Barrett, men who are very familiar with 
this problem. They have worked in it as people out in the field. They 
are working on the State level and planning councils. They are work­
ing with the staff of various congressional committees. They are work­
ing with the Department of HEW . They are available to you, and 
without prejudice, will give you what we think are the righ t answers 
to any questions you ask.

Senator  J avits. Thank you very much.
Senator Kennedy . Thank you. It ’s nice to see you.
We have a final panel of Tony Dechant, who is president of the Na­

tional Farmers  Union; Jay Dobkin, president of the Physicians Na­
tional House Staff Association; Dr. Mauksch of Vanderbi lt, who rep­
resents the American Nurses Association; and Miss Carol Burris, 
president  of the Women’s Lobby, Inc.

STATEMENT OP TONY T. DECHANT, PRESIDENT, NATIONAL 
FARMERS UNION

Mr. Dechant. Mr. Chairman, I would like to introduce my asso­
ciate, Mrs. Ruth Kobell, who is here with me.

For  the record, I am Tony T. Dechant, president  of the National 
Farmers Union, an organization of 275,000 farm families spread across 
the agricultural areas of the Nation.

The health of American farm families is important to the Nation 
because they produce an abundant and stable food supply which is 
so vital to the nutrition and health  of our populat ion.

Let me say at the outset, Mr. Chairman, that  we appreciate your 
continuing  commitment, as expressed in the new proposal before the 
subcommittee, to finding ways to meet the health care needs of the 
people.

In  all frankness, we are appalled at the a ttitude o f the top advisers 
in the Carter White House who say we must put off what needs to be 
done in the field of health  care because it would be costly and 
inflationary.

Senator K ennedy. So you don’t believe in the trig ger  concept ?
Mr. Dechant. No ; I do not. W hat we’re doing now is not working. 

We do not concur that, desirable as it may be, a nationa l health care 
program must only be phased in bit-bv-bit over a period of 5 to 10 
years.

If  we accept such a course, by the time the initial  parts  of the new 
program are operative in 1985, total national health care outlays, pub­
lic and private, will exceed $350 billion a year—double the current
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cost— wi thou t any appre ciable  im pro veme nt in qu an tit y an d qu ali ty  
of  services.

Clearly , do ing  no th ing abou t he al th  care will  be the  most cost ly 
course of all  fo r the  Am erican  people.  Th is conc lusion is general ly 
supp or ted by studies alr eady  repo rted  by th e Con gressio nal  Bu dg et  
Office a nd  H E W  itse lf.

To  up da te  ava ilab le mate ria l, we urg e th at the  staf f of  th is  sub ­
com mit tee be dir ect ed to pr ep ar e and repo rt pro jec tions  of  the tot al 
cost  o f he al th  services unde r th is  l egi sla tion and under a conti nuati on  
of  th e ex ist ing system.

Th is  wou ld be very  he lpfu l to  us, Mr. Ch air man , in ter ms of  pr o­
gram s conside ring he al th  leg isl ati on  th at  we have underw ay  in the  
field, to  have  cost p roje ctions.

We  have  e very  confidence th a t rea lis tic  proje ctions wil l show t hat  a 
na tio na l healt h pla n, along the line  of th is pro posal , wil l, when  fu lly  
imp lem ented,  p rov ide  d ramat ical ly  b ett er  hea lth  care  a t less c om para­
tiv e cost  than  the prese nt ineffectiv e system,  con tinued in the  yea rs 
ahead.

Th e new bil l wou ld be o f pa rt ic ul ar  benefit to  r ur al  Am erica,  w hich 
has  on e-t hi rd  of  the  Nat ion’s po pu lat ion  bu t only 12 perce nt of  the  
docto rs and 18 pe rce nt of t he  nurses.

Th e docto r-p ati en t ra tio  is 1 to 2,400, com par ed to  1 to  500 in the  
urba n area s.

We  have  138 counties, with  a combined po pu lat ion  o f a  h al f mil lion , 
wi thou t any doctor.

Ten  thousa nd of  the  doctor s servin g ru ra l Am erica are  o ver  age 55, 
an d pre sum ably will  be re ti ring  in the next 10 ye ars;  bu t the  number 
of  doctor s choosing to s erve in rural  are as is well below7 th e rat e needed 
fo r rep lacement .

Rur al  res ide nts  have less ade quate  healt h insura nce and th ei r pa y­
ments  fo r healt h care take  a larger  sha re of family  income, abo ut 10 
perce nt as com pared wi th an 8-perce nt share  fo r urba n residen ts.

We have occ upational hazards in ag ric ul tu re , fro m acc identa l in ­
ju ry  and fro m exposu re to  pestic ides , chemicals an d wearing  phy sical 
exe rtio n. Ru ral  res ide nts  have  a high er  incidence of  c hronic  illnesses, 
inclu ding  digestive, re sp ira to ry  and cir cu lat ory healt h prob lems. We 
hav e 22 percen t more iilcers , 26 percen t more fre qu en t hypertension , 
and 29 perce nt more stro kes  than  city res idents . In fa n t death s are 
near ly  t ripl e the  nati on al  rate .

I  assume from read ing the  p re lim inary pla n th at  invo lvem ent  in  the 
prog ram------

Se na tor  K ennedy. These are  im po rta nt , M r. Dechant, w hen we have 
he ard a spok esman fo r org anized  medicine  ta lk in g abo ut the  best. We 
do have the  bes t fo r peop le able to affo rd it  i n th is  society.

The s tat ist ics  Mr . J or da n gave ea rli er  about healt h con ditions  am ong 
many in ou r society , and now you are  po in tin g out  wh at the  s itu at ion 
is f or  rur al  A me rica. I t ’s a real  challe nge  to  be sure peop le a re n’t g oin g 
to be lef t out of th e system . T hat ’s w hat  I get  from yo ur  message here 
tod ay,  about the cha llen ge o r r ur al  Amer ica.

I ju st wa nt  to  g ive  you e very  a ssurance th at  in the  bill I su pp or t we 
will add ress those needs. I t ’s good to ge t yo ur  tes tim ony in th is  are a 
and your  spe lling  i t out.  W e wa nt  to  give you  every  assurance  t hat  we 
will  ce rta inly  work  closely  w ith  you.
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Mr. D echant. Than k you, Mr. Chairman. I have never questioned 
our expertise or our knowhow. My concern is the delivery to the people 
who need it.

I am glad tha t the program tha t you have in the proposals stage 
will be mandated for all citizens. We have just got to  make sure th at 
there is no way fo r people to be dropped from eligibil ity or otherwise 
fall between the  cracks.

Farm families have widely fluctuating gross and net income levels 
from one year to the next. And they have no way to pass on, through 
sale of the food and fiber they produce, the inflation in production and 
living costs. I hope the perfecting  legislative language will deal with 
this problem as i t relates to the level of  premium payment for health 
care coverage by farmers  and other self-employed citizens.

In conclusion, let me say that few things are more devastating to an 
individual’s hope of living up  to his ful l po tentia lity than the gnawing 
insecurity of heal th problems and the economic ina bility  to cope with 
them.

We recognize, of course, t ha t many rura l doctors, nurses and other 
health  workers are making a dedicated and valia nt effort, working 
uncounted hours to serve the ir communities. However, they, like our­
selves, have little capacity to improve the present situation without 
the major changes encompassed in the legislation which you are now 
considering.

Again, we therefore commend you fo r this initia tive and commend 
the subcommittee for its Avork, and emphasize its importance to 
farmers and rural  residents.

Thank you, Mr. Chairman.
Senator  Kennedy. Tha nk you very much.
[The following information was subsequently received for the 

record :]



Na tio na l
naa a Farm ers Union
Tu

October 20, 1978

Honorable Edward M. Kennedy 
Chairman
Subcommittee on Health
Senate Human Resources Committee
United States Senate
Washington, D.C. 20510 

Dear Senator Kennedy:
Last week Tony Dechant, President of National Fanners 

Union, wrote you concerning his views on the North Dakota 
initiative to control health delivery costs. As he pointed 
out, the time pressure constraints of the hearing schedule 
precluded his enlarging on this subject when he appeared 
before you.

I hope it will be possible to include his letter and 
the accompanying article from the North Dakota Union Farmer 
as a part of the hearing record.

Thank you for your help in this matter.

Ruth E. Kobell 
Legislative Assistant

REK:gp

•  Suita 600. 1012 14th Street. N.W., Wathington, D.C. 20005 -  Phone (202) 628-9774
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D Nor th
K  I  D a k o t a  V

VKlWi I
O c to b e r5 ,1978

NDFU supporting health
November

positions

announced
JA M E S T O W N  -  “ No rth  

Dak ot a has the  op po rtu ni ty in 
the  Novemb er general elect ion 
to  achieve a national leadership  
role  in  pro mo ting consumer 
concerns about health care 
de livery and its  costs. “ No rth 
Dak ota _ Farmers  Union  
President Stanley  Moore said 
Sept.  29. in publicly  
ann ouncing  the  farm
organization's support  for a 
health in it ia tive  to be voted  on 
in  November.

Th e N D F U  board o f direc tors 
a t a special board meeting on 
Sept 25  adopted an 
organizational posit ion urg ing a 
“ye s” vo te on the health 
in it ia tive , as well as on three 
proposed constitu tional
amendments.

The N D F U  board reaffirmed 
the farm group's opposition  to 
in it ia te d measures on revenue 
sharing  and income tax rate 
rev ision, whi le sup portin g an 
in it ia tive  deal ing  w ith retu rn of 
in terest  revenue to a dedicated 
fund.

In  the  public announcement 
on support  of the health 
measure . Moore said. “ The  
urgent  need for controlling 
health care costs and providing  
fo r an improved health care 
de liv ery system has not been 
me t by indirec t or volun tary 
approaches by the health care 
indu stry  and the federal 
governme nt."

measure
He exp lained th at wh ile  the  

state Farmers  Union has 
trad it io nal ly  suppor ted a 
comprehensive national
program tow ard s these goals.
" i t  is tim e.  too. for sta tes to 
take  the in it ia tive  and develop  
in te rim pro gra ms to fi ll  the 
na tiona l vacuum . A

demonstration of  concern over 
health costa from individual  
states should help prom pt  
appropria te act ion  on the 
national feveL"

Th e N D F U  president  
ink iee ted  th at  wh ile  the health 
costa control sys tem propoaad 
by th e in iti ated  measafe may 
not net uses pro vide an
im med iate reduct ion in healt h . 
care  cas ts,  i t  has the "poten tia l 
for pr ov iding a system by 
which futur e increases in health  
care  costa might  be mare 
ef fect ively control led ." Mo ore 
emphaa ixed th at the im po rta nt  
aspect  of  the in iti ated  moo sur e l 
is th at i t  would "throu gh  the 
public hearing process for the  
fi rs t tim e giv e consumers of  
health cars a voice in 
de term ining the ,  rates 
established far health 
services."

Mo ore said the  measure  
would provide  "greater  
consumer inpu t into the 
decision-making process of the 
State  Hea lth Council." In  
addition, the state 's voters 
would be  provided anoth er 
op po rtun ity  a t a fu ture  election 
to  vot e on an alterna tiv e plan to  
improve and exten d health 
insurance coverage, -fc *

I observed.

Moo re  acknowledged that  
the in it ia te d measure does no t 
pr ov ide a “ to ta l answer" to  the 
state's heal th  ca re  needs, bu t 
said, " i t  can ba a significan t 
beginn ing step, especially a t a 
tim e whan health delivery  and  
its  coats are again , drtofap ing 
in to  national issues." Ha said 
th e refe rendum  anil  become a 
"b arom eter  of public at titud e 
as to  the need to  conta in 
sp ira lling  health co st a"  Ha 
added th at the  un lis ted  
measure  “ would provide a 
li ig in nin g frama wa rk for the  
Sta te  1 agiah ture  aad the  
Congroas to  more sffactivsiy  
deal w ith  th e health concerns of

H a reported th at the  
orga nixa tia o’s board of
directors faale t hat  a yes vote in 
supp ort of  the measure would 
give  "ru ra l and urbaa 
conoumors In the sta ts a 
nlat fo rm  to  basin dhcoasions of 
h a rt th c a ra  iasuas th at af fec t 
every sing le Nor th  Dak ota 
fa m ily ."

The health in iti at ive was 
sponsored " b y a 19 memb er  
comm ittas  which indodad a 
■wimbsr of wel l-known Farmers 
Unio n local  aad  cou nty  leaders 
and was headed by  Sta te  
Insura nce Commissioner Byron 
Knutson.

Th e measure would giv e 
au thor ity  to  the  sta te hea lth 
officer  to  astahhab . the 
maxim um  charges to  be 
allowad fa r any health service 
in  the st at o Th e ma xim um  
rates would ba eatabhahad 
through  a public hearing 
process under  ths stoto 's 
Ad min istrat iva Agency
Piuetfeas A rt .
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Senator K ennedy. Senator Javit s?
Senator J avits. Thank you. We appreciate the testimony very much.
I have no questions.
Senator Kennedy. All right .
Dr. Dobkin, you may continue.

STATEMENT OF JAY F. DOBKIN, M.D., PRESIDENT, PHYSICIANS 
NATIONAL HOUSE STAFF ASSOCIATION

Dr. Dobkin. Senator Kennedy, Senator  Javits,  our association of 
12,000 intern and resident doctors across the country supports a s trong 
comprehensive national health program. We think  the time to enact 
it is now.

Senator Kennedy. Why do 12,000 young physicians support this 
while the AMA is vigorously opposed to it ?

You represent the young doctors who have finished medical school, 
who are well trained , and who are looking to the future . Why does 
your group in the health profession give strong  support to this?

Dr. Dobkin. I guess the most charitable explanation is tha t medicine 
has changed a lot in the last 20 or 30 years certainly.

Certainly a lot of the technical aspects have changed and we are 
sure tha t the economic aspects have changed. Almost every resident 
deals with the paradoxes and shortcomings of the current organized 
system. We see people who go without care or are t reated i napprop ri­
ately or not at all.

Basically, out of th at kind of frustra tion, we feel a change ought  to 
be made.

Senator Kennedy. The older doctors ought to see that , too. They 
must come across the same kind of inadequacies and fa ilures the young 
doctors do, and yet organized medicine does not support this.

We must separate, obviously, the individual  doctor’s, a number of 
whom support this proposal. The real spokesmen for the organized 
aspect have taken a s trong  exception to this approach. They must see 
the same kinds of things that you see. Why are they so re luctant  to 
try  to move with us wdnle you are trying to assure that  we meet this?

Dr. Dobkin. There may be one impor tant factor. The whole train ing 
process in the medical care system in this country is oriented so tha t 
people like us are acquainted with the worst aspects of it.

Senator K ennedy. What do you mean by tha t ?
Dr. Dobkin. Most of the training  of both medical students and in­

terns and residents goes on in large public teaching hospitals where 
patients w’ho have been turned away by the private system wind up, 
the people who have exhausted thei r insurance and people who run 
out of their assets in the private system come in.

In addition, people who are fresh out of medical school are less 
insulated from the concerns tha t present themselves. Also there is a 
very heavy p ropaganda phenomena, an enormous amount of verbiage 
and material, scare material  and scare tactics about socialized medicine 
and taxation  and the various evils of-----

Senator Kennedy. Rationing?
Dr. Dobkin. Rationing. Most doctors are not in a position to very 

well analyze this concept, and they are influenced by it.
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Senator K ennedy. What about the argument  of rationing? We have 
heard tha t story. You refer to it a little  fur ther down in your testi­
mony. What about rationing?

Dr. Dobkin. The plain tru th  is almost anybody going through 
medical training  experiences knows that  there is already rationing.
It  is perhaps irr ational ra tioning. This seems to be based on the frag ­
mentation of the marketplace, so a patient who needs an outpatient 
workup, X-rays  and whatever gets put in a hospital which is more 
expensive and so forth because thei r insurance does not cover out­
patient  care.

A good example of that  is the renal dia lysis program.
When I  started medical school, Hie big ethical debates were whether 

those people should be allowed to  go on dialysis or not. In the last 10 
years, it has been changed. The problem was not a lack of  technology.
It  was a lack of money unti l the decision was made to pay for it. Now 
if your kidneys fail, you are lucky because you are covered. If  your 
heart or liver fails, you are not  so lucky and you may wind up not 
getting  the care you need.

Senator K ennedy. Please continue with your testimony.
Dr. Dobkin. The experience of most young doctors working in large 

urban hospitals, and clinics confronts them daily with paradoxes in 
our health area. High technology has  advanced rapidly while service 
delivery and administra tion have not. We see neglect of  basic preven­
tion and treatment alongside sophisticated expensive care of rare con­
ditions. The current slogan applied to everything is cost-control. Yet, 
we see many vital areas which call for more, not less support.

Even the most resolute defenders of the status quo now grant that 
some reforms are needed: The AMA urges restrain t on fees and more 
preventive care; the hospital associations promote “voluntary” re­
forms. But  such piecemeal strateg ies as these or even targeted pro­
grams for catastrophic illnesses or certain disease categories are 
inadequate. In fact, the fragmented approach to health care has pro­
duced many of the problems we now face. We need, above all, a com­
prehensive national health policy, and a comprehensive program to 
implement it. The fragmented access to care frust rates  patients  and 
the fragmented payment system buries providers under mountains of 
forms. For all sides, especially at a time of scrutiny of the cost and 
efficiency of our programs, i t is highly significant to note t ha t whereas 
Canada’s comprehensive system has an adminis trative cost of 2 or 3 *
percent, we spend about 6 times as much on administering  our health 
care. Clearly, we pay for our current disorganization with more money 
and less health care.

The opponents of a comprehensive national health program will 
raise many doubts—can we afford  i t medically, politically  or econom­
ically ? The real question is can we afford not  to act ? One key worry 
is will such a program lead to rationing of care? It  is easy to see th at 
our curren t system is already rationing care, often ra tioning away the 
most needed or effective care first. Our public hospitals are an impor­
tan t example. Chronically, underfinanced and overburdened with the 
sickest and poorest patients, these city and county hospitals are being 
decimated by the forces of inflation, governmental retrenchment and 
economic warfare in the hospital industry.  Pathetically, the first serv-
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ice to be sacrificed is likely to be the emergency room or  outpat ient 
clinic on which the whole community, not just the indigent depend.

Young doctors are acutely aware tha t medicine and medical care 
are changing rapidly . While our diagnostic and therapeutic abilities 
have advanced greatly,  our delivery capabi lity is, in many ways, a 
relic of the days of bodily humors, cupping, and leeches. A broadly 
constructed national health  program must be enacted to provide uni­
versal and comprehensive coverage, set priorit ies, control costs, and 
guaran tee access to all. We must avoid both total inaction or the piece­
meal fragmented approach. We cannot afford to do less either from a 
medical or economic perspective.

Thank you.
Senator Kennedy . Can you comment on your concerns about the 

piecemeal approach, Doctor? Why do you have reservations about that  
< type of approach ?

Dr. Dobkin. We have seen especially in the  last few years, because 
of the disorganization of the system, tha t there is a great tendency 
toward bending rules and priorities. The entrenched interests are very 
capable of twistin g the entire situation around, for example, increas­
ing hospitaliza tion and increasing unnecessary surgery to fill beds tc 
meet minimum rates of occupancy.

I think  the piecemeal system we have now is responsible for most 
of the problems we are  talk ing about. It  is fragmented by disease cate­
gories, by economic status, and by geographic location.

Senator  Kennedy . You’re concerned about what dealing with just 
a section of it or p ar t of it  will mean t ha t r ather than really any seg­
ment of it. We just  would be dealing with the fundamental problems, 
is that what you are suggesting?

Dr. Dobkin. One of the things tha t the prviders complain about— 
hospitals and individual physicians—is the enormous duplication of 
forms and bills. Th at is the clearest example o f what happens when 
you have such a fragmented system.

In the Canadian  system, the payment is very streamlined and sim­
plified. Instead of spending 10 percent of the enormous national health 
budget on paper  and bureaucracy, I would like to see it spend on 
health care.

Senator Kennedy . Health insurance would mean less paperwork 
rather than more ?

> Dr. Dobkin. I think so. It  would be well received by both sides.
Senator Kennedy . Thank you.

STATEM ENT OF INGEBORG MAUKSCH, Ph . D., PROFESSOR AND 
•  FA MI LY  NU RSE CLINICIA N, VA ND ERBIL T UN IVER SITY  SCHOOL

OF NURSING

Dr. Mauksch. Thank you. I  am Ingeborg Mauksch, professor and 
family nurse clinician at Vanderb ilt University School of Nursing. I 
was a member of Secretary Califano’s Advisory Committee on Na­
tional Health Insurance which completed its report last February. 
Recently, I was appointed to the Committee for National Health In ­
surance. I appear here today representing the American Nurses’ 
Association.
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Being of very benevolent disposition, Senator Kennedy, I assume 
tha t the women were put last on the program because that  indicates 
tha t you left the best for the last. [Laughter.]

Senator Kennedy, we really appreciate  very much your proposal 
for a national health plan. We believe tha t it is very meaningful and 
the American Nurses’ Association has supported  nationa l health in­
surance legislation for a long time. Basically we are particular ly 
pleased with your criticism of the economic component o f the Pres i­
dent’s principles, and I apprecia te very much your  dialog with the 
Secretary about that this morning.

I wrote a letter to Vice President Mondale several months ago. I 
did not receive an answer.

Senator Kennedy. Why do the nurses support health insurance and 
organized medicine opposes it ?

We hear that  the young doctors support it, the interns  support it, 
and the residents support i t, and the nurses do.

Tell us why you support it.
Dr. Mauksch . I think  it is very important  for you to understand, 

Senator Kennedy, tha t we in nursing, while we work together and plan 
to continue to work together closely, have very many basic differences. 
Probab ly the basic differences concerns our consumer orientation. We 
believe organized medicine is self-oriented. It  is provider oriented. One 
of the reasons tha t we support your plan is that it has many charac­
teristics  of consumer orientation. Nurses are not going into their pro­
fession for money. They go into it because they  like to do things  for 
people.

Senator K ennedy . You are right.  We shou lave put you on first. 
[Laughter.]

Dr. Mauksch . Thank you very much.
Senator  K ennedy . Pe rhap s you would elaborate just  a little bit on 

tha t point.
Dr. Mauksch . I would like to go back.
If  we look into the history of nursing, it is now about 110 years 

old professionally. I am a gradua te of one of the first schools in the 
country which is in your S tate, Massachusetts, Massachusetts General 
Hospital .

From  then on, I  was always socialized, Senator  Kennedy, tha t we 
must do always for love and the physician’s approach to money­
making is not professional and is not acceptable to us.

I think tha t was overdoing the point somewhat. [Laughter.]
Nevertheless, I do believe tha t nurses have never embraced the 

materia listic component of health care. We have been tradit ional ly 
and totally  committed principally to the need of the consumer. Our 
official stance has demonstrated this. We supported medicare and 
medicaid. We were the only national organization tha t supported 
social security legislation in the 1930’s before I even came to this 
country, so we have really been with it all the time, and we are very 
much with it today.

Senator Kennedy . I would just  like to make a point here. I think 
it is very interesting that a group  tha t is the closest to the patient and 
sees the system from perhaps the  patient’s point in so many different 
respects, has given such strong  support and endorsement to health
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legislation. It  reassures us for those t ryin g to streng then the quality 
aspect as well as the financial aspect. I  think tha t is significant.

Very well. Please proceed.
Dr. Mauksch . I would like to very quickly say that  we are part ic­

ularly pleased with the emphasis in your plan of the home health care 
component, of the payment of drugs for the elderly. Many of my 
patien ts are not able to pay for their  drugs, even though  they are 
benefiting from other medicare provisions. We are very pleased that  
there will be rel ief for the States  with regard  to medicare and with 
respect to medicaid, and we are pleased tha t mental health is 
included.

Essentia lly, we endorse all of your provisions and are very, very 
supportive of your endeavors.

Wh at we are disappointed in are the omissions. We view the 
national health plan as a two-th rust issue. One very definitely is a 
plan of financing. That has been discussed quite extensively today.

But the other one which has not been discussed extensively is th at 
if we support a plan  tha t does not have change, we are not really doing 
the job. We are asking you to consider seriously all the components 
of the plan tha t will deal with reform of the current system or 
nonsystem.

No health insurance plan can be successful without changes in the 
present health care delivery. Curren t reimbursement policies on medi­
care and most health insurance plans limit access to health services 
and contribute to high health  care costs. I t focuses on acute care with 
littl e emphasis on prevention and health education. And I am very 
glad  tha t this was pointed out by the previous speakers. Yet, it also 
forces you to use expensive hospitals which could be prevented.

One proper  response to skyrocketing health  care costs should be 
a shif ting  away from the use of expensive inpa tient  facilities and 
toward  the imaginative use of less expensive ambulatory services 
which are often more appropriate  delivery mechanisms in the first 
place.

Now, we believe th at  the Kennedy plan , as outlined, does make one 
very serious omission. There is no reference to nursing services as a 
covered benefit. Afte r all, this is h ard for me to believe because nurs­
ing care is an integral part—in fact, it is the backbone of health care 
in our society. Nurses comprise the largest, most diverse, and most 
talented group of health and illness care providers.

Second, the practice of requiring physicians’ signoff in order for 
nurses to be reimbursed has severely limited the access of consumers 
to health care.

This was recognized to a degree in the recently enacted (ru ral  
health clinics which made services of nurses in ru ral clinics reimburs­
able without requiring  direct physician supervision.

We urge tha t attention be given to insurer 's programs so that  they 
clearly state covered health services and allow the consumer to choose 
and have access to services of nurses.

Nurse providers, whether they are self-employed or employed by 
institutions or agencies, can authorize appropriate  nursing  services. 
Insurance programs should not require the payment of a fee to a 
physician for signing  a claims form for reimbursement of services 
which are provided by nurses with nursing authority .
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Furthermore, we would like to suggest two basic shifts. One, I 
believe, is just in its infancy  and tha t is the shif t from illness care 
concentration to preventive medicine, health maintenance, and health 
education.

And when I talk about health maintenance, I also thin k the atta in­
ment of a better level of health because many people think  they are 
healthy but they really could have a much better health status.

We are concerned that there is no grievance and/o r appeals proce­
dure in the present plan.

Las t summer, when I traveled with Mr. Califano, I was extremely 
impressed from talking to rura l workers in the south of Texas and >
with medicaid people all over the country  who constantly said all 
these bad things happen to us, b ut how can we complain? There is 
no way to make known how bad our care  is, how long we wait.

I think tha t is important.  »
I will conclude my statement in the interes t of time, Mr. Chair­

man, by saying that  the American Nurses’ Association hopes tha t we 
will be included in the dra fting  of the legislation, that  you will call 
on us because we are righ t here to help. We believe in this, and we 
thank you very much for doing it.

Senator  K ennedy. Than k you.
It  is an excellent s tatement and you certa inly will be included. We 

will value your suggestions about the nursing component. Of course, 
they are included in the areas provid ing services. However, I know 
you have some additional suggestions and we will welcome the oppor­
tuni ty to hear from you.

We also have in the legislation a grievance procedure which you 
mentioned as being very impor tant, and also an advocacy aspect, 
which is very important, so we will value your suggestions.

[The prepared statement of Dr. Mauksch follow’s:]
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Mr. Chairman, X am Ingeborg Mauksch, professor and family nurse clinician

at Vanderbilt University School of Nursing. I was a member of frba HEW Advisory 

Committee on National Health Insurance which completed its report last February. 

Recently, I was appointed to the Committee for National Health Insurance. I

appear here today representing the American Nurses’ Association.

The American Nurses' Association has long supported the concept that the

goal of public health policy should be to make adequate health care available 

to all. We were one of the early supporters of Medicare legislation and are 

on record as advocating the enactment of a comprehensive national health insur­

ance program that will guarantee to all American people access to health care 

services of an acceptable quality.

In spite of comments to the contrary, the need for a comprehensive national 

health insurance program is apparent. By conservative estimates, at least 

20 million Americans have no health insurance. Of those that do, an estimated 

65 million lack adequate protection against the costs of long-term illness and 

other catastrophic expenses. The rapidly growing elderly population will inten­

sify the demand for the full range of health services— from home care to insti­

tutional care. Perhaps a quarter of the total aged population requires some



ty p e  o f c a re  fo r  c h ro n ic  i l l n e s s .

A ppr oxi m at el y 25% of th e  po or  and  n ea r po or  a re  no t co ver ed  by 

M ed ic are -o r M edic ai d . The une mp loy ed and newly emplo yed  o f te n  a re

w it h o u t h e a l th  in su ra n c e .

A r e c e n t  s to ry  in  th e  W as hing ton P o s t i l l u s t r a t e s  th e  ne ed  fo r  

im prov ed  co v e ra g e . I t  r e l a t e s  th e  case  o f a 36 y ea r o ld  mec ha nic fro m 

V irg in ia . whr> hart su s ta in e d  two bro ken  l e g s ,  br ok en  arm  and f ra c tu r e d  

w ris t,  in  an  a c c id e n t in  May *78. Bec au se  th i s  a c c id e n t was no t jo b -  

r e l a t e d ,  he  co u ld  no t ap p ly  fo r  wor km an 's co m oe nsa tion . Be ca us e he  had 

re c e n t ly  ch an ge d jo b s , he  was  n o t co ver ed  by in su ra n c e . His S o c ia l 

S e c u r it y  a p p l ic a t io n  was den ie d  s in c e  he  was no t expec te d  to  be  d is a b le d  

fo r  a y e a r . P re s e n tl y  he  i s  r e c e iv in g  fo od  stam ps  and $240 in  v e n e ra l 

s t a t e  r e l i e f  pa ym en ts . M ea nw hi le , he  ha s ac cu m ula te d mo re th an  $7 ,0 00  

in  m ed ic a l b i l l s ,  and  th ey  a re  s t i l l  m ou nt in g.

The  m a ld is t r ib u t io n  o f h e a l th  c a re  s e rv ic e s  has  ad de d to  th e  n a ti o n  

pro b le m , a lt hough  re c e n t f e d e r a l  e f f o r t s  in  t h i s  a re a  a re  b eg in n in g  to  

show p ro g re s s . H ealt h  s e rv ic e s  a v a i la b le  to  many r u r a l  and in n e r  c i t y  

r e s id e n t s  a re  m in im al  o r n o n e x is te n t.  E f fo r ts  to  im plem en t th e  R ura l 

H ea lt h  C l in ic s  Amendment ha ve  be en  f r u s t r a te d  by  lo ng s ta n d in g  b a r r i e r s  

to  a c c e ss  and th e  p re d o m in a te ly  i l l n e s s  and a c u te  c a re  fo cus o f th e  

h e a l th  c a re  sy st em .

L am oil le  Home H ealt h  Ag en cy , In c . i s  a v o lu n te e r , n o n -p ro f i t  ag en cy  

p ro v id in g  s e rv ic e s  to  r e s id e n t s  o f a co un ty  w it h  a p o p u la ti o n  of  14 ,500  

in  r u r a l  Ve rm ont. A d ja ce n t to  a sm all  com munity h o s p i t a l  an d w it h in  

m il e s  o f two sm a ll  n u rs in g  hom es— one a c u te , one c o n v a le s c e n t— th is  

ag en cy  p ro v id es th e  on ly  home h e a l th  s e rv ic e s  w it h in  a 35 m il e  r a d iu s .

An e s ti m a te d  85-90%  of th e  ag en cy 's  c l i e n t e l e  i s  e l d e r l y . Were i t  no t



for supportive care given by the nurses directly in the home, these 

older people would reside in the nursing homes— not by choice, but by 

necessity. A small percentage of the agency's clientele, consists of the 

profoundly afflicted, that is, for example, persons who are paraplegic or 

quadriplegic. A daily home visit for care from an agency nurse provides 

that small but crucial link enabling such persons to stay in their own 

homes rather than institutions. In spite of the obvious need for the 

services provided by the agency, Lamoille is having increasing diffi­

culties being reimbursed. This is true because the present reimbursement 

is based on who provides the services rather than on what services are 

needed by the patient.

In a paper presented recently before the American Academy of Nursing, 

Elaine McCarty, a Family Nurse Practitioner in rural Maine, noted that 

the "uninsured are relatively young, low income, poorly educated, and 

urban. This is the group that is less healthy, pays more in out-of- 

pocket expenses for health care, and has a higher number of hospitalizations.

Other groups are discriminated against in various ways under present 

insurance plans.

Divorced women, for example, frequently must pay disproportionately 

high premiums for their own health insurance, as so many of these women must 

stay at home with young children or work part-time in one of many places that 

offer no fringe benefits to such employees.

The American Nurses' Association believes that a national health 

insurance program is essential in order to guarantee that all U.S. 

residents will have access to health care services. It should provide 

coverage for a full comprehensive health service for all U.S. residents.*

* Attached is ANA Resolution on National Health Insurance.



Accessibility of health care is, of course, a key element. Ease of

access is determined by several factors. Host pertinent are physical access, 

including flexibility in the scheduling of times to accommodate the client and 

locations that the client can reach; and financial access permitted by the 

system. Insurance defines both physical and financial access to the provider. 

If reimbursement for services is limited to one group of health professionals, 

this obviously limits access by excluding other health professionals, such as 

nurses, who can and do provide services in a variety of settings— schools, 

neighborhood health centers, public health departments, and the home.

We believe that no plan can be successful that does not make substantial 

changes In the present system of health care delivery. This should

include changes in present reimbursement policies and greatly improved 

utilization of registered nurses and other non-physician health personnel.

We are pleased to note that Senator Kennedy’s national health 

insurance plan would provide comprehensive health services, including 

in-patient services, physician’s services in and out of hospital, home 

health services, x-rays, lab tests and specified mental health benefits.

We would urge that the plan also include coverage for the following 

additional services: 24 hour emergency care, rehabilitative care, full

mental health benefits, dental care, nutrition services and supportive 

care (health teaching, counseling and health education, maintenance 

care). These services, for the most part, are not medical services, but 

are integral to the delivery of comprehensive preventative health care. 

Additionally, the Kennedy plan, as outlined, makes no reference to

nursing services as a covered benefit. Nursing care is a key element in

the delivery of health care in all settings. We believe that any comprehensive



national health insurance plan must recognize registered, professional 

nurses as providers and must include nursing services as a benefit, 

regardless of the setting for thaf service, i.e. home, clinic, hospital, 
school, nursing home, etc.

In most hospitals, nursing service is an income producing department 

However, nursing service costs, as well as certain other service costs, 

have traditionally been lumped in the multi-purpose category of routine 

operating costs of institutions. This practice has prevented true cost 

accounting and is one factor hampering the development of a financially 

responsive health care system. We believe that separate identification 

not only would provide a more accurate financial picture but would 

enable the consumer to better evaluate nursing care. It would also 

serve to increase the nurse's sense of accountability to the patient, 

encouraging the nurse to see herself as a provider of nursing care for 

the patient rather than a provider of nursing service for the hospital.

It has been estimated that 70 to 80 percent of health services 

required in rural and urban clinics can be competently handled by nurses, 

yet in order to be reimbursed for such services the clinics have had to

provide physician authorization.

We urge that attention be given to providing that insurance programs 

clearly spell out covered health care services and allow the consumer to

choose and have access to services of nurses and other health care 

professionals. Nurse providers, whether they are self-employed or 

employees of an institution or agency, can authorize appropriate nursing 

services. Insurance programs should not require the payment of a fee to 

a physician for signing a claims form for reimbursement of services 

which are provided by nurses with nursing authority.
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We re co g n iz e  th a t  th e r e  ca n be  d i f f e r e n t  appro aches to  re im bu rs em en t 

fo r  n u rs in g  s e rv ic e s  de pen di ng upon  th e  v a r ie ty  o f s e t t i n g s  o r  o rg a n iz a t io n a l  

a rr angem en ts  ( i . e .  h o s p i t a l ,  home c a re  ag en cy , in dep en den t gr ou p p r a c t i c e ,

HMOs, e t c . ) .

An ex am ple o f th e  ne ed  to  make n u rs in g  s e rv ic e s  a covere d  b e n e f i t  i s  

p ro v id ed  by D olo re s H. A lf o rd , a G e r ia t r ic  N urs in g  C o n su lt an t in  a Women 's 

C en te r in  D a ll a s , T ex as . Ms. A lf o rd  r e l a t e s  th a t  " . . . a  s i x ty  y e a r o ld  

woman co m pla in in g  o f in so m n ia , la ck  o f en erg y , lo s s  o f a p p e t i t e ,  and  no 

w i l l  to  go on  c o n su lt e d  h e r  p h y s ic ia n . His m ed ic a l tr e a tm e n t was : 1) Val ium, 

10  m g.,  th re e  ti m es  a da y (p re s c r ip ti o n  was fo r  100 t a b l e t s ) ;  2) i n s t r u c t io n  

to  g e t in vo lv ed  in  an  o u ts id e  a c t i v i t y ;  and  3) to  r e tu r n  in  one month i f  

sh e ha d no r e l i e f  o f h e r  sym pto ms . The tim e sp e n t in  th e  p h y s ic ia n 's  

o f f i c e  was  te n  m in u te s . The c o s t o f th e  v i s i t  was $30 .0 0 , p lu s  $1 5. 00

f o r  th e  Val ium.

"T hat  same day , sh e  came to  me upon r e f e r r a l  fro m our Women's 

C en te r and r e i t e r a t e d  h e r  same co m p la in ts . My n u rs in g  d ia g n o s is  was 

d e p re ss io n  se co ndar y  to  d i f f i c u l t y  in  co pin g w it h  l i v in g  in  a s in g le  

d w e ll in g  w it h  f a u l ty  new a p p li a n c e s , and a ls o  fro m e x p e r ie n c in g  s t r e s s  

r e s u l t i n g  fro m lo s s  o f h e r  h ig h  r i s e  apart m ent whi ch  was  d es tr o y ed  by 

f i r e .  My n u rs in g  tr e a tm e n t was 1) su p p o r ti v e  c a re  by l i s t e n in g  and  

to u ch in g  and pro m oting  r e la x a t io n  over  a cup  of t e a ;  2) ask in g  h e r  why 

sh e f e l t  d e p re sse d ; 3) u s in g  com munity  re so u rc e s  to  h e lp  h e r  so lv e  h e r 

pro ble m , i . e .  go t o u t th e  yel lo w  pa ge s of  th e  te le p h o n e  book  and  foun d 

th e  s e rv ic e  c e n te r s  h an d li n g  h e r  ty pe of  a p p li a n c e s ; 4)  te a c h in g  

h e r how to  i n t e r a c t  w it h  th e  r e p a i r  p e rso n s , e x p la in in g  why sh e p re se n te d  

th e  s ig n s  and sym ptoms sh e d id ; we nt  over  th e  a c t io n ,  s id e  and  ad v ers e  

e f f e c t s  o f Val iu m ; 5) ask in g  i f  th e re  were any o th e r  h e a l th  pr ob le m s I
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could assist her with; and 6) providing follow-up care by having her 

call me when the appliances were fixed and having her in for an office

visit the following week for continuing supportive care. Total time was 

two hours (two one hour visits) at a total cost of $40.00.

This client did not take the Valium. Her appliances were fixed the 

next day. Her symptoms quickly disappeared."

Under Medicare, the physician services in this example would be 

reimbursable. The nursing services, which actually solved the problem,

would not.
9

We strongly support the inclusion of home health services as outlined 

in the Kennedy plan. The primary need of most individuals requiring 

home care is for nursing services. Such services provided in the home 

can help to avoid crisis situations and serious breakdowns that lead to 

the need for expensive care in nursing homes and hospitals. Nurses are 

the appropriate professionals to plan and coordinate the home care plan, 

to supervise LPN's and nursing assistants and to teach the individual 

and his family to assume responsibility for health care. There is a 

critical financial need to move from the illness/cure orientation of the 

current health system to one that promotes and maintains health and 

health practices. Many people do not have access to health promotion 

aspects of care unless they have contact with public health or visiting

nurses.

We applaud the Kennedy plan’s emphasis on preventive care. Access 

to preventive care services can eliminate the need for later, more acute

care, with tremendous savings in terms of human suffering as well as 4

dollars.
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Nursing has long advocated greater attention to public health - 

education and patient teaching. Health education and counseling are 

inteeral to nursing care. For example, prenatal and newborn care, which 

is basic to prevention of illness and promotion of wellness, is routinely 

taught to mothers by professional nurses. Nursing's teaching is directed 

towards health maintenance, towards prevention of disease and its complications 

and towards promotion of early return to maximum functioning following

illness.

The professional nurse is in a key position to promote the development 

of health education programs in industry, health maintenance organizations, 

hospitals, nursing homes, physicians' offices, out-patient clinics, home 

health agencies, public health departments, schools. We would urge that 

this present and potential contribution not be overlooked in the formulation

of new health directions.

We commend the inclusion of mental health benefits in the Kennedy 

plan. In this area again, we find that current law limits not only the 

types of professionals providing care but also the settings in which 

such care is delivered. Consequently, services of qualified psychiatric- 

mental health nurses and other qualified mental health practitioners are 

severely restricted. The result is that mental health services are unavailable 

to many who need them.

We think that provisions comparable to those for physical illness 

should be made for psychiatric-mental health care, ending the present 

discriminatory treatment in public financing against people with mental

disabilities.

We are concerned that there seems to be insufficient provision in 

the Kennedy plan for informing the public of the availability of covered



services. We suggest that the final bill provide some guidance with

regard to informing the public of the benefits available and of the

procedures to be used in securing them.

It is encouraging that the Kennedy plan incorporates existing 

mechanisms of peer review and health planning. These mechanisms should 

be developed into a more comprehensive system which will provide for 

active participation in the decision-making processes by nursing and 

other health professions.

The nursing profession is committed to the establishment of peer 

review systems whereby providers of nursing care services can be held 

accountable by consumers and third-party payors for the effective and 

appropriate utilization of nursing services of high quality.

The American Nurses' Association supports the concept of health care 

cost containment. The current system, with its overreliance on hospitals 

and its emphasis on acute care has proved enormously expensive. One proper 

response to skyrocketing health care costs should be a shifting away from 

the use of expensive, in-patient facilities and toward the imaginative use 

of less expensive ambulatory services which are very often more appropriate 

delivery mechanisms in the first place. We share Senator Kennedy's concern 

that savings not be made at the expense of wage increases for low paid, non- 

supervisory health care workers, who only now are beginning to achieve parity 

with comparable workers in other sectors. (Recent HEW figures show clearly 

that wage inflation in the health care sector is well below the inflation in 

o^her health care sector costs.)

In addition, we believe the following factors not evident in the 

Kennedy plan should be considered in designing a cost containment system:
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1. Voluntary cost controls should precede any mandatory controls.

2. Hospitals should be classified according to size and geographic 
location.

3. Cost controls should be extended to the suppliers of the health 
care industry, i.e. manufacturers, utilities, vendors, and to all 
providers and insurance carriers.

the opportunity to express our views on national health 

to your proposal. Your commitment to improving the 

this country is a matter of record. We look forward to 

to assist you in the development of this highly important

We thank you for

< insurance in response

health care system of 

further opportunities

piece of legislation.

Note

McCarty, Elaine Edith, Primary Care By Nurses: Sphere of Responsibility 

and Accountability. American Academy of Nursing, paper presented at 

Annual meeting, September 26-28, 1978, page 10.

>
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153

AMERICAN NURSES' ASSOCIATION

RESOLUTION TO REAFFIRM THE 1974 ANA HOUSE OF DELEGATES

RESOLUTION ON NATIONAL HEALTH INSURANCE

WHEREAS The House o f Delegates  o f the American Nurses' As so ciat ion has

rep ea ted ly ca lle d  fo r  the enactment o f a na tio na l he al th  insu rance
1

program, and

WHEREAS The American Nurses* Ass oc ia tio n has fo r  many years  worked fo r  a

na tio na l program pro vid in g un ive rsal  coverage fo r  comprehensive *

he al th  care se rv ic es,  and . •

WHEREAS The American Nurses' As so ciat ion has fo r  many years  ca lle d  fo r  a

na tio na l he al th  insura nce program th a t would guarantee to  a ll  people

access to  he al th  care  se rv ices  o f an acceptable  q u a li ty  as a bas ic

human r ig h t ,  th ere fo re  be i t

RESOLVED That the 1978 ANA House o f Delegates re a ff ir m  the  Re so lut ion  on

National Hea lth Insurance  adopted in  1974, and be i t

RESOLVED That  in  ord er  th a t urg en t, he al th  care-needs o f people be met the

as socia tion work fo r  e a rl y  congressional action'- to . provide^ f o r  a

humane and ra tiona l system o f he al th  care,  se rv ice s^ . and be it '* .

KESOLVED

• V

That  the na tio na l he al th  po lic y  o f the Un ited State s o f  America..

should inclu de  an in te gra te d system fo r  de liv e ry  o f he al th  ca re

se rvice s th a t recognizes nurses as ess entia l-pro vi ders  o f  care,

and the  services o f nurses as an ess en tia l bene fi t o f the  systenr ,-

and be i t  fu rt he r ; • ,

RESOLVED That  the na tio na l he al th  po lic y  o f the  coun try  recognize, the

au th o ri ty  o f nurses fo r  nu rs ing p ra ctice , and the  d e live ry  o f

: nurs ing  se rv ices . 11 . -

/ .  . * Adopted bv the  1978 House o f  Delegates
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t  - RESOLUTION . •
. • ' ■ NATIONAL HEALTH INSURANCE

. VIIE RE AS: he al th , a st a te  o f  p hy si ca l,  so ci al  and mental wel l-be ing i s  a ba sic human''- 
ri g h t,  end • . .

VUERZAS: . government a t a l l  le ve ls  must  ac t to insure that  he al th  care se rv ic es  are 
prov ided  fo r  a l l  c it iz e n s , and • .

. VUERZAS: the re  i s  a need  fo r  in te gr at ed  systems to  del iv er  comprehensive  he al th  care 
se rv ic es  th at are ac ce ss ib le  and acc eptab le to a l l  peo ple  wi tho ut reg ard  to 
age,  se x,  rac e, so ci a l or economic co nd iti on , and ’ . . • ,.

*  VUERZAS: ‘ the re  i s  a need fo r  a na tio na l program des igned to  co rr ec t se riou s ina de­
qua cie s in  pr es en t he al th  care del iv er y sys tem s, and

VUERZAS: nursing care  i s  an es se n tia l component o f  he al th  care; th er ef or e,  be i t

»  RESOLVED: th at the American Nu rse s' As socia tio n ag gressiv ely work fo r  the enactmen t 
o f  le g is la ti on  to es ta bli sh  a progran o f  n at iona l he al th  insu rance b en efi ts , 
cvid be i t  fu rt h er .......... •

RBSOtiVED: ’ th at the na tio na l he al th  insurance program guarantee  coverage o f  d l l  people 
fo r  the f u l l  range o f  comprehensive he al th  se rv ic es , and ba i t  fu rt her

■ RESOLVED: th a t th e scope o f  ben ef it s be cl ea rl y de fin ed  so th at they  can be understood 
by benef ic ia ri es  and p rov ide rs a li ke , and be i t  fu rt h er .

RESOLVED: th at the na tio na l he alt h program cl ea rl y recognize  the d is ti nc ti ons between* 
he al th  car e and med ical care ; and th at  the  pla n pro vid e op tio ns  in  u t il i z a ­
tion  o f  h ea lth  care se rv ices  th at  are no t ne ce ss ar ily  dependent on the  ph.. 
sician ,a nd  be i t  fu rt her  ;

... RESOLVED: th at nu rsing  care be a benef it  o f  the  na tio na l he al th  program, and be i t  

fu rt her ‘

RESOLVED: th a t the  data sys tem s necessary  fo r  e ff e c ti v e  management o f  the  na tio na l in ­
su ra nce  program pro te ct  the ri ghts  and pr ivacy o f  in div id uals , and be i t

•. •• ■ fu r th er  • •; vy 1 •

RESOLVED: th a t the  pla n inclu de  prov ision s fo r  pe er  rev iew  o f  se rv ic es  th at  w il l pro­
te c t the  r ig h t and the re sp onsi b il it y o f  each he al th  care  d is c ip li ne  to 
mo nitor the  pra ct ic e o f  i t s  own p ra cti ti oner s,  and be i t  fu rt h er

RESOLVED: . . th a t there con tinue to be a sys tem  o f  in di vi du al  lic en su re  fo r  the  pra ct ic e 
o f  nu rs ing,  and be i t  fu rt her

RESOLVED: th a t pr ov is io n be made fo r  consumer part ic ip ation in  pe ri od ic  ev al ua tio n o f . 
the  na tio na l he alt h insurance program, and be i t  fu rt her

RESOLVED: th a t the  na tio na l healt h insu rance program be fin an ce d through pa yr oll
taxes or  payment o f  premiums by the  se lf- em ployed , and purchase  o f  he al th  
ins ura nce coverage fo r  the poor and unemployed from  genera l tax revenues, ( 
and be i t  fu rt h er ' . • ■ \

RESOLVED: th a t ANA st ro ng ly  urge tha desig na tio n o f  n urses as he al th  prov iders in  a l l  
pending  or proposed le gis la tion  on Na tional Health Insura nce .

e .‘Adopted by ANA House o f  D elegates
June 10, 1974 .
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Senator K ennedy. The one ligh t means a vote. We will recess for 5 
minutes, then I will come back and  we will hear from Ms. Burris.

f Short recess.]
Senator  K ennedy. Come to order.
Ms. Carol Burris.

STA TEM ENT  OF CAROL BU RR IS,  PR ESIDEN T, WOMEN ’S LOBBY, INC.,
ACCOMPANIED BY CAROLYN BODE, DIRE CTOR, HE AL TH  AND
ABORTION PROJECT S

Ms. Burris . Thank you, Senator.
It  is an honor to be here today. I  want to congratulate  you for  all of 

the work you have done and for bringing women into  the  health  care 
area.

The main thrust  o f our testimony is really that women are poorer 
than other people. Sex cuts deeper tha n race or economics or education 
or geographic area. Tha t means women are less able to  afford health 
insurance than any other group in our population.

What is important about th at  is tha t women are more than half  of 
our population, and we are the primary consumers of health care, and 
men are the primary providers.

The problem of the  economic status of the women is th at we cannot 
buy insurance even when it is offered to us in a nondiscriminatory way. 
It  is rarely offered to us in a nondiscriminatory way. Women pay half 
as much again as male employees without maternity benefits, and about 
twice as much as male employees with  materni ty benefits for spouses. 
Often the coverage given to wives of male employees is better than the 
coverage offered to female employees although they pay more.

The other problem with the level of insurance discrimination  is the 
regulation by the States in each State where there is not a s trong in­
surance commissioner, there is absolutely no provision for discrimina­
tion on the basis of sex and, in some States, not even on the basis of 
race. Only New York S tate and Massachusetts provide for discrimina­
tion on the basis of both sex and mari tal status. This  means as late as 
1976, the  Metropolitan Life would not offer insurance coverage except 
at higher premiums to employers if they had over 11 percent female 
employees. The other problem is tha t coinsurance and deductibles are 
an undue burden on women. Thei r average income is about $5,000 a 
year according to the Departmen t of Labor, but according to census 
figures, a l ittle  more than $3,000. The census figures show men earning 
more than $9,000. Single paren t families—most of those are all headed 
by women—are the poorest of all.

So 3 million women, 8 million children and only 150,000 men are 
receiving aid to families with dependent children.

Sixty-five percent of all medicaid is used by women. The problems 
tha t we see in providing some of the materni ty coverage also include 
the qustion of what drugs are provided in insurance coverage. T ran ­
quilizers a re almost always provided so that 72 percent of all tranqui­
lizer prescriptions are made out to women. But  contraceptives, both 
drugs and devices, are not provided. There is not only no emphasis in 
our cur rent health  program for prevention, and women die more often 
of preventable diseases, but also the kind of ferti lity  prevention that
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has made long ga ins  in li fe  spa n fo r both black an d white women are 
ju st  not prov ided und er  insurance  care.

Full  fe rt il ity coverag e is rea lly  n ecessary fo r wom en because of  t he  
hi gh  mate rnal and in fa nt mor ta lit y rat es in th is  coun try . The in fa nt  
m or ta lit y rat es  in th is  cou nt ry  are  a scanda l.

We have inc luded a ch ar t th at  shows t he  di sp ropo rti on ate ra te  fo r 
mo the rs in th is coun try . When you look a t the ra te  fo r blacks  a s well 
as fo r whites, wh at  we pro vid e fo r blacks  in term s of  pren atal  care 
an d consequ ently in fa n t mor ta lit y is absolute ly shocking. Because 
ma ny  p oor m ino rity tee nagers use m edicaid, there were  100,000 medic­
aid  abo rtio ns which wer e done when it  was  legal fo r g irl s 15 an d u nder.  
T hat is t he only g roup  in society t hat h as an inc rease in th ei r fe rt ili ty . 
We wil l see a c on sta nt  increase in in fa nt  an d m aterna l mor ta lit y with­
ou t m edicaid  abortio ns.

One o f the  p rob lem s wi th ph as ing prog ram s in as fa r as women are  
concerned is th at th ey  can  have  wel l-baby care and subsequen t care 
af te r pregnanc y. Th ey  do no t of ten  even know they  are  pr eg na nt  or  
they  do no t acknow ledg e they are  pr eg na nt  un til  la te r in the  pr eg ­
nan cy per iod . So the earlies t pr en atal  c are,  whi ch is t he  mos t effic ient, 
is ju st  no t ava ilab le.  We do no t tr ea t them un til  af te r the y are  pr eg ­
na nt.  Obv iously,  as a woman’s g roup , abort ion  is an im po rtan t part  
of  an y  fe rt il ity  cov erag e to  us.

Th e oth er pro blems  t ha t women  have concern  t he  level of  c are  th ey  
need  because they  suffer  f rom  pre venta ble  diseases . We  a re tw o- th ird s 
of  all of  th e dia betics in the  country . The women who  d ie fro m tr ea t­
able  cance r, since brea st cancer is the  l eading  cause o f death  in Amer i­
can  women, is 1 o f every 13 women. T he pro ble ms  th at  we see in no pre ­
ven tive car e is th a t there  h as been no decrease in m or ta lit y ra te  in the  
last  40 years .

One  o f the pro blems t ha t ju st  concerns  a ll of  us is t ha t kind  o f ca n­
cer and cerv ical  cancer  occur 4 tim es as  of ten among  Pu er to  Rican 
women an d twice as of ten  among  blac k wom en.

When we ta lk  about ca re, I defy any  Se na tor t hat  we have  ta lk ed  to  
or  any one  in th e ad mi nis tra tio n to  look  at  those women whose  lives 
can  be saved  an d tel l them  th at , un fo rtu na te ly , we had  t o pha se in the  
care and, un fo rtu na te ly , the y had to  die  th is  year bu t maybe  next 
year  we can do som eth ing  more.

Th e o ther  problem  af fec ting  pr im ar ily  affluent women an d th ose  who 
are  ins ure d an d have  ea rli er  p rena ta l car e in the  level of  u nne ces sary 
surger y. Th ere is sim ply  no ovary  th at  is good enough to  sta y an d no 
testicle which is b ad enou gh to t ake out. [L au gh ter.]

W ha t we h ave is a problem in which docto rs’ wives , h alf  o f all  doc­
to rs ’ wives,  before  they reach the  age  o f 65, will  have hys tere ctomie s. 
Th e r ate ha d qu ad rupled  in  th e l as t 30 years.

The ra te  of  cesarean sections since 1970 has increased by  20 percen t.
I am sorry , it  has doubled in the las t 5 yea rs, and now they  acc oun t 
fo r 25 perce nt of  a ll deliveri es.

The othe r th ing,  and thes e are  1974 figures which were  the most 
recent  ones we could  find, is th at  Re prese nta tiv e Moss ’ inv est iga tio ns  
com mit tee foun d th at  unn ecessary su rgery cost  in 1974, $3.92 bill ion.  
W ith  the  increase in he al th  care, the  increase in cost is now incred ible .
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When you look at women and surgery and second opinions, you dis­
cover an enormous amount of  decrease in the level of hysterectomies— 
as much as a thi rd or a hal f aft er second opinions.

In the Washington Post, Dr. Sanford Marcus, president of the 
Union of American Physicians and Dentists, argued tha t a second 
opinion drove a wedge in the trust between surgeons and their 
patients.

Some wedge. If  women were to t rus t surgeons, they ought to t rust 
cobras as well. The other problem, we have little or no control over 
the doctors who treat  us to provide some level of cost control and also 
to provide some level of peer review for tha t level of unnecessary >
surgery.

The problems of newborn care are  ju st outrageous and many of the 
deaths t ha t we see in the figures are just going to increase because the 
number of  premature babies and the problems th at have occurred in «
the past is that insurance coverage did not pick up babies until some­
time af ter  birth , so they were never treated for preexisting conditions.

The problems now have been pret ty much solved with State laws 
except in Senator Chafee’s State.

We did a survey of the entire Congress about your plan and the 
comprehensive care, and we discovered tha t 7 Congress people and 11 
Senators feel tha t newborns should not be covered since i t is a choice 
tha t a mother makes to get pregnant  and, therefore,  should not be an 
expense to the taxpayer. We discovered that there is a fai r amount of 
support for repeal of the McCarran-Ferguson  Act so that  we can regu­
late th e insurance industry at the national level which would make it 
possible to regulate problems with respect to sex discrimination and 
race discrimination.

As you can see from the figures in the testimony, there is about an 
equal amount of support for abortion coverage as fo r comprehensive 
care. Although we did not get really good answers from the entire 
group, we got a good tally of about two-thirds of the House and Sen­
ate. We just wanted to thank  you for the amount of concern and care 
which you have taken.

Women simply cannot afford a phase-in plan. They cannot afford 
anything but comprehensive care because thei r earnings are just so 
insignificant.

Senator Kennedy. Tha t is an excellent statement  on the women’s 
issues and health. I think what it points out is the enormous disparity 
which exists in terms of the protection of women in our health care 4system.

M hy do you think tha t is so? Fir st of all, I would like to ask you what I have asked others.
M hat you have spelled out  here today would indicate to me tha t at *

least a large segment of the women’s groups—women’s population— 
feel tha t there is a tremendous gap in our current care svstem. You 
have given us the chapter and verse on it.

I wonder if  you could make some sort of summary kind of comment 
on that?  We have heard  the statements that we have the best health  
care system, therefore we do not need to tinker with it.

M hat you have testified to today shows tha t there are some very, 
very important gaps tha t affect w omen.
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Could  you make jus t a br ie f summ ary  c omm ent on it?
Tell us why you t hink  it  has  been so.
Ms. Burris. I  th ink it  is  r ela ted  t o two  fac tors. One  is t hat we h ave  

alw ays  assumed  that  women were go ing to be supp or ted by men. Now, 
more th an  50 per cent of  the  women in the  co un try  are  on the pa id 
lab or  force. I t is 77 percen t f or  those women w ho a re s ingle o r divorced , 
and 57 perce nt fo r women who are ma rri ed . As  they  joined  the pa id  
lab or  force, no one expected  the m to  s tay.  They never g ot  to the exec­
utive  level. The insurance  panel was to ta lly  composed of  men. They 
nev er nego tia ted  fo r the  com pany fo r th ei r coverage. The myth  per- 

4 sists th at materni ty  care is odd an d diff erent an d rea lly  te rr ib ly  ex­
pens ive. No one face d the fac t th a t as we controll ed  ou r fe rt il ity,  we 
wou ld live  longer.

Now, we are two-thi rds  of all  the  peop le over 65 wi th  an annual 
s  income of  $2,219. As we got olde r and  poore r, we hav e ma ny good

congressio nal  libera ls sug ges t to  me the solution to both he alt h and 
money pro blems  o f old er women is th at  the y remar ry  old er men,  and 
th at  is cons idered to be a  solu tion fo r o ur  h ea lth  p rob lem s as well. Al l 
we hav e to  do is find a nice  wh ite  man who  wil l ea rn a real ly decent 
sa lary  a nd  he w ill take c are of  us.

Se na tor K ennedy . That  is an  answer  to th e healt h care problem  ? 
[L au gh ter.]

Ms. Burris. Whit e men ar e so va luable  on the  hoof  in ter ms  of  
he al th  care [L augh ter .]

But  to  col lect on social sec ur ity  you  have to keep  them  u nt il the y die. 
[L au gh ter.]

Se na tor K ennedy . I f  i t were  n ot  so tru e, it  w ould  real ly  be  fun ny.
I  ha ve  a  few  final comments. I  know th at you and y ou r orga niz ati on  

have been  par t of ou r effort  in fas hio nin g and sh ap ing th is  pro gra m.  
You  ma de a comment ea rlier.  Maybe you wil l ela bo rat e on that .

W hy  do you  feel th at  ju st  phasi ng  it  in is no t go ing to  meet  the  
needs of  women ?

Ms. Burris. The ma in reason  is th at  we ju st  don’t ge t the  kin d of  
he ar t att ack, acu te illness  thing s th at  m en do die of. Our  income is so 
low th at when we pa y fo r ou r own healt h care, wha t happens is th at  
we cannot get any  preven tiv e hea lth  care.

I  hav e figures fo r pa p sme ars  fo r women  wi th to ta l fam ily  incomes 
of abou t $7,000. I t  is abou t 53 percen t.

For women whose  to ta l fam ily  income is un de r $3,000, is it  only  
•> abou t 23 per cent of  the m who  ever  get pa p smears. Th e th in g is th at

you  h ave  a  group  o f p eop le wi th very low earni ngs capa bi lit y who are  
suf fer ing  now from th ings  th at  should  have been pre vente d. You are  
lea vin g them to d ie i f you pha se i t in .

•  And  I  rea lly  de fy Se na tor s who  hav e ta lked  to us, pa rt icul ar ly
abou t new born care , to  look at  a fam ily  whose ch ild  has  j us t d ied  and 
tel l them, “We are  r ea lly  s orr y we don ’t have  t he  money  thi s year . We 
wil l phase i t in  because O PEC is on.”

We  cam ouflage a ll th is  w ith  th e figu res wi thou t ev er c on fro nt ing th e 
pa tie nt s who suffer fro m it. The  disparate effect on minorit ies  and 
yo un g women  means t ha t we ha ve problems th a t will  stay with us fo r 
40 years  even if  we star ted tom orrow, and we are ju st  sim ply  not 
addressin g it.
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Senator  K ennedy. We will look forward to working with all of 
you as we flash the details. I t is a very important panel, and I want to 
thank  all of you for your contribution.

[The prepared statement of Ms. Burr is and additional material 
supplied for the record follows:]

<
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STATEMENT OF CAROL BURRIS, PRESIDENT 
WOMEN'S LOBBY, INC.

SUBCOMMITTEE ON HEALTH AND SC IENT IFIC RESEARCH 
HUMAN RESOURCES COMMITTEE 

U. S. SENATE

NATIONAL HEALTH INSURANCE

Mr.  C hairm an , Members o f  th e  C om m it te e, I am C aro l B u r r is ,  

P re s id e n t o f  Women's Lobby,  In c . The Lobby is  a n a t io n a l o rg a n iz a t io n  

w it h  a f f i l i a t e s  in  f o r t y  s ta te s .  We work  s o le ly  on  le g is la t io n  p e r ta in in g  

to  women. I t  is  a p r iv i le g e  to  app ear b e fo re  yo u to d a y . We w ou ld  l ik e  

to  commend yo u , Mr.  C ha irm an, f o r  yo u r co ura ge in  d is c u s s in g  th e  is sue  

o f  co m pre hensi ve  c a re . Your u n f la g g in g  in t e r e s t  in  one  c la s s  o f  ca re  is

co mmen da ble.

Women are  p o o re r th a n  o th e r  p e o p le . Sex  c u ts  deepe r th an ra c e , 

e d u c a ti o n , g e o g ra p h ic a l r e g io n ,  m a r it a l s ta tu s ,  and a g e . ’ Women earn  

56c f o r  e v e ry  d o l la r  men e a rn . We are  c o n c e n tr a te d  in  s a le s ,  s e rv ic e  

and c le r i c a l  jo b s .  The m ed ian incom e fo r  women age  lA  y e a rs  o r  o ld e r  was 

2
$ 3 ,5 7 6 , w h il e  th e  med ian income fo r  men 14 and  o v e r was $ 9 ,^ 2 6 . O f 

c o u rs e , we are  th en o v e rre p re s e n te d  in  th e  p o v e r ty  p o p u la t io n :  th e re  a re  

3 m i l l i o n  women, 8 m i l l i o n  c h il d r e n  and o n ly  150 ,0 00  men re c e iv in g  A id  

to  F a m il ie s  w it h  Dep en de nt  C h il d re n . 65% o f  th ose  re c e iv in g  M ed ic a id  

b e n e f it s  were women.
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I t  is  a d is g ra ce  th a t th e U n ited  S ta te s and South  A f r ic a  are  

the o n ly  in d u s tr ia li z e d  c o u n tr ie s  in  th e w orld  w it h o u t s ta te  p ro v id ed 

compreh en sive  h e a lth  ca re . There  is  l i t t l e  e ls e  in  which  we wa nt to  

em ulate So uth  A fr ic a .  The h e a lt h  care  we do have is  inad eq ua te  and 

exp ensiv e. Doc to rs  are concentr a te d  in  urban area s and g e n e ra ll y  se rv e 

the a f f lu e n t .  The poor,  m in o r it y  grou ps  and th e o ld ,  who ar e tw o - th ir d s
¥

women, la ck  acc ess to  q u a li ty  medi ca l ca re . We d o n 't  em phasize  p re ve n ti o n  

o r e a r ly  d ia g n o s is , we spend our h e a lt h  d o ll a rs  c u r in g  d is ease.

No h e a lt h  ca re  pro gra m should  be consid ere d by th is  Congress 

un less  i t  ad dres se s the s p e c if ic  needs o f  more than  o n e -h a lf  o f  our 

p o p u la ti o n : women. Women are  th e pr ed om inen t consumers o f  h e a lt h  ca re  

w h il e  men ar e th e pr ed om inan t p ro v id e rs . In 1972, women made 5- 6 v is i t s  

to  the d o c to r fo r  ev er y 4 .3  v is i t s  made by men.** I f  we in c lu d e  p e d ia t r ic  

v i s i t s ,  th e fi g u re  is  even la rg e r . Women consume 50% more p re s c r ip ti o n  

drugs than  men. They ar e adm it te d  to  h o s p it a ls  much more fr e q u e n tl y  tha n 

men. A lthough 70% o f a l l  h o s p it a l w ork ers  are fe m ale , th e p o li c y  makers - 

d o c to rs , med ical  scho ol de ans, h o s p it a l d ir e c to rs  and tr u s te e s , as w e ll  as 

the drug  and he a lth  execu tives  are  a lm ost alw ays men.

INSURANCE

In th e name o f p r o f i t ,  in sura nce com pan ies exc lu de Am er ica ns

who need th e most  care . Insu ra nc e m ark e ting  p ra c ti c e s  in  s e l l in g  h e a lth

in su ra nce c re a te  spe c ia l prob lem s fo r  alm ost  a l l  women. Now 50.5% o f  a l l

women 16 and o ld e r are in  th e pa id  la b o r fo rc e . $ Th is  is  43 m i l l io n

women. More than  70% ar e s in g le , widow ed , d iv o rc e d , se par at ed  o r have 
6

husbands whose annual income is  le ss  than  $1 0,00 0.  Any loss  o f  ea rn in g s .



any excessiv e  he a lth  costs  o r any h ig h e r in su ra nce  prem iums mean f i n ­

a n c ia l d is a s te r  fo r  them.

D ete rm in in g premiums by "e xp e ri e nce  r a t in g "  may seem to  be an 

e q u it a b le  approa ch  in  ass ig n in g  em ploy er s premiums fo r  p r o b a b i l it y  o f  

i ll n e s s  and acc id e n ts  in  th e g ro up, th e ra te s in  fa c t  are  c a lc u la te d  on 

th e bas is  o f  sex  and age com pos it io n  o f  the grou p and i t s  re cent a c tu a r ia l 

exp erien ce . Women, the e ld e r ly  and th e  ha nd ica pp ed  do use more h e a lt h  

s e rv ic e s . M a te rn it y  b e n e fi ts  acc oun t fo r  mos t, bu t no t a l l  o f  th e h ig h e r 

u t i l i z a t io n  ra te s . Th is  means th a t  bu sine ss es  th a t h ir e  women may be 

se ve re ly  p ena lized  because th is  "c la im  ex perie nce "c ause s h ig h e r pre miu ms .

Fo r exam ple , th e M e tr o p o li ta n  L if e  Insu ra nc e Company Manual in  

1973 warne d em plo ye rs  th a t h i r in g  women m ight  re s u lt  in  above av erage

c la im  c o s t.

"Some m arr ie d women are  w i l l in g  to  ac ce pt  a lo ss  o f 
income p e r io d ic a ll y  ra th e r  than  fa ce  up to  th e hard ­
ship s o f w ork in g f u l l  tim e and ca ri n g  fo r  th e i r  homes 
and fa m i li e s . "  7

M e tr o p o li ta n  in cr eas ed  th e premiums on grou p h e a lt h  p o li c ie s ,  " . . .  i f  the
g

b e n e fi ts  on female s re p re sen t 11 % o r more o f  to ta l  b e n e f it s . "  (Emphasis added) 

Do women cre a te  p r o h ib i t iv e  costs  in  in su ra nc e? In 1971*.  the

New York S ta te  Tempora ry Com mission  on L iv in g  Costs  and th e Economy fou nd  

th a t f u l l  m a te rn it y  co ve rage  fo r  female  employees in  a ty p ic a l employee 

grou p wou ld  in cre ase h e a lt h  insu ra nc e costs  by le ss  than  3%. In c lu d in g  

th e w ives  o f  male em ployee s incr eas ed  costs  by le ss  than  10%. A f te r  the 

1976 Supreme Cou rt  d e c is io n  in  G il b e r t v General  E le c t r ic , New Je rs e y 's  

Blue Cross and Blue  S h ie ld  o ff e re d  f u l l  m a te rn it y  b e n e fi ts  re gard le ss  o f 

m a r it a l s ta tu s  and the co s t was pe nn ies mo re.  In fa c t ,  th e Blues d id n 't  

in cr ease  th e ir  pre mium s. New York mandated f u l l  m a te rn it y  b e n e fi ts ,



in c lu d in g  d e li v e ry  and a b o r ti o n , in  1977- The Ma rch , 1978 fi g u re s  fo r  

c e n tr a l New York Blue  Cross -  Blue  S h ie ld  show a 30< d i f f e r e n t i a l T h e  

Senate has passed a b i l l  to  o v e rt u rn  the G il b e r t  d e c is io n . The House 

has passed a companion b i l l  w it h  an a n t i- a b o r t io n  r id e r  and th e  co nf er ee s 

have no t ag reed .

The system o f e xc lu s io n s  o r r id e rs ,  where  th e in d u s tr y  re fu se s

paymen t fo r  any di se ase  o r d is a b i l i t y  which  has a ff e c te d  th e in su re d

be fo re  the c o n tr a c t c re a te s  fu r th e r  prob lem s fo r  women. Fo r ex am ple, tw o 

10
ou t o f  ev er y th re e  d ia b e ti c s  are  women, they  may be a llo w ed to  pu rch ase 

co vera ge, bu t no payments w i l l  be made fo r  any med ical  tr e a tm e n t o r hos­

p i t a l iz a t io n  re la t in g  to  d ia b e te s . Payment fo r  g yn eco lo g ic a l d is o rd e rs  

is  ro u ti n e ly  exempted by many in su ra nce  p o li c ie s  w h il e  co ve ra ge  fo r  male 

prob lem s l ik e  p ro s ta te  surg ery  is  u s u a ll y  p ro v id ed a t st andard  ra te s  i f  

th e re  has been no trea tm ent f o r  two yea rs . B re ast  re c o n s tr u c ti o n  is  on ly  

co ve red im m ediate ly  a f te r  th e surg ery  when i t  is  not m e d ic a ll y  in d ic a te d . 

Th ere is  no co rrespondin g tim e l im i t  on p ro s ta te  re c o n s tr u c ti o n  o r g la ss 

eye  re plac em en t.

Stan da rd  in d u s tr y  p ra c ti c e  is  to  make m a te rn it y  b e n e fi ts  op tiona  

re q u ir e  h ig h e r premiums and deny  them to  w ork in g women when em plo yers  

w i l l  not pay the e x tr a  fe e . Only ab ou t o n e - th ir d  o f women in  th is  countr y  

g iv in g  b i r t h  to  le g it im a te  c h il d re n  in  1964-66 had in su ra nce  cove rage  fo r  

h o s p it a l ca re , d e li v e ry  and p re na ta l v i s i t s ;  o n e -f o u rt h  had o n ly  p a r t ia l 

co ve ra ge; th e re s t had no co ve rage  a t a l l .  When th e e x tr a  premium is  

p a id , th e woman must be e n ro ll e d  in  most  pl ans fo r  te n months be fo re  she 

is  e n t i t le d  to  any b e n e fi ts . Th ere are no exceptions -  no t fo r  o b v io us ly



pr em ature ba b ie s , no t fo r  co m p li ca ti o n s  o f  d e li v e ry  and no t fo r  m is ca rr ia g es  

Shou ld women sto p  ha ving  c h il d re n  u n t i l  Mu tua l o f  Omaha n o ti ces?

The Pen nsy lvania Insu ra nce  Com m ission er 's  A dv is o ry  Ta sk Fo rce  

Re po rt on Women's Insu ranc e Prob lem s foun d d is c r im in a ti o n  in  both  n o n p ro fi t 

and commercial  p la ns. C it in g  Pennsylv an ia  Blue  S h ie ld  Plan  B, th e  re p o rt  

qu otes  th e  Plan  as pa ying  a f l a t  d o c to r 's  fee o f  $90 fo r  a normal d e li v e ry ,  

a ra te  f i r s t  e s ta b li sh e d  in  1958! Blue  S h ie ld 's  own fi g u re s  show th e 

av erag e ch arge  fo r  a d e li v e ry  in  P h il a d e lp h ia  in  1970 was $243 . The Plan  

co ve red o n ly  37% o f th e o b s te t r ic ia n 's  b i l l .  In co m pa ris on , Plan B pa id

$150 o r 70% o f  the ch arge  fo r  an appendecto my and ap pend ec tomies  are  o ft e n  

12un ne ce ss ary su rg e ry .

Female employee s pay more fo r  le ss  co ve rage  o f  m a te rn it y  tha n 

th e w ives  o f  male em ploy ee s.  Ms. Ba rbara Shack o f  th e New York C iv il  

L ib e r t ie s  Union , in  her te s tim ony be fo re  th e J o in t  Economic Co mmittee , 

described  a pl an th a t gave fem ale employees  m a te rn it y  b e n e fi ts  o f  a f l a t  

ra te  o f  f iv e  days o f h o s p it a l ca re  and maximum cash b e n e fi ts  o f  $300 fo r  

su rg e ry  and med ical  b e n e f it s .  The same pla n gave w ives  o f  ma le employees 

up to  te n days o f h o s p it a l ca re  and a maximum o f  $1000 in  med ical  co s ts . 

Husbands o f  fem ale em ployees ar e ro u ti n e ly  ex clud ed  fro m med ical  and 

s u rg ic a l b e n e fi t pl ans un le ss th ey  ar e re t ir e d  o r d is a b le d . A 1975 st udy 

by the Iowa Commission  on th e Sta tu s o f  Women de mon st ra te d th a t women

pa id  50% more than  th e i r  ma le coworke rs  fo r  an id e n t ic a l p la n and they  

14
pa id  tw ic e  as much fo r  a p la n  in c lu d in g  m a te rn it y  b e n e fi ts .
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Inad eq ua te  m a te rn it y  s e rv ic e s  ar e o ft e n  accompanied by a la ck  

o f  a b o rt io n  cove rage  w it h  no co n tr a c e p ti v e  and fa m il y  p la nn in g  s e rv ic e s .

When th e se rv ic e s  are cov ere d,  they  are  a v a il a b le  o n ly  un de r fa m il y  p la n s , 

e xc lu d in g  s in g le  women and depend en t fem ale c h il d re n . C urr en t es tim a te s 

are  th a t o n e -f o u rt h  o f the to ta l  exp end itu re s  fo r  f e r t i l i t y  c o n tr o l 

se rv ic e s  wou ld  be im m ediat e ly  o f f s e t  by reduced c la im s fo r  m a te rn it y  ca re  

a lo n e . C o n g r e s s  must  re cogniz e wom en's  f e r t i 1i ty * h e a lt h  needs. F u ll  

m a te rn it y  ca re  w it h  fa m ily  p la n n in g  s e rv ic e s , co n tr a c e p ti v e  drugs and 

de vice s and a b o rt io n  ca re  mus t be co ve re d w it h o u t fe e s , d e d u c ti b le s  o r 

co insu ra nce  fo r  a l l  women w hate ver t h e i r  m a r it a l s ta tu s  o r income and 

w it h o u t w a it in g  p e ri ods .

These in su ra nc e p ra c ti c e s  g iv e  us l i t t l e  reason  to  m a in ta in  

and p ro te c t an in d u s tr y  which  de nies  m i ll io n s  o f  women ba s ic  h e a lth  

in su ra nce. C u rr e n tl y  the 19^5 McC ar ran-Fe rgus on  Act  exempts the in d u s tr y  

fro m a l l  fe d e ra l re g u la ti o n  bu t th e Sherman A n ti -T ru s t A c t.  R egu la tion  

is  a pa tchw ork in  the f i f t y  s ta te s  w it h  a few o u tlaw in g  d is c r im in a ti o n  

on the bas is  o f race  o r age and one o r  two s ta te s , n o ta b ly  New Y ork , o u t­

law ing d is c r im in a ti o n  on the bas is  o f sex and m a r it a l s ta tu s . On ly s tr o ng  

fe d e ra l re g u la ti o n  w i l l  b ri n g  thes e h e a lt h  p o li c ie s  in to  any le ve l o f 

e q u it y  fo r  women. We urg e th is  su bc om mittee  to  con s id e r to ta l re pe al  o f 

the Mc Ca rra n-Fe rguson  as the p r ic e  o f in c lu d in g  c u rre n t c a r r ie rs  in  any 

p la n fo r  n a ti o n a l h e a lth  in sura nce .

I
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DEL IVERY OF SERVICES

I t  is  not on ly  in su ra nce co ve ra ge  th a t is  in adequate ; th e re  ar e

se ri o us  prob lems w it h  our h e a lt h  care  d e li v e ry  sy stem . On ly the c u r re n t

Kennedy p la n  o f fe rs  to ta l ca re . Women ar e p a r t ic u la r ly  i l l - s e r v e d  by

w e ll  c h il d  ca re  to  an a r b it r a r y  age th a t leav es  a gap u n t i l  p re n a ta l ca re

is  needed. Some thing is  s in f u l ly  wrong  w it h  h e a lt h  d e li v e ry  in  a cou n tr y

whose in fa n t  m o r ta li ty  ra te  in  1974 was ,6 .7  pe r 1000 li v e  b ir t h s .  And

th a t 's  th e av era ge, th e ra te  fo r  non-w h ites is  26 .8  pe r 1000, al m ost  tw ic e

as h ig h . '^ T h is  is  t r u ly  a n a ti o n a l scanda l.  Four te en  o th e r c o u n tr ie s  have

lower  in fa n t  m o r ta li ty  ra te s , but o n ly  th re e  have h ig h e r m ate rn al  m o r ta li ty

ra te s , Ecu ad or , Japan and Mex ico.  We lo se 376 mothe rs  pe r 100,0 00  li v e

b ir t h s .  What is  sh ock ing is  how much h ig h e r we a re . The Fed er al  R epublic  
17

o f Germary has 190 pe r 100,000 and Fr an ce  has 185 per 10 0,00 0.  F iv e 

18
tim es  as many non-w hite  mo the rs d ie  in  c h i ld b ir th  as w h it e  m oth er s.

What more sham efu l ev iden ce  do we need o f in e f fe c t iv e  d is c r im in a to ry  

p re n a ta l and po s tn a ta l ca re  fo r  m in o r it y  women. Rural  women have l i t t l e  

access to  th e h e a lth  d e li v e ry  sy stem . They ar e 20% o f  th e p o p u la ti o n  

bu t th ey ac co un t fo r  50% o f  a l l  m ate rn al death s. (See A tta ch m en t l ) .

O n e -t h ir d  o f  th e women who d e li v e r  ba bies  in  p u b li c  h o s p it a ls  

re ce iv e  no p re na ta l ca re  a t a l l .  Among mo thers who re ce iv ed  in ad eq ua te  

p re n a ta l ca re  in  New Yo rk  C it y ,  70% were  c la s s i f ie d  as th re a te ned by 

socio m edic a l r is k s ;  the mo thers who re ce iv ed ad eq ua te p re n a ta l ca re  were 

on ly  40% a t r i s k . 13

Pre nata l ca re  sho uld not be li m it e d  to  ph ys ic a l c a re , e s p e c ia ll y  

fo r  young women. Care must in c lu d e  education and p re ve n ti o n  o f  m a ln u tr it io n  

which  in cre ases s u s c e p t ib i l i t y  to  g a s t ro e n te r it is ,  re s p ir a to ry  in fe c t io n ,
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and tu b e rc u lo s is . Stunt ed  gr ow th  in  g i r l s  perp etu ate s a cyc le  o f  po or  

pregna ncy outcome in  the c h il d  be a ri ng  ye ars  w it h  a re s u lt in g  in cre ase 

in  pr em at ur e b ir t h s .  P re m at ur el y bo rn  in fa n ts  re q u ir e  more med ical  

a tt e n ti o n  in  the f i r s t  weeks o f  l i f e  and are vu ln e ra b le  to  li fe lo n g  

damage.

DEDUCTIBLES AND COINSURANCE

Any p re ven ti ve  medi cine  w it h  e a r ly  d ia g nos is  and scre en in g  is  

hampered by a progra m w it h  co in sura nce and d e d u c ti b le s  fo r  s e rv ic e s .

Fo r women, w it h  th e ir  d is p a ra te  e a rn in g  power, th ey are  a to ta l bar to  

usin g th e s e rv ic e . Again , on ly  th e Kennedy p la n pro v id es de ce nt  ca re  

fo r  women. T h e ir  in c lu s io n  in  o th e r  p lans makes them l i t t l e  more tha n 

c a ta s tr o p h ic  programs which  w i l l  no t red uce  th e o u t- o f- p o c k e t med ical

expenses fo r  most  fa m il ie s .

In 1977, the averag e Am er ica n pe rson  sp ent  $646 on h e a lt h  care . 

46% o f  th is  money we nt fo r  h o s p it a li z a t io n ,  23% fo r  d o c to r 's  fe e s , and 

8% fo r  dru gs. At  th e end o f  1972, on ly  51% o f  th e p o p u la ti o n  un de r 65

had some in su ra nc e cove rage  fo r  o f f ic e  and home med ical  v i s i t s ,  w it h  20%

2 I
o f  th e c iv i l i a n  p o p u la ti o n  un de r 65 w ho lly  un p ro te c te d . Most o f  thes e 

ar e c h il d re n  and th e poor.  And women ar e mos t o f  the po or  and th e poore st  

c h il d re n  li v e  in  s in g le  pa re n t fa m il ie s .  45% o f  a l l  female headed house­

ho ld s l iv e  be low  the p o ve rt y  l in e .  I f  you  have th e do ub le  je opard y o f

be in g b la ck  and fe m ale , 50.1% o f a l l  tho se  ho us eh olds  l iv e  be low the 

2 2
po ve rt y  l in e .  Less than  s ix  ou t o f ten ho us eh old w o rk e rs , 98% o f  whom 

are  women, ar e co ve red by p r iv a te  he a lth  in su ra nce . Any fa m il y  sp en ding  

15% o r more o f  i t s  income fo r  med ical  ca re  is  l i k e ly  to  be r u r a l ,  o ld e r

and in  a lower  income b ra cke t w it h  a head o f  ho us eh old who is  not a f u l l
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tim e w o r k e r . T w i c e  as many women as men work p a r t- ti m e , 15-2 m il l io n  

to  8 .3  m i l l io n .  The median  income fo r  women w ork in g p a r t- ti m e  is  $1,35 6

w h ile  th e median  fo r  p a r t- ti m e  men w or ke rs  is  $1 ,3 12 . Th is  is  th e on ly  

24cate gory  o f pa id  employmen t in  w hic h women ou te arn  men.

Coins uran ce  al on e de crea se s th e  use o f  med ical  se rv ic e s  in  some 

s tu d ie s . One from S ta n fo rd  U n iv e rs it y  was a p re pa id  grou p p ra c ti c e  whose 

members were a l l  S ta n fo rd  em ploy ee s.  O r ig in a ll y  th e p la n  pa id  a l l  o u t­

p a ti e n t and in  p a ti e n t ch arg es . When i t  began a f l a t  25% co in sura nce

ra te  w it h  no d e d u c ti b le  to  save c o s ts , use o f  o u tp a ti e n t se rv ic e s  f e l l  -J

almos t 25%. No d if fe re n c e  in  th e a b so lu te  change in  use by income o r 

race was de te c te d , but th e re  was a g re a te r drop  in  u t i l i z a t io n  by

dependent women. There  was a la rg e  re d u c ti o n  in  p re ve n ti ve  se rv ic e s  

25compared to  o th e r ca re  fo r  th e lo w est income gro up .

H ealth Ma intenan ce  O rg an iz a ti o ns  (HMO's) have shown e f fe c t iv e  

and ec on om ical  group p ra c ti c e  th a t is  p re pa id  w it h  a focu s on p re ve n ti ve  

m edic in e. Revenues are fi x e d  in  ad va nc e,  so the HMO has in c e n ti v e s  to  

have h e a lt h y  p a ti e n ts  out o f the h o s p it a l.  H o sp ita l ra te s  fo r  p re pa id  

group p ra c ti c e  pl an s ar e h a lf  th e ra te s  o f  Blue  Cro ss and in dem nity  in s u re rs .

In the Fed er al  Employee Hea lth  B e n e fi ts  Prog ram,  Blue  S h ie ld  in p a ti e n t

surg ery  ra te s  are 121% h ig h e r than  un de r p re pa id  grou p p ra c ti c e  p la n  ra te s 

26fo r  fe d e ra l em ployee s.

On ly the Kennedy plan  re cogniz es th a t ad eq ua te h e a lt h  ca re , 

gi ven e a r ly  av oids more ex pe ns ive se rv ic e s  la te r .  On ly th is  p la n re f le c ts  

th e needs o f women.
( j

EARLY DIAGNOSIS AND SCREENING

S t a t is t ic a l ly ,  h ig h income pe op le  ar e 3i tim es more l i k e ly  to
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have a ro u ti n e  phys ic a l in  the co urse o f  a yea r.  Women fro m hig h income 

fa m il ie s  are  4 | tim es  more l i k e ly  th an thos e fro m low income fa m il ie s  to  

v i s i t  an o b s te tr ic ia n -g y n e c o lo g is t. How do low incom e women ge t Pap

smears?

23
Among women aged 30-4 5,  ca nce r is  th e le ad in g  cause o f  death .

And ca nce r in vo lv e s  the h ig h e s t co s t o f  tr ea tm ent in  th e la s t  yea r o f  l i f e .

Death and d is a b i l i t y  co s ts , acco rd in g  to  a 1969 e s ti m a te , to ta l $15 b i l l i o n  

29a n n u a ll y . P re vention  costs  fa r  le ss and the Am er ica n Cance r S oc ie ty

s tu d ie s  show h a lf  o f  a l l  ca nc ers can be de te cte d e a r ly  enough to  be cu re d.

Bre ast  ca nc er  lea ds  in  k i l l i n g  Am erican women and th e re  has been

no re d u c ti o n  in  th e m o r ta li ty  ra te  in  the la s t  39 yea rs . One o f  eve ry  
3°

th ir te e n  women w i l l  have b re as t cancer.  On ly e a r ly  d ia g nos is  w i l l  he lp .

In 1978,  90 ,000  women w i l l  have b re a s t ca nc er  and 33 ,80 0 o f  them w i l l  d ie . 

Th ere  w i l l  be 69 ,200  cases o f g e n it a l ca nc er  th is  year and 22 ,500  o f  thos e 

women w i l l  d ie . C e rv ic a l ca nc er  in cid ence is  second  to  b re as t cancer,  

but th e m o r ta li ty  ra te  has d e c lin e d  65% du ri n g  the la s t 40 ye ars  because 

o f  th e Pap te s t .  Pue rto Rican women have fo u r  tim es  th e c e rv ic a l ca nc er

ra te  o f  w h it e  women and b la ck  women have tw ic e  th e ra te  o f  w h it e s . We are

conde mning m in o r it y  women to  de ath because th ey  d o n 't  have th e money fo r  

$10 te s t .  A re cent st ud y showed th a t 59% o f  women in  fa m il ie s  w it h  incomes 

above $7 ,000  had had Pap te s ts ,  o n ly  32% o f  thos e w it h  incomes  un der $3 ,000  

had had them . On ly 53% o f women over tw en ty  have  eve r been te s te d .

On ly p re ve n ti ve  m edic in e and e a r ly  tr ea tm en t can s to p  th is  ca rn ag e.  

On ly th e Kennedy p la n pe rm its  th a t im m edia te ly . I t  is  a d is s e rv ic e  to  

a l l  thos e women who w i l l  d ie  th is  year to  t e l l  them we can o n ly  phase in  

a p la n  to  save th e i r  li v e s  when eco nomic  c o n d it io n s  p e rm it .

36-2 09 0  -  79  -  21
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Two o f  eve ry  th re e  d ia b e ti c s  are  women; I t  is  a common i l ln e s s ,  

a f fe c t in g  4,00 0,00 0 o f  us . The e a r l ie r  i t ' s  de te c te d , th e e a s ie r i t  is  to  

c o n tro l.  There  ar e 1,60 0,00 0 Am ericans who are  d ia b e ti c  and d o n 't  know i t . ^ ’

Sim ple bloo d gluc ose  te s ts  can d e te c t a pronen ess to  d ia b e te s  and can d e te c t 

i t  ve ry  e a r ly . When i t  goes u n tr e a te d , i t  q u ic k ly  lead s to  se ri o us  h e a lth

pr ob lem s.  Diabe tes is  the second le ad in g cause o f b lind ness  in  th is  cou n tr y .
32 *

One o f ev ery  f iv e  women under age 20 has gonorrhea. And re cent 

s tu d ie s  show th a t women ar e f iv e  to  te n tim es  more s u c e p ti b le  tha n men to  

th is  ve ne re al  d is ease. Women have no re g u la r scre enin g as a ro u ti n e  pa rt  

o f  gyneco lo g ic a l ca re  fo r  V.D. so th ey  go undete cte d. U ntreate d go no rrh ea  

cau ses  se rious com p lica tion s  -  one o f  th e most common is  in fe c t io n  o f the 

fa ll o p ia n  tub es  whic h causes  s c a rr in g  and s t e r i l i t y .  The in fe c t io n  is  passed 

on to  th e baby as i t  goes th ro ugh th e b i r t h  can a l.  The baby w i l l  be b lind ed  

un less  su c c e s s fu ll y  tr e a te d  w it h  p e n ic i l l in .

DRUGS

Women use 50% more p re s c r ip ti o n  drug s than  men and c o n s ti tu te  

71% o f  the us ers o f a n ti -d e p re s s a n t d ru gs, and 72% o f th e us ers  o f m inor  

t ra n q u i1 iz e rs . ^These ar e b ig  bu sines s fo r  th e drug  in d u s tr y . Ads in  

m ajo r med ical  jo u rn a ls  p o rt ra y  women as f r u s t ra te d ,  i r r i t a b le ,  anxi ous,  

n e u ro t ic , g u i l t y ,  in d e c is iv e , de pres se d and in  need o f  th e i r  dru gs. Many 

o f  thes e drugs have damaging ph ys ic a l s id e  e f fe c ts .  Fo r ex am ple,  im ip ra m ine,

so ld  un de r the brand name T o f ra n i1 and o th e rs , destroys  the ne rve c e ll s  o f 

34th e bu dd ing lim b s tr u c tu re  in  th e fe tu s  when take n in  e a r ly  pr eg na nc y.

P ri va te  p lans have no t d e a lt  w it h  th is  pr ob lem . In fa c t ,  73%

o f a l l  p u b li c  and p r iv a te  in sura nce plan s have drug  co ve ra ge , so we can be
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tranked to  th e e y e b a ll s , bu t th ey  ro u t in e ly  fo rb id  o ra l c o n tr a c e p ti v e s .

We wo uld support  the p ro v is io n s  in  th e Kennedy-Corman b i l l  which  ex clud es  

a n ti -d e p re ssa n ts  and tr a n q u il iz e rs  from  cove red dru gs. We wo uld a ls o  

support  lan guage ba sing re imbu rsem en t on the lo wes t p r ic e  ass uming  g e n e ri c

su b s ti  t u t io n .

w1

UNNECESSARY SURGERY

In ste ad o f p re ve n ti ve  ca re  and e a r ly  d ia g n o s is , ou r h e a lt h  ca re  

f. syste m v ic ti m iz e s  women by su rg e ry . We have tw ic e  as many su rgeons  as

Great  B r i ta in  pe r ca p it a  and we have tw ic e  as much surg ery  pe r c a p it a .

Our h e a lt h  ca re  is  based o n d o c to r' s  greed more than  p a t ie n t 's  need . We 

are  tw e lv e  in  l i f e  ex pe ctan cy  fo r  women. Un les s Medi ca id  and Med icare 

change g re a t ly ,  the a f f lu e n t  and w e ll  in su re d are  v ic ti m s  more th an th e po or .

H a lf  o f a l l  d o c to r 's  w ives  w i l l  have hyste re c to m ie s by the age 

o f 65 and h a lf  o f  thos e wo uld be co nsi dere d un ne ce ssary by conven tiona l

med ical  c r i t e r i a . ^  The U.S.  has th e h ig h es t hys te re ct om y ra te  o f  any 

36
in d u s t r ia li z e d  n a ti o n . In 1975 more hyste re c to m ie s were pe rfo rm ed  tha n 

to n s il le c to m ie s  -  725,0 00  -  an in cre ase o f  25$ s in ce  1970. Th is  su rg ery  

has grown fo u r tim es  as fa s t as the p o p u la tio n  and s tu d ie s  show th a t 39$ 

o f th ose  pr eformed  are un ne ce ss ary . The hy ste re cto m y ra te  is  31$ h ig h e r 

in  th e South  as in  the M id - W e s t . S in c e  f iv e  o f ev ery  1000 d is c re ti o n a ry  

o p e ra ti o n s  are fa t a l ,  th is  is  a re a l r is k .  We have  not even d iscu ss ed 

th e replac em en t estrogen th e ra py a f te r  hy ste re cto m y th a t in cr ease s bre ast

ca ncer.



Cae sa ria n sec tio ns  have more than  do ub led in  th e la s t  f iv e  ye ar s

In some h o s p it a ls  th ey  are  more than  20% o f  a l l  d e li v e r ie s .  The e a r l ie r  a

woman goes fo r  p re na ta l ca re  and th e more h e a lt h  in sura nce she ha s,  the 
. 39

more l i k e ly  i t  is  th a t she w i l l  d e li v e r  by caesarian  s e c ti o n .

Simp le surg ery  w it h  rem ova l o f  o n ly  th e b re as t o r  p a r t o f the 

b re a s t fo llow e d  by ra d ia ti o n  tr e a tm e n t is  in  seve ra l s tu d ie s  as e f fe c t iv e  

as ra d ic a l surg ery  which  removes the e n t ir e  b re a s t and th e su rr ound in g  

lymph no des, c u tt in g  away mu sc les o f  th e chest and th e arm. A lth ou gh  

th e re  are no d e f in i t iv e  s tu d ie s , women ar e ne ve r in fo rm ed  o f  th is  co n tr o ­

ve rs y by th e ir  docto rs  and thou sa nd s un dergo ra d ic a l su rg e ry  eve ry  yea r.

In 1975, Rep. John Moss as C hair  o f th e House O ve rs ig h t and 

In v e s ti g a ti o n s  subcom mittee  es tim a te d  a f te r  e xp e rt  te stim ony th a t 17% o f 

a l l  o p e ra tio ns  in  1974 we re un nece ss ary . That  is  2- 38  m i l l io n  pr oc ed ur es  

a t a cos t o f $3-92  B i l l i o n ! ^

La st  month HEW opened a n a ti o n a l camp aign to  urge  second 

o p in io n s  be fo re  surg ery  by payin g un de r M ed ic a id . In a te s t  o f th e pro gra m 

among 1.5 m il l io n  Med icare b e n e f ic ia r ie s  in  New Yo rk  and 35 0,00 0 in  

D e t r o i t ,  th e re  were 564 re quests  fo r  second o p in io n s . 268 go t them and 6 

re qu es te d a th i r d  o p in io n . In 79 cases th e second  o p in io n  d if fe r e d .

Th is  is  fo r  an o ld e r , poore r p o p u la ti o n  w it h  l i t t l e  p re v e n ti v e  ca re . The 

re s u lt s  are  more d ra m atic  w it h  a more m id d le  c la ss  p o p u la ti o n . A st ud y 

by seve ra l Med ical Sc hools  in  New Yo rk in  a p re s u rg ic a l scre en in g  pro gra m 

fo r  un ion he a lth  plan s showed a q u a rt e r to  a th i r d  o f a l l  hys te re c to m ie s 

u n ju s t i f ie d  w it h  an a d d it io n a l 10% q u e s ti o n a b le . 43% o f th e DsC's and 

21% o f  th e b re ast surg ery  was consid ere d un ne ce ss ary . Th is  prog ram saved 

th e un io n he a lth  plan s $5 00 ,00 0 in  two  yea rs . In  th e Octobe r 9 , 1978
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Washington Pos t, Dr. San ford  A. Marcus, Pre side nt  o f the  Union o f American 

Ph ys ician s & D entis ts  in San Fran cisc o argued th a t a second op in io n "d rove  

a wedge" in the  tr u s t between surgeons and th e ir  p a ti e n ts . Some wedge. Women 

need to  t ru s t  surgeons li k e  they  need to  t ru s t  cobra s.

I t  is  penny-w ise and pound fo o li s h  to  prov ide on ly  care a t the  

po in t o f su rger y.  A comprehensive plan is  the  only  answer to  th is  problem .

CONTROLS

Peer Standards Review Organ iza tio ns  should pr ov ide some leve l 

o f p ro te c tion  fo r incompeten t and dish on es t p ra c ti ti o n e rs . But peer 

revie w is  a whitewash a t best . Even Med ical World  News repo rte d th a t 

do ctors have no t done a good jo b .o f p o li c in g  themselves. For example,

Dr.  Thomas Chalmers, Dean o f Mount Sin ai  School o f Med ici ne , to ld  the 

American Co llege  o f Ph ys ic ians  th a t do ctors used the  drug  s ti lb e s te ro l to  

prev en t m isca rri ag es  fo r  20 years  a ft e r  st udie s showed i t  to  be useless.  

Do cto rs only  stopped p re scrib in g  i t  in  1971 a ft e r  the  FDA banned i t  when 

stu die s showed i t  to  cause cancer  in daughte rs o f women who too k i t  du rin g

pregnancy .

Only  the  Kennedy proposal prov ides  any hope o f revie w.  We 

app laud  your concern and urge th at the  f in a l b i l l  co nta in  some measure 

o f standard s to  preven t abuse by do ct or s.

Underuse o f medical se rv ices  by m in o ri ti e s  and the  e ld e rl y  is 

o ften  due to  re fu sa l by some do ctors to  tr e a t them. In 1977-78 blacks 

were 6.0% and women were 23.7% o f a ll  medical school st uden ts . In 1977, 

j  only  9.2% o f a ll  do ctor s were bla ck  and less than 12% were women.

High school and co lle ge vo ca tio na l coun se lors  don 't  encourage  women to 

become doctor s.  The "Bakke" dec is ion is  c e rta in ly  no t go ing  to  improve
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th is  p ic tu re . Any n a ti o n a l h e a lt h  pro gra m must q u a li fy  genera l h o s p it a ls  

as p ro v id e rs  on ly  i f  th ey ag ree no t to  d is c r im in a te  in  s t a f f  p r iv il e g e s  

on any grounds o th e r than  p ro fe s s io n a l q u a l i f ic a t io n s .

NEWBORN CARE

The f i r s t  day o f l i f e ,  the newborn has a 10,000 tim es g re a te r 

r is k  o f dyin g tha n any o th e r da y.  Dur ing th e f i r s t  seve n day s o f l i f e ,  

th e newborn is  a t g re a te r r is k  th an any o th e r week. The o n ly  way to  

p ro v id e  h e a lthy  ba bies  is  to  p ro v id e  e a r ly  p re na ta l ca re . In 1976, th e re  

we re 26 3-4 in fa n t de aths  pe r 10 0,0 00  li v e  b ir th s  due to  co n g e n ita l 

anom olie s; 16 4. 4/10 0,00 0 fo r  o th e r  c o n d it io n s  in c lu d in g  sudden in fa n t de ath 

syn drom e; 12 5-5/10 0,00 0 fo r  u n q u a li fi e d  im m a tu ri ty ; 11 9- 7/1 00,0 0 fo r

re s p ir a to ry  d is tr e s s  synd rome;  11 3- 6/ 10 0,0 00  fro m n o n s p e c if ic  asphyxia ;

44and 10 3-2/10 0,00 0 fro m h y a li n e  membrane d is ease.

Since  1976, a l l  in sura nce p o li c ie s ,  ex ce pt  in  Rhode Is la n d , 

must cover newborns fo r  the f i r s t  seven da ys . They ar e then  e n t i t le d  to  

re g u la r co ve rage . U n fo r tu n a te ly , th e prob lem is  fa r  fro m so lv e d . Some 

pare n ts  have ina de qu ate p o li c ie s  fo r  long  te rm  i ll n e s s  o r  se ve re  b ir t h  

d e fe c ts . Many insu ra nc e com panies ig nore  the law and mo st in su ra nc e 

co mmission ers do not en fo rc e  th is  co ve rage .

No Se na tor o r Co ng resspe rson  wou ld l ik e  to  fa ce  a g r ie v in g  

p a re n t,  whose c h il d  li v e d  o n ly  a day o r two and e x p la in  the costs  o f p re ­

v e n ti v e  care . These numbers are  so much e a s ie r to  de al  w it h  on pa pe r.

But  each fi g u re  is  a dead c h il d  and on ly  p re ve n ti ve  ca re  can s to p  th is  

a p p a ll in g  ca rnag e.  The prob lem w i l l  on ly  get wo rse  w it h o u t Med icaid 

co ve rage  o f abo rt io n s  becau se 100,0 00  o f th e 1976 a b o rt io n s  wen t to  women

J



who were f i f t e e n  and un de r. Th is  is  th e h ig h es t r is k  grou p fo r  mothe rs  

and c h il d re n .  Teenagers  ar e a ls o  th e  o n ly  group in  th e s o c ie ty  who have 

incr ease d th e ir  f e r t i l i t y  ra te .

CONGRESSIONAL SURVEY

A ltho ugh  Women's Lobby has su ppo rted  th e Kennedy-Corman b i l l s  

s in ce  1972,  th e re  seemed to  be l i t t l e  hope o f pa ssage.  In 1973, we d id  

a su rv ey o f  th e e n t ir e  House and Senate on women and h e a lt h  and th is  

summer and f a l l  completed  a su rv ey aro und the q u es tion  o f co mpreh en sive  

ca re . Yo ur le a d e rs h ip , Mr.  Chairman and a mee tin g w it h  yo ur s t a f f  led 

us to  a se r ie s  o f mee tin gs  w it h  U.A .W. P re s id e n t F ra se r,  w it h  S ecre ta ry

C a li fa n o  and h is  s t a f f  and w it h  S tu a r t E iz e n s ta t in  the W hi te  House.

No one in  th e A d m in is tr a ti o n  has your v is io n  o f  co mpreh en sive  ca re  and we 

as women have such  an enormous need fo r  p re ve n ti v e  m edi cine  and so l i t t l e  

money to  buy i t .

We v is it e d  ev ery  o f f ic e  and alm ost  alw ay s ta lk e d  w it h  s t a f f .

We de ve lope d an in fo rm a ti o n  k i t  ab ou t women's need fo r  compreh en sive  ca re  

and ou r s p e c if ic  h e a lt h  ne ed s.  U n fo rt u n a te ly , we fa i le d  to  re ce iv e  fi rm  

responses fro m a s iz e a b le  number o f  o f f ic e s  bec ause h e a lt h  ca re  is  no t 

ta ke n s e r io u s ly  enough to  be con sider ed an im po rt an t is sue .

We wante d to  measure support  fo r  fo u r is su e s : a compreh ensiv e 

p la n ; a b o rt io n  co ve ra ge ; p re ve n ti ve  ca re  fo r  ne wb orns ; and th e re pe al  o f  

th e Mc Ca rra n-Fe rguson  A c t.  We fou nd a sh ock ing la ck  o f  support  fo r  f u l l  

co mpreh ensive  co ve rage  and l i t t l e  support  fo r  even newborn co ve ra ge . In 

th e Senate th e re  was more o p p o s it io n  to  f u l l  co ve rage  than  support  fo r  i t .  

W hi le  in  the House th e re  was 40% more support  than  o p p o s it io n , even  tho ugh 

o p p o s it io n  was s tr o n g . Elev en  members o f  the Senate and seven o f  th e House
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oppose newborn coverage . In bo th Houses, su pp or t fo r  repeal o f KcCarran- 

Ferguson was th ree times the oppos it io n . Al though  abort io n  is  no t a 

winn ing issue in  Congress, abort io n  cove rage  had roug hly the same leve l o f 

su pp or t in  the  House as comprehensive ca re , w it h  the  same le ve l o f opposit io n 

In the  Senate there was more su pp or t fo r  abort io n  coverage tha n fo r  comp­

reh ensiv e care and s ig n if ic a n t ly  les s opposit io n  to  abo rt io n  coverage 

than  to  comprehensive ca re . These are  the  fi g u re s :

Comprehensive Care: A b o rt io n :

House:

Fo r: 140 134

Against : 105 106

Senate:

Fo r: 26 28

Again st : 28 20

Newborns: McCarran -Ferguson :

134 111

7 39

28 15

11 5

St

We want to  co ngra tu la te  you ag ain,  Se na tor, fo r  yo ur  v is io n  

and courage in  su pp or tin g to ta l care w ithou t a phase in . Because o f th e ir  

low wages, women s u ff e r  most from  unemployment and from in f la t io n .  We 

need he alth  care  fo r  ou rselve s and fo r  ou r c h il d re n . That health  care 

must includ e pren atal  and postn ata l cove rage  and i t  must include abort io n .
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De ar  S e n a to r ,

The U nit ed  S ta te s  i s  th e  only  W es te rn  in d u s t r ia l iz e d  
n a ti o n  w it h o u t some fo rm  o f n a t io n a l  h e a l th  in su ra n c e .
What we hav e i s  a pa tc hw or k o f  p u b li c  an d p r iv a te  p la n s , 
r e s u l t i n g  in  in ad eq u a te  h e a l th  ca re  a t  g r e a t  and e v e r-  
in c r e a s in g  c o s t , le a v in g  18 m il l io n  Am er ican s w it h  no 
h e a l th  in su ra n c e  a t  a l l .

P re v e n ti v e  c a re  i s  a c t iv e ly  d is c o u ra g ed  by th e  
c a ta s t r o p h ic ,  h o s p i ta l -b a s e d  em ph as is  o f  mos t p la n s , and  
by a  sy st em  o f  co pa ym en ts and  d e d u c t ib le s . Women s u f f e r  
mos t from  th e se  b ia s e s .  We d ie  o f p re v e n ta b le  d is e a s e s : 
we a re  2 /3  o f th e  d ia b e t i c s  in  t h i s  co u n tr y ; ove r 90% of 
th e  women dy in g  in  t h e i r  c h il d b e a r in g  y e a rs  d ie  o f  pre ve n­
ta b le  re p ro d u c ti v e  c a n c e rs ; ra nked  a t  2 0 th , th e US has one 
o f th e  h ig h e s t  m a te rn a l / in fa n t  m o r ta li ty  r a t e s .  Women a re  
p o o re r,  e a rn in g  56<? fo r  ev ery  d o l l a r  men e a rn , wor ki ng  a t  
s a le s  and s e rv ic e  jo b s  th a t  ha ve  l im ite d  i f  any  h e a lt h  
c a re  p la n s , an d we ca nno t ev en  pay t h a t  c o in su ra n c e , much 
l e s s  bu y p r iv a te  p la n s  w it h  p re v e n ti v e  c a re  and  m a te rn it y  
co ver ag e to  su pp le m en t our em ploy ee  gr ou p p la n s .

In  1976 Amer ican s sp e n t $1 39 .3  B i l l io n  on h e a lt h  
c a r e , n e a r ly  9Z of  th e  GNP. W itho ut  some for m of c o n tr o ls  
by 1981  th a t  w i l l  r i s e  to  $252 B i l l i o n .  We can no lo nger 
a f fo r d , in  f i s c a l  o r human te rm s,  to  co n ti n u e  w it h o u t some 
s te p  to w ar ds  a u n iv e r s a l ,  co m pr eh en si ve h e a l th  c a re  p la n  
th a t  an sw er s th e  h e a l th  nee ds o f a l l  A m er ic an s.

S in c e re ly ,

C aro ly n  Bode \
D ir e c to r , H ea lt h  and A bort io n  P ro je c ts
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WOMEN AND HEALTH CARE

Women have p a r t i c u l a r  h e a l th  c a r e  n e e d s ,  m a in ly  c e n t e r in g  a ro u n d  o u r 

r e p r o d u c t iv e  f u n c t io n s ,  t h a t  a r e  ig n o re d  by  s ta n d a rd  h e a l t h  c a r e  p la n s .

We need  p r e v e n t iv e  c a r e ,  we need  two  p r im a ry  c a r e  d o c to r s  (a  g y n e c o lo g is t  

an d an  i n t e r n i s t )  w h il e  men an d h e a l t h  p la n s  r e c o g n iz e  o n ly  o n e , we need  

f u l l  r e p r o d u c t iv e  c a r e  in c lu d in g  c o v e ra g e  o f  p re g n an cy  an d i t s  ou tc om e. 

When h e a l t h  p la n s  do  e x te n d  c o v e ra g e , i t  i s  a t  e x t r a  e x p en se  to  th e  i n d i ­

v id u a l ,  and e x t r a  c o s t  an d n e g o t i a t i o n  by  th e  e m p lo y e r.  Any N a ti o n a l 

H e a lt h  In s u ra n c e  p la n  m ust  r e c o g n iz e  an d a d d re s s  th e  h e a l t h  n e ed s  o f  o v e r

h a l f  o f a l l  A m eri can s:  wom en.

P r e v e n ti o n

* The US h a s  th e  h ig h e s t  m a t e r n a l / i n f a n t  m o r t a l i t y  r a t e  o f  an y W es te rn  
i n d u s t r i a l i z e d  n a t io n ;  s u f f i c i e n t  p r e n a t a l  c a r e  c an  lo w e r t h a t  by  o n e - th i r d

* T w o - th ir d s  o f  a l l  d i a b e t i c s  a r e  women.

* 94% o f  a l l  women who d ie  in  t h e i r  c h i ld b e a r in g  y e a r s  d ie  o f  r e p r o d u c t iv e  

c a n c e r s  t h a t  a r e  p r e v e n ta b le .

R e p ro d u c ti o n

* In  19 75  women made 48% more p h y s ic ia n  v i s i t s  th a n  men and  w ere  a d m it te d  

to  h o s p i t a l s  41% mo re  o f t e n ,  b u t  13% o f  th e  p h y s ic i a n  v i s i t s  an d 36% o f 

t h e i r  h o s p i t a l  a d m is s io n s  w e re  f o r  g y n e c o lo g ic a l o r  o b s t e t r i c a l  s e r v i c e s .  

R e p ro d u c ti v e  c a r e  a c c o u n ts  f o r  a  t h i r d  o f  th e  s e x  d i f f e r e n t i a l  in  p h y s ic ia n  

v i s i t s  an d n in e - t e n th s  o f  t h e  h o s p i t a l  a d m is s io n s .

* The m ed ia n  age f o r  f i r s t  ti m e  i n t e r c o u r s e  i s  1 3 .1  y e a r s  f o r  fe m a le s , 1 2 .9  

f o r  m a le s . 10 y e a r  o ld  c h i l d r e n  a re  h a v in g  c h i ld r e n .  W ell  ba by c a r e  w i l l  

h av e  to  in c lu d e  fa m il y  p la n n in g  s e r v i c e s .

P r o v id e r s

* Women need  two p ri m a ry  c a r e  d o c to r s :  a  g e n e r a l  p r a c t i t i o n e r  o r  i n t e r n i s t  

an d  a  g y n e c o lo g i s t ,  w h i le  men ne ed  o n ly  o n e . Mos t in s u ra n c e  p la n s  a ll o w  

o n ly  on e g e n e r a l p h y s ic i a n  v i s i t  p e r  y e a r .

* Women m ee t many o f  t h e i r  h e a l t h  c a r e  n e e d s  a t  fa m il y  p la n n in g  c l i n i c s ,  
a b o r t io n  c l i n i c s  an d w om en 's  h e a l t h  c e n t e r s ,  s e rv e d  by  n u r s e  p r a c t i t i o n e r s ,  

n u rs e -m id w iv e s  an d p h y s ic i a n  e x te n d e r s .

* T w o -th ir d s  o f  th o s e  u s in g  r u r a l  h e a l t h  c e n t e r s  w h ic h  re a c h  th e  u n d e rs e rv e d  

a re  wom en; tw o - th i r d s  o f  th o s e  p ro v id in g  c a r e  in  t h e s e  c e n t e r s  a r e  women.
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WOMEN'S LOBBY FACT SHEET-NATIONAL HEALTH INSURANCE
INSURANCE COVERAGE

80% o f th e  US p o p u la ti o n  ha s some for m of p r iv a te  or p u b li c  h e a l th  In su ra n c e .
B ut :

. . .  18 m il li o n  peo ple  ha ve  no in su ra n ce  a t  a l l

. . .  1 /5  o f th e  pe ople  un der  65 ha ve  no in su ra nce

. . .  27% ha ve  no dr ug  co ve ra ge

. . .  38% ha ve  no phy sic ia n  s e r v ic e s  co ver ag e

. . .  66% ha ve  no p re v e n ti v e  c a re  cov er ag e

. . .  83% ha ve  no d e n ta l co ve ra ge

. . .  only  1 /4  o f th e  low income  and povert y  le v e l c h il d re n  ha ve  h o s p i ta l iz a t io n  
co ve ra ge

THE MEDICALLY UNDERSERVED

A cc or di ng  to  th e  Wo rld H eal th  O rg a n iz a ti o n  th e  Uni te d S ta te s  ra nks  2 0 th  in  in fa n t 
m o r ta li ty  r a te s ,  17 th  in  l i f e  ex pec ta ncy  fo r men,  and 10 th  in  l i f e  expe ct an cy  fo r 
women, among W es tern  in d u s t r i a l i z e d  n a ti o n s .

. . .  In  1976 133 c o u n ti e s  in  th e  US w it h  a com bined p o p u la ti o n  o f n e a r ly  h a lf  a 
m il li o n  pe op le  we re w it h o u t a d o c to r.

. . .  Nin e s t a t e s  ha ve  fewer  th an  1 d o c to r per  1000 peop le .

. . .  The d o c to r /p a ti e n t r a t i o  in  r u r a l  a re a s  i s  1: 2400 ; in  ur ban  a re a s  1: 50 0.
D oc to rs  a re  c o n cen tr a te d  in  th e  a f f lu e n t  su b u rb s,  le a v in g  th e  in n e r c i ty  and  
r u r a l  a re as  unders er ved .

. . .  One th i r d  o f urb an  mot he rs  re c e iv e  no  p re n a ta l c a re .

. . .  N ea rly 1/2 o f Bla ck  and H is pan ic  bab ie s re c e iv e  no w e ll  c h i ld  ch ec k up th e i r  
f i r s t  two mon ths o f l i f e .

. . .  Only 40% o f US c h il d re n  a re  f u l l y  imm uniz ed a g a in s t ru b e l la ,  m easl es,  
d ip h th e r ia , mumps and  p o li o .

. . .  The B la ck  in fa n t m o r ta li ty  r a t e  i s  doub le  th a t  o f th e  r e s t  o f th e  p o p u la ti o n :
26 .8  per 1000 l iv e  b i r t h s .

. . .  B la ck  women a re  5 tim es  more l i k e ly  to  d ie  in  c h i ld b i r th .

. . .  20% of women a re  r u r a l ,  b u t th e se  women acc ount fo r  50% of  m a te rn a l d ea th s.

. . .  The in fa n t m o rta li ty  r a te  in  r u r a l  a re a s  i s  doub le  and  t r i p l e  th e  norm: 35 -40/10 00

COSTS

In  1976 Am erican s spen t $1 39 .3  B i l l io n  fo r  h e a lt h  c a re — 8.9  o f th e  GNP—o r $638 
p e r pe rs o n . Of th a t:

. . .  $3 9.9 B i l l io n  we nt to  f e d e ra l h e a lt h  prog rams

. . .  $19 B il li o n  to  s t a t e  h e a lt h  pro gra m s,  M ed icaid

. . .  $8 0. 5 B il li o n  to  Bl ue  C ro ss /B lu e S h ie ld ; fo r  c o in su ra n c e , o f f ic e  v i s i t s ,  o th e r
item s not co ve re d in  p r iv a te  p o l i c ie s

. . .  $35 B i l l io n  in  d i r e c t  pa ym en ts to  p r iv a te  in s u re r s

Over 40% o f con sum er h e a lt h  c o s ts  go to  p r iv a te  in su ra n ce  premiu ms  which  co ver  on ly  
78% o f  h o s p it a l c o s ts , le s s  th an  50% o f p h y s ic ia n  c a re , and  only  7% o f o th e r h e a lt h  
n e e d s .

P r iv a te  in s u r e r 's  re te n ti o n s  (w h a t' s  l e f t  a f t e r  pay in g  ou t b e n e f i t s )  soar ed  28% in  
1975 fro m $3 .6  B i l l io n  to  $4 .6  B i l l io n — tw ic e th e  r a t e  o f in c re a s e  in  h o s p it a l and  
p h y s ic ia n  fe e s .

H ealt h  c o s ts  ha ve  be en  in c re a s in g  a t  tw ic e th e  r a t e  of i n f l a t i o n ;  p h y s ic ia n  fe es  a re  
in c re a s in g  40% f a s te r  th an  o th e r  it em s in  th e Consumer P r ic e  In dex ; h o s p i ta l  c o s ts  
a re  r i s i n g  105% f a s t e r .  By 1981 we w i l l  be  pay in g  $252 B i l l io n  in  h e a l th  care  c o s ts .



WOMEN AND HEALTH INSURANCE

The private insurance industry has a strong history of discrimination against 
women in benefits offered and price of coverage. Because the 19M5’McCarran-Ferguson 
Act exempts the industry from federal regulation (except from Sherman Anti-Trust) 
regulation is done state by state, with great inequities and geographic discrimi­
nation. If National Health Insurance is to be administered through the private 
insurance industry we must have a strong intervention in McCarran-Ferguson to 
ensure that women will have full, equitable health coverage without extra cost.

Pregnancy related benefits
Many insurers do not cover or seriously limit maternity benefits.

— Blue Cross of New Jersey provides 7 hospital days for normal delivery, 9 for 
caesarian. The only other benefits with a day limit are alcoholism and mental 
disorders.

— In Michigan in 1975 commercial health insurance plans covered only 38-44% of 
maternity costs; in Pennsylvania in 1974 companies were using 1958 hospital 
rates to set these coverage limits.

— Often wives of male employees get better coverage than female employees.

— Even single women must enroll in the more expensive family plan to get pregnancy 
benefits; female minors, dependent daughters are routinely excluded from preg­
nancy coverage.

— A 1975 study by the Health Insurance Institute showed that 56.4% of all new 
health insurance group policies did not include maternity benefits.

— Most policies with maternity coverage won't cover claims occurring within the 
first 10 months; even miscarriages, abortions, ectopic pregnancies and other 
"unplanned" complications are rarely exempted from the waiting period.

Cost is the reason given for these limitations, but in New York the current cost 
of covering normal pregnancy and its termination by any means is only $44 per 
woman per year.

Hospital based emphasis
Health insurance coverage is acute care, hospital oriented, rather than geared 
to accomodate women's preventive care needs.

— Pap smears and breast exams are not covered despite their high predictive 
value and later cost saving.

— Contraceptive drugs and devices are rarely covered, though other- drugs and 
devices are.

— Early prenatal and postpartum care can reduce infant mortality by one third, 
but are usually excluded. More than 1/3 of women delivering, in public hospitals 
received no prenatal care.

— Hysterectomies and D and C's are usually covered; Congressional hearings have 
heard that 1/4 to 1/2 of these are unnecessary. Second opinions on surgery 
are not usually covered.
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G ynec ol ogi ca l e xclu si ons

— Many in s u re rs  co ve r b re a s t r e c o n s tr u c t io n  only  when done c o n c u rre n tl y  w ith  
b re a s t re m ov al ; th e  same p o l ic ie s  pay  fo r  t e s t i c l e  r e c o n s tr u c t io n  o r im plan ­
ta t io n  o f a g la ss  ey e a t  an y ti m e.

— I t  i s  common to  f in d  r id e r s  ex clu d in g  a l l  p r e -e x is ti n g  g y n eco lo g ic a l d is o rd e rs ; 
th e  p la ns do no t excl ude p r e - e x is t in g  p r o s ta t i c  o r o th e r  male d is o rd e rs .

Newborns
I t  i s  common to  excl ude ne wbo rns fo r  th e  f i r s t  15 to  30 days,  and th en  re fu s e  to  
co ver  g e n e ti c  d is o rd e rs  because  th ey  a re  " p re -e x is ti n g " .

Cos t
Women a re  poore r th an  o th e r p e o p le , and th e  co pa ym en ts and  d e d u c ti b le s  s ta n d a rd  
in  an y h e a lt h  in su ra n ce  p la n  p la c e  an  u n fa ir  burd en on  women.

—Women earn  56c fo r  ever y $1 men ea rn ; 14% o f a l l  women over 65 ha ve  no inco me 
w hat so ev er .

— Only 14% of th e  p o p u la ti o n  a re  two p a re n t f a m il ie s  w it h  on ly  th e  f a th e r  working  
o u ts id e  th e  home. Ye t em ploy ee s p a y ro ll  ta x e s  a re  ded uct ed  fo r  both  w ork er s 
to  co ve r in su ra n ce , so  th e  fa m il y  pa ys  tw ic e . A fa m ily  w it h  fo u r  c h il d re n  pa ys  
no more th an  one w it h  one  c h i ld .

—An Iowa st udy showed fe m al e p o li c y  h o ld e rs  pa y 50% more  th an  m ale s fo r  id e n t ic a l  
co ver ag e;  they  pay  al m ost  tw ic e  as  much when m a te rn it y  i s  in c lu d e d .



INCOME LEV EL BY SEX  AND AGE

National Council on Women, Work, and Welfare 1978
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WOMEN'S LOBBY FACT SHEET

ABORTION

On J a n u a ry  22,  1973 th e  Su pr em e C ourt  re c o g n iz e d  a w om en 's  r i g h t  to  

d e c id e  w h e th e r o r  n o t to  te r m in a te  a p re g n a n c y . T h e re  h av e  b een  s e v e r a l  

e f f o r t s  to  e l im in a te  o r s e v e r e ly  r e s t r i c t  t h a t  r i g h t ,  p a r t i c u l a r l y  w it h

poor women an d yo un g women. W ith  N a t io n a l  H e a lt h  In s u ra n c e , t h a t  r i g h t

may be ta k e n  fr om  m id d le  c l a s s  women, by  g ro u p in g  a b o r t io n  w it h  c o sm e ti c

s u rg e ry , d e n t a l  c a r e ,  an d p s y c h i a t r i c  s e r v i c e s ,  a s  a  b e n e f i t  n o t to  be

c o v e re d .

-----T here  w ere  1 .2  m i l l i o n  a b o r t io n s  in  1976; 25 0 ,0 0 0  to  300 ,0 00  w er e
M ed ic a id  a b o r t io n s  p e rf o rm ed  on  th e  v e ry  po o r and  v e ry  yo un g;  30 0 ,0 0 0  
w ere  p e rf o rm ed  on  te e n a g e r s .

-----The C e n te r f o r  D is e a se  C o n tr o l h a s  fo und  a b o r t io n  t e n  ti m e s  s a f e r  th a n
c a r r y in g  th e  c h i ld  to  te rm .

-----O nly 7% o f  th e  420 ,0 00  to  6 3 0 ,0 0 0  s e x u a l ly  a c t i v e  p re -1 5  y e a r  o ld s
r e c e i v e  c o n t r a c e p t iv e  s e r v i c e s .

-----In  a 19 76  K n ig h t- R id d e r p o l l  81 2 w ere  in  fa v o r  o f  a b o r t io n  r i g h t s .  Of
P r o t e s t a n t s  p o l l e d ,  82% w er e i n  f a v o r ;  o f Jew s, 98%; o f  C a t h o l i c s ,  76%.

-----Eac h y e a r  more th a n  1 m i l l i o n  15  to  19  y e a r  o ld s  be co me p re g n a n t;  an
a d d i t i o n a l  30 ,0 0 0  u nder 15 be co m e p re g n a n t.

-----7 o u t o f  10 fe m ale  te e n a g e  s u i c i d e s  a r e  p re g n a n cy  r e l a t e d .

-----An a b o r t io n  c o s t s  $1 85 , a  l i v e  b i r t h  $6 00 .

-----M os t w om en 's  m a te rn i ty  in s u ra n c e  p la n s  c o v e r a b o r t i o n  now .

-----I f  a b o r t io n  c o v era g e  w er e e x c lu d e d  fr om  N a ti o n a l H e a lt h  I n s u r a n c e ,  a b o r t io n
c o s t s  w ould  s k y ro c k e t,  an d th e  em p lo yer w ou ld  h av e  to  n e g o t i a t e  f o r  th e  
e x t r a  c o v e ra g e .
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W H A T  G O O D  IS  IN S U R A N C E  I F  I T  D O E S N 'T  

P A Y T H E  B IL L S  ?

P h y s ic ia n s ’
S e r v ic e s

D e n t is ts ’
S e rv ic e s

D ru g s

IN SU RA N CE

E yeg la sses  &  
A p p li an c es

.. .M o s t of th is  6 1 *  is paid  to  S u rg eo n s , R a d io lo g is ts , 
P a th o lo g is ts , A n e s th e s io lo g is ts  a n d  o th e r  h o s p it a l 
ba se d p h y s ic ia n s .. ..

YO U  p ay  fo r. - P e d ia tr ic ia n s  
O b s te tr ic ia n s  
F a m il y  D octo rs  
E a r*  N o s e -T h ro a t

S p e c ia li s ts  
E ye D octo rs

and  o th e rs  w h o  m a in ta in  o u t-  
o f-h o s p it a l o ff ic e s .

©  Com m it te e f o r  N a t io n a l  H e a lt h  In s u ra n c e



WOMEN'S LOBBY FACT SHEET COMPARISONS 
CURRENT ADMIN ISTRATIO N PLANS

Plan Quasi P ublic Co rporation Pu blicly  Guaranteed Plan Target  Plan Consumer Choice Plan

Concept

Universal, comprehensive, 
one class coverage Quasi
Public Corporation oversees 
two insurance consortia, one 
of Blues, one of commercial 
insurers, offering approved 
minimum benefit package.

Universal, comprehensive, 
mandatory. Mixed public 
and private wi th minimum 
benefit  standards and high 
risk reinsurance. Employers 
and individuals able to opt 
out o f public for approved 
private plans.

Certain public assistance 
programs aimed at those 
current ly left out o f public 
and private financing

Voluntary, all private, 
market oriented. Individual 
plan encouraged over group 
plans. Consumer comparison 
shopping will  force com­
petitive pricing.

El igibili ty

resident, open enrollment, 
individual basis*

resident, mandatory Low income on Medicaid, 
aged on Medicare; any 
resident qualifies for 
catastrophic after expenses 
reach 25% of  income; 18 ind 
under get preventive care

resident, voluntary, open 
enrollment

V
•family based coverage results in 
divorce. (1/3 of marriages end

both spouses having to pay a payroll deduction; women and their children lose coverage upon 
n divorce)

Financing

-private premium, 75% 
paid by employer; all by 
self-employed to cover 
general population

-general federal revenue to 
cover plans for aged and 
poor

-emplo ye rs-75% of 
premiums, possible tax 
cred it fo r employers

-general federal revenues 
fo r poor, aged, disabled

-th ose opting out for 
private plans still pay
5% to high risk pool

-federal  takeover of
Medicaid administration 
and payments (Medicaid 
and Medicare replaced by 
Federal Insurance Plan for 
Aged and Poor)

-federal grants for free 
children's preventive care 
(covers 18 and under 
so must have family 
planning)

-pr iva te premiums- 
employees plans

-vouchers financed through 
income tax, possible 
special tax

-personal health deductions 
and employer tax credit 
eliminated

-tax credits-HMO  users

ur

—tax incentives for programs 
meeting approved mini­
mum benefits (excludes 
employer contributions 
and individual deductions)

-vou chers-poor and aged, 
adjusted to actuarial data

Ad minis tration

-t w o  consortia of  insurers: 
(Blues and commercial) 
for high risk pool

-pr ivate insurers, HMO's

-Medicare retained, up­
graded in benefits

-federal  regulation by
Public Corporation

-pr iva te insurers, federally 
regulated

-h igh risk pool amortized 
by regulation of private 
insurers

—private insurers

-federal  government 
assumes ultimate respons 
sibil ity for catastrophic

-federal standards for 
benefits, enrollment

-federal takeover of
Medicaid administration 
and payments

-pr iva te insurers, plans 
certified by federal 
government

-federal  government- 
vouchers and tax credits

- *U k,  federal regulation of 
private insurers

-Medicare retained.
optional

-Medica id abolished

-immediate  coverage 5 year phase in: -immediate -immedia te

Phasing

- I f  phased in w ill begin 
with a minimum benefit 
package. hospital and 
physician services with  
preventive care fully 
covered

1st year-aged and disabled

2nd year-Medicaid

3rd yea r-a ll cash assistance

4th year-basic high risk

-cou ld phase by increasing 
% federal government 
provides as vouchers/ 
tax credit

-federal  government pick­
ing up Medicaid, Medicare

5th year-employer con tri­
bution rises to 75%

Benefits

minimum benefit package:

-preventive care

-lim ite d mental health

-doc tor  services

-outpa tien t services

-hospita lization

minimum benefit package:

-some preventive care for 
children

-l im ite d mental health

-doc tor services

-ou tpa tient services

-hospitalization

-catastrophic fo r all (after
25% of  income)

-preventive, dental care, 
limited mental health 
for 18 and under

-kee p Medicaid

-n o  exclusions for pre­
existing conditions

least coverage of  plans

minimum benefit package:

-catastrophic

-op en enrollment, i.e. all 
members of specific risk 
group pay same premium

Cost  Sharing

-25 4 per dollar of income 
to a maximum of $1,500 
out-of pocket expenses 
per filing un it

-l o w  income (at or below
1.5 times the Better Jobs 
and Income Guarantee- 
or 1.5G*) no cost sharing

-25<  per dollar  of income 
to a maximum of  $1,500 
out-of-pocket expenses

-l o w  income (at or  below
1.5G) no cost sharing

-de ductible  of less of:
a) 25% income or
b) difference between 

income and 1.5 G

— 100% covered beyond 
deductible

—low income (at or below
1.5 G) no cost sharing

-a ll  non Medicare get tax 
credit o f 60% of their 
actuarial cost (com 
munity rated)

-low  income (1.5 G or 
below) supplementary 
vouchers at 40% (brings 
up to  100%)

-above 1.5 G voucher 
reduced 254 per dollar 
income until reaches zero

•Better Jobs and Income Guarantee-e.g. $6,300 fo r fami ly of 4 in 1978 dollars.

Cost -n ew money $25.5 Billion $26 Billion $15.5 Billion 21 Billion -
Cost—Federal $25 Billion $34 Billion $32 5 Billion $72 Billion

© Woman! LOH>V toe. Source MEW InO Aetecv Memo
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Editor: Nancy Cornblath Moshe

by Maureen Whalen

Two years ago, a group ol women active in the fight  
to eradicate poverty began to discuss what they all 
instinctively knew — women are poorer than men. 
This conclusion  was .not based on careful examina­
tion's ! s tatistics or reading socio-economic studies, 
rather it was the outgrowth of knowledge gained 
first-hand. A knowledge founded on years of work 
with  poor and low income individuals as well as on 
years of existing in the world as women.

During the discussions, everyone was asking the 
same question, "Why are women and children the 
major ity o f every poverty statistic  compiled?” When 
answers to the question were sought, it was 
discovered that none existed There was no 
organization that approached poverty as a women's 
issue The National Council on Women, Work and 
Welfare (NCWWW) was formed to fil l this void. We at 
the NCWWW investigate the relationship between 
economic deprivation and sex discr imina tion to 
answer the above question and many more These 
answers can then provide a basis fo r innovative and 
realistic solutions to the problem of women and 
poverty.

The Poverty Population
• 25 9 mill ion people live below the Federal 

poverty line
• 150 million women and female children live 

below the Federal poverty line.
• 13.8% of all women and female children live 

below the Federal poverty line.
• 10.9 million men and male ch ildren live below 

the Federal poverty tine
• 10.7% of all males and male children live below 

the Federal poverty line.
• As of March 1976, 11.1 million children, 9 4 

mill ion women and 5.4 men lived below the 
Federal line.

In 1976, the poverty threshold for a family of four was 
$5,815, whereas the median income for all families 
was $14,958
All poverty sta tist ics are computed after cash 
transfer. (1975 data.)

In the nine months since the NCWWW opened its 
off ice  in Washington, D.C., I have attended 
numerous meetings with public interest groups, Ad­
ministra tion officials. Congressional staff members, 
and poor and low income women. Only the latter 
group clearly understands and will ingly  accepts our 
characterization of poverty as a women's issue, the 
rest demand proof.

Here is that proof. For 2 months, we at the 
NCWWW worked with census bureau reports, break­
ing the statistics down in ways rarely done before. 
The results are astounding. However, these figures 
only show that poverty is a women's issue, they do 
not answer the question of why women are poorer 
than men. That topic will be the subject of future 
reports. Our purpose here is to show that our 
characterization of poverty as a women's issue is not 
simply a gut level reaction, but a statement well 
founded in reality and easily documented.

Women, the Poorer Sex is a publication of the National 
Council on Women, Work, and Welfare, 201 Massachusetts 
Ave . N.E , Washington, D C 20002. ©  NCWWW 1978.
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Income Levels
The following data was compiled from 1976 

stat istics and includes all income regardless of 
source received by men and women 14 years and 
older. More than half of these women have a yearly 
income of less than $4,000 while less than one- 
fourth of the men have similar incomes The 
numbers reverse themselves when computing in­
comes of more than $10,000 yearly with 47 6% of the 
men and 12.4% of the women falling into this 
category The median income for women aged 14 or 
older was $3,576 Men of the same age group had a 
median income of $9,426.

• 63.170.000 women age 14 years or older had an 
income.

• 72.775,000 men age 14 years or older had an in­
come

• 53 7% of all women age 14 years or older had an 
annual income under $4,000

• 23 6% of all men age 14 years or older had an 
annual income under $4,000

• 12.4% of all women age 14 years or older had an 
annual income over $10,000.

• 47.6% of all men age 14 years or older had an 
annual income over $10,000

• The median income for women age 14 years or 
older was $3,576.

• The median income for men age 14 years or 
older was $9,426.

Income Level 
and  Marital Status

The figures below were compiled from 1976 data, 
and break down income according to whether or  not 
a spouse is present in the home. For women, the 
presences of a husband in the home makes l ittl e d if­
ference in terms of income level. While more women 
who are single, widowed, divorced or separated have 
an income, the levels of th is income vary lit tle  from 
women who are living with their husbands. This is 
not true for men. Fifty  percent of the 48 million men 
who live with  their wives have an income greater 
than $12,000. This percentage falls to 18% when 
discussing the 22.3 million single, widowed, di­
vorced or separated men.

• 78.0 mill ion women are age 18 years or older.
• 70.3 mi llion  men are age 18 or older.
• 59.7 mill ion or 77% of these women have an in­

come.
• 68.6 mil lion  or 97% of these men have an in­

come.

• 35 4 mill ion or 59% of all women 18 or older 
with incomes have an income less than $5,000

• 17.0 mill ion or 24% of all men 18 or older with 
incomes have an income less than $5,000.

• 4.7 mill ion or 7.8% of all women 18 or older with 
incomes have an income greater than $12,000

• 28.2 mi llion  or 40% of all men 18 or older with 
incomes have an income greater than $12,000 (

• ■ The median income for women age 18 or older
is $3,882

• The median income for men age 18 or older is 
$10,051.

Married Individuals With Spouse 
Present In the Home

• 48.0 m illion  women and men are married with 
the spouse present in the home

• 31 4 million  or 65% of these women have an in­
come.

• 47.8 mi llion  or 99 5% of these men have an in­
come.

• 18 4 million or 58% of these women have an in­
come of less than $5,000

• 6.9 mil lion  or 14 4% of these men have an in­
come less than $5,000.

• 2.2 mill ion or 7% of these women have an in­
come greater than $12,000.

• 24.3 million or 50% of these men have an in­
come greater than $12,000.

• The median income for women in this  category 
is $3,845.

• The median income for men in this  category is 
$12,151.

r

Income Level of Individuals Who are Single, 
Widowed, Divorced, or Separated

• 30.1 mill ion women age 18 or older are either 
single, widowed, divorced or separated from 
their spouse.

• 22.3 mill ion men age 18 or older are single, 
widowed, divorced or separated from their 
spouse.

• 28.2 million or 94% of these women have an in­
come.

• 21 0 mill ion or 94% of these men have an in­
come.

• 16.9 mill ion or 59% of these women have in­
comes less than $5,000.

• 10.2 mill ion or 46% of these men have an in­
come less than $5,000.

A
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• 2.4 mill ion or 8.5% ol  these women have an in­
come greater than $12,000.

• 3.8 million  or 18% of these men have an income 
greater than $12,000.

• It is imposs ible to compute the median income 
for women or men in this category.

Race, Sex 
and Income Level

The following data is based on 1976 figures. It breaks 
down income levels according to sex and race for in­
dividuals age 14 or older. The median income for 
black women in this category is $3,398, for white 
women it is $3,606. Black men have a median income 
of $5,983, while their white counterparts average in­
come is $9,937. It is clear that sex cuts deeper than 
race when discuss ing who lives in poverty in this 
country.

Women
• There are 86.2 million women age 14 years or 

older.
• 63.2 mil lion  or 73% of these women have an In­

come.
• There are 1.5 mill ion non-white women 14 years 

or older.
• There is no data for income levels for this 

group.

White Women
• There are 75.2 million while  women age 14 

years or older.
• 55.0 mill ion or 73% of these women have an in­

come.
• 33.6 million  or 61 % of these women have an in­

come less than $5,000.
• 4.2 million  or 7.6% of these women have an in­

come greater than $12,000.
• The median income for white women age 14 

years or older is $3,606.

Black Women
• There are 9.5 million black women age 14 years 

or older.
• 7.2 million or 75% of these women have an in­

come.
• 4.7 million  or 65% of these women have an in­

come less than $5,000.
• 424,000 or 5.9% of these women have an in­

come greater than $12,000.
• The median income for black women age 14 

years or o lder is $3,398.

Men
• There are 78.8 million men age 14 or older.
• 72.8 million or 92% of these men have an in­

come.
• .9 mill ion men age 14 years or older are non­

white.
• There is no data on income levels of non-white 

males.

White Men
• 70.0 mill ion men age 14 or older are white.
• 65.0 mill ion or 92% of these men have an in­

come.
• 17.6 million or 27% of these men have an in­

come less than $5,000.
• 26.5 mill ion or 40% of these men have an in­

come greater than $12,000.
• The median income for whi te men age 14 years 

or older is $9,937.

Black Men
• 7.9 m illion  men age 14 years or older are black.
• 6.7 mill ion or 84% of these men have an In­

come.
• 2.9 million or 43% of these men have an income 

less than $5,000.
• 1.3 million or 19% of these men have an income 

greater than $12,000.
• The median income for black males age 14 

years or older is $5,983.

Who Uses Me dic aid

• 17.6 million persons received medical benefits 
under the Medicaid program in FY 1974. (This 
figure is of the total reporting states for data on 
sex of recipients. By looking at requests for 
medical vendor payments, 22 million persons 
received medical treatment under Medicaid.)

• 6 million  of these persons were male, or 34% of 
the total.

• 11.4 mill ion women received medical benefi ts 
under the Medicaid program, or 65%.
(1974 data)

Source:
Dept ol HEW
Social and Rehabilitation Service 
Otlice ol Inlormation Systems 
National Center lor Social Statistics 
October 1976
Publication No (SRS) 7703153
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Income Level by Sex and Age

THfe statis tics given below are based on 1976 data 
and include all income regardless of source.  This 
breakdown of income by age and sex shows explicit­
ly that men at every age have significantly higher me­
dian incomes than women. The da ta also 
demonstrates that a woman's income level peaks at 
age 34 (at $5,372), whereas a man's incom e level 
peaks at age 44 (at $14,326).

Women
•  86.2 million are age 14 or older.
• 23.0 million or 27% of these women had no In­

come.
• 63.2 million or 73% of all women age 14 or older 

had an income.
• The median income for all women age 14 or 

older was $3,576.

Ages 14-19:
•  12.4 million women are between the ages of 14 

and 19.
• 6.7 million or 54% of these women had an in­

come.
• - 6.4 million or 95% of those with Incomes had an

income less than $5,000.
• 6,000 or .08% of these women with Incomes 

had an income greater than $12,000.
The median income for this age group was 
$897.

Ages 20-24:
• 9.8 million women are between the ages of 20 

and 24.
• 8.1 million or 82% of these women had in­

comes.
• 4.9 million or 60% of these women with in­

comes had incomes less than $5,000.
• 163,000 or 2% of those with incomes had an in­

come greater than $12,000.
• The median income for this age group was 

$3,839

Ages 25-34:
•  16.4 million women are between the ages of 25 

and 34.
• 14.9 million or 90% of these women had an in­

come.
• 5.6 million or 37% of those women with in­

comes had an income less than $5,000.
• 1.2 million o r8% of these women with incbmes 

had an income greater than $12,000.

• The median income for this age group was 
$5,372.

Ages 35-44:
• 11.9 million women are between the ages of 35 

and 44.
• 8.6 million or 72% of these women have an in­

come.
•  4,2 million or 48%  of these women with in­

comes have an income less than $5,000.

• 1.0 million or 8.4% of these women with In­
comes have an income greater than $12,000.

• The median income for this age group is $5,158.

Ages 45-54:

• 12.0 million women are between the ages of 45 
and 54.

• 8.4 million or 70% of these women have an in­
come.

•  3.4 million or 40%  of these women with in­
comes have an income of less than $5,000.

• 1.1 million or 13% of these women with In­
comes have an income greater than $12,000.

• The median income for this age group is $5,331.

Ages 55-64:
• 10.6 million women are between the ages of 55 

and 64.
• 7.7 million or 72% of these women have in­

comes.
•  4.4 million or 57% of these women with in­

comes have an income less than $5,000.
• 791,000 or 10.3% of these women with incomes 

have an income greater than $12,000.
• The median income for this age group Is $4,054. 

Ages 65-69:
•  4.6 million women are between the ages of 65 

and 69.
• 4.2 million or 91% of these women have an in­

come.
• 3.2 million or 76% of these women with in­

comes have an income less than $5,000.
•  190,000 or 4 .5% of these women with incomes 

have an income greater than $12,000.
•  The median income for this age group is $2,807. 

Age 70 and over.
• 8.4 million women are age 70 and over.
• 7.6 million of these women have an income, 

90%.
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• 6.2 mil lion  or 81% ol these women with  in­
comes have an income of less than $5,000.

• 239,000 or 3.1% of these women with incomes 
have an income of $12,000 or more.

• The median income for this age group is $2,820.

Men

• 78.8 mi llion  men are age 14 or older.
• 6.0 mill ion or 8% had no income.
• 72.8 million or 92% ol all men age 14 or o lder 

had an income.
• The median income for all men age 14 or older 

is $9,426.

Ages 14-19:
• 12.4 million men are between the ages of 14 and 

19.
• 7.4 mil lion  or 59% of these men had an income.
• 6.7 mill ion or 90% of these men with  incomes 

had an income less than $5,000.
• 46,000 men had income greater than $12,000 in 

this  age group The percentage is too small to 
compute.

• The median income for this age group is $1,032. 

Ages 20-24:
• 9.4 m illion  men are between the ages of 20 and 

24.
• 9.0 million or 96% of these men had an income.
• 3.8 million or 42% of these men with incomes 

had an income less than $5,000.
• 974,000 or 10% of these men w ith incomes had 

an income greater than $12,000.
• The median income for th is age group is $5,841. 

Ages 25-34:

• 15.9 million men are between the ages of 25 and 
34

• 15.7 million or 98% of these men had incomes.

• 2.0 million or 12% of these men with incomes 
had an income of less than $5,000.

• 7.6 mi llion  or 48% of these men had an income 
greater than $12,000.

• The median income for this  age group is 
$11,717.

Ages 35-44:
• 11.2 million men are between the ages of 35 and

44.

• 11.1 mil lion  or 99% of these men had an in­
come.

• 1.1 mill ion or 9.9% of these men with incomes 
had an income of $5,000 or less.

• 7.0 mill ion or 63% of these men with  incomes 
had an income greater than $12,000.

• The median income for this age group is 
$14,326.

Ages 45-54.
• 11.3 million men are between the ages of 45 and 

54.
• 11.2 mill ion or 99% of these men have an in­

come.
• 1.3 mill ion or 11% of these men with incomes 

have an income less than $5,000.
• 6.8 mill ion or 60% of these men with  incomes 

have an income greater than $12,000.
• The median income for men in this age group is 

$14,094.

Ages 55-64:
• 9.5 mi llion  men are between the ages of 55 and 

64.
• 9.4 million or 99% of these men have an in­

come.
• 1.8 million  or 19% of these men with incomes 

have an income o f less than $5,000.
• 4.5 million or 48% of these men with incomes 

have an income of $12,000 or more.
• The median income for this age group is 

$11,523.

Ages 65-69:
• 3.6 million  men are between the ages of 65 and 

69
• 3.6 mill ion or 100% of these men have an in­

come.
• 1.4 m illion  or 38% of these men w ith incomes 

have an income of less than $5,000.
• 699,000 or 19% of these men with incomes 

have an income greater than $12,000.
• The median income for this age group is $6,129.

Ages 70 and ove r
• 5.5 million men are age 70 and over.
• 5.5 mil lion  or 100% of these men have an in­

come.
• 29  m illion or 52% of these men with incomes 

have an income less than $5,000.
• 582,000 or 10% of these men have an income of 

$12,000 or more
• The median income for this age group is $4,830.



Poverty Status by Sex 
and Race

of H ead of Household
The follow ing data is from 1975 and looks at families 
living below the Federal poverty line in terms of the 
sex and race of the head of the household. The 
statistics  show that five times as many female head­
ed households live below the poverty line as male 
headed households. They also indicate that being 
female and heading a household is much more likely 
to result in l iving below the Federal poverty standard 
than being a male of any race. This again, supports 
the thesis that poverty is more an issue of  sex than 
race

• 48.8 million fami lies have male headed 
households.

• 30  mil lion  or 6.2% of all male headed 
households live below the Federal poverty line.

• 7.5 mill ion families have female heads of 
households.

• 2.4 mil lion  o'r 32.5% of the female headed 
households live below the Federal poverty line.

• 5.5% ol  all  white male headed households live 
below the Federal poverty line.

• 25.9% of all white female headed households 
live below the Federal poverty line.

• 14.2% of all black male headed households live 
below the Federal poverty line.

• 50.1% of all black female headed households 
live below the Federal poverty line.

• 45% of all families living below the Federal 
poverty line are female headed households

Poverty Status of Children
The statistics given below focus on the number of 
children who live below the Federal poverty line. 
They indicate that more than half of the children liv­
ing in female headed households live in poverty, 
while this is true of less than 10% of the children 
who live in families headed by males. Both figures 
increase for black families, but there are sti ll twice  
as many children living in poverty in white female 
headed households than in black male headed 
households.

• 10.9 mill ion children live below the Feder- 
poverty line; this is 16.8% of all children let 
than 18 years of age

• 125% of all white children live below the 
Federal poverty line.

• 41.4% of all black children live below the 
Federal poverty line.

• 5.3 mill ion children live in male headed 
households below the poverty line; this is 9.8% 
of all ch ild ren living  in male headed 
households.

• 5.6 million children live in female headed 
households below the poverty line, this is 
52.7% of all children living in female headed 
households.

• 8.2% of all white children who live in male < 
headed households live below the Federal ‘ 
poverty line.

• 22.1% of all black children who live in male 
headed households live below the Federal 
poverty line.

• 44.2% of all white children living in female 
headed households live below the Federal 
poverty line.

• 66.0% of all black children living  in female 
headed households live below the Federal 
poverty line.

Income Level 
and Education

The following data is based on 1975 statis tics and 
examines the correlation between education and in- ( 
come level. Many people a ttribute poverty and low 
incomes to lack of education. However, these 
figures clearly show that while more women have 
graduated from high school than men, more of these 
women end up living in poverty than do men with the 
same educational background.

Education Levels by Sex
• 85.0 mill ion women are age 14 or over.
• 8.6 million or 10% have completed only the 

eighth grade.
• 31.9 million  or 37.5% have graduated from high 

school only.
• 40.0% of all women are not highschool 

graduates.
• 77.8 million men are age 14 or over.
• 7 9 mill ion or 10% have completed only the 

eighth grade
• 23.9 million  or 30% of all males have graduated 

from high school only.
• 40.3% of all males are not high school 

graduates.

Educational Attainment of 
Persons L iving Below the Poverty Line

• 10.7 million women age 14 and over l ive below 
the Federal poverty line.
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• 1.7 mil lion  or 14% of these women have only 
completed the eighth grade.

• 2.5 mi llion  or 22% have graduated from high 
school, but have no higher education.

• 66.5% of all women age 14 and over living 
below the Federal poverty are not high school 
graduates.
6.6 mi llion  men age 14 and over live below the 
Federal poverty line.

• 1.0 mil lion  or 15% have completed the eighth 
grade.

• 1.1 million or 16% of these men have graduated 
from high school, but have not received any 
higher education.

• 69.2% of all men age 14 and over living  below 
the Federal poverty line have not graduated 
from high school.

Poverty Population 
by Region

There are 25.9 million persons who live below the 
Federal poverty line. Fifty-seven percent or 14.8 
mi llion  of these individuals live in the North and 
West. Forty-two percent or 11.1 mil lion  live in the 
South. The U.S. Census bureau defines the South as; 
Alabama, Arkansas, Delaware, Dist rict of Columbia, 
c lorida, Georgia, Kentucky, Louisiana, Maryland, 
Mississ ippi , North Carolina, Oklahoma, South 
Carolina, Tennessee, Texas, Virginia, and West 
Virginia. The North/West includes all other states. 
The states considered the South by the Census 
Bureau account for one-third of all the states and 
one-thfrd of the total U.S. population. However, the 
South has more than one-third of the number of per­
sons living below the Federal poverty line.
(All figures are based on 1975 data)

North/West:
• 10.4% of all persons living in the North/West 

live below the Federal poverty line.
• 9.0% of all white persons living  in the North/ 

West live below the Federal poverty line.
• 25.2% of all black persons living below the 

Federal poverty line live in the North/West.
• 5.7% of all persons living  in male headed 

households in the North/West live below the 
Federal poverty line.

• 34.5% of all persons living in female headed 
households in the North/West live below the 
Federal poverty line.

• 5.3% of a ll white persons living in male headed 
households in the North/West live below the 
Federal poverty line.

• 9.3% of a ll black persons living in male headed 
households in the North/West live below the 
Federal poverty line.

• 30.0% of all white persons living in female 
headed households in the North/West live 
below the Federal poverty line.

• 49.1% of all black female households in the 
North/West live below the Federal poverty line.

South:
• 16.2% of all persons living in the South live 

below the Federal poverty line.
• 11.4% of all white persons living in the South 

live below the Federal poverty line.
• 36.6% of all black persons living in the South 

live below the Federal poverty line.
• 10.3% of all persons living in male headed 

households in the South live below the Federal 
poverty line.

• 42.9% of all persons living in female headed 
households in the South live below the Federal 
poverty line.

• 27.9% of all white persons living in female 
headed households in the South live below the 
Federal poverty line.

• 8.1% of all white persons living in male headed 
households in the South live below the Federal 
poverty line.

• 23.2% of all black persons living in male head­
ed households in the South live below the 
Federal poverty line.

• 58.8% of all black persons living in female 
headed households in the South live below the 
Federal poverty line.

Statistical Charac teristics 
of AFDC Recipients

The following sta tist ics provide a profile of the in­
dividuals who receive Aid to Families with Depen­
dent Children (AFDC). Eight million of those reci­
pients are children, almost 3 million are women, 
about 150,000 are men.

• 3.4 mill ion families receive cash assistance 
under the AFDC program.

• 8.1 m illion children are AFDC recipients.
• 236,407 families  have two adult recipients; this 

is 6.9% of the total.
• 2.7 m illion or 78% of the tota l AFDC family  unit 

re c ip ie n ts  are si ng le  pa rent  headed  
households.

• 106,312 or 3% of the total AFDC family unit 
recipients are single male headed households; 
420,098 or 12% of the total have no adult rec i­
pient.
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Age of mothers
• 79.3% of all mothers receiving AFDC are under 

40 years o f age.
• 51.4% of all mothers receiving AFDC are under 

30 years of  age.
• 30.3% of all mothers receiving AFDC are under 

24 years of age.

Work experience of mothers
• 324,989 or 10.4% of all mothers in households 

receiving AFDC payments work fu ll time.
• 178,895 or 5.7% of all mothers in households 

receiving AFDC payments work part-time.

Education
• 23.7% of all mothers in AFDC households have 

a high-school degree.
• 15.6% of all fathers in AFDC households have a 

high-school degree.
• 38.1% of all mothers receiving AFDC cash 

assistance have finished the eighth grade and 
some high school.

• 30.4% of all fathers receiving AFDC cash 
assistance have finished the eighth grade and 
some high-school.

Age of children
• 51.5% of all children who are AFDC recipients  

are 8 years old or younger.
• 32.7% of all children who are AFDC recipients 

are between the ages of 8 and 14.
• 15% of all children who are AFDC recipients 

are over 14 years of age.

Number of ch ildren per AFDC household
• 37.9% of all AFDC households have one child.
• 26.0% of all AFDC households have two 

children.

• 16.1% ol all AFDC households have three 
children

• 20.0% of all AFDC households have four or 
more children.

• 82% of all the children receiving AFDC live in 
single parent households.

• 37.1% of these AFDC single parent families 
have one child.

• 26.3% o f single parent AFDC fami lies have two 
children.

• 16.6% of single parent families have three 
children.

• 19.9% of single parent families  receiving AFDC 
payments have four or more children.

Source:

Aid Io  F amilies  w ith  Dependent Children  
1975 Recip ient Characte ris tics Study 
Part 1. Demographic  and Program Statistics

U S Dept ol  HEW 
Social Securi ty Adminis tra tion 
Ottice  o l Research and Stat ist ics  
HEW Pub No (SSA) 77-11777

Our Sources
1975 Data
Current  Population Reports
Chara cte ristics  of the Population  Below the Poverty level:
1975
U.S Dept of Commerce 
Bureau of the Census 
Series P-60, No 106

1976 Data

Current  Population Reports
Money Income and Poverty Status of Families and Persons
in the U S : 1976
U S Dept of Commerce
Bureau of the Census
Series P-60. No 107
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May 24, 1978

5

Dr. Larry Horowitz t -*
Subcommittee on Health .
Senate Committee on Human Resources
4220 Dirksen Senate Office Building
Washington, D. C. 20510 t

Dear Dr. Horowitz:
The interest of the labor movement in National Health Insurance 

is well known and our zeal in this part of the country is great. We 
would like to display that zeal by participating in the field hearings 
that Senator Edward Kennedy has said will be conducted.

We recommend that Denver be considered for a hearing site. Our 
central location and good transportation facilities' make Denver an 
ideal location to hear a cross-section of views encompassing rural, 
suburban and urban health problems.

I would appreciate notification of dates and places of hearings 
in order to make arrangements for attendance. We look forward to 
working together on this vital need.

Sincerely,

William C. Himmelmann 
President
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Gil Eggleston 
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William K. Gibson 
Paul Gonzales 
James D. Kelly

Robert Knapp 
Helen Nocke 
Troy Richardson 
John Shoffstall 
Jim Silverthorn

Malcolm C. Simmons 
Tracy Smith 
Ross Stinnette 
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Florence Zimmerman
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Senator Kennedy. We will stand in recess.
Let us reconvene and we will put this  on the record.
Dr. Mauksch had an in teres ting comment and I  would like to get it 

on the record.
I t is the prerogative of the Chair to change his mind. [Laughter.]
This is just on the issue of phasing  in.
Dr. Mauksch. I w ant to state why the American Nurses’ Association 

does not favor phasing in. Not only are wTe in possession of statistics 
which show how many elderly people save their needs until they are 
eligible for medicare simply because they cannot afford to have those <
things  taken care of, but by the time they are medicare eligible, these >
needs have increased, multipl ied, and gotten much worse. And the care 
is infinitely more expensive. Ai

Second, if we say tha t we are going to phase in a population of preg- 
nant women and children, I have a very hard time to figure out how 
the determinations would be made.

Does it mean that when a woman is pregnant, she will be part of the 
plan, she will deliver the  baby, and her economic status  cer tainly has 
not changed. Suddenly, she is off wrhen the care she may need, post 
partum care, may be infinitely more important.

Then a couple of years la ter, she becomes preg nant again, and so on 
she goes again. Think of the  money and the book wrork if  we put a per­
son like this on and off the ro lls of the national health insurance plan.

Please do not do phasing in of popula tions. Let us all be eligible.
Senator Kennedy. Thank you.
Good. Excellent.
We will be in recess.
[Whereupon, at 12:07 p.m., the subcommittee adjourned, subject to 

the call of the Chair.]
O
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