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Re: Or. Frederick dies remarks on the President's Medicare plan.

Thomas P. Gill

May 23, 1962

Dr. Giles* remarks, as reported In the press, do little 

to dignify the medical profession. However, he may not he to 

blame for his various Inaccuracies, as he seems to be taking 

most of his material from AMA handouts.

Dr. Giles states: "The King*Anderson Bill would Increase 

the tax on workers to provide benefits for millions able to 

take care of themselves."

Yes, the bill would Increase the social security tax 

on workers**by about one dollar a month. In exchange for this 

modest payment the worker would get reasonable security against 

disastrous hospital bills during his retirement. He buys this 

security just like he buys life Insurance; It Is his as a 

matter of right.

Dr. Giles states the President's bill "••.would damage 

the quality of medical care."

The doctor apparently doesn't try to explain this foolish 

assertion. How, indeed, does insuring the payment of hospital 

bills "damage the quality of medical care”?

The doctor states that the bill would "interfere with 

the physician*patlent relationships."

The bill specifically states that there is to be no 

interference with the doctor*patlent relationship. How can



paying a person*3 hospital bills in any way result in such 

interference?

Dr. Giles supports the Kerr-Mills bill of I960, and 

indicates that this bill is adequate.

He neglects to say that only about 4 persons out of a 

thousand over age 65 received any benefits under that bill 

throughout the country last year; he forgot to say that the 

benefits available vary widely from state to state depending 

on their wealth and the provisions of their local law; he 

forgot to mention that the bulk of the medical benefits under 

Kerr-Mills have gone to three states only, Massachusetts, Mew 

York and Michigan; he apparently dossn* t know that the estimated 

cost of the Kerr-Mills bill to the Federal government during 

fiscal 1963 will be over 400 million dollars and to the parti­

cipating states over 340 million dollars.

Wo certainly hope that in the future Dr. Giles will spend 

more time with the facts and less with the colorful phrase.
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Isle Doctor Attacks
Kennedy's Health Plan
Dr. Frederick L. Giles, 

head of the Hawaii Medical 
Association, today attacked 
President Kennedy’s medical 
care proposal as full of “gim­
micks and booby traps.”

Dr. Giles accused the spon­
sors of the measure, known 
as the King-Anderson bill, 
of “willfully-misleading peo­
ple when they imply the bill 
would solves, .the medical 
problems of the elderly.”

Giles’s statement was

prompted by a national tele­
cast made by Kennedy in 
New York on Sunday to whip 
up support for the legisla­
tion.

The telecast was carried 
by KGMB-TV last night.

Giles contended that the 
King - Anderson proposal 
would cover less than 25 per 
cent of the cost of health 
needs for the elderly.

He also labeled the propo­
sal as “merely the begin­
ning.
MORE TAXES

“The King - Anderson Bill 
would increase the tax on 
workers to provide benefits 
for millions able to take care 
of themselves.

“It would damage the 
quality of medical care.

“It would interfere with 
the physician-patient rela­
tionships and would initiate 
the government control of 
doctors.”

Giles coupled his attack 
on the King-Anderson meas­
ure with support of the Kerr- 
Mills measure approved by 
Congress in 1960.

“That law is operating now 
in 28 states, including Ha­
waii, where it assures un­
limited care to all in need in 
contrast to the limited hos­
pital care—and government 
control of physicians therein 
—offered by the King-Ander­
son scheme,” he said.

Giles concluded by label­
ing some of the provisions of 

.the Kennedy-backed bill as 
“merely another of the traps 
for the unwary.” .



Kennedy Takes
Aged Care Fight 
To Pubhcjjpday

WASHINGTON (UPI) - 
President Kennedy will per 
sonally lead today wha 
promises to be the biggesi 
single grass-roots rallj 
ever staged on behalf of 2 
bill pending in Congress.

The object is to build uj 
back-home pressure on Con­
gress to enact Kennedy’s 
program of medical care 
for the elderly financed by 
increased social security 
taxes.

Backers of the ’bill' will 
take part at rallies in New 
York’s Madison Square Gar­
den and auditoriums in 29 
other cities this afternoon.

* • *

KENNEDY WILL speak 
to all of then; over nation­
wide television and radio 
from the Madison'' Square 
Garden event.

This will signal the start 
of an all-out drive by the 
Administration to extricate 
Kennedy’s medical care bill 
from the House Ways and 
Means Committee, where it 
has been stalled for more 
than a year, and win con­
gressional passage before 
the November elections.

The crucial showdown 
vote in committee probably 
will come early in June. 
Kennedy and his aides are 
confident they can win com­
mittee approval and then 
House and Senate passage.

♦ * *

HELPING TO arrange the 
nationwide rally are leaders 
of organized labor who five 
years ago initiated the drive 
to include medical care un­
der the Social Security sys­
tem; and the National Coun­
cil of Senior Citizens, which 
has organized last fall to 
help stir support fo> Ken­
nedy’s bill. The coun^^ow 
claims to have moraapan 
600,000 members, mere' 
affiliated through moff fen 
700 local clubs and orgam^ 
tions.

All three major networks 
plan to televise the Presi-

. ....... .

Channels 2, 7, 
and II will carry Kennedy’s 
address next Saturday at 
noon. The AMA’s answer 
will be carried on the same 
station Sunday, June 3, at 
6 p.m.

^ „„ \ ------------ ’ " ~ ’K- —™~w

dent’s speech free as a pub­
lic service program.

The American Medical 
Assn., spear-heading the 
fight against the legislation, 
has bought 30 minutes of 
network time for NBC to 
answer the President the 
next day.

t NOT SINCE the advent of 
.television has there been 
^ny “legislative rally” com­
parable to the kind of “open 
circuit” TV program being 
planned on behalf of Ken­
nedy’s bill. Both political 
parties have, of course, used 
“closed circuit” TV to 
whoop up crowds to fund­
raising dinners.

The rally is being held in 
the afternoon rather than 
the evening because the Na­
tional Council of Senior 
Citizens believes that many 
aged persons dislike going 
out at night. This will tend 
to hold down the size of the 
National television audience, 
but help to insure bigger 
crowds at the rally.

Those hearing Kennedy 
personally at Madison 
Square Garden are being 
charged $1 a ticket for seats 
inside and 50 cents for seats 
in the streets outside. The 
National Council of Senior 
citizens, headquartered 
here, Reports that all of the 
20,000 .$1 tickets and some 
of 50 cent tickets al- 
ready’-^re sold.
I * * *

HKe WILL be no ad- 
'mission charge for the oth­
er rallies. The others will 
speak before Kennedy goes 
on at 4 p.m.



Emotional Appeal 
In Medicare Issue

address a big 
for the aged

Bennion

FRED W. BENNION 
Director, 

Tax Foundation 
Of Hawaii

Today, the President is 
scheduled to 
health care 
rally in 
New York, 
with simul­
taneous ral­
lies sched­
uled in 
about 20 
other cities 
across the 
country.

These 
meetings 
may be ex­
pected to trigger a concen­
trated grass-roots push for 
action this year on the King- 
Anderson Bill (H.R. 4222 - S. 
909), or some modification 

! of it acceptable to the Ad­
ministration.

There is no doubt that 
this issue, like so many oth­
ers, has an emotional ap­
peal. But there are many 
facts which citizens need to 
consider in determining a 
position on a proposal 
which, under any of the ap­
proaches thus far advanced, 
will certainly cost billions.

A FEW FACTS: Adminis­
tration sources have estima- 
ed the costs of the compul­

by increasing the taxable 
wage base to $5,200. Not al­
ways mentioned, however, 
is the effect of this increase, 
when piled on top of already 
scheduled social security tax 
rate increases. In 1968 the 
combined tax rate would rise 
to 9.75 per cent applied 
against the $5,200 wage base.

There is evidence that 
many citizens believe the 
plan would provide full med­
ical coverage. It will not 
defray most medical expens­
es encountered by persons 
over 65. ’

Rising medical costs are a 
serious problem. But there is 
no magic about a compul­
sory medical care system in­
volving government adminis­
tration. The costs will in­
crease due to the hiring of 
a small army of govern­
ment clerks and supervisors 
to administer the program.

sory medical care program, 
in benefit payments and ad­
ministrative expenses, 
would total about $1.1 billion 
in the first full year of the 
program, and about $2.6 bil­
lion by the year 2000. Oppo- 
ponents dispute these esti­
mates. The Health In­
surance Association of 
America estimates the first 
full-year costs would be $2.2 
billion, and by 1983 the an­
nual cost would be $5.4 bil­
lion. The New York Board 
of Trade has estimated the 
first year cost at $2.8 billion.

Benefit payments under 
the social security program, 
the record shows, are sev­
eral times greater than orig­
inally were estimated.

Over the years, partic­
ularly in election years, Con­
gress regularly has voted 
benefit increases, expan­
sions, and extensions of cov­
erage. Is there any reason 
to expect there would be any 
different experience with 
the proposed medical pro­
gram?

* • •
ACCORDING to the AJ- 

ministration, the medical 
plan would be ( .arely self­
financed ” a social secur­
ity tax i ease of one-quar­
ter of one per cent on em­
ployers and employes and



The Case for and Against Federal Medicare Plans
THE ASSOJ^Ep PRESS 

Exactly wo^^^te pro­
visions of
son Bill? Whatnealth plans 
are available to the elderly 
right now? What are some 
of the alternative plans pro­
posed in and out of Con­
gress? What’s the case for 
and against King-Anderson?

Let’s consider these ques- 
tmns in sequence.

The Bill
It would provide certain 

types of medical care for all 
people 65 or older who are 
entitled to monthly benefits 
under the Social Security or 
Railroad Retirement sys­
tems.

Those eligible would get:
Inpatient hospital service 

for up to 90 days—after they 
have paid the first $10 a day 
for up to nine days and after 
they have paid a minimum 
of $20.

Skilled nursing home serv­
ices for up-to 180 days—pro­
viding the patient first is 
treated in a hospital.

Outpatient hospital diag­
nostic services — after the 
patient has paid the first $20 
of the charge for each diag­
nostic study.

Home health services for 
up to 240 visits during a 
calendar year, including in­
termittent nursing care, 
therapy and part - time 
“home-maker” - services.

Not covered, under King- 
Anderson would be physi­
cians’ a^d> dentists’ fees, the 
cost ^o^drugs.&and certain 
°^er^^^ items.

slices would 
be finsric^d^y/an increase 
in SocwnSecurity taxes in 
this manner:

The taxable earings base 
(that is, the part' of ^our 
salary on which you pay So­
cial Security taxes) would be

raised from the present $4,­
800 to $5,200.

Payroll contributions from 
the employee and the em­
ployer would be raised % of 
1 per cent and from the self­
employed % of 1 per cent, 
beginning in 1963.

For example, a person 
earning $5,200 a year would 
contribute $13 a year to the 
health insurance fund and so 
would his boss—a total of 
$26 a year.

Health Plan
What health plans are 

available to elderly persons 
right now?

The Kerr-Mills Law, in 
effect since October, 1960, 
provides a wider range of 
benefits (including physi­
cians’ and dentists’ fees) for 
fewer people than King-An­
derson.

(The bill was co-authored 
by Representative Wilbur 
Mills, Arkansas Democrat, 
and Senator Robert S. Kerr, 
Oklahoma Democrat. Mills is 
chairman of the House Ways 
and Means Committee.)

Kerr-Mills provides finan­
cial aid through Federal- 
state funds for persons 65 
and over who do not qualify 
for old age assistance yet are 
unable to pay medical bills. 
These are the “medically in­
digent.”

The states lay down the 
rules for the programs and 
the Federal government pays 
from 50 to 80 per cent of the 
cost.

Aid is available only to 
persons whose incomes do 
not exceed $1,800 a year or 
$2,800 for a couple. Recipi­
ents are required to pass a 
test of means.

Senate Minority Leader 
Everett M. Dirksen of Illi­
nois says the Kerr-Mills pro­
gram “is moving along tol­
erably well and it should do

the job when we get 
bugs out of it.”

But Senator Clinton 
Anderson, New Me 
Democrat, co-author 
Representative. Cecil 
California Democrat 
King-Anderson; says

the

h

Kerr-Mills program “has ho 
been doing the job we hoped 
it would.

“The problem is,” he says, 
“that the states lack the fi­
nancial capacity to make 
Kerr-Mills really adequate.”

While 25 states and terri­
tories have put the program 
in effect, says Anderson, 92 
per cent of the benefits are 
being paid in three states, 
New York, Massachusetts 
and Michigan.

Hawaii Statistics
(Hawaii aids about 400 to 

450 persons a month thrdugh 
the Kerr-Mills program, ac­
cording to the State Depart­
ment of Social Services.

(They are referred by doc-
tors or hospitals or can | 
apply direct to the State for | 
help in paying their medical | 
bills. This is in-addition to I
another 1,300 aged people 
cared for under the general 
state welfare program. The 
Kerr-Mills people received 
medical aid only.)

Two voluntary, non-profit 
health insurance plans for 
the aged have been proposed 
by the American Medical 
Association (A.M.A.) and tb© 
American Hospital Assoc! 
tion (A.H.A.).

They were announc 
within a few days of ea 
other last January, leadi 
Representative King to co 
ment that it looked like 
desperation move to defea 
the King-Anderson Bill.

The A.H.A. plan, which 
would operate in conjunc­
tion with Blue Cross, would 
be partly financed by the 
Federal government but the

program would be under pri­
vate control.

Its sponsors say the pro­
gram would provide hospi­
talization, nursing home care 

certain other services at 
■low cost — or free to 
e unable to pay.

Blue Cross officials esti-

Radio-Television Talk
Tomorrow by President

President Kennedy turns up the heat to­
morrow on a massive bid to win adoption 
of his program of giving medical care for
the aged through Social Security.

This and the tariff fight look like the two f 
big battles he will wage between now and | 
the adjournment of the present Congress | 
this summer

The President tomorrow will speak on J 
radio and TV from a Madison Square Gar- | 
den rally in New York City which is the | 
centerpiece of more than 30 meetings J 
throughout the nation called to drum up 
public support.

| On this page, from the Associated Press 
| and United Press International, are some 
| background facts to help you understand 
| the battle that may affect you more than

1

| you now suspect.
^'^^x^^

mate the minimum premi­
ums might run from $10 to 
$12 a month per person.

I ^.MA-
L B4ue*Shield Plan
m^Hl^l.A. plan, in co-op­

eration with Blue Shield, 
would cover surgery, X-rays, 
some hospital or nursing 
home visits by doctors and 
other services. It would not

to

seek any Federal subsidy.
It would be available to 

single persons over 65 with 
an annual income of $2,500 
or less and to married cou­
ples with incomes of $4,000 
or less. Estimated cost of 
premiums: as low as $3 a

month per person.
The Health Insurance In­

stitute counts more than 136 
million persons — about 
three-quarters of the popu­
lation—as covered by some 
form of private health in­
surance plans.

It figures that approxi­
mately 53 per cent of the 
non-institutionalized aged 
over 65 had some form of 
voluntary health insurance 
at the end of 1961 and that 
the elderly are buying it at 
a faster rate than any other 
segment of the population.

The institute says 1,300 or­
ganizations are in the health 
insurance business, includ­
ing some 880 insurance com­
panies, 78 Blue Cross plans, 
69 Blue Shield plans and

। more than 300 independent 
I plans in industry, communi­
ty and college.

The Case For
What arguments have been 

advanced in favor of King- 
Anderson? .

President Kennedy has put 
it this way:

“Among those of us who 
are 65—16 million today in 
the United States—go to the 
hospital more often and stay 
longer than their younger 
neighbors.,

“Their physical activity is 
limited by six times as much 
disability as the rest of the 
population.

“Their annual medical bill 
is twice that of persons un­
der 65—but their income is 
only half as high.

“Today, only about half 
our aged population has any 
health insurance of any kind 
—and most of these have in­
sufficient coverage.

“This program, of course, 
would not interfere in any 
way with the freedom of 
choice of doctor, hospital or 
nurse.

“It would not specify in 
any way the kind of medical 
or health care or treatment 
to be provided.”

Proponents of King-Ander­
son say current plans, in­
cluding Kerr-Mills, are in­
adequate. .

“No commercial carrier, 
either singly or in groups,” 
says King, “can give the 
great majority of the older 
people what they need for 
what they can afford to 
pay.”

As to the effectiveness of 
Kerr-Mills, says Anderson, 
only 4/10 of 1 per cent of 
the nation’s 16 million peo­
ple 65 and older so far are 
receiving help under its pro­
visions.

The Case Against
Opponents, led by the 

American Medical Associa­
tion, contend the plan would 
be a start toward socialized 
medicine which would en­
danger professional free­
dom and lower medical 
standards.

Dr. Leonard W. Larson of

Bismark, North Dakota, pres- , 
ident of the A.M.A. which 
claims 180,000 doctor-mem- I 
bers,, says King-Anderson 
would make the Secretary of 
Health and Welfare “literal­
ly .. . »the czar of American 
medicine.”

Foes also assert that King- 
Anderson would cost $5.4 
billion annually by 1983, 
compared with the Kennedy 
Administration’s estimate of i 
$2.5 billion by 1990.

Opponents also say they 
doubt that the economic 
status of the aged is as tough 
as painted by supporters of 
King-Anderson.

“In many respects,” says 
the A.M.A., “the aged are 
better off than any other 
group. ‘

“Their liquid assets are 
higher and have risen faster 
than any age group.

“Hospitals report they 
have less difficulty obtain­
ing payment from patients 
over 65 than from younger 
patients.”

Representative Curtis 
maintains current plans are 
adequate to care for the 
aged. He has inserted in the 
congressional record what 
he called a comprehensive 
list of “guaranteed lifetime 
health insurance programs” 
now available. The list took 
10 pages. ’

“It is a tragedy,” says 
Curtis, “that the Depart­
ment of Health, Education 
and Welfare does not help 
in disseminating the good 
news of the health insurance I 
that is available in our so- I 
ciety so that our people can I 
avail themselves of it. . .” I

The Outlook
At least 20 state medical 

societies are planning to 
send representatives to 
Washington to voice their op­
position to King-Anderson.

On the other hand, A gpe- 
cial task force led by Assist- ■. 
ant Secretary of Health, Wei- - 
fare and Education Wilbur J. - 
Cohen has been gathering all 
available information favor­
able to the bill as ammuni-'. ' 
tion to use before Congress.
. House Speaker John Me-. - . 
Cormack, of Massachusetts, 
has expressed optimism 
about the bill’s chances in 
the House. He said congress­
men ‘returning from their 
easter vacation reported pub­
lic sentiment was overwhelm­
ingly in favor of the plan.

Dr. Larson contends, on . 
the other hand,. that more . 
and more people, including . . 
elderly citizens, are switch­
ing from support to opposi- . 
tion.

Congressional observers 
generally believe the pros- ■ 
pects for the bill’s release for 
floor action by the Ways and 
Means Committee have - 
brightened in the past few 
weeks. - -

Now Administration strat­
egists figure public pressure - 
might, swing a few crucial 
votes in Ways and Means— 
one reason why the Presi- - 
dent, a recognized political 
charmer, is stepping in per- ? 
sonally. - •



FROM THE OFFICE OF
SENATOR PAT. McNAMARA
UNITED STATES SENATE FOR RELEASE: MAY 18, 1952

WASHINGTON 25, D. C.

COMPARISON OF HEALTH INSURANCE PROPOSALS

Senator McNamara, Chairman of the Special Committee on Aging, today- 

released an analysis of the provisions of six major health insurance proposals 

for older persons now pending before the Congress.

"I believe that members of the Congress, the press and others concerned 

with the issue of health insurance will find this Committee Print most 

helpful," Senator McNamara said. "It sets forth in easily comparable chart 

form the provisions of S. 909 (the Administration’s King-Anderson bill);

S. 65 (McNamara); H. R. 94 (Holland); S. 2664 (Javits); H. R. 11253 (Lindsay); 

and H. R. 10755 (Bow).

"For each of these measures, the publication compares ’The Method in

Brief*; ’Eligibility*; *Benefits*; ’Financing*; ‘Costs’; and ’Administration.’"

Copies of the Committee Print, entitled ‘Comparison of Health Insurance Proposals 

for Older Persons, 1961-62” can be secured from the office of the Special Committee on 

Aging, Room 132, Senate Office Building, Washington, D. C., Phone Capitol 4-3121, 

ext. 5364.

#######



Senate
THE FARMER AND THE PRESI­

DENT’S HEALTH PROGRAM

Mr. McNAMARA. Mr. President. I 
hope and expect that in a very few weeks 
the House and the Senate will be con­
sidering the King-Anderson bill and re­
lated legislation calling for a Federal 
program of hospital insurance for Amer­
ica’s older people.

For months, now, we have heard dis­
cussion of it. Press, radio, and television 
have devoted much attention to it. The 
public has argued its pros and cons.

Yet, throughout all this discussion, one 
most important facet of the problem 
seems to have gone- wholly unnoticed.

It is simply this.
Rural America needs Federal hospital 

insurance even more than does urban 
America. Passage of the King-Anderson 
bill will mean even more to farmers— 
young as well as old—than it will to city 
people. Whereas legislators identified 
with great metropolitan centers have 
been foremost in advocating this legisla­
tion, it is those Representatives and Sen­
ators whose constituency is primarily 
rural who should be asserting leadership 
in this great cause. It is their constitu­
ents who need it most, who would benefit 
most from it, and who will suffer most 
should it fail to pass.

Why do I say this, Mr. President?
Briefly stated; it is because of what 

the subcommittees of our Special Com­
mittee on Aging found in recent months 
as they conducted hearings, not in our 
great cities only, but throughout the 
length and breadth of our country and 
especially in its smaller communities. 
These things we found. Ten good rea­
sons for rural America’s demanding hos­
pital insurance for its older people.

First, the percentage of older people is 
higher in much of rural America than it 
is in our cities. And this percentage is 
increasing. Already more than 5 mil­
lion, nearly one-third, of our elderly live 
on farms or in small towns. In many 
rural towns they make up close to one­
fifth of the population. And as the 
young leave and the elderly stay or re­
turn, the ability of the local community 
to support the elderly is more and more 
impaired.

Secondly, cash incomes are lower in 
rural areas. Average cash incomes are 
less than half those of urban areas. And 
modern hospitals cannot accept barter 
as payment for hospital bills.

Moreover, cash assets on which to draw 
in an emergency are relatively low for 
farm families who have their savings tied 
up in farms and equipment.

Another reason is found in the fact 
that elderly farm families suffer more 
disabling and longer lasting illnesses 
than do elderly townfolk yet, under 
today’s system, they get less care.

A fifth reason is that, while private 
health insurance is altogether inade­
quate for most older city folk, farmers 
have even less; it is of poorer quality: it 
costs more; it pays less of the bill.

Sixth, our older farm families spend 
an even higher percentage of their low 
incomes for medical expenses than do 
city people.

Seventh, younger farm families are at 
a serious disadvantage in paying for 
health care of their older people, either 
directly or through taxes.

Eighth, rural hospitals are in even 
greater need of the assured income 
which a Federal plan would provide than 
are city hospitals and they need it badly

The ninth reason is that the Kerr- 
Mills Act as a substitute for a Federal 
insurance program is even less success­
ful and far more burdensome for farm 
people than for those in our cities. 
About half of our 5 million older farm 
people live in States than cannot afford 
or do not have a Kerr-Mills program of 
Medical Assistance for the Aged, even 
though they are required to pay Federal- 
taxes for it. Eighty-eight percent of all 
Kerr-Mills funds are now being spent in 
four great metropolitan States—New 
York, Massachusetts, Michigan, and 
California—where fewer than 14 percent 
of our rural aged live.

Finally, the means test incident to a 
charity program—repugnant as it is to 
most city people—is more distasteful to 
proud and independent farm folk. The 
reason is that in the city, the man 
forced to plead poverty and beg help for 
himself or his aged wife, can take refuge 
in anonymity, can merge his identity 
with that of hundreds of others in an 
office removed from his home and neigh­
bors and before a social worker who is a 
stranger to him and his. In a rural 
community, such a confession of failure 
and need must be made before one’s 
neighbors and friends. It is truly a most 
shameful and humiliating burden to ask 
a farmer and his wife to take on in their 
declining years.

Those, Mr. President, are the reasons— 
10 excellent reasons—why the farmers 
of our country, more than anyone else, 
need a program of hospital insurance 
for the elderly. They are many, they 
are cogent, they are persuasive. I have 
merely set them forth. I shall explain 
each of them further in a moment. Let 
it suffice, at this point, to say that when, 
a few years ago, we visited and studied 
the problems of our country’s older peo­
ple in such cities as Boston, San Fran­
cisco, Miami, and Detroit, we came away 
convinced that the greatest need of our 
older people was for a means of lifting 
from their minds the fear of the costs 
of illness. We were convinced, too, that 
this could be done only through a plan 
which would be uniform throughout the 
Nation; which would not impose new 
burdens on local tax resources; which 
would preserve the dignity, the justified 
and essential pride of Americans in their 
last years of life.

What we found in our cities then, was 
again found during the last year in our 
rural areas and our smaller communi­
ties. The problems were the same. 
They were different only in emphasis and 
in intensity. Our cities need a program 
of hospital insurance for their older peo­
ple. Our rural areas need it even more. 
To the retired city worker, such a pro­
gram will mean much. To the retired 
farmer it will mean still more.

Originally, social security was framed 
in terms of the urban worker. It is not 
strange, therefore, that its logical exten­
sion to meet a great new need should 
have been championed first by men of 
the cities. But social security was ex­
tended to the rural areas. It has proved

a boon to the farmer. Its extension to 
help defray the costs of hospitalization 
for our older people will prove of great 
benefit to rural America. I urge those 
who, in these halls, have stood forth as 
the champions of the farmer to make 
common cause with those from our cities 
in behalf of a bill which is needed for 
all of our people.

Mr. President, I ask unanimous con­
sent to have set forth as an appendix 
to these remarks, a table which makes 
clear the truly significant extent to 
which our social security program has 
already reached into our most rural 
States—clear proof of the importance to 
our rural aged population of the pro­
posed extension of the social security 
program. I ask consent also, to include 
a more definitive explanation of the 10 
points I made above—the 10 reasons why 
our hospital insurance program will be 
good for rural America.

There being no objection, the expla­
nation and table were ordered to be 
printed in the Record, as follows:
The Importance of Social Security Hos­

pital Insurance to Rural America 
our rural population is old

Of the total population in rural areas, 9.3 
percent were 65 and older at the time of the 
1960 census—only a slightly higher propor­
tion than the urban percentage of 9.2. But 
in rural places of 1,000 to 2,500, the aged 
made up as much as 12.2 percent of the total 
population; in many of these small towns, 
1 out of 5 persons is past 65.

More than l/3 million of the rural aged 
live on farms. While the farm population of 
all ages is rapidly declining, there has been 
an increase in the number of aged classified 
as living on farms. Estimates for April of 
1960 and 1961 show a drastic decline of nearly 
1 million in the farm population (from 15.7 
million to 14.8 million). Over the same year, 
the farm population aged 65 and older rose 
by more than 40,000 (from 1,326,000 to 1,369,­
000). In a single year, the aged as a percent 
of the total farm population increased from 
8.5 percent to 9.2 percent.

incomes are lower in rural areas

The average money income of farm fam­
ilies is less than half that of urban families.

Among the aged, the rural-urban differ­
ence is less great—due in part to increasing 
importance of social security retirement ben­
efits. But even among those 65 and over, 
the median money income in 1960 for per­
sons living in rural farm areas was only $740, 
more than $200 less than that for all persons 
65 and over. Among income recipients, the 
medians were $895 for the rural farm group 
and $1,150 for all aged.

In the course of our Senate hearings, we 
were repeatedly reminded that national 
averages with regard to retirement income 
can be very misleading as far as the incomes 
of the rural aged are concerned.

The findings of an intensive study on the 
resources and income levels of farm and 
nonfarm households, in 10 rural counties 
in the Eastern Ozarks section of Missouri 
were reported to the Committee. In those 
farm households where the principal bread­
winner was 65 years or older, 45 percent had 
annual family incomes of less than $1,000, 
and 82 percent had incomes of less than 
$2,000. For the rural nonfarm households 
whose heads were 65 years of age or older, 
29 percent had incomes of less than $1,800 
and 93 percent had less than $2,000'. In 
rural Florida, the situation is even more 
acute, the committee learned, with about 66 
percent of retired families receiving less than 
$1,000 and 93 percent receiving less than



52,000 a year in income. These retirement 
income figures contrast sharply with the 
median income of $2,530 for all two-person 
families with an aged head.

Rural families can be expected to have 
more noncash income than urban families. 
Home-ownership is high in rural areas and 
there is more opportunity to grow food for 
home consumption. Increasingly, however, 
even the farmers are producing less of their 
own food and depending more on purchases 
than they used to. And it must be remem­
bered that in today’s economy these items 
of nonmoney income are not acceptable in 
payment of hospital bills.

ASSETS ARE LOW

Nearly half of all rural families—young 
and old combined—own less than $5,000 in 
total assets, including the value of home­
ownership. Agricultural workers and others 
living in rural areas have difficulty in ac- 
cumlating assets over a lifetime charac­
terized by low incomes. On retirement, farm 
families are likely to have a good part of 
their assets tied up in the farm and in farm 
operations.
MEDICAL EXPENDITURES CLAIM MORE OF THEIR 

RETIREMENT DOLLARS

Farm families with ar. aged head spent 
13 percent of net family Income in 1955 for 
medical expenses—over and above any costs 
defrayed by health insurance—for physi­
cians, dentists, surgeons, hospital care and 
medical insurance premiums. This level of 
spending makes serious inroads into the re­
sources available for other essentials Which 
families must buy, even when some of their 
food and housing is farm furnished. The 
average aged farm family with net cash for 
the year of less than $1,000 spent as much 
as 20 percent of its income for the medical 
items listed (items which on the average 
accounts for two-thirds of the total medical 
care dollar).

Expenditures for medical insurance aver­
aged $76 for older farm families, in com­
parison to $62 (in 1955 dollars) for older 
urban families, reflecting the lesser avail­
ability to farm families of group or group- 
conversion insurance, so that they must pay 
the higher cost of policies issued on an in­
dividual enrollment basis.
THEY HAVE MORE DISABILITY BUT LESS MEDICAL

CARE

Nearly half (48 percent) of all aged per­
sons residing in rural areas have chronic 
conditions which limit their activity 
Among the urban aged the proportion is 39 
percent.

Bed disability days per person per year 
average 17.0 for the rural farm aged in 
contrast to 11.8 for the urban.

Yet the rural group receives less medical 
attention: an average of 6.4 physicians’ vis­
its per person per year as compared to 6.9 
for the urban. Use of hospitals by the rural 
farm group was also lower. The National 
Health Survey study of discharges from 
short-term hospitals yields an average of 192 
days for every 100 aged in urban areas, some 
40 percent above the average of 136 days 
per hundred for the rural farm aged.
THEY HAVE LESS PROTECTION THROUGH HEALTH 

INSURANCE
According to the National Health Survey, 

only 28 percent of the aged in rural farm 
areas had hospital insurance in 1959, in 
comparison to 41 percent in rural nonfarm 
areas and 51 percent in urban areas.

Among the urban aged, most of the in­
surance was with the nonprofit Blue Cross 
and Blue Shield plans. But among those 
in rural areas, where community and group 
enrollment is not usually available, the bulk 
of the insurance was on a commercial basis.

indicating that much of it was through 
individual policies with high costs, poor 
benefits, or both.

The insurance carried by the rural aged 
meets a smaller part of the hospital bill 
than in the case of the urban aged. Based 
on a National Health Survey study of dis­
charges from short-stay hospitals from July 
1958 to June 1960, only 33 percent of the 
rural farm aged, but as many as 57 percent 
of the urban had some part of the hospital 
bill paid by insurance. Of those where in­
surance paid part of the bill, the fraction 
paid was less than three-fourths in 40 per­
cent of the urban discharges and in 47 per­
cent of the rural farm discharges.

A recent North Carolina survey of retired 
farmers found that almost three-fourths of 
them had no health insurance coverage; of 
those not covered, close to half said it was 
because of the high cost.
THE SIGNIFICANCE FOR YOUNGER FAMILIES AND 

FOR THE RURAL ECONOMY

That the aged in rural areas have much 
to gain from the President’s proposal is ob­
vious from these basic facts about their 
health and economic status.

What then would the proposal mean to 
our younger farm families and to the rural 
economy in general?

The relatively low income position of 
families in rural areas means that, they are 
a,t a serious disadvantage in helping to fi­
nance the medical costs of the older popula­
tion, either as children of aged parents or, 
as taxpayers, for older people living in the 
-community. Rural workers are already 
heavily burdened with health costs which 
.'claim a relatively large proportion of their 
family expenditures.

These costs, and the costs of any savings 
put aside for their own old age must usually 
be borne out of their own pockets, without 
the help of the tax-free employer contribu­
tions which characterize industrial employ­
ment. Expenditures for the education of 
their children come high when assessed 
against the low cash incomes of rural 
families.

The load which rural families now carry 
for health costs of the aged, through their 
taxes and through their expenditures for 
older members of the family, would be 
lightened by the administration’s proposal. 
At the same time, the proposal provides a 
means for farmers and other rural workers 
to participate—with all other workers in the 
Nation—in a group hospitalization plan that 
assures them protection in their own old 
age. Because their cash incomes are low, 
their contributions would be relatively small. 
Yet these contributions would purchase ex­
actly the same benefits available to a worker 
paying the maximum contribution rate.

Rural localities—and indeed entire 
States—have been wrestling for many years 
with the problems of financing health costs 
for their aged and other needy persons. In 
some of our most rural counties, as many as 
6 or. 7 out of every 10 people over 65 are on 
old-age assistance. In these same areas, 
there may be virtually no provision for public 
assistance medical care. Despite the avail­
ability of Federal dollars, the State is unable 
to raise the revenue needed for its share.

Hospital beds go unused in rural areas, 
not because there is less need for hospitaliza­
tion, but because of financial inability to pay 
the costs.

Many rural areas have built modern hos­
pitals that serve as the center for a wide 
variety of outpatient diagnostic and other 
health services. An analysis of the Hill-Bur­
ton hospitals built in the last 10 years or so, 
indicates that two-thirds of the general hos­
pital beds are in rural areas, towns or small 
cities. The President’s health Insurance pro-

Jposal provides a means for continued fina 
cial support of these facilities.

KERR-MILLS
The Kerr-Mills program of medical assist­

ance for the aged, important as it is poten­
tially in protecting those who are medically 
needy, cannot solve the problem of medical 
care for rural America’s aged. About half of 
our 5 million people over 65 who reside in 
rural areas are in States which do not have 
programs of medical assistance for the aged. 
But more significantly, even where these pro­
grams are in effect in our more rural States, 
they are extremely limited in their benefits 
and most strict in their eligibility require­
ments. Eighty-eight percent of the funds 
being spent on MAA are expended in Massa­
chusetts, New York, California and In my 
own State of Michigan. But 86 percent of 
our Nation’s rural aged population live out­
side these four States and gain nothing from 
their relatively comprehensive programs.

Even if it were not for the fiscal realities 
that argue against basic reliance on the 
Kerr-Mills approach in rural areas, the pub­
lic assistance method has two drawbacks 
that are especially serious in relation to our 
rural population.

Public Assistance medical care can never 
meet the needs of those migratory farm 
workers who are unable to meet a residence 
requirement, even though liberally defined in 
terms of intent rather than duration of 
residency. This often throws a financial 
burden on the rural community hospital 
which must, of course, be picked up by local 
residents.

The fact that public assistance requires a 
test of need (we can argue till doomsday over 
whether this is a means test, a pauper’s oath, 
or merely a statement of income—by what­
ever name, I find it objectionable) has the 
effect of excluding some persons from medi­
cal care that they need. In rural areas, this 
will commonly be the farmer, the “back­
bone” of this community, who—because of. 
the very character! tics of pride and self-reli­
ance implied in this term—would be com­
pletely unwilling co admit to his neighbors 
that he cannot pay for needed medical care. 
It is often said that he local community is 
best able to detem re need. This is true. 
But it is also true that there is real value in 
big-city anonymity when one is forced to 
drop the cloak of self-respect in order to 
prove indigency.

The rural population will therefore find ex­
tra meaning in the guarantees under the 
Administration’s proposal that uniform 
benefits would be available throughout the 
Nation on predetermined conditions and as 
a matter of right, rather than through a 
means test after resources have been 
exhausted.

EXTENT OF SOCIAL SECURITY COVERAGE IN 
RURAL AREAS

It is sometimes thought that Social Se­
curity has not really reached into the rural 
areas as yet and that there are many in our 
more agricultural States who would not be 
eligible under the President’s proposal. 
The following table shows for each State the 
proportion of the aged population that would 
be eligible. Of the six States with the high­
est proportion of rural aged—60 percent or 
more in contrast to the national average of 
30 percent—only two would have signifi­
cantly fewer eligibles than in the country as 
a whole (Alaska with 57 percent and Missis­
sippi with 72 percent in contrast to 84 per­
cent of all persons 65 and over in the Nation 
who would be eligible at the beginning of 
1964). Of the aged population of the six 
States combined, 81 percent would be 
eligible.

Estimated number of persons aged 65 and over who would be eligible for benefits under H.E. 4'2%® and population aged 65 and over, bg 
State, Jan. 1, 1964

[In thousands]

State

Number 
eligible 
under 

OASDIi

Number 
eligible 
under 
RRA i

Total 
number 
eligible 2

Popula­
tion 

aged 65 
and over

Number 
eligible 

per 1,000 
popula­

tion

Total..................

Alabama..... .............. .:
Alaska............ . ......... .
Arizona____....____  
Arkansas______ ____  
California____ _____  
Colorado.—________ 
Connecticut________  
Delaware_____ _____  
District of Columbia. 
Florida_____________ 
Georgia______'_____  
Hawaii_______ _____  
Idaho...______ _____  
Illinois_____________  
Indiana...__________  
Iowa________ ........... ..
Kansas_____ ...............  
Kentucky________ .
Louisiana.....................  
Maine............ . ...........  
Maryland..... ..............  
Massachusetts...........  
Michigan............___  
Minnesota................... 
Mississippi............... 
Missoun...-................

15,009

195
4

83
148

1,191
122
233

33
47

535
208

27
53

856
410
276
198
239
156
96

189
505
624
304
137
404

(’)

(’)

12

6 
9

52 
10
5 
3
2 

27 
14

3 
60 
27 
17 
17 
19
10

5 
13 
13 
20 
23

7 
28

203
4

87
155

1, 227
129
237

35
49

554
218

27
55

898
429
288
210
252
163
99

198
514
638
320
142
424

17,877

276 
7

109
201

1, 514 
169
262 
' 38

72 
686 
308

31
62 

1,038
464 
338
250 
303 
260 
108

695
379
196
526

736 
571
798
771
810
763 
905 
921
681
808
708 
871
887 
865 
925
852 
840 
832
627
917
808 
865
918 
844 
724
806

Number 
eligible 
under 

OASDIi

Number 
eligible 
under 
RRA i

Total 
number 
eligible 2

Popula­
tion 

aged 65 
and over

Number' 
eligible 

per 1,000 
popula­

tion

State

Montana.................... ..................... 57 c 61 69 884
Nebraska_____________________ 137 10 144 171 842
Nevada....'___________________ 15 2 16 20 800
New Hampshire........ ............... . 63 2 65 69 942
New Jersey................ ......... 541 22 557 613 909
New Mexico__________________ 39 4 42 57 737
New York____________________ 1, 555 56 1 595 1 811 881
North Carolina________________ 271 10 ' 278 334 832
North Dakota................ ....... .......... 50 3 52 60 867
Ohio........... ........... ........................ 788 49 823 943 873
Oklahoma___________________ 176 7 181 260 696
Oregon___ >...................... ......... . 175 10 182 197 924
Pennsylvania_________________ 1,024 78 1,079 1 190 907
Puerto Rico_________ _____ ___ ' 83 0 83 135 615
Rhode Island................................ 86 1 87 93 935
South Carolina______________ 117 5 121 158 766
South Dakota.......... .  .... 61 2 63 75 840
Tennessee......... ........................ . 243 18 -256 326 785
Texas.......... . ........... ........... . ......... 565 33 588 819 718
Utah..................... ............................ 53 5 57 66 864
Vermont_________ _____ ______ 38 2 39 44 886
Virgin Islands.................... ............. 1 0 1 2 500
Virginia............. ........................ ....... 239 21 254 306 830
Washington____________ ______ 250 13 259 296 875
West Virginia............... . .............. . 149 14 159 174 914
Wisconsin................................ ......... 377 16 388 429 904
Wyoming......................... ................. 22 3 24 29 828

1 Numbers eligible under OASDI and under RRA exclude 98,000 persons and 6,000
persons, respectively, residing abroad. (Medical care furnished abroad not included 
(in II.R. 4222.)

2 Adjusted to count only once 233,000 persons who could qualify on the basis of 
OASDI coverage, but would also be eligible on the basis of railroad employment.

’ Less than 500. -



FROM THE OFFICE OF 
SENATOR PAT. McNAMARA 
UNITED STATES SENATE 
WASHINGTON 25, D.C.
CApitol 4-3121, Ext. 5364 FOR RELEASE: MAY 31, 1962

Senator Pat. McNamara (D.-Mich.), Chairman of the Special Committee 

on Aging, today issued a staff report entitled Background Facts on the 

Financing of the Health Care of the Aged.

’’This report,” said Senator McNamara, "updates and expands two 

of our 1961 reports: Health and Economic Conditions of the American 

Aged--A Chart Book, and Basic Facts on the Health and Economic Status 

of Older Americans."

The new staff report brings together the latest information on 

the health and economic conditions of the aged. Designed as a reference 

volume, it consists of excerpts from a recent report of the Department of 

Health, Education and Welfare.

Copies of Background Facts on the Financing of the Health Care of 

the Aged may be obtained from the Senate Special Committee on Aging.
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May 17. Itoi

m. J. Alfred Burton 
lo# to .
mil in* lie* Maul

Dear Dr* Buxtom

Than* you tor your friendly letter of May 14th. However, X 
am somewhat disappointed at your reaction to ay suggestion 
of a eerie# of joint digues Iona on ^tedicers*. you mm 
willing to engage in a presentation of toots but are apparently 
worried about ‘emotional factors* which could enter tbs 
discussion* I nave read a good part of the current ana and 
mA material and find that they to have facts which are worthy 
of exploration, However. it la also obvious that the people 
who prepare the material have been mite prone to “insert 
emtional factors*.

X think it is obvious that the public interpretation of your 
reluctance to meet in joint public discussion win be that 
your case is weak. My original proposal still stands# that 
we oust and work out mm mutually agreeable format tor a 
public discussion. Several of the local radio and w stations 
will be willing to cooperate here. X would be perfectly 
willing tor you to choose the moderator, if that were the 
format you desired.

tort her, if the pressures of your practice are such that it 
would be difficult tor you to leave MMS* X would be happy to 
arrange to have someone appear with you on your heme island.

I hope that either you er Or. Giles, er ay good friend. Dr. 
west# will be able to respond with something cons tractive.

with kindest personal regards. X am

Sincerely yours

mjb

Thomas P. Gill
Majority floor Deader

cc# ( lies, west



May 17, 1M3

Dr* J. Alfred Burden 
Box 44 
Ballimalie, Maul

Dear Dr• Burdeni

Thank you fur your friendly letter of May 14th* However, X 
an sasewhat disappointed at your reaction to ay suggestion 
of a series of joint discussions on "Medicare*• You seen 
willing to engage in a presentation of facts but are apparently 
worried about "sootIonel factors* which could enter the 
discussion* X have read a good part of the current AMA and 
HhA Material and find that they do have facts which are worthy 
of exploration* However* it is also obvious that the people 
who prepare the Material have been gulte prone to "insert 
motional factors**

X think it is obvious that the public interpretation of your 
reluctance to meet in joint public discussion will be that 
your case is weak* My original proposal still stands > that 
we Meet and work cut some Mutually agreeable forest tor a 
public discussion* Several of the local radio and W stations 
will be willing to cooperate here* X would be perfectly 
willing for you to choose the Moderator* if that were the 
format you desired*

Further* if the pressures of your practice are such that it 
would be difficult for you to leave Maul, X would be happy to 
arrange to have someone appear with you on your hone island*

X hope that either you or Dr* Giles* or ay good friend, Sr* 
west, will be able to respond with something constructive*

with kindest personal regards* X am

Sincerely yours*

TFGjb

Thomas P* Gill
Majority Floor leader

cci Giles, west



Dr. Burden Won’t Debate
0} 
bt

Medical Care For Aged Plan
Dr. J. Alfred Burden of making the offer to debate

Maui, immediate past pres­
ident of the Hawaii Medical 
Assn., has rejected a pro­
posal for a debate on Pres­
ident Kennedy’s proposal 
for medical care for the 
aged.

The debate offer was 
made by Rep. Thomas P. 
Gill, named by Kennedy to 
head the presentation of the 
Administration’s plan to 
people in Hawaii.

Gill wrote to Burden,

with association members, 
earlier this month, a few 
days before Burden ended 
his term as president of the 
Hawaii Medical Assn., 
which opposes Kennedy’s 
plan.

Referring to the debate 
proposal, Burden wrote in 
reply that “if I thought it 
were possible to present the 
facts of the situation from 
both sides, without inserting

emotional factors, I would 
be for it.”

“After listening to radio 
presentations by various 
doctors, followed by ques­
tion periods during which 
the proponents of the King- 
Anderson bill called in with 
obviously prepared state­
ments of a highly emotional 
nature, I doubt very serious­
ly whether this would be 
possible.”

Burden said that in view 
of emotional appeals to the 
public, “I cannot see any 
advantage to a debate, and I 
feel the public would be bet­
ter served"if each side pre­
sents its- case independ­
ently.”
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Now's time to stop 
more watering down 
of health care bill

THE SHOWDOWN in Congress over health 
care for the aged under Social Security and 

Railroad Retirement appears to be drawing near.

George Nelson, IAM legislative representative at the 
U.S. Capitol, warned last week that serious attempts 
probably will be made-to water down the measure still 
further.

Nelson pointed out that the Anderson-King bill 
(H.R. 4222) provides less comprehensive benefits than 
did the earlier Forand bill, the measure sponsored by 
former Rep. Aime Forand of Rhode Island between 1957 
and 1960. Former Congressman Forand, as head of the 
National Council of Senior Citizens for Health Care 
Through Social Security, is now one of the leaders ad­
vocating enactment of the Anderson-King measure. This 
is the bill that the House Ways and Means Committee 
will consider in executive session shortly. Nelson supplied 
the accompanying table comparing provisions of the two 
bills.

The comparison shows that surgical benefits, which 
were an important feature of the Forand bill, are not 
included in the Anderson-King bill. However, the latter 
measure provides for more comprehensive hospital and 
nursing home services than did the Forand bill. It also 
calls for out-patient and home health services which the 
Forand bill did not provide.

On the other hand, the Anderson-King bill has the 
deductible feature which will require each patient to 
make a small payment on his hospital bill. Nelson com­
mented:

“The Anderson-King bill was drafted to meet criticism 
of the Forand bill. By dropping the surgical benefits, 
doctors are kept from being involved in the plan in any 
way. The deductible feature of the Anderson-King bill 
was inserted to meet the criticism that many people, not 
too sick, might rush to hospitals for care.

Nelson said that it’s the consensus of liberal experts 
on Social Security and health care that the Anderson- 
King bill, as it now stands, represents the most practi-

cal method of meeting the cost of hospitalization in old 
age. He added:

“It’s important now for every union member to write 
his Congressman that he wants the Anderson-King bill 
as it is without any further tampering. It’s particularly 
important to write those Congressmen who are members 
of the House Ways and Means Committee. They must 
act on the measure before it can be brought up for a 
vote in the House.”

HOW WILL 
YOU PAY FOR 
HEALTH CARE 
WHEN YOU 
RETIRE?

Labor . 
support; healtytenefits 
for Waged , 
under SOCIAL SECURITY!

International Association of Machinists
AFL-CIO

I Here are questions, answers on health bill _________ L_____________________________
Questions frequently asked in connection with health 

care for the aged under Social Security and Railroad 
Retirement are answered here:

We like our family doctor but he’s dead set 
against this program. Will we have to change doctors?

A. Of course not. The American Medical Associa­
tion once opposed Blue Cross, too, but doctors didn’t 
refuse to treat patients who happened to have hospital 
insurance.

X» My mother is 72 and she has a sickness policy 
that costs her $8 a month, and about $2,000 in savings. 
Why should I be worried about her?

A. At $8 a month, your mother’s policy will pay 
no more than $10 a day toward her hospital bill. The 
average daily cost of hospital care is more than $30
a day. Three months in the hospital would wipe out your 
mother’s savings, despite her insurance; and she would 
still have the doctor to pay.

Q. Being sick enough to go to the hospital is one 
thing. But a lot of older people are not so much sick 
as they are weak and unable to take care of themselves. 
That’s when they are most likely to move in on their 
children. Does this new program do anything about that?

A. Yes; this is one of the most valuable features of

Rallies to mass support behind the Anderson-King 
bill in Congress will be held Sunday, May 20, in New 
York City and more than 30 other major communi­
ties across the U.S. Watch for the announcement in 
your local newspaper and turn out with your family 
if you can. See report, page 4.

the program. An older person who, in the opinion of his 
doctor, doesn’t need hospital or nursing home care, but 
^/ho needs regular professional supervision and some 
help with the household chores, can get as many as 240 
home nursing visits a year.

We all know that hospitals in most parts of the 
country are crowded already. Wouldn’t things get worse 
if a lot more old people were trying to get in?

AJ It’s true that hospitals are crowded and more 
are needed. But protecting the aged through Social Se­
curity would make things better, not worse. The program 
covers nursing home care and even care in the home. 
Hospitalization would be reserved for those who really 
needed it. At present, most private insurance plans 
cover only hospitalization; so doctors, sympathetic to 
their patients’ financial problems, prescribe a hospital 
stay when a good nursing home would be at least as 
satisfactory.

The papers and magazines are full of ads for 
health insurance covering people past 65. The rates they 
quote sound reasonable. Why should the government 
get into this?

|Aj Some private plans are relatively inexpensive— 
$75 to $100 a year. But their benefits are meager—no 
more than $10 a day for room and board, $50 to $150 
toward the costly hospital extras, a limit of 31 to 60 
days of hospitalization. A few private plans offer fairly 
adequate benefits, but they cost upward of $200 a year. 
The comprehensive Social Security plan, in contrast, 
would cost each worker less than $13 a year during 
his active life, nothing after retirement.

Q. What happens to people who aren’t covered by 
Social Security? Wouldn’t they be left out?

A. About three million of the eighteen million 
Americans who are 65 or older are not covered by the 
Social Security or Railroad Retirement systems. The 
proportion will shrink because of the extension of Social 
Security to many new groups in recent years. Many of 
those not covered do have protection under federal em­
ployes’ retirement systems or veterans’ benefits. Others 
could get help when needed under the medical assistance 
program established by the Kerr-Mills Act—a program 
that could function far more effectively if the greater 
part of the burden were shouldered by the Social Se­
curity insurance plan.

Write right now to these members 
of House Ways and Means Committee

Here are the key members of Congress to write 
to urging passage of the Anderson-King bill for 
health care for the aged under Social Security and 
Railroad Retirement. They are members of the House 
Ways and Means Committee who will ballot shortly 
on sending the bill to the floor to be voted on by the 
House. Democratic members are:

Chairman Wilbur Mills, Arkansas; Cecil King, Califor­
nia; Thomas O’Brien, Illinois; Hale Boggs, Louisiana; 
Eugene Keogh, New York; Burr Harrison, Virginia; Frank 
Karsten, Missouri; A. Sydney Herlong, Florida; James 
Frazier, Jr., Tennessee; William Green, Jr., Pennsylvania; 
John Watts, Kentucky; AI Ullman, Oregon; James Burke, 
Massachusetts; Clark Thompson, Texas; and Martha Grif­
fiths, Michigan.

Republican members are Noah Mason, Illinois; John 
Byrnes, Wisconsin; Howard Baker, Tennessee; Thomas 
Curtis, Missouri; Victor Knox, Michigan; James Utt, Cali­
fornia; Jackson Betts, Ohio; Bruce Alger, Texas; Steven 
Derounian, New York; and Herman Schneebeli, Pennsyl­
vania.

Write these Congressmen and your own Congress­
man at: House Office Bldg., Washington 25, D.C.



DR. WALTER ALVAREZ

A doctor discusses his profession

At 77, dr. Walter alvarez is probably the best­
. known, most widely-read physician in America. 
Certainly he is one of the most respected by both lay 

and medical people.
Dr. Alvarez writes a daily medical column which 

appears in some 100 newspapers. He is also the author 
of half a dozen books, latest of which is Minds That 
Came Back, a study of the emotionally and mentally 
disturbed, plus 1,000 articles, popular and technical.

A tall, friendly, blue-eyed man, the remaining 
thatches of his hair white and sparse, Dr. Alvarez still 
practices internal medicine on a consultation basis in 
Chicago. He has been in the field of medical journal­
ism since 1950, now employs a staff of three secre­
taries to cull the more than 100,000 letters he receives 
from readers each year asking for advice.

By nature a compassionate man, endowed with 
gentleness and humor of spirit, Dr. Alvarez is never­
theless forthright, outspoken in his opinions and capa­
ble of calling a spade a spade.

Here are some of his reflections on the practice of 
medicine in America and the state of the world.
► Is this a better or worse world today than the 
one into which you were born?
Dr. Alvarez: Much better. People know more, do more, 
study more; they live a richer, fuller life. They live 
longer. And in my field of medicine, the advances we 
have made have been truly enormous.

For instance, when I was a child I suffered terribly 
from fevers and sore throats and awful colds. Dad 
used to give me quinine. Well, quinine had no effect at 
all. Until the late 1930s when the sulfa drugs came 
in, I don’t think most physicians honestly knew that 
except for one or two diseases like malaria, we had no 
specific drugs. If a man got pneumonia’, there wasn’t 
a darn thing you could do to stop it except pray. .
► Do you find a larger degree of envy in physi­
cians than in other professional men?

Yes. There’s more envy, more jealousy between 
doctor and doctor. I think it’s because a doctor feels 
that a patient belongs to him. A physician deeply re­
sents it if he thinks some other doctor has lured you 
away from him. I’ve often said to colleagues who’ve 
had a 70 to 75 patient-per-day practice, “Gee, you 
ought to kiss the fellow who steals your patients away 
on both cheeks. If he takes a few patients it means 
you can get home by 10 p.m. instead of 10.30.” 
► Do you believe that socialized medicine will 
eventually come to America?

I’m afraid so—yes, because the camel is getting his 
neck further and further under the tent. But I’m sure 
against it, and I’ll tell you why. In England where they 
have socialized medicine, it’s turned the average doctor 
into a druggist. I’ve talked to so many doctors from 
England, and they admit that they aren’t practicing 
medicine any more, they’re just dispensing prescrip­
tions. They might as well be machines punching out 
cards. They’re practicing medicine on a belt-line. No 
personal touch. No time for warmth or understanding 
or encouragement. I’d hate to see socialized medicine 
come to this country. It would reduce the personal 
factor to zero.

Dr. Alvarez (above), nationally famous physician, 
writes a daily medical column for 100 newspapers.

► Since your entrance into medicine, has the 
public image of the doctor gone up or down?

Down, steadily down. And I think it really started 
20 or 30 years ago when the top men of the AMA 
[American Medical Association] were speaking at . 
hearings in Washington and showed a good deal of 
contempt for the public. I didn't like their attitude and 
neither did the public, and I knew trouble was ahead. , 
Then some years back the doctors hired a public rela- I 
tions firm to represent them in the battle against so­
cialized medicine. We paid them if my memory serves . 
me about $4,500,000, and the people 1 think became I 
outraged to think that the doctors were trying to buy | 
popularity and respect and defense for a few million , 
bucks. In my opinion that was a fool thing to do. A 
doctor’s behavior is his best public relations. ____t 
► Is there some way in which the current public 
image of the doctor can be improved?

Yes, I think so. The answer is honesty. When I 
write a column on leukemia, for example, and I say, 
I don’t know of any cure, or I don’t know of any cure 
for the loss of hair, or for cancer, do you know what 
people wri.te to me? They say, “Thank God, Dr. Al­
varez, for a doctor who’ll admit that he doesn’t know.”

The truth is that we’re not all of us as honest as 
we should be. Doctors do a lot of unnecessary surgery. 
Were sending people into the hospital when they 
don’t need to go into the hospital, but it makes more 
money for the hospital and for the doctor and for 
everyone except the patient. We’re ordering thousands 
of tests that are not needed, workups that are not 
needed. And we’re so reluctant to tell the truth.

For instance, I will see a child in the office. The 
child has all the obvious symptoms of a backward 
child, an idiot child. I’ll say to the mother, “Look, 
how many times has this child been examined?” She

says the child has been to Mayo’s, to Philadelphia, to 
New Orleans: I say, “All right. Why go to any place 
anymore? How many other children have you got? 
You say four? Are they bright, normal, healthy? Well, 
why in God’s name do you spend all your money on 
this child, dragging her from one clinic to another? 
Isn’t there a single doctor who’s told you honestly 
there’s nothing that can be done for your girl?” I tell 
them outright. I don’t believe in giving false hope. 
I won’t do it. Of course, I get kicked in the pants for 
it. People get sore at me.

You want the respect of the public? The answer is 
to treat the public honestly.
► Are there fashions in diseases?

Certainly. Years ago it used to be low blood sugar 
people complained of. I told these patients I had never 
seen a case of low blood sugar, in fact, I knew the two 
doctors who had started the fad. After low blood sugar, 
it became fashionable to suffer from diaphragmatic 
hernia. This year the doctors have picked on diver­
ticulitis. Acute diverticulitis is a rare disease of the 
colon, but I’ve never heard of chronic diverticulitis. 
Yet I can’t tell you how many women have told me 
how acutely they are suffering from chronic diver­
ticulitis. In 25 years at Mayo’s I never saw one 
diagnosis made of diverticulitis. It’s like grey hair. 
I’ve never paid any attention to it. But now it’s the big 
thing, and a lot of people are being operated on for it. 
► You've treated many millionaires. Have you 
ever met a self-made cultured millionaire?

No, that’s the trouble. Most of the men in America 
who’ve made millions have thought only of making 
money so they were very uncultured. Once they’ve 
made their money, they’re in a fix. They’re bored! 
► What brings happiness to the average man?

As I grow older the one thing I’m sure of that brings 
happiness is the affection of your family. That and 
the love of one woman . . . I’ve been married since 
1907 . . . that combination is most likely to produce 
real satisfaction in life.
► How about a sense of achievement?

Well, for some people, I think, more than for others. 
I’ve had some honors in life, and for me they just 
don't warm the heart. For instance, suppose I got the 
Nobel Prize for medicine next year, would it warm 
my heart? No, I don’t think so. In fact, I know inti­
mately a number of men, friends of mine who’ve got­
ten the Nobel Prize, and I tell you they were very 
unhappy because their friends turned against them; 
the friends became mean, jealous and nasty.

► In all your years of experience, which would 
you say is the patient's most frequent complaint?

Mental or emotional disturbance. In my practice, 
for instance, which was rigged because I was supposed 
to be one of the country’s great stomach specialists, 
a high percentage of people came to me complaining 
of indigestion. At least a third of the people who came 
in to see me for stomach trouble didn’t have stomach 
trouble at all. They had something wrong upstairs . . . 
in their heads. —l.s.
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aged subscribers.
' Boards Must OK: The program 
worked out by the task force group 
must be approved by the boards of 
directors of both the BCA and the 
AHA, as well as by the boards of di­
rectors of the individual plans.

Additionally, the program will 
have to gain the approval of state in­
surance commissioners in those states 
with state insurance departments.

a national BC program for the aged. 
A Blue Cross spokesman said indi­

cations are that a program providing 
\ (See Blue, Page 10)

Blue...
/ (Continued from Page 1) .

I 70 days of hospital care, plus nursing 
[home care and ancillary services 

] would cost an individual subscriber 
: slightly more than $11 a month.

He added that there is a possibility 
two: contracts—one providing basic 
coverages and one providing ^®ple- 
mentary benefits—may be . Offered

Seaming the Hews
ionH7oUancoPnlcldPUbhiiC ? 

Hiram L. Fong among his^Hawv 
constituents showed that more 
than hlf of those 
favor aXvL^S J^,n^ 
for the aW||^ care

;...:^^
*f£Ord t0 do so t0 pay their own

Blue Cross Target July 1 ;
rphe nation’s 78 Blue Cross plans are 
1 aiming at July 1 as a target date 

for making available to persons 65 
and over a national program offering 
uniform benefits at uniform rates.

A special task force committee to 
work out the specifics of such a pro­
gram was appointed at the annual 
meeting of the Blue Cross Assn., at 
Colorado Springs, Colo., early this 
month.

Committee Named: The committee, 
headed by BCA president Walter J. 
McNerney, includes representatives 
of the American Hospital Assn., 
whose House of Delegates last Jan­
uary gave a general endorsement to
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May 15, 1962

Kennedy Program for Health Insurance 
Through Social Security

The White House 
Washington, D. C.

ATTENTION: Mr. Cochran

Dear Mr. Cochran,

Since receiving your material on Medicare we have made 
a little progress in stirring up interest in Hawaii. 
Several radio presentations have been made on the subject; 
copies of two of these are enclosed.

We have also asked the Hawaii Medical Association to 
meet with us and discuss the problem jointly, but so far 
have only succeeded in forcing them on to some of the 
local question and answer radio programs. However, we 
have arranged for the end of this month a one-hour public 
service TV program which will present both sides of the 
argument. I understand that the president of the local 
Medical Association has finally consented to appear with 
us on this program, providing the station assures him 
that "he will be treated in a very objective fashion" •

We are sending you copies of a few of the local press 
clippings. Because of their convention held earlier this 
month, the doctors have far outpointed us in newspaper 
coverage to date. However, the pot is bubbling.

I hope that we will have more to report later.

Sincerely yours,

Thomas P. Gill
Majority Floor Leader

TPGjb

cc s Inouye 
Long
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MEDICAL ASSOCIATION .
510 South Beretania Street - Room 200 - Telephone 57-907 - Honolulu 13, Hawaii

HAWAII

Mabel L. Smyth Memorial Building
Eos 44 Haliimaile, ’ maui

May 14, 1902

Mr Thomas P. Gill
Hep., 15th District
House of representatives .
Honolulu, Hawaii

Dear Mr Gill:

Thank you for your letter of the 2nd and my apologies 
for not answering sooner but your letter arrived the first 
day of our annual meeting and 1 have been tied up with 
matters related to this until now.

I agree with you that the question of providing adequate 
medical care to those persons over 35, who are in need of 
assistance, is of the utmost importance and I also agree that 
the public are entitled to be fully informed on all aspects 
of this program.

President Kennedy is to be congratulated for selecting 
you to head the presentation of the administration's plan to 
the people for, although I have not had the pleasure of 
meeting you, I have heard a great deal about you and under­
stand that you have a reputation, for being able to present 
almost any topic in a favorable light.

The membership of the Hawaii Medical Association is 
strongly opposed to Government interference in or control 
of the practice of medicine, he feel that the King Anderson 
Bill threatens this type of interference and therefore 
actively oppose it. The vast majority of doctors thruout the 
United states agree with us in this viewpoint. Me are all 
members of the American medical Association therefore when 
the AMA actively opposes the Hing Anderson Dill it is on- 
pressing the viewpoint of the majority of it’s membership 
and our opposition tothis sill is "ot a case of the ALIA 
following in the path of the ..m^, ^s you state in your letter.

I agree with you that the public should know the facts 
about medicare and I have often wondered why the proponents of 
this Bill are so reluctant to reveal the details of this plan
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and seem to pilfer promoting it thru an emotional appeal.
I am curtain that if the public were made fully aware ox the 
details of this plan they would want no part el it. The 
public response shown by th- telephone calls at the time 
of your radio appearence would ^end to bear this out.

As Aar as Hawaii is concerned I du not feel that a 
problem exists, for all those financially unable to pro­
vide. their own medical care arc receiving excellent medical 
care thru our Social service department, with the assistance 
of Kerr mills funds. This coverage is complete and much better 
care than they would receive under the King Anderson measure, 
which provides very limited coverage.

Thu great danger, as I see it, is that if we the people 
of Hawaii do not actively fight passage of the King Anderson 
Lill by writing to our representatives and instructing them to 
vote against it, there is danger of its passage and we will be 
forced to accept this very inferior coverage. I would also 
like to ask you why the legislators and Administration wish to 
pass a bill which is opposed by the vast majority of doctors 
when it is the doctors who have to provide the medical carat

In regard to your offer to debate this subject with 
members of our association for the benefit of the public.
If I thought it were possible to present the facts of the 
situation from both sides,without inserting emotional factors, 
I would be for it. After listening to radio presentations 
by various doctors,followed by question periods during which 
the proponents of the King Anderson called in with obviously 
prepared statements of a highly emotional nature, I doubt 
very seriously whether this would be possible. In line with 
this the mass meeting to be held at Aadisoa square Gardeas 
on the 20th, which will be attended by President Kennedy, is 
being directed by Ax Senator Foradd, author of theForand dill 
which was rejected by the American public in 1953,1 believe, 
and is nothing more ox* loss than an emotional appeal to the 
public. In view of this I cannot see any advantage to a debate 
and I feel tau public would be bettor served if each side present 
nit’s case independantly.

Thank you very much for your letter and your kind offer.

^w. HUA*Dr Giles 
Honolulu Advertiser 
Hon. Gtartbulletin n# *_x<±/ecL^urden iu. 2K x 

Immediate Past President la^^^og^
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Administration's
Medical Aid Plan 
Gaining Support
By SEN. OREN E. LONG 

D-Hawaii
There is no problem that 

is so personal and important 
as health. The cost of health 
services

Long

has greatly $ 
increased ' ' 
and is a 
major fac­
tor in the * 
financial 
planning of 
almost ev­
ery family, 
particularly 
among the 
aging. The
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Administration is trying to 
do something about this.

It is encouraging that an 
increasing number of peo­
ple throughout the country 
are beginning to learn the 
facts about the Administra­
tion’s proposed program of 
medical care for the aged, to 
be financed through the so­
cial security system.

As a member of the Spe­
cial Senate Committee on 
Aging, I have been appalled 
at the public confusion cre­
ated by the misinformation 
circulated by opponents of 
the proposal.

♦ * ♦
THE MOST prevalent 

charge against the program 
is that it would mean “so­
cialized medicine.” Social­
ism would mean that doc­
tors would be salaried by 
the government, that hospi­
tals would be run by the 
government, and the person­
nel and facilities would be 
controlled by the govern­
ment.

None of these is proposed 
in the Administration’s leg­
islation. The program would 
be carried out like Blue 
Cross, without meddling in 
hospital operations.

Benefits would be confined 
to hospital and nursing serv­
ices; the program does not 
involve services of physi­
cians except in a limited 
field related to hospital serv- j 
ice, such as anesthesiology. |
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IT IS IRONIC that many 
of those who oppose the Ad­
ministration approach (the 
King- Anderson bill) on 
grounds that it will be too 
costly, nevertheless support 
the present Kerr-Mills pro­
gram which must be financ­
ed from the general treasury 
of the United States and 
from state and local rev­
enues.

The Administration plan, 
on the other hand, would be 
self-financing, in that rev­
enues would be derived from 
social security taxes paid by 
potential beneficiaries. As 
President Kennedy has ex­
plained:

“By this means the cost 
of health service in later 
years can be spread over 
the working years — and 
every worker can face the 
future with pride and con­
fidence.
“This program, of course, 

would not interfere in any 
way with the freedom of
choice of doctor, hospital or 
nurse. It would not specify in 
any way the kind of medical 
or health care or treatment 
to be provided.”

-

♦ ♦ ♦
MANY PEOPLE have the 

impression that all physi­
cians are opposed to the Ad­
ministration plan. It was 
therefore encouraging that 
a prominent group, of Amer­
ican physicians called upon 
President Kennedy recently 
to register their support of 
his program.

The group was composed 
of 40 outstanding medical 
men from all parts of the 
country. In a joint statement 
presented to the President, 
they stated:

“We join in this statement 
to reassert the social and 
public' responsibility which 
has long characterized the 
motivation and dedication of 
the medical profession in 
America.

“Through modern scien­
tific achievements much has 
been done to prolong the life 
potential of the population. 
Concurrently, medical care 
has become more costly.

* • *
“OLD AGE is a period of 

need for increased medical 
care, and it is most frequent­
ly accompanied by diminish­
ing resources to pay for 
such care. Today, all but a 
relative few still live under 
the constant fear that an un­
predictable medical disas­
ter may strike and destroy 
the financial security of their 
later years.

“We believe the Social 
Security System is the 
most practical and sound 
method of financing health 

i benefits for the great ma­
' jority of the aged.

“As a group of physicians, I 
representing general practi­
tioners, scientists, health ad­
ministrators, educators, and 
specialists in many fields, 
and including members of 
both political parties, we 
welcome the opportunity to 
meet on this occasion and 
convey to the American peo­
ple our belief that with such 
a method of financing health 
benefits for the aged, the 
physicians of America will 
be better able to maintain 
their commitment to provide 
high quality medical care 
and excellence of standards 
while preserving independ­
ence of professional judg­
ment, and that the aged will 
be better able to enjoy with 
dignity the best of modern 
medical care.”
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May 11, 1962

Honorable Thomas P. Gill
Majority Floor Leader
House of Representatives
Honolulu Merchandise Mart Bldg., Room 446
Honolulu, Hawaii

Dear Tom:

If we were to "balance the books," so to speak, 
after the publication of every controversial story 
we wouldn't have room for the comics.

This is with respect to your letter of May 7.

We try to cover the news fairly and accurately 
as it happens.

Best personal regards.

Sincerely yours,

William H. Ewing
WHE:c Editor



May 8, 1962

Mr. Richard Whitcomb 
KGMB-TV News Editor 
1534 Kapiolani Boulevard 
Honolulu, Hawaii

Dear Mr. Whitcomb,

There has been a great deal of coverage 
lately for the American Medical Association’s 
position on “Medicare”. Here is some 
material giving President Kennedy’s side.

If you would like any elaboration we should 
be happy to help.

Sincerely yours

Thomas P. Gill
Majority Floor Leader

TPGjb
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■ j 7? ?lU FIease c°nsider these few observations which we feel are important enough to deserve your attention. Substantiation 
is provided by the Associated Press quotes of Secretary Ribicoff, member of the United States Cabinet,
recipients FedefaI a‘d DOES mean control~even of people not receiving the aid. The obligation goes considerably beyond the direc|

, a^^^^11?- ? n^5^’ by a cabinet member, of "blackmail” when they refuse to participate in a socialized medical
scheme. All socialized medicine legislation has included the words, "Doctors may participate full time, part time, or not at all.”

Social Security is a tax, not insurance, according to the U. S. Supreme Court.

ps you can envision the future of dentistry once our profession jeopardizes its autonomy and independence by receiving 
authorized in bills now pending in Congress (HR4999 - S1072, and HR4742 - S917).

treat patients unaer owiai se­
curity health insurance are 
“trying to blackmail the Con­
gress and the American peo­
ple.”
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Sincerely, 
the doctors uiemseives «.v .. 
beneficiaries.”

“These doctors apparently be- , 
lieve it is all right,” he said, i 
“for the federal government to

would not be good.” 
• • •

A number of doctors at the 
Point Pleasant Hospital, Point 
Pleasant, N.J., and the Fitkin 
Memorial Hospital, Neptune, 
N.J., signed a resolution last 
week saying they would not 
treat patients under President 
Kennedy’s proposed program of 
health insurance for the aged 
through Social Security.

Ribicoff said the two hospit­
als have received grants total­
ing $572,246 under the federal 
program to aid construction and 

| equipment of hospitals and oth- 
£ er health facilities.

“Some doctors on the staffs of 
; these two hospitals now say they 
j will not treat elderly patients in 

these hospitals if the bills of 
i such patients would be paid 

through health insurance fi­
: nanced under Social Security,” 
: Ribicoff continued.

• • •
: “But apparently they have no 
’ objection to practicing in hospit 
' als that have received outright 

grants of federal funds...
“The doctors who signed the 

resolution not to treat old peo- 
। pie whose bills would be paid 
1 through Social Security as an 
' earned right see nothing wrong 

in practicing in these new fa­
cilities or using equipment pro­
vided by the taxpayers.

“And, of course, these doc­
tors treat patients all the time, 
knowing that the patients’ bills 
will be paid in whole or in part 
from insurance. This is all the

(See RIBICOFF—Page 4)



FEDERAL GRANTS AID HOSPITALS

Blackmail9 by
Boctors Cited
WASHINGTON, May 8 UP) — 

Secretary of Welfare Abraham 
Ribicoff said today New Jersey 
doctors who say they wouldn’t 
treat patients under Social Se­
curity health insurance are 
“trying to blackmail the Con­
gress and the American peo- 
pie.’’
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Ribicoff also said in a state­
ment that the New Jersey doc­
tors “apparently don’t mind the 
thought of federal funds when 
the doctors themselves are the 
beneficiaries.”

“These doctors apparently be­
lieve it is all right,” he said, 
“for the federal government to

help build the hospitals in which 
they practice, but that an insur­
ance plan that would help their 
patients pay their hospital bills 
would not be good.”

• • •
A number of doctors at the 

Point Pleasant Hospital, Point 
Pleasant, N.J., and the Fitkin 
Memorial Hospital, Neptune, 
N.J., signed a resolution last 
week saying they would not 
treat patients under President 
Kennedy’s proposed program of 
health insurance for the aged 
through Social Security.

Ribicoff said the two hospit­
als have received grants total­
ing $572,246 under the federal 
program to aid construction and 

| equipment of hospitals and oth- 
ij er health facilities.

“Some doctors on the staffs of 
j these two hospitals now say they 
; will not treat elderly patients in 

these hospitals if the bills of 
i such patients would be paid 
| through health insurance fi­
! nanced under Social Security,” 
' Ribicoff continued.

• • •
. “But apparently they have no 
’ objection to practicing in hospit 
! als that have received outright 
i grants of federal funds.. *

“The doctors who signed the 
resolution not to treat old peo- 
pie whose bills would be paid 
through Social Security as an 
earned right see nothing wrong 
in practicing in these new fa­
cilities or using equipment pro­
vided by the taxpayers.

“And, of course, these doc­
tors treat patients all the time, 
knowing that the patients’ bills 
will be paid in whole or in part 
from insurance. This is all the

(See RIBICOFF—Page 4)
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May 8, 1962

Mr. John Galbraith 
KHVH-TV News Editor 
1290 Ala Moana 
Honolulu, Hawaii

Dear John,

I noticed your Sunday night newscast 
featured Mr. Larson of the American 
Medical Association. If you feel that 
the subject is newsworthy enough to 
give both sides of the question, some 
of us will be happy to oblige.

I am enclosing some material giving 
the President's side, in case you have 
use for it.

Sincerely yours

Thomas P. Gill
Majority Floor Leader

TPGjb

Enclosures



Also to: Wm. Ewing, Star Bulletin

May 7, 1962

Mr. George Chaplin 
Honolulu Advertiser 
H< no lu lu, Hawa i i

Dear George,

I think you recognize that your paper has been 
giving a substantial amount of space to the 
statements of the *ew**» Medical Association 
and the Hawaii Medical Association in regard 
to President Kennedy’s "Medicare” program. 
This is only fair because the HMA was meeting 
in convention and these statements were made 
at this convention.

However, I think it also fair that you give 
some space to the proponents of the President's 
position. As you know, I have asked the 
president of the HMA to meet with us in public 
discussion of the issue* I don't know whether 
or not he will accept but his reaction to date 
has not been promising.

I am enclosing for your information and possible 
use two bits of material supporting the President's 
position. One is remarks by myself broadcast over 
station KTRG last Sunday and Thursday. The second 
is a booklet being sent out by the White House 
in support of the "Medicare" program.

I hope that you will be able to give our side 
of the question a little coverage.

With kindest regards, I am

Sincerely yours,

Thomas P. Gill 
Majority Floor Leader

TPGjb

Encl.



PHONE 306-797

WILLIAM KIM
ATTORNEY AT LAW 

195 X9 SOUTH KING STREET 
HONOLULU 13, HAWAII

May 7, 1962

Thomas P. Gill, Esq.
Room 446 Honolulu Merchandise

Mart Building
Honolulu, Hawaii

Dear Tom:

The enclosed articles on the AMA and 
the Anderson-King bill may be of some 
interest to you. I had the papers with me 
on my return home over the weekend.

WK: hm 
Enclosures

Very truly yours,

ly Lj2m Kim



May 7, 1962

Dr. Robert Look, D.D.S. *
431 Damon Building 
Honolulu 13, Hawaii

Dear Bob,

Thank you very much for sending me 
the flier apparently received from 
the Hawaii Medical Association.

I am not prepared to comment on all 
of the facts, if indeed they are 
facts, contained in the flier. However, 
I do have some material which is aimed 
at answers to the basic objections to 
Medicare which you can look over and 
make up your own mind.

Thank you for writing.

Sincerely yours,

TPGjb

Thomas P. Gill 
Majority Floor Leader

Enclosure



HAWAII MEDICAL ASSOCIATION
510 South Beretania Street - Room 200 - Telephone 57-907 - Honolulu 13, Hawaii

Mabel L. Smyth Memorial Building

May 7, 1962

Thomas P. Gill
1888-D Kalakaua Avenue
Honolulu, Hawaii

Dear Mr. Gill:

We are pleased to advise you that the Hawaii Medical 
Association has arranged to have a complimentary sub­
scription entered in your name to the AMA NEWS and 
TODAY8 S HEALTH.

We hope you will find these periodicals interesting 
and informative. If you have any questions, please 
do not hesitate to contact us.

Very truly yours.

Lee McCaslin
Executive Secretary

IM:NC





By ROBERT JOHNSON
WAILUKU, Maui — The 

need for Government financ­
ing of medical care for the 
aged has been greatly ex­
aggerated by “razzle daz­
zle” methods, Dr. Leonard 
W. Larson of North Dakota, 
president of the American 
Medical Assn., said here 
last night.

Dr. Larson spoke at the 
annual banquet of the Ha­
waii Medical Assn, in the 
Wailuku Hotel, which.was 
attended by physician-dele­
gates from throughout the 
State. #

“We sincerely recognize 
that there is a real need for 
financing medical care for 
some older people,” Dr. Lar­
son said.

* ♦ *

BUT HE SAID proponents 
of the controversial K i n g- 
Anderson bill in Congress 
have “implied that most old­
er people, or all of them, are 
physical and financial 
wrecks.”

He said that in his recent 
travels he has seen hun­
dreds of elderly citizens en­
joying themselves in the 
South and at Waikiki. -

He said, “That is not a 
scientific survey, but it did 
prove one thing. All our old­
er people are not sick and 
decrepit, nor broke and in­
solvent.”

SO FAR 4$ the AMA is 
concerned, Larson said the 
national issue on medical 
cafe for the aged is not one 
“of the Administration or of 
personalities, it is not Dem­
ocrats or Republicans, not

। the AMA or the AFL - CIO, 
I it is not medical care for 

the aged or no medical care 
for the elderly.

“Medical care for the
aged is not in dispute. Ev­
eryone agrees that all our 
citizens should be provided 
with whatever medical care 
they require.”

He said the issue is jiist 
“the King - Anderson bill, 
its costs, its taxes, its regu­
lations and controls of hos­
pitals and physicians, and 
its future.”

* ♦ *

THE AMA’s STAND, he 
said, is that the bill is “un­
necessarily costly and bad 
legislation.”

“I am firmly convinced 
this bill would be the first 
major, irreversible step to­
ward complete government 
medicine in the United 

i States.
“The bill would provide 

medical care to everyone 
over . 65 who is eligible for 
Social Security benefits, re­
gardless. of need, regardless 
of their income or other re­
sources, regardless of their 
present coverage of their 
medical costs by voluntary 
health insurance.

* * *
“WAGE EARNERS and 

their- employers would be 
compelled to pick up the bill 
for the medical expenses of 
millions of the aged who are 
able to pay their own way, 
and who want to keep it that 
way.

“Under the Kerr - Mills 
medical assistance program 
for the aged, the needy and 
the near - needy elderly will 
get the full assistance they 
require.”

Besides the Kerr - Mills 
law, which is ,on the books 
now, he said, “the medical 
profession has guaranteed 

I medical care to every^e, 
regardless of his abilitFto 
pay. This includes both Ihe 
young and the old.” I

EVEN IF the feniAnder- 
son bill were enabted, he 
said it was “totally false” 
to assume that it would cov­
er all medical expenses of 
the aged. The bill actually 
would cover “less than 25 
per cent” of these expenses, 
Dr. Larson said;

Aged Care An Exaggerated 
Need,’ AMA rresident Says



Ribicoff, Doctors Swap
Charges on Medical Care
NEW HAVEN, Conn., May 

6 (AP)—Secretary of Welfare 
Abraham Ribicoff charged a 
group of New Jersey doc-

A.M.A. Head 
Blasts Bill 
As Socialism

WAILUKU, Maui, May 6— 
Leonard W. Larson, presi­
dent of the American Medi­
cal Association, last night 
called the King-Anderson bill 
on medical care of the aged, 
a “tbe-in-the-door” for so­
cialism.

His remarks were included 
in an address prepared for 
delivery at the annual Hawaii 
Medical Association’s con­
vention - closing banquet 
meeting here.

He called for an all-out at­
tack against the King-Ander­
son bill from all segments of 
society, and warned that the 
“White House is calling the 
shots on this one.

“The issue,” he said, “is not 
the Administration though, 
or personalities; it is not 
Democrats or Republicans; it 
is not the A.M.A. or the 
A.F.L.-C.I.O., and it is not 
medical care for the aged or 
no medical care the aged.

“I repeat, that the issue
Turn to Page 2, Column 6

tors last night with resort­
ing to “blackmail” to defeat 
a proposed federal medical 
care plan for the aged.

More than 200 New Jer­
sey doctors have a signed a 
declaration that they would 
refuse to treat patients under 
terms of the King-Anderson 
bill, which would use social 
security funds to meet medi­
cal expenses of the aged. I

“In trying to blackmail the
Congress and the American 
people by refusing to treat 
older people,” Ribicoff said 
at a state convention of 
young Democrats here, “they 
are violating the Hippocratic 
oath which they took before 
they began the practice of 
medicine.”

New Jersey Governor 
Richard J. Hughes al?o ac­
cused the signers earlier in 
the day of violating their 
professional oath. He said he 
hoped their “threat” would 
fail. x

Ribicoff, whose depart­
ment bears principal respon­
sibility for shepherding the

s

administration’s m,e d i c a 1 
care proposals through Con­
gress, said the bill in no 
way covers medical pay­
ments to private physicians.

NO CONCERN
“It should be absolutely 

no concern to a physician 
where a patient gets the 
money with which to pay 
his hospital costs,” he said, 
“whether from his private 
funds, from premiums on an 
insurance policy, or from 
payments he would have 
paid into the Social Security 
trust fund, as provided by 
the King-Anderson bill.

“Any doctor who refuses 
to treat a patient in viola­
tion of his Hippocratic oath 
isn’t fit to practice medi­
cine.”

Doctors responsible for 
the New Jersey declaration 
denied that they were violat­
ing their professional ethics, 

i A spokesman said they 
; would treat patients free, if 
; necessary, rather than go 
j along with the King-Ander­
! son plan.
; “It is a source of great re­
' gret to me that such a pro­

posal originated in New 
j Jersey,” said Hughes. He 

said the doctors’ Hippocratic 
oath says, in part, “with

purity and with holiness I 
Will pass my life and prac­
tice my art.”
u “This promise does not 
embrace political devices 
such as that represented by 
the threatened boycott, 
namely to defeat a piece of 
particular legislation,” said 
Hughes.
NOT A STRIKE

The initiator of the dec­
laration, Dr. Bruce J. Hen- 
driksen, director of surgery 
at Point Pleasant Hospital, 
reiterated yesterday that 
“this is not a doctors’ strike.” 

: “It is merely an effort on 
our part to stop the sociali­
zation of medicine—to pro­
tect our patients from gov­
ernment controlled medi­
cine.”

Henriksen disagreed with 
Hughes that the declaration 
is at variance with the Hip­
pocratic oath.

“We have recently re-read 
the oath,” Henriksen said, 
**and found that it doesn’t 
apply to our declaration in 
any way” ______________



Public Health Speaker

Doctor Plugs for
Medical Care Bill

N.J. Doctors 
To Boycott 
Medical Plan

A leading New York 
.physician urged public 
health workers yesterday 
to support old-age medical 

.rare through Social Se­
curity despite the threat of 
conflict with organized 
medicine.

The plea came from Dr. 
Martin Cherkasky, director 
of New York’s Montefiore 
Hospital, in a keynote speech 

<to the Northern California 
Public Health Association at 
the ClaremontHotelin 
Berkeley.

Organized medicine. Dr. 
Cherkasky said, is unaware 
of the “changes needed in 
general medical care,” and 
unprepared to help bring 
' bout effective changes.

AMA
“The American Medical As­

sociation has been so inter­
ested in fighting the King- 
Anderson Bill that they’ve 
missed their chance to pro­
vide creative leadership,” he 
said.

The bill Dr. Cherkasky sup­
ports is the Administration-. 
sponsored measure providing1 
limited hospital services to 
the aged under Social Secu­
rity coverage.

“It is not an ideal bill, and 
certainly not a solution to 
the “present haphazard de­
velopment of public and 
private medical care,” Dr. 
Cherkasky said, “but it is the 
best available.”

Public health workers

have a responsibility to 
speak out and make them­
selves available to guide peo­
ple toward better health pro­
grams, Dr. Cherkasky said. 
But they must be prepared 
for strong opposition and 
politically “stormy weather,” 
he added.

Dr. Cherkasky was asked 
about a new move by New 
Jersey doctors who have 
pledged not to treat patients 
hospitalized under Social Se­
curity financing if the King- 
Anderson bill passes.

“If this is true I would be 
shocked that a group of doc­
tors should take their med­
ical duties so lightly,” he 
said. “A position of this kind ; 
is outrageous.”

Associated Press 
I Point Pleasant, N. J.

A movement to boy­
cott a proposed medical 
care - for - the - aged pro­
gram if it becomes law 
has taken root among 
some 200 New Jersey 
doctors.

It could backfire, says 
s the physician who started 
it, ‘‘but it could catch on 
all over the country.”

The physician, Dr. J. Bruce 
Henriksen, director of sur­
gery at Point Pleasant Hos­
pital, launched the move­
ment when he wrote a resolu­

tion “as a trial balloon to 
i see what the reaction would 
be.”

CARE
The resolution declared 

that its signers would not 
care for patients under the 
proposed Anderson-King bill, 
backed by President Ken­
nedy, that ties medical care . 
for the aged to Social Se­
curity.

Henriksen said he circu­
lated a copy of his proposal 

। among 44 doctors at the 
j Point Pleasant Hospital about 
a month ago and, “To my 
amazement, all of the doctors 
signed it.”

Since then, copies have 
been signed by more than 
150 other doctors.

Henriksen said the doctors’ I 
| stand should not be inter-1 
preted as a strike.

“We will continue to treat 
patients as we always have ” 
he said. “If they can’t pay 
their bills out of their own 
pocket, or through insurance, 
then we’ll treat them free. 
We just refuse to do it under 
the King-Anderson bill.”

He said the plan could 
backfire “if no other hos­
pitals go along with it be­
cause of bad publicity.”

(In Honolulu Dr. Leonard 
W. Larson, president of the 
American Medical Associa­
tion, said he would “neither 
condone nor disapprove” the 
New Jersey doctors.

(“The American Medical 
Association is a federation of 
medical societies and has no 
control over member activi­
ties, other than unethical 
practices,” Larson said. He 
declined further comment.)



Role for Public MDs

Doctor Says AMA
Lags on Medicine

By WILLIAM BOQUIST
The American Medical Association has ignored its 

chance to lead the way to better medical care and it is up 
to public health experts to do the job. a New York doctor
said at Berkeley yesterday.

“With some few excep­
tions,” said Dr. Martin Cher­
kasky, “organized medicine 
has not shown itself aware of 
the fact that change is needed, 
or if they do understand it 
obviously they are not pre­
pared to act on it.”

AMA policy makers have 
concentrated their opposition 
to Government medical care 
programs so much on how 
they should be financed, he 
said, that “they have missed 
the chance to provide crea­
tive leadership where they 
are really competent.”

[In the East, Dr. J. Bruce 
Hendriksen, director of sur-

gery at Point Pleasant Hospi­
tal, New Jersey, said yester­
day he has begun a move to 
boycott Federal medical care 
programs if they become law.

[He claimed to have won 
support from more than 200 
doctors in New Jersey.

[In Honolulu Dr. Leonard 
W. Larson, president of the 
AMA, said he would “neither 
condone nor disapprove” the 
boycott.]

Doctor Cherkasky spoke at 
the annual meeting of the 
Northern California Public 
Health Association in the 
Claremont Hotel.

A member of the AMA, he 
was one of a group of 40 doc­
tors who called on President 
Kennedy last week “to say 
that not al! doctors oppose the 
King-Anderson bill.

“There is no question in my
(Continued on Page 4, Col. 4)

N.Y. Medic
Criticizes
The AMA

(Continued from Page 1) 
mind that thousands of doc­
tors part company with the 
AMA on this issue.”

The King-Anderson bill, he 
said, “is not perfect, but it is 
the best thing we have.”' The 
bill would finance medical 
care for the aged under Social 
Security.

“We’ve got a good medical 
establishment. Let’s get a 
better one,” he said.

The general public is so con­
fused about medical care pro­
grams, he said, that some 
professional group must pro­
vide leadership.

Director of Montefiore Hos­
pital, which has pioneered 
comprehensive medical care 
programs in New York, Doc­
tor Cherkasky said public 
health experts stepping into 
the medical care picture 
should expect conflict with 
“vested interests.”

“But these are the hazards, 
the profession has pledged it­
self to the public’s health, 
and there is nothing more im­
portant to the public’s health 
than medical care,” he added.



ECONOMIC AND HEALTH FACTS OF THE AGED

The proponents of H. R. 4222 and government medicine for the aged usually 
state or imply that our aged are destitute and sick. Here are some interesting 
facts, taken for the most part from government publications, on the health and 
economic conditions of the aged.

- Over 70% of the aged own their own homes and of these, 87% are mortgage 
free.

- The median net worth of aged Social Security couples is $9, 620 (and is in­
creasing constantly).

- Of approximate 17 million aged: 4 million (24%) are employed; 13 1/2 million 
(80%) are earning income or receiving Social Security benefits, or both;
2 1/2 million (14%) are on public assistance. Only 1 1/2 million (8 1/2%) have 
no income from employment and are not on public assistance.

- Half of all Social Security beneficiaries have net worth over $9,000; 65% have 
net worth over $5, 000; about 35% have ret worth over $15, 000.

- Private pension plans are growing; at end of I960, pension plans covered 20 
million employees.

- 7 out of every 10 workers covered under group health insurance policies issued 
in I960 have right to retain protection after retirement.

- 53% (about 9 million) of aged now have some type of health insurance coverage. 
An increase since 1952 of some 6 million covered.

- The older the group the greater its liquid assets: 41% of those over 65 have 
liquid assets over $2, 000 compared to 4% of 18-24 group, 13% of 25-34 group, 
30% of 45-54 group and 37% of 55-64 group.

- There are no "special" sicknesses of the aged; leading causes of death among 
aged same as for group 45-65: Heart disease, cancel- and stroke.

- Only 14% of those over 65 have chronic illness to extent that it affects mobility; 
and 5% have mobility affected to extent that they would be considered disabled.

The only logical conclusion is that the great majority of our aged are neither in 
poor health nor distitute. Most are not and there are public and private programs 
to take care of those that are. The Social Security approach will establish an 
irrevocable program financed by a compulsory tax on all employees for the benefit 
of those 65 and over and covered by Social Security regardless of need.



Doctor Raps Colleagues 
For Bucking HMSA

SPRECKELSVILLE, Maui , 
—Dr. J. Alfred Burden said 
here last night that a group 
of leaders in the Hawaii 
Medical Assn, has black­
balled fellow members who 
have had “the guts and hon­
esty to speak put for” the 
Hawaii Medic a t Services 
Assn. (HMSA).

Dr. Burden spoke as the 
outgoing president of the !

HMA at a Maui Country 
Club dinner meeting.

He said HMSA is “the one 
non-profit insurance organi­
zation which has done more 
towards providing good pre­

paid medical care than all 
the commercial insurance 
carriers combined.”

* * * 
he SAID HMSA is “the 

only logical answer to so­

cialized medicine” in Ha­
waii. - .

He said, “it is hard for me 
to understand how any group 
of physicians can openly op­
pose HMSA.”

^NeUhy. paA J under­
stand,” Burden said, “how a 
group, of leaders in our or­
ganization (HMA) can casti­
gate arid blackball fellow 
members because they have 
the guts and honesty to 
speak out for the go^d points 
of this orgaijiialion 
(hmsa). . .” I

“It is frrespon»Bra|iid 
emotional actions IS^pfse 
that give medicine (a bad 

i name,” Burden said.
* * *

| AT THE SAME TIME he 
said that during his year as 
HMA president he had been 
“amazed at the apathy” of 
Island doctors to the threat 
of socialized medicine from 
the Federal government.

He said, “It astounds me 
that doctors have so little 
appreciation of their free­
doms and their right to prac-

I tice medicine as they see 
fit, that they are willing to 
surrender these freedoms 
without a fight, or for a 
handout from the Govern­
ment.”

Red Cross 
Picks UF 
Committee

The Red Cross‘ said yes­
terday it’s ready to go into 
a Honolulu United Fund as 
soon as such a federation is 
organized.

John H. Felix, chairman

PUUNENE, Maui — Ha­
waii’s physicians are 
against United Fund pro­
grams for consolidation of 
the soliciting of funds for 
voluntary agencies. The 
House of Delegates of the 
Hawaii Medical Assn, 
voted yesterday to pre­
serve “the right and re­
sponsibility of each indi­
vidual to give to the agen­
cies he wishes . . .”

of the Red Cross, said that, : 
i subject only to final action 

of its executive committee 
next Thursday, the organi­
zation has completed its 
plan of participation.

PERSONS named to rep­
resent the Red Cross in fur- j 
thering the establishment of 
a United Fund with the Com­
munity Chest are Retired 
Gen. I. D. White, Lawrence 
T. Kagawa, Henry C. H. 
Chun - Hoon, Fritz B. Her­
man, Army Lt. Gen. James

See RED CROSS on A-2, Col. 1



Hawaii MA. Approves
Steps To Aged Care Plan

PUUNENE, Maui — The 
Hawaii Medical Association 
here yesterday approved in 
principle the establishment 
in Hawaii of a voluntary in­
surance plan of surgical and 
medical care for the low- 
income aged, to be operated 
through the Hawaii Medical 
Services Assn.

At the same time the as­
sociation’s House of Dele-

persons over 65, * *

West Elected President 
Of Medical Association
PUUNENE, Maui, May 5— 

Dr. Rodney T. West of Ho­
nolulu was elected presi­
dent for 1963-64 of the 650- 
member Hawaii Medical As­
sociation at the 106th an­
nual station convention 
here yesterday.

He succeeds Dr. Fredrick 
L. Giles of Honolulu who 
takes over the association 
presidency following the 
convention’s closing ban­
quet tonight. Dr. J. Alfred 
Burden of Maui is retiring 
president.

Also named at the house 
of delegates meeting were:

Dr. Samuel D. Allison, 
secretary; Doctors Robert 
Miyamoto, Hawaii County; 
Chew Mung Lum, Oahu, and 
Bert 0. Wade, Kauai, coun­
cilors.

Delegates approved three 
resolutions:

1—Calling on the Hawaii 
Medical Service Association 
to formulate a better and 
more comprehensive plan 
and tailored to the needs of 
elderly people in Hawaii, 
than that sponsored by the 
national Blue Cross.

2 — Urging wider use of 
safety belts in autos.

3—Pledging continued 
support of the H.M.A. of vol­
untary charitable health 
agencies in their fund-raising 
drives.

The first resolution also 
reiterated the association 
stand against the King-An­
derson Bill for medical care 
of the aged and called on 
members to continue opposi­
tion to it.

Isle Medics Elect 
West For 1963-64

THE HAWAII physicians 
voted to “agree -to the phi­
losophy” of the Blue Shield 
program, but to “ask HMSA 
to form a more comprehen­
sive plan that will more 
completely meet local 
needs.”

The Blue Shield program 
offers medical and surgical 
care to persons over 65 at 
a cost of $3 per person per 
month. It covers the cost of 
a doctor’s services while the 

atient is in the hospital, 
t does not cover hospital 

costs.
It is offered to individuals 

over 65 with an annual in­
come of $2,500 or less, or to 
married couples with a to­
tal annual income of $4,000 
or less. -* * *

THE NATIONAL Blue 
Cross is working on a simi­
lar plan to cover the hospi­
tal costs of such persons.

An HMA spokesman said 
here yesterday the “more 
comprehensive” plan the 
HMA is now asking HMSA 
to form in Hawaii, would in­
clude hospital costs as well 
as doctors’ fees, plus “may­
be some outpatient serv­
ices.” y

PUUNENE, Maui - Dr. 
Rodney T. West, Honolulu 
obstetrician, was named 
president - elect of the Ha­
waii Medical Assn, by its 
House of Delegates yester­
day.

Dr. West will succeed Dr. 
Frederick Giles, who takes 
over as HMA president at 
installation ceremonies on 
Maui this evening to serve 
in 1962-63.

The outgoing president is 
Dr. Alfred Burden of Maui.* * *

ALSO ELECTED yester­
day, to take office today 
with Giles, were:

Dr. Samuel D. Allison of 
Honolulu, secretary, and 
Dr. Robert Miyamoto of Ha- • 
waii, Dr. Chew Mung Lum 0.

DR. WEST
Wade of Kauai, counsel-

of Honolulu, and Dr. Burt ors.

gates voted to oppose pas­
sage of the controversial 
King-Anderson bill in Con­
gress that would provide 
care for the aged through 
Federal Social Security 
taxation.

The plan favored by the 
State’s physicians would be 
a modification of the nation­
wide, uniform Blue Shield 
insurance program for the 
medical and surgical cane of
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Gill Invites Doctors to Debate Bill
State Representative 

Thomas P. Gill, Democrat 
of Oahu, has sent invitations 
to Dr. J. Alfred Burden and 
Dr. Frederick L. Giles to a 
series of debates on the 
King-Anderson Medicare Bill 
now before Congress.

Burden is president of the 
Hawaii Medical Association, . 
and Giles is the next presi- i 
dent of the association.

Gill offered to debate the 
bill after reading a state-j 
ment by Burden in the Star- I 
Bulletin.

“Since the H.M.A. is ap-1 
parently following the path 
of the American Medical As­
sociation in opposing Medi-1

Socialized Medicine

Stand Is Rapped
PUUNENE, Maui, May 5— 

Dr. J. Alfred Burden, out­
going president of the Ha­
waii Medical Association, 
took a strong swing yester­
day at some of his colleagues 
for their stand on socialized 
medicine.

In an address ending his 
term, Dr. Burden castigated 
them for trying to blackball 
fellow members who “have 
the guts and honesty to 
speak out for the good points 
of the H.M.S.A. organiza­
tion.”

The Maui doctor called on 
the Medical Association 
membership to rally “in the 
fight against socialized medi­
cine.”

He said he was amazed at 
how few know anything 
about or are even conscious 
of the seriousness of the 
situation—and the implica­
tions of the King-Anderson 
Bill.

Socialization may well 
start with the medical pro­
fession and spread through-

care, it seems to me that 
your group is obviously 
equipped to support one side 
of the question.

“Some of us will supply

the arguments in favor of 
Medicare.”

Burden is a Haliimaile, 
Maui, physician. Giles is a 
Honolulu physician.
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out the land, Burden 
warned.

“Too many doctors seem to 
think it won’t affect them 
because their practice is es­
tablished—but never before 
has danger of socialization 
been more imminent.”

He explained that the 
King-Anderson Bill, pigeon­
holed in the U.S. Senate 
Ways and Means Committee, 
was kept there three months 
ago by a margin of five 
votes.

Today, it is kept in com­
mittee, he said, by a slim 
one vote.

“And whether the Admin­
istration is successful in 
passing the bill or not, the 
problem of medical care for 
the aged is going to be one 
of the major election issues 
this fall.

“And the only answer is 
through voluntary insurance 
programs,” he said.

Doctor Answers 
Gill's Challenge

PUUNENE, Maui, May 5 
—“I have been too busy with 
the State convention to give 
it serious thought,” Dr. J. M. 
Burden, retiring Hawaii Med­
ical Association president, 
said today in answer to a 
challenge by State Repre­
sentative Thomas P. Gill to 
debate merits of Federal Ad­
ministration proposals for 
medical care of the aged.

He added, “Anyway, I 
think the challenge was 
made not so much in concern 
over the plight of the elderly 
but more with an eye to 
politics.

HONOLULU ADVERTISER
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Gill Asks
Debate On 
Medicare

State Rep. Thomas P. Gill 
has invited Hawaii Medical 
Assn, officials to debate the 
merits of the national ad­
ministration’s medical care 
for the aged plan.

In'a letter to HMA presi­
dent, Dr. J. Alfred Burden, 
Gill said the matter is of 
“crucial interest” to Hawaii 
and the nation.

GILL SAID THE local as­
sociation appears to agree 
with the American Medical 
Assn, that the King-Ander­
son Medicare bill, now be­
fore Congress, should be de­
feated.

The AMA, Gill said, has a 
“long record of being op­
posed to beneficial social 
legislation.”





F^^hildren of all ages —

the aspirin of choice is 
St. Joseph Aspirin For Children

News from All Quarters

APHA and AHA State Policies 
on Care of Aged

At recent meetings, the American 
Public Health Association and Ameri­
can Hospital Association took divergent 
actions on health care for our aging 
population.

The APHA, meeting in Detroit, Mich., 
last November 13-17, commenting on 
the growing number of aged persons, 
their relatively small financial resources, 
and the increasing cost of health care, 
recommended that:

... medical care programs financed 
by any mechanism, including govern­
mental and voluntary insurance, be 
accompanied by provisions that would 
require the official health agencies to 
establish after consultation with the 
appropriate professional groups and 
e”™rce ^S1’ Quality standards for fa­
cilities and services. •

. . . APHA urge the utilization, in 
a program of health services for the 
aged of the strong federal-state-local 
health department relationships to as- 

• sure the best planning and administra- 
\ tion. . . .
A . . . APHA support appropriate pro­

posals, including social insurance 
mechanisms, to provide for the sound 
financing of adequate health services 
to be available to the aged individual 
without a means test and on a paid-up 
basis, vs ithout additional fees or pay­
ments for covered services, in institu­
tions, outpatient departments, and or­
ganized home care programs. . . ,

. . . APHA support additional ap­
propriate federal, state, and local ef­
forts to improve the financing and 
adequacy of health services for needy 
and medically needy aged persons 
through the supplementary public as­
sistance programs and through other 
njea^s. such as medical care programs 
administered by health departments, 
?nd f°F all aged persons through pub­
lic health and related programs.

. The AHA House of Delegates, meet­
ing in Chicago, January 3-4, adopted 
these statements:

1. We reaffirm the crucial need to 
continue vigorous eflorts to foster re­
alistic and equitable programs in ev­
ery state for the adequate health pro­
tection of the indigent and medically 
indigent under q mechanism similar 
to the Kerr-Mills Act.

2. We recommend the earliest pos­
sible implementation of a national

\ Bine Cross program for a voluntary 
\ nonprofit plan available to all persons 
\ aged 65 years and over.
N 3. We recognize that government 

assistance is necessary to effectively 
implement this national Blue Cross 
proposal in order to enable many re­
tired aged persons to purchase this 
health protection through the volun­
tary prepayment system. Conditional 
upon the administration of this pro­
posed plan by the voluntary nonprofit 
prepayment system, the tax source of 
the funds is of secondary importance 
to us.
,4- The individual aged person 

should receive governmental financial 
assistance on a decreasing scale re­
filled to income, the low income per­
son to receive major or even total as­
sistance and the higher income person 
to receive less. The determination for 
government assistance . . . should not l 
be made in accordance with the usual I 
means test determinations made un- I 
oer public welfare programs.

5 . We emphasize the urgency and 
^Portance of planning for the provi­
sion of adequate facilities and person­
nel in order that skills and services 
may be available to render high qual­
ity care to the aged.

6 It is the sense of this meeting of 
the House of Delegates of the Ameri- 

\ can Hospital Association that the best 
^interests of the retired aged will not 

be served by passage of the King- 
Anderson Bill.

New Policy Permits Promotion 
os Bedside Nurse

New York Medical College, Flower 
and Fifth Avenue Hospitals, has adopt­
ed a new nursing personnel policy.

The main purpose in the new policy 
is to give nurses practical incentives to 
remain in direct patient care instead of 
going into administration or teaching, 
the usual avenues of advancement.

Under the new code, a general duty 
nurse who remains in bedside care has 
the same opportunities for promotion 
ami salary increases as the one who goes 
into administration. She can advance 
Irom a salary of $4500 annually to 
$6000, higher than a head nurse and 
on a par with an assistant supervisor 
and supervisor. She can attain the top 
salary by demonstrating her ability to 
provide the highest quality of profes­
sional nursing care. I

APPROVED BY MORE 
DOCTORS THAN 

ANY OTHER
j Easy to give, pleasant to take 
J peutically effective—more do w ... - 
i prove St. Joseph Aspirin For UI - a 
I than any other medication for fever 

and pain.
St. Joseph Aspirin For Children is 

the “first choice” of so many doctors 
। because of these three “firsts”:
I FIRST with the little 1J^ grain tab­

lets (one-fourth of an adult dose) that 
doctors recommend for accuracy. 
FIRST with the pure orange-flavored, 
creamy-textured tablet that children 
overwhelmingly prefer for taste.

i FIRS’! with the doctor-approved, 
safety cap that authorities today insist 

j on for safety
I So give your patients the “first 
choice’ in children’s aspirin — the 
aspirin doctors prefer for children—

; St. Joseph Aspirin For Children.

WRITE FOR FREE
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AND PROFESSIONAL * ASPIRI^^
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Plough, Inc., Dept. 59,
Memphis 1, Tennessee
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EDITORIALS |

Getting Warmer
Within recent weeks, two of the major national health 

associations have made policy statements which alter 
their previous stands on financing the health care of the 
aged in this country—the American Public Health Asso­
ciation and the American Hospital Association (see p. 
29). The one represents alignment with the ANA; the 
other, a partial departure from the AMA stand.

Until this time, the ANA has stood alone among the 
major health groups in diametrically opposing the posi­
tion of the American Medical Association. To the AMA’s 
dismay, our House of Delegates voted in 1958 to support 
the principle of providing health insurance coverage for 
the aging under the social security system. Since t|ien, 
ANA has testified in Congressional hearings in support 
of those aspects of proposed legislation which would 
fulfill this principle. On the opposite side of the fence 
have been the AMA, the AHA and the American Dental 
Association, with the APHA recognizing the need for 
some form of paid-up insurance, but not specifying the 
social security mechanism.

At its recent meeting in Detroit, however, the APHA 
finally approver! a resolution which reads like some of 
the testimony of the ANA. It pledges support of “. . . 
appropriate proposals, including social insurance mech­
anisms, to provide for the sound financing of adequate 
health services, to be available to the aged individual 
without a means test and on a paid-up basis without 
additional fees or payments for covered services, in in­
stitutions, outpatient departments, and organized home 
care programs.”

Hospitals in this country are facing a serious eco­
nomic dilemma as almost everyone knows, especially 
nurses employed by them; much of this has been 
brought on by the increased costs of providing hospital 
care for the medically indigent aged and chronically ill 
—costs inadequately, if at all, reimbursed by local or 
state governments or insurance plans. Many have won­
dered how long the AHA would continue to stand with 
the AMA on this critical question of financing, at least, 
costs of hospital care.

On January 4, a special meeting of AHA delegates 
adopted a new policy statement which calls for the im­
plementation of a national Blue Cross program (all 
present programs are regional or state) to administer 
a hospital plan for those over 65. “We recognize” says 
the AHA, in part, “that government assistance is neces­
sary ... to enable many aged persons to purchase 
this health protection through the voluntary prepay­
ment system.” In several ways, the full statement is a 
strategic compromise—by advancing the voluntary sys­
tem and avoiding the social security mechanism—but in 
other ways, such as in its indirect recognition that govern­
ment assistance might come from social security funds, 
it’s a real departure from the AMA position.

Whatever the merits of this new AHA position (it 
will be studied by the ANA legislative committee), the 
very change in approach by the AHA and APHA are sig­
nificant to us in ANA. Although the stand we took in 
1958 is in line with that of many prominent social wel­
fare groups. ANA certainly stood alone among the major 
health groups. The pressures on individual members 
and ANA officials to change our stand have not beei 
easy to take, whether they have occurred in the haty 
of a hospital, at a state nursing convention, or became 
acutely apparent at a legislative hearing (where our 
lone representative was pleasantly conspicuous—at least 
to the Congressmen—both by her position and her 
presence). It may be that this opposition has created a 
greater solidarity among nurses than any external pres­
sure has ever done before.

It’s encouraging to see that the real problems in pro­
viding decent and dignified medical care for the aging 
are finally being acknowledged by others in the medical 
field. With this public problem only second in impor­
tance to the one of tariffs and trades in President Ken­
nedy’s 1962 legislative program, we can expect it to be 
a hotter-than-ever issue. We don’t dare predict what 
the temperature will be within the medical groups; but 
we must confess we’re beginning to enjoy the warmth 
of some companionship.

A New Forum for Nursing
Volume I, Number 1 of Nursing Forum arrived with 

—and just about as fresh, husky and promising as—the 
New Year. Our compliments to this new magazine, de­
signed “. . . to complement nursing’s other professional 
journals”; especially to Editor Alice Clark and to its edi­
torial board, for their persistence, their practical knowl 
edge, their pride, and their high purpose.

We’re glad to welcome this new quarterly magazine 
to nursing publishing circles, for we know better than 
most how much nursing needs more periodical pages. 
We also know that nurses must read more, think more, 
write more, and write better. If Nursing Forum’s advent 
so stimulates us it will have earned a forward place in 
the nursing literature of the future.
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Here’s the Slate 
of ANA Candidates

Margaret Dolan Mary Walker

Mrs. .Margaret B. Dolan, North 
Carolina and Mary C. Walker, Colo­
rado are 1962 candidates for presi­
dent of the American Nurses’ Associa­
tion. Miss Walker and Mrs. Dolan, 
currently first and second vice-presi­
dents of ANA, head a slate of 28 
candidates from 25 states which will 
be presented to the ANA House of 
Delegates at the convention in Detroit, 
May 14-18. Nominations may also be 
presented from the floor.

Miss Walker, director of nursing ser­
vices, Denver Red Cross, has been 
both president and secretary of the 
Colorado Nurses Association. She was 
chairman of the ANA Special Groups 
Section and has been a member of 
the Committee on Promotion of ANA 

(Continued on page 15)

General Session 
Topics Listed

The convention theme, “Excellence 
in Nursing—Progress in Health” will 
be carried out in general sessions, sec­
tion programs and the clinical sessions, 
geared to improvement of clinical 
practice, which are to be held simul­
taneously Tuesday afternoon and 
Thursday morning.

The Honorable Richard Bolling, 
U.S. Representative from Missouri, 
and Mrs. Esther Peterson, Assistant 
Secretary of Labor and Director of 
the Women’s Bureau, U.S. Department 
of Labor, will take part in the general 

(Continued on page 3)

Secretary Ribicoff Convention Speaker
Secretary of Health, Education and 

Welfare Abraham Ribicoff is sched­
uled to speak at the opening night 
program meeting at ANA’s 43rd Con­
vention in Detroit, Mich., May 14-18. 
The Monday night program will also 
feature ANA’s traditional procession 
and presentation of the Mary Ma­
honey Award.

Secretary Ribicoff, who was Gover­
nor of Connecticut before being ap­
pointed to President Kennedy’s Cabi­
net, is also a twice-elected Connecticut 
Representative in the United States 
Congress.

The Secretary’s awareness of the 
importance of nursing in the national 
health picture was illustrated last July 
when he told the U.S. Public Health 
Service Surgeon General’s Consultant 
Group on Nursing that the nurse is 
“the magic ingredient in health ser­
vices,” and that “If we are expanding

Twenty-One Clinical Sessions Scheduled; 
Plan Now Which Ones You Will Attend

A wealth of clinical information will 
be presented in 21 clinical sessions, 
scheduled for Tuesday afternoon and 
Thursday morning of convention week. 
The number of clinical papers received 
by ANA made it possible to add an­
other session to the 20 originally plan­
ned. Nurses attending the convention 
can choose two from the twenty-one 
sessions—attend one on Tuesday and 
the other on Thursday. Topics of the 
clinical sessions are:
1. Emergency Intervention by the 
Nurse
2. Nursing in Relation to the Impact 
of Illness upon the Family
3. , 4., 5., Technical Innovations in 
Health Care: Nursing Implications

These sessions focus on the care of 
the patient in the following areas: 
(3) hypothermia and open heart surg­
ery; (4) laryngectomy and radiation 
therapy for cancer; (5) the implica­
tions of automation.

Secretary Ribicoff

in every field of health and medicine 
we will be self-defeating if we do not 
do something about the shortage in 
nursing.”

6. & 7. Innovations in Nurse-Patient 
Relationships: Automatic or reasoned 
nurse actions and nursing care of the 
patient with problems of response.
8. Nursing Care of the Burned Patient
9. Nursing of Patients with Loss of 
Perception
10. The Nurse and Groups of Patients 
or Clients
11. Effects of Stereotypes on Nursing 
Care
12. Nursing Approaches to Denial of 
Illness
13. Nursing Care of the Disoriented 
Patient
14. , 15., 16. Phases in Human Devel­
opment: Relevance in Nursing
17. Effects on Continuity in Nursing 
Care on Patient Welfare
18. Culture, Atmosphere and Social 
Organization: Effects on Nursing- Care 
19. Nursing and the Patient’s Motiva­
tions

(Continued on page 2)



Federal Aid To Nursing Education 
‘Hope’ Of Administration Officials

The administration is well aware of 
the critical need for Federal assistance 
to nursing education. In fact, at his 
press conference on Jan. 15, the Presi­
dent mistakenly reported that he had 
already requested it. The President 
was asked, “If you get the medical 
care legislation, where would you get 
the doctors, nurses, and hospitals to 
furnish the old people’s needs?”

The President replied, “. . . as you 
know we have asked in the State of 
the Union address for some assist­
ance to medical schools and nursing 
schools.”

The Administration has requested 
Federal aid for medical, dental and 
public health education, H.R. 4999, 
introduced by Rep. Oren Harris (D., 
Ark.), but has not as yet made any 
specific recommendations regarding 
nursing education.

Nursing Shortage Critical
Queried on the President’s state­

ment, the White House press office 
released this statement for publication: 
“The President considers the shortage 
of nurses also critical, and is hopeful 
that the Surgeon General’s Consultant 
Group on Nursing will offer recom­
mendations on Federal aid for nursing 
education that the Administration can 
then vigorously support.”

Secretary of Health, Education and 
Welfare Abraham Ribicoff reiterated 
the White House’s concern in his 
statement before the House Interstate 
and Foreign Commerce Committee in 
support of H.R. 4999. Said the Secre­
tary: “Let me explain why the bill 
concentrates on the training of physi­
cians, dentists, and public health spe­
cialists. These are by no means the 
only shortage groups. The national 
shortage of nurses, for example, is 
probably the greatest in quantitative 
terms.

“The concentration on these three 
groups is based on three primary con­
siderations. First, these are all key 
professional groups whose services are 
so basic to a broad range of health 
programs that any serious shortage has 
particular national significance. Sec­
ond, the cost of professional training— 
both to the school and to the student 
—is so high that Federal assistance 
is clearly needed to augment other

sources of funds. Third, careful studies 
have been made of the manpower and 
training problems in each of these 
categories. These studies not only 
document the nature and scope of the 
problems but also provide a basis for 
developing appropriate remedial meas­
ures.

Awaiting Consultant Suggestions
“. . . I should add, however,” con­

tinued the Secretary, “that we are 
fully aware of the problems in several 
other categories and are taking steps 
to assess the needs. For example, the 
Surgeon General last May appointed 
an expert consultant group to review 
and evaluate the field of nurse training 
and education. We expect to receive 
the findings and recommendations of 
this group soon, and we are hopeful 
that they will point the way to the 
expansion and strengthening of train­
ing programs for nurses.”

In a letter to Representative Harris, 
chairman of the House Interstate and 
Foreign Commerce Committee, in sup­
port of H.R. 4999, ANA requested 
that the legislation be amended to in­
clude graduate education in nursing 
in those 43 schools offering master’s 
programs in nursing education. Point­
ing to the shortage of qualified nurse 
educators and administrative person­
nel, ANA noted that less than 2 per 
cent of employed professional nurses 
in this country have master’s degrees 
— minimum requirement for teaching 
in any other field of higher education.

Collegiate Aid Asked
“However,” said ANA, “the urgent 

need in nursing at this time ... is aid 
to basic collegiate education.”

ANA-backed legislation to provide 
construction, instruction and scholar­
ship funds for baccalaureate programs 
in nursing, introduced during the first 
session of the 87th Congress by Sena­
tor Hubert Humphrey, S. 1353, and 
Representative Harley Staggers, H.R. 
5682, is held over through the second 
session. The bills are currently await­
ing action in their respective commit­
tees, House Interstate and Foreign 
Commerce and Senate Labor and Pub­
lic Welfare, but action by this Congress 
is highly unlikely due to the delayed 
report of the Consultant Group on 
Nursing.

Emilie Sargent, director of the 
Detroit Visiting Nurse Association and 
recipient of the 1960 Pearl McIver

ANA Members 
In the News

Award for leadership and outstanding 
contribution to public health, has been 
appointed to HEW Secretary Ribicoff’s 
28 member panel of experts and lay­
men to advise him on problems of 
the aging.

Mrs. Pauline Carroll, director of 
school nursing service, Abington (Pa.)
High School and Julia Thompson, 
ANA’s Washington representative, 
have been appointed permanent repre­
sentatives of the Interprofessional Re­
search Commission on Pupil Personnel 
Services. The Commission will provide 
national leadership for and give direc­
tion to the development of pupil per­
sonnel services in the public schools.

Joanna Boatman, assistant head 
nurse in surgery, Cowlitz General 
Hospital, Longview, Washington, is 
also mayor of Kaloma, Washington. 
Appointed in December 1961 to serve
an unexpired term when the former 
mayor resigned, Miss Boatman is the 
first woman to hold this office.

Lt. Col. Harriet H. Werley, ANC, 
Walter Reed Army Medical Center, 
has received the Federal Nursing Ser­
vice Award for “outstanding accom­
plishments in the advancement of 
professional nursing.” The Award, 
presented during the 68th annual meet­
ing of the Association of Military 
Surgeons last November, is given an­
nually by the Hoffman-La Roche 
Pharmaceutical Laboratory.

Sister Paschala, Mary M. Roberts 
Fellowship Award winner for 1958-59, 
has had a story published in the 
Ellery Queen Magazine, January 1962 
issue. The author’s fee will go to a 
mission hospital in Puerto Rico.

Clinical Sessions
(Continued from page 1)

20. Solving “Difficult” Problems in 
Nursing Care
21. The Nurse-Patient-Doctor Triadic 
Relationships: Effects on Nursing Care 
of the Patient.

Clinical papers deriving from the 
direct nursing practice of professional 
nurses will be presented at each session 
and will be published and offered for 
sale after the convention.

2



THE ENTRANCE TO COBO HALL where ANA mem­
bers will register, attend clinical sessions, films and 
most section meetings during the ANA convention. 
Cobo Hall overlooks the Detroit River, has a coffee­
shop and cafeteria; roof-top parking space.

ANA MEMBERS WILL FILL THESE SEATS May 14­
18, 1962. The Convention Arena, adjoining Cobo Hall, 
will be the setting for the ANA House of Delegates, 
the general sessions, the larger section business meet­
ings and programs.

PC&PS Counseling Offered 
During ANA Convention

Counseling service to nurses and 
employers will again be offered by 
the ANA Professional Counseling & 
Placement Service during convention 
week. A PC&PS Counselor will be on 
hand in Cobo Hall (ask at the ANA 
exhibit booth) to discuss questions 
related to employment. If your creden­
tials are not yet on file with PC&PS, 
you can obtain an application form 
from the ANA PC&PS Office, 10 
Columbus Circle, N. Y. Nurses con­
sidering a change in position should 
be sure records are up to date.

Convention Fees Set 
For Foreign Nurses

An increasing number of foreign 
nurses have been attending recent 
ANA biennial conventions. To encour­
age their attendance, the ANA Board 
of Directors has invited nurses who 
are members of their own national 
organizations to register for the 1962 
ANA Convention at the same fee paid 
by ANA members.

This provision will not change the 
long-standing ANA policy which 
grants complimentary registration to 
those R.N.’s from foreign countries 
who are in the U.S. under the sponsor­
ship of the American Nurses’ Associa­
tion.

Clinical Tours Planned
To make your attendance at the 

1962 biennial even more profession­
ally rewarding, Detroit’s local co­
operating committee is planning an 
outstanding group of clinical tours to 
health agencies in the area.

■ New Conference Groups • 
The ANA Board of Directors 

i has approved the formation of 
i two new conference groups rec­
* ommended by the Study Com- 
| mittee on the Functions of ANA.
* Opportunity will be provided at 
J the convention for nurses inter- 
■ ested in medical-surgical and 
■ geriatric nursing to meet and 
i organize conference groups in 
2 these areas. Notice of time and 
J place will be carried in the con- 2 
• vention program.
L.......................J
General Sessions

(Continued from page 1)
program scheduled for Tuesday morn­
ing: “Focus on the Future—Economic 
Security in the Decade Ahead.”

Wednesday afternoon’s general ses­
sion on “Relationships between Regis­
tered Professional Nurses and Licensed 
Practical Nurses” will feature Robert 
K. Merton, Ph.D., ANA consulting 
sociologist and chairman, Department 
of Sociology, Columbia University; 
Sister Mary Blaise, R.N., director, 
School of Practical Nursing, Roswell, 
New Mexico, and Etta H. Rasmussen, 
R.N., associate professor, teacher­
trainer, Practical Nurse Education, 
State University of Iowa College of 
Nursing.

Jerrold M. Michael, assistant chief, 
Division of Health Mobilization, U.S. 
Public Health Service, will explain 
“The Medical Self-Help Program” at 
a Thursday afternoon session, focus­
ing on nursing in national defense. 
Marie F. Hanzel, special assistant,

Organizational Changes 
To Be Studied By Members

The Study Committee on the Func­
tions of ANA will present a report to 
the May House of Delegates for study 
by the membership during the next two 
years.

The report will contain proposals 
for organizational changes to facilitate 
the strengthening and expansion of 
ANA functions. It will be an outline 
rather than a completely detailed plan 
and provide a basis for consideration 
by state and district associations of 
what changes should be made to im­
prove present programs and enable 
ANA to assume new responsibilities. 
Recommendations for action could 
then be considered at the 1964 ANA 
Convention.

The work of the Study Committee 
was undertaken as the result of ex­
pressed membership concern over 
present organizational arrangements. 
A preliminary report was presented 
to the 1960 House of Delegates. A 
progress report was published in the 
1961 issue of AJN.

Division of Health Mobilization, will 
give the demonstration.

Dr. Mathew Ross, medical director 
of the American Psychiatric Associa­
tion will discuss “Action for Mental 
Health,” the report of the Commission 
on Mental Health and Illness, on 
Thursday morning. The Thursday eve­
ning session on “Professional Stand­
ards—Whose Responsibility?” will fea­
ture Margaret Lindsey, Ed.D., profes­
sor of education, Teachers College, 
Columbia University and three other 
authorities.
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ANA PRESIDENT MATHILDA 
SCHEUER receives an Album of 
Nursing Stamps from Postmaster 
General J. Edward Day during the 
first-day-of-issue dedication in 
Washington, D.C., Dec. 28. Cere­
monies were attended by top gov­
ernment officials and by represen­
tatives of the national nursing 
organizations. See President Ken­
nedy’s message to the nursing pro­
fession in this issue of “ANA in 
Review.”

AAUW Grants Offered 
For Graduate Study

The American Association of Univer­
sity Women, with a grant of $225,000 
from the Rockefeller Brothers Fund, 
is initiating a grant-in-aid program in 
eleven southern states for women 35 
and older who can qualify for grad­
uate study in teaching, research, or 
administration in higher education. 
The program is designed to add quali­
fied women to the nation’s resources 
of college faculty. Approximately 50 
candidates who hold a bachelor’s or 
master’s degree will be selected each 
year for further education in one of 
the cooperating graduate schools. Uni­
versities which have expressed interest 
in the plan thus far include Auburn, 
Duke, Emory, Louisiana State, 
Tulane, Vanderbilt, Florida, Ken­
tucky, North Carolina, Tennessee 
and Virginia. Grants will cover tui­
tion and necessary expenses will be 
awarded on the basis of need to those 
candidates who live within commuting 
distance of the universities they attend. 
Applications for the first class in Sep­
tember, 1962, should be made not 
later than April 15, 1962. Address 
inquiries to Dr. Eleanor F. Dolan, 
AAUW Educational Foundation, 2401 
Virginia Avenue, N. W., Washington 
7, D. C.

Peace Corps is Seeking 
More Registered Nurses

The Peace Corps is now seeking 
registered nurses for projects in Latin 
America, Africa and Southeast Asia. 
At the present time, 31 nurses are 
serving the Peace Corps overseas in 
Malaya, Chile, St. Lucia, East and 
West Pakistan. The nurses received 
special training for their assignments. 
ANA is providing guidance on request 
of the Peace Corps in locating a 
qualified R.N. to serve on all future 
selection panels involving nurse proj­
ects.

Nurses are needed to staff hospitals 
and clinics, assist in training host coun­
try hospital attendants, operate field 
clinics, and serve on faculties in 
schools of nursing. Other countries 
that have requested nursing projects 
include Tanganyika, Ethiopia, Liberia, 
Sierra Leone, Togo, Thailand, North 
Borneo, Honduras, Peru, Venezuela 
and Jamaica.

Peace Corps volunteers receive a 
living allowance for food, clothing, 
housing, medical care and pocket ex­
penses. Although they receive no 
salary, they accumulate $75 a month 
which is payable when their service 
is completed, normally after two years, 
and which would amount to a lump 
sum of $1800.

Applications may be obtained by 
writing to the Office of Public Affairs, 
The Peace Corps, Washington 25, D.C.

U.S. Agency Praises ANA
The Office of Emergency Planning, 

has commended the American Nurses’ 
Association for development of a plan­
ning guide on the assignment and 
efficient use of professional nursing 
personnel in the event of war emer­
gency, for government officials.

THE PRESIDENT’S MESSAGE 
TO THE NURSING PROFESSION 
(made on issuance of the stamp honoring nursing)

I salute the nursing profession of this nation and all of its members 
who for more than a century have given strong leadership in translating 
scientific knowledge into better health for people everywhere.

Modern nursing holds a high place in our system of health and medical 
care. We shall look to nursing even more as we move forward toward the 
development of better health services for all citizens in the years ahead.

With the U.S. postage stamp to commemorate the nursing profession, 
the Government and the citizens of our country acknowledge with gratitude 
the advances you have already made, and we express our hopes and 
expectations for future progress in your own and the Nation’s behalf.

JOHN F. KENNEDY
President of the United States

USPHS To Survey 
Inactive Nurses

The Division of Nursing, U.S. Pub­
lic Health Service, is conducting a 
survey of professional nurses who 
maintain state registration but are not 
actively practicing. The purpose of 
the survey is to find out how many 
of an estimated pool of 200,000 in­
active professional nurses could return 
to full or part-time work and under 
what circumstances they would be 
able to do so.

Initially, the survey will cover six 
states: Alabama, Georgia, Kansas, 
Mississippi, North Carolina and Ver­
mont. These states have offered to 
cooperate through their boards of 
nursing and state nurses associations. 
Eventually, the survey will be extended 
to other states. Data will be made 
available to communities which are 
planning to develop or expand their 
programs for comprehensive care, in­
cluding care of the aging.

Delegates To Consider 
Centralized Billing

For several years, ANA has been 
studying the present method of dues 
collection and the possibilities for 
establishing centralized billing.

The House of Delegates will hear 
a report on the study and will consider 
whether or not ANA should proceed 
with such a plan. If such a system 
were installed by ANA, it could be 
designed to permit installment pay­
ment of dues.

If the House of Delegates authorizes 
centralized billing, which would in­
volve the installation of an electronic 
data processing system, it is estimated 
that it could be instituted for all mem­
bers in 1964.
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RN-MD Institute 
Proposed

Mrs. Judith G. Whitaker, executive 
secretary of ANA, and Miss Inez 
Hayes, general director of NLN, will 
meet this spring with representatives 
of the American Medical Association 
to explore plans for an institute on 
nurse-physician aspects of professional 
practice.

An institute has been proposed by 
the AMA’s nursing liaison committee 
headed by Arthur Kirschner, M.D., 
Los Angeles.

In explaining the purposes of the 
liaison committee, recently enlarged 
by the AMA, Dr. Kirchner said: 
“Nurses have a separate and distinct 
professional status and their contribu­
tions are those of co-workers. The 
endorsement by the medical profession 
of the nurse’s aspiration to maintain 
high standards represents the kind of 
support which nursing should be able 
to expect.”

Reserve Officer 
Credit Points

Reserve officers of the Army 
! and Air Force Nurse Corps will 
J again be able to earn retirement 

point credits by registered at-
■ tendance at certain convention
■ meetings. Sessions selected for 

the awarding of credits will be 
designated in the convention 
program.

Statement To Be Issued 
On Auxiliary Personnel

A Statement on Auxiliary Personnel 
in Nursing Service is being prepared 
by the ANA Special Committee on 
Allied Nursing Personnel for antici­
pated distribution later in the spring 
of 1962. Preparation of the statement 
requires extensive research and study 
by the committee and staff as well as 
consultation with leaders of inservice 
training programs and clinical services. 
The need for this statement has been 
expressed not only by ANA members 
but also by allied health groups who 
look to ANA for leadership in the 
establishment of standards of clinical 
practice.

The completed statement will in­
clude definitions of professional and 
practical nursing. It will define the 
term “auxiliary personnel,” discuss 
qualifications, training and supervision.

RN’s Join Army; See the President
Seven Minneapolis nurses were 

greeted by President Kennedy, Febru­
ary 2, as they completed a special tour 
of the White House and Executive 
Offices. The presidential visit was part 
of an exciting three-day itinerary plan­
ned to celebrate the nurses’ commis­
sioning in the U.S. Army Nurse Corps 
as the first “city-sponsored group.”

The recruits were accompanied by 
Mrs. Kimi Hara, (far right in picture) 
president of the Third (Minneapolis) 
District of the Minnesota Nurses’ As­
sociation. The DNA, in cooperation 
with the Minneapolis Chamber of 
Commerce, undertook a special pro­
gram of recruitment for one year in 
support of the President’s military 
readiness program. (Last September, 
ANA issued a special release to SNA’s 
urging cooperation with the military 
services nurse corps in their efforts to 
maintain the strength necessary to sup­
port the increased military needs called 
for by President Kennedy.)

The seven nurses, sworn in by Chief 
Army Nurse Colonel Margaret Har­
per were: First Lts. Esther Neufeld 
and Amelia Garcia; Second Lts. Dar­
lene Ahlschlager, Ann T. Heil, Beverly 
Anderson, Patricia Einum and Marion 
Walls. Four other Minneapolis nurses

Article Explores 
Economic Conditions

The “hard economic facts of nurs­
ing life” are cogently explored in 
“Medicine’s Forgotten Women,” an 
article in the March 1 issue of Re­
porter Magazine. The article focuses 
on ANA’s Economic Security Program 
and efforts of nurses in various parts 
of the country to gain improvements 
in salaries, employment conditions and 
and standards of nursing care. It is

were recruited by the DNA, but their 
papers had not been processed at the 
time of the ceremony. The February 2 
date was chosen to celebrate the 61st 
anniversary of the Army Nurse Corps.

Besides the White House tour and 
swearing-in ceremony at the Office of 
the Army Surgeon General, the nurses 
were entertained at a luncheon on 
Capitol Hill given by Senators Eugene 
J. McCarthy and Hubert H. Hum­
phrey; Representatives Clark Mac­
Gregor and Walter H. Judd. A tour 
of the Capitol building and a buffet 
(given in their honor by Colonel Har­
per) at the Walter Reed Army Medi­
cal Center completed the activities.

Consulting Group 
Report Delayed

U.S. Surgeon General Luther L. 
Terry has extended the date for the 
report of his Consulting Group on 
Nursing. Established last year on au­
thorization of President Kennedy, the 
group had been scheduled to report 
in January. It is studying problems and 
needs in nursing education and service. 
Because of the scope and complexity 
of its task, the group requested addi­
tional time to complete its work.

Mrs. Judith G. Whitaker, ANA ex­
ecutive secretary, is a member of the 
group which includes 24 representa­
tives of nursing, hospitals, medicine, 
education, social science, labor, and 
public health. Robert K. Merton, 
Ph.D,. chairman, Department of So­
ciology, Columbia University, and 
ANA consulting sociologist, is also a 
member.

a strong statement of the need for 
“public concern” about “the welfare 
of nurses, whose role is an essential 
one in nearly all health services.”
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State Board Exams Conference Topic
The responsibility of boards of nurs­

ing in the development of the examina­
tion for licensure will be the topic of 
the 1962 educational conference for 
members and professional employees 
of state boards of nursing. The con­
ference, sponsored annually by the 
ANA Committee of State Boards of 
Nursing, will be held this year May 
10-11 at the Statler Hilton Hotel in 
Detroit.

Richard M. Schmidt, attorney-at- 
law, counsel for the Colorado Nurses 
Association, will open the conference 
with a discussion of the legal respon­
sibility of boards for the licensure of 
professional groups in regard to the 
content and administration of the li­
censing examination. Agnes Ohlson, 
R.N., Connecticut, will present the 
historical background of this develop­
ment of the State Board Test Pool 
Examination as it is now prepared and 
used. Mrs. Judith G. Whitaker, ANA 
executive secretary, will outline the 
responsibility of the profession in re­
gard to the admission of new practi­
tioners through the process of licen­
sure. Inez Haynes, NLN executive 
director, will explain the contribution 
made by the NLN in the development

Increased Membership 
Promotion Urged

A separate committee and increased 
staff and resources to enable ANA to 
carry out a strong membership pro­
motion program were recommended 
by the Committee on Promotion of 
ANA Program, Public Relations, and 
Membership and endorsed by the 
Board of Directors in January. Estab­
lishment of a separate committee re­
quires House of Delegates action.

The committee urged considerable 
intensification and expansion of ANA’s 
membership promotion effort, includ­
ing “study and evaluation of matters 
relating to membership in the asso­
ciation, development of plans, both 
short and long range, for increasing 
and retaining ANA membership and 
advising and assisting SNA’s in plan­
ning continuing programs of member­
ship promotion.”

Approving in principle the need for 
additional staff and resources to in­
crease membership promotion efforts, 
the Board deferred any allocation of 
additional funds until after House of 
Delegates action on the proposed dues 
increase.

and servicing of the SBTP examination.
A panel discussion will describe the 

steps followed in the actual prepara­
tion of the examination. Another will 
illustrate the specific responsibilities 
carried out by members of state boards 
of nursing in the selection of item 
writers, the review of draft items, 
maintenance of security measures, 
evaluation of candidate achievement 
and the determination of success or 
failure. The closing session will focus 
on the resources available for assist­
ance to board members in meeting 
their obligations as public servants.

Unemployment Pay 
For Nonprofit Firms?

Nurses will be among those bene­
fiting if the Administration’s proposals 
for extension of unemployment com­
pensation insurance to the nonprofit 
industries receive acceptance by the 
Congress. Senator Eugene McCarthy 
(D., Minn.) and Representative Cecil 
R. King (D., Calif.) introduced S.2084 
and H.R. 7640, respectively, at the 
last session of Congress, and Repre­
sentative Wilbur Mills, (D., Ark.) 
chairman of the House Ways and 
Means Committee which will consider 
the King bill, has promised a favorable 
report from his committee. Senator 
Harry Byrd (D., Va.), chairman of 
the Senate Finance Committee which 
has the McCarthy bill, is less friendly 
but action could be forced if the House 
passes a bill.

The American Hospital Association 
will no doubt oppose the inclusion of 
hospitals, and may base its argument 
on the fact that the shortage of hospital 
personnel precludes the need for such 
protection of employees. However, 
since a number of hospitals have sum­
marily fired nurses for being active in 
an economic security program, there 
is a definite need for coverage. In addi­
tion, new methods of providing hospi­
tal care may eliminate large groups of 
workers, such as kitchen and laundry 
help, who would need some assistance 
while they seek other forms of em­
ployment.

States unemployment compensation 
laws would probably follow the lead 
of the Federal Government, and the 
inclusion of hospitals for the first time 
in a Federal labor law would set a 
precedent for subsequent legislation.

The hospital industry is one of the 
largest not now providing this type of 
protection for employees.

HAVE YOU READ?
The Law and the Nurse, by Nathan 

Hershey, assistant director of the 
Health Law Center, Graduate School 
of Public Health, and assistant pro­
fessor of law at the University of Pitts­
burgh, appearing in the February AJN; 
it is the first in a series of articles on 
the implications of the law in the 
practice of nursing. Reprint available 
from ANA; 10 cents a copy.

The Changing Role of the Profes­
sional Nurse in the Hospital, written 
by ANA’s executive secretary, Mrs. 
Judith G. Whitaker, is also in the 
February AJN. It examines important 
phenomena taking place in American 

; hospitals today. Reprints available 
j from ANA; 20 cents a copy.

' Battle of the ‘Plans’ 
For Care of the Aged

The American Public Health Asso­
ciation has gone on record in support 
of health insurance for the aged 
through the social security mechanism. 
APHA is the second (ANA was the 
first) major health organization to 
come out in favor of health care 
for the aged through social security. 
APHA adopted this stand at its con­
vention last November.

Another development of interest to 
ANA members is the American Hos­
pital Association’s withdrawal of its 
objections to a federally financed pro­
gram of medical care for the aged. 
At a special House of Delegates meet­
ing January 4, the AHA proposed a 
health care program for the aged to 
be subsidized by Federal funds but 
administered nationally by Blue Cross. 
No legislation has been introduced in 
Congress embodying the AHA pro­
posals. Opposition to the proposal has 
been voiced by the American Life 
Convention, the Health Insurance As­
sociation of America and the Life 
Insurance Association of America 
which issued a joint statement oppos­
ing the AHA plan as a “self-serving 
insurance monopoly.”

Following the announcement of the 
AHA-Blue Cross Plan, the American 
Medical Association proposed a plan 
to cover physicians fees for persons 
65 and older through the Blue Shield.

The American Nurses’ Association, 
through House of Delegates action, 
supports the principle of the Anderson 
bill (S.909) of financing health insur­
ance for the aged through the social 
security mechanism.
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Members To Vote 
On Section Slate

Section members attending the ANA 
Convention in Detroit May 14-18, will 
elect section officers, one executive 
committee member-at-large and the 
committee on nominations. Candidates 
are:

Chairman: Juliann Ritter, West Vir­
ginia; Mrs. Anne Zimmerman, Illinois.

First vice-chairman: Mrs. Ernestine 
Bitting, North Carolina; Dorothy Cor­
nelius, Ohio.

Second vice-chairman: Avis J. Dyk­
stra, Michigan; Margaret L. Jacobsen, 
Iowa.

Secretary: Christine Causey, Louisi­
ana; Mrs. Bessie Robinson, Wash­
ington.

Executive committee member-at- 
large: Blanca Jo Gothard, Colorado; 
Marion M. Klappmeier, New York.

Committee on nominations (three 
to be elected): Florence Bouton, Cali­
fornia; Vesta I. Maclean, Florida; Mrs. 
Hazel Mitchell, Wyoming; Dorothy 
Stewart, Oklahoma; Berdine Thomp­
son, Minnesota; Hulda O. Wegener, 
Kansas.

Bring Your Ideas 
To Convention

The CESR Section was reorganized 
from the Special Groups Section at 
the 1960 ANA Convention. In this 
biennium the inauguration of opera­
tional procedures has required time 
and work at all levels of the associa­
tion, but we believe that the change 
has been accomplished effectively and 
with a minimum of disorder. In this 
biennium the executive committee has 
considered programing toward meet­
ing the professional needs of section 
members. We hope section members 
will attend the convention business 
meetings prepared with ideas to assist 
the next executive committee with 
further developing section activities to 
meet the needs of section members.

Business meetings will be held 
Monday, May 14, 9:00 a.m.-11:30 
a.m., Thursday, May 17, 3:00 p.m. - 
4:00 p.m.

Members Suggest 
Many Candidates

Names of 120 members were sug­
gested for one or more section posts 
in response to the section nominating 
committee request for suggestions last 
fall.

This is the first section slate that 
has been prepared since the group’s

CESR
Counselors, Executive Secretaries 

and Registrars Section

Section Plans Convention Meetings
Don’t miss the meetings planned for 

CESR Section members at the ANA 
convention in Detroit, May 14-18!

Topic of the program Sunday eve­
ning, May 13, will be “Evaluation — 
New Frontier in FS&Q.” The featured 
speaker will be Hazel S. McCalley, 
Ph.D., recognized authority in per­
sonnel administration and senior con­
sultant in Greenleigh Associates, man­
agement consultant firm, New York 
City.

Mrs. McCalley will speak on evalu­
ation as a part of a continuing process 
of supervision. Discussion will relate 
to how this concept might apply to 
positions in voluntary membership 
organizations.

The FS&Q Committee report to be 
presented at a section business meet­
ing will outline the group’s studies of 
evaluation. The committee has re­
viewed the literature and evaluation 
practices of other organizations as well 
as those of ANA’s constituent units.

In its explorations, the committee 
has also considered some steps sug­
gested as approaches to evaluation — 
such as job descriptions, work plans, 
and delineation of responsibility. Mem­
bers will be asked to consider how 
these and other suggested concepts 
relate to nursing association positions.

Daisy L. Tagliocozzo, Ph.D., proj­
ect director, Department of Patient 
Care Research, Presbyterian-St. Luke’s 
Hospital, Chicago, and a member of

reorganization in 1960. Since CESR 
does not have counterpart state sec­
tions, each section member was given 
the opportunity to suggest potential 
nominees.

In preparing the slate, the section 
nominating committee gave preference 
to candidates according to qualifica­
tions, number of members submitting 
the names, geographic distribution and 
representation of the various groups 
comprising section membership.

the Technical Advisory Group to the 
ANA Economic Security Program, 
will be the featured speaker at the 
section’s second program meeting on 
Thursday afternoon, May 17.

Mrs. Tagliocozzo will discuss em­
ployment problems in the middle man­
agement field. The topic is of particu­
lar interest to section members who, 
in promoting economic advances for 
other nurses, are frequently unable to 
obtain similar gains for themselves.

Ideas and suggestions for future ac­
tivity will be explored at both business 
meetings, Monday morning, May 14 
and Thursday afternoon, May 17. 
Members will be requested to discuss 
suggestions for specific activities they 
believe should be undertaken to meet 
their needs and interests.

O. R. Conference Group 
Ticket Announced

Operating Room Nurses will elect 
new conference group officers for the 
1962-64 biennium at a business meet­
ing scheduled Monday afternoon, May 
14, Room 3177, Cobo Hall. Nominees 
for office are:

Chairman: Flora Jane Breckenridge, 
Washington; Alice M. Klinect, Ohio; 
Darcy Eleanor Peterson, Michigan.

Secretary: Marion Mullen, Minne­
sota; Dorothy E. Bastar, Washington.

Committee on Nominations: Mary 
F. Battaglino, Pennsylvania; Hazel A. 
Brown, Michigan; Virginia D. Green, 
Nebraska; Mildred Hogstel, Texas; 
Mrs. Gertrude C. Lindner, Pennsyl­
vania; Filomena Mangene, Illinois.

O. R. Officers Developing 
Standards of Care

Officers of the ANA Conference 
Group for Operating Room Nurses 
are developing standards for nursing 
care in the operating room. The proj­
ect was undertaken in September 1961 
under authorization of the ANA Board 
of Directors.
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Section Balloting 
To Fill Four Posts

All active EACT Section members 
attending the ANA convention in May 
will be eligible to vote for two section 
officers and for members of the execu­
tive committee and committee on 
nominations by presenting their 1962 
membership cards. (Is yours current?)

In addition to the slate already pre­
pared, candidates may also be nomi­
nated at the section’s first business 
meeting, Monday morning, May 14. 
Those elected will serve a four-year 
term of office.

The following is the ANA EACT 
Section ticket:

Second vice-chairman: Marcia A. 
Dake, Kentucky; F. Pauline Gesner, 
Illinois.

Secretary: Mrs. Geraldine L. Ellis, 
New York; Anne F. Flynn, Alabama.

Member-at-large: Maura C. Carroll, 
California; Mrs. Jeanne M. Claus, 
Montana.

Committee on Nominations: Mrs. 
Katharine MacFadyen, New Jersey; 
Mrs. Maybelle P. Ruse, Kansas.

Want to know more about the can­
didates? Read about them in the March 
issue, American Journal of Nursing.

Convention Calendar
You won’t want to miss any of the 

EACT Section meetings scheduled for 
the ANA Convention, May 14-18, in 
Detroit. Be sure to circle these on your 
convention calendar!
Business Meetings

Monday, May 14, 9 - 11:30 a.m.
Convention Arena, Cobo Hall
Thursday, May 17, 1:30-4 p.m.
Convention Arena, Cobo Hall

Program Meeting
Tuesday, May 15, 7:30-9:30 p.m.
“The Education of Nurses”
Room 2001A, Cobo Hall

Advisory Forum (for state section 
chairmen or representatives)

Sunday, May 13, 8:15-10 p.m.
Bagley Room, Statler Hilton Hotel

Automated Teaching 
Suited to Nursing?

With television assured a place in 
general education and in use in sev­
eral schools of nursing across the 
country, many nursing educators are 
now giving attention to automated 
instructional devices. Are electronic 
tools suited to teaching nursing?

A review of the literature on pro­
gramed teaching and teaching ma­
chines suggests certain generalizations 
that can be summarized as follows:

1. The program is the heart of any 
automated teaching device. It offers 
the individual learner small segments 
of information in logical sequence to 
provide step-by-step attainment of 
a planned learning goal.

2. The more logical the subject, 
the easier to program. For example, 
there are many programs in algebra 
but few in social science.

3. Design and manufacture of ma­
chines exceed development of subject 
matter programs.

A programmer must be highly versed 
in the subject matter to be programed, 
intelligent, resourceful and creative, 
and must know the techniques and 
methodology involved in programing. 
Frequently, a team of programmers 
and a subject matter expert are used.

Experienced teachers know about 
explaining, understand the language 
level of students, difficult subject areas, 
and know how to clarify a topic. These 
traits can be put to good advantage in 
subject programing.

What does all this mean to you? To 
decide if teaching machines should be 
recommended for use, you’ll want to 
know about the availability of existing 
programs. Do they offer step-by-step 
progression from easy to the difficult? 
Have they been adequately tested? 
Is the subject matter really suited to 
machine presentation? Is the material 
correct? pertinent? current? Will the 
items bring about desired behavioral 
changes essential to learning?

EACT Can Help Improve 
Economic Knowledge

Any formal education on economics 
that nurses may get will have to be 
given in schools of nursing. This is a 
conclusion drawn from results of a 
study of instruction in economics in 
the nation’s schools, conducted by 
The National Task Force on Economic 
Education.

The report, Economic Education in 
the Schools, published last September 
by the Committee for Economic De­
velopment points out “the absence of 
the teaching of economics in high 
schools, the only place where we can 
be sure of reaching most citizens of 
tomorrow. Less than half of all high 
school graduates go on to college, and 
only about a quarter of these ever take 
a college course in economics.”

In an attempt to correct this defi­
ciency, the EACI Special Committee 
on Economic Security has sent the 
discussion guide series, What Every 
Nurse Should Know About Economics 
to every school of nursing in the 
United States. The guides cover basic 
information about the nurse’s role as 
a professional person and wage earner. 
An accompanying memorandum sug­
gests how the guides may be used to 
disseminate information about the 
economics related to nursing.

State and district EACT sections 
may wish to use the guides for pro­
gram meetings. They may be ordered 
from SNA headquarters. A supple­
mentary bibliography prepared by the 
section economic security committee 
may be ordered from ANA.

For Researchers
Every nurse interested in doing 

research will want to read, “To Design 
Experimental Research,” in the Feb­
ruary issue of AJN.

Psychiatric Nurses
To Vote

Members of the Conference Groups 
on Psychiatric Nursing will elect new 
officers at their convention business 
meeting in Detroit, May 14. Candi­
dates for office are:

Chairman: Cecilia R. Lediger, Min­
nesota; Mrs. Ruth Oglesby, Alabama.

Secretary: Margaret L. Cavey, Vir­
ginia; Mary L. Goldberg, California.

Committee on Nominations: Mrs. 
Hilda Colebaugh, Illinois; Mrs. Ruth 
G. Hahn, Minnesota; Mr. Ralph F. 
Kastenbauder, Pennsylvania; Dolores 
H. Methven, Michigan; Pauline M. 
Person, California; Dolores Swatsley, 
Wisconsin.



Members to Choose
New Officers

Election of national officers to head 
ANA’s General Duty Nurses Section 
and the Head Nurses Branch will be 
an important convention activity. All 
active members attending the conven­
tion are eligible to vote. Section can­
didates are:

Chairman: Mrs. Carmela Arnone, 
Florida; Mrs. Teretha D. Bledsoe, 
Minnesota.

First vice-chairman: Mrs. Ruth C. 
Blair, West Virginia; Mr. Clifford 
Haines, Massachusetts; Mrs. Mabel 
Shepard, Florida.

Second vice-chairman: Mrs. Helen 
Ambrosini, California; Sister Mary 
Sylvon, Texas; Isabel Schmidt, Kansas.

Secretary: Gloria Hopkins, Mary­
land; Pauline R. McQuaide, Pennsyl­
vania; Mrs. Naomi F. Metcalf, New 
Mexico.

Members-at-large (two to be 
elected): Mary A. Roley, Vermont; 
Winnifred Grant, Oregon; Lavonne 
Harthun, Minnesota; Mrs. Annie M. 
Jones, Florida; Dolores S. Macintosh, 
Michigan; Shirley Deters, Kansas.

Committee on Nominations: Mrs. 
Annette Aylworth, Oregon; Jessie 
Cain, Nebraska; Charlotte Ebertowski, 
Iowa; Mrs. Alice Knutsen, Minnesota; 
Christine Manning, Washington; Betty 
Jo Rickard, Texas; Sally Jo Sessoms, 
Wyoming.

Head Nurse Nominees
Chairman: Mrs. Anne Burke Ma­

honey, Massachusetts.
First vice-chairman: Theresa Cur­

ran, Delaware; Alexine Larson, Kan­
sas; E. Ruth Worthington, Maryland.

Second vice-chairman: Mrs. Theresa 
Dixon, Michigan; Mrs. Adelaide N. 
Houstal, Florida.

Secretary: E. Teresa Harney, Mas­
sachusetts; Mrs. Helen W. Williams, 
Iowa.

Committee on Nominations: Evelyn 
C. Andersen, Michigan; Natalia Gill, 
Kansas; Audrey Logsdon, Minnesota; 
Carlyn E. Morisset, Washington; Mi­
yuki Okada, California; Mrs. Barbara 
L. Sweeney, Massachusetts.

Time for Socializing9
You won’t want to miss the oppor­

tunity to see old friends, make some 
new ones, and meet current and fu­
ture section and branch officers at 
the “cocktail break” planned for all 
General Duty Section and Head Nurse 
members attending the ANA conven­
tion in Detroit.

GENERAL DUTY
General Duty Nurses Section

Section Completes Convention Plans
“Continuity of Patient Care” will 

be the title of the joint program meet­
ing at the May convention on Tuesday 
evening, May 15. The program, 
planned by the Nursing Service 
Administrators, Private Duty Nurses 
and General Duty Nurses sections, 
will be held in the Convention Arena, 
Cobo Hall. Topic of the meeting was 
selected by the sections on the basis 
of their responsibility for professional 
nurses employed in hospitals and re­
lated institutions and the recognition 
that continuity of nursing care is essen­
tial to good patient care.

Participating in the skit, written 
especially for the program, will be: 
Mrs. Eva E. Hansen, Mrs. Anne 
Burke Mahoney, Mrs. Jean F. Rich­
ards, Mrs. Carmela Arnone, Mrs. 
Letha Billings, Helen F. Hennessy, 
Mrs. Mabel Shepard, Edward G. Benz, 
and Mrs. Maurine Finney.

Section Group Identifies 
Members’ Needs

The General Duty Nurses Section 
Executive Committee at a recent meet­
ing identified five needs of members 
which should receive priority atten­
tion. They are (1) improvement of 
nursing practice; (2) relationships 
with allied nursing personnel; (3) as­
sistance to the young graduate nurse 
in finding satisfaction in her first posi­
tion; (4) alleviation of fear to organ­
ize local units and democratic rights 
within the group; (5) time off to 
attend professional meetings.

The committee suggested that these 
needs could be met by institutes or 
conferences on a local, state or re­
gional level; more concentrated field 
service; and improved communications 
within the organization and with other 
allied health groups.

The Dutch Treat party will take 
place Monday afternoon, May 14, in 
the Wayne Room of the Statler Hilton 
Hotel from 5 to 6:30 p.m.

SNA section chairmen or their rep­
resentatives will attend the Section 
Advisory Forum Sunday evening, May 
13, in the Statler Hilton Hotel. Topics 
for discussion will include: time off 
to attend professional meetings; mem­
bers’ lack of interest, apathy and par­
ticipation; use of allied nursing per­
sonnel; FS&Q for practice; and the 
ANA Economic Security Program as 
it affects section membership.

Section Business Meetings
Reports of special and standing com­

mittees and election of officers will be 
among agenda items for two section 
business meetings. These will be held 
in Cobo Hall, 9 a.m., Monday, May 14 
and 1:30 p.m., Thursday, May 17.

Section To Discuss 
Guide on Reporting

A tentative statement of guiding 
principles on recording and reporting 
procedures will be presented to mem­
bers for discussion at a General Duty 
Nurses Section convention meeting in 
May. Developed by the FS&Q commit­
tee, the interpretative material is de­
signed to help general duty nurses and 
head nurses improve record-keeping 
skills to keep up with the complex and 
changing patterns of nursing care.

The committee will also report on 
one other project. This is an elabora­
tion of the section’s statement regard­
ing responsibilities in teaching and 
directing allied nursing personnel.

New Aid For Head Nurses
The ANA Head Nurses Branch 

FS&Q Committee is preparing an an­
notated bibliography for use by head 
nurses in self-education.

It will cover such subjects as coun­
seling, guidance, evaluation, proper 
utilization of personnel, and interper­
sonal relations.

It is expected that the bibliography 
will be ready for distribution at the 
convention.
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Section Names
Slate of Officers

Election of officers to head the 
Nursing Service Administrators Sec­
tion during the 1962-64 biennium will 
take place at the ANA Convention in 
May. Nominees are:

Chairman: Edward G. Benz, Penn­
sylvania; Dorothy Brake, New Jersey.

First vice-chairman: Sister M. Le- 
clare, Idaho; Frances I. Purdy, New 
York.

Second vice-chairman: Mrs. Lois M. 
Gustafson, Texas; Mary Ann Mc­
Intyre, Minnesota.

Secretary: Mrs. Susan Eckhart, Cali­
fornia; Georgia Wilson, Tennessee.

Member-at-large: Elizabeth Childs, 
Connecticut; Carol I. Madsen, Iowa.

Committee on Nominations (three 
to be elected): Aileen E. Mambourg, 
Illinois; Mrs. Lydia Markusen, Minne­
sota; Lolah Mihm, Maryland; Charles 
Shishmanian, Massachusetts; Lillie 
Belle Simon, Tennessee; D. Joan Wil­
liams, Virginia.

Advisory Forum Planned 
For SNA Section Heads

The Executive Committee of the 
ANA NSA Section will meet with 
chairmen of state NSA sections, Sun­
day, May 13, 1962, to discuss vital 
issues concerning nursing service ad­
ministrative personnel. This Advisory 
Forum will afford state chairmen an 
opportunity to exchange ideas freely, 
explore areas of concern, and possibly 
find solutions to pressing problems.

You9re Invited!
Plan to join other members of NSA 

at a Dutch Treat cocktail hour, Mon­
day, May 17 from 6 to 7:30 p.m. in 
the Grand Ballroom of Detroit’s Stat­
ler Hilton Hotel.

This will be your opportunity to 
again meet the NSA Section Executive 
Committee and to become acquainted 
with candidates for office for the 
1962-64 biennium.

-____ H<_______ If
Programs Highlight 
Section Interests

Economic security and nursing re­
search, two areas with special appli­
cation to administrative nursing per­
sonnel will be topics for section 
program meetings during the ANA 
convention in May.

The first, “Let’s Face It! The Direc­
tor of Nursing and the Economic 
Security Program,” will be held in 
Cobo Hall, 4:45 p.m., Tuesday, May 
15. The second program, “Two Years 
Later,” will take place in the conven­
tion center, 2:15 p.m., Thursday, 
May 17.

The program on economic security 
will portray a frank and open analysis 
of economic security activities in a 
series of discussions between a direc­
tor of nursing and a PC&PS counselor; 
between a director of nursing and a 
staff nurse; and between a director of 
nursing and a hospital administrator.

The research program, “Two Years 
Later,” will pick up the research pro­
gram, “From Ivory Tower to Patient 
Care,” presented at the 1960 ANA 
biennial convention. This will be a 
“down-to-earth” presentation of re­
search findings applied to nursing 
service.

No section member will want to 
miss either of these program sessions!

1961 Section Membership 
Reaches New Peak

Membership in ANA’s Nursing Ser­
vice Administrators Section reached a 
new high in 1961! Year-end figures 
show 29,665 nurses belonging to the 
Section.

The latest increase continues a trend 
that began in 1953. With the exception 
of one year in this eight-year period, 
section membership has shown a grad­
ual but steady rise. Total membership 
increase for the 1953-61 period is 
8,025, an average annual gain of 1,000 
members.

Have You Ordered Section 
FS&Q Statements?

An item carried on the NSA page, 
ANA in Review, winter issue, about 
the interest of hospital administrators 
and others in the ANA Statements of 
Function, Standards and Qualifications 
for Practice, stated “no professional 
nurse can be in doubt as to the func­
tions in her particular area of prac­
tice.” Availability of the FS&Q state­
ments was mentioned. The result has 
been a decided increase in requests 
for FS&Q statements. Copies of the 
statements are still available, in small 
quantities without charge. To order, 
write to ANA headquarters.

Research Group Sets 
Convention Program

“Defensible Criteria and Tools for 
Assessing the Quality of Nursing Care,” 
a technical program for researchers 
will be presented by the research con­
ference group at the convention on 
Wednesday, May 16. Featured speaker 
will be Jeanne C. Quint, R.N., junior 
research statistician, University of 
California School of Public Health. 
Miss Quint will speak on “Delineation 
of Qualitative Aspects of Nursing 
Care.” A three-member panel will 
discuss “Problems in the Develop­
ment of Adequate Criteria.” Panel­
ists will be Paul M. Densen, Sc.D., 
deputy commissioner of health, New 
York City Department of Health; 
Eileen Hasselmeyer, R.N., New York 
City; and Rozella M. Schlotfeldt, R.N., 
Ph.D., dean, Frances Payne Bolton 
School of Nursing, Western Reserve 
University, Cleveland.

ANA Nurse Researchers 
To Elect Four
Members of the ANA Conference 
Group on Research will elect one of­
ficer and the committee on nomina­
tions at their convention business 
meeting Monday, May 14 at 4:30 p.m. 
The meeting will be open to ANA 
members only. Nominees are:

Vice-chairman: Loretta C. Ford, 
Ed.D., Colorado; Irene Healy, West 
Virginia.

Committee on Nominations (three 
to be elected): Mrs. Apollonia O. 
Adams, D.C.; Susanna L. Chase, Ed.D., 
Colorado; M. Audrey Kachelski, In­
diana; Ida S. Streiter, Ohio; Margaret 
S. Taylor, California; Doris B. Ying­
ling, Ed.D., Virginia.
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Clinical Sessions
For All Nurses

Clinical sessions, to be presented at 
the 1962 ANA Convention, are 
planned to meet the interests of all 
nurses.

Occupational health nurses have 
both functional and clinical interests. 
The functional interests are expressed 
through their desire to learn what 
services they should be providing. For 
example, the professional nurse who 
wishes to practice in the field of occu­
pational health should know that one 
of her functions will be to provide 
health counselling and information. In 
order to carry out the functions, she 
needs certain knowledge composed of 
facts and application of facts. Clinical 
nursing focuses on nursing skills and 
knowledge needed in the care of a pa­
tient, and this kind of information will 
be the focus of the clinical sessions.

The clinical sessions will provide 
educational opportunities for occu­
pational health nurses to increase their 
knowledge of facts and improve their 
abilities to apply the facts in their prac­
tice of nursing.

Even though the speakers will be 
discussing the nursing care of specific 
patients in specific circumstances, the 
facts presented will have application 
in all areas of practice. Thus the ses­
sions will increase the breadth and 
depth of occupational health nurses’ 
knowledge, contributing to improve­
ment of the quality of occupational 
health nursing care.

Section Publication 
Renewed

Members who expressed disappoint­
ment at the curtailment of the section 
publication. Notes and Quotes for 
Occupational Health Nurses, will be 
interested to learn that it will again 
be printed. Expectations are that two 
issues will come out this year. Now 
that publication will be resumed, we 
would be pleased to learn of your sug­
gestions for making Notes and Quotes 
even more useful to you.

Health Program Guide
A Guide for the Development of 

An Employee Health Program for 
Nurses has been developed by the 
Occupational Health Nurses Section 
Special Committee on Health and 
Safety. Copies are available from ANA 
headquarters at 50^ each.

OCCUPATIONAL HEALTH

Members to Vote On Section Candidates
All active members attending the 

May convention will have an oppor­
tunity to vote for the section executive 
committee and the committee on 
nominations. On the section slate are:

Chairman: Mrs. Frances B. Werner, 
Illinois.

Convention Program
Advisory Forum:
Place: Sheraton Room, Sheraton- 

Cadillac Hotel, Detroit, Sunday, 
May 13, 8:15 - 10:00 p.m.

Presiding: Mrs. Frances B. Werner, 
R.N., Chairman

Participants: In addition to the chair­
man of sections or their repre­
sentatives, the meeting is open 
to each member of the ANA 
Occupational Health Nurses Sec­
tion.

Purpose: The Advisory Forum offers 
members the opportunity to dis­
cuss the accomplishments, prob­
lems and future activities of the 
Occupational Health Nurses Sec­
tion.

Program Meeting:
Place: Room 3036, Cobo Hall, Thurs­

day, May 17, 1:00-2:30 p.m. 
Presiding: Mrs. Lillian McKellar,

R.N. Chairman Committee on 
Convention Program

Speaker: Mrs. Mildred M. J. Moore, 
R.N., Occupational Health Nurs­
ing Consultant, State of Illinois, 
Department of Public Health.

Topic: “Basic Aspects of Occupational 
Health Nursing Programs.”

Glossary Completed
A Glossary which defines occupa­

tional health nursing terms has been 
developed by the Special Committee 
on Terminology. It is hoped that its 
use will facilitate communications be­
tween occupational health nurses and 
lay persons as well as other profes­
sional nurses. Copies are available free 
of charge from ANA.

First vice-chairman: Mrs. Leona H. 
Biz, Pennsylvania.

Second vice-chairman: Mrs. Jessie 
E. Maroney, California; Marion Mills, 
Michigan.

Secretary: Dorothy P. Crawford, 
West Virginia; Mrs. Cecilia Scott, 
Washington.

Members-at-large (two to be 
elected): Alma Dudnick, Pennsyl­
vania; Mrs. Mary Elizabeth Mann, 
Wyoming; Mrs. Ruth Munden, Flor­
ida; Carolyn Olsen, Illinois; Mary 
Eileen Parks, Indiana; Mrs. Alice 
Thomsen, District of Columbia.

Committee on Nominations (three 
to be elected): Mrs. Tuxcedo Carlson, 
Indiana; Fern Gardner, Michigan; Rita 
Herndon, Washington; Esther Pen- 
berthy, Ohio; Mrs. Frances Riley, 
Pennsylvania.

O.H. Workshop
A workshop on the implications of 

occupational health nursing for stu­
dents will be held at the University of 
Washington on July 2, 3, 5 and 6, 
1962. Participants will explore the 
subject of the nurse as a working per­
son herself as well as the care she 
provides for other working people. 
Fee for the four-day workshop is 
$20.00.

The workshop is open to occupa­
tional health nurses, educators and 
others who are providing or wish to 
provide nursing students with basic 
concepts of the health of the working 
person.

Reservations must be in by June 1. 
For information write: Mary S. Tschu- 
din, dean, School of Nursing, Univer­
sity of Washington, Seattle, 5, Wash.

Social Program
An opportunity for nurses to meet 

informally for dinner during the ANA 
convention will be provided on Tues­
day evening, May 15, 1962 in the 
Pick-Fort Shelby Hotel, Detroit.
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OFFICE NURSES
Office Nurses Section

Slate Announced 
For O. N. Section

Election of section officers will be 
a major item of convention business 
for Office Nurses Section members 
attending their national meeting in 
Detroit next May. Heading the section 
slate are Mrs. Helen H. Augustin, 
Washington and Mrs. Martha C. 
Forejt, Pennsylvania, candidates for 
section chairman. Other nominees are:

First vice-chairman: Alma Kermon, 
North Carolina; Gertrude K. Molloy, 
Oregon.

Second vice chairman: Mrs. Bertha 
Bailard Cunliff, California; Mrs. 
Dorothy L. Waterbury, Florida.

Secretary: Marian McDowell, Ohio.
Members-at-large (two to be 

elected): Mari Alice Christensen, Ne­
braska; Thelma G. Koontz, Indiana; 
Rose L. Waggoner, Arizona; Mrs. 
Carrie B. Wiseman, Mississippi.

Committee on Nominations (three 
to be elected): Mrs. Ann Bill, Penn­
sylvania; Julia Finch, Mississippi; Mrs. 
Betty Pitt Geiger, Kansas; Mrs. Eliza­
beth V. Herbert, West Virginia; Lola 
M. King, Oregon; Mrs. Rose Plum­
mer, Illinois.

Remember, every active section 
member in attendance is eligible to 
vote in the section elections. Addi­
tional candidates may be nominated 
from the floor at the first section busi­
ness meeting, May 14.

Section Heads Discuss
Current, Future Activities

Convention plans, current and fu­
ture section activities and matters af­
fecting all sections were among topics 
explored by the section executive 
committee in a recent meeting at ANA 
headquarters.

The committee also gave much at­
tention to the proposed definition, ob­
jectives and functions of an office 
nurse. The final proposals of the FS&Q 
Committee will be sent to every sec­
tion member for study before presen­
tation at the convention.

Speakers To Give Views 
On Office Nursing

An office nurse, a nurse-educator 
and a public relations consultant to a 
state nurses association will explore 
the role of the office nurse at the 
section convention program meeting, 
Tuesday evening, May 15, in Detroit’s 
Statler Hilton Hotel. The program, 
“Office Nursing—Projections and Re­
flections,” will enable both panelists 
and audience to discuss such questions 
as: Is office nursing different from 
other areas of nursing practice? If so. 
what are the differences? Is it really 
nursing (some nurses have expressed 
doubt), and what is its future?

Panelists will be: Waneta N. Carter, 
office nurse, Washington; Mrs. Kay 
Fuller, public relations consultant, 
Michigan State Nurses Association; 
Helen J. Weber, R.N., associate pro­
fessor of nursing education, Indiana 
University.

Mrs. Dorothy K. Reeser, Michigan, 
will preside.

1962 Advisory Forum Open 
To All Section Members

The Section Advisory Forum, Sun­
day, May 13 at 8:15 p.m., will be 
open to all members attending the 
1962 ANA Convention. Gertrude K. 
Molloy, first vice-chairman of the sec­
tion will preside at the meeting to be 
held in the Michigan Room of De­
troit’s Statler Hilton Hotel. Arrange 
your arrival in Detroit for Sunday 
afternoon.

Attendance at section advisory for­
ums is usually limited to members of 
the executive committee and state sec­
tion chairmen to provide discussion 
period when topics concerning promo­
tion of section interests can be ex­
plored. In opening the 1962 forum to 
all members of the ANA Office Nurses 
Section, the executive committee ex­
pressed the belief that all members 
have a stake in the future development 
of the section and discussion will be 
of interest and benefit to all.

Biennial to Feature 
Many Varied Sessions

More meetings than hours in a day! 
The comparison is most appropriate 
for ANA’s 1962 Convention in De­
troit, May 14-18. In additon to many 
general and special interest program 
meetings, two series of 21 simultane­
ous clinical sessions have been sched­
uled. These have been planned to give 
all nurses the latest scientific nursing 
knowledge about nursing care prob­
lems connected with illness and injury.

A little advance planning based on 
individual interests and needs will en­
able every office nurse to be selective 
in attending program sessions, film 
programs, section meeting, clinical 
sessions and more. The official conven­
tion program will, of course, indicate 
all program titles and the major focus 
for each clinical session.

Your own priority list of interests 
will be especially helpful in deciding 
what clinical meetings to attend. Con­
tent for each of these sessions may 
cover several clinical nursing special­
ties.

For example, material concerning 
treatment and care of patients with 
malignancies, information on pedi­
atric nursing, diabetes, tuberculosis, 
cardiac surgery and maternal health 
will be considered in relation to a 
number of the nursing problems pre­
sented.

You’ll find more information about 
the ANA convention programs in the 
December and January issues of The 
American Journal of Nursing and 
elsewhere in this issue of ANA in 
Review.

No Time for Clock Watchers
No clock watching! That will be 

the only requirement for office nurses 
attending the section Dutch Treat get- 
together scheduled immediately fol­
lowing the program meeting Tuesday 
evening, May 15.

A reception has been planned to 
give members the opportunity to meet 
current section officers and nominees 
for office. Informality will reign to 
the conclusion of the “open end” 
gathering with members of the Michi­
gan Office Nurses Section assisting as 
hostesses.

Tax Time
A summary of allowable income tax 

deductions pertinent to all professional 
nurses has been distributed by ANA. 
Turn to the Private Duty Nurses Sec­
tion page for more information.
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Members to Elect 
Section Officers

All active members of the Private 
Duty Nurses Section are eligible to 
vote for national section officers in 
elections to take place during ANA’s 
convention in Detroit, May 14-18. 
Comprising the section ticket are:

Chairman: Mrs. Eva E. Hansen, 
Oregon.

First vice-chairman: Mrs. Maurine 
C. Finney, Florida; Caroline Single­
tary, North Carolina.

Second vice-chairman: Mrs. Mary 
Helen Halm, New Mexico; Mrs. Mar­
querite E. McKenzie, California.

Secretary: Mrs. Alice M. Anderson, 
New Jersey.

Members-at-large (two to be 
elected): Mrs. Letha M. Billings, Ok­
lahoma; Fannie Dean, North Carolina; 
Mrs. Marion E. Defenbaugh, Texas; 
Mrs. Margaret J. Payne, Nebraska.

Committee on Nominations (three 
to be elected): Marion A. Burkwall, 
Ohio; Edith M. Evans, Oregon; Rhea 
Belle George, Maryland; Mrs. Mar­
garet Hoaglund, Illinois; Cathrine 
Lynch, Minnesota; Mrs. Lucy E. Zim­
merman, Kentucky.

Tax Deduction Data 
Available to SNA’s

To answer the increasing number 
of inquiries from private duty and 
other nurses about income tax deduc­
tions, ANA has sent a summary of 
allowable income tax deductions per­
tinent to all nurses to each SNA office 
for distribution to all section chairmen. 
The summary was prepared with the 
assistance of ANA’s legal counsel and 
includes information on specific rul­
ings favorable to nurses, their source 
as well as general Internal Revenue 
rulings applicable to nurses.

Nurses should remember that tax 
law is an area easily misinterpreted 
and should not rely solely on the sum­
mary when preparing tax returns. 
Nurses should understand that all de­
ductions are judged on their individual 
merits and on interpretation of gen­
eral tax principles by regional Internal 
Revenue Administrators. Therefore, it 
is essential, especially for private duty 
nurses, that they keep all records of 
income and of expenses.

Section Plans Social Hour
A Dutch Treat Social Hour Mon­

day, May 14 will be the social event 
of the week for section members at 
the ANA Convention.

SNA Sections Review
Private duty nurses as independent 

contractors rarely are covered by 
Workmen's Compensation Laws. For 
this reason, private duty nurses sec­
tions in various states have been work­
ing with their SNA insurance carriers 
to be certain of the type of coverage 
given private duty nurses under the 
SNA group health and accident policy.

As reported in the previous issue of 
ANA in Review, the Continental Casu­
alty Company assured the Ohio State 
Nurses Association private Duty 
Nurses Section that private duty

Education Courses Include 
Florida Section Members

State private duty nurses sections 
working to expand educational oppor­
tunities for members will be interested 
and encouraged by the efforts of the 
Florida Private Duty Nurses Section 
recently reported to ANA.

The Florida nurses last year ex­
pressed interest in some of the courses 
being offered to nurses by several vol­
untary health organizations within the 
state. As a result of follow through by 
the section officers:
• A private duty nurse was one of ten 
nurses attending the cardio-vascular 
institute at the University of Florida 
sponsored by the Florida Heart Asso­
ciation. Private duty nurses will also 
be included in eligibility lists for 
future institutes conducted by the state 
heart association.
• The Florida division of the Ameri­
can Cancer Society has voted a grant 
to support private duty nurses in a 
pilot program on cancer nursing to 
be conducted at the University of 
Florida.

Both programs carry scholarship 
funds covering room, board and trans­
portation expenses. In the past, scholar­
ships from such state societies gener­
ally have gone to nurses in teaching, 
administration or in health care agen­
cies.

Insurance Coverage 
nurses would be covered as staphyloc- 
cocal carriers as well as when actually 
ill with a staph infection.

The Pennsylvania Nurses Associa­
tion has just reported that its insur­
ance carriers have assured the private 
duty nurses that they are covered for 
illness or injury resulting from X-ray 
exposure.

The ANA Private Duty Nurses Sec­
tion believes that nurses should be con­
cerned with the promotion of measures 
for prevention of illness and/or injuries 
for themselves and their fellow work­
ers as well as coverage when actually 
ill.

The concern of the ANA to promote 
the health and welfare of nurses has 
been evidenced through the years in 
various ways. It has been recommended 
that SNA’s work for inclusion of 
nurses under state workmen’s compen­
sation acts, and that these acts be 
improved and expanded to cover newly 
recognized hazards such as radiation 
and staphyloccocal infections. A Guide 
for the Development of an Employee 
Health Program for Nurses has been 
developed for use in planning or pro­
moting employee health programs. 
(The publication is available from 
ANA headquarters at 50 cents per 
copy.)

Since private duty nurses do most 
of their nursing in hospitals, it is sug­
gested that private duty nurses sections 
work on the state and district levels 
for adequate health and safety meas­
ures with other sections whose mem­
bers are employed in hospitals.

Three Sections Plan 
Convention Program

The ANA Private Duty Nurses 
Section has joined with the General 
Duty Nurses Section and the Nursing 
Service Administrators Section in 
sponsoring a program meeting, “Con­
tinuity of Patient Care.” See page 9 
for details of the program to be held 
Tuesday evening, May 15.
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PUBLIC HEALTH
Public Health Nurses Section

Car Allowance Data Available to SNA’s
SNA’s can now turn to three sources 

for assistance when working with 
nurses on transportation allowances. 
The first is a comprehensive service 
available through special arrangement 
between ANA and the Runzheimer 
Company, Chicago firm of cost re­
search engineers; two others have been 
developed by ANA.

Runzheimer Schedule of Automobile 
Standard Allowances is to assist SNA’s 
in determining appropriate reimburse­
ment formulas for nurses using their 
own cars for business purposes. Infor­
mation is directly applicable to the 
type of transportation provision sug­
gested for SNA minimum employ­
ment standards.

Guide on Transportation for Public 
Health Nurses and Preparing an Eco-

Banquet Plans Promise 
Outstanding Evening

A four-star event! That’s what’s in 
store for public health nurses and 
their friends attending the section 
cocktail party and banquet, Wednes­
day evening, May 16. Festivities will 
take place in Cobo Hall.

Two special attractions of the eve­
ning will be the presentation of the 
Pearl McIver Public Health Nurse 
Award and a talk by Lyle Creelman, 
Chief Nursing Officer, World Health 
Organization. Special entertainment 
has also been planned.

The Dutch Treat cocktail hour will 
begin at 6 p.m. You won’t want to 
miss this delightful evening, so plan 
now to come and be sure to invite 
some friends to join you.

Film on Children Planned
The film, If These Were Your Chil­

dren and Partners in the Search, will 
be shown at the School Nurses Branch 
business meeting on Monday after­
noon of convention week.

nomic Brief are the tools available di­
rectly from ANA. The Guide contains 
information on computing transpor­
tation allowances and sections on the 
Runzheimer automobile allowance 
schedules. It is priced at $1.00 and 
may be ordered from ANA.

Preparing an Economic Brief is a 
guide for use in preparing formal 
presentations incorporating principles 
and information from the Runzheimer 
Service and the Guide. This, too, may 
may be ordered directly from ANA.

Services offered by the Runzheimer 
firm, include: (1) Basic automobile 
standard allowance schedules for the 
specific state, including estimates of 
each fixed and variable cost item. The 
report transmitting the initial schedules 
will define and explain the various 
cost items. (2) Information on gaso­
line price changes will be forwarded 
to those SNA’s on the subscription 
list for which adjustments in per mile 
allowances are indicated. This data 
is forwarded to the SNA from ANA’s 
Research and Statistics Unit which re­
ceives the results of Runzheimer gaso­
line price checks conducted through­
out the United States and Canada 
every 60 days. (3) The Runzheimer 
firm will answer questions and com­
plaints from SNA’s relating to appli­
cation of the automobile allowance 
schedule. (4) At SNA request, the 
basic schedules with appropriate ac­
companying report will be revised at 
the beginning of each new 12-month 
service period.

SNA’s that have not previously sub­
scribed to this service may obtain the 
initial report for $50. SNA’s that have 
subscribed to the service previously 
and have schedules more than a year 
old may request a revised and up­
dated report for $25. All requests to 
initiate the Runzheimer services or 
revising allowance schedules must be 
made through the ANA Research and 
Statistics Unit.

Section, Branch 
To Elect

The Public Health Nurses Section 
and School Nurses Branch will elect 
new officers for the 1962-64 biennium.

Every active member of the Public 
Health Nurses Section and the School 
Nurses Branch attending the ANA 
biennial convention will be eligible 
to vote in the elections. Public health 
nurses will choose four officers, one 
member-at-large and a committee on 
nominations. School nurses will vote 
for four officers and a nominating 
committee.

Section candidates are:
Chairman: Wilda Camery, Penn­

sylvania; Gladys G. Weber, New York.
First vice-chairman: Mary E. Beam, 

Pennsylvania; Jane K. McInnis, Cali­
fornia.

Second vice-chairman: Winifred 
Fisher, Michigan; E. Jane Feurnas, 
Arizona.

Secretary: Rose Lee Herring, Texas; 
Eileen H. Troop, Maryland.

Member-at-large (one to be elected): 
Rena S. Davenport, Mississippi; Olive 
H. McDonald, Oklahoma; Kasue K. 
McLaren, Hawaii.

Committee on Nominations: Chris­
tie Corbett, Oregon; Inez L. Davis, 
Wisconsin; Helen R. Lloyd, Alabama; 
Winifred McLanahan, Pennsylvania; 
Lauretta May Miller, Texas; Lucille 
Tucker, Illinois.

School Nurses Branch
Chairman: Mary Kathryn Candlin, 

New York; Helen S. McAleer, Penn­
sylvania.

First vice-chairman: Irma B. Fricke, 
Illinois; Edith P. Vincent, Delaware.

Second vice-chairman: Bessie D. 
Amiss, California; Luceil B. Tomp­
kins, Texas.

Secretary: Pauline R. Carroll, Penn­
sylvania; Dorothy E. Nehrkorn, Il­
linois.

Committee on Nominations (three 
to be elected): Bettie Gross, Alabama; 
Flora V. McIver Kelley, Kansas; Lena 
E. Kroeker, California; Josephine See­
ley, Michigan; Elizabeth Stalder, Min­
nesota; Dorothy C. Tipple, New York.

Advisory Forum Report
A picture of some of the major 

accomplishments, common problems 
and future activities will be presented 
to Public Health Nurses Section mem­
bers at a convention business meeting 
scheduled for Thursday evening, May 
17. The report will be a summary of 
the Advisory Forum meeting held 
Sunday evening, May 13.
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Have Card, Will Travel
To 1962 ANA Convention

If you’re convention bound, be sure 
you have a current ANA membership 
card. You may have charm, brains 
and beauty but without a current mem­
bership card in your national section 
color, you can’t register for the 1962 
convention as an ANA member. Being 
a member really pays off at that regis­
tration desk too! Weekly fees for 
members are $15; $30 for visitors. 
Daily fees are $6.00 for members; $10 
for visitors.

Registration opens Sunday, May 13, 
at 2 p.m. and continues until 8 p.m. in 
Hall D, Cobo Hall. Monday and Tues­
day registration begins at 8 a.m., closes 
at 5 p.m.; Wednesday and Thursday 
registration is from 8:30 to 4:30; 
Friday from 8:30 to 10 a.m. Delegate 
registration will also take place in 
Cobo Hall during the hours of general 
registration.

Blueprint Developed 
On Research Needs

A blueprint of areas of nursing re­
search needing special attention has 
been developed by ANA’s Committee 
on Research and Studies. It is intended 
as a guide for those planning research 
in nursing.

After a “test run” when it will be 
reviewed by several nurse researchers 
for its useability and ease of interpre­
tation, the blueprint will be made 
available for general use. It is expected 
that it will be ready for distribution 
at the May convention. The blueprint 
covers six major areas of nursing re­
search:

1. Nursing and Its Practice in the 
Hospital, Home and Community.

2. Nursing in the Social Milieu.
3. Communication and Decision­

Making in Nursing.
4. Organization and Operation of 

Nursing Services.
5. Education for Nursing.
6. Structure, Functions and Pro­

gram of the American Nurses’ Asso­
ciation.

Convention Parking
Driving? No need to worry about 

“what to do with the car.” There are 
five major parking units in the Detroit 
Civic Center, and rates are reasonable. 
Cobo Hall Garage rates are 25^ for 
one hour; 15^ for each additional 
hour, or $1.00 for all day. All-day 
parking on the roof deck or surface 
lots is 50^- per day.

Journal Discusses 
Dues Proposal

A look behind the proposal for an 
ANA dues increase is provided in the 
April issue of The American Journal 
of Nursing.

It will be up to delegates to the 
May convention to decide whether 
dues will be increased from $7.50 to 
$12.50 effective January 1, 1963.

The Journal article answers ques­
tions nurses are asking in discussing 
it, examines just what it is delegates 
will be deciding when they vote on 
the issue.

Included is a comparison of ANA 
dues, membership and membership 
potential with those of other organiza­
tions and a table showing ANA in­
come and expenses for 1961 and 1962.

Action for Mental Health
April 29-May 5, 1962 has been 

designated Mental Health Week, and 
many ANA members will be taking 
part in local observances. Action for 
Mental Health, the final report of the 
Joint Commission on Mental Illness 
and Health, will be the subject of a 
general program meeting at the ANA 
convention. Copies of the report are 
available now through local book­
stores in a $1.95 paperback or $6.95 
clothbound edition.

The ANA-NLN Coordinating Coun­
cil, comprised of the boards of direc­
tors of the two organizations, heard 
a review of the mental health report 
at a January meeting. Each group is 
studying the report, and an ad hoc 
committee will consider appropriate 
activities of each organization in rela­
tion to its recommendations.

ANA Candidates
(Continued from page 1) 

Program, Public Relations and Mem­
bership.

Mrs. Dolan, professor and head of 
the Department of Public Health 
Nursing, University of North Caro­
lina, is currently chairman of the ANA 
Committee on Legislation, president 
of the American Journal of Nursing 
Company, chairman of the NTA-NLN 
Tuberculosis Nursing Committee and 
a board member of the National 
Tuberculosis Association. She has been 
a past chairman of the Public Health 
Nurses Section, president, first and 
second vice-president and member of 
the board of the North Carolina State 
Nurses Association.

Cardiac Resuscitation 
Not For Uninitiated

Concern over misleading articles, 
appearing in popular magazines de­
scribing closed chest cardiac resuscita­
tion as a simple procedure, has led to 
compilation of a statement on the 
subject by the ANA Committee on 
Nursing Practice.

The committee believes that nurses 
must know that (1) closed chest car­
diac resuscitation is normally an act 
of medical practice, (2) that closed 
chest cardiac resuscitation by other 
than a physician may be performed 
only in an emergency situation if at 
all, and (3) that the legal right to 
perform closed chest cardiac resuscita­
tion should be granted by the state’s 
statutory law since under common law 
there is usually no obligation to aid 
a stranger in an emergency.

The statement, first of a series plan­
ned by the committee to give assistance 
to SNA committees on nursing prac­
tice, contains a thorough examination 
of legal and professional implications 
for nurses. Copies are available from 
ANA at 25 cents each.

Nominees for first vice-president of 
ANA are: Ann Magnussen, Washing­
ton, D.C. and Etta H. Rasmussen, 
Iowa; for second vice-president, Dor­
othy E. Glynn, Washington and Mrs. 
Louise A. Meyer, Illinois; for third 
vice-president, Mrs. Georgia B. Ny- 
land, Indiana and Mrs. Johnnye C. 
Schick, Oregon. For secretary, nom­
inees are: Mrs. Terese Butterfield, 
Washington and Margaret McLaugh­
lin, Virginia. For treasurer, Mrs. 
Louise Alcott, Arizona and Luis Fol- 
gueras, Michigan, are nominated.

Nominees for the ANA Board of 
Directors (four to be elected to a 
four-year term) are: Ruth E. Bagley, 
New Hampshire; Julie M. Carnahan, 
Louisiana; Mrs. Signe S. Cooper, Wis­
consin; Katherine Greenough, Texas; 
Myrtle E. Johnson, Minnesota; Eliza­
beth Neubert, Tennessee; Shirley M. 
Thompson, Oregon; Patricia Walsh, 
Michigan.

Candidates for the Committee on 
Nominations (four to be elected to a 
two-year term) are: Mrs. Victoria D. 
Brasell, Alabama; Mrs. Myrtle H. 
Coe, Minnesota; Margaret Harrington, 
Utah; Mrs. Carolyn M. Haygood, 
Wyoming; Mrs. Kathryn F. Lawson, 
Indiana; Mrs. Joyce Riddel, Vermont; 
Esther Swenseid, California; Catherine 
L. Todd, New Jersey.
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Your Economic 
Security

Illinois—Twenty-three nurses at Jer­
sey Community Hospital, Jerseyville, 
111. resigned in late January in protest 
over “intolerable” situations at the 
institution. They withdrew their resig­
nations a few days later and signed, 
with the hospital board of directors, 
a “statement” covering certain recom­
mendations which they had previously 
made.

The resignations came after 15 
months of efforts by the nurses to 
improve both employment conditions 
and the quality of nursing care. The 
nurses were supported by the hospital’s 
medical staff which had sent a resolu­
tion to the board of directors stating 
that it could “no longer tolerate the 
type of care that its patients are 
receiving, and finds itself in sympathy 
with the hospital employees concern­
ing the intolerable situation under 
which they work.” The medical staff 
recommended that the administrator 
be discharged.

When the nurses formed a local unit 
and began their attempts to secure 
better conditions, the hospital had 
been without a director of nursing for 
six years. The hospital administrator, 
a lay person, was doubling as director 
of nursing and also acting as pharma­
cist. Nursing salaries were below SNA 
minimum standards and below those 
prevailing in the community for other 
jobs requiring equal or less prepara­
tion.

The nurses resignation came after 
a qualified director of nurses, em­
ployed at their urging, was fired.

The hospital administrator resigned 
his position following the resignation 
of the nursing staff.

Though the hospital board had ap­
pointed representatives to meet with 
the local unit, they refused throughout 
to admit Illinois Nurses’ Association 
representatives to the discussion.
Kansas—Organization of a local unit 
and help of the Kansas State Nurses 
Association resulted in a salary in­
crease from $220 to $280 for general 
duty nurses at Lindsborg Community 
Hospital. Agreement also was reached 
with the hospital for a joint wage 
policy review this year.
Tennessee — Thirty-seven registered 
nurses at Meharry Medical College’s 
Hubbard Hospital in Nashville worked 
a 44-hour week for some $25 per 
month less than nurses in other Nash­
ville hospitals. When the hospital ad­
ministration failed to live up to its six­
month old promise of higher pay and 
a trial of the 40-hour week, 29 of the 
nurses gave two weeks notice of resig­
nation. The Tennessee Nurses Asso­
ciation represented the nurses in 
meetings with the administration. Re­
sult: reinstatement of the nurses at 
$25 per month increase in pay, another 
trial of the 40-hour week.
Florida—The Florida Nurses Asso­
ciation is undertaking an ambitious 
program of 16 workshops on economic 
security to be held around the state 
beginning this spring. Morning and 
evening sessions will be conducted so 
nurses on all three shifts will be able 
to attend.
Louisiana—Local unit activity by 
general duty nurses at Lake Charles 
Memorial Hospital, with help from 
the Louisiana State Nurses Associa­
tion, resulted in a $20 per month 
retroactive pay increase. On LSNA 
advice, nurses persisted in asking for 
a meeting with the hospital adminis­
trator. At the meeting, most of the 
unit’s proposals were agreed to. Said 
the administrator: “That wasn’t bad

at all. You girls are not asking for 
anything unreasonable.”
Alaska—Working through their pro­
fessional association, nurses in Provi­
dence Hospital, Anchorage, gained $20 
per month in basic minimum salary 
and an increase in shift differential 
when a contract, signed several years 
ago, was renegotiated.
Ohio—A program of community in­
formation was planned for nurses at 
Wood County Hospital, Bowling 
Green, after efforts to meet with the 
administrator or board of trustees to 
discuss improvements had met with 
little success.

As planned, the OSNA information 
program included such things as visits 
to prominent members of the commu­
nity (mayor, chamber of commerce, 
president of medical society), releases 
to local papers and speaking engage­
ments before various community or­
ganizations.
California—Assistance of the Cali­
fornia SNA has brought salary in­
creases from 2^ to T1/^ per cent for 
public health nurses in the San Fran­
cisco and County Health Department. 
The CNA conferred with the staff of 
the Civil Service Commission and pre­
sented testimony at a hearing held by 
the Judiciary, Legislative and Civil 
Service Committee of the Board of 
Supervisors.

New Exhibits Are Planned
A number of interesting new ex­

hibits will be featured this year at the 
ANA convention. Products on display 
will include pharmaceuticals, medical 
and surgical supplies, hospital equip­
ment, cosmetics, wearing apparel, food 
products, books and anatomical mod­
els. A definite educational "plus” for 
those who attend the Detroit conven­
tion, the exhibits will be located in 
Hall D, Cobo Hall.
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Action for Mental Health. Final report 
of the Joint Commission on Mental Ill­
ness anti Health. 338 pages. New York, 
Basic Books, 1961 Trice $6.75.

। Action for Mental Health represents 
; a summary of the findings and subse­
i quent recommendations of the Joint 
■ Commission on Mental Illness and 

Health as authorized by Congress in 
1955. It has immense implications for 
all who are concerned with America’s 

' No. I public health problem. Written 
with the aim of full comprehension by 
the general public—and in particular, 
legislators, both federal and state-it 
is clearly readable, relatively concise, 
and covers the majority of the serious 
defects present in our efforts to cohi- 
bat mental illness.

Before considering the special inter­
est of nurses in this report, some oth^r 
comments should be made. In Appen­
dix VII, Dr. Tompkins, in his dissent­
ing remark states that the report “. . . 

, does not carry sufficient encourage- 
| ment leading to a greater degree of 
| nongovernmental community responsi­

bility.” This is indeed an apt criticism. 
For example, it was particularly dis­
tressing to note that practically the 
only reference made to volunteers con­
cerned the work of a comparatively 
small group of college students in one 
specific urban area of the country. 
Further, the particular recommenda­
tion regarding volunteers again placed 
the emphasis on the use of college 
students. Since there are many very 
active volunteer programs involving 
other community members of voting 
age, it would seem that these groups 
should also have been given credit and 
encouragement. .

One of the recommendations: “No 
further state hospitals of more than 
1000 beds should be built, and not 
one patient should be added to an ex­
isting mental hospital already housing 
1000 or more patients. [Further] . . . 
all existing state hospitals of more than 
10(H) beds be gradually and progres­
sively converted into centers for the 
long-term and combined care of chron­
ic diseases, including mental illness. 
This conversion should be undertaken 
in the next ten years,” is considered 
by many as a “bold,” “impractical,” 
and even "impossible” recommenda­
tion. Progressively-minded mental 
health workers have long thought this 
a necessary action for the future. The 
report does not seem to assign enough

importance to the ‘'education” of state 
legislators toward the financing of such 
a program. The inertia of state offi­
cials toward state hospital problems in 
general does not occupy any of the 
major recommendations set forth in 
the report

There is not space in this review to 
outline the many areas of significance 
to nurses contained in the report. All 
nurses should read the book, but there 
are especially salient points for psychi­
atric and public health nurses.

In view of the long struggle of 
psychiatric nurses to become practi­
tioners not only of the physical care 
of mental patients, but the emotional 
care as well, the following recommen­
dation is not only gratefully noted, but 
ajso indicates the need to re-examine 
and revise the present programs in 
psychiatric nursing education. The rec­
ommendation reads, in part (p. x, sec­
tions B and C):

“That psychoanalysis . . . and . . . 
‘depth psychotherapy’ must be prac­
ticed only by those with special train­
ing, experience, and competence in 
handling these techniques without 
harm to the patient—namely, by phv- 
sicians . . plus those psychologists 
or other professional persons who lack 
a medical education but have an apti­
tude for, training in, and demonstrable 
competence in such techniques of psy­
chotherapy.

“That nonmedical mental health 
workers with aptitude, sound training, 
practical experience, and demonstrable 
competence should be permitted to do 
general, short-term psychotherapy. . . .”

Other recommendations pointing up 
the need for increased facilities for re­
search, -intensive treatment, outpatient" 
clinics, day and night hospitals, and 
the follow-up care of patients in the 
community offer further challenge to 
the somewhat traditional role of the 
psychiatric nurse.

In regard to “follow-up care” (one 
of the most glaring deficiencies in this 
country’s total mental health program), 
it is heartening to note that the public 
health nurse is viewed as a vital mem­
ber of the rehabilitation team.

On the whole, the report is a thought­
provoking and profoundly challenging 
document. One might also say that it 
is an expose of all the things we have 
not done and should do.—Alice M. 
Robinson, director of nursing educa­
tion, Vermont State Hospital, Water­
bury.
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Dynamic Psychiatry in Simple Terms, 
by Robert R. Mezer. 2d ed. 178 pages. 
New York, Springer Publishing Co., 
1960. Price $2.75.

In the foreword to both the first and 
second edition of this book, Harry Solo- 
man. M.D., writes of the need of the in­
structor in psychiatry for a satisfactory 
text. This book was intended by the au­
thor to fill his own needs, and it might 
well fulfill those of others.

The author’s bias is evident; how­
ever, he indicates his awareness of this 
and has presented his material in such a 
manner that the reader can formulate 
his own judgments.

The book is well written in compre­
hensible language and without exces­
sive psychiatric terminology. Terms are 
defined in a manner that makes them 
understandable, but does not belittle 
the readers’ abilities to comprehend. 
Many chapters have schematic illustra­
tions which could prove helpful not 
only to the student, but also to the in­
structor who is searching for more con­
crete methods of presenting such ab­
stractions as the variations of mood. 
The inclusion of historical data in foot­
notes makes the material presented 
more meaningful.

The material begins with “Meeting 
the Psychiatric Patient” in the first 
chapter, continues through the develop­
ment of the normal personality, and the 
sickness of personality, and ends with a 
brief chapter on “The Normal Life.” 
Comparisons with physical sickness 
should be helpful to the organically 
oriented student.

Certainly the material presented 
should be augmented, b. further learn­
ing experiences Hi ever, the material 
is presented in a manner which should 
stimulate the student to seek additional 
knowledge. The bibliography should 
be helpful in this connection; it is brief 
but irfclusive and therefore not over­
whelming.

The book is a worthwhile addition to 
a teaching library, as a text or as sup­
plemental reading.—Mary E. Helm, 
instructor in psychiatric nursing. Psy­
chiatric Receiving Center, Kansas City, 
Mo.

Manual of Care for the Disabled Pa­
tient. By Arthur J. Heather. 119 pages. 
New York, Macmillan Co., 1960 Price 
$3.75.

According to Dr. Heather, the pur­
pose of his manual is to emphasize im­
portant measure to be initiated early 
in acute illness to avoid further disabil- 
itv. He says, too, that he limited the 
material “to focus on effective and 
therapeutic measures to combat these 
complications.”

More than one fourth of the book is 
devoted to lower extremity amputa­
tions and prosthetic devices. These are

discussed in some detail. The remain­
der summarizes various aspects of 
hemiplegia, bowel and bladder training 
(voluntary control, neurogenic blad­
der, urinary complications), decubitus 
ulcers, nutrition, the arthritides (rheu­
matoid and osteoarthritis), and osteo­
porosis (postmenopausal, Cushing’s 
syndrome, after spinal cord injury).

Diagrams and drawings illustrate 
nursing procedures that prevent de­
formities and other complications. A 
simplified chart of “Activities of Daily 
Living” developed by a registered nurse 
is included. Psychological support and 
patient and family teaching are only

i
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Symbol of service in medicine

briefly and sporadically mentioned. The 
book could be helpful as a quick refer­
ence, if supplemented with other avail­
able resources and used with good 
judgment founded on comprehensive 
knowledge of basic nursing skills.— 
Dorothy J. Hicks, instructor. Rancho 
Los Amigos Hospital, Downey, Calif.

A History of the Nursing Profession in 
Great Britain, by Brian Abel-Smith. 
290 pages. New York, Springer Pub­
lishing Co., 1960. Price $5.75. (Printed 
in Great Britain)

The book narrates the problems and 
issues facing the nursing profession,
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THOMAS P. GILL

Re: THE MEDICAL SOCIETIES AND MEDICAL CARE FOR THE ELDERLY

I

As Congress enters its final months, and the final grind of 
decision making, it faces a number of basic decisions. One of them 
is a decision on the problem of medical care for the elderly, often 
called "Medicare”. Basically, "Medicare" involves the problem of 
how to finance and provide adequate medical care for roughly seven­
teen and a half million people over 65 years of age. We are all 
generally aware that illnesses grow more serious and more costly as 
we get older; that as people pass the age of retirement their 
earnings drop and they are less able to pay for illnesses. Most of 
us are aware that the cost of medical services and hospitalization 
has risen sharply in recent years. Some of us know from personal 
experience that the cost of caring for our elderly parents and 
relatives can be a crushing burden for young people with families— 
that money which would normally go into education of our children 
is often drawn off to pay for a sudden and disastrous illness of our 
parents. Many people have also come face to face with another basic 
problem in our community—public assistance when they are unable to 
pay for an illness. The young wage earner whose parent becomes ill 
is often faced with the choice of mortgaging his future and the 
future of his children, or facing the public stigma of seeking 
public assistance; the elderly person without resources is likewise 
faced with the personal dilemma of going without medical care he 
needs, becoming a burden on his relatives or children, or facing the 
humiliation of becoming a welfare case. These are some of the 
human problems of "Medicare". This is the human field on which the 
philosophic, economic and political battles over medical care for 
the elderly are being waged.

As we view this battle we cannot help but be puzzled by the 
combatants. One side is the Kennedy Administration and his liberal 
backers in Congress who are in favor of providing better and more 
extensive medical care; on the other side are the well financed 
legions of the American Medical Association, the national organi­
zation to which most doctors belong. On the surface it appears 
that the doctors, who are sworn to provide care for the ill, are 
fighting the extension of such care to a group that sorely needs it. 
This, indeed, is an anomalous position for an ancient and honored 
profession. Of course, many doctors do not see it this way; they 
speak of "self-reliance", "socialized medicine", and the dangers of 
government interference with this practice.

Let us look a little more closely at the problems---and the 
combatants.



II

What are the basic problems of "Medicare"? Let us look beyond 
the human element and reduce the question to cold statistics. Today 
there are 17% million people in America over 65 years old; in five 
years there will be 20 million; in five more years—in 1972—there 
will be 23 million. Nine out of ten of these citizens will be 
hospitalized at some time before death, and most of them two or more 
times. The average cost of hospitalization a few years ago, in 
1946, was $9.00 a day; now it is about $32.00 per day—an increase 
of 3% times in 16 years. Older people stay in hospitals longer. A 
person over 65 tends to stay in the hospital twice as long as a 
person under 65. The average hospital stay for a person over 65 is 
15 days. The average income of persons over 65 is about $1,300 per 
year; the average medical expenses of such a person who is hospital­
ized in a given year is $600.

Lt us pull these figures into focus. Our average elderly person, 
your father, say, who is 65 or over will probably be hospitalized 
at least once and probably twice or more during the remainder of his 
life. If he has an average hospital stay, about half of his avail­
able income for that year will be spent in a couple of weeks; for 
the rest of the year he must exist on about $700.

This, of course, assumes that your father falls into the class 
of the "average elder". If you are lucky he will have no major 
illness and little medical expense; on the other hand, there is the 
very great possibility that he will incur medical expenses in the 
thousands of dollars, be bedridden for months or years, and 
completely lose all earning capacity. In this case you may have 
a family disaster.

Now that we have seen the problem, let us look at the specific 
dispute.

The basic question in Congress now is whether President Kennedy’s 
"Medicare" proposal, known as the King-Anderson bill, should be 
enacted. This bill is presently bottled up in committee. If it 
comes to the floor of the House, it will probably pass. Its 
opponents, led by the American Medical Association, are trying to 
keep it in committee.

What is the President’s proposal, and why is there such 
opposition?

Essentially, the President’s "Medicare" bill would provide three 
months of hospitalization or six months of nursing home care for 
over 80% of our citizens who are presently over 65 years old and for 
95% of today’s wage earners when they reach 65. All of this would 
be financed by a fraction of a percent increase in social security 
taxes and would cost the average wage earner about $1 a month, or 
$12 a year.

The President’s proposal is based on the principle of insurance;
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you pay a small amount regularly while you are working and earning 
and you are then protected against disaster when you can no longer 
earn. You have this protection as a matter of right; you have paid 
for it; it is yours. There is no "welfare payment” involved; you 
don’t have to go before some government official and swear you are 
a pauper; you don’t have to exhaust your savings or sell the house 
you worked most of your life to buy, or get rid of the old car that 
gives you freedom in your declining years; you don’t have to become 
a burden to your younger relatives. You have paid your premiums 
and bought your insurance against disastrous illness in your old age.

There is nothing new about the principle of the President’s 
proposal. It is the same principle as social security, which has 
been in effect in this country since the 1930's, and which is now 
accepted by almost everyone as the proper v/ay to insure income for 
our people when they retire.

Perhaps you are wondering why the American Medical Association 
and its affiliates, including the Hawaii Medical Association, oppose 
the President’s program. Why, indeed, should the doctor's groups 
be against the principle of insurance as embodied in the social 
security system, which even the AMA accepts now?

I have read the AMA arguments and, frankly, don’t see clear 
reason in them. I would have to classify many of their arguments 
as "bugaboo thinking"• Some of the AMA positions are fraught with 
contradictions. Indeed, there are some basic philosophical 
differences and these should be explored. Let’s look at che AMA 
arguments.

The AMA claims that the President’s program is not needed now 
because we have a medical care program passed by Congress in 1960; 
this is the so-called Kerr-Mills bill, which provides federal 
matching funds for state Medicare programs. The AMA argues that the 
President's program is, in effect, compulsory health insurance and 
they hold up what they claim to be the horrible example of England. 
The AMA claims that the President's program will result in govern­
ment control of the practice of medicine and thus destroy the 
relationship between doctor and patient. The AMA argues that there 
is no real need for a government medical insurance program for the 
elderly because private insurance can handle the problem. The AMA 
thinks that the President’s program will result in a swamping of 
hospital facilities and abuse by persons who are not really in need 
of hospitalization. The AMA also argues that this program is 
costly and must be carried by the overburdened taxpayers.

Let's take these arguments one at a time:

First, that we already have adequate coverage under the Kerr- 
Mills bill passed in 1960: The facts do not bear this out. Only 
about half of the states have qualified under the 1960 law. Of the 
nation’s 17% million persons aged 65 and over, only about 72,000 
have received medical benefits up to recent months; this is less 
than one person out of 175, and obviously far below the recognized 
need.
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What of the second AMA argument—that this is compulsory health 
insurance similar to that found in Great Britain? Obviously, the 
President’s plan applies only to retired persons and not to all 
persons as does the British system. Also, it applies only to 
hospital and certain medical costs, but not doctors’ fees. It is 
a form of medical insurance for part of the people, but what is 
wrong with that? Here we enter the area of what might be called 
“bugaboo thinking". If private health insurance is all right, what 
is wrong with government health insurance—the principle of insurance 
is the same? We might note in passing that the tremendous antipathy 
which the AMA bears to the British health insurance program is not 
shared by the British; it has been in effect in that country since 
the 1940’s and there is no serious political pressure to repeal it, 
not even from the British doctors.

The third AMA argument—that the President’s program would 
lead to government control over the practice of medicine—seems to 
have little basis. There is some control contemplated over the type 
of hospital or nursing home facility to be provided. If there were 
no such control, there would be a tremendous opportunity for graft 
and inadequate care by a few unscrupulous nursing home or hospital 
operators. The so-called control here is similar to that right of 
check and approval exercised over universities and training schools 
under the GI Bill of Rights. There is nothing in the bill which 
prevents the patient from freely selecting his own doctor. There is 
no provision for the payment of doctor’s fees; no doctor need fear 
that he will be subject to check or control by the government.

The fourth argument by the AMA is that private insurance can 
meet the medical needs of the person over 65. This argument just 
ignores the facts. Only about one-third of the citizens over 35 
have any form of health insurance and the coverage is generally 
inadequate; the other two-thirds either can’t afford private 
insurance or it isn’t available to them. Dr. Basil MacLean, former 
president of the National Blue Cross Association, which, as you 
know, is in the business of providing modestly priced medical 
insurance, stated in 1960:

"A lifetime’s experience has led me at last to conclude 
that the costs of care of the aged cannot be met, unaided, 
by the mechanism of insurance or prepayment as they exist 
today."

The fifth AMA argument is to some extent a contradiction of the 
fourth. Here they argue that the President's program will result 
in a swamping and abuse of hospital facilities. It is obvious that 
if present medical insurance and other aid programs are adequately 
meeting the problem there will be no additional pressure on hospital 
facilities; of course, the present need is not being met and the 
AMA tacitly admits this. Further, it is interesting to note that 
admission to hospitals or nursing homes under the president’s 
program will be under the control of the individual patient's 
doctor; will the doctors hospitalize those who don’t need it? I 
think the best thing the AMA can do with this argument is forget it.
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The final argument of the AMA is that the proposed program is 
costly and will burden the taxpayers. There is an element of truth 
in this--all services cost money and someone must pay. However, the 
AMA overlooks the fact that the present program—under the Kerr-Mills 
bill of 1960—is also financed out of taxes, both state and federal, 
and these taxes are on everyone, not just the potential recipients 
of the benefits, it is difficult to see the logic in the AMA 
argument that payment for benefits under insurance principles by 
those who will receive the benefits is more burdensome than having 
those benefits paid for by all taxpayers.

I submit to you that the main problem with all of these argu­
ments is that the American Medical Association has taken an 
unrealistic position on a very real problem. But this is not new; 
they have done it for years. The AMA, in its recent history, has 
opposed such ideas as social security, which in 1939 they called... 
a definite step toward either communism or totalitariansim...; the 
AMA has opposed the extension of social security benefits to the 
permanently and totally disabled at age 50, and the elimination of 
the "means" test in the crippled children*s program. They also 
opposed voluntary health insurance. The AMA has been found in 
violation of the federal anti-trust laws because of its action 
against doctors who participated in a private health plan it 
disapproved. With a history of this sort it is amazing that many 
doctors in our own community will accept the statements and dictates 
of the AMA without much question.

Ill

In conclusion, the dispute between those of us who favor the 
President’s "Medicare" program and the AMA is over the difference 
between a pre-paid, insurance-based medical insurance for retired 
persons as a matter of right, and a hit-or-miss and inadequate 
program based on welfare-type payments. I will leave you to decide 
which program is best; which contributes the most to the dignity of 
the individual; which meets the needs as they exist.

You probably noted in the paper last weekend that the Hawaii 
Medical Association was reported to be opposing the President’s 
program. The Hawaii Medical Association is meeting in convention 
this week on Maui. I have invited the president and the immediate 
past president of this association, Doctors Giles and Burden, to 
meet and arrange a series of public discussions on the "Medicare" 
issue. Certainly the people of Hawaii are entitled to know the 
problems surrounding the issue of medical care for the elderly, and 
why many of their doctors take the position they do.

Perhaps objective public discussion will lead to greater under­
standing among the doctors as well—I hope they will accept my 
invitation to meet and debate, if they do, I hope you will listen.
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Dr. J. Alfred Burden, President 
Hawaii Medical Association 
P.O.Box 44 
Haliimaile, Maui

Dear Dr. Burden,

I read your statement on the Medicare Bill in the 
Star Bulletin of April 29th with interest. This is 
a natter of crucial interest in the community and, 
of course, to the nation, since the King-Anderson 
Medicare Bill is now before Congress.

Because of this nation-wide interest in adequate 
medical care for persons over sixty-five, the 
White House has asked individuals in the various 
states to implement public discussion on this issue. 
I have been asked to do this in Hawaii.

Since the H.M.A. is apparently following the path 
of the American Medical Association in opposing 
Medicare, it seems to me that your group is obviously 
equipped to support one side of the question; some 
of us will supply the arguments in favor of Medicare.

May X extend an invitation to you, or to your 
successor, Dr. Giles, to meet with me to discuss 
setting up a series of debates or public panels on 
this issue. Perhaps we can both go to the media 
with requests for public service time to properly 
air the question. X feel certain you will agree 
that a clear, public discussion of the facts of this 
crucial problem of Medicare for the elderly will be 
of benefit to the entire community.

X don't want, at this time, to comment on the 
specific points made in your statement, except to 
say that X don't believe they are entirely accurate. 
Rather, they seem to be a repeat of the standard 
arguments presented in Congress and across the 
nation by the American Medical Association. X am

WILLIAM E. FERNANDES 

MANUEL S. HENRIQUES 

ABEL MEDEIROS



Dr. Burden ~2*

afraid that the respect that many of us hold for doctors and 
the medical profession doesn’t extend wholly to the American 
Medical Association; they, unfortunately, have a long record 
of being opposed to beneficial social legislation.

May I hear from you as soon as possible; I am sure we both 
look forward to the opportunity to bring the facts of Medicare 
before the people of Hawaii.

Sincerely yours,

Thomas P. Gill
Majority Floor Leader

ccs Dr. Giles
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H.M.A. Opposes Medical Care Bill
The Hawaii Medical Asso­

ciation, along with its parent 
organization, the American 
Medical Association, is op­
posed to the King-Anderson 
Bill, which would provide 
medical care for persons 
over 65 under Social Securi­
ty.

In the following state­
ment, Dr. J. Alfred Burden, 
president of the H.M.A., 
gives his reasons for oppos­
ing the bill:

“The measure would com­
pel all workers to pay a sub­
stantial increase in taxes to 
give medical care to millions 
who are financially able to 
take care of themselves.

“About three-and-a-half- 
million of the elderly not 
under Social Security would 
not be covered at all.
LAW LAUDED

“What people don’t seem 
to realize is that we already 
have a fine law, the Kerr- 
Mills Law, which takes care , 
of all th^’ medical needs of I 
all who do need it.

“This is in contrast to the 
King-Anderson Bill which

Dr. J. Alfred Burden

in medical costs. That isn’t 
true. Medical costs have ris­
en, but the increase isn’t 
dramatic enough to justify 
adoption of a government 
system of medicine.

“The cost of total medi­
cal care went up 107 per 
cent between 1939 and 1959. 
Food costs went up 151 per 
cent in the same period, pub­

would give limited help only 
to those under Social Se­
curity.

“Backers of the King-An­
derson Bill say it is neces- 

isary because of the increase

lic transportation, 139 per 
cent; domestic service, 313 
per cent, and haircuts, 233 
per cent.

PER CAPITA INCOME
“Per capita income went 

up 289.6 per cent in the cor­
responding period.

“Government medicine 
means the lowering of stand­
ards to accommodate the 
average. England's experi­
ence proves it. Initiative,- 
ambition and the desire to 
achieve excellence are sti­
fled. Medical services and 
facilities in government 
medicine are. demanded be­
yond the basis of need. 
Again, England’s experience 
proves it.

“This over-utilization leads 
to waiting lines, waiting lists 
and abuse of the system.

“Government medicine po­
litical medicine.

“Under such a system, the 
government comes between 
the patient and his doctor.
STAGGERING COSTS

“And too, such a system 
costs a staggering amount. 
In Britain the estimated cost 
of the program was $1.3 bil­
lion a year and byJast year 
the cost was up to $2y2 bil­
lion. . . .

“There is no justification 
for starting a government 
medical system, which some

backers admit would be the 
prelude to completely so­
cialized medicine. . . .

“The real issue is not 
health care for the aged. We 
have that under Kerr-Mills. 
The real issue is how health 
care for the aged can best 
be provided, whether the 
program should be volun­
tary or compulsory.”

HMSA Maps
f Care Plan
|For Aged ।
| The Hawaii Medical i 
| Service Association ; 
| (H.M.S.A.), in line with 
| Blue Shield programs 
| throughout the nation, 
| will soon provide a sur- 
| gical-medical care pro- 
| gram for persons over 
J 65'
P The plan will be avail- 
i able at an estimated cost 
f of $3 per person per 
| month. . J
| The plan will pay the 
| cost of medical-surgical 
| services—but not hos- 
1 pital costs—for single 
| persons over 65 whose 
| annual income is $2,500 
| or less and for a hus- 
| band and wife whose 
| combined annual income 
| is $4,000 or u'nder.
| Persons enrolled in ; 
| the new program whose ; 
| income exceeds these j 
| limits could be subject | 
| to an additional charge. | 
I The H.M.S.A., which | 
| has about 275,000 mem- ' 
| bers, which is nearly | 
| half of Hawaii’s eligible | 
| civilian population, is al- | 
| so studying a plan for | 
| dental coverage.
f The organization is a | 
I non-profit agency owned p 

by its members.
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EDITORIAL

PRESS RELEASE
IN HIS STATE of the Union Message on Jan. 11 of this 

year, President Kennedy told the nation: “Social Security 
has long helped meet the hardships of retirement, death and 

disability. I now urge that its coverage be extended without 
further delay to provide health insurance for the elderly.”

Exactly a week later, on Jan. 18, Americans opened their 
morning newspapers to read about a proposal that “completed 
organized medicine’s battle lines to fight President Kennedy’s 
plan to place health care for the aged under Social Security.”

The newspaper article was based on a press release from 
the American Medical Association. The release proclaimed 
“a uniform, nationwide Blue Shield program of surgical and 
medical care benefits for all persons over the age of 65 which 
will be available at an estimated cost of about $3 a month per 
person.” The release emphasized that the program would 
be both “voluntary” and “private.”

The AMA announcement aroused wide interest. Ac­
cording to Dr. William H. Howard, president of the 
National Association of Blue Shield Plans, the release 
“resulted in the greatest nationwide response and reaction 
to Blue Shield and medicine that has ever occurred. No 
other announcement,” Dr. Howard added, “has ever 
triggered more favorable editorial comment from news­
papers, national magazines, radio and television.”

During the weeks that followed the press release, there was 
no further word about the program. But, as pressure mounted 
in Congress for action on the King-Anderson Bill to provide 
health care for the aged under Social Security, the doctors’ 
lobby began to feel the heat.

Early this month, the Blue Shield Association held its an­
nual meeting at Colorado Springs. At that meeting, the doc­
tors admitted, in effect, that the program they had so proudly 
proclaimed in January does not yet exist.

Warned Dr. Howard: “We must implement the program 
immediately or suffer severe consequences. This matter will 
not go unattended until next year. The people in Washing­
ton will not allow it. Seventeen million voters over the age 
of 65 will not permit it. And the press will shortly be asking 
about the availability of the program. What arc we going 
to tell them?”

Despite the pleas of Dr. Howard and others, the Blue 
Shield Association was not able to agree on a health plan to 
carry out its promises. At the meeting, some disagreement 
was expressed over the fees doctors should receive under the 
plan. There also was dissension over what the plan should 
offer.

The solution to these problems is now up to the asso­
ciation’s executive committee, to the 71 local and regional 
Blue Shield plans and to the hundreds of state and local 
medical associations throughout the nation.

Nelson H. Cruikshank, director of the AFL-CIO Depart­
ment of Social Security, summed up the situation this way:

Back in January, when the AMA plan was first announced, 
I called it ‘not a program, but a press release.’ Events have 
proved that judgment correct.

“The AMA has long insisted that the special problem of 
health care for the aged did not exist. We welcome the 
belated recognition that something must be done to assist 
the aged in meeting their medical needs.

But, in the light of the AMA’s failure to live up to its 
promises, I am now, more than ever, convinced that the great 
majority of Americans want the Congress to act quickly to 
pass the President’s program of health care for the aged 
through Social Securitv.”

ou spare a minute for a patient?’
..........................Illllllllll............



You probably don’t know all the 
provisions of the “King-Anderson” Bill

King-Anderson vs. Kerr-Mills
The Facts

NANCY T. CABOT, B.S., Honolulu

^npHE high costs of medical care for the aged 
are going to be paid for in this country. The 

issue is not whether to pay these costs. The only 
issue is how to pay them.” Thus Abraham Ribi­
coff, Secretary of Health, Education and Welfare, 
testified in behalf of the King-Anderson Bill, which 
would provide for payment for “hospital services, 
skilled nursing home services, and home health 
services furnished to aged beneficiaries” under a 
bill which is popularly but erroneously believed to 
provide medical care for the aged under Social 
Security.

Before we can evaluate the testimony presented 
at the hearings of the House Ways and Means 
Committee, we must first have a clear understand­
ing of just what the proposed King-Anderson Bill 
is—what it proposes to do, who will benefit by it, 
and what its limitations are for the individual bene­
ficiary. After this has been done, we can examine 
the proposed legislation to compare it with pres­
ent programs of government-subsidized health 
care to determine if they are inadequate. Next, the 
financial aspects of both the proposed and present 
legislation can be considered. Finally, the dangers 
which are inherent in both the present and pro­
posed legislation can be considered. To under­
stand what follows, please turn to the center of 
the Journal, pages 338 and 339, and study the 
chart which compares the provisions of the pro­
posed King-Anderson Bill with those of the al­
ready enacted Kerr-Mills law.

IS THERE A NEED?

Before we begin to compare present to proposed 
health care legislation, we must consider the neces­
sity of passing any health care legislation. Between 
the two extreme views of this subject—total gov­
ernment-controlled and subsidized health care for 
the nation, vs. no government-subsidized health 
care for anyone—there are a myriad of individual 
opinions and beliefs. But in this confusion of con­

flicting opinions, three incontrovertible facts 
emerge: more people are now living past 65; 
people over 65 are not as healthy as young people; 
and some people cannot afford the costs of ade­
quate health care.

U. S. Hawaii

Median family income, all ages (1959) ....$5,417 $6,366

In his testimony to show the need for the pro­
posed bill, Secretary Ribicoff adds to these three 
facts a few opinions regarding the financial ability 
of oldsters to pay for their own health care. He 
begins by pointing out that 90 per cent of the 
people over 65 go to the hospital at least once, 
and goes on to say that the average length of hos­
pitalization for persons over 65 is 2.3 days per 
year as compared to 0.9 days per year for per­
sons under 65. He points out that their average 
annual income is $2,666, about half as much as 
for those under 65, and that their medical care 
costs are twice as high.

Later, when being questioned by Representa­
tive Curtis, he admitted that although the medical 
care costs of the aged are considerably higher than 
for younger citizens, their living expenses are also 
considerably less. Few persons over 65 are feed­
ing, clothing, or educating a family. They pur­
chased household durables such as appliances and 
furniture long ago. Because they lead more seden­
tary lives, their needs for food and clothing are 
considerably less than those of younger people.

Recent studies show that 62 per cent of all aged 
couples own their own home; 83 per cent of the 
homes are mortgage free. The majority of families 
whose head was over 65 had liquid assets in ex­
cess of $2,000, while the median income per fam­
ily was nearly $3,000.

Some form of health insurance is carried by 53 
per cent of the aged. They are hardly the indigents 
Ribicoff attempts to make them appear.
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AVERAGE EXPENDITURES OF AGED

In his testimony, Ribicoff lists the average ex­
penditures for medical care by an aged person 
during a year as $177. Of this, $55 is spent for 
physicians, $49 is spent for hospitals, $42 for 
drugs, $10 for dentists, and $21 for other ex­
penses. Although it is impossible to determine how 
much more or less an individual would spend 
under the proposed legislation from his testimony, 
it is easy to see that the largest single expense is 
that of medical care by physicians, which is spe­
cifically excluded from this bill. When asked why, 
Secretary Ribicoff replied that the bill “reflects the 
philosophy of the President of the United States 
and this administration.” Whether the bill was 
kept to such a minimum for political or economic 
reasons is certainly open to conjecture.

Private Reimbursable
Type of Service Expenditure by K-A

Physicians...................    $ 55 0
Hospital care....... ..................... 49 $36.80
Medicines................................  42 0
Dental...............................   10 0
Other medical......................  21 6.00

Total........... .................... $177 $42.81

In later testimony, Ribicoff stated that in ana­
lyzing the figures, the “fact” emerged that the basic 
problem of sickness is hospital cost, and in order 
to provide relief for the oldsters who couldn’t af­
ford to be sick, provisions were made to take care 
of the biggest cost—that of hospital care. This 
statement probably raises the question as to which 
really is the bigger cost—hospital care or medical 
care by a physician? Perhaps this can be answered 
by a conjecture. Twice Ribicoff makes the state­
ment that people who have hospitalization insur­
ance or higher incomes use the hospital more. 
Therefore, perhaps Secretary Ribicoff means that 
once many of these people think that their hospi­
talization will be fully paid for, they will use the 
hospital facilities more often. Then, of course, 
hospital expenses will be greater than medical ex­
penses.

As part of his testimony, Secretary Ribicoff 
cites statistics to show the prevalence of chronic 
conditions among persons 65 and older. He states 
that 77 per cent of the persons 65 and over had 
one or more chronic conditions, and that 21 per 
cent had three or more such conditions. Arthritis, 
rheumatism, hearing impairments, heart condi­
tions, high blood pressure, and visual impairments 
were the most common chronic conditions. Will 
government-subsidized health care eliminate these 
conditions? Consider again what is covered by the

Over 65 25-64

Per capita income in U.S. (1958)............... $1,030 $1,475

Number of Persons Over 65 in the United States

Dat”
Total 

Population
Number 
Over 65

Percentage 
Over 65

Percentage 
Under 15

1920 105,710,620 4,933,000 4.7 31.9
1930 122,775,046 6,634,000 5.4 29.4
1940 132,165,129 9,019,000 6.8 25.0
1950 151,325.798 12,295,000 8.2 26.9
1960 179,323,175 16,560,000 9.2 31.1

proposed legislation: hospital care, nursing home 
care, and home care—all on an extremely limited 
basis. It won’t pay for glasses or hearing aids, it 
won’t pay for medicine which will help the heart 
function more easily, or to relieve the pain of 
arthritis or rheumatism, or reduce high blood pres­
sure unless the beneficiary is hospitalized. And yet, 
for the people—young and old—who need this 
medicine (or glasses or hearing aids) and cannot 
afford to pay for them, it would be a credit to the 
society in which they live if a mechanism were 
set up that would give them some financial reTef 
for these aids to good health. But the need is not 
confined just to the old; 38 per cent of the younger 
population have chronic conditions, and since the 
average income of the working population is 
$4,700, it goes without say ng that some of those 
under 65 cannot afford medical care.

The fact that our society has medical indigents 
over 65, though, does not establish the need for 
relief from governmental sources. Rather, the fact 
that our society has indigents at all age levels, 
and medical indigents on many income levels, es­
tablishes this need. And any legislation along these 
lines should be evaluated as to how adequately it 
meets the financial needs of these indigents and 
medically indigents. Yet, the proposed legislation 
provides only minimum financial assistance for the 
aged and none at all for the younger populat:on.

But what the proponents of the King-Anderson 
Bill are trying to say is that all persons over 65 
are medically indigent and that all medical indi­
gents over 65 are on Social Security. Fortunately, 
this is not the case. There are medical indigents. 
And because hospitals and pharmacists, physicians 
and dentists have no more personal obligation to 
carry the full financial load of these medical indi­
gents than the local supermarket has an obligation 
to feed them or the city transit system has an obli­
gation to carry them from place to place free, 
there is a need for financial assistance from gov­
ernment sources.

COMPARISON OF LEGISLATION

Evaluating the benefits of the Kerr-Mills Law 
is difficult, since it provides matching Federal 
funds for the individual states which implement it, 
and the extent of implementation varies according 
to the needs and finances of the states. The law 
has been in effect slightly more than one year, and
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some 38 states have already made some provision 
to implement it. At this point, it is impossible to 
say if or how soon the remaining states will imple­
ment the Kerr-Mills Law.

Most implementing states provide at least the 
same benefits without, however, the deductible 
limitations specified by the King-Anderson Bill. In 
addition, prosthetic devices, such as glasses and 
hearing aids; physician’s care and drugs both in 
and out of the hospital; and dental care are pro­
vided for under Kerr-Mills implementation. Ha­
waii’s provisions are listed on pages 338 and 339 
of this issue.

BENEFICIARIES

The beneficiaries under Kerr-Mills are not lim­
ited to the aged receiving Social Security. Each 
implementing state has established its own financial 
requirements, which are generally broken down 
into two categories: annual income, and assets, 
which includes real and personal property. In any 
implementing state, persons with income or assets 
in excess of a specified maximum are not eligible 
for benefits. (For more complete information as to 
financial requirements of each state, refer to page 
162 of Secretary Ribicoff’s testimony before the 
House Ways and Means Committee.)

Income. The average maximum income for a 
single eligible person is $1,553 per year. However, 
in two states, this figure may be more if the ap­
plicant shows that his needs (for previous bills, 
etc.) exceed his income. The majority of the states 
limit personal annual income to $1,500. The av­
erage income permitted for a married couple is 
$2,373, but again this figure can vary according 
to proven need.

Assets—Real property. In all cases, the home 
of the recipient is excluded from evaluation of as­
sets, although Oklahoma limits the value of the 
applicant’s home to $8,000. In all states except 
Massachusetts (where ownership of real property 
other than the home disqualifies an applicant) real 
property other than the home is taken into account 
in evaluating eligibility.

Assets—Personal property. Value of personal 
property an applicant may own also varies widely 
from state to state. Maryland excludes applicants 
with more than $300 in liquid assets apart from 
source of living expenses, and West Virginia per­
mits a single applicant to hold $5,000 worth of 
personal property and this amount is increased to 
$7,500 for the married applicant. In almost all 
cases life insurance policies with a limited cash 
surrender value (ranging from $500 to $3,000) 
are exempt from consideration. Massachusetts ex­
cludes from benefits any person who has health 
insurance covering the services offered under Kerr- 
Mills.

IS PRESENT LEGISLATION ADEQUATE?

After we have studied the benefits and limi­
tations of both the proposed and present legisla­
tion, we can begin to evaluate testimony as to 
whether or not the present legislation is so inade­
quate that it should be superseded by the plan to 
provide health care to the aged under Social 
Security.

One of the chief objections to the present legis­
lation is that it requires a means test: that is, the 
person applying for benefits under this plan must 
show that he is unable to pay for the care he 
needs. Many people believe that the Kerr-Mills 
Law requires a person to be totally indigent before 
he may receive health benefits from the state, and 
that a person with assets, including his home, 
should liquidate all his assets before he is eligible 
to receive benefits.

A review of the requirements for eligibility will 
show that this is not true. True, the states do set 
maximum levels of assets, but this is to assure that 
funds will not be wasted on persons who might be 
able to pay for all or part of their care without any 
hardship to themselves. In order to implement any 
health legislation, standards must be established. 
One type of legislation requires that the beneficiary 
have limited financial resources; the other requires 
that the person be over 65 and eligible for social 
security. So the limitations on the beneficiaries 
cannot really be argued conclusively here because 
every person will have a different philosophy ac­
cording to his own social conscience.

Another objection to the present legislation is 
that it has not been implemented in all the states, 
and that in those states in which it has been imple­
mented, the benefits vary widely. Earlier, it was 
pointed out that the present legislation had been 
in effect only slightly more than a year. It is con­
ceivable that during this year, there were elections, 
or short sessions of legislature, or other factors, 
such as their own system of medical care, which 
precluded passing such legislative action. An argu­
ment that Kerr-Mills is inadequate because it 
wasn’t immediately adopted by all states is invalid 
because in the short time since it was passed, the 
majority of the states have taken some action to­
wards implementing it.

It is true that the benefits provided under the 
Kerr-Mills Law vary widely among implementing 
states; this is evident from a study of the benefits 
provided by the various states. In almost every 
case, however, these benefits are in excess of those 
provided under King-Anderson. A good example 
of this would be the fact drugs and physicians’ 
services are generally provided regardless of 
whether or not the beneficiary is hospitalized. The 
Kerr-Mills Law leaves matters up to the states by
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Social Security Taxes from Inception of 
Program

Year 
Effective

Payroll 
Deduction

Total 
Income 
Taxable

Maximum 
Payable* 
Per Year

1937
1950
1951
1954
1955
1957
1959
1960
1962

1% 
jy

2
2
214
2%
3
3%

$3,000 
3,000 
3,600 
3,600 
4,200 
4,200 
4,800 
4,800 
4,800

$ 30.00
45.00
54.00
72.00
84.00
94.50

120.00
144.00
150.00

SCHEDULED RAISES IF KING-ANDERSON 
BILL IS NOT PASSED

(Already approved by Congress)

Year 
Effective

Payroll 
Deduction

Total 
Income 
Taxable

Maximum 
Payable* 
Per Year

1963
1966
1968

3%% 
4%
4%

$4,800 
4,800 
4,800

$174.00
198.00
222.00

SCHEDULED RAISES AT TODAY’S ESTIMATE 
IF KING-ANDERSON IS PASSED

Year 
Effective

Payroll 
Deduction

Total 
Income 
Taxable

Maximum 
Payable* 
Per Year

1963
1966
1968

3%% 
4%
4%

$5,200 
5,200 
5,200

$195.00
222.00
247.00

I his is the amount that is deducted from the employee’s pay­
check. The employer is also required to pay a like amount to 
OASI, which is considered one of the costs of doing business. The 
self-employed pays direct to OASI one and half times the amount 
the wage earner has deducted from his check.

giving them the right to set up their own programs 
under the assumption that each state is more 
aware of its own health care problems than the 
Federal government is. The legislators and health 
departments of the states which passed implement­
ing legislation are not stupid; some study must 
have been made prior to determining what the 
basic requirements and benefits would be. And if 
a state, such as Kentucky, passes only minimum 
requirements and benefits, wouldn’t it be logical to 
assume that this was done only after a careful re­
view of the health facilities, financial resources, 
and needs of its inhabitants?

Take, for example, the provision in the King- 
Anderson Bill for skilled nursing home care. The 
bill provides a maximum of 180 days care in a 
home approved by the government. And, when 
testifying as to the need for government approval, 
Secretary Ribicoff stated that “ten per cent of the 
hosptials and 40 per cent of the nursing home 
beds are unacceptable because of fire and health 
hazards.” The shortage of skilled nursing home 
facilities is a national problem. Hawaii, for exam­
ple, has one nursing home (with 82 beds) to serve 
the needs of the entire state which would be ac­
credited by the Federal government. So any law 
passed providing skilled nursing home benefits

would certainly be of no use to the aged in Hawaii. 
And, with 40 per cent of the nursing homes in the 
nation considered unacceptable because of fire and 
health hazards, it is hardly likely that such benefits 
would accrue to many people in the United States. 
In evaluating the benefits provided by various 
states under the Kerr-Mills Law, this shortage of 
nursing home facilities should be considered.

Taking the two primary expenses of medical 
care, we find that the largest expense is not cov­
ered under the proposed legislation while it is pro­
vided for under the present legislation. We find 
that the King-Anderson Bill provides limited hos­
pital and nursing home care while under Kerr- 
Mills only two states limit hospital stay and only 
one state limits nursing home care. Drugs are sup­
plied by the majority of implementing states both 
in and out of the hospital, while under King- 
Anderson, drugs are supplied only in the hospital 
and in skilled nursing homes. Dental care is not 
provided for under King-Anderson.

The deductible amounts under King-Anderson 
can be no less than $20 per hospital stay and can 
be as high as $90, plus $20 for each outpatient 
clinic visit. Under Kerr-Mills, the patient who 
really cannot afford to pay for his medical care 
has nothing to pay.

King-Anderson provides extremely limited 
health care to everyone over 65 and on Social Se­
curity—poor and rich alike—while in most states 
Kerr-Mills implementation provides a full range of 
medical services for those who need it and can’t 
afford it.

FINANCIAL ASPECTS OF THIS LEGISLATION

In order to finance the proposed program of 
health care for the aged under Social Security, 
Social Security taxes must be increased. In esti­
mating the costs of the proposed program, the 
actuary for the Department of Health, Education 
and Welfare faced several problems: The number 
of eligible beneficiaries who would use the facili­
ties provided, the rates of hospital admission, the 
average duration of hospitalization, the average 
daily per capita hospital charges, and the effect of 
this legislation on the use of facilities had to be 
considered on both a long and short term basis. 
After making what he considered to be adequate 
allowance for these variables, the actuary proposed 
that the earnings base be increased to $5,200, in­
stead of the $5,000 originally provided for in the 
bill and that the tax be increased to 4% per cent 
of the payroll of both employer and employee. 
This is assuming that benefits would remain at the 
proposed level and that cost estimates would re­
main at the estimated level. Self-employed persons 
would pay 7Vs per cent of their earnings. Under 
this plan, a trust fund would be established into
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which would be deposited 0.65 per cent of the 
taxable payroll. Since revised cost estimates place 
the cost of these benefits at about 0.66 per cent of 
the total payroll, it is not hard to see that the fund 
will be running at a deficit, which will either mean 
that benefits will be decreased or that taxes will be 
increased. In view of the difficulty of discontinuing 
free services previously offered by the government, 
the latter seems more likely.

The average family income of the working pop­
ulation under 65 is $5,450 per year (vs. $2,666 
for the over-65 group). The great majority of 
these people are attempting to feed, clothe, and 
educate a family. If the base earnings level is 
raised to $5,200, as is proposed, the majority of 
the population will be taxed without regard to 
spending power or dependents. However, Social 
Security rates have been scheduled to increase to 
4% per cent by 1968, even if the King-Anderson 
Bill is not passed. If the King-Anderson Bill is 
passed, the rate will increase to 4% per cent by 
1968. Under the proposed increase, they would 
pay $247 per year in Social Security taxes. An 
employed man 20 years old today, will pay nearly 
$11,000 in Social Security taxes. At present, the 
maximum he would be able to collect is $127 per 
month, and the Social Security office does not 
anticipate any increase in this amount.

Hospital costs have more than doubled in the 
ten years between 1950 and 1960, and have more 
than trebled in the 14-year period since 1946. It 
is impossible to estimate what hospital costs will 
be twenty years from now. It is also impossible to 
estimate the increase in the use of hospital facili­
ties by people who will be able to afford it, or the 
cost of providing government facilities to control 
the hospitals and to authorize payment for the use 
of their facilities. And yet, an attempt has been 
made to say that the costs will be this much and 
therefore the tax should be that much.

How much more realistic is the plan of the 
Kerr-Mills Law which provides that expenses for 
medical benefits to the aged be met through gen­
eral revenue funds? For one thing, the expenses 
and their relation to the general revenue of the 
state, city, or county, are computed on a local 
basis. If a community needs more or less money 
to provide these benefits, the entire population of 
that community can be taxed according to their

United States Hawaii

Number of people over 65: Male....... 7,503,097 15,712
Female ................................................... 9,056,483 13,450

Total ........................................... 16,559,580 29,162

spending power (city taxes) and with regard to 
their income and number of dependents (state 
taxes). They are paying for what their own 
community requires. And the people in one state 
are not taxed because the people in another state 
cannot afford to meet the costs of taking care of 
their own.

Local administration and local choice of scope 
of benefits mean that our tax dollars will be spent 
to best advantage. This approach guarantees that 
we will be helping those who really need help and 
that we will not waste tax dollars on those who 
are perfectly willing and able to care for them­
selves. We haven’t passed any laws providing free 
supermarket privileges to those over 65 and under 
Social Security. If they need food and can’t afford 
to buy it, their needs are met regardless of their 
age and regardless of whether or not they already 
receive some income from Social Security.

Why pass a law giving health care solely to 
these people? Some older people receiving Social 
Security have substantial property holdings and 
need to make a will to distribute it after their 
death. Shall we also pass a law to provide for pay­
ments to government-approved attorneys to help 
these people set up a trust fund or make out a 
will? If we pass a law providing for free shopping 
privileges, or legal advice, or medical care for one 
group, why not for another?

There are times when we have to use the gov­
ernment function to accomplish a result. But this 
should be done only when private methods do not 
move forward. At present, private methods are 
moving forward—more people than ever before 
have some form of health insurance.

According to Health Insurance Institute, 53 per 
cent of those over 65 have health insurance. And 
with new health insurance plans which provide a 
paid-up policy at the age of 65, and the efforts of 
labor unions in their collective bargaining to get 
increased retirement benefits including paid up 
health insurance for their workers, it is unrealistic 
to pass a blanket tax based on elusive cost factors 
which will provide minimum benefits to a limited 
group of people, not all of whom need it. •

I have never been able to understand why the Social Security way would 
make sense, or why any working man would support it. It would multiply 
the tax collections and payments for medical care eight- or ten-fold, only to 
provide added funds to give to those who didn’t need them.

Maurice H. Stans
Copyrighted 1962. Times-Mirror Syndicate, Los Angeles.
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Here are specific and concrete objections 

to H. R. 4222, the King-Anderson Bill

What’s Wrong with 
the King-Anderson Bill?

J. ALFRED BURDEN, M.D., Haliimaile

I am Dr. J. Alfred Burden, President of the 
Hawaii Medical Association. I have been en­

gaged in the general practice of medicine on the 
island of Maui since 1939, except for five years of 
military service during W.W. II.

Hawaii, like most states of the Union, has been 
taking care of its own and expects to continue 
to do so, with some help from Federal funds— 
returned from taxes paid by the states.

HAWAII HAS A GOOD PROGRAM NOW

The Kerr-Mills Law, in effect in Hawaii since 
July 1, 1961, has broadened the scope of help to 
persons over 65 by giving such Federal aid. On 
the basis of the first three months of experience in 
operation of that Act, physicians and health and 
welfare officials of Hawaii are confident of its con­
tinuing success.

Hawaii has long been alert to the needs of all its 
citizens in the field of health and medical care. 
There is no metabolic change in a human being 
on his 65th birthday and Hawaii’s attention has 
been given to the health of its people of all ages. 
There must be healthy children in order to have 
healthy oldsters. The medical profession is inter­
ested in the people of all ages.

Hawaii, because of the dedicated interest of 
medical men, health and welfare officials, and lay­
men alike, is on the way toward a balanced total 
program in the field of chronic diseases. Hawaii’s 
record in the control of tuberculosis and Hansen’s 
disease has attracted national attention.

The Oahu Health Council, statewide in scope, 
is a catalyst in the field. The Governor’s State 
Conference on Aging, held in 1954, resulted in 
intensified efforts to form a permanent organiza-

* Statement of the Hawaii Medical Association presented at the 
Special Committee on Aging of the United States Senate hearing on 
Federal-State Activities in the Field of Health at Honolulu, Hawaii, 
November 27, 1961.

tion in this field. The Committee on Aging and 
Chronic Illness of the Hawaii Medical Association 
has been active since 1951.

The Hawaii Nursing Home Administrators’ As­
sociation has improved the standards of nursing 
and nursing home care. A state conference on 
nursing home and care home administrators was 
held here last month. Our home nursing and in­
dustrial nursing services are outstanding.

Hawaii, through its Child and Family Service, 
its clinics, and its specialized schools, ranging from 
institutions for retarded children to a most modern 
rehabilitation center, is progressing toward the 
balanced program we are working to perfect.

Because of all this, the Hawaii Medical Associa­
tion is disturbed over the threat to Hawaii’s own 
voluntary health care program for people of all 
ages that is posed by a measure now before the 
Congress, H. R. 4222, the so-called King-Ander­
son Bill.

The Kerr-Mills Law, now in effect, affords prac­
tically unlimited medical, surgical, hospital, and 
other benefits to all aged persons who need help. 
The King-Anderson measure, with limited bene­
fits, compels compliance of all persons under So­
cial Security, regardless of need.

Operation of the Kerr-Mills Law, in conjunc­
tion with the rapidly expanding and improving 
system of voluntary health insurance, renders 
needless a drastic approach to a problem which 
has not been shown to be drastic by proponents 
of the Social Security approach.

KERR-MILLS LAW WORKING

Some statistics concerning operation of the 
Kerr-Mills Act in Hawaii are applicable.

Latest estimates from the State Department of 
Health show the total number of persons in Hawaii 
who are over 65 years of age to be just under
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1961
Civilian Number on %of

Population Welfare Total on
of Hawaii 1961 Welfare

2.4
5.2

All ages.............. ....................  669,892 16,353
Over 65 years........................ 29,162 1,472
Percentage over 65 (1960)... 4.3% 11%

30,000 (29,162), about 4.8 per cent of the total 
population. The national figure is 10 per cent. Last 
month (October) there was a case load of 1,249 
persons over 65 years of age receiving financial 
assistance under the old age assistance category. 
This assistance includes food, shelter, clothing, 
and basic necessities, including medical care.

During the first three months’ operation of the 
Kerr-Mills Act, July 1, 1961, through September, 
1961, the State of Hawaii received 392 applica­
tions for medical assistance from persons over 65. 
Of these, 302 were approved. There were 66 re­
jections. These cases are being restudied to deter­
mine whether the policy governing grants should 
be made more liberal. None of these cases, which 
possibly do not fall into the area covered by the 
Kerr-Mills Act, have been neglected. All are re­
ceiving medical aid from other sources. All people 
in Hawaii have access to medical care, irrespective 
of financial condition.

Actual number of payments during the three­
month period was 479. The total of such payments 
was $108,432. Of this amount the Federal match­
ing share would be $57,791, or 53.38 per cent of 
the expenditure.

Based on this experience, it is believed the num­
ber of persons potentially eligible in this category 
will be about 1,200 during the fiscal year.

Under the new program, with Federal matching 
funds available, the State will be able to expand 
its program for the aged, which is the intent of the 
Kerr-Mills Act. In this respect it should be noted 
that U. S. states and possessions where the Kerr- 
Mills Act has begun to function this year in addi­
tion to Hawaii include Maryland, Massachusetts, 
Michigan, New York, Oklahoma, Virgin Islands, 
Washington, West Virginia, Idaho, North Dakota, 
Oregon, Louisiana, Maine, New Hampshire, Cali­
fornia, Tennessee, Kentucky, and Utah. Only 18 
state legislatures adjourned this year without tak­
ing some action toward implementation of the 
Kerr-Mills Act.

Although the program has merely begun in al­
most half the states, it is in successful operation. 
It is doing the job locally. It is getting help to the 
people who need help without jeopardizing the 
cash benefit program of the Social Security system.

With more facts and more experience, we can 
improve the program and continue to direct it 
locally rather than have the system made a part 
of the Federal government, directed from Wash­
ington.

We cite this as another example of locally di­
rected effort in the field of health care which need 
not—must not—be controlled by the Federal gov­
ernment.

INDEPENDENT LIVING PROJECT

And we will mention also our Independent Liv­
ing Project which is aided by Federal funds, but 
is controlled at the local level. This also is within 
the field of Federal-State activities with which this 
Special Committee of the U. S. Senate is con­
cerned.

This enterprise bears a longer and more formal 
name. It is the program of Rehabilitation of the 
Chronically Ill in General Hospitals and Nursing 
Homes. The program covers young and old who 
need it.

We are rehabilitating not only the aged, but all 
individuals who become ill or handicapped. We 
are finding methods by which we reach patients 
early and put them on their feet when possible. 
We strive to treat such patients before their cases 
become irreversible. And at the same time we are 
trying to evaluate all hospital cases to the end that 
we may learn what types of cases may be bene­
fited by certain programs and eliminate wasteful 
costs.

SPECIFIC FAULTS OF KING-ANDERSON BILL

Previous comment has dealt with general ob­
jections to the King-Anderson Bill as a measure 
that would take away individual enterprise and 
freedom, which proposes a Federally-sponsored 
program suited only to an impoverished society, 
and which would compel all eligible for Social 
Security, regardless of need, to participate.

Let us consider more specifically H. R. 4222, 
the so-called King-Anderson Bill, called by its 
table of contents the “Health Insurance Benefits 
Act of 1961.”

While recognizing that the detailed provisions 
of any Social Security bill are immaterial in the 
long run, because the bill, if it becomes law, soon 
will be changed beyond recognition, we may yet 
observe that some of the provisions and statements 
in the measure are at variance with the facts, or 
with statements made by the President, who can­
not be expected to examine all the details of such 
measures personally.

H. R. 4222 provides that the government shall 
collect taxes from employer, employee, and the 
self-employed. The Federal government subsidizes 
the program and issues the rules and regulations. 
The detailed provisions of H. R. 4222 are only of 
passing importance, but the principle which it 
would set up is of the utmost importance. That is 
no less than acceptance of the idea of social in-
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surance medicine under the social insurance me­
chanism.

This is the mechanism used around the world 
as a legislative vehicle for the nationalization of 
medicine, which is a prerequisite to further nation­
alization of industry and the professions.

NO PROOF OF NEED

In considering some sections of H. R. 4222 in­
dividually, let us cite Page 3, Section 2, which 
says: “(a) The Congress hereby finds that (1) 
the heavy cost of hospital care and related health 
are a grave threat to the security of aged bene­
ficiaries, (2) most of them are not able to qualify 
for and to afford private insurance adequately 
protecting them against such costs. . . .”

We answer that there is no proof that most of 
the aged beneficiaries are unable to afford private 
insurance adequately protecting them against the 
heavy costs of hospital care and related health 
care.

The facts, indeed, are quite to the contrary. 
Hawaii, with nearly 30,000 oldsters, expects only 
1,200 applications for aid under Kerr-Mills during 
the fiscal year. And the Kerr-Mills machinery 
will take care of them.

GENERAL WELFARE NOT HELPED

Examine Page 4, Section 2(a)(4). This says: 
“It is in the interest of the general welfare for 
financial burdens resulting from hospital services 
and related services required by these individuals 
to be met through social insurance.”

It is debatable whether “it is in the interest of 
the general welfare for financial burdens ...” to 
be met through social insurance. We doubt that it 
is. Social insurance is the legislative vehicle for 
nationalizing medicine and has been so used in all 
countries having compulsory health insurance. In 
fact, the first social insurance law passed in Ger­
many in 1883 was for social insurance medicine, 
that is, state medicine.

FREE CARE FOR THE UN-NEEDY?

On Page 4, Section 2(b) (line 17) is the state­
ment that the purpose of the Bill is to provide 
medical service “in a manner consistent with the 
dignity and self-respect of each individual.”

We would question whether any service pro­
vided by government, for which the recipient has 
made only token payment, is consistent with his 
dignity and self-respect as an individual unless he 
is financially embarrassed. The costs of these serv­
ices will be covered—insofar as these are covered 
by Social Security taxes—largely by younger per­
sons who are still working.

Any contributions paid in previously by reci­
pients under this bill are obligated toward present 
benefits. These new benefits would have to be paid 
for by new money from people now at work.

The bill’s statement concerning dignity is mis­
leading.

FIRM CONTROL BY HEW

Equally misleading are lines 19-24 on Page 4 
which assert there will be no interference with free 
choice of physicians and no exercise of Federal 
control over the practice of medicine by any doc­
tor, or over the manner in which medical services 
are provided by any hospital.

This reference to noninterference is expanded 
in Section 1601, Page 5, which is not only com­
pletely misleading but can be characterized as 
double talk.

This states that there shall be no control over 
the practice of medicine or the manner in which 
the services are provided, but in line 23 it states: 
“Except as otherwise specifically provided.” Since 
the bill does specifically provide for controls and 
for rules and regulations to be promulgated by the 
Secretary of the Department of Health, Education 
and Welfare, why is it asserted that there will be 
no supervision or control?

Completely misleading is Section 1602 on Page 
6 of the bill. Part of this section has been quoted 
for public consumption. The conclusion has been 
drawn that patients will have freedom of choice. 
But the section clearly states that the patient will 
have freedom of choice only among those pro­
viders of services who have made an agreement 
with the government to provide such services. The 
patient is limited to such providers. Further, when 
rules and regulations are written there is likely to 
be some geographical restriction. Patients pre­
sumably would not be allowed to go to providers 
of services at any great distance from their homes.

MANY PHYSICIAN SERVICES COVERED

Continuing examination of H. R. 4222, we call 
attention to Page 7, Section 1603 (a)(4) provid­
ing for certain exclusions of services. The Ken­
nedy administration has insisted that the govern­
ment will have no control over physicians. Yet, 
this section specifically states that the hospital 
services for which the government will pay will 
exclude medical and surgical services provided by 
a physician, resident, or intern “except in the field 
of pathology, radiology, physiatry, or anesthesi­
ology, and except services rendered in the hospi­
tal by an intern or a resident-in-training under a 
teaching program approved by a recognized body 
approved for the purpose by the secretary. ...”

That covers varied services by physicians. These
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presumably would be paid a salary by the hospital. 
Such salaries would be included in the negotiated 
costs to be paid by the government. They would 
be a part of the government contract and would, 
to that extent, be a part of nationalized medicine.

“deductible” feature

Page 10, Section 1604 lists the deductible fea­
tures of the plan. While we are in favor of the de­
ductible feature, we should like to point out that 
this has not been publicized. The public is prob­
ably unaware of the limitations here provided.

And does the public know that care in hospitals 
is limited to 90 days? Does the public know nurs­
ing home care is limited to 180 days?

Turning to Page 14, Section 1606(a)(7) we 
note a blanket provision which puts a hospital at 
the mercy of the Secretary of Health, Education 
and Welfare. He is authorized to make “such cer­
tain other conditions of participation in this sec­
tion as ... (he) may find necessary. In a word, 
the Secretary may promulgate any conditions that 
he sees fit, even though they might be considered 
unwarranted interference.

And on Page 20, Section 1608(b) we find more 
than an implication that the HEW Secretary could 
set up his own hospital accrediting body. Could 
he?

PHYSICIANS OUTSIDE HOSPITALS INVOLVED

Page 21, Section 1609 (a)(2) deals with cer­
tification and recertification by physicians. The 
certification of OASI beneficiaries will require a 
considerable amount of a physician’s time. Is he 
to be paid? If he is, will not this draw him into the 
Federal program? Further, this section states that 
the physician, in filling out the certification for 
hospitalization initially, and for continued stay in 
the hospital, must make his decisions on the basis 
of Federal regulations (line 16). This involves all 
physicians with patients who seek these benefits 
and who are eligible for them. The whole tenor 
of Section 1609(a) involves the physician with 
patients seeking these several forms of service with 
the responsibility of deciding what services are 
needed and how long they are needed. This in­
volves the professional services of the physician, 
contrary to the expressed statement of the bill 
referred to earlier.

“reasonable” costs

Page 23, Section 1609(b) refers to determina­
tion of the costs of services which, it is stated, 
must be “reasonable.” Who is to say what are the 
“reasonable” costs for which the HEW Secretary 
will pay? Who is to decide how they are to be

Number of persons in Hawaii over 65 on welfare 1,472
Number of persons in Hawaii over 62 (women)

and 65 (men) on Social Security from own ac­
count ............................................................................  16,508

Number of persons in Hawaii over 65 receiving 
no support from State or OASI......................... 11,182*

* This is an approximate figure since OASI benefits may be collected at 
age 62 by women.

determined? It is specifically stated that “regula­
tions” shall provide the method or methods of 
determining costs. It is further to be noted that 
regulations “may provide for the use of estimates 
of costs of particular items or services.” This 
covers a great deal—costs of drugs, salaries to be 
paid to physicians working in hospitals, salaries 
for nurses, and other items.

Progressing to Page 28, Section 1611, we call 
attention to the fact that the Secretary has great 
discretion in the reduction of payments if funds 
are scarce. This has been done in other countries.

ADVISORY COUNCIL----WHO WOULD BE ON IT?

Section 1612, Page 29, provides for a Health 
Insurance Benefits Advisory Council of 14 persons 
to be appointed by the Secretary. Four of these 
shall be persons “outstanding in the fields pertain­
ing to hospitals and health activities” (Line 20). 
One might be a physician, one a hospital adminis­
trator, one a dentist, one a nurse. But even this is 
uncertain. Who would the other ten be? This 
should be spelled out.

On one hospital advisory council, appointed by 
the Federal Security Administrator before there 
was an HEW Secretary, one of the appointed mem­
bers was Michael M. Davis, the leading lobbyist 
for the nationalization of medicine.

Membership of the council should be specified 
in the bill. Even so, if the members are appointed 
by the Secretary, they must be responsive to him. 
There should be provision for appointment of 
members of professional organizations including 
the AMA, ADA, ANA, AHA, the American 
Pharmaceutical Association, and others. There 
can be an objectionable loading of representatives 
including, even, lobbyists for nationalization.

FULL FEDERAL CONTROL

Concerning regulations, we call attention to 
Section 1615 on Page 31 of H. R. 4222. This 
says: “When used in this section the term ‘regu­
lations’ means, unless the context otherwise re­
quires, regulations prescribed by the Secretary.”

This is a key provision that gives Federal con­
trol, for these regulations have the force of law.

Since these regulations are not written until the 
providers of services have signed up, these pro­
viders are making a blind date with fate.
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FINANCING VAGUE

This measure also implies that the integrity of 
the separate trust funds now existing (OASI and 
Disability) will be lost. The expansionist move in 
setting up a “Federal Social Insurance Trust Fund” 
—something new—is the key here. This is to have 
three accounts, one for OASI, one for Disability, 
and one for Health. But note that all the money 
now present in the two funds now existing, OASI 
and Disability, are to be merged and transferred 
to the over-all Federal Social Insurance Trust 
Fund.

Does this mean that if one account is in the red 
it can get help from another account? The public 
is entitled to clarification.

SIX-FOLD RISE IN TAX!

Note well that there will be a six-fold jump in 
the tax on employers and employees after the first 
year, a fact that has not been adequately publi­
cized.

Page 37, Section 706(e)(1) provides that the 
tax on employers and employees shall be 0.1 per 
cent the first year but goes to 0.6 per cent the 
second year, six times as much. The self-employed 
person would pay 0.075 per cent the first year 
and 0.45 per cent the second year, also a six-fold 
increase. There is no indication of what the tax 
hike will be after that, also a point that should be 
specified now. It could be a warning to those who 
blindly embrace a plan controlled by “regulations” 
issued by a single individual.

Study carefully and note that the Managing 
Trustee, that is, the Secretary of the Treasury, 
may invest any funds which are left over in gov­
ernment bonds at the going rate of interest. This 
is under terms of Section 706(g), Page 39. Most 
important, he may put up, as collateral, bonds 
made especially for investment by the Trust Fund 
(Page 30, line 9).

And on Page 37, Section 706(e)(1) we learn 
that the wage base is to be increased to $5,000.

This is part of the upward climb predicted by 
Wilbur J. Cohen when he testified at his nomina­
tion hearing.

We have gone into detail concerning a few 
points of H. R. 4222 because we have seen noth­
ing in the record concerning these discrepancies 
and misstatements.

THE CAMEL’S NOSE?

We will end this by making a brief comment on 
Section 402, Page 67, which we consider of para­
mount importance.

This section authorizes the HEW Secretary to 
study (3) “the feasibility of providing additional

types of health insurance benefits within the finan­
cial resources provided by this Act.”

This is a customary method of authorizing fish­
ing expeditions into the field of compulsory health 
insurance. It opens a wide field of exploration.

And since we don’t know what the financial re­
sources will be after such a program gets going, 
and taxes are increased, the Secretary could make 
practically any kind of “study” he wished.

He could even experiment with additional serv­
ices under compulsory health insurance.

If this bill were enacted into law there would be 
an immediate clamor for more benefits for the 
aged, for a lowering of the eligibility age limit, and 
for payment of surgical fees.

Beyond doubt the younger workers, who would 
be compelled to pay the taxes and receive no bene­
fits, would insist that as long as they were paying 
taxes for hospital benefits for the aged they should 
share in those benefits.

Within a decade, perhaps less, there would be 
a full program of medical care under Federal con­
trol.

COMMENTS AND CONCLUSIONS

Abuses, soaring costs, and general inefficiency 
of that system can be examined in England today. 
Nationalized medicine has become expanded there 
to complete welfare statism in which America 
need not become embroiled so long as the indi­
vidual states care for their own needy and the 
majority of the people continue to take care of 
themselves.

We call attention to the fact that this calls for 
limited hospitalization, not general care, and that it 
is not likely that our hospitals on Molokai and 
Lanai, or our small plantation hospitals could 
qualify.

The bill would give limited help to 70 per cent 
of those persons, rich and poor, who are under 
Social Security, but would give nothing to the 30 
per cent who can never qualify no matter how 
poor and destitute they may be.

Gentlemen, we don’t want guidance by remote 
control when we are doing so well by ourselves— 
without compulsion for all for the benefit of a few 
who are being taken care of already.

In conclusion we urge:

1. That the states be allowed to continue to 
operate under the Kerr-Mills Law, which gives 
almost unlimited benefits to all, until the full poten­
tial of that law is realized.

2. That H. R. 4222, a limited, dangerous, com­
pulsory approach to nationalized medicine, be re­
jected as unbecoming to the American people.

The Hawaii Medical Association thanks this 
committee for the opportunity to be heard. •
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The Presidents Page

The clash between the “far rights” and the “far lefts” has caused so much 
smoke it has left us “in between folks” completely confused. This has caused a 
situation that is fraught with two dangers. First, those of us who are inclined to be 
on the conservative side might be inclined to throw up our hands and do nothing. 
The other danger is that under cover of the confusion the moderate leftists, or those 
inclined towards socialization of everything, will take advantage of the “let’s have 
nothing to do with the mess” attitude of the moderates in order to get their socializa­
tion bills through.

This is a real danger, for once a law socializing something is passed, it is next 
to impossible to get it changed. This emphasizes the importance of our actively 
fighting against the passage of the King-Anderson Bill as well as the bill for Federal 
aid to education, in itself an attempt by the Federal Government to gain control of 
our educational system, and all other bills promoting increased Federal control of 
those things which should be left to the states and to local communities. If the 
Federal Government is able to control the educational system and the medical system 
it will not be long until the other segments of our society will also be under Federal 
control. There are those who feel that socialization is a defense against communism, 
but many who have studied the situation assure us that socialization is rather a step 
toward communism.

Be that as it may, we all must realize that with socialization and the centralization 
of power and controls in the Federal Government we will certainly lose our indi­
vidual rights and freedoms for which our forefathers fought and the principles 
which have been the firm basis on which our nation was built and its greatness 
established. One only has to note the great loss in world prestige the United States 
has suffered since World War 11, as a result of the trend away from these principles, 
to realize in which direction we are headed. This is paralleled by our loss in prestige 
as physicians on the national scene, brought about to a great degree by the deter­
mined efforts to socialize medicine. Our position is precarious, but it is not too late 
if all physicians will realize the seriousness of the situation and dedicate themselves 
to the two-fold proposition of fighting to preserve their right to practice medicine 
on a free enterprise basis and to striving to make the best possible medical care 
available to every one on a voluntary basis. We must back our voluntary medical 
plans to the utmost and see that they are made available to every segment of our 
society, or the Federal Government will be dictating to us whom we shall take care 
of and what kind of care can or must be provided.

This issue brings you the details on the King-Anderson Bill and the Kerr-Mills 
Act. Read the material over and familiarize yourself with this information so that 
you can discuss the problem intelligently with your patients and with others; so that 
you can know how to help implement the Kerr-Mills bill to help make it a success; 
and so that you will know what to do to help defeat the King-Anderson measure.

See you on Maui in May!



King-Anderson vs.

* 1 unit = 1 visit by an occupational therapist, physical therapist, visiting nurse, speech therapist, or medical social worker.

King-Anderson 
(Social Security)

Kerr-Mills
(Federal-State Grants)

Hospital Benefits
Room and Board Up to 90 dayst No limit
General Duty Nursing While in hospital As needed
Private Duty Nursing None allowed On recommendation of physician
Attending Physicians’ 

Services
None allowed Staff physicians in Honolulu or Govern­

ment physicians in rural areas
Resident and Intern Services While in hospital While in hospital
Pathologist, Radiologist, 

Anesthesiologist Services
While in hospital As needed

Physical, Occupational, and 
Speech Therapist Services

As allowed by hospital OP & PT on inpatient or outpatient basis; 
no speech therapist services in present 
program

Medical Social Services As allowed by hospital Where available
Drugs Allowed on either inpatient or 

outpatient basis
Other Services and Supplies 

Necessary to Health
Allowed if the hospital or skilled nursing 
home usually provides such services

As needed

COST TO PATIENT $10 a day or $90.00 maximum, 
$20 minimum

No payment required of patient

Outpatient Hospital 
Benefits
Diagnostic Services Services and supplies customarily 

furnished by hospital to outpatients in 
approved hospitals only for purposes of 
diagnostic study, excluding any service 
not customarily furnished to inpatients 
of the hospital

As needed

Physicians’ Services Not covered unless furnished by an 
intern, resident-in-training, pathologist, 
radiologist, anesthesiologist, or physiatrist 
if generally furnished by hospital

As needed regardless of specialty

Drugs Not applicable As needed
COST TO PATIENT $20 for each diagnostic study No payment required of patient

Physicians Services
Home and Office Visits None allowed Government physician’s services in rural 

districts. In Honolulu outpatient 
hospital visits

COST TO PATIENT Entire physician’s bill No payment required of patient

Home Health Services Patient must be under care of physician No limitations
Room and Board None allowed Allowed in care homes
Visiting Nurse Services Subject to combined 240 unit* maximum If needed
Physical, Occupational, and 

Speech Therapist Services
Subject to combined 240 unit* maximum As needed except for speech therapists, 

which are not included in program
Medical Social Services Subject to combined 240 unit* maximum If needed
Drugs Not allowed As needed



rr-Mills in Hawaii

Hospital Benefits Kerr-Mills
King-Anderson (Federal-State Grants)

t 1 unit = 1 day in a hospital or 2 days in a skilled nursing home. Limit: 150 units combined hospital and nursing home care.
t Benefits are not automatic under the proposed King-Anderson Bill or the now operating Kerr-Mills Law; applicant must make written 

request for benefits.

Nursing Home Care 180 days caret per benefit period after 
having been transferred from an approved 
hospital (per benefit period) provided the 
patient has not been in the hospital 
more than 60 days

Not limited

Dental Care None As needed except for dentures

Benefit Periods After receiving benefits, the patient cannot 
receive further benefits until 90 days have 
elapsed after discharge from hospitaler 
nursing home

No interruptions in service required. 
Patients receive continuous services as 
long as needed

Effective Dates for 
Receiving Benefits One year after enactment July 1, 1961

Hospital Eligibility Must meet the specifications set forth by 
the Secretary of HEW. In addition the 
hospital must (1) be primarily engaged in 
providing specified services, by or under 
the supervision of physicians or surgeons, 
(2) maintain adequate medical records, 
(3)have bylaws in effect with respect to 
its staff of physicians, (4) provide 24-hour 
service by registered nurses, (5) have a 
hospital utilization committee, (6) be 
licensed by local law, and (7) meet such 
other conditions as the Secretary of 
HEW may find necessary.

Any hospital licensed in Hawaii

Nursing Home 
Eligibility Must meet the specifications the Secretary 

may find necessary and (1) be primarily 
engaged in providing skilled nursing 
facilities or rehabilitation services, (2) 
have medical policies established by a 
group consisting of at least one physician, 
(3) be under the supervision of a physi­
cian or registered professional nurse, (4) 
every patient must be under the care of a 
physician, (5) provide 24-hour nursing 
service rendered or supervised by regis­
tered nurses or licensed practical nurses. 
(6) operate a nursing facility utilization 
plan.

Any nursing home licensed in Hawaii

Patient Eligibility
Age Must be 65 or overt Must be 65 or overt
Social Security Benefits Must be receiving Social Security benefits Social Security benefits not necessary
Earned Wages Earned Wages cannot exceed that amount 

which would exclude recipient from 
receiving Social Security benefits

Earned wages allowed if insufficient to 
enable applicant to pay for medical care

Income Other Than 
Earned Wages

No restriction Allowed if insufficient to enable applicant 
to pay for medical care

Assets No restriction Limited; i.e., applicant is considered 
eligible if residence has a tax evaluation 
of not more than $14,000
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William Hillebrand, M.D.*
I estimate that this is about the 100th time that 

this society or its counterpart has had an annual 
meeting. The first charter is dated July 19, 1856. 
The first record of an annual meeting of the Ha­
waiian Medical Society is dated December 8, 
1858. Thereafter, meetings were held irregularly. 
The Honolulu County Medical Society came into 
being in 1925 when, at the urging of the secretary 
of the A. M. A. and local physicians, the Terri­
torial Medical Association and its component so­
cieties were started.

The first signature on the beautifully handwrit­
ten charter is that of William Hillebrand.1 He was 
the secretary at the first annual meeting in 1858. 
I find no mention of his holding other offices in 
the Society, but presume that he did. This Titan 
of a man has long been my hero, and I believe he 
was the greatest of all Hawaiian physicians. His 
accomplishments and deeds have on occasion been 
told by others, but I do not believe he has been 
given proper acclaim in our medical society.

William Hillebrand was born in Prussia in 1821. 
He was educated in Goettingen, Heidelberg, and 
Berlin. After graduation from Berlin, he practiced 
a few years in Paderborn near his birthplace, until 
illness, presumably tuberculosis, forced him to 
seek a more healthful climate. He sailed to Aus­
tralia, then to the Philippines. In Manila he prac­
ticed for a time, and then illness induced him to 
sail again, this time to San Francisco and later to 
the Hawaiian Islands, arriving here in 1851. He 
was then 30 years old and remained in Honolulu 
until 1871.

Others in the Honolulu medical fraternity were 
Dr. T. C. B. Rooke, who had married a daughter 
of John Young and his high chiefess wife, and 
Dr. S. Peter Ford, who started the rice-growing 
industry in Hawaii. Also there were Gerrit P. Judd 
of the missionary family, Wesley Newcomb, Ed­
ward Hoffmann, B. F. Hardy, and G. P. Lathrop. 
All of these signed the charter.

Hillebrand married the daughter of Dr. New-

* Read before the Honolulu County Medical Society’s annual 
meeting, December 5, 1961.

i Hawaii Med. J. 15:314 (Mar.-Apr.) 1956.

comb and began collecting trees, flowers, and 
shrubs for his home. This interest he pursued for 
20 years. He traveled to all of the islands, pene­
trated the deepest ravines, and scaled the highest 
peaks to collect specimens. This interest in botany 
led to his monumental manuscript, “Flora of the 
Hawaiian Islands.” This is still an invaluable aid 
to botanists.

Hillebrand was sent by the Commissioner of 
Immigration in 1865 to Malaya, China, and India. 
He arranged for the importation of the first la­
borers, mostly Chinese; and while there investi­
gated means for control of leprosy. He is credited 
with diagnosing the first case of leprosy in Hawaii. 
In 1877 he arranged for the emigration of workers 
from Madeira and the Azores.

For many years he was the corresponding secre­
tary to the Royal Hawaiian Agricultural Society 
and arranged for the introduction of desirable 
seeds, such as the monkeypod and the royal palm. 
On his travels in Asia he sent back plants, trees, 
animals, and birds. We are indebted to him for 
most of the flowering trees and ornamental plants. 
The remaining trees on The Queen’s Hospital 
grounds, and those at the Agricultural Station at 
King and Keeaumoku Streets were planted by Hil­
lebrand. His home was at Nuuanu and School 
Streets. This is now Foster Gardens. It was he 
who planted the magnificent trees there.

Hillebrand was the first attending physician at 
The Queen’s Hospital, and I assume he was in 
charge. He was physician to the royal family. It is 
recorded that on May 20, 1858, he was in attend­
ance when a son was born to the Queen. He was 
on the staff of the Insane Asylum, and a very ac­
tive member of the Board of Health. He was a 
member of the Privy Council of King Kameha- 
meha V, and the king’s private physician. He was 
a fine musician and father.

This is but a summary of this great man’s life, 
but on this night for the installation of officers I 
thought we might honor him. It will help us all to 
know and to remember that our Society had great 
men as founders.

Douglas B. Bell, M.D.
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Social Security Medicine

Father Stanley Parry, Professor of Political 
Science at Notre Dame, finds the King-Anderson 
Bill wrong and unsound both in detail and in prin­
ciple, and has said so in his testimony before the 
Ways and Means Committee of the House of 
Representatives. Following is his summary of his 
presentation:

RESUME
H. R. 4222, proposing to extend the provisions of social 

insurance to relieve medical indigence among the aged 
covered by social security, raises three issues: two of 
them are basic to the matter of the bill, the third is basic 
to the modern problem of legislation.

The first issue is whether the facts of medical indigence 
among the aged warrant abandoning the principle cur­
rently followed in offering medical relief, that of the local 
marginal relief of proven individual indigence. The bill 
proposes a new principle, that of Federal preventive in­
tervention to protect predefined classes of people from 
indigence. Experience with difficulties over marginal re­
lief show that a change from it is warranted only when 
new causes of indigence are proven, when these causes 
are in their nature permanent and perduring, when they 
will clearly and predictably affect a class of people. The 
statistical evidence offered in support of H. R. 4222 fails 
to prove a new condition among the aged, a new cause 
of indigence, therefore it cannot give a convincing reason 
for the proposed change in principle.

The second issue is whether H.R. 4222 offers insurance 
against illness and not rather a system of earmarked 
taxation for the relief of the aged ill. If it is in fact a 
taxation plan, then the bill will not only fail to relieve 
the general revenues, as it claims it will, but in fact will 
increase the burden on them. If a tax plan, and therefore 
a plan for free medical aid, the bill will result in the 
artificial inflation of fancied illness and so not lighten 
the burden on medical facilities but result in a waste of 
them. It is clear and has been judicially recognized that 
the social security process is rooted in the taxing power

and is not an insurance process. Finally, the bill could 
hardly reduce the burdens of welfare work when it pro­
poses to aid all the aged ill and not merely the proven 
indigent. It simply transfers the burden to the willing 
shoulders of the Federal Government, and in the transfer 
augments it.

The third issue involves the estimate of the bill from 
the point of view of the mentality motivating it. The 
principle of marginal relief considers misfortune an ex­
ception and a tolerable success the rule in American so­
ciety. The principle of preventive intervention considers 
medical indigence among the aged a permanent affliction 
of the aged, and for all the aged. It rejects the evidence 
of progress, the socially elaborated techniques of insur­
ance, pensions, savings, and the like. Its fundamental 
postulate is fear and discouragement. Since there is no 
convincing evidence for such a position, and since the 
available evidence concerning earnings, distribution of 
wealth, the condition of the aged suggests improvement, 
it follows that the bill is rooted in a sheer option to solve 
the problem of medical indigence on the basis of a fear­
ful view of the future. In this age of anxiety, we ought 
not legislate anxiety into our very legal system.

In brief, he finds the Social Security, King- 
Anderson approach wrong on four specific 
grounds: (1) The aged are by no means all indi­
gent or medically indigent; the program is logically 
unsound; (2) the program is not one of insurance 
but one of increased taxes, paid not by its bene­
ficiaries but by younger wage earners; the plan is 
fiscally unsound; (3) the plan is rooted in anxiety, 
fear, pessimism, and discouragement; it is morally 
unsound; and (4) the plan, by making hospital 
and nursing-home care “free,” will inevitably and 
enormously increase the amount of utilization of 
such care, in preference to ambulatory or office 
care: it is medically unsound.

Our “New Hat”
The Hawaii Medical Journal and Jnter-Island 

Nurses’ Bulletin is no more—long live the Hawaii 
Medical Journal! With this issue we are on our 
own, and with this issue we are putting on a “new 
hat.”

The new cover, in a more modern style, gives 
us space to indicate featured items in each issue. 
It was designed by Alec Baird Associates.

The text type face has been changed from Gara- 
mond, 11 point, to Times Roman, 10 point on an

11-point body. Bodoni bold is used for most bold­
face in the text and for most headings.

No old features have been dropped, except for 
the nurses’ section. A new one has been added. 
“Reports and Snorts” is in the front advertising 
section and contributions for it are invited. County 
minutes are no longer reported verbatim, and fol­
lowing the condensed county reports are pictures 
of their new members.
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Brief Reports On Poisoning
For the past four years, the Poison Control Cen­

ter at Children’s Hospital has offered an invaluable 
poison information service to physicians. In addi­
tion, the Center has recorded many interesting 
cases of poisoning which have come to our atten­
tion. In many instances, therapy has been initiated 
promptly upon our recommendations.

Through the collection and interchange of data 
from the experiences of the Center, the attending 
physicians, and hospital personnel, the Poison 
Control Center plans to publish in the Hawaii 
Medical Journal outstanding cases of poisoning 
occurring in Hawaii. It is hoped that this infor­
mation will help to devise means for better pre­
vention and more efficient treatment procedures.

Richard K. B. Ho, M.D., Director

Asterol Dihydrochloride Toxicity

CASE REPORT

This 14-month-old female infant was admitted 
to a local hospital in July, 1961, because of convul­
sions over a 10-day period. She had become very 
lethargic and stumbled frequently when walking. 
There was depigmentation of the skin in the areas 
in which, for the past several months, the patient 
had received treatments with Asterol tincture for 
a diaper rash thought to be due to Candida albi­
cans.

The drug was promptly discontinued during the 
hospitalization and progressive improvement was 
noted.

DISCUSSION

The toxic properties of Asterol dihydrochloride 
(2 - dimethylamino - 6 - [beta - diethylaminoethoxyl] -

benzothiazole dihydrochloride) have been spora­
dically reported in several articles.

The compound is a well-known effective fungi­
cide used in the treatment of dermatophytoses, 
especially tinea capitis.

According to some reports, prolonged use has 
occasionally resulted in neuropsychiatric disorders, 
characterized by convulsions, hallucinations, mus­
cle twitching and weakness, tremors, incoordina­
tion, listlessness, exaggerated reflexes, rolling of 
the eyes, and ataxia.

As in the previous cases reported, it is difficult 
to establish a causal relationship between the local 
application of Asterol dihydrochloride and the ob­
served neurotoxic properties.

Nevertheless, these cases should be given care­
ful consideration, and precautions on the use of 
this medication as advised by the manufacturer 
and in the previous case reports are justified.

Fortunately, neurotoxic effects of Asterol occur 
rarely. In addition, prompt discontinuance of treat­
ment in patients where these effects are noted is 
followed by progressive recovery.

Strict regard should also be given to medications 
which are generally not advised for children. •

TREATMENT

1. Prompt discontinuance of the medication.
2. Supportive measures.

REFERENCES
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drochloride, J.A.M.A. 150:1006 (Nov. 8) 1952.
2. J. W. Wilson, H. Levitt, T. L. Harris and E. M. Heiligman: 

Toxic encephalopathy occurring during topical therapy with As­
terol, J.A.M.A. 150:1002 (Nov. 8) 1952.

3. J. M. Hitch: Neurotoxic symptoms following use of Asterol 
dihydrochloride, J.A.M.A. 150:1004 (Nov. 8) 1952.

4. J. Holowach, J. L. O’Leary, and D. L. Thurston: Controlled 
search for neurological disturbances associated with Asterol ap­
plications, Am. J. Dis. Child. 87: 261 (Mar.) 1954.

5. A. H. Ungerman and M. S. Ungerman: Toxic encephalopathy 
occurring during topical treatment for tinea capitis. J. Oklahoma 
State Med. Assoc. 46:304 (Nov.) 1953.

Ananase: a Proteolytic Enzyme from Pineapples

Hawaii’s first medical product went on the market last month: Ananase, a 
mixture of four bromelains extracted from pineapple stems, where they are 
30 times more abundant than in the fruit. These bromelains are proteolytic 
enzymes, like trypsin, and they rapidly depolymerize and destroy fibrin and 
permit its removal from areas of inflammation. They have the advantage of 
being only one-sixtieth as active against fibrinogen as trypsin is, and also of 
being (since they’re of plant origin) much less expensive. Preliminary medi­
cal trials suggest that Ananase will be useful in the same situations—virtu­
ally all sorts of traumatic or infectious inflammatory lesions—as trypsin. It 
is administered orally, in 50,000-unit enteric-coated tablets. Rorer manufac­
tures it, from Dole’s raw material.
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IMMEDIATE RELEASE, MARCH 27, 1962 .

OFFICE OF THE WHITE HOUSE PRESS SECRETARY

THE WHITE HOUSE

. REMARKS OF THE PRESIDENT
• TO A GROUP OF'DOCTORS

INTERESTED IN THE'PROBLEM OF HEALTH INSURANCE FOR 
THE AGED THROUGH THE SOCIAL SECURITY SYSTEM 

IN THE ROSE GARDEN

Doctor, Mr. Secretary: I want to express my appreciation 
to you for your statement, and. also for the support that your state­
ment has been given by some of the most distinguished, members of the 
medical profession in the United States.

I am hopeful that the fact that so many outstanding doctors 
who believe in the responsibilities of the profession very strongly, 
and have demonstrated it in their careers, I am hopeful that this 
support for this concept of medical care for the aged through Social 
Security will cause other doctors, others who are concerned about the 
health of our people, to examine and re-examine their own positions.

Doctor, the fact that you have supported this, indicates 
that you believe that this is the most effective and responsible way 
to meet a very serious national problem. It maintains the freedom of 
the medical profession which has so benefited the people of this 
country and been responsible for so much progress. And yet it also 
provides security for our older people.

So I am hopeful, as I said, that this will stimulate careful 
thought by doctors across the country, that more and more of them 
will come to realize that this is really the best way to deal with 
a very pressing national emergency.

And therefore, doctor and the other members of this commit­
tee, I want to say that in supporting this I believe that you are 
helping to meet the very great responsibility which the medical 
profession faces to care for our citizens.

So I want to express my thanks to you. This is an outstand­
ing panel, and I believe that it will be most helpful in securing 
effective action in this field this year.

Thank you.



STATEMENT SY LEADING AMERICAN MEDICAL DOCTORS TO 
PRESIDENT KENNEDY, DELIVERED AT THE WHITE ISOUSS ON 
MARCH 27, 1962

Vie join in this statement to reassert the social and public responsibility 
which has long characterized the motivation and dedication of the medical 
profession in America,

Through modern scientific achievements much has been done to prolong 
the life potential of the population. Concurrently, medical care has 
become more costly.

Old age is a period of need for increased medical care and it is most fre­
quently accompanied by diminishing resources to pay for such care. To­
day, all but a relative few still live under the constant fear that an un­
predictable medical disaster may strike and destroy the financial security 
of their later years.

We believe the Social Security System is the most practical and sound 
method of financing health benefits for the great majority of the aged.

As a group of physicians, representing general practitioners, scientists, 
health administrators, educators, and specialists in many fields, and in­
cluding members of both political parties, we welcome this opportunity 
to meet on this occasion and convey to the American people our belief 
that with such a method of financing health benefits for the aged, the 
physicians of America will be better able to maintain their commitment 
to provide high quality care and excellence of standards while preserving 
independence of professional judgment, and that the aged will be better 
able to enjoy with dignity the best of modern medical care.

Robert H. Alway 
Walter Bauer 
Leona Baumgartner 
Kathryn Boucot 
DeWitt T. Burton 
Bliss Clark 
Edward P. Crump 
James V. Dixon, Jr. 
Benedict Duffy 
Caldwell B. Esselstyn 
Morton J. Goodman 
Sven Gunderson 
Thomas Hunter 
Arthur Kornberg 
Philip R. Lee 
J. Howard Means
Frederick D. Mott 
Dickinson Richards 
David D. Rutstein 
William A. Sawyer 
Helen Taussig 
Alonzo Yerby

George Baehr 
David Barr 
E. Michael Bluestone 
Thomas Brem 
Martin Cherkasky 
Robert E. Cooke 
Michael E. DeBakey 
Warren Fades Draper 
Robert H. Ebert 
Alfred Gellhorn 
James H. Graves 
John Hubbard 
R. Frank Jones 
Lawrence S. Kubie 
Irving M. London 
Daniel R. Mishell 
George Reader 
David E. Rogers 
Ernest Saward 
Benjamin Spock 
Ray E. Trussell
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Mr. KING of California. Mr. Speaker, 
no one is more aware than a Member of 
the Congress of the right enjoyed by 
all Americans to oppose legislation they 
believe will be disadvantageous to their 
own interests or the best interests of 
our country; however, I believe we 
would also agree that opposition to any 
proposal should be based on fact or at 
least on reasonable assumption.

I am submitting today for inclusion 
in the Record my response to the Amer­
ican Medical Association’s testimony be­
fore the Committee on Ways and Means 
on my bill, H.R. 4222, to provide health 
insurance for the aged under the social 
security insurance system. But first I 
would like to place the AMA’s criticisms 
of the proposal in proper perspective— 
in the perspective of some of the many 
other humanitarian programs the AMA 
has bitterly criticized and vigorously 
opposed through the years, in order that 
each Member may determine for him­
self just how unenlightened and incom­
patible with the obvious need of the 
people of our country the AMA’s opposi­
tion continues to be.

It is a revealing anomaly that the 
hierarchy of the American Medical As­
sociation, after having, through their 
powerfully effective tactics over the 
years, deprived the members they rep­
resent and their dependents of the priv­
ilege of being covered under social secu­
rity, despite the desires of many, if not 
the majority, of their members for 
coverage, still has the effrontery to 
dictate from the sidelines the rules of 
the game for all others, and especially 
when one realizes that traditionally doc­
tors and their families enjoy the profes­
sional courtesy of free medical services.

In opposing the health-insurance- 
for-the-aged bill, the AMA emphasizes 
its support of voluntary methods and 
grant-in-aid programs for the indigent 
and medically indigent. The AMA has 
in the past, however, strongly opposed 
such programs. It seems that the AMA 
supports voluntary and grant-in-aid

programs only since these have become 
so widely accepted that opposition is ob­
viously futile, and only when they can 
be offered as alternatives to a current 
proposal that the AMA opposes.

The American Medical Association 
has a long history of opposition to Gov­
ernment programs that advance public 
welfare, and it is apparent that it has 
not raised the level of its tactics in op­
posing the King-Anderson bill in spite 
of its resounding lack of success in op­
posing a number of such forward-look­
ing measures over the years, such as>--

First. The social security program: 
In 1939 it was denounced by the AMA 
as “a definite step toward either com­
munism or totalitarianism,” and in 1949 
they continued to express their opposi­
tion stating “so-called social security is ' 
in fact a compulsory socialistic tax 
which has not provided satisfactory in­
surance protection for individuals where' 
it has been tried but, instead, has served 
as the entering wedge for establishment 
of a socialistic form of government con­
trol over the lives and fortunes of the 
people.” _____

Second. Opposition to extension of 
social security benefits to the perma­
nently and totally disabled at age 50. 
The American Medical Association tes­
tified “To initiate a Federal disability 
program would represent another step 
toward wholesale nationalization of 
medical care and the socialization of the 
practice of medicine” and cited this pro­
gram, which is in its sixth year of suc­
cessful operation, as constituting “a seri­
ous threat to American medicine” and at 
“incalculable cost to the public.” The 
incalculable cost to the public which the 
AMA foresaw has been so moderate that 
the Congress in 1960 found it possible to 
eliminate the eligibility limitation at age 
50 and provide for those eligible at any 
age without an increase in social security 
taxes.

Third. Opposition to elimination of 
the means test in the crippled children’s 
program, declaring it to be “a socialistic 
regulation.”

Fourth. Early opposition to voluntary 
health insurance. In December 1949 the 
Journal of the American Hospital Asso­
ciation commented editorially that “it 
is a sad fact that through the 1930’s and 
early 1940’s, the American Medical As­

sociation did not believe in voluntary 
sickness insurance, did almost every­
thing possible to prevent its develop­
ment.”

Fifth. Labeling of old-age and unem­
ployment insurance as representing “a 
weakening of national caliber, a definite 
step toward either communism or totali­
tarianism.”

Sixth. Opposition to Federal grants 
for maternal and child welfare pro­
grams.

There were even medical opponents to 
the Red Cross blood bank plan, stating:

The allotment of blood and its products 
by the American Red Cross should ultimately 
lead to the effect of having the Red Cross 
practice medicine. The transition from this 
arrangement to State medicine could be­
come an imminent danger.

The AMA now enthusiastically en­
dorses Kerr-Mills legislation which au­
thorizes Federal-State programs of 
medical assistance for the aged financed 
through grants-in-aid. However, it op­
posed Federal grants-in-aid in the 
health field when they were first es­
tablished. The House of Delegates of 
the AMA on more than one occasion 
adopted resolutions which disapproved 
the Sheppard-Towner Act, the original 
grants-in-aid program granting Federal 
funds to State health agencies to re­
duce the death rate among mothers and 
children. AMA opposition was not 
against this act alone but against any 
such grant program. A 1930 resolution 
said in part:

The House of Delegates of the American 
Medical Association condemns as unsound in 
policy, wasteful and extravagant, unproduc­
tive of results and lending to promote Com­
munism, the Federal subsidy system estab­
lished by the Sheppard-Towner Maternity 
and Infancy Act and protests against the re­
vival of that system in any form (Digest of 
Official Actions, 1846-1958, American Medi­
cal Association, p. 92).

The house of delegates also denounced 
the Sheppard-Towner Act as:

A form of bureaucratic interference with 
the sacred rights of the American home (96 
Congressional Record 13914).

In like manner, the AMA, which now 
sings the praises of voluntary health in­
surance, adopted a resolution in 1933 
condemning voluntary and compulsory 
insurance or tax supported programs as
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equally bad. Their resolution said in 
part:

The organization of groups around hospi­
tals or otherwise, supported by a voluntary 
or compulsory insurance or taxation, as rec­
ommended by the majority report of the 
Committee on the Costs of Medical Care 
would be inimical to the best Interests of 
all concerned. (Digest of Official Actions, 
P. 314.)

Moreover, the AMA has not only op­
posed voluntary prepaid health insur­
ance plans, but has disciplined physi­
cians who participated in now well-ac­
cepted plans it did not approve. An au­
thoritative Yale Law Journal article 
published in 1954 carefully documents 
disciplinary measures that have been 
used against such physicians—including 
the withholding or withdrawing of med­
ical society membership and the denial 
of hospital staff privileges—63 Yale Law 
Journal, 988-996, May 1934. Such ac­
tions have not ceased.

In 1934 the house of delegates of the 
AMA adopted a principle intended to 
prevent the public from organizing vol­
untary plans for health insurance. To 
be approved the voluntary plan—not 
just the practice of medical care under 
the plan—had to be controlled by the 
medical profession, and restraints were 
imposed on physicians affiliating with 
nonapproved plans. Such physicians 
were faced with expulsion from medi­
cal societies and with exclusion from 
hospital privileges. Group Health As­
sociation, a nonprofit prepaid medical 
plan in Washington, D.C., had to fig^t 
its case in the courts for 6 years before 
the U.S. Supreme Court unanimously up­
held a lower court conviction of the 
AMA and its local medical society for 
violation of the antitrust laws because of 
such actions against physicians—317 
U.S. 519. AMA opposition to voluntary 
prepaid medical plans also resulted in 
State legislation which barred the estab­
lishment of medical service prepayment 
plans except when approved by medical 
associations. In many States this has 
made the establishment of new group- 
practice prepayment arrangements im­
possible.

Mr. Speaker, while I am referring to 
the States, I would like to remind the 
House that a resolution was adopted by 
the Governors’ conference on June 29, 
1960, urging the enactment of legislation 
providing a health insurance plan for 
the aged under the framework of the 
old-age and survivors and disability in­
surance system. This resolution was 
endorsed by the Governors of 30 States— 
Alabama, Alaska, Arizona, Arkansas, 
California, Colorado, Connecticut, Flor­
ida, Kansas, Kentucky, Maine, Massa­
chusetts, Michigan, Minnesota, Missouri, 
Montana, Nebraska, Nevada, New Jersey, 
New Mexico, New York, Ohio, Oklahoma, 
Rhode Island, South Dakota, Tennessee, 
Texas, Vermont, Washington, and Wis­
consin. Hearings before the Committee 
on Finance, U.S. Senate, on H.R. 12580, 
86th Congress, 2d session, page 161. The 
Governors of two additional States— 
Illinois and Indiana—indicated their 
support of this approach in 1961. See 
hearings before the Committee on Ways 
and Means, House of Representatives,

on H.R. 4222, 87th Congress, 1st session, 
volume 4, page 1795.

The AMA’s history of past opposition 
to voluntary health insurance and to 
grants-in-aid for health purposes is the 
proper setting in which to consider the 
association’s present opposition to health 
insurance for the aged.

On August 2, 1961, representatives of 
the AMA testified before the Committee 
on Ways and Means in opposition to 
H.R. 4222, the bill which would provide 
health insurance for aged beneficiaries 
under the social security and railroad 
retirement programs. At that time the 
committee had no opportunity before 
the oral testimony was presented to 
examine the more than 100 pages of 
testimony that the AMA submitted for 
the record. I have since explored the 
contents of the material submitted for 
the record. Closer examination has 
borne out my earlier reaction to the 
AMA testimony—it is filled with gross 
misrepresentations. It is difficult to be­
lieve these documents are advanced in 
the name of American medicine. They 
substitute debating tricks for a serious 
discussion of serious issues. They are 
the exact opposite of what one has the 
right to expect of a scientifically oriented 
profession. And all of this is even more 
shocking when we realize that it is done 
in an effort to malign a proposal which 
would have virtually no effect on physi­
cians or medical practices. I am im­
pelled to reply in detail.

It is not my purpose in this response 
to detract in any way from the great 
achievements of American medicine in 
the area of health care. I have the 
greatest respect for the individual doctor 
who practices his great profession for the 
relief of human suffering. My purpose 
is to show that the AMA’s interpreta­
tions of legislative language, statistics, 
the nature of social insurance, and many 
other aspects of the problem of financing 
health care for the aged are completely 
erroneous and designed to mislead. My 
purpose is to show that the AMA has not 
been objective or honest in its presenta­
tion. I am sure that the ordinary doctor 
who will follow this testimony and my 
comments through will turn with revul­
sion from this performance of the asso­
ciation which speaks in his name.

For these reasons I have prepared a 
section-by-section rebuttal of the state­
ment submitted on behalf of the AMA by 
Dr. Leonard W. Larson, president. Ref­
erences are to pages in the original state­
ment—in the printed hearings this state­
ment appears on pages 1315-1404, with 
the original page numbers below the text. 
COMMENTS ON THE STATEMENT SUBMITTED FOR 

THE RECORD BY THE AMERICAN MEDICAL AS­
SOCIATION

COMMENTS ON SECTION I---- DESCRIPTION OF AMA 
AND ITS POSITION ON H.R. 4222, 87TH CON­
GRESS

The specific points mentioned by the 
AMA in this general presentation of its 
position are expanded in other sections 
of the statement and I will deal with each 
point in commenting on the following 
sections. The only item I will discuss 
here is the AMA’s objection to levying 
social security taxes for health insurance

for the aged on the ground that the aged, 
with few exceptions—Federal employees, 
wards of the governments, members of 
the uniformed services, and veterans dis­
abled in service—have no special claim 
on the Federal Government unless they 
have satisfied a means test. (Page 2.)

This single statement presents a strik­
ing illustration of the basic difference 
between the AMA and most of the rest 
of us, for this statement indicates that 
in the view of the AMA old-age, sur­
vivors, and disability insurance is un­
desirable. The AMA takes the position 
that Government should not act to pro­
mote the general welfare of the people 
of this country except in cases where 
the individual is subjected to a means 
test and can prove that he can no longer 
pay his own way. Following this theory, 
the AMA would oppose not only the 
old-age, survivors, and disability insur­
ance program but virtually all other 
Government-established benefit pro­
grams that assist the people in this 
country without first subjecting them 
to a means test. Thus, such programs 
as unemployment compensation and 
workmen’s compensation would be un­
justifiable if the AMA theory of Govern­
ment were followed. Similarly, the FHA 
home loan program, the Federal deposit 
insurance program, and many more 
would have to be abandoned, or modified 
beyond recognition. Our Nation would 
indeed be in a sorry plight if we were 
to accept the pronouncement of Dr. 
Annis, at the beginning of his testimony, 
that the AMA’s position is representa­
tive of what Americans want, and if we 
were to wipe such legislation off the 
statute books.
COMMENTS ON SECTION II----SPECIFIC OBJECTIONS 

TO H.R. 4222

In section II of the statement, the 
American Medical Association alleges 
that the bill provides “blanket authori­
zation for the Federal Government to 
control the providers of services.” (Page 
5.) The “proof” of the allegation is that 
the Secretary would be permitted to do 
what is “specifically provided” in the law. 
This exercise in logic—in which a statu­
tory limitation to do only what is “spe­
cifically provided” becomes a “blanket 
authorization” to exercise power without 
limit—illustrates clearly the AMA’s ap­
proach to the problem: the approach of 
a calculated attempt to distort the 
meaning of the bill. In an effort to sup­
port this distortion, reference is made 
to the provision in H.R. 4222 which states 
that the Secretary of Health, Educa­
tion, and Welfare would be empowered 
to set “such other conditions of partici­
pation—as the Secretary may find neces­
sary in the interest of health and safety 
of individuals who are furnished serv­
ices by or in such institution.” (Page 5.) 
This provision, the AMA says, “provides 
the means by which Federal officials can 
regiment and control all providers of the 
services covered.” (Page 5.)

How strange this argument. I cannot 
believe that the individual doctors this 
association claims to represent have the 
same feelings about the conditions in 
the bill—the conditions that preclude 
participation by institutions that are
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firetraps or present other serious haz­
ards to the safety or health of their 
patients. I cannot believe that the wit­
nesses who testified here representing 
the American Medical Association are 
unfamiliar with the valuable and fully 
accepted activities of the Government 
in regard to the Food and Drug Act, 
water pollution safeguards, and the 
many other areas in which the health of 
our citizens is safeguarded. These Wit­
nesses do not cite a single instance of 
regimentation, or even an attempt at 
regimentation, of the health professions, 
in all of the Government’s protection of 
the public health. What reason is there 
to assume that the Government would 
now quite suddenly adopt arbitrary 
methods? In attacking the eligibility 
conditions in the bill, I can only believe 
that the AMA is deliberately trying to 
frighten the uninitiated and the unin­
formed. My conviction is borne out by 
the testimony presented to this com­
mittee by the representatives of the 
American Hospital Association—the as­
sociation of the very same providers of 
service about which the AMA expresses 
such grave concern.

Dr. Frank S. Groner, the president of 
the American Hospital Association, was 
questioned by me about this very same 
provision in the bill. My question, and 
Mr. Groner’s response, is part of the 
record of these hearings. Because the 
AMA chooses to ignore facts and play on 
fears in order to gain its ends, I want 
to repeat that question and answer. I 
asked Mr. Groner the following: “Your 
organization in previous testimony be­
fore this committee has stated that rea­
sonable criteria are necessary to deter­
mine the eligibility of hospitals to par­
ticipate. Are the criteria in this bill 
reasonable?”

Mr. Groner’s response—the response 
of the Amercan Hospital Association— 
was a clear and unequivocal “Yes, sir.” 
Later, when I asked Mr. Groner if there 
were any changes that he would suggest 
in any of the provisions in the bill, he 
did not suggest one single change in the 
conditions that providers must meet in 
order to participate. This demonstrates 
beyond a shadow of a doubt what the 
conditions of eligibility really constitute, 
namely, a description of those compo­
nents of institutional and home health 
care which are essential to the safety 
and well-being of our older people. 
These conditions have not only been 
thoroughly reviewed and approved by 
distinguished representatives of the 
American Hospital Association, but the 
association stands squarely behind the 
inclusion of these eligibility conditions 
in any legislation that may be enacted 
The hospitals, which, unlike the doctors, 
are major providers of service under the 
bill, would hardly encourage the reten­
tion of these standards if, in fact, the 
standards could be used—as the AMA 
charges—as the means by which Federal 
officials can regiment and control all 
providers of the services covered.

Let me say where these conditions 
came from and why they are so easily ac­
cepted by the American Hospital Asso­
ciation. Every condition save two is part 
of the requirements an institution must

meet even to be considered a hospital 
by the American Hospital Association. 
The remaining two are: First, the health 
and safety requirement, which must be 
met for accreditation according to stand­
ards set jointly by representatives of 
the American Hospital Association, 
American Medical Association, Ameri­
can College of Surgeons, and the Amer­
ican College of Physicians; and second, 
the utilization committee requirement, 
which the American Hospital Associa­
tion has proposed for inclusion as part 
of these accreditation requirements.

The AMA asserts that, “it is axiomatic 
that the Federal Government tends to 
control what it subsidizes.” (Page 5.) 
It subsidizes the building of hospitals and 
nursing homes under the Hill-Burton 
program. Does it already control hos­
pitals and nursing homes? Perhaps the 
AMA should have fought harder than it 
did against the Hill-Burton and similar 
programs if the axiom is an axiom, not a 
conundrum to test how many are smart 
enough to find the error of logic.

The AMA also bases its allegations 
that the program would result in regi­
mentation and Federal control on the 
fact that payment for services would be 
on the basis of reasonable costs. (Page 
9.) Yet, this is the basis which the 
American Hospital Association, in its 
“Principles of Reimbursement for Hos­
pital Care,” proposes and which has 
proved successful in application by Blue 
Cross and a multitude of State and Fed­
eral Government programs. Provision 
for reimbursement by Government on 
the basis of reasonable cost has never 
had any such effects as the AMA says it 
would have in this instance.

The AMA also attaches implications 
of Government control to the require­
ments that hospitals maintain “ade­
quate medical records” and establish by­
laws for their medical staff. (Page 10.) 
The AMA implies that the Secretary 
might misuse authority by requiring 
medical records to be too “adequate.” 
The AMA knows that medical records 
are required for accreditation because a 
medical history is essential for proper 
treatment of the patient. The AMA also 
knows that clearcut guides have been de­
veloped for purposes of accreditation as 
to what constitute adequate medical 
records. The AMA knows that the Sec­
retary would have authority under the 
bill to accept accreditation of an insti­
tution as evidence that the requirements 
are met and that Secretary Ribicoff has 
said, in his testimony before this com­
mittee, that he would do so. Instead of 
recognizing these facts, the AMA anal­
ogizes medical records to business rec­
ords. (Page 11.) Either its experts are 
feigning ignorance in this matter to mis­
lead, or the experts on medical care did 
not participate in writing this statement 
but some other kind of expert in some 
field foreign to medicine was employed 
for the purpose.

The existence of bylaws for the medi­
cal staff is a requirement the American 
Hospital Association uses to determine 
whether an institution is a hospital— 
it must have a medical staff which is 
organized under bylaws so that there is 
some expectation that the medical staff

will participate in running the hospital. 
I presume that objection to this provi­
sion must have resulted from the fact 
that this section of the paper was writ­
ten by someone ignorant of the back­
ground—not by a competent physician 
or hospital expert.

The AMA further suggests that it is 
wrong to require nursing homes to pro­
vide 24-hour nursing service because 
some nursing homes would be excluded 
from participation under the bill. (Page 
12.) But this can hardly be regarded as 
a reasonable suggestion. After all, the 
point of the bill is protection against 
health costs and it is the provision of 
nursing services that distinguished nurs­
ing homes from domiciliary care. Hous­
ing is intended to be taken care of by the 
cash benefit. If every institution—in­
cluding a hotel—could be considered a 
nursing home, the H.R. 4222 costs might 
be as high as the AMA says. The inten­
tion is to cover only health care costs 
when the care is provided by facilities 
able to render health care services. In 
some places such institutions are in 
short supply, but paying boarding home 
bills instead will not remedy the scarcity. 
Other administration proposals such as 
H.R. 4999, Health Professions Educa­
tional Act of 1961, and H.R. 4998, Com­
munity Health Services Act of 1961, will 
help to remedy this scarcity as will the 
payments under H.R. 4222 towards the 
operating costs of the needed facilities. 
The AMA by its very description of the 
scarcity of proper health facilities re­
i uts its own allegations that without 
tnis bill the aged are getting the care 
they need.

All this talk of arbitrary control by 
Government is just scare technique. 
The Government needs the willing 
agreement and cooperation of the hos­
pitals in the plan. The Government is 
prepared to deal responsibly and fairly 
with them. It is nonsense to think that 
the Government could deal arbitrarily 
with the providers of services, ignore 
their just demands, and ignore the ad­
vice of the statutory advisory council 
provided in the bill.

Section II of the AMA statement also 
criticizes the assertion that only a rel­
atively few physicians would be affected 
by the bill. To support their conten­
tion that this assertion is not correct, 
the AMA says that the bill “involves 
the services, and the provision of serv­
ices of at least 50,000 physicians.” (Page 
6.)

This figure is grossly misleading. The 
AMA statement itself recognizes that 
the vast majority—almost 38,000—of the 
50,000 “physicians” referred to are in­
terns, few of whom are licensed as phy­
sicians, and residents-in-training. In­
terns are salaried employees of hospitals 
completing a necessary part of their 
professional education without which 
they are not fully prepared to assume the 
responsibilities of a physician. Resi­
dents-in-training are also salaried em­
ployees who are training for the practice 
of specialties and subspecialties, includ­
ing general practice.

The practice that would be followed 
under the administration bill would be 
to pay the hospital, in which the intern
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is finishing his education, the reasonable 
cost of the services which the hospital 
undertakes to provide, including the 
services of the intern. This is fully in 
accord with the “Principles of Payment 
for Hospital Care,” developed and ap­
proved by the American Hospital As­
sociation as a guide to hospitals and to 
agencies which contract to purchase 
hospital care. The pertinent principle 
reads as follows:

In determining “full cost,” a reasonable 
amount for medical, nursing and other edu­
cation not reimbursed through tuition, 
scholarships, grants, or other community 
contributions is a legitimate inclusion in 
the interest of continuing to upgrade 
quality of service to the community. The 
community should assist ultimately in the 
support of such educational programs.

Under the bill, the cost incurred in 
providing services to aged beneficiaries 
would also include the cost of ancillary 
services such as diagnostic X-ray, lab­
oratory tests and anesthesia, which to 
an extent involve the services of li­
censed physicians. These services are 
covered only if furnished through hos­
pitals as part of the hospital services.

The AMA claims to be apprehensive 
about the consequences that might ensue 
if hospitals are paid on a “reasonable 
cost” basis. (Page 9.) Is it not strange, 
however, that the AMA is more worried 
than the organization representing those 
whose pocketbooks are affected by the 
method of payment? It is true that the 
American Hospital Association has ex­
pressed mild reservations about the 
shades of interpretation which might be 
placed on the word “reasonable.” Unlike 
the AMA, however, in the course of testi­
mony before this committee, they said 
they believe that this is something 
which can be worked out without diffi­
culty to the mutual satisfaction of hos­
pitals and Government.

This section of the AMA statement 
also indulges in an extraordinary exhibi­
tion of self-contradiction—all on the 
same page. It says in one paragraph 
that the provision in the bill which limits 
nursing home benefits to conditions for 
which people have been hospitalized and 
provides the benefits only after admis­
sion from a hospital “will result in a 
vastly increased demand for—hospital 
facilities. This portion of the bill is not 
a deterrent to overuse of hospitals, but 
an engraved invitation to overuse them. 
It is an invitation that would be accepted 
by large numbers of people whose health 
care does not require hospitalization.” 
(Page 8.) Only six paragraphs later, in 
criticizing the requirement that hospitals 
and nursing homes have the utilization 
committees which would provide a group 
review of experience by physicians in a 
given hospital in order to prevent over­
utilization, the statement says:

The physician is best qualified to judge 
how iU his patient is, what treatment should 
be prescribed, whether or not he should be 
admitted to a hospital, when he is well 
enough to go home. Is it wise to subject his 
judgment to the critical review of a group? 
(Page 8.)

Thus, on the one hand, they say that 
physicians—who are the only ones who 
can get an individual into a hospital— 
would be unable to prevent unnecessary

hospital admissions in order to qualify 
for nursing home benefits, and, on the 
other hand, they say there would be no 
need to review the physician’s decision 
when he does admit patients to the hos­
pital. I leave it to the AMA to choose 
the horn of the dilemma it prefers. If 
the AMA expects an increase in unnec­
essary hospital utilization it must sub­
scribe to the view that physicians are 
either collaborating with their patients 
in unethical practices or are unable to 
make proper medical judgments. The 
AMA cannot gainsay the fact that hos­
pital admissions are controlled by physi­
cians. Indeed, the AMA insists that the 
right to admit patients remains, the pre­
rogative of the physician. If, however, 
the AMA rejects the thesis that physi­
cians are responsible for unnecessary 
utilization, on the grounds that physi­
cians are subjected to pressure from 
their patients, it cannot reasonably ob­
ject to a professional and impartial 
group of physicians established by the 
hospital, reviewing cases in order to de­
termine whether patients are—for what­
ever reason—overutilizing services.

The AMA’s criticism of hospital utili­
zation committees—which, incidentally, 
have been recommended by two State 
medical associations and are operating 
without appearance of difficulty in many 
hospitals—appears at this time after we 
have been informed by the American 
Hospital Association that it has recom­
mended the Joint Commission on Ac­
creditation of Hospitals require a hos­
pital to have a utilization committee in 
order to be accredited. (Page 8.) The 
AMA objects to the requirement of a 
utilization committee because it does not 
consider it wise to subject a doctor’s 
judgment on use of services to the review 
of his peers; this, despite the fact that 
many services are already subject to re­
view. The AMA seems to forget for the 
moment that it has long subscribed to 
the view that it is desirable for hospitals 
to have committees, such as medical 
records committees and tissue commit­
tees, to review the medical practices of 
physicians. In fact, as a member organ­
ization of the Joint Commission of 
Accreditation, the AMA supports the re­
quirements for accreditation, one of 
which is that hospitals carry on, through 
medical staff committees, “constant an­
alysis and review of the clinical work 
done in hospitals.”

A similai’ illogic is applied to the 
deductible. The AMA considers the de­
ductible as it applies, first, to the 
wealthy, and second, to the indigent— 
as though all the aged were in these two 
groups. (Page 7.) They forget that the 
great majority of the aged fall in neither 
group. The wealthy, who incidentally 
are very few in number, get tremendous 
help with hospital bills by reason of in­
come tax treatment—favored by the 
AMA—of medical expenses. The in­
digent—a group continuously growing 
smaller in size, I hope—will get help 
from old-age assistance and medical 
assistance for the aged. It is the great 
middle group, that can afford to pay 
a $90 bill out of their limited resources 
but cannot afford hundreds or thousands

of dollars to pay on huge hospital bills, 
for whom this bill is primarily intended. 
The bill would provide protection for 
these people against the possibility of 
having their savings wiped out and be­
coming dependent. The AMA keeps 
saying it wishes to help those who need 
help, but until the recent past the legis­
lative provisions it has favored were 
aimed to help most the wealthiest 
through tax savings. For example, the 
AMA has endorsed proposals to allow 
tax exemption for all drugs and medi­
cines purchased by persons aged 65 and 
over, and proposals to provide additional 
exemptions for aged persons who pay 
medical care expenses amounting to 25 
percent or more of their gross income. 
Since, however, more than 80 percent of 
the aged do not now pay income tax, 
these proposals would benefit only those 
persons with considerably higher income 
than the average aged person. Are the 
wealthy the ones the AMA thinks need 
help?

The AMA seems very fond of the 
false dilemma. On the one hand you 
have this, on the other hand, that, and 
both are bad. Since they do not talk 
of other alternatives, the listener is sup­
posed to feel that all paths lead to ruin. 
I have already said how they refer on the 
one hand to the wealthy and on the 
other to the indigent and ignore the 
great mass of ordinary persons in be­
tween. Another example is their state­
ment that the Government has two 
choices: First, it will either be so budget 
conscious it will lower the quality of 
care; or second, the program will be 
faced with runaway costs. (Page 9.) 
They wish to avoid consideration of the 
possibility that the program will operate 
well—with an eye for assuring that high 
quality of care is encouraged and at the 
same time that money is not wasted. 
Utilization committees and payment 
made on a cost basis, as H.R. 4222 pro­
vides, will mean that costs are in 
keeping with the necessary services pro­
vided. Apparently the AMA can 
imagine no instance in which people— 
nonphysicians, that is, merely do what is 
reasonable; everything must be extreme. 
COMMENTS ON SECTION III----PROPOSED

LEGISLATION BASED ON FIVE FALSE 
PREMISES

The “five false premises” stated by the 
American Medical Association as the 
basis for the proposal for health in­
surance benefits for the aged under 
social security are indeed misstatements, 
but they are the AMA’s misstatements. 
This is the old debating trick of the 
straw man—define your opponents’ 
position falsely and then prove it is 
wrong. The first three premises in the 
American Medical Association’s state­
ment actually are false; but they have 
never been offered as either factual or 
philosophical reasons supporting the 
proposal for health insurance benefits. 
The last two premises which the AMA 
label false, I believe to be true. They 
actually reflect—although somewhat less 
than precisely—considerations in favor 
of the proposal. I shall give specific 
comments on each of the so-called
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‘‘false premises” and on the discussion 
presented by the AMA on them.

The AMA statement offers as false 
premise No. 1: “The sociological prob­
lems of older people can be solved 
through legislation.” (Page 14.)

I am not aware of suggestions by any 
proponents of my bill that the sociologi­
cal problems of older people can in 
general be solved through legislation nor 
that the health insurance proposal is in 
any way intended to solve all problems 
of aged persons. The AMA discussion 
seems to argue that since it is not pos­
sible to solve all sociological problems 
of the aged through legislation, no legis­
lation to relieve problems of aged per­
sons is justified. Such an argument 
leads to no realistic conclusion; if its 
efficacy in solving all problems were a 
test of soundness of any specific course 
of action, one could not, of course, find 
any course of action that would meet 
the test of soundness. Such a test would 
even make a case against the practice 
of modern medicine, since it does not 
appear that, with all its almost miracu­
lous advances, medical science has been 
able to solve all sociological problems of 
the aged. The proposed health in­
surance benefits under OASI have not 
been proposed as a total solution for even 
the financing of medical care of aged 
persons but have been advanced rather 
as a part of the solution to the problem 
of providing a method of financing 
needed health care of the aged. Many 
other problems will of course remain. 
This way of debating is hardly to be 
taken seriously. It is sheer demagog­
uery, and unworthy of the association 
which claims to speak for American 
medicine.

The AMA statement offers as false 
premise No. 2: “Most, if not all of the 
aged, are in poor health.” (Page 16.)

Here again, the premise as stated by 
the AMA is of course not a valid state­
ment of the position of the bill’s pro­
ponents. There is no contention that 
all, or most, aged persons are in poor 
health. If that were the case, the costs 
of health care would hardly be insurable. 
Just as the need for fire insurance does 
not rest on the premise that all or most 
owners of properties experience fires, so 
does the need for protection against the 
costs of hospitalization not depend on 
universal and continued experience of 
hospitalized illness. Rather, it is based 
on the fact, accepted by the AMA, that 
“the aged receive approximately twice 
as much hospitalization as those under 
65” (page 18), together with the contrast 
in incomes of younger and aged persons; 
these are what demonstrate a special 
need for such coverage as is provided 
under H.R. 4222.

Furthermore, the prevalence of all 
kinds of chronic illness is not a fact that 
one would use to demonstrate the need 
for the health insurance benefits. The 
bill is directed toward meeting the costs 
of only those chronic conditions which 
require the specific types of health care 
outlined in the bill. Statements that the 
aged are generally in good health or are 
“a great deal healthier than they are 
frequently pictured to be” (page 18)

would seem to support the official cost 
estimates and the feasibility of financing 
health insurance benefits as proposed in 
my bill rather than the statements of 
others, including the AMA, that costs will 
be many times the estimates of the De­
partment of Health, Education, and Wel­
fare and that utilization of hospitals and 
nursing homes will increase astronom­
ically if the proposal is enacted.

On the other hand, even assuming 
that the overwhelming proportion of the 
aged were in excellent health, the in­
evitability of death at some age obvi­
ously suggests the likelihood of terminal 
illness unless aged persons were in all 
cases to die suddenly in the midst of good 
health. The high rate of hospitalization 
in the year of death, coupled with the 
overall high hospitalization rates for 
aged people—twice the rates of younger 
persons—seems adequate evidence that 
the great majority of the aged are not 
so fortunate as to escape serious illness 
and sizable health care costs during all 
of their later years. What kind of non­
sense is this the AMA is trying to foist 
off on people?

The statement offers as the third false 
premise: Most, if not all of the aged, 
are verging on bankruptcy.

Contrary to the AMA’s allegation, pro­
ponents of my bill have made no such 
statement, and the health insurance pro­
posal does not rest on any such premise. 
It rests, rather, on the well-established 
fact that most of the aged are not in a 
position financially to meet the heavy 
costs that a long period of hospitalization 
usually entails. The AMA attempts to 
cover up this fact with vague statements 
that “some” of the aged are “comfort­
able” or “well-to-do” or “wealthy.” 
(Page 19.) Of course, some of them are. 
The great majority, however, are in very 
modest circumstances and quite unable 
to meet a large hospital bill.

In attempting to cast doubt on the 
validity of data from the U.S. Bureau of 
the Census showing the low incomes of 
most aged people, the AMA argues that 
it is not meaningful to say that “60 per­
cent of our aged have incomes of $1,000 
a year or less” (page 19) because this 60 
percent includes dependents, many of 
whom have no individual income of their 
own. This argument will not bear analy­
sis. Let me note, by the way, that the 
AMA figure is an erroneous one; current 
data show 52 percent with incomes of 
$1,000 or less.

I agree with the AMA that “facts are 
of little significance until they are 
examined and interpreted by reason” 
(page 19) and I would therefore like to 
quote the analysis and interpretation of 
these income data from the report on 
“Health Insurance for Aged Persons,” 
submitted to the Committee by the De­
partment of Health, Education, and Wel­
fare:

Income statistics from the Bureau of the 
Census for aged persons, and for families 
with an aged head, are collected annually 
and are the most comprehensive. Data which 
have just become available for 1960 show 52 
percent of the persons 65 and over not in 
institutions had cash incomes below $1,000 
in that year.

Income data for persons have the limita­
tion that they do not indicate how many 
persons depend on the income. In the case 
of the married, some may be under 65. 
Similarly, wives dependent on their husbands 
will be shown as having little or no income. 
However, less than one-fifth of all persons 
65 and over are married women, and many 
older married couples have less than $2,000 
between them. Therefore, even if the re­
ported income data were adjusted to reflect 
an equal sharing by husband and wife, the 
proportion of persons 65 and over having less 
than $1,000, would be very little less than the 
52 percent shown.

A national survey of aged beneficiaries 
under old-age and survivors insurance 
in 1957 showed that half the aged mar­
ried couples had an annual income of 
less than $2,250—that is, less than $1,125 
per person—half the nonmarried re­
tired worker beneficiaries had incomes 
of less than $1,140, and half the aged 
widow beneficiaries had incomes of less 
than $880. It is accurate and not in any 
way misleading to say that half of these 
aged beneficiaries had per capita annual 
incomes of less than $1,100. This figure 
is consistent with the Census Bureau 
figures for the entire aged population— 
including of course those without in­
come from old-age and survivors insur­
ance benefits—which show that about 
half the aged have incomes of less than 
$1,000.

In the light of these figures showing 
the low incomes of the aged, it is hardly 
relevant for the AMA to stress the well- 
known fact that “the aged are not a 
homogeneous group from a financial 
standpoint.” (Page 20.) Neither is it 
pertinent to a consideration of the pro­
posed health insurance program merely 
to give, as the AMA does, the number of 
aged persons receiving income from vari­
ous sources, rather than the amounts of 
such income. It is positively misleading 
for the AMA in giving figures purport­
ing to show “the Nation’s present tax 
support for the elderly” (page 20) to say 
that “about $650 million is paid out an­
nually under the Railroad Retirement 
Act.” Payments made under a contribu­
tory insurance program such as the rail­
road retirement system are certainly not 
a measure of “tax support.” (Page 20.)

The AMA suggests that the aged who 
are unable to pay large medical bills 
should look to their children or relatives 
for help. The sons and sons-in-law, the 
daughters, the nephews, and nieces of old 
people do in fact often provide such help. 
Too often, however, this burden is borne 
at the expense of the education and wel­
fare of the third generation. In many 
instances the relatives are themselves 
totally unable to meet the heavy costs 
involved. Few people would consider an 
appeal to relatives to be an acceptable 
alternative to a health insurance 
program.

The AMA quotes figures on the net 
worth and assets of beneficiary couples 
under old-age and survivors insurance 
as shown by a survey in 1957. (Page 21.) 
It fails to say that of all the aged bene­
ficiaries surveyed, nonmarried as well as 
married, half had a net worth of less 
than $4,920, and that the chief asset of 
most beneficiaries was their equity in
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their home, an asset which old people 
very wisely hesitate to convert into cash. 
While most beneficiaries had some liquid 
assets, half of them had less than $610, 
an amount which would not go far in 
meeting the costs of a long illness.

For statistics to bolster its position 
against the health insurance program, 
the AMA resorts to a small study made 
in three lower middle income parishes 
located in three large cities. (Page 22.) 
It would have been more helpful to the 
committee if the AMA had referred to a 
national cross-section study of the aged 
sponsored by the Health Information 
Foundation: “Financial Resources of the 
Aged”—Health Information Founda­
tion, Research Series 10. A report from 
that study states that one-fifth of all 
older people had no financial resources. 
Furthermore, when the aged without any 
resources were combined with those 
whose only assets were homes they 
owned, the cash value of their life in­
surance or the help of children, it was 
found that two-fifths of all older people 
would have no ready resources from 
which to meet a medical bill.

The data from the Health Informa­
tion Foundation study are confirmed by 
the 1960 Survey of Consumer Finance, 
which showed that 30 percent of all 
spending units headed by aged persons 
have no liquid assets and that an addi­
tional 6 percent had less than $200 in 
liquid assets. These facts, based on na­
tional samples rather than a small local 
study, present a more reliable picture 
of the situation of the aged than that 
portrayed by the AMA.

As false premise No. 4 the AMA state­
ment offers:

The problem of the aged in financing their 
health costs will get worse before it gets 
better. A permanent program is essential to 
its solution. (Page 22.)

Here the premise they claim to 
be false is true—there is every reason 
to believe that the problem faced by the 
aged in financing health costs will, in 
the absence of Federal action, get worse. 
Although the costs of health care in­
creasing more rapidly than costs of all 
consumer items and substantially more 
rapidly than the income of aged per­
sons—cannot be predicted with precision 
into the distant future, it would seem 
highly unrealistic to assume any im­
mediate sharp reversal of the upward 
trend in such costs that has continued 
over decades. The official cost estimates 
for my bill, incidentally, assume such 
substantial further increases in costs.

Unless income and resources increase 
in direct ratio to any increases in medi­
cal care costs, it is obvious that the aged 
will face an increase in the difficulty 
of financing needed health care. It is 
quite likely that the financial resources 
of aged persons will increase somewhat 
as time goes on. Allowing for increases 
in monthly OASI benefits, in earned in­
come, and in the limited amounts paid 
by private health insurance, and assum­
ing increases in all of these amounts in 
the future, we are still left with the 
question of how these resources could 
grow at a rate equal to or faster than 
the justifiable costs of health care we 
must expect as medical science continues

its phenomenal progress toward improv­
ing health and increasing longevity for 
all of us.

The AMA statement, in discussing the 
future sources of income of the aged, 
quotes some current figures on income 
from these sources and suggests that 
they are already substantial. Of course, 
billions of dollars sounds like a great 
deal of money, but the present total in­
come to the aged from private pension 
plans quoted by the AMA—$1 billion 
annually—does not sound so impressive 
when divided among total present aged 
persons—a per capita figure of less than 
$60 per year. The same situation ap­
pears with regard to the $4.3 to $8.3 bil­
lion estimated as total annual income 
of the aged from private investments 
(page 23), which would provide a per 
capita figure of about $250 to $490. It 
would seem a mathematical certainty 
that not all our aged citizens can be re­
ceiving very substantial income from 
these sources.

The AMA statement offers as the fifth 
false premise: Voluntary health insur­
ance and prepayment plans, private ef­
fort, and existing law will not do the job 
that needs doing. (Page 25.) Again, 
the statement they claim to be false is 
true; these mechanisms alone will not do 
the entire job. I shall comment in some 
detail in following sections on the effec­
tiveness of the three mechanisms cited 
in meeting the problem.
COMMENTS ON SECTION IV----PHILOSOPHICAL 

ARGUMENTS AGAINST THE BILL

One had best ignore the title of this 
section of the AMA statement. The 
alleged arguments are not relevant to 
H.R. 4222. They are arguments against 
socialized medicine and against Federal 
encroachment on individual freedom. 
The whole philosophy of my bill and the 
implementing provisions are in direct 
opposition to these evils. And to label 
the AMA arguments “philosophical” 
completely ignores the noble root of this 
word.

It has already been shown that the 
assertions made in the previous section 
of the AMA statement are incorrect, ex­
cept for the recognition that our aging 
population poses a very real problem. 
Even this one exception is developed by 
the AMA to the point of an incorrect 
conclusion. The AMA concludes that 
since some of the problems of the aged 
are not susceptible to legislative solu­
tion, legislation can be of no help in 
solving any of the problems. (Page 26.) 
This is a very strange conclusion indeed. 
Hardly anyone would deny that the Con­
gress has already enacted legislation that 
makes significant inroads on the prob­
lems of the aged. And even the AMA 
apparently sees some merit in certain 
legislative approaches to the problem, 
for it now endorses medical care paid for 
by Federal funds granted through the 
assistance program.

The core of the principal “philosophi­
cal” argument that the AMA tries to 
make against H.R. 4222 is that this bill 
is a part of some master plan that some­
body [unnamed] or some group or groups 
[unnamed] has devised with the aim of 
setting up a socialized system of medi­

cine in the United States. (Page 27.) 
It little matters what villains the AMA 
has in mind, for this bill is no more a 
part of a plan to establish socialized 
medicine than were the disability benefit 
provisions of the law, which the Congress 
wisely enacted in spite of the cries of 
wolf that were heard far and wide from 
AMA representatives.

To charge that H.R. 4222 represents 
socialized medicine or is the forerunner 
of socialized medicine or that it is in any 
way like socialized medicine is not only 
ridiculous but also irresponsible. Here 
are the facts. Under socialized medi­
cine, doctors work for the Government 
and the Government owns the medical 
facilities and furnishes the services. 
The proposed program would not fur­
nish any medical services but would only 
help people finance the costs of their 
health care. There are specific guaran­
tees that the Government would in no 
way control, regulate, or interfere with 
the practice of medicine.

In an apparent attempt to win some 
adherents the AMA professes not to op­
pose social security. (Page 27.) They 
say that “the medical profession has not 
and does not oppose the principle of 
social security.” It is hard to see any­
thing but opposition to the principle of 
social security in the many statements 
made over the years by AMA presidents, 
by other spokesmen, and in editorials in 
the Journal of the AMA. Thus, for in­
stance, it is hard to see anything but op­
position to the principle of social security 
in such a statement as that made in 1939 
by Dr. Morris Fishbein, published in the 
Journal of the AMA and referred to by 
Dr. Fishbein as made at the request of 
the AMA’s Board of Trustees. In this 
statement Dr. Fishbein said “all forms of 
security, compulsory security, even 
against old age and unemployment, rep­
resent a beginning invasion by the States 
into the personal life of the individual, 
represent a taking away of individual re­
sponsibility, a weakening of national cal­
iber, a definite step toward either com­
munism or totalitarianism.” But the 
AMA has certainly made clear on many 
occasions that its attitude is: If we have 
to have a social security program, let us 
do our best to restrict it to the barest 
“floor of protection” possible.

In the present statement the AMA 
spokesmen take us back to 1917 for a 
quote from Samuel Gompers. (Page 30.) 
The AMA calls “a wise and timely warn­
ing” the quotation indicating Samuel 
Gompers was opposed to “compulsory 
social insurance.” Our present social 
security system is a compulsory social in­
surance system; the medical profession, 
the AMA says, does not oppose the prin­
ciple of our social security system. Now 
where does that leave the AMA—is it 
with Mr. Gompers or not with him? It 
is characteristic of much of the AMA 
testimony that we find—as here—that 
they favor something on one page and 
are against it several pages later.

A highly significant indication of how 
the AMA regards the social security pro­
gram is a statement by Dr. Annis that 
appears on page 3 of his testimony. 
Speaking of the aged, Dr. Annis warns 
that H.R. 4222 would place them in a
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broad category labeled: “These are peo­
ple who can’t take care of themselves. 
These are people who must be cared for 
by th** Federal Government at the ex­
pense of the rest of the population.” 
This statement clearly shows the AMA’S 
attitude toward the whole social secur­
ity program. The rest of the population 
of course understands that there is no 
stigma attached to social security bene­
fits. There is no means test. Rich and 
poor are treated the same. If social se­
curity beneficiaries are labeled at all 
they are labeled as people who have 
taken care of themselves by having 
worked and having contributed to the 
program.

With reference to the AMA charge 
(page 29) that the Federal Government 
is seeking, through H.R. 4222, to en­
croach on individual freedom, let me 
make clear that this bill preserves indi­
vidual freedom not only for physicians 
but also for hospital administrators, for 
nursing home proprietors and managers, 
for the aged who would benefit from this 
bill, and for the individual members of 
what we call the public. Moreover, my 
bill would make individual freedom a 
reality for many who, because they don’t 
have the means to meet the cost of need­
ed health care, cannot now enjoy their 
freedom in old age.

There is nothing in the bill that would 
in any way interfere with the established 
practices of providing health care. 
Health care would remain—as it is now— 
a matter determined by the patient, his 
physician, and the hospital or other pro­
vider of services. The Government would 
provide no care and offer no services; it 
would establish only the means of pay­
ing for the health care of the aged.

The medical profession would continue 
to be responsible for the quality of the 
care available to the people of the United 
States; the providers of service would 
still be responsible for determining what 
services they would make available. The 
process by which they would be paid 
for the services furnished would be much 
the same as that now used by Blue Cross 
and other large insurers of health serv­
ice costs. The program would follow 
practices already well established and 
accepted by the hospitals in their rela­
tionships with Blue Cross, the States, 
and other Federal programs.

I gladly give credit to the medical pro­
fession for its great contribution to im­
provements in medicine and health care 
that today help us to live longer and 
more comfortable lives than ever before. 
Even though I believe that other groups 
should be mentioned for their significant 
contributions to this process. I would 
take no credit from the physicians of this 
country; they have my highest respect 
and my deepest gratitude. It is pre­
posterous, however, to suggest that pro­
visions that would enable our people to 
prepay, through the accepted social se­
curity system, some of the costs of the 
health care that they will need in old 
age might impede, or in some way inter­
fere with, the efficiency of the medical 
profession. The physician in this coun­
try is a well-trained, highly skilled, hu­
mane expert in medical care. He does
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not, I believe, profess to be an expert in 
economics or insurance, though the AMA 
representatives pose as such experts. He 
does not look upon himself as a Solomon 
whose business is to advise people how 
they should go about paying their medi­
cal bills, though the AMA does. He does 
not always share the views of the AMA; 
however, because he may fear AMA sanc­
tions he sometimes is constrained to ask, 
when writing to his Representative in the 
Congress, that his position favoring H.R. 
4222 not be made public. This bill, let 
me repeat, has nothing to do with the 
practice of medicine; it simply affords a 
means for helping people to pay for the 
cost of certain medical services in old 
age.

Furthermore, this bill is, contrary to 
the AMA’s charges (page 29) in keeping 
with the purpose of the social security 
system and with the basic principles of 
this system. While the insurance pro­
vided by social security has been in the 
form of monthly cash benefits there is 
nothing in the nature of this system or 
in its history that would make the pay­
ments provided under my bill inconsist­
ent or incompatible with the objectives, 
the principles, and the philosophy of so­
cial security in this country. H.R. 4222 
would provide for payments to be made 
to hospitals and certain other medical 
facilities—but not to physicians—for 
specified and limited medical services 
received by social security beneficiaries. 
The bill would authorize neither the Fed­
eral Government nor any other level of 
government to furnish health services 
to anybody. No one would be required to 
accept health services by reason of this 
bill—and the AMA persists in spreading 
the contrary impression. The charge 
that this bill is contrary to the principles 
of the social security system is not only 
false but also strange coming from the 
AMA—strange because available evi­
dence indicates that the AMA knows 
little about the principles of the social 
insurance system and cares less.

The charge is also made that my bill 
is paternalistic—that it implements a 
“Government knows best” kind of think­
ing. (Page 30.) Nonsense. I am con­
vinced that the people are capable of de­
ciding how to spend their money and 
know how to do it without AMA advice. 
That is why they are for this bill. I am 
confident that the people know that my 
bill would give them valuable protection, 
and the correspondence that I have re­
ceived indicates that they know better 
than the AMA what is good for them.

If the AMA seeks to substantiate its 
charges of impending Federal encroach­
ment, it should in all fairness approach 
this task, however impossible, by deal­
ing with the provisions of my bill rather 
than talking about what could happen 
under some other plan that has not been 
proposed, and talking about that other 
imaginary plan as if it were that pro­
posed in my bill. Under H.R. 4222 the 
Federal Government could not “regi­
ment doctors, nurses, patients, hospitals, 
nursing homes, and any other element of 
our health care system” and the AMA 
knows the Government could not, even

though the AMA statement deftly leads 
one to infer the opposite. (Page 30.) 
-COMMENTS ON SECTION V----EFFECT OF BILL IM­

MEDIATELY AND POTENTIALLY ON THE QUAL­
ITY OF MEDICAL CARE

In section V of the statement, the 
AMA has said repeatedly that a Federal 
health insurance program “would lower 
the quality of medical care available to 
older people.” According to the AMA, 
the program would do this by substitut­
ing a concern with costs for a concern 
with quality. The Government, in its 
search for methods to reconcile the need 
for care with the need for cost controls 
would “decide for the patient what serv­
ices should be provided and by whom.” 
(Page 33.) As a result, the AMA says, 
the Federal insurance program would 
produce a series of catastrophes: “The 
disruption of the doctor-patient relation­
ship, delays in admissions to hospitals, 
time wasted in the overcrowded offices of 
doctors, the regimentation of medical 
practice,” and impairment of medical 
research. (Page 32.)

In vain do we look for any concrete 
evidence, beyond bald unsupported state­
ments about medical care in other coun­
tries, to corroborate the AMA’s asser­
tions, or for any consistent logic which 
demonstrates that a Government plan 
must have results which its counterparts 
outside of Government—Blue Cross for 
example—have not produced.

The facts of the case are quite dif­
ferent, and when carefully examined 
they demonstrate that the charges of 
“regimentation” and “deterioration of 
quality” are baseless. Under this bill, 
there is no compulsion imposed on any 
provider of service to participate in the 
program. The conditions of participa­
tion which are provided in the bill are 
based upon requirements formulated and 
recommended by professional bodies 
concerned with the quality of care. 
Freedom of choice of physician and hos­
pital by patients is guaranteed. There 
are provisions designed to assist the 
physician in resisting pressures which 
may be exercised to secure unnecessary 
care; for example, the utilization com­
mittee. And the bill provides, through 
the Advisory Council, for the effective 
expression of all shades of opinion on 
the administration and future develop­
ment of the program.

The AMA’s argument, as developed in 
section V, is largely incoherent. An at­
tempt is made to sneak in certain false 
premises and to then present a series of 
conclusions as if they were derived from 
sound premises and factual data.

The AMA asserts, for example, that a 
high quality of care can be obtained 
only when the needs of the patient are 
placed first, “and financing is placed 
second.” (Page 33.) This truism is fol­
lowed by the statement that at present 
medical care is aimed at “treatment of 
the illness.” We are then exhorted to 
contrast this with a system under which 
“Government pays for care directly,” be­
cause under this system emphasis is 
“shifted from quality to cost.” (Page 
33.) This extraordinary set of asser­
tions is supposed to prove something. 
Yet, all that has actually been said is
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that quality care can be fui’nished only 
if we treat the patient and he pays for it. 
But if the cost is paid for through in­
surance we presumably stop “treatment 
of the illness.”

We are treated elsewhere in this docu­
ment to similarly empty statements; 
“under H.R. 4222—the dollar approach 
instead of the medical care approach is 
stressed.” (Page 34.) Is not an insur­
ance program supposed to deal with the 
financial aspects of care? Moreover, is 
it not possible to couple concern for costs 
with a concern for standards, as in fact 
H.R. 4222 does? But the AMA is not 
really interested in looking at the merits 
of the case, nor in being logically consist­
ent, for it later predicts with horror that 
“Government would be preoccupied with 
efforts to regulate quality.” (Page 36.) 
COMMENTS ON SECTION VI---- COST ESTIMATES FOR

H.R. 4222

After admitting its lack of statistical 
and actuarial competence, the AMA pro­
ceeds to demonstrate another of its 
lacks—its ignorance of the provisions of 
my bill. The AMA apparently does not 
know that the social security tax in­
creases being proposed by the adminis­
tration would cover, in addition to the 
health insurance costs, the costs of 
higher benefits for workers who earn 
over $4,800 a year that would be paid be­
cause of the proposed increase in the 
social security earnings base from $4,800 
to $5,200. In effect, the employee con­
tribution for health insurance protec­
tion alone would be $16.90 a year at the 
maximum—as opposed to the AMA state­
ment indicating that the cost would be 
$25.

I have asked Robert J. Myers, Chief 
Actuary of the Social Security Admin­
istration, to prepare a brief statement 
on the AMA’s attempt to diagnose the 
financing of my bill. His statement ap­
pears in the record of the hearings on 
H.R. 4222, beginning on page 1469.

Memorandum dated August 3, 1961, is 
included in the Record immediately fol­
lowing these comments.
COMMENTS ON SECTION VII----EFFECT OF H.R.

4222 ON THE SOCIAL SECURITY SYSTEM

I believe my 19 years of experience as 
a Member of the House of Representa­
tives and my years as a member ... 
Committee on Ways and Means make 
me somewhat of an expert in detecting 
the misleading statements about our so­
cial insurance system that are included 
in section VII of the AMA statement. 
The old-age, survivors, and disability in­
surance program is far too important to 
allow the attempts of the AMA to dis­
credit it, to go unchallenged. I intend to 
challenge some of the misleading and 
erroneous statements that the AMA has 
made about the program.

The AMA testimony implies that the 
financial soundness of the old-age, sur­
vivors, and disability insurance program 
is open to question. This of course is not 
true. The program has operated suc­
cessfully for 26 years and has proved to 
be an effective method of protecting the 
families of America against the poverty 
that would otherwise be the common re­
sult of the old age, disability, or death 
of the breadwinner. The Congress under

both political parties has been careful to 
assure the soundness of the program. 
Whenever liberalizations have been 
adopted by the Congress, the Congress 
has made sure that there were adequate 
provisions for meeting the cost of those 
liberalizations. It is because the public 
has confidence in the intention of the 
Congress to keep the program sound that 
increases in the tax rates provided for 
have been accepted.

The AMA has tried to give the impres­
sion that the old-age, and survivors in­
surance program is not financially sound 
because it is not fully funded. (Page 52.) 
This is a complete misrepresentation of 
the nature of a social insurance program. 
In a compulsory Government program of 
social insurance it is not necessary to 
accumulate the full reserves that are 
needed in a private insurance company. 
Compulsory social insurance is assured 
of continuing income. Thus, a social 
insurance program is financially sound 
if future income will support future dis­
bursements. On this basis the system is 
in actuarial balance since it is expected, 
on the basis of the best available esti­
mates, to have enough income from 
contributions based on the tax schedule 
now in the law and from interest earned 

. on investments to support it now and 
over the long-range future.

The AMA says that if the Government 
suspended social security taxation the 
system would collapse. This is like say­
ing that if a workman is never paid any 
more wages, he will not be able to meet 
his obligations. In other words, in 
assessing the financial soundness of the 
system the AMA considers only its future 
obligations and ignores its future income. 
Considered on this basis, not only the 
social security system, but the U.S. Gov­
ernment itself and practically every 
American family are financially 
“busted.”

The basic soundness of this program 
has been reaffirmed on several occasions 
by distinguished groups which have 
made a careful examination of the fi­
nancing of the program. Such a study 
was made in 1958 by the Advisory Coun­
cil on Social Security Financing, which 
included, among others, outstanding 
economists, representatives of the insur­
ance industry, and leading employers. 
The Council stated in its major findings:

The Council finds that the present method 
of financing the old-age, survivors, and dis­
ability insurance program is sound, practical, 
and appropriate for the program. It is our 
judgment, based on the best available cost 
estimates, that the contribution schedule 
enacted into law in the last session of Con­
gress makes adequate provision for financing 
the program on a sound actuarial basis.

The AMA has also criticized the social 
security program because present bene­
ficiaries have not contributed enough to 
pay for the benefits they are getting. 
(Page 53.) There is nothing irregular 
or unsound about this situation. As a 
matter of fact, it reflects a wise and 
practical decision by the Congress to 
make the program effective for people 
who were already old when their jobs 
were first covered by social security. In 
the future, of course, when all covered

workers have had an opportunity to con­
tribute substantially to the program, re­
tirement benefits will be paid only to 
people who have contributed for at least 
10 years and full-rate benefits will be 
paid only to those who have contributed 
over their working lifetime.

In a social insurance program it is 
proper to give full protection to those 
who retire before they had the oppor­
tunity to contribute more than a small 
part of the value of the benefits they 
will receive. It is proper to insure that 
no one who, by acquiring the specified 
number of social security credits through 
his past work, has demonstrated that he 
was part of the covered labor force will 
be denied social security benefits. In­
deed, the only alternative is to leave the 
urgent problems of dependency un­
touched for decades. And of course, the 
method of giving full protection at once 
to meet an existing problem is not 
peculiar to social insurance. Similar 
treatment is usually given under private 
pension plans to workers who are al­
ready nearing retirement when the 
plans are set up. The costs of doing so 
are generally borne by employer con­
tributions, just as under social security 
the cost of full protection for people 
nearing retirement age at the beginning 
of the program can be thought of as be­
ing met from the employer tax.

The AMA says that extending health 
insurance protection to people now re­
ceiving old-age and survivors insurance 
benefits would junk the contributory 
principle inherent in the social security 
system. (Page 54.) I am glad to see 
that the AMA does admit that there is at 
least one good principle inherent in our 
social insurance system, but I must take 
issue with their allegation that H.R. 4222 
would violate that principle. By extend­
ing protection immediately to the 14% 
million aged who will be eligible when 
the major provisions of the program be­
come effective, the new health insurance 
program would follow the precedent es­
tablished in 1939 and reaffirmed time and 
again through subsequent legislation. 
As the program has been expanded and 
improved over the years, immediate pro­
tection has been provided for people who 
had worked under the program in the 
past. For example, in 1957 when cash 
disability benefits were made available 
to people age 50 and over, those who 
were already disabled and who had had 
substantial work in covered employment 
in the past were able to get benefits im­
mediately. They were not required to 
make a contribution to the disability in­
surance trust fund.

The AMA would have us believe that 
the old-age, survivors, and disability in­
surance program has been expanded 
beyond the role that was originally in­
tended for it. (Page 53.) They would 
have us believe that its role is to provide 
a floor of protection, which the AMA 
equates with subsistence-level benefits. 
Whether old-age, survivors, and disa­
bility insurance is a floor depends on your 
definition of the term, but it is quite 
clear that there was never any intention 
to keep benefits paid under the program 
at subsistence levels or below. If we go
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back to the original bill that created the 
program in 1935 we find that the Com­
mittee on Ways and Means spoke of ben­
efits “in amounts which will insure not 
merely subsistence but some of the com­
forts of life,” and the Committee on 
Finance of the Senate spoke of benefits 
“which will provide something more than 
merely reasonable subsistence.” Per­
sonally, I do not believe that the pro­
gram has yet reached these fine goals. 
Present benefit levels, in my opinion, are 
far too low, not too high.

The AMA contends that use of the 
term “insurance” to refer to old-age, 
survivors, and disability insurance has 
misled the public as to the real nature 
of the program. (Page 51.) They would 
even invoke the sanction of the Supreme 
Court to support their position by imply­
ing that the Court has denied that the 
program is insurance. (Page 52.) If we 
look at the Court’s opinion in the case 
the AMA has referred to, we find that, far 
from supporting the AMA contention, 
the Court has said:

The social security system may be accu­
rately described as a form of social insur­
ance, enacted pursuant to Congress’ power 
to spend money in aid of the general wel­
fare.

.^.Tt is the use of the insurance princi­
ples of sharing the cost and spreading 
the risk rather than the fact that a con­
tract exists that makes a particular pro­
gram “insurance.” The old-age, sur­
vivors, and disability insurance program 
is income insurance. The risk insured 
against is loss of family income occa­
sioned by the disability, old age, or death 
of the family breadwinner. Thus, al­
though the right to benefits under the 
program is based on the provisions of 
the Social Security Act rather than on a 
contract, it is clearly an insurance sys­
tem. The fact that rights under the 
program are statutory, not contractual, 
has been used by some critics to infer 
that social insurance is somehow infe­
rior to private insurance. In reality, the 
fact that Congress can change the law 
is an advantage rather than a disadvan­
tage. As we all know, the protection of­
fered the American people under the old- 
age, survivors, and disability insurance 
program has grown with the growth and 
expansion of the American economy, and 
will continue to be adjusted to chang­
ing conditions.

The AMA goes on to imply that enact­
ment of H.R. 4222 would create a tax 
load that future generations of work­
ers would be unwilling or unable to bear. 
(Page 54.) There is no reason whatever 
to expect that this will happen. In the 
first place, coverage of the group now on 
the beneficiary rolls will have very little 
cost impact since the cost will be spread 
over future generations of workers as 
well as those now in the labor force. In 
fact, to exclude from protection under 
the bill all those now on the beneficiary 
rolls and all those who did not have a 
significant amount of covered employ­
ment after the time the proposed plan 
went into effect would reduce costs by 
only about 0.06 percent of covered pay­
roll.

Another support offered by the AMA 
for its prediction that future genera-

tions will not be willing to pay their so­
cial security taxes is the statement, cur­
rently being circulated both by the AMA 
and by some people in the insurance in­
dustry, that younger workers are “sub­
sidizing” with their social security taxes 
the payment of benefits for people who 
are now retired, and that these younger 
workers will not get their money’s worth 
in protection for themselves and their 
families. Such statements are not cor­
rect. Even workers who will be covered 
by the program over a whole working 
lifetime and who will be paying contri­
butions at the maximum rate, that is, 
the rate scheduled to go into effect in 
1968, will be getting insurance protec­
tion whose value is at least equal to the 
value of their contributions. The rea­
son this is possible relates to the fact 
that the employer contributions paid un­
der the program are not earmarked for 
any particular employees or groups of 
employees. Because of the availability 
of these employer contributions, the 
value of the protection received by those 
who become beneficiaries in the early 
years of the program can exceed the 
value of the protection received by those 
and the equal amounts paid by their em­
ployers without there being any over­
charge of workers who are now young. 
COMMENTS ON SECTION VIH-- EFFECT OF H.R.

4222 ON PRIVATE, VOLUNTARY EFFORTS

The AMA here advances the prepos­
terous argument that H.R. 4222 will 
damage or destroy such varied activi­
ties as community meals-on-wheels pro­
grams, construction of hospitals through 
philanthropic grants, community chest 
activities, and voluntary efforts to build 
chronic disease centers, retirement vil­
lages, church homes for the aged, and 
nursing homes.

It is true of course that if the bill is 
enacted, individuals and voluntary or­
ganizations will be relieved, to a large 
extent, of one burden they now carry: 
If the bill is enacted, many thousands 
of older Americans will no longer have 
to seek charity from voluntary organiza­
tions when they become ill. I know that 
both the charitable organizations and 
the aged will look upon this as a blessing. 
It is as absurd to argue that narrowing 
this area of need will be disastrous to 
voluntary charitable organizations as it 
is to argue that the discovery of penicillin 
has damaged the medical profession be­
cause people with infectious diseases now 
require less medical care, or to argue 
that the patient has been disadvantaged 
because penicillin has robbed him of the 
need to undergo intensive medical care 
ovei' an extended period of time.

Just as the efficiencies of modern med­
icine have enabled physicians to devote 
more time and energy to the field of 
chronic illness and other fields that 
heretofore received too little attention, 
the enactment of my bill would enable 
charity organizations to devote their 
energies and resources to meet more 
completely the varied needs of the com­
munity. For example, voluntary hos­
pitals, or nursing homes that are con­
stantly in financial difficulty because 
they must accept older people who can­
not pay for the care they receive would

be relieved of this problem. The funds 
that are released would be available for 
improving the services these hospitals 
and nursing homes give to their pa­
tients; or the funds would be available 
to reduce the rates that now have to 
be charged to paying patients.

If H.R. 4222 is enacted, community 
chests and other large and small volun­
tary organizations that contribute to 
support hospitals and nursing homes will 
of course benefit in the same way. These 
organizations will then be able to devote 
more of their resources and energies to 
building retirement villages, meals-on- 
wheels programs, and a myriad of other 
needed services.
COMMENTS ON SECTION IX----WHAT THE MEDICAL 

PROFESSION IS DOING

The AMA has described in detail the 
efforts that many American doctors and 
medical organizations are voluntarily 
making to meet the health problems of 
older Americans. I was impressed pri­
marily with the wide range of activities 
that physicians carry on in order to ad­
vance science, promote better public un­
derstanding of the problems of aging, 
and encourage better medical, public 
health and rehabilitation services for 
aged people. I think it is also impor­
tant to point out, however, that the bill 
would not alter or in any way affect 
these activities of physicians.

I would like to add that whatever 
progress has been made in improving the 
medical and vocational services avail­
able to older people has been due not 
only to the efforts of physicians but also 
to the efforts of Americans in many dif­
ferent occupations who have joined in 
bringing to bear their energies, their 
different skills, and their money to com­
mon purposes. Also, it is fair to point 
out that the Federal Government has 
played an important and active part in 
these achievements.

The AMA rightly emphasizes that 
there still remains a great need for ad­
ditional hospitals, nursing homes and 
other community health facilities. En­
actment of the community health serv­
ices and facilities bill—H.R. 4998 and 
S. 1097—would supplement the Hill­
Burton program to make possible Fed- 
^14 WiJ#ort for the development of a 
balanced network of services through­
out the land, including hospital, non­
profit nursing home, home nursing, and 
organized home care programs. H.R. 
4222 would assist in this effort by en­
abling the aged to pay for the health 
care they receive. It is common knowl­
edge that providing free care and below- 
cost care for the aged has placed a con­
siderable financial strain on hospitals 
that has impeded improvements in hos­
pital care. Obviously, the inability of 
aged people to pay for needed health 
care has also hampered the development 
of facilities designed to meet the health 
needs of old age. The current low level 
of care in nursing homes is a good ex­
ample of the quality of the health care 
the aged now get through present fi­
nancing arrangements. When provision 
is made so that the aged are able to 
finance the care they need, facilities 
will be constructed to provide that care.
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The recent expose in Baltimore of the 

deplorable conditions in homes licensed 
by the State health department to pro­
vide care for the aged is a striking case 
in point. I want to insert for the rec­
ord an article from the Baltimore Sun 
for July 15, 1961, which describes the 
situation in some detail. Suffice it for 
me to say that Baltimore is not a unique 
city in this respect, and that the exist­
ence in great numbers of overcrowded, 
dilapidated, unsanitary nursing homes 
throughout the United States is a mat­
ter that ought to concern and disturb 
us all.

Article from the Baltimore Sun, 
July 15, 1961:
Fifteen in Care Home Found Under Lock— 

23 of 27 in Roslyn Avenue Place Taken 
to City Hospitals

State health authorities closed a north­
west Baltimore care home late yesterday 
after discovering 15 elderly patients were 
being kept behind a padlocked door on the 
third floor.

Miss Esther Lazarus, director of the city’s 
Department of Public Welfare, said 27 pa­
tients were found in the house in the 2300 
block Roslyn Avenue although it had orig­
inally been licensed for only 11 persons.

Twenty-two patients—all welfare recipi­
ents—were transferred to the city hospitals 
on an emergency basis by a fleet of munici­
pal ambulances.

SAYS PERMIT HAD EXPIRED

Miss Lazarus said she was told the home, 
operated by Mrs. Ethel Camphor, had been 
unlicensed since her State permit had re­
portedly expired last month.

The welfare director said State officials re­
ported that the home’s operator had told 
them the third floor was being used as her 
living quarters.

The discoveries were made when officials of 
the State Department of Health inspected 
the house preliminary to relicensing the 
premises, she continued. The Health De­
partment is charged with regulating care 
and nursing homes.

When the inspectors arrived at the Roslyn 
Avenue house yesterday morning. Miss La­
zarus related, Mrs. Camphor was not at 
home.

VOICES HEARD OVERHEAD
They found 12 men and women on the 

first two floors of the racially integrated 
home—one above the legal limit, she con­
tinued.

The attention of the inspectors was at­
tracted to the third floor when voices were 
heard coming from the area, Miss Lazarus 
said.

When they ascended the stairs to the third 
floor, they found the door at the head of the 
staircase padlocked, it was stated.

No key was available, according to reports 
reaching the welfare director.

It was later learned that the group of 
patients were being housed here.

Mrs. Camphor did not return until about 
2 p.m.. Miss Lazarus said, and during the 
entire period, the patients were not fed.

Health officials decided to close down the 
premises and the welfare department made 
arrangements for its 22 clients to be taken 
to the City Hospitals Infirmary.

RELATIVES CALLED

The other five were taken away by hastily 
summoned relatives.

While the patients were considered am­
bulatory, some of them had to be carried 
into the waiting ambulances on litters and 
in chairs. Others were helped by policemen 
and ambulance attendants.

Their belongings, packed into paper sacks 
and cardboard boxes, were placed in the 
ambulances, too.

Mrs. Camphor declined to make a public 
statement about the incident.
COMMENTS ON SECTION X—WELFARE PRO­

GRAMS----PUBLIC AND PRIVATE

The tenor of this section is that the 
programs now providing assistance to 
some of the needy people who cannot 
meet the costs of their medical care 
have been ignored by the advocates of 
the social insurance approach; (page 65) 
that these programs represent a satis­
factory method of dealing with the prob­
lems the aged have in meeting these 
costs; (pages 65 through 67) that set­
ting up a health insurance program 
under social security would conflict 
with, and perhaps even destroy these 
programs, substituting for them an infe­
rior one; and that the public has a 
greater voice in other programs than in 
a Federal one. None of these things is 
the case. (Pages 67 and 68.)

The supporters of my bill have not ig­
nored the existence of public and pri­
vate welfare programs that now help to 
meet the costs of medical care of some 
of the needy aged. In the absence of a 
social insurance program these pro­
grams serve an essential function; and 
even when health insurance is added to 
social security they will continue to ex­
ist and perform an important function.

There is no conflict between these 
programs and health insurance under 
social security, just as there is now no 
conflict between old-age assistance and 
old-age and survivors insurance. In 
fact the effectiveness of old-age and 
survivors insurance in preventing pover­
ty among the aged has enabled public and 
private welfare programs to deal much 
more adequately with the declining 
residual need than would have been pos­
sible if the welfare programs were mis­
takenly relied upon to do the whole job. 
Similarly, when hospital insurance for 
the aged is added to the social insur­
ance program, the Federal-State assist­
ance programs and the other public and 
private welfare programs mentioned in 
the statement of the AMA (pages 65 and 
66), will be able to meet the cost of resid­
ual medical needs much more adequately 
than they are able to meet these needs at 
present.

The AMA speaks of “fixing a master­
pattern of health services for the aged 
throughout the entire Nation” as if this 
were a bad thing. (Page 68.) I do not 
believe that it is a bad thing to provide 
basic protection against hospital costs 
for the aged person no matter where he 
lives. This is what my bill would do. 
What we have at present is a situation 
where a person in Massachusetts or New 
York who needs hospital care for a given 
condition and for a given period of time 
can get assistance while a person in Ken­
tucky, Tennessee, or Mississippi with 
exactly the same need cannot get as­
sistance. This may seem a desirable 
situation to the AMA because it reflects 
the income and resources of the States 
but it does not seem so to the residents of 
Kentucky, Tennessee, and Mississippi 
who need the care but cannot pay for it. 
A Federal program can reflect fully the 
needs of local communities through local 
offices, consultation with the States, and 
use of State officials to perform appro­

priate parts of the administration of the 
program. Under H.R. 4222 all these 
things would be done. One of the ad­
vantages of the Federal program is that 
it would not be bound by the limited re­
sources of the low-income States.

The AMA makes much of the idea that 
State and local assistance programs 
“represent the natural development and 
the natural implementation of the com­
munity’s responsibility for its members.” 
(Page 67.) The implication must be 
that in some way a national social in­
surance program like we have today is 
unnatural. How the AMA reaches this 
conclusion is beyond me. It is natural 
and highly desirable that the mind of 
man devise better solutions to his prob­
lems as time goes on. There is prac­
tically universal agreement that so far as 
income maintenance is concerned social 
insurance is the preferred approach over 
public assistance; surely it was natural, 
then, to turn to the insurance approach. 
So, too, it is quite natural for our people 
to prefer social insurance against the 
costs of medical care in old age to the 
inferior method of assistance, which re­
quires people to exhaust their resources 
and declare themselves unable to meet 
their own needs before they can get help.

The AMA says it has no desire to 
“pauperize” the aged. (Page 65.) Of 
course it does not desire to do so and 
would not do so. Nevertheless, the end 
result of the program it advocates would 
be that many older people would be pau­
perized. Any program relying on a 
means test—any program that, as the 
AMA advocates, helps only those who es­
tablish inability to care for themselves— 
is by definition a program that requires 
older people to exhaust their resources 
before they can get help. If exhaustion 
of resources is not pauperizing people, 
what is it?

The AMA makes the preposterous sug­
gestion that the only reason why people 
prefer insurance to assistance is “prop­
aganda for the Federal approach.” (Page 
67.) I find it hard to deal with this sug­
gestion seriously. Does the AMA really 
believe that the only reason why people 
do not want to subject themselves to an 
examination of their and their children’s 
income, resources and other personal cir­
cumstances—that the only reason why 
they do not want to declare themselves 
incapable of meeting their own needs— 
is that they have been propagandized 
into this attitude? Of course the AMA 
does not believe this. The fact of the 
matter is that a means test approach to 
any problem requires the division of peo­
ple into two groups—one labeled “suc­
cessful” and the other “unsuccessful.” 
It is innately distasteful to any man who 
has supported himself and his family 
throughout his entire working life to 
have to come, hat in hand, to the wel­
fare agency in his old age and say: “I 
have failed. I cannot pay my bills. 
Please give me help.” This is the rea­
son why the American people over­
whelmingly prefer the insurance ap­
proach, and why the present complex of 
assistance programs, helpful and neces­
sary as it may be, is not a satisfactory 
approach to the problem.

The provision of health insurance 
benefits at age 65 is attacked by the

632084—83231



CONGRESSIONAL RECORD 11
AMA because it might encourage people 
to defer treatment until age 65. (Page 
67.) Social insurance proponents do not 
argue that the protection provided under 
the program will cover all problems. Be­
cause it does not try to cover all prob­
lems, social insurance can concentrate on 
the problems of the aged, among whom 
the need for protection is most acute. 
But is the AMA concerned because medi­
cal assistance for the aged and old-age 
assistance are available only after 65, and 
is it concerned because such help as the 
States offer to persons below age 65, for 
whom there are no Federal grant-in-aid 
programs, is even more woefully inade­
quate than the help offered to the aged? 
COMMENTS ON SECTION XI----ADVANCEMENTS OF 

PRIVATE INSURANCE AND PREPAYMENT MECH­
ANISMS

In the AMA statement, the supporters 
of H.R. 4222 are accused of being opposed 
to the development of private health 
insurance for the aged. (Pages 73 and* 
74.) Nothing could be further from the 
truth. And the allegation—presumably 
attributed to me and to the supporters of 
my bill—that 49 million people cannot 
afford health insurance is something I 
never head of before. (Page 73.) I ac­
cept the AMA’s proof that this allegation, 
which I presume was originated by the 
AMA, has no base. I have watched with 
interest the growth of health insurance 
for the younger population and hoped 
that their coverage would be paralleled 
by comparable coverage for the aged, 
which would have helped solve their 
health care cost problems. However, 
this has not occurred—less than 50 per­
cent of the aged have any kind of insur­
ance and much of it is completely inade­
quate for their health care needs.

Now, it should be made clear that I do 
not criticize the Blue Cross plans nor 
the insurance companies for this. On 
the other hand, I applaud their com­
mendable efforts and ingenuity and I 
admire, along with the AMA, the note­
worthy recent efforts of the Connecticut 
insurance companies and the Pennsyl­
vania Medical Society to provide ade­
quate insurance for the aged.

The AMA statement completely avoids 
any discussion of the underlying prob­
lems which have prevented the provi­
sion of adequate health protection to the 
aged. These problems were outlined by 
Dr. Basil C. MacLean, recently retired 
president of the Blue Cross Association—• 
the organization which has, let me point 
out, done most to meet the insurance 
needs of the aged—who said:

A lifetime’s experience has led me at last 
to conclude that the costs of care of the 
aged cannot be met, unaided, by the mech­
anisms of insurance or prepayment as they 
exist today. The aged simply cannot aiford 
to buy from any of these the scope of care 
that is required, nor do the stern competi­
tive realities permit any carrier, whether 
nonprofit or commercial, to provide benefits 
which are adequate at a price which is feasi­
ble for any but a small proportion of the 
aged.

The difficulties mentioned here are 
obvious when we realize that the total 
health care expenses of an average aged 
person amount to one-fourth or one-fifth 
of his income. Private and nonprofit

health insurance carriers are struggling 
with the dilemma of providing adequate 
insurance for the aged without passing 
the heavy financial burden to their 
younger subscribers or charging higher 
rates for the aged than they can afford 
to pay. The dilemma has not been 
solved. It is certainly not solved by sell­
ing insurance with inadequate benefits.

The AMA, after “adjusting” the figure 
on aged people without health insurance 
to take out the people on public assist­
ance, proudly announces that “We can 
safely conclude that 70 percent of the 
aged who are in the market for volun­
tary insurance now have it.” (Page 70.) 
Since illness and high-health-care costs 
are major reasons for applying for as­
sistance and many of these people would 
not be on assistance if they had health 
insurance, it is remarkable that the AMA 
chooses to count those on assistance as 
“not in the market.” They, like all the 
low-and-moderate-income aged, are “not 
in the market” for adequate commercial 
insurance in the same sense that they 
are not in the market for automobiles— 
they cannot afford them. This kind of 
measurement is appropriate for market 
research purposes but not for the pur­
pose of determining the need for health 
insurance for the aged.

Furthermore, it is not enough to pro­
vide figures on how many aged persons 
are covered; it is important to note the 
characteristics of people who do not have 
insurance, a subject which the AMA 
statement avoids. According to the Na­
tional Health Survey, in 1959 health in­
surance coverage was carried by only 33 
percent of the aged in families with less 
than $2,000 yearly income, by only 42

B. SENIOR CITIZENS HOSPITAL-SURGICAL GROUP 
PLANS

Company
Daily room 
and board 
payments

Maximum 
days covered

Miscellaneous 
extras

Maximum 
surgical 
schedule

Annual pre­
mium at age 

65 (male)

The Travelers Insurance Co__ __ $10 50 Up to $100 for $200 $86. 52
8-day stay or
more.

15 50 Up to $150 for 300 118. 67
8-day stay or 
more.

10 60 $100______________ 300 92.99
Metropolitan Life Insurance Co----- 10 31 $50_______________ 200 80.67

15 31 $75_______________ 300 121. 00
8 35 $60_______________ 250 73.32

16 35 $120______________ 250 122.66

These are open for membership on 
a statewide basis during periodic eni'oll- 
ment periods. All have a 6-month wait­

Daily room and 
board

Maxi­
mum 
days 

covered

Miscellaneous extras
Maxi­
mum 

surgical 
schedule

Annual 
premium 
at age 65

65-plus plan, Continental Casualty------  
65 plan, Fireman’s Fund Insurance

Group.
Senior security plan, Mutual of Omaha.

Up to $10 a day. 
do

31 Up to $100___________ $200 $78
31 .....do______ ____ ___ $200 $78

____ do_________ 60 80 percent of charges 
above $100 to $1,000 
maximum.

$225 $102

It is instructive to compare the pre­
miums of the policies with broader cov­
erage—though all are quite limited—to 
the median income of an aged person, 
namely, about $1,000. Such policies do 
not provide payment for nursing home

percent of the retired aged, and by only 
30 percent of the aged unable to work 
or keep house due to chronic conditions. 
Thus, extension of insurance coverage to 
the aged who are not insured becomes 
increasingly difficult to achieve because 
they are more likely to be persons in 
the low-income and poor health-risk 
groups who cannot afford insurance and 
are poor prospects from a commercial 
insurance point of view.

In view of these facts, I am not im­
pressed with the AMA figures on the 
number of insurance plans offering 
health insurance to the aged or on the 
number of workers with insurance that 
could continue into retirement. (Page 
71.) It would be more significant if the 
AMA would provide data on the premium 
costs of adequate insurance for the aged 
and the number of aged persons who 
could afford to pay these costs.

I have several times referred to the 
inadequacy of insurance for the aged, a 
subject on which the AMA statement 
does not provide the facts, and I would 
like to offer some specific information 
about this matter. The Department of 
Health, Education, and Welfare has pro­
vided me with the following informa­
tion which is based on Vie Health Insur­
ance Institute’s 1960 report on “Health 
Insurance Plans and Policies of Insur­
ance Companies Available to Americans 
65 Years of Age and Older.”
A. INDIVIDUAL AND FAMILY HOSPITAL-SURGICAL 

EXPENSE PLANS GUARANTEED RENEWABLE FOR 
LIFE

Many such policies are offered, all re­
quiring applicant to be of normal health. 
Examples are;

ing period for preexisting conditions, but 
no limitations because of physical condi­
tion. They can be canceled and 
premiums can be adjusted only on a 
statewide basis.

care, home health services, outpatient 
diagnostic procedures, physician home 
and office visits, drugs, dental care nor 
eyeglasses; the payments provided for 
hospital room and board are far below 
the usual charges to the patient, and
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those for miscellaneous extras would 
rarely cover all the charges for operating 
room, recovery room, laboratory, and 
special diagnostic services; but the pre­
miums run as high as $122 for an in­
dividual, which would amount to over 12 
percent of income for aged persons with 
average income.

Even Blue Cross often does not pro­
vide coverage for some of the aged sub­
scribers equal to that which it offers to 
the younger members. Senior certifi­
cates typically provide for no more than 
31 days of hospital benefits and many 
provide limited allowances—$7 to $10 a 
day—toward the cost of room and board, 
or provide for a deductible or for co­
insurance. In most cases there is an ex­
clusion or limitation on hospitalization 
coverage for preexisting conditions.

The AMA statement says that the pas­
sage of H.R. 4222 “would unquestionably 
undermine private health insurance.” I 
think the AMA is unquestionably wrong 
on this point. The proposed health in­
surance benefits would not cover the 
younger group who number nine-tenths 
of the population; nor would they cover 
all the health care costs of the aged. 
Many aged persons will want to buy in­
surance protection against the costs of 
drugs, medical appliances, and physi­
cians’ services and will in fact be encour­
aged to do so by reason of having the 
basic coverage of health service costs 
under the bill.

In a speech before the last annual 
meeting of the Health Insurance Asso­
ciation, Frederic M. Peirce, president of 
General American Life, although op­
posed to the administration’s bill, stated 
that such a program would not end pri­
vate health insurance. He pointed to 
the growth of life insurance since enact­
ment of the Social Security Act, and 
went on to say, “It is a record which pro­
vides a fitting analogy and a sound 
precedent upon which to base the ex­
pectation that the health insurance busi­
ness will continue to grow and prosper 
despite the advent of Government-pro­
vided health insurance, if that unwel­
come development should come to pass.” 
Many other spokesmen for commercial 
health insurance agree with Mr. Peirce. 
Why should the allegations of the AMA 
then, that health insurance would be 
undermined, be given credence?

I was amused by the AMA’s fumbling 
attempt to discredit a statement taken, 
out of context, from a report submitted 
to the Committee on Ways and Means 
by the Department of Health, Education, 
and Welfare in 1959. The statement 
excerpted from the report is:

Relatively few—14 percent of the couples 
and 9 percent of the nonmarried benefi­
ciaries—had any of their [total medical care] 
expenses covered by insurance. (Page 73.)

The AMA would have us believe that 
the small proportion of the aged with 
medical expenses covered by insurance is 
proof that the aged are healthy. This 
must be the case, they imply, since “one 
must use medical care to receive a 
health insurance benefit.” (Page 74.) 
This is a fantastic extreme of misinter­
pretation. The part of the report from 
which the AMA lifted its quote had ref-

erence to “beneficiary groups incurring 
medical costs.” The report brought out 
that of those incurring costs relatively 
few had any of their costs covered by in­
surance. Far from saying that few of 
the aged received medical care or had 
medical expenses, the report brought out 
that actually only 3 percent of the aged 
couple beneficiaries and only 8 percent of 
the nonmarried aged beneficiaries in the 
survey had no medical expenses during 
the survey year.

The AMA statement places much em­
phasis on the multiplicity of plans and 
“the wide variety of choice in the selec­
tion of a health plan.” (Page 74.) Let 
me point out that, with the small in­
comes of aged people, choice is limited to 
what can be afforded. The services cov­
ered under the bill are basic ones. With 
the coverage of these basic costs, then 
aged people will really be able to choose 
among the additional benefits available 
under private health insurance.
COMMENTS ON SECTION XII----KERR-MILLS IM­

PLEMENTATION AND REASONS WHY WE PREFER 
THIS APPROACH

The AMA makes the point that doc­
tors have given freely of themselves and 
of their skills to the needy without rec­
ompense. (Page 76.) The association 
also states that they have worked toward 
the provision of high quality care for the 
needy. I, for one, would not want to 
question these statements. I have no 
doubt that doctors have done both of 
these things, and done them to the very 
best of their capacities and abilities.

However, I do question that these 
worthy actions support the conclusion 
that the medical-assistance-for-the- 
aged program provides the most effective 
answer to the problem that exists. The 
problem is that so many of the aged 
cannot afford the expenses of proper 
medical care, and lacking the means, 
many do not seek the necessary care. 
As long as the method the AMA sup­
ports is that of giving help to those 
who must prove their financial need, 
there is going to be a strong deterrent to 
seeking timely medical care. I am not 
going to say that a pauperized person 
will be refused medical attention when 
he finally seeks it or that a doctor will 
intentionally give perfunctory treatment 
to such a person. But this is a far cry 
from a system of prepaid medical care 
where a person feels free to seek services 
at the time the need first shows itself; 
free of the strong deterrent of having 
to subject himself and his family to the 
scrutinies and personal investigations 
into the details of life—examinations in­
to how and what they buy and how their 
children live and spend their money, and 
often even investigations at their homes 
to determine whether their statements 
should not be questioned.

Then, let us not overlook the fact that 
whether a person qualifies under medical 
assistance for the aged depends upon 
whether he meets the State definition 
of “need.” In other words what a per­
son can get under medical assistance for 
the aged depends upon what the State 
sets as the requirements of “‘medical in­
digence,” and what, even after the person 
meets these requirements, the State can 
afford to provide for him in the way of

medical services. Tire whole point is 
that one does not know what, if any­
thing, will be done. Some States will be 
in a position to do very little and then 
for only those who have very little. I 
do not see how this kind of program can 
match a system of prepayment for as­
sured protection against the costs of 
specified types of services.

The AMA obviously fails to see the 
distinction in approach between an in­
dividual needs test and the provision of 
health benefits under the old-age, sur­
vivors, and disability insurance program. 
It claims that the old-age, survivors, and 
disability insurance approach automati­
cally labels all those over age 65 as “med­
ically indigent” and is therefore demean­
ing of the whole group. (Page 83.) By 
making this comparison I think the AMA 
has clearly demonstrated that it does not 
understand how requiring a person to 
seek assistance as one who cannot meet 
his expenses differs from claiming a ben­
efit of a planned contributory program 
made available to all members of the 
group without loss of dignity to any 
member.

This point is not one that lends itself 
to parrying with words—it is a point 
where we are dealing with human feel­
ings and we must accept the facts. The 
plain fact is that the old-age, survivors, 
and disability insurance program does 
result in people retaining their dignity— 
the means test does not have that 
strength. The plain fact is that old-age, 
survivors, and disability insurance has 
been accepted as the preferred approach.

The AMA admits that the medical - 
assistance-for-the-aged programs “have 
not yet been fully implemented,” and 
offers as an explanation the “laudable 
fiscal caution” exercised by States that 
have established limited programs be­
cause of a lack of information on the cost 
of such programs. (Pages 79 and 80.) 
The misinformation of the AMA’s hard­
sell advertisement, published in a large 
number of newspapers on April 19, 1961, 
which said about the Kerr-Mills program 
of medical assistance for the aged, “it is 
now being put into operation in 46 
States”—actually, even as of mid-August 
only 14 States had programs in effect— 
has now been replaced by a newer soft- 
sell approach—one presenting somewhat 
less in the way of outright misinforma­
tion. However, it is common knowledge 
that the reason that so many States 
have no programs is not because of some 
abstract laudable fiscal caution but 
because State and local taxes in many 
parts of the country have reached the 
outer limits of practicability and painful 
searches for new tax sources have met 
with frustration. It is not surprising 
that States, wishing to compete with 
their neighbors for new business, are un­
able—not that they are unwilling—to 
embark on a brand new welfare program 
when in State after State existing State 
and local services are starved for ade­
quate support.

In explaining why States without any 
medical-assistance-for-the-aged pro­
gram have not acted, the AMA statement 
refers to a “campaign of active dispar­
agement of medical assistance for the
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aged, hampering its implementation. 
The very people who support H.R. 4222 
have been most active in this campaign.” 
(Page 80.) It is strange that laudable 
fiscal caution is used to explain the severe 
limitation found in some of the handful 
of existing medical-assistance-for-the- 
aged programs but not to explain why 
the majority of States have taken no 
action. In any case, I will take this 
opportunity to point out that I as well as 
the other advocates of H.R. 4222 have 
for many years worked hard to bring 
adequate public assistance to the needy 
aged. I might add that organized medi­
cine did nothing to help to create the 
assistance programs, including the 
vendor payment program for medical 
care under old-age assistance. I also 
know the California Medical Association 
opposed the start of the vendor payment 
program under old-age assistance there, 
and called the program socialized medi­
cine, until it seemed good tactics to sup­
port public assistance as part of an at­
tempt to defeat what they feel is a 
greater evil—the King bill. I am de­
lighted at the AMA’s change of heart 
and their support of medical assistance 
for* the aged, in spite of their motives. I 
am disgusted, however, at their allega­
tions that people who have always sup­
ported public assistance have changed 
their minds. I believe that medical as­
sistance for the aged and H.R. 4222 are 
both necessary, as do all the supporters 
of H.R. 4222 I am acquainted with. 
Thus, nothing could be farther from the 
truth than the impression given by the 
AMA that those recommending enact­
ment of H.R. 4222 are in favor of de­
stroying the medical-assistance-for-the- 
aged programs. (Page 79.) H.R. 4222 
and medical assistance for the aged are 
not alternatives, as the AMA suggests, 
any more than the existing public as­
sistance and social insurance programs 
are alternatives.

One of the most startling contradic­
tions in the entire AMA testimony ap­
pears on page 79 of the statement. Pre­
viously, the AMA has declared that its 
official policy is to give full support to 
the Kerr-Mills program and the passage 
of State legislation to put that program 
into effect. (Page 77.) Now, two pages 
later, we are astonished to find the AMA 
saying: “Most important, it must be real­
ized that in the opinion of some States 
the law is not required and thus they 
have wisely not implemented it.” Is this 
the way that the AMA gives full support 
to the development of the Kerr-Mills 
program? Is the AMA now suggesting 
that in some of the States without such a 
program older persons should not even 
have help through the Kerr-Mills legis­
lation? Or that in some States no aged 
persons outside of those receiving old- 
age assistance have a problem of meeting 
health care costs? One must wonder 
whether the AMA really is sincere in its 
professed support of the Kerr-Mills legis­
lation or is merely using that legislation 
to attempt to confuse the issue and thus 
delay enactment of H.R. 4222.

One reason the AMA gives for the lack 
of State action to implement medical- 
assistance-for-the-aged programs is 
that:

Some State legislatures ♦ * ♦ have been 
reluctant to devote State funds to medical 
assistance for the aged on the grounds that 
it might be superseded [by H.R. 4222.] 
(Page 80.)

It should be obvious that there is a 
need for medical assistance for the aged 
that is separate and apart from the need 
for H.R. 4222. If such were not the case, 
the States might be expected to abandon 
cash payments under their existing pub­
lic assistance programs because of the 
existing OASDI program. On the con­
trary, at least one State, West Virginia, 
adopted a fuller medical-assistance-for- 
the-aged program—as a temporary ex­
pedient in anticipation of Federal health 
insurance legislation—than it really 
could afford to carry on a continuing 
basis, counting on passage of the insur­
ance program to reduce the assistance 
program to manageable proportions. It 
is not unlikely that the expectation that 
H.R. 4222 will be enacted has led some 
other States to go further than they 
will be able to finance if H.R. 4222 is not 
enacted. If H.R. 4222 is not enacted, 
these States may well have to cut back 
on medical assistance for the aged.

It is the AMA, not the sponsors of 
H.R. 4222, who are the Johnny-come- 
latelies in supporting medical assistance. 
The sponsors of H.R. 4222 recognize 
that the medical-assistance-f or-the-aged 
plans will do a more effective job if they 
have the basic provisions of H.R. 4222 on 
which to build. Freed from the terrible 
financial burden of coping with the 
whole problem through public assist­
ance, the States will be able to concen­
trate on supplementing the basic plan 
to take care of special needs where such 
are found to exist. While the AMA does 
not understand why State revenues are 
overburdened and why social security 
financing is practical, any of us who 
know of the practical limits to sources of 
State revenues understand the impos­
sible choices faced by the States in al­
locating available funds which fall far 
short of meeting the total needs for 
education, mental hospitals, highways, 
assistance to the indigent aged, and now 
medical assistance to the medically in­
digent aged. (Page 81.) The full pro­
grams the medical-assistance-for-the- 
aged legislation is capable of producing 
would cost the State at least three times 
the $137 million the States paid toward 
vendor payments for medical care under 
old-age assistance in fiscal year 1960 even 
if they continue to exercise what the 
AMA calls laudable fiscal caution. Ob­
viously, the hard-pressed States will be 
able to meet the needs of the medically 
indigent aged only after the biggest part 
of the job is done through social in­
surance. Even the present cautious 
steps taken by some States will prove too 
much for a great many States, particu­
larly the ones with lowest income, to 
take. In evaluating the potential of the 
medical-assistance-for-the-aged pro­
grams, it should also be borne in mind 
that future new tax money that may be­
come available in the States for welfare 
programs will not necesarily be chan­
neled into medical assistance for the 
aged. Other unmet welfare needs may 
often have higher priority. Even the

long-established cash old-age assistance 
programs of a number of States do not 
cover what the States themselves have 
determined to be the recipients’ needs. 
In a survey of 49 States conducted for 
the 1960 Advisory Council on Public As­
sistance, it was found that the old-age 
assistance payments made by 36 States 
failed to meet the State’s own standards 
of needs for the aged on the rolls, and 
these standards are in many cases very 
low. The assistance payments made 
under the State’s aid-to-dependent- 
children programs were reported to fall 
much shorter of need than those for the 
aged.

The AMA speaks of past improve­
ments in medical assistance for the aged 
and predicts further improvements. 
(Page 79.) Yet it does not tell of the ex­
perience of West Virginia, which I have 
mentioned above, where the State was 
not able to sustain its original program 
because a program such as H.R. 4222 was 
not enacted. To assure that with their 
limited resources States will provide 
truly adequate medical assistance to the 
aged who need it, the primary role in fi­
nancing basic health care for the aged 
must be assigned to social security.

COMMENTS ON THE SUMMARY

The AMA concludes its statement with 
a reiteration of many of the irrelevan- 
cies and gross misrepresentations that I 
have already commented on—ranging 
from the untenable contention that the 
aged are in “reasonably” good financial 
circumstances to a statement that the 
problem the aged have in financing 
medical care can only be solved by some 
undefined “adjustment by society.”

In appraising the accusations made by 
the AMA concerning the loss of freedom 
they predict will occur if H.R. 4222 is 
enacted, I believe we should also inquire 
into the view of life that produced theii’ 
statements. The fact is that the repre­
sentatives of organized medicine have 
become quite isolated from the general 
stream of American thinking and the 
desires and aspirations of the American 
people. Listen to Dr. Garland, who 
testified before this committee on behalf 
of the American College of Radiology, 
when he equates work as an employee 
with slavery: “Most radiologists,” he 
says, “desire to be free, not employees of 
hospitals.” I believe that the great ma­
jority of American workers would not 
accept this equation of slavery and work 
as an employee. I am certain that this 
and similar pronouncements lead Ameri­
cans to rightfully feel that when or­
ganized medicine speaks from its lofty 
position on matters not related to health 
services, it does not speak for the Ameri­
can people. I believe—and I am sure 
that the American people will agree— 
that the AMA has a view alien to that 
of the majority when it tells us that 
everyone gets the health care he needs; 
that there is no humiliation or loss of 
dignity when an individual applies for 
charity; and that the aged are finan­
cially well off. Also, the AMA does not 
speak for the American people when it 
urges that a plan that would enable the 
American people to pay for their health 
care in old age should be dismissed be-
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cause the aged can get charity. Such 
statements do not reflect the experiences 
of the American people or their desire to 
remain free and independent—free even 
if they have been wage earners. Ameri­
cans want to be able to make provisions 
against the costs of the health care they 
will need when they become old. They 
do not want to rely on charity.

Memorandum

August 3, 1961. 
Robert J. Myers.
Subject: Comments on cost estimates sec­

tion of statement of American Medical 
Association on H.R. 4222.

This memorandum will present certain 
factual comments on “Section VI: Cost Esti­
mates for H.R. 4222,” in the statement of 
the American Medical Association before the 
House Ways and Means Committee on H.R. 
4222 on August 2.

In the fifth full paragraph on page 43, 
there is the criticism that, as late as July, 
we were still developing the cost estimates 
for each of the separate four types of bene­
fits even though the total cost estimate had 
long ago been established. There is the im­
plication that we decided in advance what 
the cost would be and then tried to figure 
out how to arrive at this figure by adjusting 
the cost estimates for each of the com­
ponents. This is not the case. In actual 
fact, there was no change in the original 
estimate for the hospitalization benefits that 
was developed in early 1961. The only ques­
tion was the early-year costs for the three 
minor benefits. Because of the limited 
facilities initially available to provide these 
minor benefits and therefore the resulting 
low-early-year costs, it was certain that any 
revisions of estimates therefor would have 
little effect on the total estimate. Thus, as 
shown on page 16 in Actuarial Study No. 
52, the three minor benefits amount to 
less than 5 percent of the total first-year 
cost—as was also the case in the original 
estimates, although the distribution by type 
of benefit was considerably different.

In the last paragraph on page 44, it is 
pointed out that in the estimates of the 
first-year costs, the proportion of the total 
expenditures for the nursing-home benefit 
is relatively small, being only $25 million, 
or less than 2% percent of total disburse­
ments—all this being despite the argument 
that these nursing-home benefits are pro­
vided to promote the economical use of 
hospital facilities. The statement does not 
take into account the long-range cost esti­
mates, under which the nursing-home bene­
fits account for 12 percent of the total cost 
(since in these estimates it is assumed that 
there will be increasing availability of such 
nursing-home facilities).

In the third full paragraph on page 45, 
it is stated that we have estimated the cost 
of nursing-home benefits for the first year 
of operation as somewhere between $25 and 
$255 million. The source from which these 
figures were taken (namely, the Wall Street 
Journal article) did not adequately under­
stand the significance of the upper figure, 
which, in essence, was developed under high- 
cost assumptions for what the situation 
would be currently if the program had been 
in effect for many years and if adequate ac­
ceptable facilities had been developed. As
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indicated previously, the higher potential 
costs that may result from the development 
of adequate facilities are recognized in the 
long-range cost estimates.

In the last paragraph on page 45, there 
are given figures (which are considerably 
higher than those quoted above) for general­
nursing-home benefits. It should be clear­
ly recognized that the latter figures are 
for general custodial care and do not relate 
to the skilled-nursing-home-care benefits 
provided under the bill for persons trans­
ferred from a hospital for continued treat­
ment of the conditions for which the indi­
viduals were hospitalized.

In the last paragraph on page 46, it is 
stated that our cost estimates allow for 
nursing-home benefits to be less than 3 
percent of the total benefit cost. As I indi­
cated previously, this is only for the first 
year of operation, and a much higher pro­
portion of the cost is represented by the 
nursing-home benefits over the long run.

In the third full paragraph on page 47, 
there is presented an often-used argument 
that the actual cost of the British Na­
tional Health Service in the first year of 
operation was nearly 3 times what it had 
been estimated to cost. The facts of the 
situation are as follows. The original esti­
mate for the net cost to the Government 
was made in 1942 (£110 million). The actual 
experience for the first full fiscal year of 
operation (April 1949 to March 1950) was 
£305 million. The latter figure, however, is 
not comparable with the original estimate 
for a number of reasons—changes in the 
size of the population protected; changes in 
the price level; and the inclusion of certain 
features in the final plan that were not 
contemplated initially (such as dental and 
ophthalmic services and the provision of a 
staff retirement plan). Also, it may be 
noted that although the cost of the na­
tional health service in terms of pounds 
rose by almost 70 percent in the first decade 
of operation, the real increase—after ac­
count is taken of rises in the price level and 
in the population—was only about 5 to 10 
percent. Furthermore, if the costs are ex­
pressed in terms of gross national product, 
they have been stable over the entire decade 
(at a little less than 4 percent).

In the third paragraph on page 48, it 
is pointed out that the cost of the health 
benefits will rise over the years as the 
beneficiary roll grows. For one thing, par­
tially offsetting this trend is the esti­
mated growth in the covered population pay­
ing contributions to support the system. 
More important, however, is the fact that 
the financing arrangements of the bill rec­
ognize this trend in the number of bene­
ficiaries, since the proposal is financed on a 
level basis that is considerably in excess of 
the anticipated early-year costs. As a minor 
point, this paragraph contains two factual 
errors. It is stated that the beneficiary roll 
increases by 300,000 aged persons per year, 
whereas the correct figure is about 700,000. 
Also, it is stated that in 1970 there will be 
20 million persons aged 65 and over who 
will be entitled to the health benefits; actual­
ly, this figure represents the total aged popu­
lation of the country at that time, where­
as it is estimated that the total eligibles 
will number only 18 million.

In the last two paragraphs on page 48, 
general criticism of our cost estimates is 
made—namely, to the effect that they have 
generally been too low. I do not believe that 
this is the case since there are a number 
of instances when costs have been over­
estimated, as well as cases where they have 
been underestimated. This is particularly 
true when costs are considered relative to 
taxable payroll rather than in dollars; the 
former comparison is the more significant 
one since the financing of the program is 
based on a percentage tax rate. An example 
is given in the statement with the intention 
of proving the gross understatement in the 
cost estimates. This allegation is worthy 
of considerable analysis.

The statement points out that one of our 
studies, made in 1958, gives an intermediate­
cost estimate for the disability insurance 
program of $548 million in benefit expendi­
tures in 1965—as against actual 1960 dis­
bursements of $568 million. It would indeed 
be a serious situation if the actual figure 
for 1960 were already larger than the in­
termediate estimate for 1965. Such is not 
the case, however, because the two figures 
cited are not comparable.

The 1965 estimate is taken from Actuarial 
Study No. 48 and relates to the 1956 act. 
On the other hand, the actual 1960 figure 
represents the resulting experience after the 
liberalizations in the 1958 act—provision of 
dependents benefits; liberalization of in­
sured-status provisions; elimination of the 
provision providing for offsetting of other 
Federal disability benefits and State work­
men’s compensation benefits; and general 
7-percent increase in the benefit level (and 
also for December 1960, the effect of elimi­
nating the age-50 requirement). The effect 
of the addition of dependents benefits can 
readily be eliminated from the actual 1960 
experience; $79 million was paid in such 
benefits, leaving $489 million payable in 
benefits to disabled workers. The combined 
effect of the 7 percent benefit increase, the 
liberalized insured-status provisions, and the 
elimination of the offset provision is a rela­
tive increase in cost of about 25 percent. 
Thus, the original estimate of $548 million 
for 1965 should be increased by 25 percent 
to $685 million, before it is compared with 
the 1960 figure of $489 million in benefits 
for disabled workers (i.e., exclusive of de­
pendents benefits).

The original estimate for 1960 (shown in 
table 15 of Actuarial Study No. 48) was $350 
million for the intermediate-cost estimate. 
When this figure is adjusted upward by 25 
percent to reflect the liberalizations in the 
1958 amendments, it becomes $438 million. 
Thus, the actual benefit experience of $489 
million was about 10 percent above the orig­
inal estimate. Even this does not take into 
account the fact that the original estimate 
was based on 1956 earnings levels, while the 
actual benefits paid resulted from the higher 
earnings that arose. These higher earnings 
also resulted in higher contribution in­
come in 1960 than was originally estimated— 
namely, an actual figure of $1,010 million, 
as against the original estimate of about 
$925 million. In other words, about $85 mil­
lion more in income was received than 
initially estimated, versus about $50 million 
more in actual benefit payments than orig­
inally estimated (after adjustment for 
changes in the law in 1958).
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Mr. KING of California. Mr. Speaker, 
no one is more aware than a Member of 
the Congress of the right enjoyed by 
all Americans to oppose legislation they 
believe will be disadvantageous to their 
own interests or the best interests of 
our country; however, I believe we 
would also agree that opposition to any 
proposal should be based on fact or at 
least on reasonable assumption.

I am submitting today for inclusion 
in the Record my response to the Amer­
ican Medical Association’s testimony be­
fore the Committee on Ways and Means 
on my bill, H.R. 4222, to provide health 
insurance for the aged under the social 
security insurance system. But first I 
would like to place the AMA’s criticisms 
of the proposal in proper perspective— 
in the perspective of some of the many 
other humanitarian programs the AMA 
has bitterly criticized and vigorously 
opposed through the years, in order that 
each Member may determine for him­
self just how unenlightened and incom­
patible with the obvious need of the 
people of our country the AMA’s opposi­
tion continues to be.

It is a revealing anomaly that the 
hierarchy of the American Medical As­
sociation, after having, through their 
powerfully effective tactics over the 
years, deprived the members they rep­
resent and their dependents of the priv­
ilege of being covered under social secu­
rity, despite the desires of many, if not 
the majority, of their members for 
coverage, still has the effrontery to 
dictate from the sidelines the rules of 
the game for all others, and especially 
when one realizes that traditionally doc­
tors and their families enjoy the profes­
sional courtesy of free medical services.

In opposing the health-insurance - 
for-the-aged bill, the AMA emphasizes 
its support of voluntary methods and 
grant-in-aid programs for the indigent 
and medically indigent. The AMA has 
in the past, however, strongly opposed 
such programs. It seems that the AMA 
supports voluntary and grant-in-aid

programs only since these have become 
so widely accepted that opposition is ob­
viously futile, and only when they can 
be offered as alternatives to a current 
proposal that the AMA opposes.

The American Medical Association 
has a long history of opposition to Gov­
ernment programs that advance public 
welfare, and it is apparent that it has 
not raised the level of its tactics in op­
posing the King-Anderson bill in spite 
of its resounding lack of success in op­
posing a number of such forward-look­
ing measures over the years, such as:

First. The social security program: 
In 1939 it was denounced by the AMA 
as “a definite step toward either com­
munism or totalitarianism,” and in 1949 
they continued to express their opposi­
tion stating “so-called social security is 
in fact a compulsory socialistic tax 
which has not provided satisfactory in­
surance protection for individuals where 
it has been tried but, instead, has served 
as the entering wedge for establishment 
of a socialistic form of government con­
trol over the lives and fortunes of the 
people.”

Second. Opposition to extension of 
social security benefits to the perma­
nently and totally disabled at age 50. 
The American Medical Association tes­
tified “To initiate a Federal disability 
program would represent another step 
toward wholesale nationalization of 
medical care and the socialization of the 
practice of medicine” and cited this pro­
gram, which is in its sixth year of suc­
cessful operation, as constituting “a seri­
ous threat to American medicine” and at 
“incalculable cost to the public.” The 
incalculable cost to the public which the 
AMA foresaw has been so moderate that 
the Congress in 1960 found it possible to 
eliminate the eligibility limitation at age 
50 and provide for those eligible at any 
age without an increase in social security 
taxes.

Third. Opposition to elimination of 
the means test in the crippled children’s 
program, declaring it to be “a socialistic 
regulation.”

Fourth. Early opposition to voluntary 
health insurance. In December 1949 the 
Journal of the American Hospital Asso­
ciation commented editorially that “it 
is a sad fact that through the 1930’s and 
early 1940’s, the American Medical As­

sociation did not believe in voluntary 
sickness insurance, did almost every­
thing possible to prevent its develop­
ment.”

Fifth. Labeling of old-age and unem­
ployment insurance as representing “a 
weakening of national caliber, a definite 
step toward either communism or totali­
tarianism.”

Sixth. Opposition to Federal grants 
for maternal and child welfare pro­
grams.

There were even medical opponents to 
the Red Cross blood bank plan, stating:

The allotment of blood and its products 
by the American Red Cross should ultimately 
lead to the effect of having the Red Cross 
practice medicine. The transition from this 
arrangement to State medicine could be­
come an imminent danger.

The AMA now enthusiastically en­
dorses Kerr-Mills legislation which au­
thorizes Federal-State programs of 
medical assistance for the aged financed 
through grants-in-aid. However, it op- 
pcsed Federal grants-in-aid in the 
health field when they were first es­
tablished. The House of Delegates of 
the AMA on more than one occasion 
adopted resolutions which disapproved 
the Sheppard-Towner Act, the original 
grants-in-aid program granting Federal 
funds to State health agencies to re­
duce the death rate among mothers and 
children. MA opposition was not 
against thi act alone but against any 
such grant program. A 1930 resolution 
said in part:

The House of Delegates of the American 
Medical Association condemns as unsound in 
policy, wasteful and extravagant, unproduc­
tive of results and tending to promote Com­
munism, the Federal subsidy system estab­
lished by the Sheppard-Towner Maternity 
and Infancy Act and protests against the re­
vival of that system in any form (Digest of 
Official Actions, 1846-1958, American Medi­
cal Association, p. 92).

The house of delegates also denounced 
the Sheppard-Towner Act as:

A form of bureaucratic interference with 
the sacred rights of the American home (96 
Congressional Record 13914).

In like manner, the AMA, which now 
sings the praises of voluntary health in­
surance, adopted a resolution in 1933 
condemning voluntary and compulsory 
insurance or tax supported programs as
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equally bad. Theii’ resolution said in 
part:

The organization of groups around hospi­
tals or otherwise, supported by a voluntary 
or compulsory insurance or taxation, as rec­
ommended by the majority report of the 
Committee on the Costs of Medical Care 
would be inimical to the best interests of 
all concerned. (Digest of Official Actions, 
P. 314.)

Moreover, the AMA has not only op­
posed voluntary prepaid health insur­
ance plans, but has disciplined physi­
cians who participated in now well-ac­
cepted plans it did not approve. An au­
thoritative Yale Law Journal article 
published in 1954 carefully documents 
disciplinary measures that have been 
used against such physicians—including 
the withholding or withdrawing of med­
ical society membership and the denial 
of hospital staff privileges—63 Yale Law 
Journal, 988-996, May 1934. Such ac­
tions have not ceased.

In 1934 the house of delegates of the 
AMA adopted a principle intended to 
prevent the public from organizing vol­
untary plans for health insurance. To 
be approved the voluntary plan—not 
just the practice of medical care under 
the plan—had to be controlled by the 
medical profession, and restraints were 
imposed on physicians affiliating with 
nonapproved plans. Such physicians 
were faced with expulsion from medi­
cal societies and with exclusion from 
hospital privileges. Group Health As­
sociation, a nonprofit prepaid medical 
plan in Washington, D.C., had to fight 
its case in the courts for 6 years before 
the U.S. Supreme Court unanimously up­
held a lower court conviction of the 
AMA and its local medical society for 
violation of the antitrust laws because of 
such actions against physicians—317 
U.S. 519. AMA opposition to voluntary 
prepaid medical plans also resulted in 
State legislation which barred the estab­
lishment of medical service prepayment 
plans except when approved by medical 
associations. In many States this has 
made the establishment of new group- 
practice prepayment arrangements im­
possible.

Mr. Speaker, while I am referring to 
the States, I would like to remind the 
House that a resolution was adopted by 
the Governors’ conference on June 29, 
1960, urging the enactment of legislation 
providing a health insurance plan for 
the aged under the framework of the 
old-age and survivors and disability in­
surance system. This resolution was 
endorsed by the Governors of 30 States— 
Alabama, Alaska, Arizona, Arkansas, 
California, Colorado, Connecticut, Flor­
ida, Kansas, Kentucky, Maine, Massa­
chusetts, Michigan, Minnesota, Missouri, 
Montana, Nebraska, Nevada, New Jersey, 
New Mexico, New York, Ohio, Oklahoma, 
Rhode Island, South Dakota, Tennessee, 
Texas, Vermont, Washington, and Wis­
consin. Hearings before the Committee 
on Finance, U.S. Senate, on H.R. 12580, 
86th Congress, 2d session, page 161. The 
Governors of two additional States— 
Illinois and Indiana—indicated their 
support of this approach in 1961. See 
hearings before the Committee on Ways 
and Means, House of Representatives,

on H.R. 4222, 87th Congress, 1st session, 
volume 4, page 1795.

The AMA’S history of past opposition 
to voluntary health insurance and to 
grants-in-aid for health purposes is the 
proper setting in which to consider the 
association’s present opposition to health 
insurance for the aged.

On August 2, 1961, representatives of 
the AMA testified before the Committee 
on Ways and Means in opposition to 
H.R. 4222, the bill which would provide 
health insurance for aged beneficiaries 
under the social security and railroad 
retirement programs. At that time the 
committee had no opportunity before 
the oral testimony was presented to 
examine the more than 100 pages of 
testimony that the AMA submitted for 
the record. I have since explored the 
contents of the material submitted for 
the record. Closer examination has 
borne out my earlier reaction to the 
AMA testimony—it is filled with gross 
misrepresentations. It is difficult to be­
lieve these documents are advanced in 
the name of American medicine. They 
substitute debating tricks for a serious 
discussion of serious issues. They are 
the exact opposite of what one has the 
right to expect of a scientifically oriented 
profession. And all of this is even more 
shocking when we realize that it is done 
in an effort to malign a proposal which 
would have virtually no effect on physi­
cians or medical practices. I am im­
pelled to reply in detail.

It is not my purpose in this response 
to detract in any way from the great 
achievements of American medicine in 
the area of health care. I have the 
greatest respect for the individual doctor 
who practices his great profession for the 
relief of human suffering. My purpose 
is to show that the AMA’s interpreta­
tions of legislative language, statistics, 
the nature of social insurance, and many 
other aspects of the problem of financing 
health care for the aged are completely 
erroneous and designed to mislead. My 
purpose is to show that the AMA has not 
been objective or honest in its presenta­
tion. I am sure that the ordinary doctor 
who will follow this testimony and my 
comments through will turn with revul­
sion from this performance of the asso­
ciation which speaks in his name.

For these reasons I have prepared a 
section-by-section rebuttal of the state­
ment submitted on behalf of the AMA by 
Dr. Leonard W. Larson, president. Ref­
erences are to pages in the original state­
ment—in the printed hearings this state­
ment appears on pages 1315-1404, with 
the original page numbers below the text. 
COMMENTS ON THE STATEMENT SUBMITTED FOR

THE RECORD BY THE AMERICAN MEDICAL AS­
SOCIATION

COMMENTS ON SECTION I----DESCRIPTION OF AMA 
AND ITS POSITION ON H.R. 4222, 87TH CON­
GRESS

The specific points mentioned by the 
AMA in this general presentation of its 
position are expanded in other sections 
of the statement and I will deal with each 
point in commenting on the following 
sections. The only item I will discuss 
here is the AMA’s objection to levying 
social security taxes for health insurance

for the aged on the ground that the aged, 
with few exceptions—Federal employees, 
wards of the governments, members of 
the uniformed services, and veterans dis­
abled in service—have no special claim 
on the Federal Government unless they 
have satisfied a means test. (Page 2.)

This single statement presents a strik­
ing illustration of the basic difference 
between the AMA and most of the rest 
of us, for this statement indicates that 
in the view of the AMA old-age, sur­
vivors, and disability insurance is un­
desirable. The AMA takes the position 
that Government should not act to pro­
mote the general welfare of the people 
of this country except in cases where 
the individual is subjected to a means 
test and can prove that he can no longer 
pay his own way. Following this theory, 
the AMA would oppose not only the 
old-age, survivors, and disability insur­
ance program but virtually all other 
Government-established benefit pro­
grams that assist the people in this 
country without first subjecting them 
to a means test. Thus, such programs 
as unemployment compensation and 
workmen’s compensation would be un­
justifiable if the AMA theory of Govern­
ment were followed. Similarly, the FHA 
home loan program, the Federal deposit 
insurance program, and many more 
would have to be abandoned, or modified 
beyond recognition. Our Nation would 
indeed be in a sorry plight if we were 
to accept the pronouncement of Dr. 
Annis, at the beginning of his testimony, 
that the AMA’s position is representa­
tive of what Americans want, and if we 
were to wipe such legislation off the 
statute books.
COMMENTS ON SECTION II----SPECIFIC OBJECTIONS 

TO H.R. 4222

In section n of the statement, the 
American Medical Association alleges 
that the bill provides “blanket authori­
zation for the Federal Government to 
control the providers of services.” (Page 
5.) The “proof” of the allegation is that 
the Secretary would be permitted to do 
what is “specifically provided” in the law. 
This exercise in logic—in which a statu­
tory limitation to do only what is “spe­
cifically provided” becomes a “blanket 
authorization” to exercise power without 
limit—illustrates clearly the AMA’s ap­
proach to the problem: the approach of 
a calculated attempt to distort the 
meaning of the bill. In an effort to sup­
port this distortion, reference is made 
to the provision in H.R. 4222 which states 
that the Secretary of Health, Educa­
tion, and Welfare would be empowered 
to set “such other conditions of partici­
pation—as the Secretary may find neces­
sary in the interest of health and safety 
of individuals who are furnished serv­
ices by or in such institution.” (Page 5.) 
This provision, the AMA says, “provides 
the means by which Federal officials can 
regiment and control all providers of the 
services covered.” (Page 5.)

How strange this argument. I cannot 
believe that the individual doctors this 
association claims to represent have the 
same feelings about the conditions in 
the bill—the conditions that preclude 
participation by institutions that are
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firetraps or present other serious haz­
ards to the safety or health of their 
patients. I cannot believe that the wit­
nesses who testified here representing 
the American Medical Association are 
unfamiliar with the valuable and fully 
accepted activities of the Government 
in regard to the Food and Drug Act, 
water pollution safeguards, and the 
many other areas in which the health of 
our citizens is safeguarded. These wit­
nesses do not cite a single instance of 
regimentation, or even an attempt at 
regimentation, of the health professions, 
in all of the Government’s protection of 
the public health. What reason is there 
to assume that the Government would 
now quite suddenly adopt arbitrary 
methods? In attacking the eligibility 
conditions in the bill, I can only believe 
that the AMA is deliberately trying to 
frighten the uninitiated and the unin­
formed. My conviction is borne out by 
the testimony presented to this com­
mittee by the representatives of the 
American Hospital Association—the as­
sociation of the very same providers of 
service about which the AMA expresses 
such grave concern.

Dr. Frank S. Groner, the president of 
the American Hospital Association, was 
questioned by me about this very same 
provision in the bill. My question, and 
Mr. Groner’s response, is part of the 
record of these hearings. Because the 
AMA chooses to ignore facts and play on 
fears in order to gain its ends, I want 
to repeat that question and answer. I 
asked Mr. Groner the following: “Your 
organization in previous testimony be­
fore this committee has stated that rea­
sonable criteria are necessary to deter­
mine the eligibility of hospitals to par­
ticipate. Are the criteria in this bill 
reasonable?”

Mr. Groner’s response—the response 
of the Amercan Hospital Association— 
was a clear and unequivocal “Yes, sir.” 
Later, when I asked Mr. Groner if there 
were any changes that he would suggest 
in any of the provisions in the bill, he 
did not suggest one single change in the 
conditions that providers must meet in 
order to participate. This demonstrates 
beyond a shadow of a doubt what the 
conditions of eligibility really constitute, 
namely, a description of those compo­
nents of institutional and home health 
care which are essential to the safety 
and well-being of our older people. 
These conditions have not only been 
thoroughly reviewed and approved by 
distinguished representatives of the 
American Hospital Association, but the 
association stands squarely behind the 
inclusion of these eligibility conditions 
in any legislation that may be enacted 
The hospitals, which, unlike the doctors, 
are major providers of service under the 
bill, would hardly encourage the reten­
tion of these standards if, in fact, the 
standards could be used—as the AMA 
charges—as the means by which Federal 
officials can regiment and control all 
providers of the services covered.

Let me say where these conditions 
came from and why they are so easily ac­
cepted by the American Hospital Asso­
ciation. Every condition save two is part 
of the requirements an institution must

meet even to be considered a hospital 
by the American Hospital Association. 
The remaining two are: First, the health 
and safety requirement, which must be 
met for accreditation according to stand­
ards set jointly by representatives of 
the American Hospital Association, 
American Medical Association, Ameri­
can College of Surgeons, and the Amer­
ican College of Physicians; and second, 
the utilization committee requirement, 
which the American Hospital Associa­
tion has proposed for inclusion as part 
of these accreditation requirements.

The AMA asserts that, “it is axiomatic 
that the Federal Government tends to 
control what it subsidizes.” (Page 5.) 
It subsidizes the building of hospitals and 
nursing homes under the Hill-Burton 
program. Does it already control hos­
pitals and nursing homes? Perhaps the 
AMA should have fought harder than it 
did against the Hill-Burton and similar 
programs if the axiom is an axiom, not a 
conundrum to test how many are smart 
enough to find the error of logic.

The AMA also bases its allegations 
that the program would result in regi­
mentation and Federal control on the 
fact that payment for services would be 
on the basis of reasonable costs. (Page 
9.) Yet, this is the basis which the 
American Hospital Association, in its 
“Principles of Reimbursement for Hos­
pital Care,” proposes and which has 
proved successful in application by Blue 
Cross and a multitude of State and Fed­
eral Government programs. Provision 
for reimbursement by Government on 
the basis of reasonable cost has never 
had any such effects as the AMA says it 
would have in this instance.

The AMA also attaches implications 
of Government control to the require­
ments that hospitals maintain “ade­
quate medical records” and establish by­
laws for their medical staff. (Page 10.) 
The AMA implies that the Secretary 
might misuse authority by requiring 
medical records to be too “adequate.” 
The AMA knows that medical records 
are required for accreditation because a 
medical history is essential for proper 
treatment of the patient. The AMA also 
knows that clearcut guides have been de­
veloped for purposes of accreditation as 
to what constitute adequate medical 
records. The AMA knows that the Sec­
retary would have authority under the 
bill to accept accreditation of an insti­
tution as evidence that the requirements 
are met and that Secretai’y Ribicoff has 
said, in his testimony before this com­
mittee, that he would do so. Instead of 
recognizing these facts, the AMA anal­
ogizes medical records to business rec­
ords. (Page 11.) Either its experts are 
feigning ignorance in this matter to mis­
lead, or the experts on medical care did 
not participate in writing this statement 
but some other kind of expert in some 
field foreign to medicine was employed 
for the purpose.

The existence of bylaws for the medi­
cal staff is a requirement the American 
Hospital Association uses to determine 
whether an institution is a hospital— 
it must have a medical staff which is 
organized under bylaws so that there is 
some expectation that the medical staff

will participate in running the hospital. 
I presume that objection to this provi­
sion must have resulted from the fact 
that this section of the paper was writ­
ten by someone ignorant of the back­
ground—not by a competent physician 
or hospital expert.

The AMA further suggests that it is 
wrong to require nursing homes to pro­
vide 24-hour nursing service because 
some nursing homes would be excluded 
from participation under the bill. (Page 
12.) But this can hardly be regarded as 
a reasonable suggestion. After all, the 
point of the bill is protection against 
health costs and it is the provision of 
nursing services that distinguished nurs­
ing homes from domiciliary care. Hous­
ing is intended to be taken care of by the 
cash benefit. If every institution—in­
cluding a hotel—could be considered a 
nursing home, the H.R. 4222 costs might 
be as high as the AMA says. The inten­
tion is to cover only health care costs 
when the care is provided by facilities 
able to render health care services. In 
some places such institutions are in 
short supply, but paying boarding home 
bills instead will not remedy the scarcity. 
Other administration proposals such as 
H.R. 4999, Health Professions Educa­
tional Act of 1961, and H.R. 4998, Com­
munity Health Services Act of 1961, will 
help to remedy this scarcity as will the 
payments under H.R. 4222 towards the 
operating costs of the needed facilities. 
The AMA by its very description of the 
scarcity of proper health facilities re­
buts its own allegations that without 
this bill the aged are getting the care 
they need.

All this talk of arbitrary control by 
Government is just scare technique. 
The Government needs the willing 
agreement and cooperation of the hos­
pitals in the plan. The Government is 
prepared to deal responsibly and fairly 
with them. It is nonsense to think that 
the Government could deal arbitrarily 
with the providers of services, ignore 
their just demands, and ignore the ad­
vice of the statutory advisory council 
provided in the bill.

Section II of the AMA statement also 
criticizes the assertion that only a rel­
atively few physicians would be affected 
by the bill. To support their conten­
tion that this assertion is not correct, 
the AMA says that the bill “involves 
the services, and the provision of serv­
ices of at least 50,000 physicians.” (Page 
6.)

This figure is grossly misleading. The 
AMA statement itself recognizes that 
the vast majority—almost 38,000—of the 
50,000 “physicians” referred to are in­
terns, few of whom are licensed as phy­
sicians, and residents-in-training. In­
terns are salaried employees of hospitals 
completing a necessary part of their 
professional education without which 
they are not fully prepared to assume the 
responsibilities of a physician. Resi- 
dents-in-training are also salaried em­
ployees who are training for the practice 
of specialties and subspecialties, includ­
ing general practice.

The practice that would be followed 
under the administration bill would be 
to pay the hospital, in which the intern
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is finishing his education, the reasonable 
cost of the services which the hospital 
undertakes to provide, including the 
services of the intern. This is fully in 
accord with the “Principles of Payment 
for Hospital Care,” developed and ap­
proved by the American Hospital As­
sociation as a guide to hospitals and to 
agencies which contract to purchase 
hospital care. The pertinent principle 
reads as follows:

In determining “full cost,” a reasonable 
amount for medical, nursing and other edu­
cation not reimbursed through tuition, 
scholarships, grants, or other community 
contributions is a legitimate inclusion in 
the interest of continuing to upgrade 
quality of service to the community. The 
community should assist ultimately in the 
support of such educational programs.

Under the bill, the cost incurred in 
providing services to aged beneficiaries 
would also include the cost of ancillary 
services such as diagnostic X-ray, lab­
oratory tests and anesthesia, which to 
an extent involve the services of li­
censed physicians. These services are 
covered only if furnished through hos­
pitals as part of the hospital services.

The AMA claims to be apprehensive 
about the consequences that might ensue 
if hospitals are paid on a “reasonable 
cost” basis. (Page 9.) Is it not strange, 
however, that the AMA is more worried 
than the organization representing those 
whose pocketbooks are affected by the 
method of payment? It is true that the 
American Hospital Association has ex­
pressed mild reservations about the 
shades of interpretation which might be 
placed on the word “reasonable.” Unlike 
the AMA, however, in the course of testi­
mony before this committee, they said 
they believe that this is something 
which can be worked out without diffi­
culty to the mutual satisfaction of hos­
pitals and Government.

This section of the AMA statement 
also indulges in an extraordinary exhibi­
tion of self-contradiction—all on the 
same page. It says in one paragraph 
that the provision in the bill which limits 
nursing home benefits to conditions for 
which people have been hospitalized and 
provides the benefits only after admis­
sion from a hospital “will result in a 
vastly increased demand for—hospital 
facilities. This portion of the bill is not 
a deterrent to overuse of hospitals, but 
an engraved invitation to overuse them. 
It is an invitation that would be accepted 
by large numbers of people whose health 
care does not require hospitalization.” 
(Page 8.) Only six paragraphs later, in 
criticizing the requirement that hospitals 
and nursing homes have the utilization 
committees which would provide a group 
review of experience by physicians in a 
given hospital in order to prevent over­
utilization, the statement says:

The physician is best qualified to judge 
how ill his patient is, what treatment should 
be prescribed, whether or not he should be 
admitted to a hospital, when he is well 
enough to go home. Is it wise to subject his 
judgment to the critical review of a group? 
(Page 8.)

Thus, on the one hand, they say that 
physicians—who are the only ones who 
can get an individual into a hospital— 
would be unable to prevent unnecessary
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hospital admissions in order to qualify 
for nursing home benefits, and, on the 
other hand, they say there would be no 
need to review the physician’s decision 
when he does admit patients to the hos­
pital. I leave it to the AMA to choose 
the horn of the dilemma it prefers. If 
the AMA expects an increase in unnec­
essary hospital utilization it must sub­
scribe to the view that physicians are 
either collaborating with their patients 
in unethical practices or are unable to 
make proper medical judgments. The 
AMA cannot gainsay the fact that hos­
pital admissions are controlled by physi­
cians. Indeed, the AMA insists that the 
right to admit patients remains, the pre­
rogative of the physician. If, however, 
the AMA rejects the thesis that physi­
cians are responsible for unnecessary 
utilization, on the grounds that physi­
cians are subjected to pressure from 
their patients, it cannot reasonably ob­
ject to a professional and impartial 
group of physicians established by the 
hospital, reviewing cases in order to de­
termine whether patients are—for what­
ever reason—overutilizing services.

The AMA’s criticism of hospital utili­
zation committees—which, incidentally, 
have been recommended by two State 
medical associations and are operating 
without appearance of difficulty in many 
hospitals—appears at this time after we 
have been informed by the American 
Hospital Association that it has recom­
mended the Joint Commission on Ac­
creditation of Hospitals require a hos­
pital to have a utilization committee in 
order to be accredited. (Page 8.) The 
AMA objects to the requirement of a 
utilization committee because it does not 
consider it wise to subject a doctor’s 
judgment on use of services to the review 
of his peers; this, despite the fact that 
many services are already subject to re­
view. The AMA seems to forget for the 
moment that it has long subscribed to 
the view that it is desirable for hospitals 
to have committees, such as medical 
records committees and tissue commit­
tees, to review the medical practices of 
physicians. In fact, as a member organ­
ization of the Joint Commission of 
Accreditation, the AMA supports the re­
quirements for accreditation, one of 
which is that hospitals carry on, through 
medical staff committees, “constant an­
alysis and review of the clinical work 
done in hospitals.”

A similar illogic is applied to the 
deductible. The AMA considers the de­
ductible as it applies, first, to the 
wealthy, and second, to the indigent— 
as though all the aged were in these two 
groups. (Page 7.) They forget that the 
great majority of the aged fall in neither 
group. The wealthy, who incidentally 
are very few in number, get tremendous 
help with hospital bills by reason of in­
come tax treatment—favored by the 
AMA—of medical expenses. The in­
digent—a group continuously growing 
smaller in size, I hope—will get help 
from old-age assistance and medical 
assistance for the aged. It is the great 
middle group, that can afford to pay 
a $90 bill out of their limited resources 
but cannot afford hundreds or thousands

of dollars to pay on huge hospital bills, 
for whom this bill is primarily intended. 
The bill would provide protection for 
these people against the possibility of 
having their savings wiped out and be­
coming dependent. The AMA keeps 
saying it wishes to help those who need 
help, but until the recent past the legis­
lative provisions it has favored were 
aimed to help most the wealthiest 
through tax savings. For example, the 
AMA has endorsed proposals to allow 
tax exemption for all drugs and medi­
cines purchased by persons aged 65 and 
over, and proposals to provide additional 
exemptions for aged persons who pay 
medical care expenses amounting to 25 
percent or more of their gross income. 
Since, however, more than 80 percent of 
the aged do not now pay income tax, 
these proposals would benefit only those 
persons with considerably higher income 
than the average aged person. Are the 
wealthy the ones the AMA thinks need 
help?

The AMA seems very fond of the 
false dilemma. On the one hand you 
have this, on the other hand, that, and 
both are bad. Since they do not talk 
of other alternatives, the listener is sup­
posed to feel that all paths lead to ruin. 
I have already said how they refer on the 
one hand to the wealthy and on the 
other to the indigent and ignore the 
great mass of ordinary persons in be­
tween. Another example is their state­
ment that the Government has two 
choices: First, it will either be so budget 
conscious it will lower the quality of 
care; or second, the program will be 
faced with runaway costs. (Page 9.) 
They wish to avoid consideration of the 
possibility that the program will operate 
well—with an eye for assuring that high 
quality of care is encouraged and at the 
same time that money is not wasted. 
Utilization committees and payment 
made on a cost basis, as H.R. 4222 pro­
vides, will mean that costs are in 
keeping with the necessary services pro­
vided. Apparently the AMA can 
imagine no instance in which people— 
nonphysicians, that is, merely do what is 
reasonable; everything must be extreme.
COMMENTS ON SECTION III PROPOSED

LEGISLATION BASED ON FIVE FALSE
PREMISES

The “five false premises” stated by the 
American Medical Association as the 
basis for the proposal for health in­
surance benefits for the aged under 
social security are indeed misstatements, 
but they are the AMA’s misstatements. 
This is the old debating trick of the 
straw man—define your opponents’ 
position falsely and then prove it is 
wrong. The first three premises in the 
American Medical Association’s state­
ment actually are false; but they have 
never been offered as either factual or 
philosophical reasons supporting the 
proposal for health insurance benefits. 
The last two premises which the AMA 
label false, I believe to be true. They 
actually reflect—although somewhat less 
than precisely—considerations in favor 
of the proposal. I shall give specific 
comments on each of the so-called
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“false premises” and on the discussion 
presented by the AMA on them.

The AMA statement offers as false 
premise No. 1: “The sociological prob­
lems of older people can be solved 
through legislation.” (Page 14.)

I am not aware of suggestions by any 
proponents of my bill that the sociologi­
cal problems of older people can in 
general be solved through legislation nor 
that the health insurance proposal is in 
any way intended to solve all problems 
of aged persons. The AMA discussion 
seems to argue that since it is not pos­
sible to solve all sociological problems 
of the aged through legislation, no legis­
lation to relieve problems of aged per­
sons is justified. Such an argument 
leads to no realistic conclusion; if its 
efficacy in solving all problems were a 
test of soundness of any specific course 
of action, one could not, of course, find 
any course of action that would meet 
the test of soundness. Such a test would 
even make a case against the practice 
of modern medicine, since it does not 
appear that, with all its almost miracu­
lous advances, medical science has been 
able to solve all sociological problems of 
the aged. The proposed health in­
surance benefits under OASI have not 
been proposed as a total solution for even 
the financing of medical care of aged 
persons but have been advanced rather 
as a part of the solution to the problem 
of providing a method of financing 
needed health care of the aged. Many 
other problems will of course remain. 
This way of debating is hardly to be 
taken seriously. It is sheer demagog­
uery, and unworthy of the association 
which claims to speak for American 
medicine.

The AMA statement offers as false 
premise No. 2: “Most, if not all of the 
aged, are in poor health.” (Page 16.)

Here again, the premise as stated by 
the AMA is of course not a valid state­
ment of the position of the bill’s pro­
ponents. There is no contention that 
all, or most, aged persons are in poor 
health. If that were the case, the costs 
of health care would hardly be insurable. 
Just as the need for fire insurance does 
not rest on the premise that all or most 
owners of properties experience fires, so 
does the need for protection against the 
costs of hospitalization not depend on 
universal and continued experience of 
hospitalized illness. Rather, it is based 
on the fact, accepted by the AMA, that 
“the aged receive approximately twice 
as much hospitalization as those under 
65” (page 18), together with the contrast 
in incomes of younger and aged persons; 
these are what demonstrate a special 
need for such coverage as is provided 
under H.R. 4222.

Furthermore, the prevalence of all 
kinds of chronic illness is not a fact that 
one would use to demonstrate the need 
for the health insurance benefits. The 
bill is directed toward meeting the costs 
of only those chronic conditions which 
require the specific types of health care 
outlined in the bill. Statements that the 
aged are generally in good health or are 
“a great deal healthier than they are 
frequently pictured to be” (page 18)

would seem to support the official cost 
estimates and the feasibility of financing 
health insurance benefits as proposed in 
my bill rather than the statements of 
others, including the AMA, that costs will 
be many times the estimates of the De­
partment of Health, Education, and Wel­
fare and that utilization of hospitals and 
nursing homes will increase astronom­
ically if the proposal is enacted.

On the other hand, even assuming 
that the overwhelming proportion of the 
aged were in excellent health, the in­
evitability of death at some age obvi­
ously suggests the likelihood of terminal 
illness unless aged persons were in all 
cases to die suddenly in the midst of good 
health. The high rate of hospitalization 
in the year of death, coupled with the 
overall high hospitalization rates for 
aged people—twice the rates of younger 
persons—seems adequate evidence that 
the great majority of the aged are not 
so fortunate as to escape serious illness 
and sizable health care costs during all 
of their later years. What kind of non­
sense is this the AMA is trying to foist 
off on people?

The statement offers as the third false 
premise: Most, if not all of the aged, 
are verging on bankruptcy.

Contrary to the AMA’s allegation, pro­
ponents of my bill have made no such 
statement, and the health insurance pro­
posal does not rest on any such premise. 
It rests, rather, on the well-established 
fact that most of the aged are not in a 
position financially to meet the heavy 
costs that a long period of hospitalization 
usually entails. The AMA attempt^ to 
cover up this fact with vague statements 
that “some” of the aged are “comfort­
able” or “well-to-do” or “wealthy.” 
(Page 19.) Of course, some of them are. 
The great majority, however, are in very 
modest circumstances and quite unable 
to meet a large hospital bill.

In attempting to cast doubt on the 
validity of data from the U.S. Bureau of 
the Census showing the low incomes of 
most aged people, the AMA argues that 
it is not meaningful to say that “60 per­
cent of our aged have incomes of $1,000 
a year or less” (page 19) because this 60 
percent includes dependents, many of 
whom have no individual income of their 
own. This argument will not bear analy­
sis. Let me note, by the way, that the 
AMA figure is an erroneous one; current 
data show 52 percent with incomes of 
$1,000 or less.

I agree with the AMA that “facts are 
of little significance until they are 
examined and interpreted by reason” 
(page 19) and I would therefore like to 
quote the analysis and interpretation of 
these income data from the report on 
“Health Insurance for Aged Persons,” 
submitted to the Committee by the De­
partment of Health, Education, and Wel­
fare:

Income statistics from the Bureau of the 
Census for aged persons, and for families 
with an aged head, are collected annually 
and are the most comprehensive. Data which 
have just become available for 1960 show 52 
percent of the persons 65 and over not in 
institutions had cash Incomes below $1,000 
in that year.

Income data for persons have the limita­
tion that they do not indicate how many 
persons depend on the income. In the case 
of the married, some may be under 65. 
Similarly, wives dependent on their husbands 
will be shown as having little or no income. 
However, less than one-fifth of all persons 
65 and over are married women, and many 
older married couples have less than $2,000 
between them. Therefore, even if the re­
ported income data were adjusted to reflect 
an equal sharing by husband and wife, the 
proportion of persons 65 and over having less 
than $1,000, would be very little less than the 
52 percent shown.

A national survey of aged beneficiaries 
under old-age and survivors insurance 
in 1957 showed that half the aged mar­
ried couples had an annual income of 
less than $2,250—that is, less than $1,125 
per person—half the nonmarried re­
tired worker beneficiaries had incomes 
of less than $1,140, and half the aged 
widow beneficiaries had incomes of less 
than $880. It is accurate and not in any 
way misleading to say that half of these 
aged beneficiaries had per capita annual 
incomes of less than $1,100. This figure 
is consistent with the Census Bureau 
figures for the entire aged population— 
including of course those without in­
come from old-age and survivors insur­
ance benefits—which show that about 
half the aged have incomes of less than 
$1,000.

In the light of these figures showing 
the low incomes of the aged, it is hardly 
relevant for the AMA to stress the well- 
known fact that “the aged are not a 
homogeneous group from a financial 
standpoint.” (Page 20.) Neither is it 
pertinent to a consideration of the pro­
posed health insurance program merely 
to give, as the AMA does, the number of 
aged persons receiving income from vari­
ous sources, rather than the amounts of 
such income. It is positively misleading 
for the AMA in giving figures purport­
ing to show “the Nation’s present tax 
support for the elderly” (page 20) to say 
that “about $650 million is paid out an­
nually under the Railroad Retirement 
Act.” Payments made under a contribu­
tory insurance program such as the rail­
road retirement system are certainly not 
a measure of “tax support.” (Page 20.)

The AMA suggests that the aged who 
are unable to pay large medical bills 
should look to their children or relatives 
for help. The sons and sons-in-law, the 
daughters, the nephews, and nieces of old 
people do in fact often provide such help. 
Too often, however, this burden is borne 
at the expense of the education and wel­
fare of the third generation. In many 
instances the relatives are themselves 
totally unable to meet the heavy costs 
involved. Few people would consider an 
appeal to relatives to be an acceptable 
alternative to a health insurance 
program.

The AMA quotes figures on the net 
worth and assets of beneficiary couples 
under old-age and survivors insurance 
as shown by a survey in 1957. (Page 21.) 
It fails to say that of all the aged bene­
ficiaries surveyed, nonmarried as well as 
married, half had a net worth of less 
than $4,920, and that the chief asset of 
most beneficiaries was their equity in
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their home, an asset which old people 
very wisely hesitate to convert into cash. 
While most beneficiaries had some liquid 
assets, half of them had less than $610, 
an amount which would not go far in 
meeting the costs of a long illness.

For statistics to bolster its position 
against the health insurance program, 
the AMA resorts to a small study made 
in three lower middle income parishes 
located in three large cities. (Page 22.) 
It would have been more helpful to the 
committee if the AMA had referred to a 
national cross-section study of the aged 
sponsored by the Health Information 
Foundation: “Financial Resources of the 
Aged”—Health Information Founda­
tion, Research Series 10. A report from 
that study states that one-fifth of all 
older people had no financial resources. 
Furthermore, when the aged without any 
resources were combined with those 
whose only assets were homes they 
owned, the cash value of their life in­
surance or the help of children, it was 
found that two-fifths of all older people 
would have no ready resources from 
which to meet a medical bill.

The data from the Health Informa­
tion Foundation study are confirmed by 
the 1960 Survey of Consumer Finance, 
which showed that 30 percent of all 
spending units headed by aged persons 
have no liquid assets and that an addi­
tional 6 percent had less than $200 in 
liquid assets. These facts, based on na­
tional samples rather than a small local 
study, present a more reliable picture 
of the situation of the aged than that 
portrayed by the AMA.

As false premise No. 4 the AMA state­
ment offers:

The problem of the aged, in financing their 
health costs will get worse before it gets 
better. A permanent program is essential to 
its solution. (Page 22.)

Here the premise they claim to 
be false is true—there is every reason 
to believe that the problem faced by the 
aged in financing health costs will, in 
the absence of Federal action, get worse. 
Although the costs of health care in­
creasing more rapidly than costs of all 
consumer items and substantially more 
rapidly than the income of aged per­
sons—cannot be predicted with precision 
into the distant future, it would seem 
highly unrealistic to assume any im­
mediate sharp reversal of the upward 
trend in such costs that has continued 
over decades. The official cost estimates 
for my bill, incidentally, assume such 
substantial further increases in costs.

Unless income and resources increase 
in direct ratio to any increases in medi­
cal care costs, it is obvious that the aged 
will face an increase in the difficulty 
of financing needed health care. It is 
quite likely that the financial resources 
of aged persons will increase somewhat 
as time goes on. Allowing for increases 
in monthly OASI benefits, in earned in­
come, and in the limited amounts paid 
by private health insurance, and assum­
ing increases in all of these amounts in 
the future, we are still left with the 
question of how these resources could 
grow at a rate equal to or faster than 
the justifiable costs of health care we 
must expect as medical science continues

its phenomenal progress toward improv­
ing health and increasing longevity for 
all of us.

The AMA statement, in discussing the 
future sources of income of the aged, 
quotes some current figures on income 
from these sources and suggests that 
they are already substantial. Of course, 
billions of dollars sounds like a great 
deal of money, but the present total in­
come to the aged from private pension 
plans quoted by the AMA—$1 billion 
annually—does not sound so impressive 
when divided among total present aged 
persons—a per capita figure of less than 
$60 per year. The same situation ap­
pears with regard to the $4.3 to $8.3 bil­
lion estimated as total annual income 
of the aged from private investments 
(page 23), which would provide a per 
capita figure of about $250 to $490. It 
would seem a mathematical certainty 
that not all our aged citizens can be re­
ceiving very substantial income from 
these sources.

The AMA statement offers as the fifth 
false premise: Voluntary health insur­
ance and prepayment plans, private ef­
fort, and existing law will not do the job 
that needs doing. (Page 25.) Again, 
the statement they claim to be false is 
true; these mechanisms alone will not do 
the entire job. I shall comment in some 
detail in following sections on the effec­
tiveness of the three mechanisms cited 
in meeting the problem.
COMMENTS ON SECTION IV----PHILOSOPHICAL 

ARGUMENTS AGAINST THE BILL

One had best ignore the title of this 
section of the AMA statement. The 
alleged arguments are not relevant to 
H.R. 4222. They are arguments against 
socialized medicine and against Federal 
encroachment on individual freedom. 
The whole philosophy of my bill and the 
implementing provisions are in direct 
opposition to these evils. And to label 
the AMA arguments “philosophical” 
completely ignores the noble root of this 
word.

It has already been shown that the 
assertions made in the previous section 
of the AMA statement are incorrect, ex­
cept for the recognition that our aging 
population poses a very real problem. 
Even this one exception is developed by 
the AMA to the point of an incorrect 
conclusion. The AMA concludes that 
since some of the problems of the aged 
are not susceptible to legislative solu­
tion, legislation can be of no help in 
solving any of the problems. (Page 26.) 
This is a very strange conclusion indeed. 
Hardly anyone would deny that the Con­
gress has already enacted legislation that 
makes significant inroads on the prob­
lems of the aged. And even the AMA 
apparently sees some merit in certain 
legislative approaches to the problem, 
for it now endorses medical care paid for 
by Federal funds granted through the 
assistance program.

The core of the principal “philosophi­
cal” argument that the AMA tries to 
make against H.R. 4222 is that this bill 
is a part of some master plan that some­
body [unnamed] or some group or groups 
[unnamed] has devised with the aim of 
setting up a socialized system of medi­

cine in the United States. (Page 27.) 
It little matters what villains the AMA 
has in mind, for this bill is no more a 
part of a plan to establish socialized 
medicine than were the disability benefit 
provisions of the law, which the Congress 
wisely enacted in spite of the cries of 
wolf that were heard far and wide from 
AMA representatives.

To charge that H.R. 4222 represents 
socialized medicine or is the forerunner 
of socialized medicine or that it is in any 
way like socialized medicine is not only 
ridiculous but also irresponsible. Here 
are the facts. Under socialized medi­
cine, doctors work for the Government 
and the Government owns the medical 
facilities and furnishes the services. 
The proposed program would not fur­
nish any medical services but would only 
help people finance the costs of their 
health care. There are specific guaran­
tees that the Government would in no 
way control, regulate, or interfere with 
the practice of medicine.

In an apparent attempt to win some 
adherents the AMA professes not to op­
pose social security. (Page 27.) They 
say that “the medical profession has not 
and does not oppose the principle of 
social security.” It is hard to see any­
thing but opposition to the principle of 
social security in the many statements 
made over the years by AMA presidents, 
by other spokesmen, and in editorials in 
the Journal of the AMA. Thus, for in­
stance, it is hard to see anything but op­
position to the principle of social security 
in such a statement as that made in 1939 
by Dr. Morris Fishbein, published in the 
Journal of the AMA and referred to by 
Dr. Fishbein as made at the request of 
the AMA’s Board of Trustees. In this 
statement Dr. Fishbein said “all forms of 
security, compulsory security, even 
against old age and unemployment, rep­
resent a beginning invasion by the States 
into the personal life of the individual, 
represent a taking away of individual re­
sponsibility, a weakening of national cal­
iber, a definite step toward either com­
munism or totalitarianism.” But the 
AMA has certainly made clear on many 
occasions that its attitude is: If we have 
to have a social security program, let us 
do our best to restrict it to the barest 
“floor of protection” possible.

In the present statement the AMA 
spokesmen take us back to 1917 for a 
quote from Samuel Gompers. (Page 30.) 
The AMA calls “a wise and timely warn­
ing” the quotation indicating Samuel 
Gompers was opposed to “compulsory 
social insurance.” Our present social 
security system is a compulsory social in­
surance system; the medical profession, 
the AMA says, does not oppose the prin­
ciple of our social security system. Now 
where does that leave the AMA—is it 
with Mr. Gompers or not with him? It 
is characteristic of much of the AMA 
testimony that we find—as here—that 
they favor something on one page and 
are against it several pages later.

A highly significant indication of how 
the AMA regards the social security pro­
gram is a statement by Dr. Annis that 
appears on page 3 of his testimony. 
Speaking of the aged. Dr. Annis warns 
that H.R. 4222 would place them in a
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broad category labeled: “These are peo­
ple who can’t take care of themselves. 
These are people who must be cared for 
by th*1 Federal Government at the ex­
pense of the rest of the population.” 
This statement clearly shows the AMA’s 
attitude toward the whole social secur­
ity program. The rest of the population 
of course understands that there is no 
stigma attached to social security bene­
fits. There is no means test. Rich and 
poor are treated the same. If social se­
curity beneficiaries are labeled at all 
they are labeled as people who have 
taken care of themselves by having 
worked and having contributed to the 
program.

With reference to the AMA charge 
(page 29) that the Federal Government 
is seeking, through H.R. 4222, to en­
croach on individual freedom, let me 
make clear that this bill preserves indi­
vidual freedom not only for physicians 
but also for hospital administrators, for 
nursing home proprietors and managers, 
for the aged who would benefit from this 
bill, and for the individual members of 
what we call the public. Moreover, my 
bill would make individual freedom a 
reality for many who, because they don’t 
have the means to meet the cost of need­
ed health care, cannot now enjoy their 
freedom in old age.

There is nothing in the bill that would 
in any way interfere with the established 
practices of providing health care. 
Health care would remain—as it is now— 
a matter determined by the patient, his 
physician, and the hospital or other pro­
vider of services. The Government would 
provide no care and offer no services; it 
would establish only the means of pay­
ing for the health care of the aged.

The medical profession would continue 
to be responsible for the quality of the 
care available to the people of the United 
States; the providers of service would 
still be responsible for determining what 
services they would make available. The 
process by which they would be paid 
for the services furnished would be much 
the same as that now used by Blue Cross 
and other large insurers of health serv­
ice costs. The program would follow 
practices already well established and 
accepted by the hospitals in their rela­
tionships with Blue Cross, the States, 
and other Federal programs.

I gladly give credit to the medical pro­
fession for its great contribution to im­
provements in medicine and health care 
that today help us to live longer and 
more comfortable lives than ever before. 
Even though I believe that other groups 
should be mentioned for their significant 
contributions to this process. I would 
take no credit from the physicians of this 
country; they have my highest respect 
and my deepest gratitude. It is pre­
posterous, however, to suggest that pro­
visions that would enable our people to 
prepay, through the accepted social se­
curity system, some of the costs of the 
health care that they will need in old 
age might impede, or in some way inter­
fere with, the efficiency of the medical 
profession. The physician in this coun­
try is a well-trained, highly skilled, hu­
mane expert in medical care. He does

not, I believe, profess to be an expert in 
economics or insurance, though the AMA 
representatives pose as such experts. He 
does not look upon himself as a Solomon 
whose business is to advise people how 
they should go about paying their medi­
cal bills, though the AMA does. He does 
not always share the views of the AMA; 
however, because he may fear AMA sanc­
tions he sometimes is constrained to ask, 
when writing to his Representative in the 
Congress, that his position favoring H.R. 
4222 not be made public. This bill, let 
me repeat, has nothing to do with the 
practice of medicine; it simply affords a 
means for helping people to pay for the 
cost of certain medical services in old 
age.

Furthermore, this bill is, contrary to 
the AMA’s charges (page 29) in keeping 
with the purpose of the social security 
system and with the basic principles of 
this system. While the insurance pro­
vided by social security has been in the 
form of monthly cash benefits there is 
nothing in the nature of this system or 
in its history that would make the pay­
ments provided under my bill inconsist­
ent or incompatible with the objectives, 
the principles, and the philosophy of so­
cial security in this country. H.R. 4222 
would provide for payments to be made 
to hospitals and certain other medical 
facilities—but not to physicians—for 
specified and limited medical services 
received by social security beneficiaries. 
The bill would authorize neither the Fed­
eral Government nor any other level of 
government to furnish health services 
to anybody. No one would be required to 
accept health services by reason of this 
bill—and the AMA persists in spreading 
the contrary impression. The charge 
that this bill is contrary to the principles 
of the social security system is not only 
false but also strange coming from the 
AMA—strange because available evi­
dence indicates that the AMA knows 
little about the principles of the social 
insurance system and cares less.

The charge is also made that my bill 
is paternalistic—that it implements a 
“Government knows best” kind of think­
ing. (Page 30.) Nonsense. I am con­
vinced that the people are capable of de­
ciding how to spend their money and 
know how to do it without AMA advice. 
That is why they are for this bill. I am 
confident that the people know that my 
bill would give them valuable protection, 
and the correspondence that I have re­
ceived indicates that they know better 
than the AMA what is good for them.

If the AMA seeks to substantiate its 
charges of impending Federal encroach­
ment, it should in all fairness approach 
this task, however impossible, by deal­
ing with the provisions of my bill rather 
than talking about what could happen 
under some other plan that has not been 
proposed, and talking about that other 
imaginary plan as if it were that pro­
posed in my bill. Under H.R. 4222 the 
Federal Government could not “regi­
ment doctors, nurses, patients, hospitals, 
nursing homes, and any other element of 
our health care system” and the AMA 
knows the Government could not, even

though the AMA statement deftly leads 
one to infer the opposite. (Page 30.) 
COMMENTS ON SECTION V----EFFECT OF BILL IM­

MEDIATELY AND POTENTIALLY ON THE QUAL­
ITY OF MEDICAL CARE

In section V of the statement, the 
AMA has said repeatedly that a Federal 
health insurance program “would lower 
the quality of medical care available to 
older people.” According to the AMA, 
the program would do this by substitut­
ing a concern with costs for a concern 
with quality. The Government, in its 
search for methods to reconcile the need 
for care with the need for cost controls 
would “decide for the patient what serv­
ices should be provided and by whom.” 
(Page 33.) As a result, the AMA says, 
the Federal insurance program would 
produce a series of catastrophes: “The 
disruption of the doctor-patient relation­
ship, delays in admissions to hospitals, 
time wasted in the overcrowded offices of 
doctors, the regimentation of medical 
practice,” and impairment of medical 
research. (Page 32.)

In vain do we look for any concrete 
evidence, beyond bald unsupported state­
ments about medical care in other coun­
tries, to corroborate the AMA’s asser­
tions, or for any consistent logic which 
demonstrates that a Government plan 
must have results which its counterparts 
outside of Government—Blue Cross for 
example—have not produced.

The facts of the case are quite dif­
ferent, and when carefully examined 
they demonstrate that the charges of 
“regimentation” and “deterioration of 
quality” are baseless. Under this bill, 
there is no compulsion imposed on any 
provider of service to participate in the 
program. The conditions of participa­
tion which are provided in the bill are 
based upon requirements formulated and 
recommended by professional bodies 
concerned with the quality of care. 
Freedom of choice of physician and hos­
pital by patients is guaranteed. There 
are provisions designed to assist the 
physician in resisting pressures which 
may be exercised to secure unnecessary 
care; for example, the utilization com­
mittee. And the bill provides, through 
the Advisory Council, for the effective 
expression of all shades of opinion on 
the administration and future develop­
ment of the program.

The AMA’s argument, as developed in 
section V, is largely incoherent. An at­
tempt is made to sneak in certain false 
premises and to then present a series of 
conclusions as if they were derived from 
sound premises and factual data.

The AMA asserts, for example, that a 
high quality of care can be obtained 
only when the needs of the patient are 
placed first, “and financing is placed 
second.” (Page 33.) This truism is fol­
lowed by the statement that at present 
medical care is aimed at “treatment of 
the illness.” We are then exhorted to 
contrast this with a system under which 
“Government pays for care directly,” be­
cause under this system emphasis is 
“shifted from quality to cost.” (Page 
33.) This extraordinary set of asser­
tions is supposed to prove something. 
Yet, all that has actually been said is
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that quality care can be furnished only 
if we treat the patient and he pays for it. 
But if the cost is paid for through in­
surance we presumably stop “treatment 
of the illness.”

We are treated elsewhere in this docu­
ment to similarly empty statements; 
“under H.R. 4222—the dollar approach 
instead of the medical care approach is 
stressed.” (Page 34.) Is not an insur­
ance program supposed to deal with the 
financial aspects of care? Moreover, is 
it not possible to couple concern for costs 
with a concern for standards, as in fact 
H.R. 4222 does? But the AMA is not 
really interested in looking at the merits 
of the case, nor in being logically consist­
ent, for it later predicts with horror that 
“Government would be preoccupied with 
efforts to regulate quality.” (Page 36.) 
COMMENTS ON SECTION VI----COST ESTIMATES FOR

H.R. 4222

After admitting its lack of statistical 
and actuarial competence, the AMA pro­
ceeds to demonstrate another of its 
lacks—its ignorance of the provisions of 
my bill. The AMA apparently does not 
know that the social security tax in­
creases being proposed by the adminis­
tration would cover, in addition to the 
health insurance costs, the costs of 
higher benefits for workers who earn 
over $4,800 a year that would be paid be­
cause of the proposed increase in the 
social security earnings base from $4,800 
to $5,200. In effect, the employee con­
tribution for health insurance protec­
tion alone would be $16.90 a year at the 
maximum—as opposed to the AMA state­
ment indicating that the cost would be 
$25.

I have asked Robert J. Myers, Chief 
Actuary of the Social Security Admin­
istration, to prepare a brief statement 
on the AMA’s attempt to diagnose the 
financing of my bill. His statement ap­
pears in the record of the hearings on 
H.R. 4222, beginning on page 1469.

Memorandum dated August 3, 1961, is 
included in the Record immediately fol­
lowing these comments.
COMMENTS ON SECTION VII----EFFECT OF H.R. 

4222 ON THE SOCIAL SECURITY SYSTEM

I believe my 19 years of experience as 
a Member of the House of Representa­
tives and my years as a member of the 
Committee on Ways and Means make 
me somewhat of an expert in detecting 
the misleading statements about our so­
cial insurance system that are included 
in section VII of the AMA statement. 
The old-age, survivors, and disability in­
surance program is far too important to 
allow the attempts of the AMA to dis­
credit it, to go unchallenged. I intend to 
challenge some of the misleading and 
erroneous statements that the AMA has 
made about the program.

The AMA testimony implies that the 
financial soundness of the old-age, sur­
vivors, and disability insurance program 
is open to question. This of course is not 
true. The program has operated suc­
cessfully for 26 years and has proved to 
be an effective method of protecting the 
families of America against the poverty 
that would otherwise be the common re­
sult of the old age, disability, or death 
of the breadwinner. The Congress under

both political parties has been careful to 
assure the soundness of the program. 
Whenever liberalizations have been 
adopted by the Congress, the Congress 
has made sure that there were adequate 
provisions for meeting the cost of those 
liberalizations. It is because the public 
has confidence in the intention of the 
Congress to keep the program sound that 
increases in the tax rates provided for 
have been accepted.

The AMA has tried to give the impres­
sion that the old-age, and survivors in­
surance program is not financially sound 
because it is not fully funded. (Page 52.) 
This is a complete misrepresentation of 
the nature of a social insurance program. 
In a compulsory Government program of 
social insurance it is not necessary to 
accumulate the full reserves that are 
needed in a private insurance company. 
Compulsory social insurance is assured 
of continuing income. Thus, a social 
insurance program is financially sound 
if future income will support future dis­
bursements. On this basis the system is 
in actuarial balance since it is expected, 
on the basis of the best available esti­
mates, to have enough income from 
contributions based on the tax schedule 
now in the law and from interest earned 
on investments to support it now and 
over the long-range future.

The AMA says that if the Government 
suspended social security taxation the 
system would collapse. This is like say­
ing that if a workman is never paid any 
more wages, he will not be able to meet 
his obligations. In other words, in 
assessing the financial soundness of the 
system the AMA considers only its future 
obligations and ignores its future income. 
Considered on this basis, not only the 
social security system, but the U.S. Gov­
ernment itself and practically every 
American family are financially 
“busted.”

The basic soundness of this program 
has been reaffirmed on several occasions 
by distinguished groups which have 
made a careful examination of the fi­
nancing of the program. Such a study 
was made in 1958 by the Advisory Coun­
cil on Social Security Financing, which 
included, among others, outstanding 
economists, representatives of the insur­
ance industry, and leading employers. 
The Council stated in its major findings:

The Council finds that the present method 
of financing the old-age, survivors, and dis­
ability insurance program is sound, practical, 
and appropriate for the program. It is our 
judgment, based on the best available cost 
estimates, that the contribution schedule 
enacted into law in the last session of Con­
gress makes adequate provision for financing 
the program on a sound actuarial basis.

The AMA has also criticized the social 
security program because present bene­
ficiaries have not contributed enough to 
pay for the benefits they are getting. 
(Page 53.) There is nothing irregular 
or unsound about this situation. As a 
matter of fact, it reflects a wise and 
practical decision by the Congress to 
make the program effective for people 
who were already old when their jobs 
were first covered by social security. In 
the future, of course, when all covered

workers have had an opportunity to con­
tribute substantially to the program, re­
tirement benefits will be paid only to 
people who have contributed for at least 
10 years and full-rate benefits will be 
paid only to those who have contributed 
over their working lifetime.

In a social insurance program it is 
proper to give full protection to those 
who retire before they had the oppor­
tunity to contribute more than a small 
part of the value of the benefits they 
will receive. It is proper to insure that 
no one who, by acquiring the specified 
number of social security credits through 
his past work, has demonstrated that he 
was part of the covered labor force will 
be denied social security benefits. In­
deed, the only alternative is to leave the 
urgent problems of dependency un­
touched for decades. And of course, the 
method of giving full protection at once 
to meet an existing problem is not 
peculiai’ to social insurance. Similar 
treatment is usually given under private 
pension plans to workers who are al­
ready nearing retirement when the 
plans are set up. The costs of doing so 
are generally borne by employer con­
tributions, just as under social security 
the cost of full protection for people 
nearing retirement age at the beginning 
of the program can be thought of as be­
ing met from the employer tax.

The AMA says that extending health 
insurance protection to people now re­
ceiving old-age and survivors insurance 
benefits would junk the contributory 
principle inherent in the social security 
system. (Page 54.) I am glad to see 
that the AMA does admit that there is at 
least one good principle inherent in our 
social insurance system, but I must take 
issue with their allegation that H.R. 4222 
would violate that principle. By extend­
ing protection immediately to the 14 (4 
million aged who will be eligible when 
the major provisions of the program be­
come effective, the new health insurance 
program would follow the precedent es­
tablished in 1939 and reaffirmed time and 
again through subsequent legislation. 
As the program has been expanded and 
improved over the years, immediate pro­
tection has been provided for people who 
had worked under the program in the 
past. For example, in 1957 when cash 
disability benefits were made available 
to people age 50 and over, those who 
were already disabled and who had had 
substantial work in covered employment 
in the past were able to get benefits im­
mediately. They were not required to 
make a contribution to the disability in­
surance trust fund.

The AMA would have us believe that 
the old-age, survivors, and disability in­
surance program has been expanded 
beyond the role that was originally in­
tended for it. (Page 53.) They would 
have us believe that its role is to provide 
a floor of protection, which the AMA 
equates with subsistence-level benefits. 
Whether old-age, survivors, and disa­
bility insurance is a floor depends on your 
definition of the term, but it is quite 
clear that there was never any intention 
to keep benefits paid under the program 
at subsistence levels or below. If we go
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back to the original bill that created the 
program in 1935 we find that the Com­
mittee on Ways and Means spoke of ben­
efits “in amounts which will insure not 
merely subsistence but some of the com­
forts of life,” and the Committee on 
Finance of the Senate spoke of benefits 
“which will provide something more than 
merely reasonable subsistence.” Per­
sonally, I do not believe that the pro­
gram has yet reached these fine goals. 
Present benefit levels, in my opinion, are 
far too low, not too high.

The AMA contends that use of the 
term “insurance” to refer to old-age, 
survivors, and disability insurance has 
misled the public as to the real nature 
of the program. (Page 51.) They would 
even invoke the sanction of the Supreme 
Court to support their position by imply­
ing that the Court has denied that the 
program is insurance. (Page 52.) If we 
look at the Court’s opinion in the case 
the AMA has referred to, we find that, far 
from supporting the AMA contention, 
the Court has said:

The social security system may be accu­
rately described as a form of social insur­
ance, enacted pursuant to Congress’ power 
to spend money in aid of the general wel­
fare. ^

It is the use of the insurance princi­
ples of sharing the cost and spreading 
the risk rather than the fact that a con­
tract exists that makes a particular pro­
gram “insurance.” The old-age, sur­
vivors, and disability insurance program 
is income insurance. The risk insured 
against is loss of family income occa­
sioned by the disability, old age, or death 
of the family breadwinner. Thus, al­
though the right to benefits under the 
program is based on the provisions of 
the Social Security Act rather than on a 
contract, it is clearly an insurance sys­
tem. The fact that rights under the 
program are statutory, not contractual, 
has been used by some critics to infer 
that social insurance is somehow infe­
rior to private insurance. In reality, the 
fact that Congress can change the law 
is an advantage rather than a disadvan­
tage. As we all know, the protection of­
fered the American people under the old- 
age, survivors, and disability insurance 
program has grown with the growth and 
expansion of the American economy, and 
will continue to be adjusted to chang­
ing conditions.

The AMA goes on to imply that enact­
ment of H.R. 4222 would create a tax 
load that future generations of work­
ers would be unwilling or unable to bear. 
(Page 54.) There is no reason whatever 
to expect that this will happen. In the 
first place, coverage of the group now on 
the beneficiary rolls will have very little 
cost impact since the cost will be spread 
over future generations of workers as 
well as those now in the labor force. In 
fact, to exclude from protection under 
the bill all those now on the beneficiary 
rolls and all those who did not have a 
significant amount of covered employ­
ment after the time the proposed plan 
went into effect would reduce costs by 
only about 0.06 percent of covered pay­
roll.

Another support offered by the AMA 
for its prediction that future genera-

tions will not be willing to pay their so­
cial security taxes is the statement, cur­
rently being circulated both by the AMA 
and by some people in the insurance in­
dustry, that younger workers are “sub­
sidizing” with their social security taxes 
the payment of benefits for people who 
are now retired, and that these younger 
workers will not get their money’s worth 
in protection for themselves and their 
families. Such statements are not cor­
rect. Even workers who will be covered 
by the program over a whole working 
lifetime and who will be paying contri­
butions at the maximum rate, that is, 
the rate scheduled to go into effect in 
1968, will be getting insurance protec­
tion whose value is at least equal to the 
value of their contributions. The rea­
son this is possible relates to the fact 
that the employer contributions paid un­
der the program are not earmarked for 
any particular employees or groups of 
employees. Because of the availability 
of these employer contributions, the 
value of the protection received by those 
who become beneficiaries in the early 
years of the program can exceed the 
value of the protection received by those 
and the equal amounts paid by their em­
ployers without there being any over­
charge of workers who are now young.
COMMENTS ON SECTION VIII----EFFECT OF H.R.

4222 ON PRIVATE, VOLUNTARY EFFORTS

The AMA here advances the prepos­
terous argument that H.R. 4222 will 
damage or destroy such varied activi­
ties as community meals-on-wheels pro­
grams, construction of hospitals through 
philanthropic grants, community chest 
activities, and voluntary efforts to build 
chronic disease centers, retirement vil­
lages, church homes for the aged, and 
nursing homes.

It is true of course that if the bill is 
enacted, individuals and voluntary or­
ganizations will be relieved, to a large 
extent, of one burden they now carry: 
If the bill is enacted, many thousands 
of older Americans will no longer have 
to seek charity from voluntary organiza­
tions when they become ill. I know that 
both the charitable organizations and 
the aged will look upon this as a blessing. 
It is as absurd to argue that narrowing 
this area of need will be disastrous to 
voluntary charitable organizations as it 
is to argue that the discovery of penicillin 
has damaged the medical profession be­
cause people with infectious diseases now 
require less medical care, or to argue 
that the patient has been disadvantaged 
because penicillin has robbed him of the 
need to undergo intensive medical care 
over an extended period of time.

Just as the efficiencies of modern med­
icine have enabled physicians to devote 
more time and energy to the field of 
chronic illness and other fields that 
heretofore received too little attention, 
the enactment of my bill would enable 
charity organizations to devote their 
energies and resources to meet more 
completely the varied needs of the com­
munity. For example, voluntary hos­
pitals, or nursing homes that are con­
stantly in financial difficulty because 
they must accept older people who can­
not pay for the care they receive would

be relieved of this problem. The funds 
that are released would be available for 
improving the services these hospitals 
and nursing homes give to their pa­
tients; or the funds would be available 
to reduce the rates that now have to 
be charged to paying patients.

If H.R. 4222 is enacted, community 
chests and other large and small volun­
tary organizations that contribute to 
support hospitals and nursing homes will 
of course benefit in the same way. These 
organizations will then be able to devote 
more of their resources and energies to 
building retirement villages, meals-on- 
wheels programs, and a myriad of other 
needed services.
COMMENTS ON SECTION IX----WHAT THE MEDICAL 

PROFESSION IS DOING

The AMA has described in detail the 
efforts that many American doctors and 
medical organizations are voluntarily 
making to meet the health problems of 
older Americans. I was impressed pri­
marily with the wide range of activities 
that physicians carry on in order to ad­
vance science, promote better public un­
derstanding of the problems of aging, 
and encourage better medical, public 
health and rehabilitation services for 
aged people. I think it is also impor­
tant to point out, however, that the bill 
would not alter or in any way affect 
these activities of physicians.

I would like to add that whatever 
progress has been made in improving the 
medical and vocational services avail­
able to older people has been due not 
only to the efforts of physicians but also 
to the efforts of Americans in many dif­
ferent occupations who have joined in 
bringing to bear their energies, their 
different skills, and their money to com­
mon purposes. Also, it is fair to point 
out that the Federal Government has 
played an important and active part in 
these achievements.

The AMA rightly emphasizes that 
there still remains a great need for ad­
ditional hospitals, nursing homes and 
other community health facilities. En­
actment of the community health serv­
ices and facilities bill—H.R. 4998 and 
S. 1097—would supplement the Hill­
Burton program to make possible Fed­
eral support for the development of a 
balanced network of services through­
out the land, including hospital, non­
profit nursing home, home nursing, and 
organized home care programs. H.R. 
4222 would assist in this effort by en­
abling the aged to pay for the health 
care they receive. It is common knowl­
edge that providing free care and below- 
cost care for the aged has placed a con­
siderable financial strain on hospitals 
that has impeded improvements in hos­
pital care. Obviously, the inability of 
aged people to pay for needed health 
care has also hampered the development 
of facilities designed to meet the health 
needs of old age. The current low level 
of care in nursing homes is a good ex­
ample of the quality of the health care 
the aged now get through present fi­
nancing arrangements. When provision 
is made so that the aged are able to 
finance the care they need, facilities 
will be constructed to provide that care.
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The recent expose in Baltimore of the 

deplorable conditions in homes licensed 
by the State health department to pro­
vide care for the aged is a striking case 
in point. I want to insert for the rec­
ord an article from the Baltimore Sun 
for July 15, 1961, which describes the 
situation in some detail. Suffice it for 
me to say that Baltimore is not a unique 
city in this respect, and that the exist­
ence in great numbers of overcrowded, 
dilapidated, unsanitary nursing homes 
throughout the United States is a mat­
ter that ought to concern and disturb 
us all.

Article from the Baltimore Sun, 
July 15, 1961:
Fifteen in Care Home Found Under Lock—• 

23 of 27 in Roslyn Avenue Place Taken 
to City Hospitals

State health authorities closed a north­
west Baltimore care home late yesterday 
after discovering 15 elderly patients were 
being kept behind a padlocked door on the 
third floor.

Miss Esther Lazarus, director of the city’s 
Department of Public Welfare, said 27 pa­
tients were found in the house in the 2300 
block Roslyn Avenue although it had orig­
inally been licensed for only 11 persons.

Twenty-two patients—all welfare recipi­
ents—were transferred to the city hospitals 
on an emergency basis by a fleet of munici­
pal ambulances.

SAYS PERMIT HAD EXPIRED

Miss Lazarus said she was told the home, 
operated by Mrs. Ethel Camphor, had been 
unlicensed since her State permit had re­
portedly expired last month.

The welfare director said State officials re­
ported that the home’s operator had told 
them the third floor was being used as her 
living quarters.

The discoveries were made when officials of 
the State Department of Health inspected 
the house preliminary to relicensing the 
premises, she continued. The Health De­
partment is charged with regulating care 
and nursing homes.

When the inspectors arrived at the Roslyn 
Avenue house yesterday morning, Miss La­
zarus related, Mrs. Camphor was not at 
home.

VOICES HEARD OVERHEAD

They found 12 men and women on the 
first two floors of the racially integrated 
home—one above the legal limit, she con­
tinued.

The attention of the inspectors was at­
tracted to the third floor when voices were 
heard coming from the area, Miss Lazarus 
said.

When they ascended the stairs to the third 
floor, they found the door at the head of the 
staircase padlocked, it was stated.

No key was available, according to reports 
reaching the welfare director.

It was later learned that the group of 
patients were being housed here.

Mrs. Camphor did not return until about 
2 p.m., Miss Lazarus said, and during the 
entire period, the patients were not fed.

Health officials decided to close down the 
premises and the welfare department made 
arrangements for its 22 clients to be taken 
to the City Hospitals Infirmary.

RELATIVES CALLED

The other five were taken away by hastily 
summoned relatives.

While the patients were considered am­
bulatory, some of them had to be carried 
into the waiting ambulances on litters and 
in chairs. Others were helped by policemen 
and ambulance attendants.

Their belongings, packed into paper sacks 
and cardboard boxes, were placed in the 
ambulances, too.

Mrs. Camphor declined to make a public 
statement about the incident.
COMMENTS ON SECTION X----WELFARE PRO­

GRAMS—PUBLIC AND PRIVATE

The tenor of this section is that the 
programs now providing assistance to 
some of the needy people who cannot 
meet the costs of their medical care 
have been ignored by the advocates of 
the social insurance approach; (page 65) 
that these programs represent a satis­
factory method of dealing with the prob­
lems the aged have in meeting these 
costs; (pages 65 through 67) that set­
ting up a health insurance program 
under social security would conflict 
with, and perhaps even destroy these 
programs, substituting for them an infe­
rior one; and that the public has a 
greater voice in other programs than in 
a Federal one. None of these things is 
the case. (Pages 67 and 68.)

The supporters of my bill have not ig­
nored the existence of public and pri­
vate welfare programs that now help to 
meet the costs of medical care of some 
of the needy aged. In the absence of a 
social insurance program these pro­
grams serve an essential function; and 
even when health insurance is added to 
social security they will continue to ex­
ist and perform an important function.

There is no conflict between these 
programs and health insurance under 
social security, just as there is now no 
conflict between old-age assistance and 
old-age and survivors insurance. In 
fact the effectiveness of old-age and 
survivors insurance in preventing pover­
ty among the aged has enabled public and 
private welfare programs to deal much 
more adequately with the declining 
residual need than would have been pos­
sible if the welfare programs were mis­
takenly relied upon to do the whole job. 
Similarly, when hospital insurance for 
the aged is added to the social insur­
ance program, the Federal-State assist­
ance programs and the other public and 
private welfare programs mentioned in 
the statement of the AMA (pages 65 and 
66), will be able to meet the cost of resid­
ual medical needs much more adequately 
than they are able to meet these needs at 
present.

The AMA speaks of “fixing a master­
pattern of health services for the aged 
throughout the entire Nation” as if this 
were a bad thing. (Page 68.) I do not 
believe that it is a bad thing to provide 
basic protection against hospital costs 
for the aged person no matter where he 
lives. This is what my bill would do. 
What we have at present is a situation 
where a person in Massachusetts or New 
York who needs hospital care for a given 
condition and for a given period of time 
can get assistance while a person in Ken­
tucky, Tennessee, or Mississippi with 
exactly the same need cannot get as­
sistance. This may seem a desirable 
situation to the AMA because it reflects 
the income and resources of the States 
but it does not seem so to the residents of 
Kentucky, Tennessee, and Mississippi 
who need the care but cannot pay for it. 
A Federal program can reflect fully the 
needs of local communities through local 
offices, consultation with the States, and 
use of State officials to perform appro­

priate parts of the administration of the 
program. Under H.R. 4222 all these 
things would be done. One of the ad­
vantages of the Federal program is that 
it would not be bound by the limited re­
sources of the low-income States.

The AMA makes much of the idea that 
State and local assistance programs 
“represent the natural development and 
the natural implementation of the com­
munity’s responsibility for its members.” 
(Page 67.) The implication must be 
that in some way a national social in­
surance program like we have today is 
unnatural. How the AMA reaches this 
conclusion is beyond me. It is natural 
and highly desirable that the mind of 
man devise better solutions to his prob­
lems as time goes on. There is prac­
tically universal agreement that so far as 
income maintenance is concerned social 
insurance is the preferred approach over 
public assistance; surely it was natural, 
then, to turn to the insurance approach. 
So, too, it is quite natural for our people 
to prefer social insurance against the 
costs of medical care in old age to the 
inferior method of assistance, which re­
quires people to exhaust their resources 
and declare themselves unable to meet 
their own needs before they can get help.

The AMA says it has no desire to 
“pauperize” the aged. (Page 65.) Of 
course it does not desire to do so and 
would not do so. Nevertheless, the end 
result of the program it advocates would 
be that many older people would be pau­
perized. Any program relying on a 
means test—any program that, as the 
AMA advocates, helps only those who es­
tablish inability to care for themselves— 
is by definition a program that requires 
older people to exhaust their resources 
before they can get help. If exhaustion 
of resources is not pauperizing people, 
what is it?

The AMA makes the preposterous sug­
gestion that the only reason why people 
prefer insurance to assistance is “prop­
aganda for the Federal approach.” (Page 
67.) I find it hard to deal with this sug­
gestion seriously. Does the AMA really 
believe that the only reason why people 
do not want to subject themselves to an 
examination of their and their children’s 
income, resources and other personal cir­
cumstances—that the only reason why 
they do not want to declare themselves 
incapable of meeting their own needs— 
is that they have been propagandized 
into this attitude? Of course the AMA 
does not believe this. The fact of the 
matter is that a means test approach to 
any problem requires the division of peo­
ple into two groups—one labeled “suc­
cessful” and the other “unsuccessful.” 
It is innately distasteful to any man who 
has supported himself and his family 
throughout his entire working life to 
have to come, hat in hand, to the wel­
fare agency in his old age and say: “I 
have failed. I cannot pay my bills. 
Please give me help.” This is the rea­
son why the American people over­
whelmingly prefer the insurance ap­
proach, and why the present complex of 
assistance programs, helpful and neces­
sary as it may be, is not a satisfactory 
approach to the problem.

The provision of health insurance 
benefits at age 65 is attacked by the
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AMA because it might encourage people 
to defer treatment until age 65. (Page 
67.) Social insurance proponents do not 
argue that the protection provided under 
the program will cover all problems. Be­
cause it does not try to cover all prob­
lems, social insurance can concentrate on 
the problems of the aged, among whom 
the need for protection is most acute. 
But is the AMA concerned because medi­
cal assistance for the aged and old-age 
assistance are available only after 65, and 
is it concerned because such help as the 
States offer to persons below age 65, for 
whom there are no Federal grant-in-aid 
programs, is even more woefully inade­
quate than the help offered to the aged? 
COMMENTS ON SECTION XI----ADVANCEMENTS OF

PRIVATE INSURANCE AND PREPAYMENT MECH­
ANISMS

In the AMA statement, the supporters 
of H.R. 4222 are accused of being opposed 
to the development of private health 
insurance for the aged. (Pages 73 and 
74.) Nothing could be further from the 
truth. And the allegation—presumably 
attributed to me and to the supporters of 
my bill—that 49 million people cannot 
afford health insurance is something I 
never head of before. (Page 73.) I ac­
cept the AMA’s proof that this allegation, 
which I presume was originated by the 
AMA, has no base. I have watched with 
interest the growth of health insurance 
for the younger population and hoped 
that their coverage would be paralleled 
by comparable coverage for the aged, 
which would have helped solve their 
health care cost problems. However, 
this has not occurred—less than 50 per­
cent of the aged have any kind of insur­
ance and much of it is completely inade­
quate for their health care needs.

Now, it should be made clear that I do 
not criticize the Blue Cross plans nor 
the insurance companies for this. On 
the other hand, I applaud their com­
mendable efforts and ingenuity and I 
admire, along with the AMA, the note­
worthy recent efforts of the Connecticut 
insurance companies and the Pennsyl­
vania Medical Society to provide ade­
quate insurance for the aged.

The AMA statement completely avoids 
any discussion of the underlying prob­
lems which have prevented the provi­
sion of adequate health protection to the 
aged. These problems were outlined by 
Dr. Basil C. MacLean, recently retired 
president of the Blue Cross Association— 
the organization which has, let me point 
out, done most to meet the insurance 
needs of the aged—who said:

A lifetime’s experience has led me at last 
to conclude that the costs of care of the 
aged cannot be met, unaided, by the mech­
anisms of insurance or prepayment as they 
exist today. The aged simply cannot afford 
to buy from any of these the scope of care 
that is required, nor do the stern competi­
tive realities permit any carrier, whether 
nonprofit or commercial, to provide benefits 
which are adequate at a price which is feasi­
ble for any but a small proportion of the 
aged.

The difficulties mentioned here are 
obvious when we realize that the total 
health care expenses of an average aged 
person amount to one-fourth or one-fifth 
of his income. Private and nonprofit

health insurance carriers are struggling 
with the dilemma of providing adequate 
insurance for the aged without passing 
the heavy financial burden to their 
younger subscribers or charging higher 
rates for the aged than they can afford 
to pay. The dilemma has not been 
solved. It is certainly not solved by sell­
ing insurance with inadequate benefits.

The AMA, after “adjusting” the figure 
on aged people without health insurance 
to take out the people on public assist­
ance, proudly announces that “We can 
safely conclude that 70 percent of the 
aged who are in the market for volun­
tary insurance now have it.” (Page 70.) 
Since illness and high-health-care costs 
are major reasons for applying for as­
sistance and many of these people would 
not be on assistance if they had health 
insurance, it is remarkable that the AMA 
chooses to count those on assistance as 
“not in the market.” They, like all the 
low-and-moderate-income aged, are “not 
in the market” for adequate commercial 
insurance in the same sense that they 
are not in the market for automobiles— 
they cannot afford them. This kind of 
measurement is appropriate for market 
research purposes but not for the pur­
pose of determining the need for health 
insurance for the aged.

Furthermore, it is not enough to pro­
vide figures on how many aged persons 
are covered; it is important to note the 
characteristics of people who do not have 
insurance, a subject which the AMA 
statement avoids. According to the Na­
tional Health Survey, in 1959 health in­
surance coverage was carried by only 33 
percent of the aged in families with less 
than $2,000 yearly income, by only 42

B. SENIOR CITIZENS HOSPITAL-SURGICAL GROUP 
PLANS

Company
Daily room 
and board 
payments

Maximum 
days covered

Miscellaneous 
extras

Maximum 
surgical 
schedule

Annual pre­
mium at age 

65 (male)

The Travelers Insurance Co_______ $10 50 Up to $100 for 
8-day stay or 
more.

$200 $86. 52

15 50 Up to $150 for 
8-day stay or 
more.

300 118.67

Aptna Life Tnsiirancft Co 10 60 $100______________ 300 92.99
Metropolitan Life Insurance Co..-- 10 31 $50._____ ________ 200 80.67

15 31 $75_______________ 300 121.00
Prndontial Insurance, Co 8 35 $60_______________ 250 73.32

16 35 $120______________ 250 122. 66

These are open for membership on 
a statewide basis during periodic enroll­
ment periods. All have a 6-month wait­

Daily room and 
board

Maxi­
mum 
days 

covered

Miscellaneous extras
Maxi­
mum 

surgical 
schedule

Annual 
premium 
at age 65

65-plus plan, Continental Casualty____
65 plan, Fireman’s Fund Insurance 

Group.
Senior security plan, Mutual of Omaha.

Up to $10 a day. 
____ do_________

____ do_________

31
31

60

Up to $100__________  
____ do_______________

80 percent of charges 
above $100 to $1,000 
maximum.

$200 
$200

$225

$78
$78

$102

It is instructive to compare the pre­
miums of the policies with broader cov­
erage—though all are quite limited—to 
the median income of an aged person, 
namely, about $1,000. Such policies do 
not provide payment for nursing home

percent of the retired aged, and by only 
30 percent of the aged unable to work 
or keep house due to chronic conditions. 
Thus, extension of insurance coverage to 
the aged who are not insured becomes 
increasingly difficult to achieve because 
they are more likely to be persons in 
the low-income and poor health-risk 
groups who cannot afford insurance and 
are poor prospects from a commercial 
insurance point of view.

In view of these facts, I am not im­
pressed with the AMA figures on the 
number of insurance plans offering 
health insurance to the aged or on the 
number of workers with insurance that 
could continue into retirement. (Page 
71.) It would be more significant if the 
AMA would provide data on the premium 
costs of adequate insurance for the aged 
and the number of aged persons who 
could afford to pay these costs.

I have several times referred to the 
inadequacy of insurance for the aged, a 
subject on which the AMA statement 
does not provide the facts, and I would 
like to offer some specific information 
about this matter. The Department of 
Health, Education, and Welfare has pro­
vided me with the following informa­
tion which is based on the Health Insur­
ance Institute’s 1960 report on “Health 
Insurance Plans and Policies of Insur­
ance Companies Available to Americans 
65 Years of Age and Older.”
A. INDIVIDUAL AND FAMILY HOSPITAL-SURGICAL 

EXPENSE PLANS GUARANTEED RENEWABLE FOR 
LIFE

Many such policies are offered, all re­
quiring applicant to be of normal health. 
Examples are:

ing period for preexisting conditions, but 
no limitations because of physical condi­
tion. They can be canceled and 
premiums can be adjusted only on a 
statewide basis.

care, home health services, outpatient 
diagnostic procedures, physician home 
and office visits, drugs, dental care nor 
eyeglasses; the payments provided for 
hospital room and board are far below 
the usual charges to the patient, and
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those for miscellaneous extras would 
rarely cover all the charges for operating 
room, recovery room, laboratory, and 
special diagnostic services; but the pre­
miums run as high as $122 for an in­
dividual, which would amount to over 12 
percent of income for aged persons with 
average income.

Even Blue Cross often does not pro­
vide coverage for some of the aged sub­
scribers equal to that which it offers to 
the younger members. Senior certifi­
cates typically provide for no more than 
31 days of hospital benefits and many 
provide limited allowances—$7 to $10 a 
day—toward the cost of room and board, 
or provide for a deductible or for co­
insurance. In most cases there is an ex­
clusion or limitation on hospitalization 
coverage for preexisting conditions.

The AMA statement says that the pas­
sage of H.R. 4222 “would unquestionably 
undermine private health insurance.” I 
think the AMA is unquestionably wrong 
on this point. The proposed health in­
surance benefits would not cover the 
younger group who number nine-tenths 
of the population; nor would they cover 
all the health care costs of the aged. 
Many aged persons will want to buy in­
surance protection against the costs of 
drugs, medical appliances, and physi­
cians’ services and will in fact be encour­
aged to do so by reason of having the 
basic coverage of health service costs 
under the bill.

In a speech before the last annual 
meeting of the Health Insurance Asso­
ciation, Frederic M. Peirce, president of 
General American Life, although op­
posed to the administration’s bill, stated 
that such a program would not end pri­
vate health insurance. He pointed to 
the growth of life insurance since enact­
ment of the Social Security Act, and 
went on to say, “It is a record which pro­
vides a fitting analogy and a sound 
precedent upon which to base the ex­
pectation that the health insurance busi­
ness will continue to grow and prosper 
despite the advent of Government-pro­
vided health insurance, if that unwel­
come development should come to pass.” 
Many other spokesmen for commercial 
health insurance agree with Mr. Peirce. 
Why should the allegations of the AMA 
then, that health insurance would be 
undermined, be given credence?

I was amused by the AMA’s fumbling 
attempt to discredit a statement taken, 
out of context, from a report submitted 
to the Committee on Ways and Means 
by the Department of Health, Education, 
and Welfare in 1959. The statement 
excerpted from the report is:

Relatively few—14 percent of the couples 
and 9 percent of the nonmarried benefi­
ciaries—had any of their [total medical care] 
expenses covered by insurance. (Page 73.)

The AMA would have us believe that 
the small proportion of the aged with 
medical expenses covered by insurance is 
proof that the aged are healthy. This 
must be the case, they imply, since “one 
must use medical care to receive a 
health insurance benefit.” (Page 74.) 
This is a fantastic extreme of misinter­
pretation. The part of the report from 
which the AMA lifted its quote had ref- 
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erence to “beneficiary groups incurring 
medical costs.” The report brought out 
that of those incurring costs relatively 
few had any of their costs covered by in­
surance. Far from saying that few of 
the aged received medical care or had 
medical expenses, the report brought out 
that actually only 3 percent of the aged 
couple beneficiaries and only 8 percent of 
the nonmarried aged beneficiaries in the 
survey had no medical expenses during 
the survey year.

The AMA statement places much em­
phasis on the multiplicity of plans and 
“the wide variety of choice in the selec­
tion of a health plan.” (Page 74.) Let 
me point out that, with the small in­
comes of aged people, choice is limited to 
what can be afforded. The services cov­
ered under the bill are basic ones. With 
the coverage of these basic costs, then 
aged people will really be able to choose 
among the additional benefits available 
under private health insurance.
COMMENTS ON SECTION XII—KERR-MILLS IM­

PLEMENTATION AND REASONS WHY WE PREFER 
THIS APPROACH

The AMA makes the point that doc­
tors have given freely of themselves and 
of their skills to the needy without rec­
ompense. (Page 76.) The association 
also states that they have worked toward 
the provision of high quality care for the 
needy. I, for one, would not want to 
question these statements. I have no 
doubt that doctors have done both of 
these things, and done them to the very 
best of their capacities and abilities.

However, I do question that these 
worthy actions support the conclusion 
that the medical-assistance-for-the- 
aged program provides the most effective 
answer to the problem that exists. The 
problem is that so many of the aged 
cannot afford the expenses of proper 
medical care, and lacking the means, 
many do not seek the necessary care. 
As long as the method the AMA sup­
ports is that of giving help to those 
who must prove their financial need, 
there is going to be a strong deterrent to 
seeking timely medical care. I am not 
going to say that a pauperized person 
will be refused medical attention when 
he finally seeks it or that a doctor will 
intentionally give perfunctory treatment 
to such a person. But this is a far cry 
from a system of prepaid medical care 
where a person feels free to seek services 
at the time the need first shows itself; 
free of the strong deterrent of having 
to subject himself and his family to the 
scrutinies and personal investigations 
into the details of life—examinations in­
to how and what they buy and how their 
children live and spend their money, and 
often even investigations at their homes 
to determine whether their statements 
should not be questioned.

Then, let us not overlook the fact that 
whether a person qualifies under medical 
assistance for the aged depends upon 
whether he meets the State definition 
of “need.” In other words what a per­
son can get under medical assistance for 
the aged depends upon what the State 
sets as the requirements of “‘medical in­
digence,” and what, even after the person 
meets these requirements, the State can 
afford to provide for him in the way of

medical services. The whole point is 
that one does not know what, if any­
thing, will be done. Some States will be 
in a position to do very little and then 
for only those who have very little. I 
do not see how this kind of program can 
match a system of prepayment for as­
sured protection against the costs of 
specified types of services.

The AMA obviously fails to see the 
distinction in approach between an in­
dividual needs test and the provision of 
health benefits under the old-age, sur­
vivors, and disability insurance program. 
It claims that the old-age, survivors, and 
disability insurance approach automati­
cally labels all those over age 65 as “med­
ically indigent” and is therefore demean­
ing of the whole group. (Page 83.) By 
making this comparison I think the AMA 
has clearly demonstrated that it does not 
understand how requiring a person to 
seek assistance as one who cannot meet 
his expenses differs from claiming a ben­
efit of a planned contributory program 
made available to all members of the 
group without loss of dignity to any 
member.

This point is not one that lends itself 
to parrying with words—it is a point 
where we are dealing with human feel­
ings and we must accept the facts. The 
plain fact is that the old-age, survivors, 
and disability insurance program does 
result in people retaining their dignity— 
the means test does not have that 
strength. The plain fact is that old-age, 
survivors, and disability insurance has 
been accepted as the preferred approach.

The AMA admits that the medical- 
assistance-for-the-aged programs “have 
not yet been fully implemented,” and 
offers as an explanation the “laudable 
fiscal caution” exercised by States that 
have established limited programs be­
cause of a lack of information on the cost 
of such programs. (Pages 79 and 80.) 
The misinformation of the AMA’s hard­
sell advertisement, published in a large 
number of newspapers on April 19, 1961, 
which said about the Kerr-Mills program 
of medical assistance for the aged, “it is 
now being put into operation in 46 
States”—actually, even as of mid-August 
only 14 States had programs in effect— 
has now been replaced by a newer soft- 
sell approach—one presenting somewhat 
less in the way of outright misinforma­
tion. However, it is common knowledge 
that the reason that so many States 
have no programs is not because of some 
abstract laudable fiscal caution but 
because State and local taxes in many 
parts of the country have reached the 
outer limits of practicability and painful 
searches for new tax sources have met 
with frustration. It is not surprising 
that States, wishing to compete with 
their neighbors for new business, are un­
able—not that they are unwilling—to 
embark on a brand new welfare program 
when in State after State existing State 
and local services are starved for ade­
quate support.

In explaining why States without any 
medical-assistance-for-the-aged pro­
gram have not acted, the AMA statement 
refers to a “campaign of active dispar­
agement of medical assistance for the
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aged, hampering its implementation. 
The very people who support H.R. 4222 
have been most active in this campaign.” 
(Page 80.) It is strange that laudable 
fiscal caution is used to explain the severe 
limitation found in some of the handful 
of existing medical-assistance-for-the- 
aged programs but not to explain why 
the majority of States have taken no 
action. In any case, I will take this 
opportunity to point out that I as well as 
the other advocates of H.R. 4222 have 
for many years worked hard to bring 
adequate public assistance to the needy 
aged. I might add that organized medi­
cine did nothing to help to create the 
assistance programs, including the 
vendor payment program for medical 
care under old-age assistance. I also 
know the California Medical Association 
opposed the start of the vendor payment 
program under old-age assistance there, 
and called the program socialized medi­
cine, until it seemed good tactics to sup­
port public assistance as part of an at­
tempt to defeat what they feel is a 
greater evil—the King bill. I am de­
lighted at the AMA’s change of heart 
and their support of medical assistance 
for the aged, in spite of their motives. I 
am disgusted, however, at their allega­
tions that people who have always sup­
ported public assistance have changed 
their minds. I believe that medical as­
sistance for the aged and H.R. 4222 are 
both necessary, as do all the supporters 
of H.R. 4222 I am acquainted with. 
Thus, nothing could be farther from the 
truth than the impression given by the 
AMA that those recommending enact­
ment of H.R. 4222 are in favor of de­
stroying the medical-assistance-for-the- 
aged programs. (Page 79.) H.R. 4222 
and medical assistance for the aged are 
not alternatives, as the AMA suggests, 
any more than the existing public as­
sistance and social insurance programs 
are alternatives.

One of the most startling contradic­
tions in the entire AMA testimony ap­
pears on page 79 of the statement. Pre­
viously, the AMA has declared that its 
official policy is to give full support to 
the Kerr-Mills program and the passage 
of State legislation to put that program 
into effect. (Page 77.) Now, two pages 
later, we are astonished to find the AMA 
saying: “Most important, it must be real­
ized that in the opinion of some States 
the law is not required and thus they 
have wisely not implemented it.” Is this 
the way that the AMA gives full support 
to the development of the Kerr-Mills 
program? Is the AMA now suggesting 
that in some of the States without such a 
program older persons should not even 
have help through the Kerr-Mills legis­
lation? Or that in some States no aged 
persons outside of those receiving old- 
age assistance have a problem of meeting 
health care costs? One must wonder 
whether the AMA really is sincere in its 
professed support of the Kerr-Mills legis­
lation or is merely using that legislation 
to attempt to confuse the issue and thus 
delay enactment of H.R. 4222.

One reason the AMA gives for the lack 
of State action to implement medical- 
assistance-for-the-aged programs is 
that:

Some State legislatures » * * have been 
reluctant to devote State funds to medical 
assistance for the aged on the grounds that 
it might be superseded [by H.R. 4222.] 
(Page 80.)

It should be obvious that there is a 
need for medical assistance for the aged 
that is separate and apart from the need 
for H.R. 4222. If such were not the case, 
the States might be expected to abandon 
cash payments under their existing pub­
lic assistance programs because of the 
existing OASDI program. On the con­
trary, at least one State, West Virginia, 
adopted a fuller medical-assistance-for- 
the-aged program—as a temporary ex­
pedient in anticipation of Federal health 
insurance legislation—than it really 
could afford to carry on a continuing 
basis, counting on passage of the insur­
ance program to reduce the assistance 
program to manageable proportions. It 
is not unlikely that the expectation that 
H.R. 4222 will be enacted has led some 
other States to go further than they 
will be able to finance if H.R. 4222 is not 
enacted. If H.R. 4222 is not enacted, 
these States may well have to cut back 
on medical assistance for the aged.

It is the AMA, not the sponsors of 
H.R. 4222, who are the Johnny-come- 
latelies in supporting medical assistance. 
The sponsors of H.R. 4222 recognize 
that themedical-assistance-for-the-aged 
plans will do a more effective job if they 
have the basic provisions of H.R. 4222 on 
which to build. Freed from the terrible 
financial burden of coping with the 
whole problem through public assist­
ance, the States will be able to concen­
trate on supplementing the basic plan 
to take care of special needs where such 
are found to exist. While the AMA does 
not understand why State revenues are 
overburdened and why social security 
financing is practical, any of us who 
know of the practical limits to sources of 
State revenues understand the impos­
sible choices faced by the States in al­
locating available funds which fall far 
short of meeting the total needs for 
education, mental hospitals, highways, 
assistance to the indigent aged, and now 
medical assistance to the medically in­
digent aged. (Page 81.) The full pro­
grams the medical-assistance-for-the- 
aged legislation is capable of producing 
would cost the State at least three times 
the $137 million the States paid toward 
vendor payments for medical care under 
old-age assistance in fiscal year 1960 even 
if they continue to exercise what the 
AMA calls laudable fiscal caution. Ob­
viously, the hard-pressed States will be 
able to meet the needs of the medically 
indigent aged only after the biggest part 
of the job is done through social in­
surance. Even the present cautious 
steps taken by some States will prove too 
much for a great many States, particu­
larly the ones with lowest income, to 
take. In evaluating the potential of the 
medical-assistance-for-the-aged pro­
grams, it should also be borne in mind 
that future new tax money that may be­
come available in the States for welfare 
programs will not necesarily be chan­
neled into medical assistance for the 
aged. Other unmet welfare needs may 
often have higher priority. Even the

long-established cash old-age assistance 
programs of a number of States do not 
cover what the States themselves have 
determined to be the recipients’ needs. 
In a survey of 49 States conducted for 
the 1960 Advisory Council on Public As­
sistance, it was found that the old-age 
assistance payments made by 36 States 
failed to meet the State’s own standards 
of needs for the aged on the rolls, and 
these standards are in many cases very 
low. The assistance payments made 
under the State’s aid-to-dependent- 
children programs were reported to fall 
much shorter of need than those for the 
aged.

The AMA speaks of past improve­
ments in medical assistance for the aged 
and predicts further* improvements. 
(Page 79.) Yet it does not tell of the ex­
perience of West Virginia, which I have 
mentioned above, where the State was 
not able to sustain its original program 
because a program such as H.R. 4222 was 
not enacted. To assure that with their 
limited resources States will provide 
truly adequate medical assistance to the 
aged who need it, the primary role in fi­
nancing basic health care for the aged 
must be assigned to social security.

COMMENTS ON THE SUMMARY

The AMA concludes its statement with 
a reiteration of many of the irrelevan- 
cies and gross misrepresentations that I 
have already commented on—ranging 
from the untenable contention that the 
aged are in “reasonably” good financial 
circumstances to a statement that the 
problem the aged have in financing 
medical care can only be solved by some 
undefined “adjustment by society.”

In appraising the accusations made by 
the AMA concerning the loss of freedom 
they predict will occur if H.R. 4222 is 
enacted, I believe we should also inquire 
into the view of life that produced their 
statements. The fact is that the repre­
sentatives of organized medicine have 
become quite isolated from the general 
stream of American thinking and the 
desires and aspirations of the American 
people. Listen to Dr. Garland, who 
testified before this committee on behalf 
of the American College of Radiology, 
when he equates work as an employee 
with slavery: “Most radiologists,” he 
says, “desire to be free, not employees of 
hospitals.” I believe that the great ma­
jority of American workers would not 
accept this equation of slavery and work 
as an employee. I am certain that this 
and similar pronouncements lead Ameri­
cans to rightfully feel that when or­
ganized medicine speaks from its lofty 
position on matters not related to health 
services, it does not speak for the Ameri­
can people. I believe—and I am sure 
that the American people will agree— 
that the AMA has a view alien to that 
of the majority when it tells us that 
everyone gets the health care he needs; 
that there is no humiliation or loss of 
dignity when an individual applies for 
charity; and that the aged are finan­
cially well off. Also, the AMA does not 
speak for the American people when it 
urges that a plan that would enable the 
American people to pay for their health 
care in old age should be dismissed be-
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cause the aged can get charity. Such 
statements do not reflect the experiences 
of the American people or their desire to 
remain free and independent—free even 
if they have been wage earners. Ameri­
cans want to be able to make provisions 
against the costs of the health care they 
will need when they become old. They 
do not want to rely on charity.

Memorandum

August 3, 1961. 
Robert J. Myers.
Subject: Comments on cost estimates sec­

tion of statement of American Medical 
Association on H.R. 4222.

This memorandum will present certain 
factual comments on “Section VI: Cost Esti­
mates for H.R. 4222,” in the statement of 
the American Medical Association before the 
House Ways and Means Committee on H.R. 
4222 on August 2.

In the fifth full paragraph on page 43, 
there is the criticism that, as late as July, 
we were still developing the cost estimates 
for each of the separate four types of bene­
fits even though the total cost estimate had 
long ago been established. There is the im­
plication that we decided in advance what 
the cost would be and then tried to figure 
out how to arrive at this figure by adjusting 
the cost estimates for each of the com­
ponents. This is not the case. In actual 
fact, there was no change in the original 
estimate for the hospitalization benefits that 
was developed in early 1961. The only ques­
tion was the early-year costs for the three 
minor benefits. Because of the limited 
facilities initially available to provide these 
minor benefits and therefore the resulting 
low-early-year costs, it was certain that any 
revisions of estimates therefor would have 
little effect on the total estimate. Thus, as 
shown on page 16 in Actuarial Study No. 
52, the three minor benefits amount to 
less than 5 percent of the total first-year 
cost—as was also the case in the original 
estimates, although the distribution by type 
of benefit was considerably different.

In the last paragraph on page 44, it is 
pointed out that in the estimates of the 
first-year costs, the proportion of the total 
expenditures for the nursing-home benefit 
is relatively small, being only $25 million, 
or less than 2% percent of total disburse­
ments—all this being despite the argument 
that these nursing-home benefits are pro­
vided to promote the economical use of 
hospital facilities. The statement does not 
take into account the long-range cost esti­
mates, under which the nursing-home bene­
fits account for 12 percent of the total cost 
(since in these estimates it is assumed that 
there will be increasing availability of such 
nursing-home facilities).

In the third full paragraph on page 45, 
it is stated that we have estimated the cost 
of nursing-home benefits for the first year 
of operation as somewhere between $25 and 
$255 million. The source from which these 
figures were taken (namely, the Wall Street 
Journal article) did not adequately under­
stand the significance of the upper figure, 
which, in essence, was developed under high- 
cost assumptions for what the situation 
would be currently if the program had been 
in effect for many years and if adequate ac­
ceptable facilities had been developed. As
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indicated previously, the higher potential 
costs that may result from the development 
of adequate facilities are recognized in the 
long-range cost estimates.

In the last paragraph on page 45, there 
are given figures (which are considerably 
higher than those quoted above) for general­
nursing-home benefits. It should be clear­
ly recognized that the latter figures are 
for general custodial care and do not relate 
to the skilled-nursing-home-care benefits 
provided under the bill for persons trans­
ferred from a hospital for continued treat­
ment of the conditions for which the indi­
viduals were hospitalized.

In the last paragraph on page 46, it is 
stated that our cost estimates allow for 
nursing-home benefits to be less than 3 
percent of the total benefit cost. As I indi­
cated previously, this is only for the first 
year of operation, and a much higher pro­
portion of the cost is represented by the 
nursing-home benefits over the long run.

In the third full paragraph on page 47, 
there is presented an often-used argument 
that the actual cost of the British Na­
tional Health Service in the first year of 
operation was nearly 3 times what it had 
been estimated to cost. The facts of the 
situation are as follows. The original esti­
mate for the net cost to the Government 
was made in 1942 (£110 million). The actual 
experience for the first full fiscal year of 
operation (April 1949 to March 1950) was 
£305 million. The latter figure, however, is 
not comparable with the original estimate 
for a number of reasons—changes in the 
size of the population protected; changes in 
the price level; and the inclusion of certain 
features in the final plan that were not 
contemplated initially (such as dental and 
ophthalmic services and the provision of a 
staff retirement plan). Also, it may be 
noted that although the cost of the na­
tional health service in terms of pounds 
rose by almost 70 percent in the first decade 
of operation, the real increase—after ac­
count is taken of rises in the price level and 
in the population—was only about 5 to 10 
percent. Furthermore, if the costs are ex­
pressed in terms of gross national product, 
they have been stable over the entire decade 
(at a little less than 4 percent).

In the third paragraph on page 48, it 
is pointed out that the cost of the health 
benefits will rise over the years as the 
beneficiary roll grows. For one thing, par­
tially offsetting this trend is the esti­
mated growth in the covered population pay­
ing contributions to support the system. 
More important, however, is the fact that 
the financing arrangements of the bill rec­
ognize this trend in the number of bene­
ficiaries, since the proposal is financed on a 
level basis that is considerably in excess of 
the anticipated early-year costs. As a minor 
point, this paragraph contains two factual 
errors. It is stated that the beneficiary roll 
increases by 300,000 aged persons per year, 
whereas the correct figure is about 700,000. 
Also, it is stated that in 1970 there will be 
20 million persons aged 65 and over who 
will be entitled to the health benefits; actual­
ly, this figure represents the total aged popu­
lation of the country at that time, where­
as it is estimated that the total eligibles 
will number only 18 million.

In the last two paragraphs on page 48, 
general criticism of our cost estimates is 
made—namely, to the effect that they have 
generally been too low. I do not believe that 
this is the case since there are a number 
of instances when costs have been over­
estimated, as well as cases where they have 
been underestimated. This is particularly 
true when costs are considered relative to 
taxable payroll rather than in dollars; the 
former comparison is the more significant 
one since the financing of the program is 
based on a percentage tax rate. An example 
is given in the statement with the intention 
of proving the gross understatement in the 
cost estimates. This allegation is worthy 
of considerable analysis.

The statement points out that one of our 
studies, made in 1958, gives an intermediate­
cost estimate for the disability insurance 
program of $548 million in benefit expendi­
tures in 1965—as against actual 1960 dis­
bursements of $568 million. It would indeed 
be a serious situation if the actual figure 
for 1960 were already larger than the in­
termediate estimate for 1965. Such is not 
the case, however, because the two figures 
cited are not comparable.

The 1965 estimate is taken from Actuarial 
Study No. 48 and relates to the 1956 act. 
On the other hand, the actual 1960 figure 
represents the resulting experience after the 
liberalizations in the 1958 act—provision of 
dependents benefits; liberalization of in­
sured-status provisions; elimination of the 
provision providing for offsetting of other 
Federal disability benefits and State work­
men’s compensation benefits; and general 
7-percent increase in the benefit level (and 
also for December 1960, the effect of elimi­
nating the age-50 requirement). The effect 
of the addition of dependents benefits can 
readily be eliminated from the actual 1960 
experience; $79 million was paid in such 
benefits, leaving $489 million payable in 
benefits to disabled workers. The combined 
effect of the 7 percent benefit increase, the 
liberalized insured-status provisions, and the 
elimination of the offset provision is a rela­
tive increase in cost of about 25 percent. 
Thus, the original estimate of $548 million 
for 1965 should be increased by 25 percent 
to $685 million, before it is compared with 
the 1960 figure of $489 million in benefits 
for disabled workers (i.e., exclusive of de­
pendents benefits).

The original estimate for 1960 (shown in 
table 15 of Actuarial Study No. 48) was $350 
million for the intermediate-cost estimate. 
When this figure is adjusted upward by 25 
percent to reflect the liberalizations in the 
1958 amendments, it becomes $438 million. 
Thus, the actual benefit experience of $489 
million was about 10 percent above the orig­
inal estimate. Even this does not take into 
account the fact that the original estimate 
was based on 1956 earnings levels, while the 
actual benefits paid resulted from the higher 
earnings that arose. These higher earnings 
also resulted in higher contribution in­
come in 1960 than was originally estimated— 
namely, an actual figure of $1,010 million, 
as against the original estimate of about 
$925 million. In other words, about $85 mil­
lion more in income was received than 
initially estimated, versus about $50 million 
more in actual benefit payments than orig­
inally estimated (after adjustment for 
changes in the law in 1958).
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EXPERIENCE UNDER THE KERR-MILLS ACT IN PROVIDING 
MEDICAL ASSISTANCE FOR THE AGED

Public Law 86-778, known as the Kerr-Mills Act, became 

effective October 1, 1960. It provides for medical care for 

the aged, defined as persons 65 and over, who are not in need 

of public welfare aid for daily living but who are unable to 

meet the expenses of medical care in time of illness. This 

report, prepared in response to a legislative request, discusses 

(1) the provisions of the Kerr-Mills Act, (2) the experiences 

of various states in implementing the Act, and (3) the status 

of the medical assistance to the aged program in Hawaii.

The Problem of the Aged 
and Medical Costs

There are 17 million people 65 years of age and over in 

America today, and they constitute nine per cent of the total 

population of the country. In the next 40 years the count of 

the aged is estimated to rise to 30 million individuals. In 

the State of Hawaii alone there were 29,162 aged persons in 

1960 as compared to 20,419 in 1950.

Medical care is a serious problem with this portion of the 

population because the aged tend to be susceptible to illnesses 

and accidents. This nine per cent of the population make up 

for more than 55 per cent of the individuals with limitations 

due to chronic illnesses (such as heart disease, cancer, diabetes 

and arthritis). The aged who are 65 and over spend twice as

much time per year in general hospitals and visit physicians



36 per cent more frequently than does the rest of the population.

As health declines and medical bills mount the aged find 

that their incomes are substantially reduced. Health conditions 

restrict employment; further, their productive years are past. 

The income of many members of this group is generally accepted 

to be less than adequate given the present cost of living in 

the United States. According to the latest federal census, a 

third of the families headed by aged persons in 1959 had in­

comes of less than $2,000.

The majority of the aged are dependent on social security 

(Old-Age, Survivors, and Disability Insurance), private pensions 

and public assistance. There are approximately 12 million aged 

persons receiving social security benefits, and the average 

payment to these aged in October 1960 was $74.02. Public as­

sistance was received by 15.3 per cent of the aged, and the 

average old-age assistance payment was $69.45.

With the need for a program to meet the medical costs of 

the aged widely recognized and accepted, the 86th Congress 

debated different forms which the legislation could take. Con­

sideration was given to a plan to provide a government-operated 

medical insurance program which would be a part of the Old-Age, 

Survivors, and Disability Insurance (OASDI) program. Congress 

decided against a pre-paid form of medical care but did enact 

the Kerr-Mills Act.
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Provisions of the Kerr-Mil].s Act

The new law provides medical care for the aged in two 

ways: (1) it increases federal matching funds for medical care 

under existing federal-state old-age assistance programs (OAA), 

and (2) it creates a new federal-state matching funds program 

called the Medical Assistance for the Aged (MAA) to aid those who 

cannot pay their medical expenses but who are not eligible for 

Old-Age Assistance in their own states. This two-pronged ap­

proach was made in order that all medically needy who are 65 

years of age or over might receive assistance regardless of their 

eligibility for OAA, OASDI, or any type of retirement program. 

Federal funds were first made available as of October 1, 1960.

Each state has the choice of participating in one, both, 

or neither of the medical assistance programs. The objective 

of the Act is to place responsibility for instituting programs 

to meet the medical needs of the aged on each state while at the 

same time providing federal financial assistance and incentives.

Medical Care for the Aged deceiving Old-Age Assistance

A state may expend any amount it wishes for OAA, but the 

federal government matches only a portion of average assistance 

expenditures of each state up to a maximum of $65 a month for 

each recipient. Most states provide an average monthly payment 

of $65 or more to their needy aged for food, clothing, shelter 

ai.d other needs. The Kerr-Mills Act raised the federal matching
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portion up to a maximum of $77, with the $12 increase covering 

only additional medical expenses. Subsequently, the maximum 

was raised to $80 including $15 which is only for additional 

medical expenses.

The federal government's matching formula employed in public 

assistance programs provide more for the “poorer" states and less 

to those with a higher per capita income, except that no state 

receives less than 50 per cent federal matching funds based on 

the amount expended by the state. The following is an abbrevi­

ated formula for federal matching of each state's OAA program:

Average Monthly Grant Expended Federal Matching
by Each State

first $30............... 80%
$30 to $65.............federal percentage1
$65 to $80............ federal medical percentage1

or 15% of average vendor 
payment for medical care 
up to $15

Table 1 illustrates the federal percentages and federal medical 

percentages of each state and other jurisdictions eligible to 

participate in the assistance programs.

1The "federal percentage" and the "federal medical per­
centage" are based on the per capita income of each state as 
related to the national average. Briefly, the federal percent­
age primarily applies to various living expenses and the range 
is limited to 50 to 65 per cent, whereas, the federal medical 
percentage applies strictly to medical expenses and the range 
is limited to 50 to 80 per cent.
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Table 1

FEDERAL PERCENTAGES AND FEDERAL MEDICAL PERCENTAGES 
UNDER THE OLD AGS ASSISTANCE AND MEDICAL 
ASSISTANCE FOR THE AGED PROGRAMS IN

• THE STATES AND TERRITORIES

July 1, 1961 through June 30, 1953

State
Federal 

Percentage
(I)

Federal
Medical 
Percentage

(II)

Alabama 65.00 79.04
Alaska 50.00 50.00
Arizona 58.39 58.39
Arkansas 65.00 80.00
California 50.00 50.00

Colorado 52.78 52.78
Connecticut 50.00 50.00
Delaware 50.00 50.00
District of Columbia 50.00 50.00
Florida 58.44 58.44

Georgia 65.00 75.04
HAWAII 53.38 53.38
Idaho 65.00 66.29
Illinois 50.00 50.00
Indiana 52.03 52.03

Iowa 58.48 58.48
Kansas 57.52 57.52
Kentucky 65.00 75.57
Louisiana 65.00 72.55
Maine 65.00 66.60

Maryland 50.00 50.00
Massachusetts 50.00 50.00
Michigan 50.00 50.00
Minnesota 57.96 57.96
Mississippi 65.00 80.00

Missouri 52.91 52.91
Montana 55.74 55.74
Nebraska 56.86 56.86
Nevada 50.00 50.00
New Hampshire 58.13 58.18
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Table 1 (continued)

Federal

State
Federal Medical
Percentage Percentage

(I) (ID

New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota

50.00 50.00
65.00 65.22
50.00 50.00
65.00 77.47
65.00 72.44

Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island

50.00 50.00
65.00 66.53
52.40 52.40
50.00 50.00
51.09 51.09

South Carolina
South Dakota 
Tennessee
Texas
Utah

65.00 80.00
65.00 72.16
65.00 75.67
60.79 60.79
63.74 63.74

Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin

65.00 67.07
64.91 64.91
50.00 50.00
65.00 70.32
53.10 53.10

Wyoming
Guam
Puerto Rico
Virgin Islands

50.86 50.86
--- 50.00
--- 50.00
--- 50.00

Source: Part of "Table 14.—Federal percentages 
and Federal medical percentages" in: 
U. S., Congress, Senate, Special Com­
mittee on Aging, State Action to Imple­
ment Medical Programs for the Aged, 
A Staff Report, 87th Congress, 1st 
Session, 1961, p. 23.
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Medical Care for the Aged Not Receiving Old-Age Assistance2

The Kerr-Mills Act gives the individual states considerable 

latitude in the scope and nature of the services to be provided 

as well as in determining who shall be eligible for benefits. 

Ho.ever, each state must meet certain requirements and must 

submit its plan to the Department of Health, Education, and 

Welfare for approval. The following requirements apply to both 

OAA and MAA. A state plan must:

(1) Be in effect in all political subdivisions and be 
mandatory upon those subdivisions if administered by 
them.

(2) Provide for financial participation by the state.

(3) Establish or designate a single state agency to 
administer or supervise administration of the plan.

(4) Provide for giving claimants a fair hearing if their 
claims are denied or not acted upon with reasonable 
promptness.

(5) Provide methods of administration found necessary for 
the proper and efficient operation of the plan in­
cluding merit system for personnel.

(6) Provide for making of necessary reports to the 
Secretary of Health, Education and Welfare.

(7) Furnish safeguards against use and disclosure of 
information concerning applicants for and recipients 
of assistance, except for purposes directly connected 
with the administration of the plan.

(8) Permit all individuals wishing to do so an opportunity 
to apply for assistance, and insure that assistance 
will be furnished with reasonable promptness to those 
who are eligible.

For further discussion, please see: W. J. Cohen, "The 
Social Security Amendments of 1960”, Public Welfare. 18, No. 4 
(October, 1960), 189-196.
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(9) If the plan includes assistance for or on behalf of 
individuals in private or public institutions, 
establish or designate a state authority or authorities 
to be responsible for establishing and maintaining 
standards for such institutions.

(10) Provide for the inclusion of reasonable standards for 
determining the eligibility of individuals for OAA 
or MAA and the extent of such assistance.

There are four new requirements which apply only in states 

administering the MAA program. The plans of such states must:

(1) Provide for inclusion of some institutional and some 
non-institutional care.

(2) Prohibit enrollment fees, premiums, and similar 
charges as a condition of eligibility.

(3) Include provisions, to the extent required by the 
Secretary’s regulations, for the furnishing of 
assistance to residents of the state who are tempo­
rarily absent therefrom.

(4) Provide that property liens will not be imposed on 
account of benefits received under the plan during 
a recipients* lifetime, or the lifetime of the 
surviving spouse.

The scope of medical benefits and services provided is for 

each state to decide. The federal government will participate 

under the matching formula, provided both institutional and 

non-institutional services are available, in any program which 

includes any or all of the following services: (1) in-patient 

hospital services; (2) skilled nursing-home services; (3) phy­

sicians' services; (4) out-patient hospital services; (5) home 

health care services; (6) private duty nursing services; (7) phy­

sical therapy and related services; (8) dental services; (9) 

laboratory and x-ray services; (10) prescribed drugs, eye 

glasses, dentures, and prosthetic devices; (11) diagnostic,
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screening, and preventive services; and (12) any other medical 

care or remedial care recognized under state law.

The federal government will share the cost of MAA based 

on the per capita income of the state as related to the national 

average as in the case of OAA. The federal portion of the costs 

of the MAA program is entirely computed on the federal medical 

percentage.^ Although the OAA program is limited to $80, there 

is no maximum upon the dollar amount of federal participation 

in MAA. Thus, the total cost would depend upon the scope of 

the services offered and the number of persons found eligible 

by the states under the various state plans. The federal govern­

ment will contribute toward administrative costs on a dollar-for- 

dollar basis, as is done with all categorical aid programs.

The type of medical plan incorporated by the MAA program 

need not be government operated. A state is at liberty to 

select various types of medical service plans. Voluntary health 

insurance programs, for instance, could be utilized and a state 

would then make payments to these health insurance organizations. 

It is possible to have various health organizations operating 

at the same time in one or more communities. However, the 

eligibility factors and the scope of coverage must be uniform 

throughout the state. A state may, if it wishes, pay for medical 

services on a premium, fee for service, salary or per capita 

basis, or any reasonable combination of such methods.

^See footnote 1 on page 4 for an explanation of the term 
"federal medical percentage".
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The Experiences of the Various States^

There are 54 jurisdictions (50 states plus the District of 

Columbia, Guam, Puerto Rico, and Virgin Islands) eligible to 

receive federal funds under the OAA and MAA programs, but not 

all of these jurisdictions have adopted these programs nor have 

they provided comprehensive benefits to their aged once the 

programs were put into effect.

OAA Programs

According to the report of the Senate Special Committee on 

Aging the status of the OAA expanded medical care program in 

the various jurisdictions, as of March 31, 1961, six months 

after funds first became available, was as follows:

Number of Jurisdictions OAA Expanded Medical Care Program

6.............. No plan to take advantage of
program.

18.............. Providing or planning expanded
coverage or content of services.

5......... .....New programs established.
25.............. Using additional federal fund but

no significant change in program 
content or level.

MAA Programs

As of March 31, 1961, six months after the MAA program 

became effective, there were seven states (Kentucky, Massa- 

chvsetts, Michigan, New York, Oklahoma, Washington, and West

^For further information on this subject please see: U. S. 
Congress, Senate, Special Committee on Aging, State Action to 
Implement Medical Programs for the Aged; A Staff Report, 8 7 th 
Congress, 1st Session, 1961, pp. 12-19.
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Virginia) which adopted the MAA program and were providing 

medical benefits to 27,000 individuals, 17,000 of whom had been 

former recipients of benefits under the OAA program. This oc­

curred because the federal government allowed transfers in 

certain situations. The reasons for such transfers are discussed 

in Appendix A.

Hawaii, Maryland, and the Virgin Islands had MAA programs 

by July 1961 at which time 51,571 individuals were receiving 

benefits as shown in Table 2. The average payment was $212.19 

and the total amount of payments was $10,943,079. It is esti­

mated that by January 1962 there may be 25 states enrolled under 

this phase of the Kerr-Mills Act. The reasons for the slow 

enrollment include the lack of available appropriations and dif­

ficulties encountered in working out the details of the programs 

the jurisdiction wishes.

The programs established by the ten states vary considerably. 

For example, Kentucky limits hospital care to "acute, emergency, 

and life-endangering illness...requiring admission to the hospi­

tal" with a maximum of six days per admission. Physicians’ 

services for non-institutional care in this state are limited to 

two visits per month per patient at $2 an office visit and $3 

a house call. West Virginia limits hospitalization for acute 

illnesses to 30 days annually, and physicians’ services for non- 

institutional care are limited to acute illnesses. Other states 

such as New York, Michigan, and Massachusetts have very liberal 

programs; and North Dakota and Washington have no limitation as 

to the quantity of each service provided.
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Table 2

MEDICAL ASSISTANCE FOR THE AGED: RECIPIENTS AND 
PAYMENTS FOR RECIPIENTS, BY STATE, JULY 1961

State Number of 
Recipients

Payments for Recipients
Total 

Amount Average

TOTAL 51,571 $10,943,079 $212.19

HAWAII 43 9,445 a & b
Kentucky 40 1,599 b
Maryland 2,799 46,581 16.64
Massachusetts 16,068 3,102,890c 193.11
Michigan 4,956 1,657,706 334.48

New York 21,851 5,650,463 258.59
Oklahoma 324 52,514 162.08
Virgin Islands 16 283 b
Washington 680 174,218 256.20
West Virginia 4,794 247,380 51.60

Source: Adapted from ‘'Table 15.—-medical assistance 
for the aged: Recipients and payments for 
recipients, by State, July 1961" in: "Current 
Operating Statistics," Social Security Bulle­
tin, 24, No. 11 (November, 1961), 29.

aHawaii*s program is not yet approved by the Social 
Security Administration. The data is subject to re­
vision.

^Average payment not computed on base of fewer than 50 
recipients.

cExcludes $98,442 in money payments not subject to 
Federal participation.
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Estimated Cost of MAA Program

Twenty-two jurisdictions provided information on the 

estimated cost of one year*s MAA program to the Senate Special 

Committee on Aging which conducted a survey on the various state 

actions on the Kerr-Mills Act. The 20 states estimated, as of 

March 31, 1961, the cost of a year*s medical service under the 

MAA program would be $330,050,622 and of this amount the federal 

share would be $171,867,492, and the state and local share would 

be $158,183,170. However, about $4 out of every $5 would simply 

represent transfers from existing programs (see Appendix A). 

Table 3 lists the various estimates of the 20 responding states, 

Puerto Rico and Virgin Islands.

The Committee estimated that on the basis of the expenditure 

for medical services reported by the states, the per capita as­

sistance would be $100 for each aged person eligible for MAA. 

But when this is compared with the experience of six states 

actually operating the MAA programs, the $100 estimate is more 

than twice the per capita assistance which would be provided by 

the six states if all persons eligible for MAA were under the 

program. (Although Table 2 on page 12 indicates that the average 

payment per recipient was $212.19 in July 1961, this amount 

represents the average payment for those who received MAA, and 

does not represent an average of all of those who are eligible 

for MAA.)

In these 22 jurisdictions approximately 3,300,000 indi­

viduals would qualify for MAA out of an aged population of

-13-



Table 3

ANTICIPATED 1 YEAR COST OF MEDICAL ASSISTANCE FOR 
THE AGED SERVICE AND SOURCE OF FUNDS

March 31, 1961

State and

Expected 
total cost 
of services

„ local funds
New State representing 

Source of funds local transfer of
.  .. ... ...... appropria expenditures

Federal State Local tions from other
needed for health or 
program welfare

programs

TOTAL, 22 
jurisdictions $331,007,370 $172,345,846 $98,460,772 $60,200,752 $33,389,426 $124,023,562a

Arkansas 6,000,000
California 79,596,000
Connecticut 6,600,000
HAWAII 200,000
Kentucky 1,974,800

4,800,000 1,200,000 --- 1,200,000 ---
39,798,000 20,341,000 19,457,000 2,446,000 37,300,000
3,300,000 3,300,000 --- 3,300,000 ---

106,760 93,240 --- --- 93,240
1,493,000 481,800 --- 481,800 ---

Louisiana 4,155,000
Maine 3,375,000
Maryland 1,995,800
Massachusetts 37,724,000
Michigan 9,600,000

2,991,460 1,163,540 --- --- 1,163,540
1,625,000 l,750,000b --- 1,000,000 825,000
997,900 997,900 --- 241,850 756,050

18,315,000 12,886,000 6,523,000 --- 18,315,000
4,800,000 3,840,000 960,000 1,710,000 3,120,000

Minnesota 20,131,000
New Hampshire 595,250
New York 115,000,000
North Dakota 4,200,000
Oklahoma 900,000

11,341,000 4,395,000 4,395,000 2,496,000 6,294,000
345,250 250,000 --- 250,000 ---

57,500,000 28,750,000 28,750,000 10,250,000 47,250,000
3,042,480 1,041,768 115,752 123,746 1,033,774
607,860 292,140 --- --- 292,140



Table 3 (continued)

Expected 
total cost 
of services

Source of funds

New state 
and local 
appropria­

tions 
needed for 
program

State and 
local funds 

representing 
transfer of 
expend itures 
from other 
health or 
welfare 
programs

Federal ;State Local

Pennsylvania $ 28,875,000 $ 14,437,500 $14,437,500 $ — $ 7,837,500 $ 6,600,000

Puerto Rico 876,708 438,354 438,354 ——— 230,818
South Carolina 2,500,000 2,000,000 500,000 ... 500,000
Utah 1,500,000 1,000,000 500,000 .» 500,000 ———

Virgin Islands 80,000 40,000 40,000 —— 40,000

Washington 1,500,000 750,000 750,000 ■>mm 750,000
West Virginia 3,628,812 2,616,232 1 ,012,530 1,012,530

Source: Adapted from "Table 15.—Anticipated 1 year cost of MAA 
service and source of funds" in: U. S., Congress, Senate, 
Special Committee on Aging, State Action to Implement 
Medical Programs for the Aged, A Staff Report, 87th 
Congress, 1st Session, 1961, p. 24.

aTotal of last 2 columns does not equal State and local total 
due to State report inconsistencies.

^Excludes State share of administrative cost.



8,200,000. Others would not qualify because of the limitations 

placed by eligibility criteria. It was originally estimated 

that 10 million persons 65 years of age or older would be 

eligible for MAA if all states were to adopt the program. But, 

the Committee revised this estimate based upon the average of the 

20 states as of March 31, 1961, six months after the Act was 

passed. If this average were projected to include all 50 states, 

only 8 million of the nation’s 17 million individuals 65 or older 

would be eligible for MAA, and the cost would be approximately 

$600 million with the federal government contributing half of 

this amount.

Hawaii and the Kerr-Mills Act 

Act 128, Session Laws of Hawaii 1961, which became effective 

on June 28, 1961, enabled the Department of Social Services to 

participate in the federal MAA program by eliminating the one- 

year residency requirement and by centralizing the medical in­

digent services which were formerly administered by the four 

counties. Although Hawaii's program under the Kerr-Mills Act 

has not received final approval from the Department of Health, 

Education and Welfare, a state plan has been submitted and given 

tentative approval.

Hawaii's MAA Program During Fiscal Year 1961-1962

There was no appropriation by the State Legislature for 

Hawaii's MAA program in 1961, but it was possible to transfer 

funds from the indigent and medical indigent programs. The
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Department of Social Services in an early estimate expected about 

1,200 individuals to be eligible for MAA during fiscal year 1961­

1962. The estimated cost of services was $200,000 of which the 

federal share is to be $106,760.

From July 1, 1961, when the program went into effect, until 

the end of September 1961, there were 392 applicants for MAA of 

which 305 have been approved and 66 denied or discontinued. 

There are 21 applications pending. During this same period, 

there were 479 vendor payments (this is not to be confused with 

the number of individuals who became ill) totalling $108,432 

of which $54,791 is to come from federal matching funds.

Selected Statistical Characteristics of Hawaii*s OAA Program

An OAA recipient in Hawaii received an average assistance 

grant of $65.45 as of July 31, 1961. Of this amount $60.30 was 

a cash payment which a recipient was to use to maintain himself 

with food, clothing, shelter, and other necessities of life, and 

$5.15 was for medical expenses paid directly to vendors. Average 

figures oftentimes do not present an accurate picture of the 

facts involved since they do not include income from other re­

sources which are available to many of the recipients.

In all there were 1,407 OAA recipients, a decrease of 70 

persons from June 1961. This decrease is the result principally 

of the transfers of many OAA recipients who received nursing 

home care costing over $90 to the MAA program. These transfers 

were made so that Hawaii could take advantage of the greater 

federal matching funds under MAA.
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Selected Characteristics of Hawaii's MAA Program

In its initial operation of the MAA program, the Department 

of Social Services encountered difficulties in two areas: (1) 

the four counties which previously administered the medical 

indigent programs did not use uniform standards and procedures 

so in fact there were four different systems, and (2) the number 

of aged people who would apply for MAA was unknown. The Depart­

ment decided to adopt the medical indigent standards of the 

City and County of Honolulu and apply it to all the islands. 

The initial approach was cautious. The Department of Social 

Services, in the light of information made available subse- • 

quently, is now in the process of liberalizing its standards of 

eligibility.

Hawaii’s MAA program as it exists today is somewhat more 

liberal in its eligibility and resource requirements than that 

of the OAA program.^ For example, in the MAA program certain 

reasonable debts are considered in the evaluation of need. Also, 

in terms of resources, the tax-appraised value of real property 

used as a home was raised from $10,000 to $14,000. This enables 

the aged to exempt a greater amount before his home is con­

sidered a resource. Automobiles are not considered a resource 

if they are more than four years old. Special considerations 

are made for more recent automobiles depending upon personal 

circumstances.

^Based on Manual Memo No. 328 of the Department of Social 
Services dated June 28, 1961.
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Relatives (which include parents, husband, and children) 

who are in a position to contribute financially, according to 

the Department’s standards of assistance, are expected to con­

tribute wholly or partly toward the medical care of the re­

cipient. Relative responsibility is determined according to an 

established schedule. For example, a husband and wife with one 

child with a relative 65 or over in need of MAA is expected to 

contribute one-half of the wage earner’s monthly net income over 

$245. The established schedule is used principally as a guide­

line and the terms are liberalized in application. For example, 

a responsible relative might have debts, other obligations, and 

a cost of living which make it impossible for him to make any 

. contribution. In such a situation the Department does not

usually expect the relative to provide financial assistance.

The following outline is from section 4335.2 of the oper­

ating manual of the Department of Social Services and it lists 

some of the provisions of the program as it exists today:

1. Eligibility for MAA

Medical payments shall be made under the MAA category 
if the applicant is:

a. In need according to the standards of assistance 
for MAA.6

^The following is a sample of the amount allowed to a 
single adult recipient under the standards of assistance: food, 
$34.75; clothing, $3.00; laundry, certain set amount if neces­
sary; utilities as paid; household supplies, $2.25; personal 
essentials, $2.00; shelter as paid, up to $50. The Department 
of Social Services does make adjustments to the above figures 
depending upon the needs of the recipient. The Department also 
makes allowances for other needs as necessary, such as trans­
portation.
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b. Sixty-five years of age or over.
c. Not an inmate of a public institution, except a 

public medical institution.
d. Not in a medical institution by reason of tubercu­

losis or mental illness.
e. Not in a medical institution primarily established 

for tuberculosis or mental illness.
f. Determined not to have sufficient resources avail­

able to him within 12 months after date of applica­
tion to pay the cost of medical care.

2. Departmental Payment

The Department shall pay the difference between the 
cost of authorized medical care and the amount of re­
sources available to meet such cost.

3. Residence

a. There shall be no residence requirement for receipt 
of MAA.

b. A Hawaii resident temporarily out of the state may 
be eligible for MAA from Department of Social Serv­
ices to cover expenses incurred in another state.

4. Fee

No enrollment fee, premium or similar charge shall be 
required of the applicant.

5- Liens and Recoveries

a. No lien or encumbrance of any kind shall be 
required from or be imposed against the property 
of an applicant for or a recipient of MAA. as a 
condition of eligibility.

b. There shall be no adjustment or recovery of MAA 
correctly paid during the lifetime of the recipient 
and his surviving spouse.

6. Nursing Home Care

a. For MAA cases only. The cost of nursing home care 
shall be included in the definition of medical care.

b. For OAA cases. If the payment in behalf of a 
needy person 65 years of age or over is more than 
$90 a month, payment shall be made to vendor under 
MAA category, not OAA.

c. The recipient’s personal essentiall allowance shall 
be included in the vendor payment to the nursing
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home operator with the understanding that his 
allowance shall be given to him in cash. Excep­
tions shall be made for incompetents.

Departmental Policy Regarding Medical Care

The medical care available for MAA recipients is compre­

hensive and includes such services as nursing home care, hospital 

care for 15 days with extension possible with departmental ap­

proval, liberal out-patient services, and emergency dental serv­

ices. Hawaii’s MAA program utilizes the same medical facilities 

provided for other categorical aids. There is no free choice of 

doctors. A MAA recipient must go to a doctor who is under a 

state contract. Hospital care is furnished at both private and 

governmental hospitals in the islands.

7
'For a detailed description of the medical care available, 

refer to "MAA Medical Care Policy” of the Department of Social 
Services in Appendix B.

This report was typed by Maizie Yamada of the legislative 
reference bureau.



Appendix A

REASONS FOR FUND TRANSFERS8

There are several reasons for the transferring of funds 
from existing programs to MAA.

In many instances the States stand to make a substantial 
financial gain by transferring cases from OAA to MAA. For 
example, a State whose ’’Federal percentage” and “Federal medical 
percentage" in the matching formula are both at the 50-percent 
level, and whose average assistance payment is about $77, in­
cluding an average vendor payment for medical care of at least 
$12, will receive $47.50 per month in Federal funds for each 
recipient of OAA. If its nursing home payments are $200 a 
person a month, the Federal share of this payment is $47.50. 
But, if the nursing home patient is transferred to MAA, the 
Federal grant then becomes $100 instead of $47.50. This is be­
cause under MAA the total expenditures are matched 50-50, with 
no limitation on the average payment to be matched, as in OAA. 
Thus, instead of spending $152.50 a month, the State will have 
to spend only $100 in State funds per nursing home patient.

However, under such a transfer, the money does not provide 
for care of any additional individuals, unless the State uses 
in the MAA program money freed from its OAA program as a result 
of the transfer. In the meantime, there has been no reduction 
in the proportion of Federal funds used by the States in its 
OAA program because it already was receiving its maximum grant 
per recipient.

Similarly, if the State’s average monthly OAA payment is 
$100, it is receiving a maximum Federal grant of $47.50 a re­
cipient. Thus, if the State reduces this average to $77 and 
transfers $23 in State funds the State will still receive the 
maximum Federal grant of $47.50 for OAA and an additional $23 
in a Federal grant under MAA. But to do this the State must 
reduce the amount of aid given under OAA.

In other cases, money is being transferred from a program 
which receives no Federal grants-in-aid and thus the transfer 
of individuals who would be eligible for MAA to an MAA program 
increases the amount of total Federal money a State would 
receive.

A quotation from: U. S., Congress, Senate, Special Com­
mittee on Aging, op. cit., p. 26.
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Appendix B

MAA MEDICAL CARE POLICY9

Department of Social Services 
State of Hawaii

1. Definition of Medical Care

Medical care shall include:

a. Hospital Care as follows:

(1) Ward accommodations including bed and meals.

(2) Regular nursing care.

(3) Drugs, antibiotics, dressings, diagnostic tests, 
and therapeutic tests, and therapeutic procedures 
as prescribed and ordered by the attending 
physician.

(4) Cost of air transportation when necessary care is 
available only in another county.

(5) All other necessary expenses connected with hospital 
care within certain limitations.

Payments for “hospital care1* shall not include:

(1) Care of patients hospitalized because of T.B., 
mental illness, mental deficiency, and/or Hansen’s 
disease.

(2) Care in an institution established for T.B., 
mental illness, mental deficiency, or Hansen's 
disease.

(3) Domiciliary and other non-medical care.

(4) Observation in connection with mental conditions 
which are responsibilities of the county govern­
ment. (Sections 81-25, 81-26, RLH 1955)

9 . .
Hawaii, Department of Social Services, Manual Memo No. 328, 

Section 4335.4 (June 28, 1961).
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(5) Hospitalization beyond the first 15 days without 
special approval of the Department.

Exception: There is no time limit on medical care 
of non-T.B. cases in segregated sections of T.B. 
institutions.

h• Ont-Patient & Allied Services as follows:

(1) Drugs
(2) Antibiotics
(3) Dressings
(4) Diagnostic Tests
(5) Therapeutic procedures as prescribed by the 

attending physician, including special eye care, 
prosthetics, physio-therapy, x-ray therapy and 
opticals.

c. Nursing home care.

d. Dental Care as follows;

(1) Emergency dental services, including examinations, 
x-rays, fillings, extractions, and caps.

(2) Drugs prescribed by attending dentist.

2* Payment by Vendor

a. All payments for medical services shall be made directly 
to vendors providing services.

b. The Department shall make payments for the above serv­
ices to:

(1) General and specialized hospitals.

(2) Out-patient clinics of general and specialized 
hospitals in the City of Honolulu.

(3) Government physicians in Rural Oahu and in Hawaii, 
Maui, and Kauai Counties.

(4) Dentists authorized by the Department.

(5) Other vendors authorized by the Department.
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ow-How toes on Road
(Continued from page one)

ming and New Mexico. An Idaho 
meeting will be held at Boise on 
March 26. Washington and Montana 
Chairmen will meet at Seattle on 
March 27 and Oregon Chairmen will 
meet at Portland on March 28. This 
will be followed by a meeting at Salt 
Lake City with Chairmen from Utah, 
Arizona and Nevada on March 29. 
The swing will close with a meeting 
in San Francisco on March 31.

“Operation Know-How is going to 
be an important weapon ,in strength­
ening our Party,” Chairman Bailey 
said after participating in the opening 
session of the program at West Vir­
ginia. . ‘

“County Chairmen from West Vir-

Agriculture
(Continued from page two) 

sensible solution — a program of 
'rural renewal.’ ”

Again, an excellent start has al­
ready been made through the Rural 
Area Development Program.

During the first year of the Ken­
nedy Administration, we needed to 
get agriculture moving forward 
again, and we did. But we still need 
additional action for agriculture de­
signed to meet today’s conditions and 
solve tomorrow’s problems. We need 
a comprehensive, unified farm pro­
gram to put abundance to maximum 
use—to bring agricultural produc­
tion into wise and proper balance 
with national and world needs—to 
provide for conservation of our land 
and water resources—and to develop 
and use more effectively agriculture’s 
human resources.

Because the Kennedy farm pro­
gram is strengthening agriculture all 
across the board, fitting it to play its 
full role for national security and 
world peace, I wholeheartedly sup­
port it.

ginia found it very helpful to learn 
about the resources available to them 
from the national headquarters and to 
have the chance for face-to-face dis­
cussions with Mrs. Price, myself and 
staff members. We, in turn, found it 
helpful to get a direct account of the 
problems of the men and women who 
are directly, responsible for the grass 
roots strength of the Party.

“I know of no other program by 
which either party has sought to tie 
the efforts of the National Commit­
tee so closely and intimately to the 
work in the counties, wards and pre­
cincts of America. I think it will show 
results in a large vote and Democratic 
gains in the elections next fall.”

Health Care
(Continued from page three) 

the following benefits would be pro­
vided to persons over 6 5 who are 
covered by Social Security or the 
Railroad Retirement Act:

• In-patient hospital service up to 
90 days for each illness with a deduc­
tible of $10 a day for the first 9 
days.

• Skilled nursing home care after 
transfer from hospital, up to 180 
days.

• Out-patient diagnostic hospital 
service as required, subject to $20 
deductible for each diagnostic study.

• Home health services up to 240 
visits during the calendar year.

President Kennedy’s proposal to 
finance medical care under Social Se­
curity is another bulwark against 
the haunting fears of old age. It 
preserves and indeed increases free­
dom of choice of doctor and hospital.

It is a conservative proposal for it 
is less costly to administer than any

Congressional 
Victory Mapped
By 14 States

More than 500 Democratic leaders 
from 14 Midwest states charted vic­
tory plans for this year’s Congres­
sional elections during the Fifth An­
nual Midwest Democratic Conference 
at the Greenbrier Hotel in White 
Sulphur Springs, W. Va., March 2-3. 
Theme of the Conference was “A 
Good Year to Build a Good Future.”

The weekend at the same time 
marked the inaugural sessions of Op­
eration Know-How, a county-level 
leadership program sponsored by the 
Democratic National Committee in 
which 55 West Virginia Democratic 
County Chairmen participated. The 
program will be continued in a swing 
of other areas and will include at least 
13 states in the East and the Far West 
during the remainder of March.

Top Democratic officials, including 
National Chairman John M. Bailey 
and Vice Chairman Margaret Price, 
addressed the 14-state Midwest Con­
ference.

Democratic Governors Richard J. 
Hughes of New Jersey and W. W. 
Barron of West Virginia headed a 
roster of other high-ranking speak­
ers who discussed such matters as 
President Kennedy’s health care pro­
gram and other major issues of 1962, 
the importance of this year’s Congres­
sional elections, jobs and economic 
growth, trade, and foreign aid.

other and it is consistent with our 
free enterprise principle.

It is a practical proposal because 
it makes use of existing and proven 
methods.

It is a fair proposal because it em­
bodies the principles of social insur­
ance.

I commend it to you.

* In the President's budget this year, if approved 
by the Congress, is $50 million to expand the 
Food Stamp Plan to additional areas. Pilot 
operations now are under way in McDowell 
County, W. Va., Silver Bow County, Mont., 
Floyd County, Ky., Fayette County, Pa., San 
Miguel County, N. M., Detroit, Mich., Franklin 
County, Ill., and Itaska and St. Louis coun­
ties, Minn.

PUBLISHED BY 

DEMOCRATIC NATIONAL COMMITTEE 
1730 K STREET, N.W. 
WASHINGTON 6, D. C.

JOHN M. BAILEY 
Chairman

SECOND CLASS POSTAGE 
PAID AT WASHINGTON. D. C.

THE DEMOCRAT is published every two 
weeks by the Democratic National Commit­
tee, 1730 K Street N.W., Washington 6, 
D. C. Subscription rates are $1 per year, 
but there is a special charter rate of 50 
cents for subscriptions entered in blocks 
of ten or more. Permission is granted to 
reprint all articles in full or in part.

MRS. MARGARET PRICE 
Vice Chairman .....  .

THUJAS P GILL
4104 ROUND TOP DRIVE 
HONOLULU HAWAII

ST



Why I’m for the President’s 
Health Care Program

[A DRAFT SPEECH]

I am supporting President Kennedy’s program to 
finance the cost of hospital care for our older people 
under the Social Security System.

My reasons are simple.
A grave situation has developed in our Nation. The 

question is not whether or not we should do something 
about it. The question is only what we should do 
about it.

Here are the facts:
More and more of us are living longer and longer. 

Modern medicine—new health knowledge and better 
health habits— have given us new' years to enjoy.

At the turn of the century there were only 3 million 
people in the United States who had passed the ripe 
age of 65. Today there are 17 million. And each year 
there are about 300,000 more.

The Growing Need
These people are retiring earlier. A hundred years 

ago, less than 5 percent of the men past 65 were retired. 
Today it is well over half. With retirement, of course, 
comes reduced incomes.

But, though they have less money to spend, older 
people have more sickness and so, greater health expenses. 
Survey after survey shows that men and women over 
65 need two and even three times as much medical 
service as those under 65.

Older people go to the hospital more and stay in 
the hospital over 2 % times as much as younger people. 
Yet modern medicine is as costly as it is good. There is 
no reason to think that medical costs will decline in the 
future. Hospital costs have tripled in the last 15 years. 
And remember: more than half of our aged couples 
have incomes of less than $2500 a year. Almost half 
of our older people living out their lives alone have 
incomes of less than $1000 a year.

Now, what does all this mean? Simply that we have, 
in this land of great abundance and great medical 
know-how, a large and ever-increasing number of older 
people with low incomes and high medical expenses. 
They cannot pay for the hospital care they need.

Their needs must be met—hardly anyone seriously 
disputes this. But by whom?

How To Meet the Need?
There are several paths open to us. One would be to 

turn our backs on our older people and let them shift 
for themselves. This would—it seems to me—be an act 
of unbelievable callousness.

Those who advocate it say that many older people 
have acquired health insurance and if we do nothing, 
the others will.

The facts tell a different story. About half of our 
old people past the age of 65 have some form of insur­
ance and many of these have coverage that is inad- 
aquate. The large number who do not have health 
coverage are those who have the smallest income. And 
it seems very unlikely that those who have annual in­
comes of less than a thousand dollars a year are going 
to be able to afford the kind of premium necessary 
to provide adequate care for such a high-risk group.

A second approach would be a welfare approach. Its

advocates say: "Let the individual exhaust his savings. 
Then, he would be investigated by social welfare 
workers. If they find the older person meets a means 
test, he would be eligible for relief.”

But we Americans are a proud people. Disguise it 
as you will, a means test is degrading us. What is more, 
it is very costly, for it requires extensive investiga­
tions, and a fantastic drain on general tax funds.

Social Insurance
There is a third path open to us. This is the social 

insurance approach. This is the approach which America 
decided upon three decades ago when we were faced 
with a somewhat similar problem.

Almost thirty years ago we had to decide how we 
were going to deal with the large number of retiring 
men and women who had very small incomes. One 
group said ignore them. Another group said, let these 
individuals exhaust their meager savings and then apply 
for relief and go on a dole for the rest of their life.

A third group said, let us set up a system of social 
insurance whereby the individual will pay a small con­
tribution throughout his entire working life and then 
as a matter of statutory rights, be eligible for a pension 
check when he has retired. This is the approach that 
America elected. This is the social security approach. 
Few people will doubt that America made the right 
decision in 1935.

The Kennedy Administration now proposes that we 
use this same technique for meeting the cost of medical 
care. The individual would pay an additional social 
security tax of one-quarter-of-one percent throughout 
his working life. This would be matched by the same 
amount by his employer. In addition the taxable earn­
ing base would be raised to $5200 a year.

Monies collected from this payroll deduction would 
be put in a separate trust fund. From this trust fund

(Continued on page four) / \
"Now YOU listen to ME!" /



RECIPIENTS AND PAYMENTS 
AND RELATION TO POPULATION OVER 65 

December 1961

d. Reported payments in November, but none in December

State Pop. over 
65a 

(thousands)

Recipients % of Pop. 
over 65 who 
are Recip.

Average Pay 
me nt Per 
Recipient

Total 72, 159 $ 192.90

Arkansas 1 94 662 . 3 46. 72
Hawaii 29 177 .6 172.38
Idaho 58 1,076 1.9 152. 03
Illinois 9 75 d/ c/
Kentucky 292 1,643 .6 15.60
Louisiana 242 8 b / b/
Maryland 2 27 6, 814 3. 0 16. 63
Mlassachusetts 5 72 18,455 3. 2 186.41
Michigan 638 4, 253 . 7 278.76
New Hampshire 68 25 b/ b/
New York 1, 688 28,841 1. 7 285.43
North Dakota 59 689 1.2 199.54
Oklahoma ^49 ZOO . 1 259.24
South Carolina 1 51 161 . 1 285.71
Tennessee 3 09 431 . 1 25. 07
Utah 60 27 b/ b/
V' ashington 2 79 514 . 2 203. 13
West Virginia 1 73 8, 157 4.7 41.42
Virgin Islands 2 26 b/ b/

a. I960 Census
b. Averages and percentages not computed on base of fewer than 50

recipients
c. Department of HEV , Bure au of Family Services



STATUS OF PROGRAM OF MEDICAL ASSISTANCE 
FOR THE AGED

February 12, 1962

25 StatesPrograms in effect

Alabama Louisiana New York
Arkansas Maine North Dakota
California Maryland Oklahoma
Hawaii Massachusetts Oregon
Idaho Michigan Pennsylvania
Illinois Nev/ Hampshire Puerto Rico
Kentucky

South Carolina 
Tennessee 
Utah
Virgin Islands 
W ashington 
Vk est Virginia

Legislation enacted; plan not yet submitted

Connecticut Guam Vermont

3 States

Legislation in process to give basis for program
or to provide appropriation 2 States

Need legislation

1961 session adjourned

Bill introduced 
New Jersey 
Virginia

without action

21 States

Now in session

Alaska 
? rizona 
Colorado 
Delaware 
D. C.

Florida 
Indiana 
Kansas 
Minnesota 
Missouri

Montana 
Nebraska 
Nevada 
N. Carolina 
Ohio

Rhode Island 
South Dakota 
T exas
V isconsin
V yoming

Have authority for MAA; not expected to 
implement in 1961 - 1962 3 States

Georgia 
Iowa
New Mexico

- Enacted 1961; no funds available 
- Enacted 1961; no appropriation 
- Plan withdrawn; no appropriation



Compliments of Dr. John M. Felix



REFLECTIONS ON THE KING-ANDERSON BILL HR- 4222)

BY

THE REVEREND STANLEY PARRY, C.S.C., PH.D.

CHAIRMAN OF THE DEPARTMENT OF POLITICAL SCIENCE

UNIVERSITY OF NOTRE DAME

Testimony presented to the U.S. House Ways and Means Committee 

July 28, 1961, on the proposed King-Anderson Bill (H.R. 4222), 

a measure to finance certain limited medical care for the aged 

through Social Security.



PART I

The Principle of the Bill

The Care of Dependents

Every decent society has in it institutions and processes to 

provide for its dependent members. Since, for our purposes, we 

can define dependency most generally as the condition of receiving 

inadequate or no current income, we find that every society has 

arrangements for the young, the aged and the indigent. For although 

the differences among these three groups are profound, they have 

this in common that they receive no income from current work. I

Since they do not, their physical existence requires that they re­

ceive income without working - a situation fraught with temptation 

for "our tricky human nature." It should be no surprise to those 

who understand human nature to know that such provisions have al­

ways been, and one can confidently predict that they always will 

be, the source of abuse .

I 

Established Principles for Public Care J

However, out of centuries of experience in this area, there 

gradually emerged a set of basic principles concerning the manner 

in which public authority should deal with this complex problem. 

Those principles may be summarized as follows:

1. Public authority intervenes in the marginal case 

where the relatives of the indigent person cannot

provide the needed unearned income.



2 . Public authority does not intervene except upon 

proof of helpless need.

3. Consequently public authority intervenes post 

factum; the need must materialize and be known 

before it is dealt with.

4. Helpless need is dealt with on a person by person 

basis .

5. Finally, the public authority deals with the need 

on the local level.

Let us summarize these principles as constituting the prin­

ciple of the marginal local relief of proven indigence.

Stated thus baldly the approach seems to the modern mind to 

have a niggardly and small-spirited air about it. But if we exam­

ine the foundations on which it rests, we find a statesmanly and 

prudent estimate of human nature, of society and of the purpose 

of the state. All relief of indigence has this about it, that 

it must deal with the human desire to get something for nothing, 

and to put up with a reduced standard of life if that reduced 

standard can be gotten for nothing. This is the source of most 

of the abuses connected with public aid. Beyond this view of 

human nature, there lies a view of society and of the relation of 

political authority to it. Basically, the traditional approach 

sees society as an on-going socio-economic complex having in it 

an order which is sustained by self-adjusting mechanisms, by agree­

ments and understandings, by self-realizing expectations and by
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many types of non-political authority ranging from religious leader­

ship through corporations and unions to voluntary self-help coopera­

tives. The expectation is that within this vast complex everyone 

will find his rightful niche and just reward. The state intervenes 

to preserve justice, to remove artificial barriers to this adjust­

ment process. And it intervenes when the system does not work out 

for some who consequently experience helpless need. Moreover, in the 

particular case, it intervenes only when it has been ascertained that 

this helpless need cannot be satisfied by some other part of the 

social system. This view assumes that the unfortunate case is not 

the typical one. it postulates that there is no permanently enduring 

cause of indigence that predictably affects definable groups of 

people who therefore can be aided before the fact. It postulates, 

that is to say, indigence as an unpredictable misfortune which can­

not be handled a priori. The law consequently tends to define 

conditions that warrant relief, not classes of people who ipso 

facto will receive it. This view, finally, is rooted in a clear 

perception of the limited purpose of state action. For voluntary 

groups, the relief of indigence is an act of Christian charity. 

And this motive tends, in the popular mind, to be identified as 

the motive for public aid. But the state deals with justice and 

order, not charity. Its intervention into the processes of society 

can be defended in the case of indigence only on the grounds that
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it must prevent the crimes, the violence, the deep disaffection 

that result from the presence of hunger and unprotected youth. On 

the most general level, the state succors the indigent to remove 

from society the violence implicit in the crass neglect of indivi­

duals suffering helpless need. The state, hitherto, in our demo­

cratic tradition, has never conceived of itself as the guarantor of 

the good life or the comfortable life. This was confidently held 

to be something earned by the individual in a society where it could 

be earned, provided only that the state did not impose artificial 

barriers to achievement.

The New Principles of H.R. 4222

Of the three categories of persons who do not receive income 

from current work, the aged have a special characteristic: unlike 

the young and the indigent, they are not dependent by definition. 

Youth is a cause of dependency; indigence denotes a fact of depend­

ency; but old age of itself signifies nothing concerning the condi­

tion of dependency. In a simple agricultural society, old age is 

and was a cause of dependency: when one was no longer able to work 

he automatically became dependent on others for income for the rest 

of his life . This is a clear case of what I would call a permanent 

and perduring cause of dependency or indigence. But an industrial 

society, through the mechanism of savings, whether insurance or 

investment, offers a method whereby the aged can be independent in 

the absence of currently earned income. Consequently, whether or
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not an elderly person is dependent is a question of particular fact 

in our society. Moreover, the affluence of the society which makes 

it possible for a working man to save, makes it more likely that in 

the particular case of aged indigence, relatives or voluntary groups 

can relieve the need that was not or could not have been handled by 

prudent foresight. The marginal cases remaining can be handled by 

the local authorities under the principle of indigence.

A close examination of the findings of H.R. 4222 reveals a new 

orientation of fact and policy. The fact is found that the inci­

dence of medical indigence among the aged is sufficiently large to 

justify the identification of aged as a medically indigent class 

(p«3, lines 1-6). The cause of the indigence is attributed to 1) 

the "heavy costs” of medical care and 2) the inability of the aged 

to protect themselves by insurance from these costs (p.3, lines 

4-6). The existing cure for such indigence is considered unsatis­

factory because it puts an undue burden on general revenues and 

accentuates the difficulties of hospitals and welfare agencies (local 

presumably) (p.4, lines 1-4). In its place therefore the bill pro­

poses to relieve this general indigence by a system of social insur­

ance which, by implication, will avoid the defects of the existing 

cures (p.4, lines 4-7). The implication is that since the process 

to be set up is that of insurance rather than welfare relief, the 

new method will not burden the general revenues nor will it accen­

tuate the difficulties of hospitals and welfare agencies. The
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bill, in short, pro^^ses the most profound cha^s in the approach

to the question of the relief of medical indigence. First, it aban­

dons the principle of marginal relief of indigence. Second, it es­

tablishes an a priori category of indigence. Third, it abandons the

principle of local intervention. Finally, it depends essentially 

.on the assertion that "social insurance" is essentially different 

from welfare relief as a method of providing the needy aged with 

medical aid. In short, in place of the local marginal relief of 

proven indigence, H.R. 4222 introduces the principle of federal pre­

ventive intervention for the relief of a general condition of indi­

gence .

The mere abandonment of ancient principles, however, cannot of 

itself constitute proof of error or imprudence. The vast changes 

in modern industrial society would set up the assumption that some 

ancient principles will have to be adjusted and others even aban­

doned. Therefore, the issues the present bill raises are whether 

it appears in response to such a change in the condition of the aged 

that new principles of intervention are needed, and whether the pro­

cesses of H.R. 4222 are really different from those now existing.

The Emergence of the Preventive Intervention Principle

The emergence of new factors in industrial society has required 

among other things adjustment in the application of the principles 

for public relief of indigence. The characteristic cases are those 

in which permanent, predictable and continuously operating causes
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of need make the post factum relief of need unreasonable. But it 

should be noted that in the typical adjustment, the fundamental prin­

ciples for the relief of indigence have been treated reverently.

To illustrate the nature of such adjustment, let us consider 

the case of public education. With regard to education, two things 

became evident in the course of time. One was that an industrial 

society cannot operate unless its people are literate. The other 

was that in an industrial society the family could by itself solve 

the problem of educating youth. What arose in fact was a case of 

need among youth which could not be adequately relieved by relatives 

or voluntary organizations. Moreover, there existed also a need 

on the part of society that literacy be widespread. Finally, illi­

teracy is a phenomenon which cannot be handled on the basis of post 

factum intervention. The policy followed to solve this problem is 

a clear case of preventive intervention. Public authority inter­

venes to prevent the appearance of illiteracy. Note, however, the 

care with which intervention occurred. First, the principle of local 

control was followed: a system of school boards gradually covered 

the land. Secondly, the policy adopted preserved the concept of 

marginal intervention. The substantive evil was forbidden by the 

provision of compulsory education. But there the compulsion ceased. 

One was not compelled to attend any particular school. The public 

school system was built only for those who did not or could not 

attend private schools. The fact that most children go to public
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schools should not obscure the marginal legal character of the sys­

tem. It is still legally possible for all schools to be private, 

but not for all to be public. In our policy on schooling, we have 

a beautiful example of the adjustment of ancient principles of wis­

dom to the conditions and needs of modern society.

A much more complex case of adjustment, one currently facing 

the country, is that of industrial unemployment. If we restrict our 

attention solely and precisely to technological unemployment we can 

find a new type of indigence flowing from permanent and continuously 

operating causes. Technological unemployment is the price of indus­

trial progress. Consequently the principle of preventive interven­

tion may not be applied. In the nature of the case this type of 

unemployment must be solved post factum. But, on the other hand, 

technological unemployment cannot equitably be treated on the prin­

ciple of marginal indigence. To do so would make the few whose 

jobs disappear bear the cost of progress for the many. It is recog­

nized by most that this type of unemployment should be considered a 

social cost and be met by society. Society is now debating how this 

can be done without creating more problems than are settled.

In these two cases we have new situations in which the margi­

nal relief of proven indigence is inapplicable. For education, the 

post factum element was inadequate. For technological unemployment, 

the indigence element is unfair. For the one, the principle of pre­

ventive intervention was relevant; for the other, it was not. For
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youth, a class of needy could be defined a priori. For the techno­

logically unemployed, the need has to be identified individually and 

post factum. It would seem from this that in any change of policy 

regarding indigence, three major aspects of the situation need in­

vestigation:

1. Is a change necessary as a matter of fact: does a 

new need exist?

2 . Is this need a consequence of permanently operating 

causes?

3. If there is a new need, can it be met by adjustment 

of principle?

4. If it cannot, what are the consequences of introducing 

the principle of preventive intervention?

On every one of these counts H.R. 4222 fails to justify itself. 

It can point to no emerging new need among the aged. It can iden­

tify no permanent and continuously operating causes of medical indi­

gence among the aged as a group. And it betrays a confused insight 

into the mode of operation and the consequences of the process it 

would set up. One must remember the precise question at issue here. 

We are not asking whether many aged are medically indigent. We are 

asking whether the condition of the aged in this regard has changed 

so radically as to require a totally new solution to their problem. 

The bill roots its proposals in the finding that such a change has 

in fact occurred. It identifies the elements in the change as finan­

cial inadequacy in the aged themselves, the growing costs of medicine
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and the increased difficulties of local welfare authorities. Let

us examine each factor in turn.

Behind the term "most" in the opening lines of the bill there 

lie two considerations 1) the position of the bill itself that 

"most" cannot protect themselves with medical insurance, 2) the posi­

tion in the public forum that most are generally indigent. With re­

gard to the first position, there are few who would quarrel with the 

statement. But in the application of this finding, we find (p.4, 

line 1) that only "many" of them (the aged) are forced to apply for 

medical aid. Consequently this places burdens on local hospitals 

and relief agencies. With regard to the burden there is no doubt 

that the medical relief of the aged sick is a burden. The findings 

of the bill simply report the reasons why the states of the Union 

provide medical relief for the aged. The bill achieves its impact 

by a series of confusions: 1) the glide from "most" to "many", 2) 

the implication that the burdens experienced have somehow become 

markedly greater, 3) the indiscriminate mixing of private and public 

relief activities. The issue here is focused on the policy to be 

followed for those cases which fall within the domain of public 

relief, i„e. relief met through taxation. This confusion is sup­

ported in the public debate about the bill by a strategic statistic: 

three-fifths of all over 65 have less than $1,000 cash income a year. 

This statistic, along with some concerning the increase in the cost 

of medical treatment, becomes the basis for holding 1) the existing
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facilities for relief are inadequate, 2) the Federal Government 

must take over the burden, 3) it must do this on a general basis, 

i .e. must treat the aged as a group as indigent.

The statistic that three-fifths of all those over 65 receive 

less than $1,000 cash income per year is indeed an amazing one. It 

would seem from it that the aged in America are a poverty stricken 

group. On the face of it, this is a misleading statistic. I do not 

say it is a false one. But obviously the aged as a group are not in 

the sorry financial condition this statistic suggests. There are 

not nine million impoverished aged in America. There are only 2.5 
'■WBMMMMMM* 

million of them on the public assistance rolls in America. Moreover, 

we learn from the report of the Department of Health, Education and 

Welfare that the median total income of retired Social Security 

beneficiaries is $183.00 per month. We learn also that the average 

retired couple has a median net worth of $9,620, that 75 per cent 

of OASDI beneficiaries own their own homes and 87 per cent of these 

homes are mortgage free. Remember, there are only 15.6 million aged 

in America, of these, 1.5 million receive pensions from corporations, 

10.8 million receive some form of government compensation, one mil­

lion receive privately purchased annuities, 3.7 million are reci­

pients of currently earned income. If we subtract the 2.5 million 

receiving welfare, and consider the overlap indicated in the figures 

above, signifying that many receive income from more than one source, 

it is difficult to perceive the shape of poverty here. To draw the
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picture in dollar terms, the aggregate income of persons over 65 is 

between 25 and 30 billion dollars a year. Of this $6.7 billion 

derives from OASDI assistance, $1.7 billion from employment, $7 bil­

lion from interest, dividends, rent, etc. Far from showing the 

existence of permanent causes of indigence in the aged, the statis­

tics suggest a hopeful withering of the causes of the indigence that 

does exist.

How then, can we account for this poverty statistic of less 

than $1,000 per year? Is it a false statistic? Not at all. One 

can derive it from the facts, if the facts are counted in a certain 

way. Suppose the aged enjoyed a single uniform condition in America 

all are married couples, the husband has an income of $10,000 a year 

but the wife has no formal income of her own at all. One statisti­

cal result would be that one-half the aged in America have no income 

at all. To get it one need count only individuals. This result 

could conceivably be relevant to some sort of problem in America. 

But it certainly is irrelevant to the problem of medical aid for the 

aged. For the issue here is how much personal income is available 

for the use of the aged in America. And one could hardly hold that 

the income of a husband was not available to his wife . The relevant 

way of counting in this case is to count the family unit income. If 

we use the method of HEW we can find an even more poverty stricken 

group in America: the young, those under 14, of whom I would guess 

nine-tenths receive less than $500 cash income per annum (and I am
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not at all sure that HEW will not presently discover this deplorable 

fact and do something about it).

A second defect in the poverty statistic lies in its restric­

tion to cash income. A different picture is gotten if the liquid 

assets of the aged are included in the calculation. And this pic­

ture is lightened more when one projects into the future the past 

gradual improvement of the aged with regard to liquid assets. More­

over, the cash income of the aged, dollar for dollar, has a higher 

value than that of the younger groups. For the general expenses of 

the aged are much lower. A dollar goes further when one does not 

have to raise children, pay for a home and carry insurance to pro­

tect the family from the death of the income earner. Even the clo­

thing and recreation costs of the aged are lower.

The point of all this argument about statistics is that the 

condition of the aged as a_ group is by no means desperate. On the 

contrary it looks good, and all the trends are favorable to future 

improvement. The poverty approach is not tenable. If we consider 

the evidence in support of the finding of fact in the bill, we find 

no such proof and no such identification. Indeed, the evidence in 

favor of a change of policy is so meager as to compel the conclusion 

that the desire to change is rooted in a sheer option, in a stark 

will to handle the matter this new way instead of the old way. 

While recognizing that medical indigence among the aged is higher 

than among other age groups, absolutely no case can be made for the
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claim that the incidence of need is widespread enough to warrant 

handling the relief of such need on an a priori group basis. The 

increase in the absolute number of the aged and the steady extension 

of life expectancy constitutes massive evidence for the opinion that 

the aged, whether from self-help, relatives or local public aid, are 

enjoying adequate medical care. The marginal relief of known indi­

gence is still the better policy.

PART II

H.R. 4222 As An Insurance Plan

The bill is not too clear about precisely what condition it in­

tends to relieve through the principle of preventive intervention. 

It would seem that it intends to relieve medical indigence. But 

equally prominent in the intention is the idea that it will relieve 

1) the burden of medical welfare from the general revenues, 2) the 

facilities of hospitals and private agencies. The basic plan, how­

ever, is clear enough. The causative condition from which the evils 

to be remedied flow is identified as the inability of "most'’ aged to 

"qualify for and to afford" voluntary health insurance. This, con­

sequently, forces "many" to apply for private or public aid. The 

bill, therefore, bases its remedy in a system of what it calls "social 

insurance," the modifier "social" importing in this context that 

society is to be protected from welfare burdens and the aged as a 

class from medical indigence. At- the crucial point, the bill inter-
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venes against medical indigence by insuring against it.

A basic question, therefore, is whether H.R. 4222 does in fact 

set up an insurance plan. It is quite clear that if all the aged 

can acquire health insurance, then indeed medical indigence among 

them will substantially disappear, the general revenues will no 

longer be burdened by welfare expenditures and private welfare agen­

cies can turn their energies to other forms of aid. But a doubt 

arises. It would seem that if it were financially feasible for the 

current aged to buy health insurance, insurance companies would have 

long ago sold it to them. Consequently one suspects that the plan 

of H.R. 4222 can hardly qualify for the traditional meaning involved 

in the term ’’insurance”.

The Real Process of H.R. 4222

If we postpone giving names to things for the moment and ask 

ourselves precisely what this bill will effectuate, we find the 

following. The bill would confer on the aged as a class of people 

a right to defined free medical treatment. It would correspondingly 

impose on income-earning adults a duty to pay for this medical ser­

vice out of their current earnings whether the particular aged per­

son could pay for it or not. (There is no financial need test in 

the bill; age alone qualifies for aid, while the time and money 

limits are exceptionally liberal-perhaps without effective limits.) 

Under this bill, to put it at the most illuminating marginal case,
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a married adult earning $4,500 a year would have to contribute to 

the expenses of a nine-day hospital sojourn followed by lengthy nur­

sing home care even in the case of an elderly widower living in a 

$15,000 house and having $25,000 in the bank.

Defenders of the bill will deny this description of it. The 

denial rests on the assertion that the expenses of the medical care 

provided will be defrayed by a system of insurance .

The analogy with insurance is accurate enough when it is in­

tended to describe the subjective experience of the aged recipient 

of free medical aid. For him, it is as if he were enjoying the 

benefits of private medical insurance. For him, it is as if a health 

insurance policy were paying off. But the analogy not only breaks 

down, it is absolutely misleading when applied to the fiscal arrange­

ments behind the payments and when considered in relation to the 

intentions expressed in H.R. 4222. The analogy, that is to say, 

breaks down when applied to every aspect of the bill that is rele­

vant to the operational realities involved in it. One massive fact 

stimulates closer examination of the fiscal realities: if it passed, 

the 15.6 million aged now living, the 8.8 per cent of the total popu­

lation, would immediately acquire rights to free medical treatment 

y ithout haying p aid one cent into the program. This is not the way 

an insurance program operates.

If we examine more carefully the process the bill sets up, 

we find it to be a concealed pay—as—you—go system. Trust funds are
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set up; an impenetrable system of credit transfers is organized. 

But in essence the annual medical expenses incurred by the bill will 

be paid off by an assessment on the income-earning segment of the 

society. The annual assessment character of the process is most 

evident in the lack of all the normal insurance mechanisms. In 

H. R. 4222 there is no full reserve mechanism. Indeed, apart from 

bookkeeping credits there is no reserve mechanism at all. The sys­

tem is not rooted in the principle of pre-payment. Following from 

this the future benefits to be received have no relationship to the 

amounts paid in. We begin with the 15.6 million existing aged who 

really get aid free without payment of any kind. From that point 

on, the system is simply a dependency arrangement: the aged have 

to depend on younger generations to give them what they in their day 

gave to the then aged group. To put it most succinctly the payor 

does not build up an equity through his payments; he acquires no 

economic claim to future medical aid. The entire process is politi^ 

cal.

Consequences of the Process for General Revenues

The objection here is not that the fiscal arrangements are un­

sound because they are based on a political commitment. The real 

objection is that because the process is essentially political, even 

in its fiscal aspects, the payment of medical services for the aged 

must be financed by the taxing process. And from this single fact 

it follows that none of the objectives of the bill will be realized
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except the sole one of free medical aid for the aged. To put it 

more strongly, the bill 'will further burden the general revenues, 

it will further burden relief agencies and it will further complicate 

hospital facilities.

To perceive this one must abandon false categories of analysis 

and legalistic distinctions, and look at the realities involved. It 

is generally agreed that government has the authority to compel citi­

zens to pay for the costs of government. The total amount of money 

the government must extract from its citizens is determined theore­

tically by the total costs of governmental operations, practically 

by how much the government can make the citizens stand still for. 

The process whereby the government gets money is called taxation. 

Taxes provide the general revenues. Now within the process of secu­

ring and spending money the bill distinguishes between general reve­

nues (which are to be freed of burdens) and evidently insurance pre­

miums which the citizens will pay for old age health insurance 

(generally one-half per cent on the first $5,000 of .income). In this 

distinction between taxes and insurance payments we have one of those 

distinctions without a meaning. Whatever benefits the government 

supplies, the people have to pay for. Thus they pay for domestic 

tranquility, the just solution of legal conflicts, national defense, 

education, etc. They also will pay for the costs of government 

financed medical aid to all the aged. The "insurance” payments are 

in fact taxes earmarked for medical expenses. And one can be sure
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that this tax will never be reduced and will probably be raised 

when the medical expenses turn out to be more than was estimated. 

To consider one set of payments taxes and another set not taxes is 

to engage in obfuscating semantics. Taxes are what the government 

takes from the current income of the people by legally sanctioned 

coercion if necessary. Social Security payments and the proposed 

H.R. 4222 extension rest on the taxing power. (Cf. Fleming v. 

Nestor 363 U.S., 1960, for a judicial recognition of this fact.)

From this it follows with an iron necessity that the general 

revenues of the government, considered as the total amount of money 

the people pay to government, will not be relieved of burdens. The 

taxes - the general revenue - expands by one-half per cent, and the 

general burden on the taxpayer increases by about that much.

The people generally are currently bearing the burden of the 

marginal local relief of medical indigence. What this bill proposes 

is to add to this burden the further one of paying for the medical 

needs of all the aged, even of those who can afford to pay for their 

own. This additional burden on the people, ergo on the general reve­

nues, is concealed by the appellation “social insurance."

To perceive more precisely the manner in which this policy adds 

to the burden of the general revenues, we must advert to the general 

condition of revenues and taxation. Congress has recently voted to 

raise the national debt limit. This implies that the collection of 

money from current income (taxes) has already reached its political
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limit. The people will not stand still for more, and even if they

did, it is probable that further taxes would result in grave econo­

mic difficulties and a consequent reduction in revenues. It is

already recognized that the tax burden in existence has resulted in 

vast and unforeseen modifications of our economic and social life. 

There is a well-founded suspicion that our economic growth may al­

ready be adversely affected by the vastness of the sums taken from 

tae economy. The real consequences of further extending the taxing 

process under the guise of insurance cannot be indefinitely avoided. 

In domestic politics it is generally true that what people think is 

as important as what actually is so. But we deal here with a pheno­

menon the results of which will work out objectively no matter what 

misleading categories we may use to think about it. Every additional 

burden on the income earner now makes it just so much less likely 

that further burdens will be tolerated. And no amount of confusion 

about social insurance” payments lightening the burdens on the / 

general revenues can avoid the truth. '

Consequences of the Process for Welfare Agencies

With regard to local welfare agencies it is clear that their 

financial burdens will be lightened by H.R. 4222. It is less clear 

that their administrative burdens would (old administrators do not 

even fade away). However, the essential point here is that the 

burdens of welfare in general would not be lightened. They would 

be increased, and increased notably. It is beside the point that
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HEW is only too happy to bear such burdens. The point is that a

federal process would appear in proportions that would vastly over­

shadow the aggregate of existing local welfare operations. The bill

asks the congress to consider the unlikely situation in which an 

increase of free medical aid from '’many” to all the aged would re­

sult in a reduction of the burdens of such aid.

Consequences of the Process for Medical Facilities

It is not without significance that there is little agreement 

on the predicted cost for medical aid this bill would involve. The 

usual predictions estimate the number of beds, etc., currently used 

for the aged. To this they add the number that will be needed in 

addition if all the aged were to receive the medical treatment they 

need. The result is then considered to be an accurate estimate of 

the future costs and of the future need for beds, etc. The fallacy 

here can best be illustrated by the estimate that if it takes one 

boy two hours to mow the lawn it will take two boys one hour to mow 

the same lawn. Everyone knows it will take two boys three hours to 

do the job. For the factor of companionship introduces a behavior­

changing element into the picture, so for medical aid, predictions 

of the use of free medical facilities really involve a projection 

from how much medicine a man thinks he needs when he pays for it 

himself, to how much he thinks he needs when it’s free. No existing 

statistics on the use of facilities or on the size of latent real 

need can be the basis for estimating the greed of man, his willing-
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ness to consider himself sick when medicine is free, or the doctor’s 

ability, when the patient does not pay, to conclude that an aged / 

person is just as well off in his own home as he would be in a nur­

sing home. One thing, however, is predictable, although its propor­

tions are not: there will be a noticeable increase in the number of 

aged sick under the bill, and this number will be larger than the 

increase if suddenly all the aged could pay for their own real needs 

Many people will go to the hospital because it is free. Many people 

will go to nursing homes as often and as long as they can because it 

is more pleasant there than at home. One can hardly conclude that 

this will lighten the burdens of existing facilities. One can 

rather conclude that it will produce a wasteful use of facilities.

PART III

Some General Considerations

If the inadequacies of H.R. 4222 are anywhere near as massive 

as has been suggested the question inevitably arises: why is such 

a policy even conceivable? We can concretize the question by asking 

what set of considerations could conceivably account for the propo­

sal to shift from the marginal relief of medical indigence to total 

preventive intervention? To answer this question adequately would 

require a complete analysis of the malaise of modern society. How­

ever, a brief characterization of the antithetical points of view 

on which the two approaches to relief are rooted might serve to put
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the problem raised by H.R. 4222 in its true context, a context far 

broader than the statistics and far deeper than any concern with 

mere money can suggest.

The view of society on which the principle of marginal relief 

is based has already been indicated. Its fundamental note is that 

of optimism. There is in it a confidence that the socio-economic 

order, if only left alone, can achieve ever new and creative solu­

tions to the problems raised by its own operations. For it, the 

political order exists to police the fringes of that system, to pre­

serve the broad outlines of order, to enforce the basic conceptions 

of justice that are so central to general order that even the iso­

lated violation of them by individuals cannot be tolerated. This 

optimism is modified by the realization that the system does not 

work for every single individual. In such cases, the society offers 

relief through either public or private aid.

In contrast with this view, the principle of preventive inter­

vention as embodied in H.R. 4222 is rooted in a pessimistic view of 

the society. It is motivated by the conviction that the system does 

not work for whole classes of people. And it does not foresee any 

conceivable improvement in the operation of the system. In H.R.4222 

the very conception of progress is abandoned. The cost of medical 

treatment is on the increase: this too is a permanent condition, 

and it suggests that the indigence of the aged will grow worse by 

the year. Many of the current aged cannot afford medical treatment;

- 23 -



in. the future there is no change in this. H.R. 4222 postulates a 

future where all changes in the condition of the aged are adverse. 

It looks into a future where the energies of a society busy with 

the process of living will be unable to surmount the problems it 

meets.

The ultimate issue H.R. 4222 raises is: which view of society 

is objectively tenable. If both attitudes were simply matters of 

emotional responses, neither one would deserve the attention of res­

ponsible statesmen. But if the objective evidence available sug­

gests that the optimistic attitude is rooted in fact and the pessi­

mistic one rooted in fear, then the choice of view and policy is 

clear .

By the objective test, the evidence lies totally in favor of 

the more hopeful view. Modern industrial society is a relatively 

recent arrival on the historical scene. Its early days were accom­

panied by hardship and error . But much of its development was in­

volved in solving the problems of human life in industry as these 

problems were accurately identified. Industrial society in America 

early began building into itself solutions to emerging problems. 

With regard to the aged, our particular case, we see the develop- 

nent of pension plans, the general increase in the capacity to save 

esuitant upon the improved condition of the working man, the rapid 

development of voluntary insurance, the emergence of cooperative 

s<lf-help systems. All the existing trends, when projected into the
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future, suggest only a gradual and general improvement of the condi­

tion of the aged. With regard to the cost of medicine, we must note 

that medical treatment is becoming cheaper as well as more expensive 

a good deal of the increased cost is due to the improvement of treat 

ment. The frontiers of medicine will always be expensive and avail­

able only to the wealthy. But the law of development is for the 

unusual and expensive to become ordinary and relatively inexpensive. 

This works in medicine as well as in technology, for drugs as well 

as television sets.

Therefore, if in the jungle of statistics some color of title 

no matter how faint can be found for federal activity with regard 

to the aged, let it be provided on the basis of the objectively 

defensible policy. The Kerr-Mills Act offers a good example of 

properly based federal activity in this area. It uses the grant-in- 

aid principle to reinforce local welfare activity. And, by retain­

ing the need criterion, it keeps expenditures under control. The 

objective justification of this activity may be found in two develop 

ments characteristic of modern society. First, the mobility of the 

population can easily result in some localities acquiring responsi­

bility for a disproportionate percentage of the aged, secondly, the 

rapidity of technological changes has produced what may be a conti­

nuing phenomenon: the soft spot in an otherwise strong economy. 

Since this soft spot frequently has a geographical as well as a 

functional location, the need for special aid seems reasonable.
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Much wiser and far-seeing than the Kerr-Mills Act, is the bill 

H.R. 10 that received the blessings of this committee some years 

ago and was passed twice by the House, although not by the senate. 

This bill gets at the problem of old age dependency by encouraging 

saving for old age on the part of the individual. The essence of . 

its plan is to offer a tax deduction covering up to 10 percent of 

income provided it is invested in a manner that provides for retire­

ment years. This provision is intended to stimulate self-help by 

offering an added motive for foresight. It encourages responsibility 

and independence. It does not increase the tax burden but lightens 

it. It is rooted in the confidence that the income earner generally 

earns enough to save some. It is a model of wise legislation. For 

instead of imposing an a priori plan on the society, it cooperates 

with and encourages desirable aspects of the on-going organization.

To do otherwise, to interfere with this development is to kill 

it. The overall plan means overall stasis. Direction from above 

means inanition below. H.R. 4222 precisely intends to intervene 

into the development of ever new and creative solutions for the 

problems of the aged. And it does so precisely because it postulates 

failure on the part of the society to continue the progress that is 

currently visible. No amount of statistics can conceal from the 

fearless eye the clear truth that American economy has achieved a 

degree of well-being unheard of in the history of man. And no 

amount of statistics can prove this to the fearful mind.
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Ours indeed is an age of crisis. And there is in our times 

a deep source of insecurity. But that source is not economic. And 

no amount of state-supplied economic security will ever relieve the 

anxiety our people are trained to by public policy based on pessi­

mism and rooted in the assumption that things are bad and getting 

worse. Never before in the history of man has a nation been at 

once so young, so strong and so fearful. H.R. 4222 offers an oppor­

tunity to increase that fear or to begin its conquest.

- 27 -



HONOLULU ADVERTISER 
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Doctors
Discuss New
Medic Plan
Honolulu’s doctors Tuesday 

night discussed a proposed 
new doctor - administered 
health plan in which they 
would fix their own fees and 
police their own organiza­
tion. No vote was taken, how­
ever, and the members of 
the Honolulu County Medical 
Society decided to study the 
so-calied “Stockton Plan” 
further. It was decided to 
send a representative to the 
Mainland to study the plan 
and to bring someone from 
Stockton, Calif., to address 
the whole society.

Detailed workings of the 
proposed Honolulu Founda­
tion for Medical Care were 
presented to the society by 
Dr. Morton E. Berk, chair­
man of its medical care 
plans committee.

THE “FOUNDATION” is 
modeled on the “Stockton 
Plan’’ started by doctors in 
Stockton, Calif., in 1954 and 
used in 17 California coun­
ties.

The foundation would set 
maximum fees, pay doctors 
and process claims for pay­
ment. Insurance companies 
would sell the plan and col­
lect premiums from which 
the foundation would make 
its payments. Doctors join­
ing the foundation would 
agree to accept the fees set 
by it as full payment for 
treatments.

THE COUNTY Medical So­
ciety would run the founda­
tion. '

Proponents of the plan 
claim it is “designed to make 
free enterprise, pre-payment 
insurance plans work bet­
ter.”

Policing of claims by doc­
tors means that misuse of 
the plan can be checked 
quickly and money can be 
saved, it is also claimed.

“UNDER* PLANS similar 
to this the cost of medical 
care has been lowered in 
some instances, even though 
some of the fees on the fee 
schedule were increased 
slightly to bring them into 
line with today’s costs,” a 
spokesman for the doctors 
said. He also said fee sched­
ules probably vary with the 
income of those buying the 
Plan' . JHe calldd the foundation 
“a non-profit catalyst to co­
ordinate all medical insurance 
plans that wish to cooperate 
with it.”
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FOREWORD

How the older members of our population can best be assisted in meeting 

the costs of medical care during their years of declining earning power has 

become an overriding national legislative concern. Fundamental to this is the 

basic economic problem of how such costs may be influenced by supply and demand 

conditions. Whereas the forces underlying demand lie largely outside individual 

or institutional control, control of supply has been used to increase the return 

to producers of a wide variety of goods and services.

Whether or not such practices are prevalent in Hawaii and the forms they 

may take have been matters of concern to members of the State Legislature. This 

is reflected in the request from the House Committee on Public Health through 

the House Policy Committee for a study of restrictions on the supply of medical 

services in Hawaii,

As in previous and forthcoming Economic Research Center reports, the 

author, a thoroughly experienced researcher, has been encouraged to develop his 

subject freely and fully. It is only in this way that academic research can 

continue to make the optimal contribution to democratic policy-making processes.

Shelley M. Mark 
Director



PART ONE 
STATEMENT OF FINDINGS

Introduction

This report is in response to a legislative request to investigate res­

trictions on the supply of medical services in the State of Hawaii. It is 

concerned both with legal restrictions and with certain practices which, 

although not illegal, may be potentially restrictive. All of these could have 

in common the effect or potential effect of raising medical costs to the public. 

Not all restrictions, however, are economically motivated. Some are primarily 

designed to maintain the quality of medical care in the interests of public 

health and safety, and with restrictions of this character the present report 

does not attempt to deal.

The author of the report did not uncover any collusive agreements or 

practices with respect to referrals or prices. Such agreements or practices 

raay, ^ fact, exist, but to prove this would be a most difficult process and 

probably an impossible one for an independent investigator. Given the time 

and funds available for the study, it seemed more practical to concentrate on 

overt restrictions and on those openly engaged-in practices which tend to make 

collusion attractive and easy.

In any event, the restrictions embodied in the present law on medical 

practices do more to curtail supply and raise price than any private collusive 

agreement could accomplish. Nor is it uncommon for groups like the medical pro­

fession, which have considerable political power but which are of such size as 

to make concerted action difficult, to seek such legal protection from competi­

tion. Both the Fair Trade laws and the agricultural price support programs 

are illustrative of successful efforts by other groups in this direction. We 

are not, however, questioning the motives of those responsible for the existing
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law on medical practice but only pointing to the economically restrictive ef­

fects of several of its provisions.

Summary of Findings

The most serious restrictions on the supply of medical services in Hawaii 

are embodied in the existing Medical Practice Act. They take the form of several 

requirements for licensure which do not appear to be necessary from the stand­

point of protecting the health and welfare of the people of the state, yet which 

significantly reduce the number of competently trained physicians who would 

otherwise be eligible to practice in Hawaii. The most restrictive of these re­

quirements are that any applicant for licensure must (1) have been a resident 

of the State for one year, (2) be a graduate of an American or Canadian medical 

school or of a limited number of foreign medical schools^ and (3) be or have 

declared his intent to become an American citizen.

While there is no reciprocity on licensure with other states, the other­

wise restrictive effect of this is probably of little practical moment because 

of the year’s residence requirement. However, if the residence requirement 

should be abolished, the lack of reciprocity would act as a barrier to local 

practice by doctors out of medical school so long as to be reluctant to take 

the required medical examination.

These restrictions are partly but imperfectly offset by a provision of 

the present law which allows unlicensed physicians to practice under the super­

vision of doctors who are locally licensed. Such unlicensed physicians may not,

This restriction is being reviewed by the Attorney General and may or 
may not be liberalized. For more details, see pp. 9-12.
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however, engage in independent practice but must rather work as employees 

either of the supervising doctors or of institutions.

In addition to the aforementioned legal restrictions, the existing system 

for granting hospital privileges restricts the supply of specialist services 

and provides a mechanism for discrimination which could lead to serious abuse. 

Under this system, the Credentials Committee of each hospital determines which 

doctors may have privileges and how extensive those privileges shall be. The 

license to practice issued by the state, on the other hand, imposes no restric­

tions on the type of practice in which a doctor may engage.

There may be good medical reasons for limiting, on the basis of training 

and experience, the type of practice in which a doctor may engage. From an 

economic viewpoint, however, it does not seem the course of wisdom to allow the 

specialist or specialists in a particular hospital to be the judge or judges 

of the qualifications of potential competitors. If the state is to determine 

who is to be allowed to practice, it would seem appropriate that the state 

also determine the limits that are to be imposed on that right.

Finally, there is potential for undesirable collusive action in the 

present freedom of medical societies to restrict membership on grounds other 

than medical qualifications. While these groups are technically private in 

character, their position in the eyes of the public is quasi-official, and 

denial or revocation of membership in tee societies could have serious adverse 

effects on the practice cf any doctor, because of this, it would seem worthy 

of consideration that such societies be roquir id to open membership on an auto­

matic basis to any licensed physician. The local medical societies do not ap­

pear to have abused their powers in this respect, but there is no assurance

that this will continue to be true in the future. Open membership would lessen
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the possibility of collusive action and, from a purely economic standpoint, 

is much to be preferred to the present system.



PART TWO 
LEGAL RESTRICTIONS ON THE SUPPLY 

OF MEDICAL SERVICES

Restrictions on Medical Practice

In order to practice medicine in the State of Hawaii, one must either be 

possessed of a license issued by the State Department of Health1 or must prac­

tice under the supervision of one possessing such a license. In this latter 

category are included both those directly employed by a licensed physician or 

an institution and those enrolled in intern and resident training programs. 

Whese persons, while augmenting the supply of medical services to the community 

may not engage in independent practice nor charge patients directly for their 

services.

It is clear from the outset that the number of practicing physicians in 

the state may be limited in two respects. First, the requirements for licen­

sure may disqualify some who are regarded by the profession in other states 

and in other countries as competent to engage in general and independent prac­

tice. Second, the fact that unlicensed physicians must practice under super­

vision means that the number of unlicensed physicians in the state will be 

limited as a maximum to the number that locally licensed doctors are willing 

to supervise. A further and probably more serious consideration is that many 

doctors licensed in other states may be unwilling to practice under super­

vision, especially if they are already established as specialists or practi­

tioners elsewhere.

We will first examine the requirements for licensure and attempt to dif­

ferentiate between those which clearly appear to be designed to protect the

• i/The ^ssu^ng ^ePartment may be changed under reorganization plans now 

in the course of implementation. But this in no way alters the basic infor­
mation which is relevant here.



health and welfare of the community and those which are or which may be 

imposed primarily in the interests of reducing the number of physicians for 

economic reasons — that is to raise the incomes of those already in practice. 

After this, we will turn to some of the problems which result from allowing 

physicians who are not locally licensed to practice under the supervision of 

physicians who do have such licenses.

Requirements for Licensure^

The requirements for obtaining a license to practice medicine in the 

State of Hawaii are spelled out in Chapter 64 of the Revised Laws of Hawaii. 

These may be divided into two categories. First, there are requirements clearly 

designed to establish the professional competence of the applicant for a license. 

Second, there are requirements whose connection with medical competence is less 

clear or which have nothing directly to do with medical competence.

Professional Requirements

The requirements intended to establish the professional competence of 

applicants for licensure cover four areas. The first is designed to insure 

that the applicant shall have had adequate medical school training. More speci­

fically, it is required that the applicant shall be a graduate of a medical 

school or college approved by the Council on Medical Education and Hospitals 

of the American Medical Association. As we shall presently see, this require­

ment has in the past been discriminatory against the graduates of some foreign 

medical schools and may now discriminate against almost all foreign medical 

school graduates unless interpreted in a particular fashion. Secondly, it is

See Appendix A in which the relevant parts of the State law on the 
practice of medicine are reproduced.
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required that the applicant shall have served an internship in an American 

hospital accredited by the same body as above. However, the Board of Medical 

Examiners may, at its option, accept intership in other than American hospi­

tals if such training is regarded by the Board as satisfactory. A third re­

quirement is that the applicant should have visited the Hansen’s disease 

center. Finally, and only after satisfying these as well as the other re­

quirements discussed below, the applicant must either pass an examination 

given by the local Board of Medical Examiners or present evidence that he has 

successfully passed the examination administered by the National Board of 

Medical Examiners.'

Non-Professional Requirements

The additional requirements for eligibility for the examination and 

hence for licensure do not have such clear bearing on medical competence as 

those noted above. Firstly, it is required that applicants be or have signi­

fied their intent to become citizens of the United States. Secondly, appli­

cants must have been residents of the state for one year prior to the time 

they apply for licensure. And thirdly, applicants must be of good moral 

character.

Restrictive Elements in Licensure Requirements

The establishment of any sort of requirements for licensure clearly re­

duces the number of persons eligible to practice medicine. We are concerned

The purpose of this nationally administered examination is to provide 
such evidence of competence that legal agencies governing the practice of medi­
cine within each state may, in their discretion, grant successful candidates 
a license without further examination.



here, however, only with those which do not have some clear foundation in pro­

tecting the general public against unqualified practitioners. As far as we 

can determine, four of the requirements are of this sort; that is they have a 

restrictive effect which is not clearly necessary in the interests of public 

safety. This is not to say that these requirements have no bearing at all on 

the quality of medical services; we would only take the position that it is 

by no means self-evident that the relationship is close enough to justify im­

posing the requirements in view of their restrictive effects.

Medical School Training

The requirements that the applicant be a graduate of an accredited 

medical school has in the past eliminated the graduates of some foreign medi­

cal schools which may well have been of very high quality. The AMA1 did not 

attempt to examine all foreign schools with the result that graduates of some 

schools which might have been accredited if examined could not be regarded as 

acceptable because the schools were not on the approved list.

The more serious problem raised by this requirement has come about be­

cause of the fact that the AMA no longer accredits foreign medical schools at 

all. In lieu of accreditation, the two agencies that had been responsible for 

accreditation have recommended the acceptance of the results of an examination 

given by the Educational Council for Foreign Medical Graduates as evidence 

that the individual has a satisfactory medical school background. This exami­

nation is intended to qualify graduates of foreign medical schools for intern­

ships and residencies in lieu of the older accreditation procedure, and the

1AMA is used here instead of the full title Council on Medical Education 

and Hospitals of the American Medical Association,



two former accrediting agencies make it quite clear that they regard this 

examination as an adequate substitute for that procedure. This is plainly 

evidenced in the following quotation from the official journal of the AMA.

The two councils (The Council on Medical Education and Hospi­
tals of the American Medical Association and the Executive Council 
of the Association of American Medical Colleges) now recommend 
that agencies in the United States concerned with the medical quali­
fications of graduates of foreign medical schools consider certifi­
cation by the Educational Council for Foreign Medical Graduates as 
evidence that the recipient of such certification is possessed of 
medical knowledge comparable to that expected of graduates of 
approved medical schools in the United States and Canada. These 
two councils further recommend that such certification be considered 
as evidence of the quality of medical training offered by the medi­
cal school attended by the holder of a certificate at the time of 
his graduation.1

Because of the way in which the law is written, the present status of 

foreign medical school graduates is uncertain to say the least. The law pro­

vides explicitly that candidates for licensure must be graduates of accredited 

medical schools and does not provide the loophole which exists with respect 

to internship. Differently phrased, the Board of Medical Examiners is ex­

plicitly empowered to accept internships in foreign hospitals but their right 

to accept graduates of foreign medical schools which are not accredited has 

no such modifying exemption.

This problem has been referred by the Board of Medical Examiners to the 

Attorney General for legal interpretation. Two possibilities exist, and there 

is no indication at the present time which will be realized. First of all, 

the Attorney General may decide that the examination previously described is, 

within the law, an acceptable substitute for graduation from an accredited 

school. This, it seems to the author, would be a proper interpretation of the

^Journal Pl the American Medical Association, State Board Number, Council 

on Medical Education and Hospitals, Vol. 173, No. 4, May 28, 1960, pp. 407-408.
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spirit of the law, but lawyers might put an entirely different interpretation 

on the matter. If this procedure is followed, the result will actually be some 

lessening of restriction, since graduates of schools which were not formerly 

accredited might then be able to qualify for the licensure examination by first 

demonstrating their competence on the other examination. On the other hand, 

however, the Attorney General may insist on a strict reading of the law1 in 

which case graduates of foreign medical schools would be deprived of the right 

to take the examination for licensure unless their schools were accredited 

under the old procedure. Such an interpretation would close the door entirely 

on many foreign medical school graduates without reference to their competence 

or ability. Given this interpretation, the world’s most prominent doctor in a 

given field might not qualify for licensure examination in Hawaii even though 

the Board recognized his ability as unquestioned.

We do not have totals for previous years, but, in 1959, 12 out of the 

total of 34 persons examined for licensure in the State of Hawaii were gradu­

ates of foreign medical schools, and 9 of these 12 passed the examination.2 

And on the staff of the Kaiser Hospital alone, there are six doctors who are 

graduates of foreign medical schools and who, under present construction of 

the law, are ineligible to take the examination for licensure.

The public at large would appear to receive little protection from this 

restriction if a strict interpretation is accepted. One can hardly argue that 

closing the door on all persons with foreign medical training serves the health

1Since this report was written, the Attorney General has delivered the 

opinion that the law should be interpreted strictly, that is that only gradu­
ates of accredited medical schools are eligible for the examination. See Ap­
pendix F. *

2Ibid., Table 3, pp. 384-385.
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and welfare of the community unless at the same time one is willing to argue 

that all graduates of American and Canadian medical schools make better doctors 

than all graduates of foreign medical schools.

Internship

The requirement that an applicant have completed an internship in an ac­

credited or Board-approved hospital may or may not operate restrictively. In 

view of the lack of any accreditation of foreign training hospitals, it must 

certainly be difficult for a state board to determine the adequacy of such 

training programs. The author is not familiar enough with the problems of medi­

cal training to know whether an examination could be devised which, like the 

examination discussed above, would provide the Board with sufficient informa­

tion to pass judgment on the qualifications of a particular applicant. If such 

an examination could be devised, it would seem desirable that this be done. If, 

on the other hand, such an examination could not be prepared, the present pro­

cedure is preferable to a policy of blanket exclusion.

It is rather clearly the intent of the law that this source of supply 

should be kept open. Otherwise one can hardly explain the power vested in the 

Board of accepting for examination persons who interned in non-accredited insti­

tutions if, in the eyes of the Board, such institutions provided adequate train­

ing.

We do not have information on the quantitative effect of this restriction. 

Its practical effect of necessity depends on the reasonability of the Board of 

Medical Examiners in passing judgment on the quality of foreign training pro­

grams, and we are in no position to pass judgment on this.
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Citizenship

Probably the most difficult of the licensure requirements to understand 

is the requirement that an applicant be or have evidenced his intent to become 

an American citizen. One suspects the intent of the requirement is to erect 

what is in effect a tariff barrier, the motive being a combination of American- 

Firstism and the desire to preserve the domestic market against foreign compe­

tition.

The author of this report feels that the issues involved in this particular 

restriction are too broad for adequate discussion here. He can only point out 

that the requirement, as in the case of a tariff, does reduce the potential 

supply of doctors. And considering the apparent differential between the income 

of physicians in America and in other countries, the reduction may be a very 

material one.

Residency

During the course of interviews with local physicians, two medical reasons 

were advanced to the author for the residency requirement. One doctor believed 

it necessary to insure continuity of medical care. He argued that without such 

a restriction physicians from the mainland would come to Hawaii for vacations 

and engage in practice to defray part of the cost of such vacations. He further 

argued that this would lower the quality of medical services because those who 

used the services of such physicians would have to change doctors when the 

"vacation" was over and that this would be medically undesirable. Another 

doctor advanced the argument that the restriction was needed to prevent a large 

number of physicians from coming to Hawaii to go into semi-retirement. He be­

lieved that these doctors, because of their age, would not be willing to engage

in full medical practice and might, in fact, be less well-qualified than younger
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and more active doctors. They would take enough business, however, to reduce 

the number of full-time and active doctors practicing in the state and would 

thereby reduce the incentives to younger men to settle here and take up prac­

tice.

On the other hand, a number of those interviewed expressed the belief that 

the motivation behind this restriction is purely economic in origin. These 

doctors expressed the belief that the residence requirement in no way raises 

the standards of medical service and that the sole purpose of the requirement 

is to reduce the number of doctors in the state in order to raise the incomes 

of those already in practice here.

Once again, the writer does not feel qualified to pass judgment on the 

merits of the medical arguments that were raised. However, there is little 

doubt that this is one of the most serious of the restrictions imposed by law 

in terms of its effect on the supply of physicians in the state. Few doctors 

are in a position to sit idle for a year before they can go into practice, yet 

this is what the residency provision requires. It is true that a certain 

number of doctors may enter practice under another doctor’s license, but the 

opportunities for this are limited and it is virtually certain that many highly 

qualified physicians would rather forego moving here than to take this route 

to fulfilling the residency requirement.

This restriction does not affect those in organized intern and residency 

training programs because such persons would not be engaging in the private 

and independent practice of medicine in any case. It operates primarily 

against those physicians who would otherwise be attracted to the islands either 

because of higher incomes here or because they were attracted by the climate 

and other conditions of living.
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The potential impact of this on the local supply of doctors can hardly 

be exaggerated. In the absence of the requirement, most of the doctors already 

in practice or eligible for practice in other states would be potentially availa­

ble for meeting the medical needs of the people of Hawaii. The nation's pool 

°f physicians would then be at Hawaii's disposal, and the possibility that 

doctors' fees could get seriously out of line with those elsewhere would be 

remote. As matters stand and because of this barrier to the free flow of phy­

sicians in response to normal market incentives, a considerable spread could 

develop.

There are, of course, alternate sources of supply -- residents of the 

state coming out of training programs, physicians leaving the armed forces who 

have met local residence requirements, products of local intern and resident 

programs, and physicians willing to practice under the licenses of local doctors. 

Nonetheless, the sheer magnitude of the share of the market eliminated is so 

great that the reasons advanced in favor of such a restriction need to be of 

considerable weight.

Requirements for Practice Without a License

Section 64-1 of the Revised Laws of Hawaii contains the following 

phrase:

"...provided, that nothing herein contained shall forbid any person 
from the practice of any method, or the application of any remedial 

agent or measure under the direction of a licensed physician."

Technically, this proviso makes it possible for any individual, whether 

or not he has ever had any medical training, to practice medicine under the 

supervision of a licensed physician. In fact, the proviso does not have this 

effect, because the licensed doctor is responsible for the actions of the
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person whose work he supervises and is most unlikely to permit him to engage 

in activities for which he is patently not qualified.

The practical effect of the proviso is to make it possible for individual 

doctors, for doctor groups, or for hospitals to employ doctors who are not 

locally licensed. It provides a way to get around the residence requirement, 

thereby permitting clinics to "import" specialists who can "work out" their 

residency and hospitals to employ as staff physicians persons who are either 

establishing residency or who cannot for some other reason qualify for licensure 

under present law. It also makes it legally possible for hospitals to establish 

and maintain intern and residence special y programs, though the acceptance of 

such programs by the medical profession itself is determined by various pro­

fessional accrediting agencies.

As a means of increasing the total supply of physicians over what it 

would otherwise be because of the various restrictions in the licensing law, 

the "loophole" is of rather limited significance. It has been important, how­

ever, in increasing supply in certain limited but important areas. The clinics 

insist that without the loophole they would not be able to obtain the services 

of certain specialists. The hospitals which are not accredited for training 

maintain it substantially reduces the cost of house physicians. And, in certain 

rural areas to which it is difficult to attract new doctors who can qualify 

for licensure, it provides what appears to be the only practicable method of 

augmenting the local supply.

While the escape clause does have a favorable effect on supply, it poses 

certain problems of regulation which do not appear to have received much con­

sideration. And, as matters stand, it is technically possible to circumvent 

the professional requirements applying to licensure. The clause, in effect,
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enables any physician to act as a one-man licensing board. He is obligated to 

provide supervision to any unlicensed physician he employs, and general guides 

for supervision have been provided by the State Department of Health.1 However, 

there is nothing to prevent a locally licensed physician from "importing” an 

individual who is not properly qualified except the fear on the part of the 

supervising physician that something might go wrong.

From the standpoint of the public, the danger is that, while rules for 

supervision are laid down, there is no active policing by any agency of govern­

ment to insure that supervision follows these rules. In fact, the Department 

of Health does not even maintain a list of the physicians who are practicing 

under the licenses of others. And where specialists are concerned, the idea 

of supervision may be meaningless anyway since the specialist may be practicing 

under the license of a doctor who has had no training in the specialty field 

involved. In such a situation, action can be taken only after some damage has 

been done. While it does not necessarily follow from the above that the "escape 

clause" should be abolished, it does seem reasonable to expect that more active 

policing by the Department of Health or some other agency should be required.

Proposed New Legislation

A revised medical practice act has been prepared by the State Medical 

Society for the consideration of the legislature.2 The economic effect of 

this proposed legislation would be to further restrict the supply of physicians• 

whether the quality of medical care would be correspondingly improved is

1See Appendix B.

2
See Appendix C.
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apparently a matter of serious debate among members of the society. The 

proposed changes are analysed below in some detail.

The "Loophole”

Under the proposed act, it would no longer be legal for one doctor to 

practice under tae license of another, because the draft law no longer con­

tains the phrase in the present law which reads: "... provided, that nothing 

herein contained shall forbid any person from the practice of any method, or 

the application of any remedial agent or measure under the direction of a 

licensed physician."

This change would make it virtually impossible to attract already qua­

lified doctors to Iiawaii, a.c., those who have already completed their intern 

and residence training, except those who have already met the residence re­

quirement. The aggregate impact cannot be measured because of the fact that 

no records are kept of the number of unlicensed physicians that have, in the 

past, been imported into the state. Totals would be somewhat misleading in 

any case, however, because the most important effect of the loophole has proba­

bly been on the supply of specialists of various kinds. The character of medi­

cal practice today is suca that there are, in practical effect, a number of 

markets each involving some medical specialty. As a result, a restriction 

that would have little effect on the total supply of doctors might result in 

a serious redccuion in the supply of doctors in certain specialty areas.

Hardest hit by tae change will be the medical clinics. Over the past ten 

years the Straub Clinic has "imported" 13 doctors and the Medical Group, 3. 

Most of these aa^e been specialists who would almost certainly not have come 

to the state without the promise of income during the time the residency
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requirement was being met. In the case of Kaiser Hospital, we do not have 

historical data, but there were 17 doctors on the Kaiser staff on January 26, 

1961, who were not licensed to practice locally.

The impact on hospitals is by no means as clear as that on the clinics.

The draft bill exempts "students" in training programs in hospitals but, signi­

ficantly, makes no provision for accreditation of such hospitals. Since the 

concept of "training" is given no clear definition, it would seem that any 

hospital could claim to be a training institution and employ unlicensed phy­

sicians as "residents" to meet their house staff requirements. These same 

hospitals, however, might not be able to meet the standards of the accrediting 

agencies referred to in the clauses relating to qualifications for licensure. 

In fact, a literal reading of the act makes it appear to be specifically di­

rected against the clinics (and perhaps some independent physicians), though 

the organization of the bill tends to disguise this.

Citizenship

The present law, which is itself economically restrictive, provides that 

candidates for licensure must have declared their intent to become U.S. citi­

zens. The draft law would require that applicants have already become citizens. 

Again, we cannot fully judge the economic impact of the measure, but that it 

is discriminatory is beyond question and there is certainly no discernible 

medical justification either for the old or for the new restriction.

Foreign Medical School Training

The draft law makes no attempt to clarify the old one or to eliminate 

the inconsistency of allowing the Board of Medical Examiners to waive
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accreditation for intern training but not for medical school training. The 

remarks in the earlier part of the paper on this subject apply here with equal 

force.

National Board Examination

The draft law provides that diplomates of the national board of medical 

examiners (those certified as having passed) need not take the local examina­

tion if they apply for licensure within ten years of graduation from medical 

schools. No such time provision exists in the law as it presently stands.

This requirement would further discourage already established doctors 

from coming to the state to practice. Doctors who have been out of school 

for a number of years and in specialized practice may find it very difficult 

to pass or may be unwilling to take the local examination which is a general 

one. Perhaps the most inconsistent aspect of the requirement is that it is 

not made applicable to local physicians. If the public welfare demands that 

some doctors be tested for competence at least every ten years, it is difficult 

to understand why the same requirement should not be imposed on all doctors.

Other Changes

The other changes proposed in the draft law do not appear to be of

economic significance.



PART THREE
EXTRA-LEGAL RESTRICTIONS

Restrictions Imposed by Hospitals^

Unless he engages in a very limited type of practice, a doctor must 

today have access to the facilities of a hospital. Hospitals, however, have 

come to be more than institutions to provide facilities with which doctors 

may work. They have become quasi-legal licensing agencies that determine 

which doctors' shall have access to hospital facilities and the terms on which 

this access may be exercised.

Each hospital has a Credentials Committee which passes on applications 

for the privilege of practicing in the hospital, determining not only whether 

the doctor may admit patients but also the type of medicine he may practice 

on his patients. Since these committees are composed of doctors, this amounts 

to self-regulation by the profession itself.

The basic argument in favor of such a system is that the patient must 

be protected against an improper choice of doctors, at least while he is in 

the hospital. Individual physicians are thereby prohibited from doing things 

which they are not competent to do either because they have demonstrated

For interesting articles taking opposing sides on the merits and de­
merits of the hospital privilege system see Kessel, Reuben A., "Price Dis­
crimination in Medicine," The Journal of Law and Economics, I, October 1958, 
pp. 20-53; Chase, Edward T., "The Politics of Medicine," Harper's Magazine, 
October 1960, pp. 125-131; Hall, Oswald, "Some Problems in the Provision of 
Medical Services," Canadian Journal of. Economics and Political Science, XX, 
November 1954, pp. 456-466 and "The Informal Organization of the Medical 
Profession," ibid., Vol. 12, No. 1, February 1946, pp. 30-44; Stern, Bernhard J., 
American Medical Practice in the Perspectives of a Century (New York: The 
Commonwealth Fund, 1945), p. 93; "Testimony of Dr. Herbert Berger" New York 
Medicine, XVI, 16, August 1960, pp. 682-688; "I.F./l.O.", ibid., pp. 679-681; 
and Berg, Ronald H., "Why Hospitals Lock Doctors Out," Look, January 17, 1961, 
pp. 73-76.
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incompetence in their practice or because they do not have sufficient special­

ized training.

This method of restricting hospital practice is generally followed 

throughout the nation, and in many areas it is also required that a doctor 

be a member of the local medical society before he is eligible for hospital 

privileges. This last restriction does not apply in any of the hospitals in 

Haw ai i, howeve r.

In sharp contrast to these restrictions imposed by the hospitals, the 

law provides that any one licensed physician can do anything that can be done 

by any other. The law thus takes no account of the medical specialties that 

have developed over the years and of the highly specialized training and ex­

perience which certain types of medical practice now require. It is, in fact, 

perfectly legal for any doctor to hold himself out as a specialist even though 

his qualifications as such are not recognized by the medical association's 

specialty boards.^

Because of the failure of the law on medical practice to recognize the 

present importance of specialized training for certain types of medical prac­

tice, it may be that some measures are required to protect patients against 

physicians who are tempted by the relatively high incomes of specialists to 

try to do things for which they lack the necessary qualifications. There are, 

however, real economic dangers in placing the authority for restricting the 

power to practice in hospitals in the hands of those who have a personal 

financial interest involved.

He may not, however, hold himself out as ’’Board Certified.”



In areas in which there are not sufficient hospital beds for all doctors 

to have hospital privileges, this system often has the result that many doctors 

are denied access to hospitals at all. Since hospital facilities are an abso­

lute necessity for many of the medical specialities, this gives the committee 

power to negate or to neutralise the licenses to practice issued by the state.

The possibilities for economic abuse inherent in such a situation are 

clear. Those doctors who have hospital privileges occupy a vastly superior 

economic position to those who do not, and the fewer doctors on the staff of 

a given hospital, the more those who are on the staff can exploit the faci­

lities to which they alone have access. It is also possible to engage in 

discrimination on the basis of race or religion, a practice apparently not 

uncommon in many sections of the country.

Nor is the practice free from danger in states such as Hawaii where 

there is a relative surplus rather than a shortage of hospital beds. Those 

responsible for the financial well-being of a hospital -- and these persons 

have review authority over the medical screening groups -- may well be tempted 

in such situations to exert pressure on the credentials committees to grant 

privileges to any and all comers in order to fill up the hospital’s empty 

beds. Since the hospital implicitly endorses those doctors who have privi­

leges, this can be seriously misleading to patients who have the right to 

assume that this indorsement has a solid medical foundation.

It may well be taut some restricticis on medical practice are needed in 

addition to those embodied in the present medical practice act, but it is by 

no means self-evident that the authority to impose these restrictions should 

rest with the specialists on hospital staffs. As matters stand, the licenses 

to practice issued by the state are in effect no more than permits to petition 

the hospitals for the right to engage in active practice in a given area. And
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those who pass on the petitions are the very parties who stand to gain the 

most from reducing supply in their own fields of specialization. If restric­

tions are, in fact, necessary -- and we would not contest the point -- some 

consideration should be given to embodying these restrictions into the law on 

medical practice. It is asking a great deal of a group whose own livelihood 

is involved to regulate their activities in the public rather than in their 

own interest. It was presumably because of such considerations that the state 

itself undertook to establish standards for licensure rather than leaving the 

matter in the hands of the professional groups involved. It would seem to 

follow from this that restrictions on specialty practice should, like those 

on general practice, be determined by and enforced by the state, acting, of 

course, on the basis of competent medical advice.

Professional Society Restrictions^

Local and higher level medical societies are professional associations 

which perform a variety of functions. Among these, most are beneficial to 

the community at large, an example being educational programs of various kinds, 

labile ostensibly private in character, over the years these societies have 

come to be regarded by the public as the more or less official agencies re­

presenting the medical community at large. For this reason, the actions of 

of these societies are of considerable public interest, and the positions 

taken by them are extremely influential in the establishment of public 

policy.

See especially Kessel, The Journal of Law and Economics, I, pp. 20-53, 
Hall, Canadian Journal of Economics and Political Science, Vol. 12, No. 1, 
pp. 30-44, and Chase, Harper1s Magazine, October 1960, pp. 125-131.
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Because of their great influence, these societies are in fact if not at 

law of a quasi-public character. In many communities, membership in the local 

society is a requirement for hospital privileges, and there is often a dif­

ference in malpractice insurance rates charged to members and non-members. 

While neither of these practices is followed in Hawaii, it is nonetheless 

probably true that the local societies do exert considerable influence on both 

public opinion and public policy.

Given the fact that the societies do occupy a position of influence, 

membership in his local society is a matter of considerable economic importance 

to the individual physician. And, the reverse of the coin, inability to obtain 

or to retain membership may involve serious economic loss. Among the most 

simple and obvious of the factors involved is that membership provides the 

contacts which are important if referrals are to be obtained or made. Less 

obvious but probably of equal importance is the fact that because active members 

of the society are likely to be in positions of importance on hospital creden­

tials committees, membership in the society may be an unofficial requirement 

for hospital privileges. Finally, if any publicity is attendant upon refusal 

to admit a doctor to membership or upon disciplinary action against him re­

sulting in expulsion or suspension, the practice of the physician involved 

is almost certain to be adversely affected.

There is, unfortunately, potential for abuse in the existing method of 

admission of new members to societies. The societies are not required to ac­

cept applicants even though their medical qualifications are above question, 

and an applicant has no right of appeal from the decision of the local society. 

Because of this, a local society could, if it chose, restrict membership for 

various reasons having no bearing on the medical capabilities of the applicants



concerned. Persons denied membership have access to the courts, of course, 

but this is a remedy of which individual doctors may well hesitate to avail 

themselves. To win membership by such a method might well be a hollow victory 

considering the applicant's dependence on the good will of his fellow doctors.

The same basic objection applies to the expulsion and suspension process. 

Disciplinary action by a local society is almost certain to reflect on a phy­

sician's practice, yet such action may result from causes having nothing to do 

with medical competence or conduct. For example, action may be taken against 

members on the basis of alleged personal misconduct which is not illegal or 

against which no legal action has been taken. If the societies were purely 

social organizations, their conduct would be of no legitimate public concern. 

But, since an individual's livelihood is involved, it seems to us that the 

grounds for disciplinary action should be specific and detailed and that normal 

legal safeguards should apply in society proceedings without forcing the indi­

vidual to bring suit for reinstatement. Otherwise, the societies become 

quasi-licensing agencies, a function which has not been assigned to them by 

law.

In fairness to the societies in Hawaii, it should be noted that the ability 

to control membership in these societies does not appear to have been used for 

the purpose of limiting the economic opportunities of newcomers or non-con­

formists. As far as the writer has been able to determine, the record of these 

societies is an enviable one in most respects. With all credit to the present 

membership of the local societies for their circumspect use of their powers, 

however, the potential for collective restrictive action exists under the 

present arrangement. Because of this, some thought might be given to revamp­

ing admission and disciplinary procedures so that the conditions for obtaining
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and retaining membership are more clearly defined and are concerned only with 

medical qualifications and conduct. Given the professional rather than social 

character of the societies, it would seem that membership should be contingent 

only on clearly defined rules and should not in individual cases be dependent 

upon votes of approval by those who have already obtained membership.

^v * * *
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APPENDIX A COPY

Revised Laws of Hawaii, 1955

CHAPTER 64

MEDICINE AND SURGERY

Sec. 64-1. Practice of medicine defined. For the purposes of this chapter 
the practice of medicine shall include the use of drugs and medicines, water, 
electricity, hypnotism or any means or method, or any agent, either tangible or 
intangible, for the treatment of disease in the human subject; provided, that 
nothing herein contained shall forbid any person from the practice of any method, 
or the application of any remedial agent or measure under the direction of a 
licensed physician; and provided further, that when a duly licensed physician 

pronounces a person affected with any disease hopeless and beyond recovery and 
shall give a written certificate to that effect to the person affected or his 
attendant nothing herein contained shall forbid any person from giving or fur­
nishing any remedial agent or measure when so requested by or on behalf of such 
affected person.

The provisions of this section shall not amend or repeal the law respecting 
the treatment of those affected with Hansen's disease. (L. 1896, c 60 s 2’ 
am. L. 1909, c. 133, s. 1; R. L. 1925, s. 1023; R. L. 1935, s. 1201; R.’L.’1945 
s. 2502; am. L. 1949, c. 53. s. 29 and c. 63, s. 1.)

Sec. 64-2. License required; exceptions. Except as otherwise provided by 
law, no person shall practice medicine or surgery in the Territory either grat­
uitously or for pay, or shall offer to so practice, or shall advertise or announce 
himself, either publicly or privately, as prepared or qualified to so practice, 
or shall append the letters 'Dr." to his name, with the intent thereby to imply 
that he is a practitioner of medicine or surgery, without having a valid un­
revoked license, obtained from the board of health, in form and manner substan­
tially as hereinafter set forth. Such license shall only be granted upon the 
written recommendation of the board of medical examiners.

Nothing herein contained shall (a) apply to so-called Christian Scientists 
so long as they merely practice the religious tenets of their church without 
pretending a knowledge of medicine or surgery; (b) prohibit service in the case 
of emergency or the domestic administration of family remedies; (c) apply to 
any commissioned medical officer in the United States army, navy, marine corps 
or public health service, engaged in the discharge of his official duty, nor to 
any practitioner of medicine and surgery from another state when in actual con­
sultation with a licensed practitioner of this Territory if such practitioner 
from another state, at the time of such consultation, is licensed to practice 
in the state in which he resides; provided, that such practitioner from another 
state shall not open an office, or appoint a place to meet patients, or receive 
calls within the limits of the Territory; and provided further, that the laws 
and regulations relating to contagious diseases are not violated. (L. 1896, c. 
60, s. 1; am. L. 1905, c. 48, s. 1; am. L. 1909, c. 124, s. 1; am. L. 1919,’c.'
22, s. 1; am. L. 1920, c. 37, s. 2; am. L. 1921, c. 14; R. L. 1925, s. 1022;
am. L. 1925, c. 26, s. 1; R. L. 1935, s. 1200; am. L. 1939, c. 183, s. 1; R. L
1945, s. 2501.)
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Prior to enactment of this chapter, both license and certificate from 
board of health were necessary, 4 H. 9; treasurer could not revoke licenses 
issued on recommendation of board of health. 15 H. 273.

As to pleading and proof in prosecution for practicing medicine without 
license, 21 H. 465. L. 1905, c. 48, requiring applicant to pay fee held 
invalid, 17 H. 389. Sec. 25 H. 445, 452; 29 H. 422.

Sec. 64-3. Qualifications for examination. Except as otherwise provided 
by law, no person shall be licensed to practice medicine or surgery except upon 
the written report of a board of medical examiners, to be appointed and consti­
tuted as in this chapter provided, setting forth that the applicant named therein 
has passed an examination and has been found to be possessed of the necessary 
qualifications.

Before any applicant shall be eligible for such examination he shall furnish 
proof satisfactory to the board of examiners that:

(a) He (1) is a citizen of the United States; or (2) if not a citizen of 
the United States, has declared his intention to become a citizen of the United 
States, as provided by law;

(b) He has been a resident of the Territory for at least one year; except 
that a person who has changed his residence to the Territory shall have been 
continuously physically present in the Territory for at least nine months of his 
legal residence in the Territory;

(c) He is of good moral character;
(d) He is a graduate of a medical school or college approved by the council 

on medical education and hospitals of the American medical association, or in 
lieu thereof has actively practiced, either in some other jurisdiction, or in 
the United States army or navy or public health service, as a licensed physician 
of medicine or surgery for ten out of the eleven years immediately preceding 
the date of application to take such examination;

(e) He has served an internship of at least one year either in a hospital 
which has been certified or approved for the training of interns and resident 
physicians by the American medical association council on medical education and 
hospitals, or if outside the United States, in a hospital which is shown by the 
applicant to the satisfaction of the board of medical examiners to possess stand­
ards substantially the equivalent of those required for such American medical 
association approval;

(f) He has visited a territorial institution devoted to the care of patients 
suffering from Hensen s disease ann has a written statement from the physician in 
charge that he is familiar with the general clinical manifestations of Hansen's 
disease.

Diplomates of the national beard of medical examiners who meet the require­
ments of sub-paragraphs (a), (b), (c), (d), (e) and (f) above, shall be licensed 
without the necessity of any further examination.

The governor, upon the recommendation of the board of medical examiners, 
where in their opinion a public emergency precludes obtaining an adequate number 
°f physicians or surgeons who have the residence qualifications required by this 
section, may waive the residential requirement in each instance during the 
period of emergency. (L. 1896, c. 60, s. 3; am. L. 1920, c. 37, s. 1; R. L. 
1925, s. 1024; am. L. 1925, c. 26, s. 2; R. L. 1935, s. 1203; am. L. 1939, c. 
183, s. 1; am. L. 1941, c. 181, s. 1; am. L. Sp. 1941, c. 40, ss. 1, 2, 3; R. 
L. 1945, s. 2503; am. L. 1951, c. 173, s. 1.)
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Sec. 64-4. Board of medical examiners; appointment, removal, qualifications. 
For the purpose of carrying out the provisions of this chapter the governor shall 
appoint in the manner prescribed in section 80 of the Organic Act, a board of 
medical examiners, whose duty it shall be to examine all applicants for license 
to practice medicine or surgery, and to report the result of such examination to 
the board of health.

The board of medical examiners shall consist of seven persons, all of whom 
shall be licensed physicians or surgeons under the laws of the Territory. The 
appointments, unless to fill out unexpired terms, shall be for five years, subject, 
however, to removal by the governor in the manner prescribed in section 80 of the 
Organic Act; provided, that of the members first appointed, one shall be appointed 
for a term of one year, one for a term of two years, one for a term of three 
years, two for terms of four years and two for terms of five years. Of such 
seven members, one shall be appointed from each of the counties of Hawaii, Maui 
and Kauai and four shall be appointed from the city and county of Honolulu. The 
successors of the members initially appointed and all successors thereafter, 
shall be appointed for terms of five years from the date of the expiration of 
the terms for which their predecessors were appointed. Each member shall serve 
until his successor is appointed and qualified. The members of the board shall 
serve without pay, provided, that they shall be allowed their reasonable expenses 
for travel and other costs incurred in the discharge of their duties. A majority 
of the board shall constitute a quorum. (L. 1896, c. 60, s. 4; R. L. 1925, s. 
1025; R. L. 1935, s. 1204; R. L. 1945, s. 2504; am. L. 1953, c. 86, s. 1.)’
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APPENDIX B COPY

TERRITORY OF HAWAII

Department of Health

Circular No. 36 
(To be placed in Dept, 
of Health binder)

March 2, 1956

TO ALL PHYSICIANS: •

fte: LEGAL RESPONSIBILITIES AND THE PRACTICE OF MEDICINE

Repeated inquiries are received regarding the role of unlicensed physicians 
performing under the responsibility of physicians licensed to practice medicine 
and surgery in the Territory. This generally pertains to the folding groups 
of individuals:

1. Physicians who do not have certification by the National Board of 
Medical Examiners or who have not qualified themselves by virtue of 
passing the Territorial Medical Board examinations.

2. Interns and residents not licensed in the Territory.

3. Medical students from the Mainland serving preceptorships under a 
physician or in a hospital.

4. Medical practitioners of the Trust Territory receiving training under 
local physicians or in local hospitals.

The problems encountered usually relate to the kind of supervision required 
of the unlicensed person by the responsible licensed physician and the acts 
which the unlicensed individual may perform in this relationship. The question 
of the legal responsibility of both the licensed physician and the unlicensed 
person is involved.

Based upon the Territorial law and past opinions from the Attorney General’s 
Of^ice, the following legal principles on this subject may be expressed.

The lax? specifically provides that no person shall practice medicine or 
surgery in the Territory unless such person shall possess a valid unrevoked 
license.” The lax? makes it a misdemeanor if any person violates any of the 
provisions of the laws relating to medicine and surgery. Therefore, it would 
not be lawful for a licensed physician to turn over his practice to an unlicensed 
physician and for an unlicensed physician to carry on the practice, unless under 
the close supervision of a licensed physician. If he does so turn over his 
practice, he makes himself liable to have his license revoked for professional 
misconduct or gross carelessness and to be punished as an accessory for violating
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the laws requiring a license to practice medicine in the Territory. "A licensed 
physician can lawfully turn over his medical practice only to a licensed physi­
cian." The law does provide that "any person can practice any method or apply 
any remedial agent or method with the approval of a licensed physician without 
being liable to any penalty for violating the legal requirements pertaining to 
the practice of medicine." "An unlicensed physician can lawfully do medical and 
surgical work under the direction of a licensed physician. The burden of proof 
is, however, upon the unlicensed physician to show that he is doing such work 
under such direction and that such direction is sufficient to include the reason­
ableness, comprehensiveness, and honesty, which are a necessary part of such 
direction. Any licensed physician giving direction insufficient to meet any of 
those requirements is liable to revocation of his license for professional mis­
conduct. "

"If the unlicensed physician practices apart from the licensed physician, 
so that he is in a separate establishment and appears to be a practitioner 
practicing without connection with the licensed physician, proof of sufficient 
direction would be either impossible or extremely difficult."

"An unlicensed physician may do medical work as an intern or resident in 
the employ of a hospital or as an employee of one or more licensed physicians, 
if he works in general under the direction of a licensed physician. He need 
not have specific and detailed direction for every act if the direction is suf­
ficiently reasonable, comprehensive, and honest to include every act. But in 
general he should work in or from the same office establishment, or hospital, in 
or from which the licensed physician operates."

j

Every person is liable under the law of Torts for his own acts. Every 
employer is liable under the law for the acts of his employees within the scope 
of the employment. A licensed physician might be held liable under the law of 
Torts for misleading a patient in reference to the ability or competence of 
another licensed or unlicensed physician." A licensed physician who employs an 
unlicensed physician to work under his direction is liable for the negligence 
of his employee while performing his duties within the scope of his employment.

Licensed practitioners from another state may practice if in actual con­
sultation with a licensed practitioner of the Territory.

This information was developed with the advice and counsel of the Attorney 
General’s Office.

/s/__Richard K. C. Lee 
""RICHARD K. C. LEE, M.D. 

President, Board of Health



- 32 -

APPENDIX C COPY

(Proposed) MEDICAL PRACTICE ACT

Chapter 64

Medicine and Surgery

Sec. 64-1. Practice of medicine defined. For the purposes of this 
chapter the practice of medicine by any person shall mean the diagnosis, 
treatment or correction of, or the attempt to, or the holding of oneself out 
as being able to diagnose, treat, or correct any and all human conditions, 
ailments, diseases, injuries or infirmities, whether physical or mental, by 
any means, methods, devices or instrumentalities. Provided that when a duly 
licensed physician pronounces a person affected with any disease hopeless and 
beyond recovery and shall give a written certificate to that effect to the 
person affected or his attendant nothing herein contained shall forbid any 
person from giving or furnishing any remedial agent or measure when so 
requested by or on behalf of such affected person.

The provisions of this section shall not amend or repeal the law 
respecting the treatment of those affected with Hansen’s disease.

Sec. 64-2. License required; exceptions. Except as otherwise provided 
by law, no person shall practice medicine or surgery in the State either 
gratuitously or for pay, or shall offer to so practice, or shall advertise 
or announce himself, either publicly or privately, as prepared or qualified 
to so practice, or shall append the letters "Dr." to his name, with the 
intent thereby to imply that he is a practitioner of medicine or surgery, 
without having a valid unrevoked license, or a temporary license, or a 
temporary educational permit, obtained from the Department of Health in 
form and manner substantially as hereinafter set forth. Such license 
shall only be granted upon the written recommendation of the Board of 
Medical Examiners.

Nothing herein contained shall (a) apply to so-called Christian 
Scientists so long as they merely practice the religious tenets of their 
church without pretending a knowledge of medicine or surgery; (b) prohibit 
service in the case of emergency or the domestic administration of family 
remedies; (c) apply to any commissioned medical officer in the United States 
army, navy, marine or air corps, United States public health service, medi­
cal officers of the Veterans administration of the United States, engaged 
in the discharge of his official duty, nor to any practitioner of medicine 
and surgery from another state when in actual consultation with a licensed 
practitioner of this state if such practitioner from another state, at the 
time of such consultation, is licensed to practice in the state in which 
he resides; provided, that such practitioner from another state shall not 
open an office or appoint a place to meet patients, or receive calls within 
the limits of the State; and provided further, that the laws and regulations 
relating to contagious diseases are not violated; (d) apply to students who 
have had training in medicine and who are continuing their training and 
performing the duties of an intern or resident in any hospital or institu­
tion maintained and operated by the State or the United States or in any 
hospital within the State operating under the supervision of a medical
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staff, the members of which are licensed to practice medicine in the state, 
(e) The definition of the practice of medicine shall not apply to a person 
licensed to practice a limited field of the healing arts which constitutes 
a part of the practice of medicine in accordance with the provisions and 
limitations established by the state laws. (L. 1896, c. 60, s I; sm. zl
1905, c. 48 s I; am. L. 1909, c. 124, s. I; am L. 1919, c. 22 s. I; am L.
1920, c. 37, s. 2; am L. 1921, c. 14; R. L. 1925, s. 1022; am L. 1925,
c 26, s. I; R.L. 1935, s. 1200; am. L. 1939, c. 183, s. I; R. L. 1945,
s. 2501.)

Sec. 64-3. Qualifications for examination. Except as otherwise pro­
vided by law, no person shall be licensed to practice medicine or surgery 
except upon the written report of the board of medical examiners, to be 
appointed and constituted as in this chapter provided, setting forth that 
the applicant named therein has passed an examination and has been found 
to be possessed of the necessary qualifications.

Before any applicant shall be eligible for such examination he shall 
furnish proof satisfactory to the board of examiners that;

(a) He is a citizen of the United States;
(b) He has been a resident of the State for at least one year imme­

diately preceding the first day of the examination; except that a person 
who has changed his residence to the State shall have been continuously 
physically present in the State for at least nine months of his legal 
residence in the State;

(c) He is of good moral character;
(d) He is a graduate of a medical school or college approved by the 

council on medical education and hospitals of the American Medical Associ­
ation;

(e) He has served an internship of at least one year either in a hos­
pital which has been certified or approved for the training of interns and 
resident physicians by the American Medical Association council on medical 
education and hospitals, or if outside the United States, in a hospital 
which is shown by the applicant to the satisfaction of the board of medical 
examiners to possess standards substantially the equivalent of those required 
for such American Medical Association approval;

(f) He has visited a state institution devoted to the care of patients 
suffering from Hansen’s disease and has a written statement from the physi­
cian in charge that he is familiar with the general clinical manifestations 
of Hansen's disease.

Within 10 years after graduation from medical school diplomates of the 
national board of medical examiners who meet the requirements of subpara­
graphs (a), (b), (c), (cl), (e), and (f) above, may be licensed at the 
direction of the board of medical examiners without the necessity of any 
further examination.

(g) No person shall be issued a limited and temporary license to 
practice medicine or surgery except upon the written report of the board 
of medical examiners setting forth that there is an absence or shortage of 
qualified physicians, that a public emergency exists, and that the require­
ments or qualifications and examinations established by this chapter be 
waived and that the applicant holds a certificate of the National Board of 
Medical Examiners or that he has been duly licensed as a physician under 
the laws of another state or territory of the United States and that, in
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the opinion of the board of medical examiners, the applicant meets the 
qualifications required of physicians in this State and sets forth the 
limitations of the temporary license with respect to special place, purpose, 
and time and that the applicant be subject to qualifying for regular license 
at the next examination conducted by the board for which he is eligible. 
Such limited and temporary license shall be automatically cancelled when 
such person has been examined by the board of medical examiners.

(h) The Board of medical examiners shall have power to recommend a 
temporary educationsl permit to a graduate of a foreign medical school not 
recognized by the board for licensure. (L. 1896, c. 60, s. 3; am L. 1920, 
c. 37, s. 1; R. L. 1925, s. 1024; am. L. 1925, c. 26, s. 2; 1941, c. 181, 
s. 1; am. L. Sp. 1941, c. 40, ss. 1, 2, 3; R. L. 1945, s. 2503; am. L. 1951, 
c. 173, s. 1.)
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APPENDIX D

INFORMATION ON PHYSICIANS 
(As of April 15, 1960)

Source: Department of Health, State of Hawaii.

Private Practice
Other (Gov't., Inst., etc)

Retired

464
171 (10 on outside islands)

3

Hawaii

Oahu

Kauai

Lanai

Maui

Molokai

Non-Residents

Private Physicians

Oahu:

Outside Islands:

54 (595,000 - Population of State)

534 (461,770 - Population of Oahu)

13 
(115.6: 100,000 Oahu)

1 
(106.0: 100,000 State) 

34

2

206 TOTAL 844

to Population:

1:1200

1:1465

American Board Only

Anaesthesiology 4 Pathology 10

Dermatology & Syphilogy 5 Prev. Med. & P. H. 2

Internal Medicine 22 Psychiatry & Neurology 15

Neurological Surgery 3 Pediatrics 28

Obstetrics & Gynecology 14 Radiology 16

Ophthalmology 18 Surgery 29

Otolaryngology 11 Urology

Plastic Surgery

1
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APPENDIX E

Medical Licensure Statistics

1959

1. Number of Licenses Issued 54
by Examination or by Reci­
procity or Endorsement

2. Failure Rates in State 17.6%
Medical Board Examination

3. Internship Requirement of 
Medical Licensing Boards

4. Citizenship Requirement

5. Licensure by Reciprocity

6. Licensure by Endorsement

7. Licenses Granted on the 26
Basis of National Board 
Certificates

Hawaii ranked 41st among 50 states. 
District of Columbia, Guam, Puerto 
Rico, Virgin Islands, and Canal Zone. 
Range: 2277 (California), 1648 (N.Y.) 
to none in Guam

Hawaii ranked 45th among 50 states, 
and 5 outlying possessions. Range: 
21-0.0%; 15-0.1 to 9.9%, 10-10.0 to 
19.9%, 2-20.0 to 29.9%, 3-30.0 to 
39.9%, 2-40.0 to over 50.0%

Hawaii together with 37 states, 
territories and possessions re­
quire one year of internship for 
licensure.

Nine boards have no requirement 
for citizenship; 17 boards re­
quire that applicants to have 
declared his intentions of be­
coming a citizen; 29 boards re­
quire that the applicant be a 
full citizen. Hawaii requires 
declaration of intent.

Only Hawaii, Florida, and 
Virgin Islands do not grant 
licenses on reciprocity.

Except for Florida, all states 
and possessions (including Hawaii) 
issue licenses by endorsement of 
physicians certified by the Na­
tional Board of Medical Examiners.

Hawaii with 26 licenses granted 
ranked 23rd among 46 states and 
possessions. Other than Florida 
(see 6 above) 7 boards, Arkansas, 
Guam, Indiana, Louisiana, N. C., 
S. D., and Texas did not grant 
licenses on the basis of Na­
tional Board Certificates in 
1959.
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8. Foreign-Trained Physicians 9
Licensed in Hawaii

9. Licensure Fees $50

10. Annual Registration

Hawaii granted 9 licenses in 
1959 to foreign-trained phy­
sicians by examination. Li­
censes are not issued to foreign- 
trained physicians on reciprocity 
or endorsement, and 1959 was 
the first time that foreign- 
trained physicians were granted 
licenses since 1946.
12 foreign-trained physicians 
were examined in 1959. These re­
presented medical training in 
Germany (2), Japan (3), Mexico(1). 
Netherlands (2), Philippines (1). 
Three of these (Japan, 2 and 
Philippines, 1) failed, or a 
failure rate of 33.3%.

Hawaii charges the same amount 
for licensing by examination or 
by endorsement. This is a prac­
tice followed in 8 other states 
and possessions. Fees range 
from $10 to $110 with the 
majority of states and posses­
sions charging $25 or $50.

Hawaii along with 34 other 
states and possessions requires 
annual registration of licensed 
physicians. 5 states (Illinois, 
New Hampshire, New York, North 
Carolina, and West Virginia) 
require biennial registration. 
The fee for the annual regis­
tration in Hawaii is $5.00.

Source: "State Board Number Council on Medical Education and Hospitals," 
The Journal of the American Medical Association, Vol. 173, No 4 
(May 28, 1960), pp. 379-426.
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Address Reply to
"The Attorney General of Hawaii" 
and Refer to
Initials and Number
WKW: hmm___________
9a, 17c____________

OP. 61-14

COPY

APPENDIX F

STATE OF HAWAII 
Department of the Attorney General 

Honolulu

February 17, 1961

Dr. Harry L. Arnold, Jr.
Secretary, Board of Medical Examiners 
State of Hawaii
1000 Ward Avenue
Honolulu 14, Hawaii

Dear Dr. Arnold:

You have asked for the opinion of this office regarding the interpretation 
of subsection 64-3 (d). Revised Laws of Hawaii 1955 as amended, wherein it is 
provided that an applicant for a license to practice medicine must be a graduate 
of a medical school or college approved by the Council on Medical Education and 
Hospitals of the American Medical Association. You are concerned because said 
Council no longer officially approves of foreign medical schools but instead 
accepts the results of an examination for foreign medical graduates given by 
the Educational Council for Foreign Medical Graduates. You have further called 
to our attention Assistant Secretary Ruhe’s letter of January 9, 1961, from 
said Council on Medical Education and Hospitals wherein Dr. Ruhe states: 
"For the foreign graduate, the examination of the Educational Council for For­
eign Medical Graduates remains the best single measure for determining his 
qualification for licensure and positions of responsibility. We are still 
assuming, therefore, that his having passed the examination is the equivalent 
of his having graduated from an approved medical school or college."

It is the opinion of this office that receiving a passing grade on the 
examination of the Educational Council for Foreign Medical Graduates is not 
the equivalent to the individual’s having graduated from a medical school or 
college approved by said Council on Medical Education and Hospitals since the 
subject provision on subsection 64-3 (d) is not ambiguous.

In June of 1958 the Council on Medical Education and Hospitals announced 
that effective January 1, 1960, it was withdrawing its list of approved foreign 
medical schools and accepting in lieu thereof the requirement of passing the 
ECFMG examination. Subsequently, the legislature in Act 149 of the Regular 
Session of 1959 amended said subsection 64-3 (d) as to the content of its
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proviso but did not change the requirement that all candidates must have 
graduated from a medical school approved by the Council on Medical Education 
and Hospitals. Thus, it can be inferred that the legislature in 1959 chose 
not to amend subsection 64-3 (d) to provide that a foreign medical school 
graduate seeking to take the medical examination of the Hawaii State Board of 
Medical Examiners would need only to have received a passing mark on the ECFMG 
examination instead of the requirement of having to be a graduate from an ap­
proved medical school.

For reasons of the above-stated laws and facts, it is the opinion of this 
office that receiving a passing grade on the ECFMG examination is not the 
equivalent of having graduated from a medical school or college approved by 
the Council on Medical Education and Hospitals of the American Medical Associa­
tion.

Very truly yours,

/s/ W. K. Watkins, Jr. 
W. K. WATKINS, JR. 
Deputy Attorney General

Enclosures: (1) The Present and Future Status of Foreign Medical School 
Credentials in the United States by Council on Medical 
Education and Hospitals, June 1, 1958;

(2) Medical Licensure Statistics from Journal of the American 
Medical Association, May 28, 1960;

(3) Medical Education in the United States and Canada from 
Journal of the American Medical Association, November 
12, 1960.

cc: Dr. Frank H. Jackson
Econ. Survey Dept., Univ, of Hawaii

APPROVED:

/s/ Shiro Kashiwa
SHIRO KASHIWA
Attorney General
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OTHER SOURCES

Included below are the names of only a few of those who were 
interviewed. They are by no means necessarily in agreement with all 
or any of the views expressed in the study but their aid was nonetheless 
invaluable to its conduct. The names of many others who were also helpful 
have not been included in the list because of considerations of length, 
but the author wishes to express his appreciation to them and to extend 
his apologies for not giving explicit recognitition to their contributions.

Dr. Harry L. Arnold, Jr., Straub Clinic, Honolulu
Dr. Leo Bernstein, Department of Health, State of Hawaii
Dr. Maurice L. Brodsky, Leahi Hospital, Honolulu
Dr. Philip T. Chu, Hawaii Permanente Medical Group, Honolulu
Dr. John Clarkin, Hawaii Permanente Medical Group, Honolulu 
Roderick Gudgel, Department of Treasury and Regulation 
Dr. Alfred S. Hartwell, Straub Clinic, Honolulu 
Kent W. Longnecker, Assistant Director, Leahi Hospital, Honolulu 
Miss Elizabeth Middleton, Administrator, G. N. Wilcox Memorial 

Hospital, Lihue, Kauai
Dr. Clifford F. Moran, Maui
Dr. Barrister Allen Richardson, Honolulu
Dr. Irvin L. Tilden, Straub Clinic, Honolulu
Thomas Vance, Administrator, Puumaile-Hilo Memorial Hospital, Hilo 
Dr. Samuel R. Wallis, Kauai
W. K. Watkins, Jr., Deputy Attorney General
Lee G. Wheeler, Acting Chief, Office of Hospitals and Medical 

Facilities, Department of Health, State of Hawaii.
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The medical profession agrees wholeheartedly with 

your editorial position, expressed Jan. 3, that “it is obvious, , 
that an effective program (for the care of the elderly) 
is required.”

Fortunately, such a program was made possible when 
President Eisenhower signed Public Law 86-778, known 
as the Kerr-Mills Act, on Sept. 13, 1960. The only pre­
requisite is implementation by the various states.

This law authorizes medical care for any person over 
65 who needs help. And any type of care can be pro­
vided, as directed by the various states.

Under such measures as the Forand Bill, medical care 
would have been provided regardless of need, and even 
then only 60 per cent of the persons over 65 would have 
been covered. That’s because only those under Social 
Security would have been eligible.

And the Forand Bill would have authorized only limited 
hospitalization, nursing home care, and some surgical 
Caipublic Law 86-778 provides that all fees shall be deter­
mined by local regulation,while the Forand Bill would 
have entailed promulgation of fees by the Depaitment o 
Health, Education, and Welfare.

The new law doesn’t place more authority in the hands 
of the bureaucrats in Washington. It retains it at state 
and local levels where it belongs. ,

The Hawaii Medical Association is most interested in 
having this program made operational in our state and we 
solicit your assistance in getting it implemented.

EDWARD F. CUSHNIE, M.D.
President
Hawaii Medical Assn.

i



Now I Medic^Care Plan Open! ^^11 coupon for facts

NOW...ALL FOLKS 65 AND OVER 
_ GET THIS FAMOUS HOSPITAL- 

| SURGICAL-NURSING HOME PLAN!
No health exam!

Mutual of Omaha, leader in providing health insurance for Senior Citizens, 
announces the 8th national, wide-open enrollment for the famous Senior 

Security plan you’ve heard and read so much about. It doesn't matter about 
past or present health... there is no age limits. even covers past conditions 

that recur after policy has been in force just six months.

MUTUAL OF OMAHA PROVIDES FINE 
HEALTH INSURANCE FOR MORE THAN 

1,250,000 FOLKS 
65 AND OVER!

Here ere fast a few case histories 
from our files demonstrating the kind 

of service Mutual of Omaha has extended to your 
Senior Citizen friends and neighbors.

"I am very glad indeed to have the coverage I 
hold with Mutual of Omaha. Since I live alone 
it is a very good feeling to have the certainty 
that hospitalization is largely taken care of, 
when necessary; for which please accept my 
thanks."

(s) Maris L. Roebuck

PAYS GENEROUS BENEFITS
IN CASH. COVERS ACCIDENT 

. AND ILLNESS!

Senior Security provides benefits for hospital 
room and board, surgical dressings and other 
costs, nursing or convalescent home care and 
many other expenses! It is low in cost—ideal 
for any Senior Citizen who wants the peace- 
of-mind and independence of helping to pay 
his or her own medical expenses! Just mail 
coupon today to get all the facts plus your 
free guide to better senior age health!

SENIOR SECURITY RENEWAL GUARANTEE
Your Senior Security policy may be renewed 
regardless of your health, your age, or the 
number of benefits received. Your premium 
cannot be changed nor your policy terminated 
unless such action is taken on every Senior 
Security policy in your state. The low cost is 
treated as a medical expense of a taxpayer or 
dependent according to current income tax 
regulations!

"Since enrolling in Mutual of Omaha * Senior 
Security policies, I was hospitalized in Japan 
for sickness and practically all of my expenses 
were reimbursed to me.

I urge all persons 65 years of age and over to 
enroll in these wonderful plans."

(s) Hisato Togawa

"It wasn't too long ago that I had a major operation; I 
don't know what I would have done if I had not had a 
Mutual of Omaha Senior Security policy; one never 
knows when disability will strike. And my advice to 
people over 65 is to be prepared — with a Mutual of 
Omaha policy.

(s) Mrs. Mary Anne Patterson

COVERS PAST CONDITIONS, TOO!
Should a pre-existing condition recur anytime 
after policy has been in force for just six 
months, full policy benefits apply! Provides 
benefits for accident and illness! Get facts fast. 
National enrollment ends November 15th.

lomobr

with more vigor and vitality in 
The Golden Years!”

Just mail coupon to get your personal copy 
of this famous guide to senior age health. It 
shows you how to use a scientific program of 
nutrition plus emotion power to build your 
health, protect your heart, feel better all 
around. Prepared especially for folks 65 
and over by two famous doctors. Reveals 
how to add years to your life and life to

MUTUAL UNDERWRITERS, LTD.

JESS A. HART, GENERAL AGENT
830 ALA MOANA BLVD., HONOLULU, HAWAII PHONE 586-966



Kaimuki Office 
1137—11TH AVE.

THE MEDICAL GROUP
1133 PUNCHBOWL 

Honolulu 13, Hawaii

Kailua Office 
539 KAILUA ROAD

To: All our Patients and Friends:

(The following letter was sent by Dr. L. Q. Pang to all of his patients. Because this is such an important matter, and be­
cause this is such a clear presentation of the problem we wish to pass along this information to all of our patients and friends)

I have been greatly disturbed by all the untrue statements made by politicians about medicare for the aged under 
social security. After spending some time explaining the facts to some of my patients, their immediate reaction was 
one of despair. Some of the typical statements have been, “Why don’t they tell us all these facts? I think you doctors 
should explain to your patients about the bad and dangerous features of this bill.” I don’t have the time to spend 
twenty to thirty minutes explaining this bill to every patient, so I am taking this opportunity to explain to each and 
every one of you by mail. I hope that you will take time to read this because it will affect EVERYONE and YOUR 
POCKETBOOK. ------------------ --------

First,’let me emphasize to you that I am in favor of medical aid to the aged but only under the PROPER METHOD 
and SOUND FINANCING. Medicare under social security definitely is NOT the proper method and the financing is 
NOT SOUND. This, I will explain later in this letter.

At present, there are two existing Federal laws providing medical care for the elderly.
(1) Old age assistance which pays EVERY CENT of doctors’ fees, drugs, hospital and medical cost for 

2% MILLION aged persons who are not self supporting. Some 1,300 persons each month in Hawaii 
receive help under this program.

(2) The Kerr-Mills Assistance Bill takes care of elderly persons of modest income who are self supporting 
but cannot pay their medical bills. Hawaii has an excellent Kerr-Mills program functioning. In the past 
fiscal year, 765 elderly persons in Hawaii received Kerr-Mills medical aid. This leaves a large group 
of people with modest income who are not eligible for Old-Age or Kerr-Mills aid and who may need 
help towards their medical expenses.

The administration proposes to take care of the medical problem of the aged by taxing all workers under social 
security, their employers, and the self-employed so as to pay a small portion of the medical expenses of the aged, 
65 years and over, regardless of WHETHER THEY NEED IT OR NOT. The social security taxes would be increased , 
by % of 1% on employees and a like amount on employers. In addition, maximum wages against which the tax would 
apply would be INCREASED to $5,200 (now $4,800).

This plan offers the following:
(1) 90 days of hospitalization per illness towards which the patient pays $10 per day for 9 days or a 

minimum of $20 and a maximum of $90.
(2) 180 days in hospital-affiliated nursing homes.
(3) 240 home health visits per year.
(4) Plus out-patient diagnostic service towards which patients pay $20 per study.

NOTE that this plan DOES NOT PAY for physician’s and surgeon’s care, private nursing services, physical 
therapy and related services except those customarily provided in a hospital. It does not provide diagnostic and 
preventive services except out-patient services.

You can readily see that the benefits offered are very meager. It would cover ONLY 20 - 30% of the total cost 
per illness. For example, a person who had an appendectomy would have to pay $50 - $70 for 5-7 days of hospi­
talization and $150 - $200 for the surgeon’s fee--a total of $200 - $270. And that is only for that ONE ILLNESS. 
Suppose that patient gets sick again that year. W'ith that $200 - $270, one could get a WONDERFUL ordinary 
medical plan plus a major medical expense policy which would pay nearly all one’s medical expense per year.

Furthermore, there is some difference of opinion as to what the administration’s plan would cost. The social 
planners say that the plan will cost a little over 1 billion dollars for the first year. The private insurance com­
panies which have years of experience in medical insurance say that the plan will cost over 2% billion dollars 
the first year and will reach 4-5 billion dollars per year in 2 years.

Who will have to pay for the increased cost? YOU and your children and grandchildren. How? By AN INCREASE 
in the social security rate. Eventually the social security will EXTRACT 20% of the worker’s wages to pay for 
this program, (Belgium 16%, France 19^%, Germany 23.6%). The social security tax will eventually be greater 
than the federal income tax you pay.
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PRESIDENT KENNEDY'S TELEGRAM

TO DR. KONDO, c/o THOMAS GILL:

VERY PLEASED TO LEARN FROM SENATOR OREN E. LONG

ABOUT THE HOJUKAI PLAN TO DEMONSTRATE IN SUPPORT OF THE

MEDICARE BILL. THIS IS A VITAL PIECE OF LEGISLATION.
COLLECTIVE

THE/SUPPORT OF AMERICAN PEOPLE FOR THIS BILL IS

STRENGTHENED GREATLY BY MEETINGS SUCH AS YOURS.



RICHARD E. ANDO, M. D.
204 MEDICAL ARTS BUILDING 

HONOLULU 14. HAWAII

569-946

Dr. P. Howard Liljestrand, Chairman 
Hawaii Physicians’ League for Good

Government
510 So. Beretania Street
Honolulu, Hawaii

Dear Doctor Liljestrand:

^n^L500”11 MY resignation from the Hawaii Physicians’ League for
Good Government effective immediately. league for

A^MEc^I8^^^^ U CA~v ”« ™ KU'^Uool 
Mt-Mncn7! « L* HAVE ALoO stated to your committee that as a party
OF ANOTHER FARTy/ND ”' ^ ^ ENGAGE '” ™E £WRSENENT OF A CANDIDATE

's iY judgment that as a candidate for a non-partisan elective posi­
tion, I SHOULD REMAIN NON-PARTISAN, SO THAT IF ELECTED I MAY fp^Zt.w. 
IN REPRESENTING OUR SCHOOLS AND CHILDREN. ED’ ’ MAY BE EFFECTIVE

FOR POUTilCAL^FF^E Ion ^YS,ClAriS' LEAGUE INDORSING CERTAIN CANDIDATES

I CANNQT CONDONE,.THE USE OF MY NAME IN A PARTISAN POLITICAL activity
WITHOUT MY PART PC I PAT I ON NOR CONSENT. THEREFORE I APPRECIATE YOUR
ACT?v}tIeSGLAR,FY fl ON —PART | C I PATION in YOUR EXECUTIVE COMM^TTEE^S

However, I must, without equivocation, have you accept this rfsicmatfom 
TO LEAVE NO DOUBT ANYWHERE THAT MY POLITICAL ACn ^?|L hiVE IIeN
RESTRICTED SOLELY TO MY OWN NON-PARTISAN CANDIDACY.

Yours truly,

Richard l. Ando, H. d.
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Doctors Aim
At Medicare
Supporters

By DREW PEARSON

WASHINGTON — Many doctors 
of the U.S.A., busy with caring 

for people’s health, don’t know that 
their trade union has now prepared 
one of the most elaborate and care­
ful political campaigns in recent 
years.

That union, the American Medical 
Association and its subsidiaries, has 
drafted letters to be signed by thou­
sands of doctors and nurses and sent 
out just a few days before election 
day against Congressmen who lean 
toward medical care for the elderly. 
The letters will smear the Congress­
men as favoring “socialism.”

THIS LETTER-WRITING strategy 
has been kept very hush-hush, and 
the following instructions have been 
sent with the letters: “The doctors 
and their nurses are not to release one 
single copy of this letter in order to 
prevent the opposition from obtain­
ing a copy.”

However, this column has obtained 
a complete set of both the letter and 
the instructions for mailing it. Though 
the letter is not supposed to be mailed 
until November 3 or 5, it may be a 
good idea to let the voting public 
know in advance what the doctors’ 
trade union is up to.

One letter in the doctors* barrage 
pins the socialism label on Represent­
ative Walter Moeller, a middle-of-the- 
road Democrat of Lancaster, Ohio, 
who has not even taken a formal 
stand either for or against medicare, 
though he has indicated that some 
means should be found to help older 
people with their medical bills.

MOELLER WAS BORN on a farm, 
spent 22 years as a Lutheran minister, 
served on the Ohio Citizens’ Commis­
sion on Narcotics, and is a modest, 
moderate, hard-working Congressman.

But here is the instruction which 
the A.M.A. has sent out to doctors 
and nurses in Moeller’s 10th Ohio dis­
trict:

“1. Secretaries and doctors should 
address their envelopes and sign the 
letters now and hold them for mail­
ing until the week before election.

“2. Each doctor should personally 
underline Mr. Abele’s name with ink 
before signing. (This refers to Homer 
F. Abele, the Republican candidate 
against Representative Moeller.)

“3. Add a P.S. in ink to make the 
letter more personal.

“4. Mr. Moeller’s name has been re­
moved from the letter and if any 
name is to be used in the P.S., it should 
be Mr. Abele’s spelled out. If the doc­
tor wishes to say something about 
Moeller he should use the words ‘the 
present Congressman.’ The frequency 
of name repetition whether good or 
bad is impressed upon the mind and 
the name remembered most is apt to 
be voted for.

“5. The doctors and their nurses 
are not to release one single copy of 
this letter in order to prevent the op­
position obtaining a copy.

“6. Letters should not be mailed 
until Thursday, November 1st, so as 

* to reach the individual on Saturday 
i or Monday, November 3rd or 5th.

“7. A categorical list of Mr. Moeller’s
1 voting record will be available for
J each doctor to use in his P.S. com­
: ments.”

WITH THESE CAREFUL instruc­
tions is enclosed to each doctor the 
following letter branding Representa­
tive Moeller as an enemy of “private 
enterprise” and an advocate of “so­
cialism.”

At the top of the letter is marked 
in three places “copy.” Then follows 
this further instruction:

“This is a copy of a letter which 
is to be circulated in Fairfield Coun­
ty, Ohio, and, perhaps, also in other 
counties of the 10th Congressional dis­
trict. It is to go out over the signa­
ture of a physician.

THE LETTER ITSELF, to be copied 
by the doctor on his own stationery 
and mailed just as the voters are 
about to go to the polls and too late 
for the Congressman to answer, 
reads:

“Dear -----------:
“As a physician I am happy to par­

ticipate in the campaign against polio 
and help other community activities 
which promote your welfare. Current 
governmental policies necessitate 
physicians’ participation also in poli­
tics.

“I do not object to a man as a Re­
publican or a Democrat, but I do ob­
ject to any public official with liberal 
socialistic ideas that promote govern­
mental control of your life and mine.

“I believe sincerely that the present 
Congressman is a liberal with social­
istic tendencies, who is trying to de­
stroy private enterprise, our freedom 
and our security.

“Vote for Homer E. Abele, a con­
servative candidate, to holp s^ the 
spread of socialism and to preserve 
our freedom.

“Sincerely,”
For men who have dedicated their 

lives to healing people’s bodies, this 
is pretty sharp strategy for influenc­
ing people’s minds. Maybe the doctors 
who drafted the above were psychia­
trists.



Senj6r Citizens' Problems
By ROBERT MONAHAN
The Haway State Confer­

ence on Aging convened in 
Honolulu yesterday with em­
phasis on the finances, hous­
ing and health of the Islands’ 
“senior citizens,” whose num­
bers are ever growing.

The first day of the two 
day event saw approximate­
ly 500 persons assemble at the 
Hawaiian Village Long House 
in a turnout conference spon­
sors termed “tremendous.”

THEY LISTENED to speak­
ers and read reports which 
told them:

• The State presently has 
29,000 residents 65 or older, 
and there will be. 68,000 by

on Aging to be held in Jan­
uary, 1961.

THE CONFERENCE 
here is taking place against 
a background of increasing na­
tional awareness of the situa­
tion created by Americans 
living longer than ever before.

This awareness was re­
flected by yesterday’s enthu­
siastic turnout, which includ­
ed oldsters and younger peo­
ple alike and strong repre­
sentation from the Neighbor 
Islands.

It was also reflected by 
what the dozen or so panelists 
had to say.

1980.
• Many have a money prob­

lem, with 1 in 10 destitute or 
near-destitute.
• Retired persons need to 

remain a part of the communi­
ty and shouldn’t be herded 
into “ghettos.”

• Private builders have dis­
covered that building homes 
for retired persons offers an 
exciting challenge.

9 There is a lack of coordi­
nation among health services 
which care for the aged.

© Older persons,- who are

LEADING off a morning 
session on “income mainte­
nance” was James H. Shoe­
maker, Bank of Hawaii econ­
omist, who said that approx­
imately 85 per cent of the 
State’s 65 and over group re­
ceive some sort of public or 
private pension. An addition­
al 6 per cent have personal 
resources or are cared for by 
relatives.

Shoemaker added, however, 
that “in many cases the in­
comes of this 91 per cent are 

, far from adequate.”

susceptible to expensive-to-1 
treat, chronic illnesses, need 
some form of health insurance 
to protect their savings.

THE C O*N F E*R E N C E, 
which continues through to­
day, was called by Governor 
Quinn and his Interim Com­
mission on Aging established 
last July.

The commission will pre­
pare a report on the local 
gathering and send it on to 
Washington, D.C., where 
preparations are being made 
for a White House Conference

far from adequate.’
And he called attention to 

the remaining 9 per cent, or 
roughly 2,500 persons, who are 
without incomes or whose in­
comes are “entirely inade­
quate.”

* * *
HAROLD S. BURR, Feder­

al Social Security administra­
tor here, told the conference 
that about 20,000 Hawaii resi­
dents 65 and over receive 
government benefits totaling 
almost $1,750,000 each month.

The payments range from a 
few cents to more than $500, 
but the “vast majority” are 
under $100, he said.

ANOTHER panelist on in-: 
come maintenance was Kleber 
Miller, director of public re­
lations for the Hawaii Em­
ployers Council.

He said a survey has re­
vealed that there are at least 
53.000 and perhaps as many 
as 100,000 employes in private 

! industry today who are eligi­
ble for some kind of private­
ly financed retirement income 
plan.

Of the 19,000 persons who 
will retire from the civilian 
labor force in the next 10 
years, about 15,000 will be 

i covered by such a plan, in 
: addition to Social Security, ac­
cording to Miller.

♦ * ♦
PANELISTS bn housing in­

cluded Dr. Wilma Donahue, an 
expert on aging who came 
here for the conference from 
the University of Michigan.

She said retired persons 
should not be isolated, but 
“integrated” in the communi­

' ty' ,I She also urged that dwelling 
units for the elderly be de­
signed to provide privacy, 

> safety and at least two rooms 
in addition to the kitchen for 

) couples.
• * ♦ *
j WILLIAM BLACKFIELD, 
■ president of Blackfield Enter­
- prises, said “some of the 

most exciting things in build­
ing are being done in the 

- field of housing for senior citi­
- zens.” .
; He remarked on the experi­
- ence of a Florida builder who 
3 learned that persons seeking 
g retirement homes are “the 
. most thorough shoppers in 
a the world.”
I, They look for at least two 
e bedrooms, community recre

1 ation facilities, lots of storage
★ ★ ★

Aired

space (including a big medi­
cine cabinet), a lawn that’s 
big enough to satisfy a gar­
dening yen but not toq big 
to maintain, and availabil­
ity of public transportation, 
the Florida builder advised 
Blackfield.

* * ♦
AN AFTERNOON panel 

discussed health care for the 
elderly/

One of the speakers was | 
Kent W. Longnecker, acting 
director of Maluhia Hospital 
and president of the Hawaii 
Hospital Assn.

He scored small nursing 
home operations as being

wasteful of much needed 
personnel, and said a com­
bined hospital-nursing home 
operation provided the most 
advantages.

THE CONFERENCE re­
sumes at 8:30 a.m. today 
when panel discussions will 
be held on “Preparation for 
Retirement” and “Opportuni­
ties for Retirement.”

Th - Donahue will give a 
luncheon address and the con­
ference will adjourn after a 
summing up by RockweU 
Smith, chairman of the steer­
ing committee which planned 
the conference.


