
Need for a National Health Program: 
Excerpts From Testimony Presented 
Before the Senate Committee on 
Education and Labor 

The Senate Committee on Education and Labor opened on 
April 2 comprehensive hearings on the National Health Act 
of 1945 (S. 1606). The following pages summarize statements 
presented to the Committee by the Federal Security Adminis
trator, the Chief of the States Relations Division of the U. S. 
Public Health Service, and the Chairman of the Social Security 
Board. 

O N NOVEMBER 19, 1945, President 
T ruman transmit ted to Congress his 
message on a national heal th pro
gram,1 with the recommendation t h a t 
" the Congress adopt a comprehensive 
and modern heal th program for the 
Nation." Immediately afterward, S. 
1606, the National Health Act of 1945, 
proposing a program "along the lines 
set forth by the President," was in t ro
duced by Senator Wagner, for himself 
and Senator Murray. A companion 
bill, H. R. 4730, was introduced in the 
House by Representative Dingell. I n 
a report on the bill (Senate Committee 
Pr in t No. 1, November 26), Senator 
Wagner summarized its major provi

See the Bulletin, December 1945, pp. 7-12. 

sions: broadening and increasing the 
present Federal grants- in-aid to the 
States for public heal th services, to 
speed up the progress of preventive 
and community-wide heal th services; 
a similar increase in the community-
wide materna l and child heal th serv
ices which are aided by Federal g ran ts 
to the States; authorization of Federal 
grants to States for meeting the costs 
of medical care for needy persons; 
prepaid personal heal th service bene
fits, based on need for services ra ther 
t h a n on ability to pay; and, in connec
tion with the provision of prepaid 
medical care, grants- in-a id to non
profit institutions engaging in r e 
search or professional education. 

The Senate bill was referred to the 
Committee on Education and Labor, 

which began hearings on the bill on 
April 2. On April 3, Watson B. Miller, 
Federal Security Administrator, told 
the Committee tha t , individually and 
as spokesman for the Agency, he stood 
squarely behind the national heal th 
program, which he characterized as 
necessary, practical, and long over
due. The program, as outlined by 
President T ruman and as proposed 
in S. 1606, appeared complex, he said, 
because it was necessarily compre
hensive, covering the entire Nation 
and dealing "with an aspect of our 
common welfare in which our day-
to-day practice has lagged far behind 
our s tandards, our knowledge, and 
our resources." I n reality, he a s 
serted, the basic issue is simple. "The 
heal th of the people is the s t rength of 
the Nation. Heal th protection, for 
himself and his family, is implicit in 
the guarantees which the American 
democracy makes to every citizen. As 
a fundamental need of all the people, 
health is a proper responsibility of 
the national Government, as of the 
State and local governments. To 
help meet this need, Government has 
a twofold task—first, to provide, inso
far as possible, a healthful environ
ment, to see tha t the communities in 
which people live are free from the 
needless th rea t of disease-breeding 
hazards ; second, to assure to every 
individual safeguards against the 



manifold and universal disasters 
which illness may entail." 

The measures proposed in the bill 
under discussion are " the core of such 
a program," Mr. Miller declared, "but 
they can be considered in their t rue 
proportion only as we bear constantly 
in mind their integral relationship 
with other segments of the over-all 
plan . . . embodied in other meas
ures now before the Congress—the 
hospital construction bill, the mental 
heal th bill, and the provisions for 
compensating against wage loss re 
sulting from temporary or permanent 
disability." 

As other representatives of the 
Federal Security Agency, Dr. Joseph 
W. Mountin, Chief of the States Re
lations Division of the U. S. Public 
Health Service, presented his s ta te
ment on April 3, and Arthur J. Alt-
meyer, Chairman of the Social Secu
rity Board, testified the following day. 
Mr. Altmeyer explained t h a t the 
Board's interest in national heal th 
"is fundamental to its responsibility 
under law for administering social 
security programs and for 'studying 
and making recommendations as to 
the most effective methods of provid
ing economic security through social 
insurance. . .' Health is basic to the 
security of the men, women, and chil
dren—the families—of America. 
Sickness and premature death are 
among the most important causes of 
insecurity. . . Protection against the 
costs and the losses tha t follow upon 
sickness is an integral par t of social 
security." 

The proposed program has the en
dorsement of the Public Health Serv
ice, Dr. Mountin told the Committee, 
because it is "designed not only to 
strengthen present programs, but to 
supply the missing link of personal 
health services." I ts "fundamental 
premise is t ha t ready access to heal th 
service and medical care is not a lux
ury to be bought only by those who 
can pay, but the r ight of every Amer
ican—wherever he may live and what 
ever he may earn. Unlike most pre
vious heal th legislation proposals, 
therefore, this bill does not confine 
itself to a single facet of our nat ional 
heal th problem. Instead, its sponsors 
have taken the broad measure of our 
heal th needs as a whole and have 
boldly proposed action designed to 
meet these needs. . . 

"As the Federal agency primarily 
responsible for the protection and 
promotion of the Nation's health, the 
Public Health Service believes t ha t 
public recognition of this goal of good 
health service for all our people is 
long overdue. We further believe 
t ha t this goal is within our power as 
a Nation to achieve as soon as a pro
gram is adopted which is based on a 
forthright appraisal of needs." 
National Health Needs 

"All of us—laymen and medical 
men alike," Dr. Mountin continued, 
"derive a large measure of satisfac
tion from reviewing the progress 
made to date in the battle against 
disease and preventable death.2 
Through the combined efforts of sci
entists, medical practitioners and 
public heal th officials, the average 
life expectancy a t bir th has been 
steadily extended from 49.7 years in 
1900 to 65.1 years today . . . we all 
have reason to be proud of these ac
complishments. But I am afraid 
many people are prone to assume tha t 
these favorable trends have some 
magic capacity to project themselves 
automatically into the future, and 
tha t time alone will extend the con
quest of disease. 

"Unfortunately . . . improvement 
in life expectancy a t bir th has not 
been paralleled by a corresponding 
improvement in the expectancy of 
persons who have reached the age of 
40. In fact . . . the average life ex
pectancy of most of us here today has 
increased very little over t h a t of our 
grandfathers in 1900, even though 
babies born today have a much 
greater expectancy than those of us 
born around 1900. 

"The age factor in life expectancy 
is particularly important when we re-

2 The charts used here were prepared by the Public Health Service and presented at the Committee hearings. 

call tha t our national population as 
a whole is becoming older. I n 1900, 
1 person in 25 was 65 years of age 
or older; today, 1 person in 15. By 
1980, the ratio will be 1 to 10. At our 
present ra te of progress, more babies 
will live to maturi ty, but the years of 
maturi ty will be extended only slight
ly, if a t all. This conclusion is part ly 
explained by a comparison of dis
eases which have already been 
brought under control with those for 
which the death ra te is increasing." 

Dr. Mountin cited the reduction 
and, in some cases, virtual elimina
tion of certain diseases since 1900, 
largely as a result of new scientific 
knowledge applied through organized 
programs of mass prevention or t rea t 
ment. Typhoid fever, diarrhea and 
enteritis, malaria, and yellow fever 
were conquered by environmental 
sanitation; diphtheria and smallpox 
by immunization; pellagra by nu t r i 
t ion; and tuberculosis is now being 
steadily overcome through programs 
for the early discovery, isolation, and 
t reatment of the disease. I t is largely 
through progress in control of such 
diseases t h a t the life expectancy for 
people under 40 has been so strikingly 
improved. 

On the other side of the ledger, he 
pointed out, are diseases which are ac
counting for an ever increasing num
ber of deaths. The death ra te from 
cancer in 1943 was almost double t h a t 
of 1900. More t h a n twice as many 
people died from diabetes in 1943 as 
at the t u r n of the century. Despite 
the great progress made in many fields 
of medical science, 23 persons in 1943 
succumbed to heart disease to every 
10 in 1900. In addition, ar thri t is , 
rheumatic fever, peptic ulcer, hyper
tension, and nephritis continue to 
take a heavy toll in disability or death. 

The increasing death rate for these 
diseases, most of which strike men 
and women in the peak productive 



years of life, is the principal reason 
why so little improvement has been 
made in the average life span of people 
in the older age groups. 

If any significant progress is to be 
made in this heal th area, Dr. Mountin 
asserted, means must be developed for 
ensuring the application of present 
scientific knowledge to the control of 
diseases of matur i ty . This does not 
mean, however, t h a t we can apply the 
tradit ional public heal th techniques of 
control to this disease category. Un
less medical research reveals some 
new methods of at tack—and probably 
even then—the only effective means 
of helping the victims of these diseases 
is to provide them with adequate med
ical care through full personal hea l th 
services. Even without specific p re 
ventive measures, much can be done 
to reduce the severity of these diseases 
and their disabling effects by ensur
ing t h a t their victims could have the 
full benefits of present medical knowl
edge and skills. Early diagnosis and 
t rea tment would in many cases pre
vent serious developments, and in 
every case would a t least minimize or 
postpone the disabling effects of these 
diseases. 

He did not want to give the impres
sion, Dr. Mountin continued, t h a t the 
need for a medical care program is 
based entirely on the heal th needs of 
people over 40 years of age. Rheu
matic fever, for example, remains a 
major hea l th hazard of the young. 
So do appendicitis, pneumonia, and 
poliomyelitis. I t is only through the 
provision of adequate medical care on 
an individual basis t h a t it will be pos
sible to reduce the harmful effects of 

these diseases. Adequate medical 
care for all people—old and young 
alike—must be the cornerstone of any 
program designed to meet the heal th 
needs of the Nation. 

Even this brief review of the Na
tion's heal th needs, Dr. Mountin 
pointed out, should serve to illustrate 
the need for a comprehensive and 
closely coordinated national heal th 
program. No single method or ap 
proach will do the job. Great medi
cal advances have been made through 
scientific research, but scientific dis
coveries must be brought to all those 
who need them before they can be 
completely effective. I t has been 
proved tha t mass a t tacks through 
traditional public heal th techniques 
can reduce some diseases to insignifi
cant proportions. But such programs 
still leave a broadening sector of the 
disease front to be at tacked through 
improved medical care—by personal 
heal th services as contrasted with 
mass services. Unless we solve the 
basic problem of providing adequate 
medical services for all who need 
them, the effectiveness of preventive 
heal th services, of research and edu
cation, and indeed of widespread hos
pital and heal th center construction 
contemplated under other legislation, 
will be limited. 
Barriers to Adequate Medical Care 

We must face the fact, Dr. Mountin 
continued, t h a t a highly inequitable 
cash barrier now keeps medical care 
from millions of our citizens. Despite 
the frequently unrewarded service of 
physicians to the poor and the ex
cellent provisions of many public 

welfare medical programs, the private 
family-by-family system of paying 
for medical services means tha t , on 
the whole, only those services can be 
obtained which the family is, a t the 
time, in a position to pay for. As a 
result, we find t ha t medical services 
received bear only a casual relation
ship to heal th needs. The lowest in
come groups, among whom illness oc
curs with greatest frequency and 
longest duration, actually receive the 
smallest volume of medical services. 
I t has been stated t ha t " the rich and 
the poor get adequate medical care 
and only the middle income group 
suffers." Nation-wide studies con
ducted under the technical supervi
sion of the Public Health Service do 
not bear this out. They show tha t 
medical services follow the call of the 
dollar sign with unfaltering consist
ency, while disease and disability 
strike in the opposite direction. As 
measured in terms of days of disa
bility, the burden of illness falls most 
heavily on persons in the lower in
come categories. But, al though their 
needs are the greatest, persons with 
low incomes do not receive their share 
of medical services. In fact, the 
benefits of doctors' and dentists ' serv
ices, as well as hospital care, depend 
upon the income of those who are in 
need of care. In other words, medical 
care in the United States today is a 
mat te r of being able to pay the price. 

Much of the difficulty in obtaining 
needed medical care, Dr. Mount in 
continued, is related not merely to 
inadequate income, but to the inabil
ity of an individual or family to 
budget for medical costs. I n all in-



come groups, medical costs strike 
highly unevenly. I n any one year, 
medical expenses appear to constitute 
no overwhelming problem to a m a 
jority of families; an unfor tunate 
minority, however, are crippled with 
high medical costs. I n which group 
any family will fall cannot be told at 
the beginning of a year. I t is, there
fore, practically impossible to budget 
on a family basis. 

Another unfor tunate consequence 
of this relationship between purchas
ing power and medical services is the 
serious maldistribution of medical r e 
sources among different sections and 
communities. I n other words, people 
who live in areas of high average in
come have more medical personnel 
and facilities to serve them t h a n the 
people who live in low-income areas. 

Because service has depended pr i 
marily on individual or family ability 
to pay, it has been na tura l and inevi
table for physicians to settle in areas 
where local purchasing power has 
been most ample, where their skills 
could be most fully utilized and they 
could make the best living. The same 
has applied to dentists and other 
health service personnel. The mal 
distribution of medical resources has 
been especially pronounced between 
the cities, with their higher average 
income levels, and the rural areas, 
with their lower average income lev
els. As the costs of medical care or, 
put in another way, the costs of 
financing the skills of physicians, have 
risen, this maldistribution has grown 
increasingly more severe. Hundreds 
of counties throughout our country 
today are supplied so poorly with doc
tors tha t millions of people in them 
are simply unable to get medical a t 
tention in time of need. Wha t is 
more, there are no signs of improve
ment, and the pa t t e rn of sett lement 
being elected by thousands of physi
cians and dentists leaving the armed 

services is serving further to exag
gerate present disproportions. There 
seems to be no prospect of solution 
of this crisis facing rural areas, unless 
steps are taken toward equalizing the 
financial support for medical services 
in all par ts of the Nation. 

Likewise, there has been a na tura l 
tendency to build hospitals in areas 
where they can be best utilized and 
financially maintained. As a result 
the disproportions in the supply of 
hospital beds between areas are no 
less severe t h a n those relating to phy
sicians. Other legislation receiving 
the at tention of the Congress is de
signed to correct some of these defi
ciencies, but i t is clear tha t—no m a t 
ter how many structures may be 
built—hospital services cannot be 
made available to people in relation 
to their needs without a pooling of 
resources. 

On a Nation-wide basis, Dr. Moun
tin declared, the costs of medical care 
would be related to ability to pay, and 
services would be provided in accord
ance with heal th needs. Administra
tive costs would be lower; payments 
for professional services would be 
more ample. There would be equita
ble spreading of funds between areas 
of varying wealth. Rura l sections, 
with their generally lower income lev
els and their greater medical care 
needs, would be particularly bene
fited. The scope of heal th services 
would be considerably broader and the 
quality more uniformly high. 

Passage of a national heal th bill 
would not, of course, create adequate 
medical care for all persons over
night. I t would, however, make im
mediately accessible to all insured 
persons the medical personnel and fa
cilities a t hand in their communities. 
More important , the medical services 
furnished an individual would be de
termined by his need of them and not 
by his bank balance. 

Moreover, such a program would go 
a long way to encourage a better dis
tribution of physicians and dentists 
around the Nation. Existing insti tu
tions as well as institutions to be built 
under the proposed national hospital 
construction program would be as
sured of proper financial mainte
nance. Medical and allied personnel 
would no longer have to concentrate 
in larger cities to make a living, and 
the people of our great rural districts 
would become supplied with their fair 
share of doctors and other heal th 
workers. 
Experience With Voluntary Plans 

Both Mr. Altmeyer and Dr. Moun
t in discussed experience in a t tempt
ing to meet medical care problems 
through voluntary prepayment plans. 
"The crucial test of a health insur
ance program," Mr. Altmeyer pointed 
out, "is not its good intentions, but 
the population coverage it achieves 
and the scope of protection it fur
nishes." The limitations of the vol
untary approach were summarized by 
Dr. Mountin as follows: 

Voluntary insurance plans in this 
country vary considerably as to the 
form of benefits provided to their 
members. Some reimburse the pa
tient in cash for all or par t of specified 
medical expenses; others provide ben
efits In the form of direct services. 
The scope of benefits varies even 
more. Some plans cover hospital 
services only, while others include one 
or more categories of medical, dental, 
or nursing benefits. All contribute 
toward easing the economic burden of 
illness, but all suffer from numerous 
inherent shortcomings. 

First of all, the premiums charged 
by voluntary plans for anything ap 
proaching comprehensive services are 
too high for persons in the lower in
come groups—the very persons need
ing protection most. With few excep-



tions, premiums or membership fees 
are based on scope of benefits, with 
little or no adjustment for families 
in different income brackets. 

Second, to guard against unfavor
able risks, voluntary plans have found 
it necessary to restrict their services in 
many ways. While benefit provisions 
vary from plan to plan, all exclude 
care for some type of illness. Most 
common among these exclusions are 
t rea tment of conditions which existed 
before enrollment, chronic sickness, 
materni ty care during the first 10 
months of membership, home calls, 
nursing care, and dental service. 
Thus, many vital heal th needs are not 
met through the services provided by 
voluntary plans. 

Third, the development of volun
tary heal th insurance plans on a 
community, county, or State basis 
tends to limit the scope and content 
of services in proportion to the aver
age per capita wealth of tha t area. A 
voluntary prepayment plan developed 
in a poor rural community could 
never offer its members the range or 
quality of services of a plan developed 
in a wealthy metropolitan area. 
Voluntary plans provide no mecha
nism for equalizing the capacity of 
different areas to support necessary 
medical services. 

Fourth , because of their small-unit 
operation and the recurring task of 
"selling" plan memberships, most 
voluntary plans incur relatively high 
administrative costs. 

These contentions are not mere 
theory, Dr. Mountin continued. We 
may look a t the actual record of vol
untary heal th insurance in the United 
States and abroad. I n practically 
every other industrialized nation, the 
development of voluntary hea l th in
surance plans has served as a prelude 
to the establishment of compulsory 
insurance programs—not because the 
voluntary plans did not perform a 
useful function, but because they did 
not perform service of sufficient scope 
for enough people and for those who 
need service most. 

In the United States, he declared, 
the most successful application of the 
insurance principle has been with re
spect to hospitalization. From its 
beginning 17 or 18 years ago, the 
most extensive group hospitalization 
movement has grown rapidly to cover 

about 20 million persons. Despite 
the unprecedented economic pros
perity of the last few years, however, 
membership in these plans is largely 
concentrated in a few industrialized 
States and some 85 percent of our 
population remains without this hos
pitalization protection. Moreover, 
the insurance protection offered un 
der this program encompasses hardly 
more t h a n 15 percent of the total 
medical care bill of the average Amer
ican family. 

As for comprehensive medical care 
insurance, experience in this country 
so far gives even less reason to be 
sanguine for a significant future ex
pansion. Despite a history t ha t dates 
back to the nineteenth century, in
surance for anything approaching 
general medical and hospital serv
ices—rarely indeed including dental 
care, home nursing, or other special 
items—encompasses less t h a n 3 per
cent of our national population. 

All these considerations, Dr. 
Mountin declared, have led the Public 
Health Service to the conclusion t h a t 
only a Nation-wide program of medi
cal care, under official auspices, holds 
the promise of assuring adequate 
medical care for all the people.3 

Compulsory Insurance 
The greatest value of voluntary 

hea l th insurance, Mr. Altmeyer told 
the Committee, has been the experi
ence gained in learning how to operate 
compulsory prepayment plans. By a 
study of the accomplishments of vol
untary insurance and the difficulties 
it has encountered, a program can be 
worked out which can succeed where 
voluntary plans have failed. 

The principal reason why voluntary 
programs have not succeeded, and 
cannot succeed, is economic. Unless 
adequate funds are available, no pro
gram can adequately extend either 
its membership or the scope of its 
services. 

A comprehensive health insurance 
program must rest on a method of 
financing which makes it possible for 
the family to budget the costs with
out having to deny itself the essentials 
of everyday living. The costs must 

3 See also the conclusions and recommendations contained in a report on the Department of Agriculture's experimental rural health program, pages 40—43 of this issue. 

also be distributed among a member
ship tha t is large enough to keep the 
premium low and in accordance with 
ability to pay. To accomplish these 
ends, compulsory insurance is neces
sary. 

Compulsion is not a word t ha t is 
accepted lightly by the American 
people, and the opponents of com
pulsory heal th insurance have made 
much of this natural ant ipathy. 

The American Medical Association 
and other organizations favoring the 
present inadequate voluntary plans or 
sponsoring new voluntary insurance 
programs have implied t h a t a com
pulsory system of heal th insurance 
would result in regimentation and a 
form of totali tarianism which is not 
in keeping with the principles ex
pressed in our Constitution and in the 
Bill of Rights. However, it might 
be pointed out t ha t voluntary insur
ance, as advocated by the American 
Medical Association, is anything but 
democratic. The AMA recommends a 
series of voluntary plans, to be run by 
the medical societies. No mention is 
made of other associations or of pub
lic participation in the organization 
of these plans, in the control of the 
funds which the public will have to 
pay, in the formulation of the s tand
ards the plans will observe, or in their 
administration. The Association vio
lates the first principle of democ
racy—the right of the public to par 
ticipate—to say nothing of the right 
of the public to control public enter
prise essential to the welfare of the 
public. 

In contrast , under compulsory 
health insurance, financing and ad
ministration would be determined by 
representatives of the public—using 
the advice and the skills of profes
sional groups on professional mat ters . 
Tha t may be why the public a t t i tude 
toward heal th insurance as a pa r t of 
a system of social insurance is so fa
vorable, as evidenced by many polls 
of public opinion. The Gallup Poll 
of 1943 showed 59 percent of the per
sons canvassed in favor of a compul
sory heal th insurance plan. A public 
poll was taken a few months ago for 
and a t the expense of the National 
Physicians' Committee, the spear
head organization attacking the bill 
we are discussing. Tha t poll showed 
tha t 64 percent of the people prefer a 
prepayment method for meeting med-



ical costs and tha t 55 percent think a 
Federal plan would be a "good thing 
for the Nation as a whole." In J a n 
uary of this year, a poll taken 
throughout New York State by the 
New York State Commission on Med
ical Care showed tha t 86 percent of 
those questioned favor an insurance 
system and 52 percent favor a com
pulsory governmental system. In 
the District of Columbia, according to 
a survey made a few months ago by 
the Washington Post, an overwhelm
ing majority—70 percent—of the res
idents favor President Truman 's pro
posals for a compulsory heal th insur
ance program. 

Mr. Altmeyer also spoke of the in
creasingly strong public support for 
compulsory heal th insurance which, 
he believes, is based in large measure 
on a recognition of the responsibility 
of a democratic government to assure 
tha t the heal th of the people is safe
guarded and improved to the utmost 
extent t ha t medical science and our 
resources make possible. 

Government already carries large 
responsibilities for heal th and medi
cal services. In 1944, governmental 
expenditures—Federal, State, and lo
cal—exclusive of medical care for the 
armed forces, totaled nearly a billion 
dollars, or one-fifth of all the expend
itures for heal th and medical care in 
the United States. 

I t should also be noted tha t this 
country already has in effect a system 
of compulsory heal th insurance cov
ering the cost of medical care for 
work-connected disabilities—namely, 
workmen's compensation. General 
health insurance merely extends the 
principle to include disability not 
arising out of employment. 

Thus it is apparent t ha t the ques
tion before us is not whether the Gov
ernment should assume responsibility 
for protecting and promoting the 
health of the people, but ra ther how 
much further the Government should 
go in meeting t ha t responsibility. 
A National System of Health Insurance 

In discussing a national system of 
health insurance, Mr. Altmeyer 
stressed the fact tha t , to be adequate 
and successful, heal th insurance must 
make it possible for everybody to have 
ready access to adequate medical care, 

both preventive and curative. If this 
cannot be achieved from the outset, 
the program tha t is adopted should 
lend itself to growth, with national 
coverage as the goal. To the greatest 
extent practicable, care should be pro
vided for the dependents of insured 
workers on the same basis as for the 
worker. As far as practicable, the in
surance program should be extended 
by supplementary agreements or o th 
erwise to cover all noninsured groups 
who are in need of protection. All 
existing medical personnel and facili
ties meeting reasonable s tandards 
tha t wish to participate should be u t i 
lized to the maximum degree, and the 
remunerat ion for services should be 
adequate. The quality of service must 
not be sacrificed to economy. Both 
physician and patient should be as
sured freedom of choice. Professional 
groups, as well as the public, should 
part icipate in determining policies. 
Adequate provisions should also be 
made to stimulate professional educa
tion, research, and the prevention of 
disease and disability. 

A program of this scope will require 
sufficient medical personnel and facil
ities to provide comprehensive serv
ices, and these must be located 
throughout the country in a manner 
which will make services available to 
everyone. The program will have to 
encourage the training of needed per
sonnel and the construction of needed 
facilities. The cost of such a program 
must be broadly distributed over 
groups in the population. The system 
must be so designed as to provide 
benefits to the insured regardless of 
his individual ability to pay and where 
he is residing a t the time he is in need 
of services. 

These, Mr. Altmeyer declared, are 
the main criteria by which an Amer
ican plan for prepayment of medical 
costs should be judged. 

To achieve the goals, a national 
health insurance system has many 
advantages over 51 State and Terr i 
torial systems—such as may result 
from State-by-State action. A na
tional system would encourage better 
distribution of professional personnel 
among the States as well as within 
States, and the construction of needed 
facilities. I t would avoid the prob
lems t h a t result from the grossly un 
equal economic resources of the 
States for the support of health serv

ices, so tha t at least a minimum s tand
ard of adequacy can be achieved 
within a reasonable period of time in 
all States and in all communities. I t 
would assure maintenance of conti
nuity of insurance protection and 
ready access to services despite the 
mobility of population across State 
lines. I t would achieve the adminis
trative economy tha t results from 
avoiding the need to mainta in and 
identify separate State-by-State rec
ords for such persons. I t would be 
freely able to use natural medical and 
hospital service areas, regardless of 
State lines. I t would escape the com
petitive disadvantages for States t ha t 
establish social insurance systems as 
against States t ha t do not. 

Every State t ha t has considered the 
establishment of a social insurance 
system has shown itself reluctant to 
act by itself. The Congress faced this 
problem in 1935 when it was first con
sidering the original Social Security 
Act; and it concluded at tha t time 
tha t Federal action was needed to set 
up a national system of social insur
ance and to make State action pos
sible for the establishment of State 
systems. 

The logical, the efficient, and the 
economical way to have a national 
system of compulsory heal th insur
ance is to establish a truly national 
system. 

Mr. Altmeyer pointed out tha t a 
national health insurance system with 
national benefit provisions can still 
be highly decentralized in actual op
eration. People will ordinarily re 
ceive care in the communities where 
they live; doctors will ordinarily find 
it most convenient to submit their 
bills to a local health insurance office. 
Provision should be made—and under 
the bill, can be made—for the maxi
mum possible adaptat ion to local 
practices and methods of obtaining 
service, within the over-all s tandards 
of the national program. 

He also expressed cordial agree
ment with proposals for the use of 
advisory councils, including represen
tation of the public and the medical 
profession, "a t every level of admin
istration." I t is sound to call upon the 
medical profession for advice on pol
icy matters relating to the adminis
tration of the program. Representa-
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tives of the persons receiving services 
and representatives of the public also 
have an essential role in the admin
istration of a public program. 
Medical Care of Needy Persons 

Mr. Altmeyer also endorsed the 
proposals for special ar rangements 
to provide medical care for needy 
persons through Federal participation 
in financing arrangements devised 

by State public assistance agencies. 
Sickness causes suffering and eco

nomic loss among all people, but it 
affects certain groups of people more 
than others. Among low-income fam
ilies and people on the assistance rolls, 
illness comes oftener and lasts longer, 
on the average, t h a n among others. 
Medical care is especially important 
to these persons not only to prevent or 
cure sickness but also to reduce de
pendency. 

The three groups of needy persons 
covered by assistance programs under 
the Social Security Act are likely to 
have especially heavy medical needs 
since they are old or blind or are 
children in dependent families. 
Larger- than-average medical needs 
likewise exist among the group served 
by general assistance, which is 
financed wholly by the State or local
ity or both, without Federal financial 
participation. 


