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TO ESTABLISH A NATIONAL HEALTH PROGRAM

wipA lUsE 2, 1W6_
A."' UNITED STATES SOi ,

SUBCO' MMITTEE %tO THE CoMMI3"vr o A IDUoATION AND I,
Wawkingt'D 0.

The subconittee metpfr-u, i to djournient, at 10 in., in
roo 7 ate Of lc 4 uildin#, Sen4tor J4mesE. Murra , pre-
siding. 14 _ " ' ,  ... . ./ ..

Present: genators Murray Tafairta)' Ellener,,.Taft, an La

The Ci [IMAx. T _subcoql I ttee will cnttto over.
Dr. Par n will btlitW~ tne, )

STATEME OF DR. HMA ARRA*, SU1IOEON GENERAL OF nE
NITED A A PtJLICi9EALE' BgRVICE

Dr. PA A M name is Thomas Varran, Surgeon7General f the
United State sPublic Health 58c. .

Mr. Chairmna and memiW of the ninmi eettiitithe p i Iage of
the Social Sec- Act our'overi t ha tever develfed a na-
tional health polio,,or program. Uni or the act the flrs eeble steps
were taken to develootuch a program. The bill undort'onsideration
is a logical outgrowtlh;N.j represeiits the most wooiprehensive ap-
proach- ever made to the dT%w*Wid seri ems of health and
medical care for the Nation. "

The first objective of S. 1620 is to reduce drastically the volume of
sickness and ill health by making available to all areas and all groups
of the population in need of service the proven methods of preven-
tion-prevention of deaths of mothers and babies; a Nation-wide
attack on tuberculosis and the venereal diseases; promotion of indus-
trial hygiene, with greatly intensified efforts toward control of the
occupational diseases; the use of proven methods to lessen the burden
of mental illness; tie practical eradication of malaria which lays
such a heavy burden upon large areas of the South. Pellagra and
hookworm disease should go. Pneumonia should be curbed with
serum and simple chemicals.

The modern physician makes increasing use of facilities for the
diagnosis and treatment of disease which are most effectively sup.
plied by hospitals. As a second objective, the bill therefore provid-es
aid for the construction and maintenanance of hospitals, but only
where needed and for the support of existing hospitals, public and
private alike, especially in the distressed andrural areas. The bill
would aid also the construction, . of diagnostic und health centers in

657



658 ESTAILISH A NATIONAL UIEALTI PRIOOUAM

sparsely settled areas remote from hospitals, to provide for rural
doctors the resources of modern medicine, the workshops they neeL.
In addition, they would serve as centers for rural public health work,

The third objective of the bill is to reduce disability and increase
longevity by more prompt and adequate medical care of the sick.
Adequate medical treatment of communicable diseases is essential
both as a safeguard to the patient and as a means of preventing
spread. But a large volume of disability results from the diseases
which are not specifically preventable; in illness duo to those causes,
competent medical treatment constitutes our solo resource to amelio-
rate suffering, reduce disability, and promote recovery.

Fourth, through its provisions for temporary disability insurance,
the bill extends indirect health protection to the worker and his
family by compensation for wages lost through nonindustrial sickness
and accident causing temporary incapacity. Under present laws, if
a factory shuts down the worker is entitled to unemployment in-
surance. If however the worker is merely unemployed because of an
automobile accident or other similar cause, there is no cash in lieu
of wages.

Workmen's compensation laws provide protection of this nature
for most workers suffering accidental injury in the course of em-
ploymnent. But only a negligible l)roportion of our workers are pro-
tected against the wage-lo&s resulting from the large volume of
disability due to causes not specifically associated with occupation.

Finally, and inost important, the bill proposes greater Federal
effort for the purposes of research, that we may leant how to pre-
vent and cure diseases which cannot be controlled under existing
knowledge.

The bil very wisely proposes the grant-in-aid system. This is such
a well-established plrt of our governmental structure that it seems
unnecessary for me to defend the principle.

There are only two other alternatives to a grant-in-aid system:
One, for the Federal Government to do nothing about this problem'
and second, for the Federal Government to operate health and
medical services.

I should like to point out, however, that there are more determining
reasons for Federal assistance to the States in public health than inany other field of social endeavor. Disease germsl like forest fres,
know no State lines. The means of disease sprea( is intensified by
modern methods of transportation. A, person may be exposed to
smallpox in Muncie, Ind., today, spread it to those at the world's fair
tomorrow. The mayor of Now York City has pointed out In testi.
niony before another committee of the Congress that thousands of sick
people, too ill to labor in the cotton or wheat fields because of the
ravages of tuberculosis, come to New York in the hope of getting
jobs which half-sick persons can do, or hospital care.

It is true that the general death rate and the death rates from many
preventable causes were lower last year than ever before. The same
statement could have been made about the death rate in 1900. Such
a statement means only that we have a continued improvement
in the health status of the people as measured by the yardsticks
of the past. These yardsticks,- however, are not adequate. Eal
year medical science gives us additional knowledge with which to
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combat more effectively one after another disease, Moreover, the
general rates are necessarily averages for the country as a whole. In
theso averages are obscured rates which are disgracefully high.

A witness before this committee has spoken of the low death rate
from tuberculosis in New York City, approximately 50 per 100,000
last year. Yet in one borough of New York in a health center dis-
trict of several hundred thousand people there was last year a tuber-
culosis death rate of more than 250, 5 times the city average. Among
unskilled and semiskilled male workers in 10 States in 1030, deaths
from tuberculosis were exceeded only by those from diseases of the
heart; among professional men in these States, tuberculosis ranked
sixth in importance as a cause of death. In a group of 14 Southern
States in .1031-3;1, respiratory tubemaruis ranked third in importance
as a cause of death amoug Negroes, but occupiedd eighth place among
the white ipopulatiou, c

A striking reduction has occurred in the mortally ,of infancy and
childhood, Ii1the birth registration area of 1915, 10 infants of
o3very 1,000 h-fn alivo died in the first year of life; thOe provisional
infant mor it rate for 1938 was,51. But infant mot lity rates
of tile or of 100 or more are cobinion i many areas day. A
Medical #alyst Ii a large ivcstr- city reports that th0 infant
mortality rate in families witli ai annual iqfomp below $40) was
108 per £,000 in the period 1080- , while the' rat.in familit above
the $3,C income level waspowy 30. FurtJetnore, he dechlinqin the
rate hat aken pl~o4rgei. in the'later mon iip u infancy. IDeaths
from co1genital ;ilfoi'm.Attons and diseas of eiy infancy occur-
ing chiely in the :Ilrst 14't1h of lIe, ai' still found amongthelI
most fr uent caufls of 46atj in the popitdtign of all age tl Ade-
quate pir4atal suplevwin of tlei mother tiid competent me( fcal and
nursing e at deli*Wry are essofitlal to rWuce thiocontin tng high
mortahty of newborn infants.,,& ,,

The aver infant boru It' 1938 lkpd an'estufiate life xpetancy
of 62 year- gain of alfiowl.$ 'e s sincb'1900. In the older age

periods , howev ,le expectation of'life has undergoijoio significant
change in the prt itt century. 'In 100, a man at fling the age of
50 had an average T years of life remain to present decade
has brought no mater'in tion in th g ore.

But death rates alone are no f"mt re of national fitness. They
do not reveal tile estimated 250,000 people who are suffering from
silicosis nor the ninety to hundred thousand cases of pellagra which
occurred last year In the South nor the epidemic of scurvy-in Maine.
It Is true that deaths from pellagra have declined due to the use of
nicotinio gild or dried yeast, but studies show that malnutrition is
widespread and serious.

Death rates gives no indication of the economic burden which
disability creates among the low-income groups in our population.
In the period before tle depression, a representative survey indi.
cated that low-income wage earners suffered more than twice as much
disability in a year as those in the upper incomegroup. The national
health survey revealed that persons In relief families lost 16 days
per capita from sicless and accidental Injury; above the $2,000 in.
come level, the figure was only 7 days per capita. Sixty-one percent
of all permanently disabled persons observed in this survey occurred
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in relief and marginal-Income families-with annual income below
$1,00O-thlse groups contained only 38 percent of the canvassedpopl llatioll.We have l(] considerable testimony concerning the present na-

tional resources for health protection.
Less than a third of tile counties and even a smaller proportion

of the cities employ full-time professional health olicer,;. In urban
areas of the country, the present ratio of public health nurses to
population is al)l)r;xinaelyv 1 to 4,1100, In the rural areas, the
average ratio is 1 to 10,000,'lIt in rural area of tihe South Central
States, tile ratio is 1 to 22,000 population. Yet it was estimated 20
years ago that, 1 public health nurse to 2,000 persons was necessary
to provide even tle minimum level of accomplishnment in the flel.

We have in this country sonme 160,000 physicians in active d)rae'-
tice--an average of 1 physician to 807 ei'is'lis. But in certal of
the predominantly rural' States--the Dakotas, Mississipj)i, North
and South Carolima--each physician serves an average of 1,300 per-
sons or more. In Kentucky, one physician serves an average of 1,100
1)ers.olls in the State as a w hole, but ill nine counties of the Stale tile
average population per )hysician is 3,000 or niore. The situittion ill
Kentucky is not all isolated example' internal variation of a similar
nature limay be observed in the predominant ly urban States. New
York State is, on the average, well supplied with physicialls; yet
a few years ago in its largest cities there was an average of one
physician to 535 persons, while in its small towns and villages, tile
ratio was one physiciann to almost. 1,000 persons. These figures
illustrate a general trend-the tendency of physicians to concentrate
in the largo urban centers, which, through their hospitals and clinics,
offer o)ortumnity for' the aJ)plication of modern medical technic.

Your committee has heard very divergent. points of view concern.
ing the hospital situation In the country. It has been stated, for
examl)le, that an average of 195,674 beds InI existing institutions are
empty. I would point oit, flrst, that no hospital can operate at 100-
percent capacity. Eighty to eighty-five percent bed occupancy is
considered full capacity ?or general hospitals because of the neees.
sary division of wards and sections Iy sex, disease and so forth.
For example, a temporary surplus of beds ill the obstetrical ward
cannot be used for tile care of measles or scarlet fever. Medical and
surgical conditions cannot be mixed. In some areas, tile color divi-
sion further coml)licates tile problem.

The most determining point, however, is the lack of ability of pa-
tients to pay for hospital care. Tihe data show that tile public hospi.
tals which by and large are five, are more than filled to capacity,
while private rooms in voluntary and proprietary hospitals remain
empty. There is an anomalous situation n the fact, that in many
areas which have the lowest number of hospital beds per capita there
is the highest percentage of unused beds, Lack of money, not lack
of patients, keeps them empty.

Even a small subsidy to free care of patients in hospitals is of
great assistance in securing medical care for the poor. Some of you
may know that in North and South Carolina tile Duke endowment
started some years ago to provide a subsidy of $1 per (lay for each
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free patient i fApproved hospitals of those States. When this work
was started only nie iatients in everv iunred being treated in the
hospitals of the Carofinas were, free patients. As a result of this
slbsi(ly of $1, today the percentage of free care has rise i to 46, it
flvefold increase in tilt number of needy patients who have been
giveat needed hospit iti t reatimet. The five old increase ii free pa-

iients is nade. Up1 largely of those who previously went witlolt. Carol
simply Iweu use tlie hi)P'iIal could not afford to admit, them.

Senaitor MUII.%Y. flow is that suihsidy provided that youl describedthere?
)r. 1. ir.tN, It is provided by the Dl)ulce endovillent, wheneby any

hospital which illeets standards which tlley hae',' prescribed, i'Qisol-
slile stililohiirds us to records afid jhysill conditions it 15ni telios-
lIials-

S1,nator AMummy (interposing). I did not catch tie word ")uke"
fit first. I thought it was So11e other organization.

Di'. P.ARLRAN. It is thie ])ike endowmnlit.
The bill under consideratioll l'poposs to use public nlone1s$, Fell-

eral, Stalte, and local, to pay' for the care of needy patients Ill exist-
illg public and private llos itills.

Selllor MUi1i.%Y. Wts there not nill ilndeiililg that it, would
not up ly to tle private hospitals?

Dr. ]l .liil.\N, Quite tle Coitrairy, Mr. Chailrmnl. The llsp e of pub-
lic niOinevs is Contilli/ilted ulnelr this lct, lind lai'icularly indertitles V, Vi, find XII , to pay for the'fire of nie, lpatients In exist-

ing public and livate hospil. Under title XII it wias not conteii-
hlated tlhit pllflie moiinevs would h used to assist in tle co lstruction

of prl'ately owned hospital facilities. It. is perhaps oil that, point
that tlie isuinlersu landing lias arisein.

Under this bill, every available bed would bo utilized lefore addi-
tionil hospitals woull be built. Even when this is lone, however,
thei still remains i lieed in many areas for additional beds. Tliere
are 1,338 counties containing about 17,000,000 people, in which there
is; no 1,egisterl gllenral hospital. Obviously, elel of these Counties
does not. Ileed a 'lioslpital. We have estinnted, however, that we do
need about 100 rurlil hospitals. Maly of these would reltlace present
tunble-down shacks, As a natter of fact, tle experience of tile
Commonwealth fund hi aiding tihe constitution of rural hospitals has
shown that., of some 13 or 14 hospitals which they hve aided,
in every liistanco but one, one or more existing so-called hospitals
has been closed ul)-fihetraps frequently, very .-iadequate faltitles,
and totally inadequate to meeting tile needs of the community,

Sentorl M IuRAY. Doctor, woul(l not i great many of these so-called
fire traps, that you1 have mentioned be rebuilt or repaired, woild
the conmnities not be glad to rebuild their hospitals or build new
hospitals if they have the financial aid to do itf

Dr. PARRAN, Most. of them would; yes, sir; without a doubt.1 n
that has been the experience of the CoinnonweaIth fund in giving
aid to communities whieb have asked for assistance.

Senator EItLLmrnm. Doctor, with respect to the assistance to be
liven to needy patients, there has been quite a lot of testimony to
t io effect that tits bill does not make ny difference between the
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indigent and those who could afford to pay. Can you point out in
the hill ally higiuRage that inldites that 1o (1istiition is to bO uladO
between the needy and the indigent?

Dr. PARRAN. Senator Wagner has emphasized that very point,
Senator Ellinder, on a nmber of occasions. Tio bill does use the
words particularlyy i rural areas and a11ong needy persons." The
bill contemlates primarily the giving of aid for the medically needy,
but then the question arises how is it possible in any Federal legis-
lation to define tle Iedically needy? Very wisely that definition is
loft to the State. Moreover, under title III as now written, it would
be possible for a State if it wished to pass appropriate State laws
and tax itself, or to provide free insurance contributions, to give
medical care to persons who are above what we call the marginal
level. The bill does not prohibit it; it does not, however, coerce the
States to do it.

A mere statement of the number of hospitals does not indicate tile
adequacy of hospital facilities. This is well illustrated by the gemderal
hospital situation in time States of the South il coml)aris~o with t hoso
of the Northeast. Each section contains about :1) percent of the
total population of the country and each is served by approximately
the same number of local general hospitals-1,2117 in the Northeast,
1,177 ill the South. But tle bed accommodations in these hospitals
of the Northeastern States total some 157,000-in the South, only
07 000.SIay I IX)nat out the situation regarding tulberculosis hospitals.
The average stay of a tuberculosis patient in the hospital approxi-
mates a little over 0 months. The best authorities agree that two
beds per annual death from tuberculosis is the minimum necessary
to meet the need for institutional care of the tuberculous. Yet 26
States have less than one bed per annual death from this disease. In
Senator Wagner's State there are 8.25 tuberculosis beds in the up-
State area, of which 2.5 are publicly owned and operated. In mak-
in estimates as to needed tuberculosis-hospital construction the com-
mit tee has not attempted to bring all States up to this level. It lis
proposed only to bring them up to the minimum standard of two
beds per annual death.

There is wide variation among the States in facilities for insti-
tutional care of the mentally diseased. The State with the highest

.ratio of btds in proportion to population has 0.88 beds in mental
institutions per 1,000 persons; the lowest ranking State has 1.90
beds per 1,000 population. A very simple formula was used in esti-
mating the additional beds needed in mental institutions. In one-
fourth of the States the existing accommodations in these institu-
tions average 4.8 beds per 1,000 population or more. The committee
estimated tat 180,000 now beds would 1e required to bring the
remaining States up to tihe standard of 4.8 whicM olle-fourth of tie
States now meet or exceed.
. In the case of local general hospitals the num111ber of available beds

varies among the States from 1.3 to 5.5 per 1,000 population. Pro-
fessional judgment indicates that an average of 4.5 beds per 1000
must be maintained to provide adequate facilities of this type. It is
proposed that tlme States falling below this aveiago should be aided
ib building additional hospitals w'hen nee(led by provision of Stato
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anl local funds to match the Federal assistance. Only three States
at present exceed this standard; and it is estimated thlt 180,000 addt-
tional beds 111 gelral hospitals will be re( uiired to bring all States lip
to the ice eM standard of adequacy. I think it would be well to
point out also that these estimates were based on a 10-year program
of Construction, during which the population inevitably will grow
soiewlit, and moreover it obvious ly rests with the Congress front
year to year to nmike such apll i tprilols its are shown to be needed
by the actul shorl- tgo of failit is in tlho various States. It may be
tbiat there is lii excess of hospital beds in some States or some parts
of States. I'he difficulty is, however, that we inay not move the beds
and it, i impraiet illble to move the patients over long distances.

Two generations Iao the only flnetion of a hospital was to serve
as a )lae where the sick poor C(;cul go to (lie. Wit th eh development
of modern medicine they have become a vital force in health con.
sorvation. Deeaid by decade, utilization of hospitals has increased.
This trend is al) to continue, and will be intensilled by the increasing
average age of the pol) lilt Ion, since older people on the average suffer
111ore sickness.

Senator TA-r. Doctor, maiy I interrupt you, because I have to go
to the Approlriations Comnittee. On tile question, the general ques-
tion as to whether the bill permits the use of money to pay for beds3
in private hospitals, you would be in favor of having the bill permitthat?

Dr. PARnIA-x. Tile bill very specifically does permit tile payment on
a per diem or some other basis for care'of patients equally in private
voluntary and religious hospitals as it does in public hospitals.

Senator TAFT. We can settle about tile provision of tlie bill later,
but you are in favor of that principles

Dr. P, RRAN. Yes; I am. ut tile bill does not provide for public
moneys to aid in the construction of privately owned facilities.

We have had much discussion of the number of people in tie
country that need medical care. Tile statement of the committee has
been misinterpreted. There are about 40,000,000 persons in this
country in families with a total annual family income of less than
$800-income derived from earnings and relief. I quote this esti.
mate from the report of the interdeartoiental Committee. It was
based on the national distribution of consumer incomes and records
of recipients of relief.
Tie committee has dcflne; Ili's group of 40,000,000 persons as tile

"medically needy." Even on casual consideration it is evident that
tile standard of living permitted an average family of four persons
on an annual Income of $800 or less allows small margin, or none, to
pay for good medical care. A family at this income level may be
self-sustaining in respect to the basic necessities; it is, however, needy
in relation to its requirements for good medical care. The family
on relief is also medically needy; but its indigence extends also to
food, shelter, Rnd clothing. The' 40,000000 persons to wich the Com-
mittee refers are in families such as these, receiving relief, or sup-
ported by marginal Incomes.

It is evident that this entire group of 40,000,000 persons will not
require medical care during a year. Almost one-lalf of the group
will experience no sickness. But the Committee has estimated that
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about 8,000,000 cases of illness disabling for a week or more will
occur il these low.icome families "and under the conditions Jre-
vailing in 1935, about 2,000,000 of these cases will receive no me ical

Tihe Committee's estimate of the proportion of unattended illnesses
in tis grol u) of tile medically needly was bused 011 tlhe results of
the natil health survey. ThIis survey, Made by the Public Health
Service in the winter of 1035-36, employed the method of tile house.
to-house canvass with which the Service stair has had long experi-
ence. Its findings were analyzed ult1der the direction of able statis-
ticians with an acknowledged position of leadership in thle field of
morbidity statistics. Tie results of this survey ate in general agree-
zneat with those observed ill the pelak years of proslprit y by the
committee on the costs of medical care utlder the ]ltzSlip of
former Secretary Wilbur. They are, ftrt herillore, harllolliotls with
tile findings of the California Mledical Association, which estimated
a few years ago that 218,000 Ienois ill the State of Califoria alone
were currently in need oi medical care but not receiving it.

Medical care of this group differs as between large and small cities
and rural areas. Where relief has not broken down public funds in
the large cities meet some of the costs of Inledical care of the depend-
ent for illness requiring treatment in hospitals. 'rile amlblatory
cases among the sick poor in met ropolilanl centers receive trealtment
in out-J)atietnt departments, which are, however, great 13' overcrowded.
But these organized facilities for care of the sick are less widely
develolped ill small cities ald rural areas and governmental funds
for their suppl)ort are meager.
Private physicians provide much free care of the patients who

come to them for treatment, but many. patients receive no care be-
cause they are unwilling to ask for service when they cannot pay for
it. This endeavor to balance a marginal budget by neglect of1health
is in part the cause of the high death and disability rates i this
group. We have accepted responsibility in principle for public as-
sistanco to those otherwise unable to obtain food, shelter, and cloth-
ing. We must accept also a community responsibility for medical
care of those who cannot provide it out of thetr own resources,

This bill does not establish any system of compulsory health in-
surancoe nor does it require or coerce the States to do so. Very
wisely, I think it leaves a decision as to whether or not Itealth insur.
ance is to be adopted In any State to the State Itself. It seems clear
that one or auot ter State may wish to adopt such a system, and it
would seem quite illogical for the Federal Government to pass laws
which would prevent a State front dealing with its medical problems
in the way in which it wishes to do so.

Actual experience in some State will provide a sounder answer as
to its usefulness than mere argument. In my opinion, group payment
of the costs of medical care, through taxation or insurance, or both
for those groups of the population unable readily to pay the costs o?
such care for themselves wofld be an important factor i any com-
plete national health program.

Senator EtLiSII. You would say that under the bill, should a
State desire to raise its pro rata amount of money in such a way, so
as to match with Federal funds, that that could be done?
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Dr. PAR AN. Yes, ir.
Senator ELL:NDri. And you would not want that written into the

bill that it cannot be done?
)r. PAMIAN. I think it would be a very unwise poicy for the Fed-

eral Government to interfere to that extent with t ie medical policies
of the States which up to now have ben reserved to the States, and
which under Ills bill would still be reserved to the States.

It mi ght be of interest, Mr. Chairmnani to recount a few of the
things whicl have been (10110 under the existing Societl Security Act,
especially title VI. A greater advance in the public health in this
country has been made in the past, 3 years than ever before iii a coin-
parable period. Under title VI, for the administration of which the
public Helith Service is responsible, imaiirked progress has been

made, particularly in the development and supervision of new local
health departnients, and the expansion of the fundamental services in
health departments which previously functioned in a limited manner.

Federal funds budgeted by the States for the fiscal year 1939 under
title AlI of the Social Securlty Act and the Venereal b)isease Control
Act amount to approximately $12,000,000. The States have budgeted
81 percent of these funds for tile organization of new local health
departments, or the provision of certain services required to bring
existing departments 11l) to ininimui standards. At the close of tile
year 1938 an estiNiated total of 1,371 counties were receiving the
benefits of full-time 1i)1blt1 health services through county or districtt
health departments, a gain of 425 counties in 2 years. Full-time
public health nurses employed by State and local agencies welt
increased by 1,720 between 1037 and 1938 alone, and 690 of these
new nurses are serving rural areas and small cities under 10,000popuIlation. I

Because of limited funds and tile need for a basic health organiza-
tion, a relatively small amount--only 8 percent of tile combined Fed.
eral funds under title VI of the Social Security Act and the Venereal
Disease Control Act-has been budgeted by the States in 1939 for
tile development of such special programs as pneumonia control,
cancer control, activities in industrial hygiene, and the services neces-
saxy to meet regional health problems.

in order to obtain qualifled personnel, tile States have found it
necessary to use some Federal funds to give postgraduate training.
For tile fiscal year 1939, 11 percent. of the total Federal funds available
under title VI of the Social Security Act and tile Venereal Disease
Control Act have been budgeted for tils purpose. In the period
Februnry 1030 through June 1038 at total of 8,820 persons have under-
taken postgraduate study in public-health methods for periods vary-
ing from a few months to a year. Physicians trained for service as
health officers, or administrators of special activities such as tile
control of tuberculosis or the venereal diseases, represented 22 per-
cent of this group. Public-health nurses receiving special training
numbered 1,917-50 percent, of all trainees. Sanitary inspectors ani
engineers accounted for another 22 percent of tile staff In training,
and the remaining 6 percent included dentists, statisticians, and other
special personnel.

All over the country the basic health organizations and trained per-
solnel are being made available. A good start has been made but
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added funds ate needed. With them great strides can be made in
briniging this Nation to a level of healthfulness beyond anything we
have ever known.

To reduce disability find prematuree death in our working popula-
lation, to discover and correct physical impairments, forms an into-
gral part of the entire Iealth program, As an ex session of this
function, most of the States have organized industrial hygiene units;

in 28 States, these. units are under the direction of the State health
department. In mny instances, these units are functioning with
skeleton organizations. They need great expansion of their services.
To accomplish this end is one of the important objectives of title VI
of the bill. In those States in which industrial hyieno is adhllinis-
tered by a department of labor or industrial commission, fulds will
be allotted for their use. It seems very unwise to complicate further
the administrative provisions of the bill by creating a separate title
and separate administration for industrial hygiene, as has been sug-
gested by witnesses before this committee.

If iuthustrial hygiene needs a separate administration, why not
school hygiene? Why not dental hygiene? Why not mental
, hgiene
thinkk one should realize that this whole effort, to prevent and

cure disease should be a united effort. It is difficult to separate the
interrelated parts. Public health is an individual and a family probe.
len in the last analysis, inld not a problem of school hygiene or indus-
trial hygiene or mental hygiene or dental hygiene. I anticipate if
recommendations continue to be made before t his committee for sep-
arate divisions, the bill may be broken up into various absolutely
unworkable sections. Every specialty in medicine might wish to have
a separate title, and separate administration, with utter chaos.

Senator ELLEN.ER. We had two witnesses who testified, one from
New York and one from Illinois, as I recall, and one from Michigan,
also. The two from New York stated that industrial hygiene was
handled under the labor department and in Michigan under the
health department. Is there any good reason for that; is there any
good reason why the State of New York should manage industrial
hygiene under its labor department?
.Dr. PARA,. It is a matter of historical development Senator, and

it would appear to me unwise for time Federal Government to attempt
to dictate the practice in any particular State. It happened that
New York was one of the first States to have a well-developed de-
partinent of labor, and the work started there. In the meantime,
for Instance, In Connecticut the labor department did not take up this
subject and the health department did.

Senator ELIr.gNm. In distributing funds for that purpose in those
two States in contrast to Michigan where it is under the health
department, would you have the Federal or the State Government to
allocate the funds to these separate departments?

Dr. PAMAX. I suggest that title VI of the bill stand as written
with respect to the Industrial hygiene services, because under the
provisions as now written the New York State Department of In.
dustrial Hygiene in the department of labor would be enabled to
sure funds allotted by the Federal Publio Health Service.

Senator EBLnDxmE. Direct?
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Dr. P,%uAz;. Direct; subject only to the requirement that funds
allotted to some agency other than a State health agency need to be
ap rov ed by, tihe Statte agency.

agenator b ,hmwit. I other words it could not be made direct

even in those States; it would b, under the supervision, as it were,
of the health department of that State ?

Dr. PARAN. Supervision only to the extent of the approval of the
plan, which I think on analysis you will agree is necessary to have
some balance. In New York State the school lygiene work is han-
(1e( by the department of education; mental hygiene is handled by a
separate department of the State government. If there were no c'on-
trol as to the balance between industrial hygiene, mental hygiene,
school hygiene, and general public-health work, I think it is quite
obvious that each of these unrelated problems would put in its
budgets and plans and each one would want all of the money that is
available and leave nothing for the other fellow.

Senator EJEN .n. As a matter of fact, and I would say in any
event, the budget would have to come from the State health depart-
ment, would it not?

)r. PARAN. It would be approved by the State health division.
Senator ELLENmolt. And it would have to be passed upon finally

by it, would it not, because, as I understand it, under this bill the
allocation of funds would have to be done by and with the consent
of the health officer of a State?

Dr. PARRAN. Yes; well, what is the alternative? Earmark so much
money for Industrial hygiene, create a special title, and earmark
so much for school hygine, for milk sanitation, and so forth I

Senator ELLENDEB. 1 am just wondering why it is that it could not
be more uniform. Why that duplication? tou are bound to have
duplication, let us say ii the States of New York and Illinois-there
may be som others for all I know-wherein money for industrial
hylone purposes is spent by one division under the labor depart-
ment andI for hygiene work under the health department for some
other class of people, but all along the same methods.

Dr. PnARRAN. You are quite right; and yet we have seen a great
diversity in State laws and practice not only In this field but in
tuberculosis. In some States, State tuberculosis hospitals are oper-
aited by a separate hospital board, or a separate tuberculosis commis.
sion or a department of welfare or a department of health.

Senator Mfumauy. How many States have dol)artments of industrialItyiee?Dr. PAnAM. Some 80 or 81.

Senator ELTLENDnF. Separate?
Dr. PARHAM. Tey have divisions of industrial hygiene. In 28

of them, these divisions are operating under the department of health.
Senator MUIVRAY. And in some of the States where they need it

most, they have not got that department at all, isn't that true?
Dr. PARRAN. If so, it is only a skeleton organization. These 28

States have recently set up divisions of industrial hygiene ant they
have made a good start; they have gotten at least one or two trained
persons in those divisions oi industrial hygiene. They could be ex-
panded, and their services could be expanded, and, of com , there
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would need to be new arrangements with the State department of labor
which have control of factory inspection and related activities.

Senator ELLPINDEiR. How 11ma11y fir theIe that have it tinder tim
ju ris(liction of the Labor Department? I named two, New York and
llinois; do you know of any others?
Dr. PAIIRAN. My best information is that there are three; one addi-

tional State besides those two.
Tie provisions of this bill would give responsibility to the Chil-

dren's Bureau for medical care of children, to the Publio Health
Service for medical care of certain high-cost illnesses (tuberculosis,
cancer, pneumonia, venereal disease), and to the Social Security
Board for medical care of persons other than children and for diseases
other than those for which the Public Health Service is given re-
sponsibility. Rather than complicate further the administrative dis.
potion of responsibility among several unrelated agencies, I urge that
the first objective of the bill be to coordinate Federal healh service.

We can never attain national health and fitness simply by money
grants out of several Federal pockets with no correlationl'between
them, no joint J)lanning, no uniform standards, and with diverse
budgetary requirements, systems of reports, triplicating field staffs
to deal with the States an(l audit accounts.

Senator ELLENDE1i. In that connect ion, there was a witness, as I
recall, who testified that quite a lot of this work ws being done here
in Washington under the Federal Government in the various depart-
inents of the Government. Would you have any views on that?
In other words, you talk about coordination; I wmder if we could
not begin that at home here?

Dr. PAIRRAN. I urge that as the first objective of the bill. As the
head of one of the Government bureaus I feel somewhat reluctant to
make a specific recommendation l)articuiarly in view of the reorgani-
zation act under which the President continues to have authority
further to coordinate the health services of the Government, and I
may say that in my opinion, reorganization plan No. I was a fine
step in the.right direction in bringing public health, education and
social security, among others, together.

Senator ELLNMDER. Have you studied this reorganization plan to
find out whether or not the President could, without legislation from
the Congress, coordinate these departments that you have In mind?

Dr. P~innAN. That authority does exist in the bill. My plea is that
this bill should not further create confusion and further disperse the
present unrelated and scattered Federal-health activities, and for
these reaons; public-health measures for the prevention of disease
merge naturally with medical service for the diagnosis and treatment
of disease. The Public Health Service has had a background of
dealing with the States for almost 50 years. We have had no diffi-
culty with the States in administering title VI; there has been no
suggestion of Federal domination and Federal control. There has
been, I think, one of the finest examples of Federal and State co-
operation in administering title VI, and I may say also title V of the
Social Security Act.

Accordingly, I urge specifically with respect to Senate 1020 that
the administrative agency under title XIII be changed from the
Social Security Ioard to the Public Health Service. To promote
coordination and joint planning between tho several "Federal
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,gencies-if it is impossible to bring thom entirely together-agencies
which tire administering services undor this bill, I recommend that
the bill be amended as follows:

(1) To provide reciprocal provisions requiring that the Public
Health Service mnd the Children's Bureau establish systems of uni-
form budgeting, accountting, and reporting by State agencies; (2)
to provide that rules and regulations regarding payments to States
under sections 5041, 514, 604, 1204, and 1304 shall be harmonious and
made after joint consultation by the Public Health Service and the
Children's Bureau, with a joint conference of the State and Terri-
torial health authorities or with the executive officers of other State
agencies charged with the administration of services under this act;
(3) to provide for a single Federal Advisory, Health Council com-
posed of members of tie professions and agencies concerned with the
I promotion of health an(I medical services mid other persons in-
fornied on the need for or provision of health, a1d medical services,
in place of the several Federal advisory councils provided for In see-
tions 506, 516, 006, 1200, and 1306--at great multiplicity of councils
exists.

Senator E i nEit. How would you select them, Doctor I
Dr. PARRAN. If the Children's Bureau and the Public Health Serv-

ice are 1116the only two agencies dealing with the health and medical
aspects of the bill, it would be very simple to have a council of seven,
three, let us say, appointed by each of the agencies and the seventh
the elmirman of the State id Territorial health organization ex
officio.

Senator EL.NDEIt. What would be tie jurisdiction of that council ?
Dr. PAIRIAN. As provided under these several sections. They are

advisory councils supposed to advise with respect to tie rules and reg-
ulations and witl the goenral policies.

Senator ELLENDER. Would you have a separate council for each sub-
division?

Dr. 1PA,. AN. I would have only one for the titles, V, VI, XII, and
XIII.

Senator EILENDBn. And another for whatf
Dr. PAR nAnm. That is all.
Senator ELhJENDEIl. That would be one council; in other words, the

council that you suggest would have jurisdiction over the entire works,
as it were I

Dr. PA nnIAN. It would replace anl unknown number, certainly five
councils which are now required under this bill.

Senator Eut1E~u , How would that be managed in the States, let
us sayI Would you recommend the sameo tling, that instead of hav-
ing (liffemeit councils in the States, that there be one council in
each State?

Dr. PARtAN. I hope that the bill would not require additional coun-
cils. One or another State would wish to have more, but I hope that
the emphasis in the bill would be toward similar joint planning
through one council. I am not prepared at the moment to say that
there must be only one. Again I t-link we should leave the States
tite greatest of freedom.

Senator EIArNmrn. Your recommendation would be, then, that o11
council would be sufficient.
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Dr. PARRAN. This is a health problem, and that is a unit problem
by and largo.

Senator MunnAVR. And a multiplicity of councils would be sure to
promote conflicts and different ideas, would it not ?

Dr. PAtuA . I do not. see how it could be avoided.
Senator EiLhENvER. You would have quite a lot of jealousies among

tie councils as to whoni tile money should b allocated, how it should
be allocated, and all of that? I think your Objection is very good.
One of the witnesses testified, as I recall, that 268 councils would be
created through the country. I )elieve if we can limit them to
one from each State, that is, that we suggest as it were to the States,
that one council be provided, and have it obligatory so far as the
Federal Government is concerned, that it would' be a. decidedimpilrovemlent.

Senator MURRAY. Sometimes it is difficult enough to get cooperation
with even one council, like the T. V. A., where we found great dif.
faculty.

Senator ELT.F.NDIR. Doctor, what would be your suggestion as to
how the council should be selected in the Statest

Dr. PA RAN. The State agencies responsible for the administration
of the several parts of the program should meet on the make-up of
the council, or if there is this agreement among them, it should be
possibl for the Governor to straighten out any interdepartmental
bickering as to relative jurisdiction.

Senator ELTYUND. What if we suggested-it is only a suggestion
and we (1o not want to make the States do it-the medical association
of each State select the members of each bnard created under the
State law. What would be your view as to that methodI

Dr. PARAIN. As I have observed its workings in Kentucky and Ala-
bama, and I think South Carolina-there are three State; in which
that is the )attern. No other States saw fit to establish the same
pattern when their boards were started many years ago.

Senator ELLF.NDF.R. How has the phl worked in the three States
that you have just mentioned?

Dr. PAItAN. It seems to have worked well.
Senator FLrUDNEn, Do you know what caused a change in those

three States?
Dr. PARRAN. There was no change; it was a matter of the original

set-up back in the days when there Were yellow fever epidemics, and
these boards of health were organized to meet them. The medical
associations were asked specifically to organize the boards in these
States, and given certain authority under the law. No other State
has seen fit, however, to invest responsibility for the health of all of
the people in one professional group,

Senator EMF.NUflh. You ay ilsofar as the council is concerned here
in Washington, you would suggest that each division make Its own
selection or each depnrment?

Dr. PARRAN. Joint action.
Senator ErtUNDF. What if you put them all under one as we have

just been talking about?
Dr. PAIRAM. As the head of one Federal bureau having very bar-

monious relations with the Children's Bureau, which under the laws
going back to 1012 give it certain responsibility for the publio
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health, I think it would he most inal)pl)roiate for me to make any
suggestions on that score, especially in view of tile fact that tile Con-
gress has never seen fit to Clange that set-up.

Senator EMENDEJtR. I won't put you on the spot. [Laughter.]
Dr. PAR, AN. I may say, Mr. Chairman, that in my own experience

as Surgeon General, we 'have had nothing but the finest cooperation
with the Children's Bureau, and on many occasions we have Se4n to
it that duplication is mininmized and that we do work together in the
most ellienit )ossiblo way.

Senator EmxwiEB. While you are on the subject, how have your
relations been with tile States?

Dr. PAuRR.AN. With tile State health departments?
Senator E,JTENm1. Yes; tie various States of the Union.,
Dr. PAtRNw. Dr. McCormick, the State health officer of Kentucky,

gave some testimony oin that subject, speaking for all of the State
ollicers. I subscribe fully to what he Said in emphasizing that it has
been possible to expend the funIds, $8,000,000 a year under title VI,
and now another $5 000,000 a year under the Venereal Disease Act
and $600,000 under tie National Cancer Act, without, any suggestion
or Coml)laint from any responsible source concerning unreasonable
Federal dictation or domination or coercion of the States.

Senator EMJUNENIR. Under the Social Security Act as it is now
enacted, most of the plans are really submitted by tile States, are
they not ?
Dr1'. PAIMtA. All of them are.
Senator E,1,MNnMn. Have you ever actually turned them down and

said, "We don't want it this way; you must (10 it that way"?
Dr. PARlAN. We have never turned down any whole State l)lan.

As a matter of fact, they are worked out usually in consultation with
(oul representatives, re)1'esetaives of the Chilron's lhurau and
their own people.

Senator ELTEND.n, Did you ever attempt to try and have them the
same in one State as they have in another, as has been chargedI

Dr. PARRAN. Quite the contrary. And one of tile criticisms so
often repeated about this bill is that its provisions are Indefinite.
That statement has come up time and again i these hearings.

Senator ERLENIA.n. Yesterday on four occasions.
)ir. P% ,\N. What is the alternative of that I A plan under which

the Fe(hral Government would regiment every township and county
health officer and city council Into a uniform pattern? I hope not.
Another criticism has been made that this bill gives to the Federal
Government unlimited authority andi unlimited (iscretion, If there
are ways in which this committee can limit the discretion and the
authority in the alloting of money to tile States in order to put those
allotments on a more objective basis, I should welcome very much
such restrictions. I should like to point out, however, that the an.
guage of this bill restricts my authority much more than tile language
of the present title VI or the Venereal Disease Control Act.

Senator lELLEND) n. Yesterday or the clay before-last week, I think
it was-one witness said, "The first year you are going to spend so
mu0; the second year you are going to spend so much; Ithe tlurd year
you are going to s lend I0so mniieh; and the fourth year it will be un-
limited." Think of such a statement.; they forget that we have to go
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to tile Congress, to some of these hard-boiled Senators and Congress-
IIIOn, and have got to show tleni the necessity for a specific sum
Before the), alprolriate.

Dr. PAfR. . I am sure, Senator, that those people have no con-
cept, of tile amni t of factual data, the extent to which actual need
must be demonstrated before the Appropriations Committees of these
two bodies before any money s are appropriated, and especially before
any increased moneys are given.

Senator Eri.Nm:F. If they were to appear before those committees
once or twice they would be convinced of that.

Senator Murray. Those in favor of balancing the Budget laugh
away such a thing as that when it is suggested. They think that
the opportunt ies for getting al)propriations are unlimited, and that
all we have to do is to go In and ask for it. and that, wo get it.

])r. Pim.%.n,. In connection with balancing the Budget, Mr. Chair-
man I hope that this Congress will give more attention to balancing
our health budget. It is cheaper to keep a woman from dying in
childbirth than to take care of the orphans in an orphan asylum
or to give aid to the dependent children. It, is cheaper to aid it
hiliiding tubercullosis saiiitaritiilis than it is to pay for i the deaths
from tuberculosis and the widows and children wfo are left. The
State health officer of Tennessee made a statement the other day
which impressed me very much. lie estimates that it c costs on the
average $150 to bury a person in Tennessee, and on that basis it is
costing that State more to bury people dying from tuiberculosis
than it spends for its entire health program including tuberculosis
and all the other diseases.

Senator Mum.yv. So that money invested in this manuel'er would
be wisely invested and would tend to an ultimate balancing of the
Bidgetf

Dr. 1),ureas, It would he a direct economy. T don't know of any
more economical expenditure of public fundld than those spent wisely
for health lPotection and health promotion.

The provisions of the bill regarding variable graints-in-aid' l are
believed to be well conceived. Iey should insure allotments of
))0iny only to meet demonstrated health needs. If the poorer States
are to have adequate health programs, it is essential that the Federal
(loverkient contribute a larger share of each dollar expended in these
States than in the States having greater economic resources. Under
title VI of the )resent Social Security Act the Public Health Service
has been enabled to allocate funds in part from the financial and
special health needs of the States. For example the per capita allot-
ments budgeted by the States from Federal funds under this title for
the present fiscal year vary from 5 cents to 41 cents.

Finally, inay I say, Mr. Chairman, that this is not a measure to
socialize medicine in the country. Quite tle contrary; it is a masure
which will free medicine to render better service to aill of the people.
It. prooses to share, to socialize more of tile costs of medicine, but
not. to socialize medicine. The objectives of the bill can lle attained
without any basic change in tile practice of medicine in this country,

Senator l .i. 'N . I)oetor, how would the passage of tells bill ald
making it effective, affect the pocketbooks of the doctors?

Dr. FArrAN. Obviously tile $50,000,000 proposed to be allotted tile
first year under title XII for the care of needy patients would go,
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ill large part to the physicians as well as to existing hospitals. Some
of this great load of charity which tile doctors carry and under which
many of them are staggering would be lessened.

Senator MURRAY, Doctor, during the serious conditions under the
depressiol, is it not a fact that in many sections of the country many
of the doctors were kept in practice by'the moneys that they received
through giants from the relief organizations?

)r. PAIUAN. It is quite true, and it is still true, Mr. Chairman, that
in ninny rural sections, the only thing that enables the doctor to buy
his gasoline or pay his office relt is the little money that he gets from
current relief fulds for the care of indigent patients.

Senator E'r.LmmNt:. Doctor, we had seven witneses who testified
in behalf of the 1)ental Association of America to the effect that
dentistry should be specifically taken care of under this bill. Have
you any views that you would like to express along those lines i

l)'. .APRAN. Dental hygiene, of course, is important, and may I say
that the delital profession has been mulch niore advanced in its interest
in the preventive aspects of its speciality than has the medical pro.
fession as a whole. Our dental brethr'en are ahead of us, and I
should see no obstacles to enumerating dental hygiene along with the
other coiiditioii to which special emphasis should be given, but I
should like to reiterate that it seems to me very iin'wise to set upI an
additional title for separate administration by dentists of dental
hygiene matters.

Senator EI.ENDtl. You think it could be worked out in coopera-
tion with the medical eind of thI paIn ?

Dr. PA .,AN. That is the only possible way to work it. The prol).
leni is often not confined to dental disease; frequently remote parts
of the body are involved.

Senator Ei.r :.r~iu. Would you suggest in view of that, that on
this board there be a dentist ?

Dr. 1 ,IIAN. No. Once one starts to prescribe specifically the per-
sonnel, I fear that, one would get into great coninplcatioiis unless the
Congress itself would wish to write into the act the total membership
of the board and how it should be made up. I should have no
obections to that.

Senator ELLimNDn. Doctor, several witnee.--one on yesterday-
testified that a person should be )ermitted to take any treatment that
he may desire. For instance) if ie wants Christian .cieilce he ought
to have that, or a chiropractic doctor if lie so desires. Do you think
that anything should be written into this bill to perinit that, or is the
bill broad enough as it is to take care of the situation?

Dr. PAmuRAN. The bill is broad enough to permit each State to reg-
ulate its own medical practice acts in whatever way that State sees it.

Senator MURmA. And if a drugles system of ciare for a patient is
the proper care for that particular patient they would be able to get
it untider. this bill jist. the same as if we had a separate section?

Dr. PrARRAN. If such care is )ermitted by State laws, and ifdpay-
mnent for such care out of pubhc moneys is permitted under State
Iaws.

Senator Ixmum~t. In other words, they could include it under
their planI

Dr. PARRAN, Yes.
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Senator HimEmm.R. That is the suggestion that I made to both of
them yesterday.

Senator MURRAY. They point out, I think, that 43 States now have
a licensing system for chiropractic practitioners, and I assume that
if any of those States thouglit that it was desirable for people suf-
fering from certain ills that they should be treated by a chiropractic
doctor, that they could arrange that under their State systems?

Dr. PAIUAN. That matter is left in the hands of the State as a
part of its regulation and control of medical practice.

Senator MURvAY. Drugless treatment is recogniized by the medical
profession as proper under certain conditions, I suppose, for certain
aihents?

Dr. PAMR.N. Before I can answer that, I wouhl like you to define
drugless treatment.

Senator MuRRAY. I don't know anything about it myself. I used
the words druglesss treatment" because these other gentlemen men-
tioned it, but it was used by those who appeared as witnesses and I
assameld that the medical profession would know what they had
referene to. I suppose it has reference to the treatment that you getfrom stretching the body and massaging it and electrother'apy.

Dr. PAIRAN. Physical and mechanical methods of treatment are,
of couple, well recognized; also the X-ray, (liathermy, and physio-
therapy, et center.

Senator Mumi.tY. The doctorss use them themselves in their prac-

Dr. PAMAN. Yes.
Senator MURR.ty. Doctor, I think that I would like to have you

describe for the record and for my own information, the Fede(-ral
Public Health De partinent. Exactly what your functions are and
how it has operated.
Dr. I)r m,%N. Yes, Mr. Chairman. This is one of the oldest Federal

agencies. Its pre(lecessor was the Marine Hospital Service, organized
in 1798 by an act of the Second Congress. ThI'a t act set up the first
compulsory health-insurance system in this country, and I believe the
first in the world. It provided that a tax of 20"cents and later 4C
cents a month should ibo deducted from the wages of each sailor on a'
merchant ship in the United States, and the fund deposited with the
collector of customs. That is the reason that we are in the Treasury
Department. With those funds, hospitals were built, and that sys-
tem continued for about 85 years. 'Ilhen the Congress substituted a
tonnage tax in lieu of the pay-roll check-off for sailors, which funds
now go into the General Treasury, but they are not specifically for
marine hospital purposes. Because our doctors were treating dis-
eases, especially exotic diseases brought into the ports, they acquired
proficiency, anl in the early (ays w'hen an ej)i(lemic start-ed in tie
coastal or other cities these doctors were looked to to ail1 and assist
the State health authorities.

For 55 years we have had a law on the statute 1)ooks authorizing
the Public Health Service to cooperate with and aid the State and
local authorities.

Since 1912 we have been called the Public Health Service, and
since 1902 we have been given specific functions in research.

Senator Munany. Your present department then is a continuation
of that original set-up provided as you have described I
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Dr. PAnRAz;. A continuation and a logical outgrowth, I think. We
are concerned now with three broad fields of endeavor; that of giving
treatment to merchant seamen, also the members of the Coast Guard
injured Federal employees, and a number of other legally qualified
beneficiaries. That is (lone through a system of hospitals with seven
or eight thousand beds all told, in other words, the giving of medical
care to Government leneflciaries is one specific function.

Another function is constantly to seek to extend our knowledge
of how to prevent and cure diseases. That has been carried out
through the National Institute of Health and more recently the
National Cancer Institute, In that field, the service has had a very
creditable record of scientific accomplishment, it has cooperated with
the leading scientific institutions of the country in the advance of
knowledge on a thousand fronts.

Our third general function, carried out under many older laws and
more recently under the Social Security Act, and the Venereal Disease
Control Act, is to seek better to appfy the knowledge we now have
by cooperation with the States through the grant-in-aid money and
through the giving of public aid and advice. Simply to give money
fron the Fedleral Government is only part of the way, and perhaps
not the most important way that the Federal Government can assist
the States. During many years, I think the greatest service we have
rendered the States has he'n to give them the advice and guidance
in the control of epidemics, in developing new and better methods of
public-health practice, in studying for them problems which are
common problems to all of the States, and obviously it would be
inefficient if all of the States were to study such problems.

I don't know whether you want tie to go into detail, but I have
tried to give you just a skeleton.

Senator 416'muAY. What 110are your relations with the States under
your )resent set-1i1)?

)r. PItAIAN. We have worked out our plans under the very broad
authority in title VrI of the Social Security Act with the States them-
selves. 'The law requires that the regulations should be written
after a conference with the State and Territorial health officers.
Those health officers themselves halve recommended to us regulations,
some of them more strict than I thought it wie to puit into effect,
simply because they are so anxious that this Federal-State pattern
relationship should be developed on tile very highest plane; they
have recommended standars for personnel of which I approve but
which during the first years of operating the bill seemed to me too
rigid, too drastic. Our relations with the State authorities, I think,
for s one of the finest patterns of State and Federal relationship.

Senator MUmuAY. Is it not also true that the medical profession in
the various States looks to your department and cool)erates with your
department fully ?

Br. PRAN. 'lhey do, indeed. As an example, the American Medi-
cal Association 8 *)ears ago bore half of the cost of developing a
film on tie treatment of sylhlis; we bore the other half of the cost,
and it was jointly sponsored. That film has been shown in practically
all of tile county medical societies in the whole country. There have
been many other instances of cooperation and particularly in co.
operation with the individual local, city, and county medical societies
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Senator EJLENt1n*. Doctor, have you bad any difficulty with the
States in seeing to it that the plans aro carried out as agreed upon?

Dr. PAJIRAN. It has been a rare exception, Senator, and then ordi-
narily we are aware of the situation through our field force and
have been able to correct it without any recourse to legal action or
the withdrawing of moneys. We have suggested in some instances
that certain projects we thought. were not well conceived in some of
their parts, and the State health officers agreed. There has never
been any radical difterence of opinion.

Senator ELLENIJm. In other words, they always discussed it wvith
you in a nice way, as it were, without In any manner trying to be
arbitrary I

Dr. PARRAN. Yes.
Senator EtIJENmIFI. And you have no difficulty in showing themthat they were not doing it according to the plant
Dr. I AIInIN. Just as frequently they show us, too. They fre.

quently colie and know much more than we do about this problem
and come ijl) with plans which are extraordinary in their vision and
concept and more efficient ways of doing business, and immediately
we disseminate the information about that aiong tie other State..

Senator EL.LENDER. What cooperation (t1 you get front the medical
profession itself particularly with reference to this research work?

Dr. Pmum,. There are two lines of cooperation: First, the
continuing contact which we have with the scientific institutions, the
university medical schools, both voluntary and State, and other re-
search centers; second, with the profession itself on many fitlds of
study, such as on the prevalence of venereal disease, and studies of
the incidence of cancer.

Again, in the case of an unusual epidemic, full cooperation is had
by the profession who give the information to our research people
so that they cain bring the prl)lem back to the laboratory and work
it out. There have been some very beautiful examples of that with
tulirenia and others-studies of pellagra in the South form another
example,

Senator MURRAY. Because of the serious economic burden upon
the health of the Nation as a whole, you think that it is absolutely
essential that the Federal Government should go into this subject
of national health an(! attempt to aid the States in improving
conditions?
Dr. I %aHN. I do, Mr. Chairman. If the Congress will hear in

mind that there is a certain maximum rate of development beyond
which efficiency is lowered. The President's committee itself elnl)hia-
sized tile evolutionary character of this development, that it should
be spread over a 10-year period.

Senator MURRAY. tlave the States of the conlitry given the proper
consideration to the subject of silicosis?

Dr. PamA. They have not.
Senator MUnnAY. In many States, silicosis is neglected entirely or

has been neglected until very modern times,
Dr. PnaUN. Yes; it has been, and until recently in many States

not subject to workmen's compensation. One of my flirt.t works in
the Public Health Service was down ill the Joplhi district. in the
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Tri-State mining district,, where silicosis was rampant and tuber-
culosis following right on Its heels.

Senator MItiIIAY. And the only .effort to irlove those conditions
camne from tile people who suffered from tile disease themselves and
not from the authorities that should have been interested in the
subject I

Dr. PAnrAN, You are quito right.
Senator MmIRAY. Jlust here recently I was urged by the miners of

Montana to aid in securing an addition to tile tuberculosis hospital
ill Montana because there were so many miners walking tile streets
who were unable to get, attention, and after considerable work and
, ptrigle, I goti a P. W. A. project through to extend that hospital
at ( i zlen, MAont., which has been a very stccessful institution, as I
understand it. You are familiar, I understand, with the Galen
Hospit al 1

Dr. PARRA.\, I have never been there, but I have heard of the
institution and tie work it is doing.

S011tor AIMUIAY. That is trite n man' sections of the country.
There are a great many p~eop~le suffering from silicosis that fire not
getting proper consideration.

)r. Pmm,,m. It is perfectly true, Senator, and the action you have
taken is fine, but I think it has not gone flr enough, If a tubercu-
losis hosl)ital is to severe its maximumllll Ise, we must get afit the
case earl.. The only wa, to do that is by mass X-rays und physical
exmmilt llns of susceptible groullps of tle pol)ulatiol; in this in-
stane, fle miners. Also,,wherever we find an witidlte prevalence, and
where the workers are exposed to dust, then steps should he taken to
remove that cause. It other words, it seems to uwe there are two fur-
ther ste)s that should be taken ill connection with tile control of tuler-
culosis. It lis been said bv responsible authorities that within a
generation we could make tuberculosis as rare as typhoid now is if
we weuut at it oil a national basis, with ma1ss X-rays, and follow up1) the
patientss after they leave the sanitorium, Ilse tle most mo(lern Illeth-

otis of treatment-and the cost is not very great in terms of the
results that can be had. Next to syphilis control, I think one of our
next and )erhal)s the next great, objective ill national health should
be a national attack against tiul)ercnlosis. It will produce greater
results for a given expenditure, I believe, than any other health
problem.

There are many diseases about which we camot do very much ex-
celpt alleviate suffering and perlps shorten the period ot disability,
but here is a disease that we can (do something about, yet all of our
efforts tre terrifically sporadic. Senator, ill your State, you know the
conditions there; they are tragic.

Senator E.LENt)Ei. Doctor, don't you believe that ider this bill
that call be done?

)tr. PAnnRAN. It is one of the first objectives of title VI.
Senator Mnvnrmm You spoke also of malaria. Is it widespread?

Are there wides pead malarial conditions in the country yet ?
Dr. PAnRuAN. There are. Malaria seems to go on a 7-year cycle,

ill) and down. Tile reason for that is tile subject of study, but. w do
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not know why. We recently passed, through the peak of one of
those cycles. A great deal of malaria, work has been d00 and is
being one with P. W. A. funds .now in the South. Very fine work
is under way but under this bill it is contemplated that that work
will be extended and intensified and continued.

Senator MunRA.y. I am very 111u1h interested in that, because as
a boy I had malaria and I went to NOw York in about 1898 and it
disappeared and I never had it. afterward. I guess I left the com-
munity in which I was subject to it.

Senator ELrtXnr.n. Where did 3o1 contact it ? In MontanaI
Senator MURRAY. No; I contacted it in Ontario, Canada.
Senator EJENDER. I thought the South was the only place where

malaria exists.
Dr. P, mN Formerly malaria was one of the most severe

eases throughout the Great Lakes area and the I1udson liver Valley,
and now it has been pushed back.

Senator MURRAY. Well, (1etor, we appreciate your. testimony and
hope that we may continue in contact with you during the f further
study of the l)rol~lem. I am satisfied from your statement that we
are going along the rHght lines, and all we nee(d to (1o is to 11ake the
necessary amendments and corrections to the bill to carry out the
purposes that we have in mind that you have so well expressed tis

Dr. 1,AIII iJN Thank you very much, Senator.

May I say just another wbrd in thanking you for the oppor.
tunity to be here? I was told this morning that the chairman of the
subonmit tee made a statement yesterLay to the effect that he did not
exl)ect any final action of Congress on this whole bill at this session
of the Congress. May I urge that at least the next step or two will
be taken in re ard to'these matters, which ire not controversial, and
in regard to w-hiicl there is great and obvious need? By so (lointV, we
can begin to build up towar(l the whole pro ramn of public he ath if
it is not possible to l)roceed on all fronts at tis tine.

Senator ELm.E~niDn. The great difficulty in separating it is that you
separate the easy ones from the hard o4nes, and leave the hard ones
out, and if you do that, you may never get the hard ones through,

I. PAMRN. I had not thought of that.
Senator MunnnAY. They are talking about adjourning by the 15thof July, Doctor, and theie are so many other hilIs aheau of tis, that

it seems to me impossible to get this bil reported, because it will take
time, considerable time, to transcribe this testimony and have it
printed and then to act on all of the amendments that are going to
be considered; and then wo want to ive full consideration and study
to every proposal that has been made, every criticism that has been
made against the bill, and it would seem to me that it would be
utterly impossible to give the proper consideration to the bill and
get it up on the floor at this session.

Dr. 1 AmmAN. I can realize those very great difficulties.
Senator MURRAY. I would like to see it done, if it were possible. If

we had started earlier, it might have been possible, but when we are
in the sent situation that we are now, and the testimony not yet
concltued, I (1o not see how It is going to be possible.

Dr. PAIRRAN. Thank you very much.
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SUPPLEURNTAL 81ATEM)NT SUBMITTED BY DR. TlzOMAS PARRAN, SUWJEON GENERAL

OF TIlt UNIM STATFA PUIIJO HEALTH SYaVltE

I 1108PITAL ACOMUOATIONS

According to Information assembled by the American Medical Association
there are 0,138 institutions li the Unit(d 8tates that mart the amoclation's
requirements for registration. Included Il this total are 325 Federal hospitals
al 228 Inflrmary milts of Hiate and local Institutions. Federal hospitals as a
rule are malntained for selected beneflclaries without regard to place of residence.
Infirmary units serve primarily the population of the sponsoring institution. It

(States *rr*¥W I4 tion Is" per 1.000 p QOPLesIQ
descenJ.t4 order of ' If,$at capital Lug"*)- Irray w I-'0 .... ! 0

UNITED STATES i -- -, ,, ,

District of CotuslOW I
Now, Tort 32
Delaware

C¢ wlctlcut

U

111(,. 10
WS6 Jolter it.
Nasaschusitta 12 ;1m ,, , "

Varylarst IA

1ersylvaa 17
Ohio Is
3Iashir4t n 19|rdit, to

Coloroedo a I

It: Ksmj asir. 2
or son 2A
Utah I5
Idaho 26
N hin e 27

eorat ) 1

MiouCrl 4

Texas
letz.ehs

Virginia 38

North VeOW& 40
South IDota 41
otorgk 42

both Carolina 
46

iowt. L,--Total hospital beds per 1,000 population according to medical type of hospital.

is customary, therefore, to omit Federal hospitals and Infirmary units of institu.
tons from consideration when computing local facilities. Mention should also
he made of the fact that there are some 3,000 l)laces tiot of registration status
where persons may obtain som measure of hospital care. Included in the non.
registered group are nurslg homes, first-aid stations, health resorts, And a fair
proportion of Institutions whieh offer service popularly associated with hospitals.
Whleo many of such InstitutIons render essential service within their respective
s pheres, the American Medlcal Association does not accord them the distinction
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that Is implied by the term registered. Inasmuch as one purpose of the National
Health Progran should be to Improve the quality of medical care, It seems only
appropriate that the registered group of In stitutions be taken as a basis for
portraying the extent and distribution of existing facilities.

Additions to or subtractions from any such list might be indicated later on
the basis of detailed field surveys to be mado by the State health agency prior
to the sublsslion of plans on which Federal assistance Is sought. As a natter
of fact significant differences now appear In reports of various agencies with
respect to available hospital facilities. These differences can he attributed to
varying points of view concerning where the line should be drowa between.
institutions to be classed ias hospitals and those that should not. In the opinion
of those responsible for formulating the National Health Program hospitals
registered by the American Medical Association represent a reasonable coin.
promise between, for example, the very restricted group of hospitals recognized
by the America i College of Surgeons and an all-embraelng list that emcompases
every institutlo m where a person might obtain bed care. Facilities for the
several States, bi sed on the Hospital lReglster of the American Medical Assocla.
tion, are described in an appended series of tables and charts. There follows
also a brief discussion of these tabular amid graphic data. Tie facilities and
their use ias described therein relate to registered hospitals exclusive of those
operated by the Federal Government and the infirmary units of Institutions.
The economic position of each State Is expressed by per capital iconte payments
as reported by the National Industrial Conference Board.

MENTAL HOSPITAL ACCOUMODATXONS HY' sTATrS

For all practical purposes, institutional care of persons with mental disorders
may be regarded as an exclusive function of State and local governments.
Together they operate 512,554 beds or about 00 percent of the total In mental
hospitals. The State government being the principal operating agency, Institu-
tions tend to be largo and service Is organized on a State-wide batsis. While it
Is true that there ire 51 Institutions of nonprofit and 185 of )rop)rietary
classification, these places maintain only 4 percent of the beds. Furthermore,
private Institutions serve in particular the well-to.do.

The ratio of beds to population varies with the States from 0.87 down to
0.01 (table 1). When the States are arrayed on the basis of beds to popular.
tion It is found that in respect to accommodations the State represented by
the upper quartile has 4.8 beds per 1,000 population, while 3.9 beds expresses
tle median State. States on the upper 25.percent performance level contain
about one-fourth of the total population of the United States. While no abso.
lute figure In beds can be taken to express the needs for institutional accom.n
modattons, there is every reason to suppose that provisions already made by
States in tile upper 25-percent group are not in excess of actual demand as
shown by occupancy which actually Is in excess of rated capacity, The lower
figure for this group, namely, 4.8 beds, may, therefore, be taken as a reasonable
standard that Is amply supported by experience.
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To bring the ratios of beds to population In all States up to this standard of

4.8 would require the addition of 130,W00 beds to existing acconmnodattons. Most
of these new bedi would serve to nutugient facilities especially In those States
now having Insufficient accomnodations. Existing institutions might be en-
jurged or new units could lie established as local circumstances warrant. A
very high proportion of the new lItls would lie required in States of low
economic resources. Tim deficleney of the several States is vlsualized In figure
'2 whutreln States are arrayed In descending order according to economic status
,as expressed by per capital Income.

( Stit t* trr # l in ti.. I.,i*) ') .* t4 I t ;
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1,0 i.O 4. $0 6, . ..0

Fj'ovanl 2.-]leds per 1,000 population In mlental hospitals according to agency operting
hospital.

TUtDERC(U1,OSI8 HlOSP'ITAL, ACCOMMODATIONS BY STATES

Facilities for the care of tuberculosis patients are represented by 70,000
saniatorium beds and 10,000 beds set apart for the care or such cases Iln genl.

orail antd Isolation hospitals. Of the b~eds In Sanatoria proper, So percent lire
operated by State antd local governments, 10 percent by nonproft corporations,
Atd 4 percent by proprietary agencies. The great majority of those beds In
general andi Isolation hospitals also are under governmental control. For Indl.
vldunl States, ratios of sanatorium beds range from 1.0 to 0 per 1,000 popula.
d~on ,(table 2 and figure 8).
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By following the more' generally au.eepted measure of Institutional accomno-
(latiOt 1, namely, total bls available for tobelculosl I itlents per annual death
front tuberculosis, one fin Ils tt tie itlo for the trilled tates ais ia whole Ig 1.17.
Hatlos of combined beds Iin samatoria and general hospitals for individual States
vary from 2.80 down to 0.12: 8 tates have 2 or more, beds per imnal tuberculosis
death, Mville In 27 8itPs this ratio is les thain I (fig. 4). generallyy speaking,
tile ccomnodatiofls ill it Xtmltt' lore determined by tile economic position of tile
State rather tOitm by it luber-ilo i death role.

Vin m'ia| r 1.-. l.,ds loer 1 , o IWlij'lthloli ill olivrculosis muslitnl necorling to jIgenolC
oplertillgIi ij .ltl1 I.

States differ markedly 'in fls.4cl nid adminilstrallve nrrngementm for hosiitalit.
log tile titbt'rcloui'. N ime tlllesm (10 ( iot Imake legal provision for ntoria ; live
of Iliese stibidIze c ir ait local institutions, but In four tles Io Stale-wido
lprovislolns are made for homplinlizing patiellts. Hole of the deflciceles Il State.
suppmrted facilities or services imay be conuliellwnited for by nation of local gov-
erlmenti or of volltry iigeimelem.
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Clinical experience lias (elnionstrated that twvo bedg per annual tuberculosis

death are equired for hompittilization (tf the tutberettiotm fin areas hlaving a
reasonably aggressve comw-OndlIng program. To bring faikelities of thle whole
country tip to ti standard after allowing for a continuing reduction in number
of deaths would require thle addition of approximately 50,00 beds. Homne of these
beds many bW Incorporated Inito exhbtttg general lospitiiis and sanatoria, butl in
several States entirely new institutions should be establishedl.
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puted on the basis of beds, since Government hospitals tend to be large, nonprofit
of medium size, and the proprictlry very snioll. The 405,000 beds In general
hospitals are distributed by conut ol am follows: About 27 percent are In hospitals

(Orat#$ Ir) nfore~m of Il+ be-is

Uies York

Ielllca 1rCor i

Arlsr,a 7

11r16le 17

% to t Tt

111tcosin
l ; ii

u,8)V I a 17.~
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to I o2
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cracl, )0
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iV irgia
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South Dakota &I

Ooorgla 44
6orth c roilm 4)

Tenarlfti

bIli Cralc
o4?

Arkansas4,

5t.t* & local ~ov't. ~ l.oapr.riI

VIouzi 5.-ercentlage distribution of general hospital bode according to agency operating
hospital.

of State and local governments, 02 percent in nonprofit hospitals, and about 11
percent are In proprietorially owned hospitals. The percentage distribution of
beds by control for the States Is presented graphically In fliure 5.
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When accommodations in general hospitals are related to the population, the

ratio for Individual States varies from 5.3 to 1.,8 per 1,000 Inhabitants (table 8).
Hlere, as in the ease of mental and tuberculosis Institutions, position of Iudl.
vidual States with respect to ixer eapita Income rather than hospital needs of
the population seems to determine tile extent to which facilities are developed
(fig. 0).

While the county nty not always represent a suitable population unit for
hospital planning, It Is of Interest that 1,338 cointles containing IT,000,000
peoleOi are without a registered getoeral hospital. Of the 1,737 coilntle "ith
local general hospitals that meet the requilrements for registration, 5110 have

N~a" of stata -NA
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1,000 poplntIon in general hospitals according to agency operating
hospital.

only proprietary institutions; 780t are served by nonprofit hospitals alone or
in conjunction with those proprietorlly owned; and only 482 counties con-
tain local tax-supported institutions. The foregoing presentation of hospital
status may be altered fit some degree, depending on the number of nonregis-
tered hospitals ondV chooses to take Into consideration. l'en If it high pro-
portion of nonregistered hospitals be brought into the calculation the facilities
added thereby would not Increase materially available accommodations because
the 1,WO or more nonreglatered general hospitals of which there Is central rec-
ord contain about 25,000 beds.
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Si nce the size of general hospitals varies within such wide ranges, tie mere
existence of facilities may not express service to patients& For example, a hos-
pital within 30 miles of 50,O(W people may btw accessible from the standpoint
of distance, but If tlit hospital contains only 10 beds obviously it cannot ac.
commodato all tie people who are iII need of hospital care. If patient.days of
care per 1,000 population be taken as the measure of service, great Inequality
exists between the several States. The average group of 1,000 citizens In the
State with highest economic rating obtains 1,30 days of care per annu while
at the lower end of the scale a corresponding growip of citizens would be hos.
pitalized for 207 days (fig. 7). Clearly these differences In hospltalization
rates cannot reflect differences in need for care,
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Fiuvis 7.-Patient days of care per 1,000 population In general hospitals.

Low utilization rates (occupancy) of beds experienced by particular classes
of hospitals in certain localities is often cited to support the contention that
hospitals have been built In excess of need. The true situntion does not bear out
this contention. It has already been shown that facilities In Individual States
range from 5.8 per 1,(0 population down to 1.8. Inspection of occupancy rates
of hospital beds in (lie several States shows utilization to be lowest where ae-
commodntlons and services are least adequately providd. This fact becomes
obvious If one will conpare figures 0 and 7 with figure & Occupancy when related
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to sources of financial support, sliown how apparent It IN that lack of fundls oil
the part of pitilents to purchase vitro iterft-m.~ with flt- opt hahnl use of hospital
bedls. fin support of thin mttient the following ditto arm jorem-nted

Perentogo of hospital Incomte from patitts:ih OCeUP401tV
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It should be explainled that optI1111 n iunue of general hospital beds is roughly
equivalent to 85 pterenit of the avalletus hest-isym complute'd onl an annual basis.
It hospitals of less than 25 bedsn It In seldom pt~osible to attaill Buell a degree of
use while providing for propt-r segr-gition (if puitntseimrding to disase, age,
sex, andt other ehuarateritits. F'urtliernare It Is alwoayg adtvittblo to met apart a
few beds to meet emergency demiandse. Apropos of this lint attention maiy be
called to the fact that about 251 wer(cvni of reginkteres hospitals contain less than
25 beds, and about 50 percent of them contidn les thi MI beds. The proportion
of very hntall hioqpitals In the nonre-gistered vlams is voiisiderably higher.
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Self-evident, though often overlooked, Is the fact thrt mere presence of a
hospital in a county or one adjoining may have little :iizaning to underprivileged
people unless funds for meeting the costs of service are assured. For the
country as a whole hospital sponsorship gives a rough indication of the amount
of service that Is likely to be obtained by persons of low Income or Without
means. Oovernmental hospitals, as one might expect, are supported mainly
through taxation; on the other baund, fees collected directly from patients fur.
nish 70 percent of the Income for nonprofit hospitals, and for the proprietary
group, more than 00 percent. Endownents produce about 0 percent of the In.
come for nonprofit hospitals and they obtain In gifts an amount of perhaps the
same magnitude, but Incom froin these sources Is negligible for tie proprietary
group. Payments maide by governments to nonprofit and proprietary hospitals
for the care of public charges are larger than the total of all private gifts.
Thus, one may observe that most of the free and part.pay service of voluntary
hospitals must be accomplished by passing the costs on to patients who, through
payment of overcharges, create the necessary reserve Individual hospitals,
particularly In large cities. may constitute an exception to this general rule.

The total per capita payments to hospitals becomes progressively less as the
States fall lower In per capita income (fig. 9). The upper limit is expressed
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by $7.05 per capital lt.r annum ant the lowi,t 17 cents, It call readily be appre-
elated that tie latter amount will not defray the cost of it reaSilonable flllount of
hospital care.

U it exallnatoino sources of Incomne as reported by hospitals In the several
States, one finds that nit Inctreisltig prolortlon of litildtiil icolne Is contrilb.
uted by liatlents as the economic p])osilion of the Stalles fall lower In tile Income
array (fiM. I0.

In proportion to their ability to meet hospital costs, personas residing in the
low.Income States assume a share of the burden compalrablo to that of the
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wealthier States (fig. 11). Thus It would seem that varying degrees of appre-
ciation of the value of hospital care (10 not account for differences i hkospital
facilities or their utilization In the several States.

Since the demand for service In general hospitals Is conditioned so largely
by ability of patients to pay, local experience with respect to ut may not
always be taken as a reliable measure of need. This Is particularly true
of rural areas since there so large a percentage of the beds are sulported by
fees from patients. Despite the financial restrictions which now limit hospital
utillation, 72,000,000 people residing in areas a(Uacent to hospital centers have
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seen fit to establish averaigo facllities appronehlng the standard of adequacy

so frequently set by profteIonal Judgment, namely, 4.5 hospital beds for 1,000

Population. To bring all State avernaes up to 4.5 will require the addition of

180.000 beds. Sorne of tlui'se beds would Ie added to existing hospitals, but

most of them would caiil for new units to be located In areas now without hos.

petals or having hospitals whose physical or Ihmanclal dellceletcLes preclude their

becoming true community institutions.
,Most deusalons coneerning hospitals tend to emphasize beds anti their use,

often disregarding entirely other resources which should be utilized. Ambu-
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litory patients would profit by ave"s to the sulvrlor equipment for diagno ss

and treatment that most hospitals afford. 'These facilities should be available

for use by practleing physicians and public health agencies of the area.
Second only In Importance to its clinical facilities Is the educational influence

which the hospital might exert. In other words the hospital should be the

health center of the community. It Is to bring about larger and more varied

uses of hospital facilities, than Is the case it present, that the National Health

Program proposes payments from tax funds for care In existing Institutions

and construction of new units where needed.
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VNIMT StATI"8 PUll! IC 1FAITIi S'RVIcIstl'aahlngtl, Auigust 1 , 19.79,

lion. JAUVA E. MURRAYW 

i

Chairman, Hubcoittlfice of Senalc Committee on
Eduwa loio and Labor, lVashingon, D. 0.

MY DPMA Slr..NAoa: I appreciate your courtesy In making available the enclosed
manuscript entitled "A Criticism of the National Health Survey," prepared by
the Bureau of Medical Economics of the American Medical Association.

There is transmitted also a copy of a memorandum prepared by the staff of
the Division of Public Health Methods of the National Institute of Health dis-
cussing these criticisms. If these documents are made a part of the record of
the hearings on S. 1020, we would appreciate receiving a page proof of both
memoranda so that page references appearing In the Public tlealth Service
memorandum may be checked against the Americna Medical Association
memorandum.

Very sincerely yours,
tOMAS PARIAN, Surgeon General.

MEMORANDUM' RELATIVE TO A fr&ATULNT1 BUBMITrFo TO TIlE 5UBCOMMrrTzn BY TnE
BIURABU 01 MEDIOAT. n(XNOMICS 0 THE1s AMERIOAN 1tfDICAL ASSOCIATION, IENTITIEI
"A CRITICISM OF TIlE NATIONAL, HEALTH SURVEY"

The National Health Survey, conducted by the United States Public Health
Service in 1036-30 was a logical outgrowth of a series of sickness surveys made
by the Service to supplement available Information on sickness and medical care.
Such studies have been necessary because of the limited nature of routinely col-
lected data In this field. For Instance, local, State, and Federal agencies collect
facts principally on births, deaths, and a restricted list of incompletely reported
communicable diseases. On the frequency of accidents and disabilities resulting
therefrom, only approximate estimates based on records of insurnnce companies,
workmen's compensation commissions, and Industrial and safety organizations
have been available. As to the provisions of medical care, records of doctors,
hospitals, and health agencies lack the uniformity and centralization necessary
for statistical comparisons and cannot be expressed in terms of a general popu-
lation group. Since physicians usually do not know of the existence of Illness
which they do not treat, any adequate picture of care received in relation to needs
can be obtained only through family reporting.

These facts hadi been recognized prior to 1035, and field studies of sickness
and medical care had been made by the Public Health Service so far as funds
had permitted; but it had not been possible to do so on n large enough scale for
them to be generally representative, especially with respect to disabilities of
relatively long duration. Hence, the Public Health Service welcomed the oppor-
tunity of utilizing funds from the Works Progress Administration for a more
extended survey, which would nonetheless be based on the rigorous technical
principles already developed and proved. It was realized at the outset that the
undertaking was a difficult one and that the results, In this as in previous sur-
veys, would In some directions be necessarily approximate. However, It cannot
be emphasized too strongly that only studies getting Information direct from the
family can give a comprehensive picture of sickness and medical care in relation
to their social and economic setting-which was the broad purpose of the
National Health Survey, 7b make this difficult undertaking a success, the
Public Health Service put back of it its accumulated experience iln field sickness
surveys and the services of its scientifically trained personnel. Schedules and
Instructions were not Innovations, but followed the established techniques of pro.
vlous surveys. All stages of this extensive study' were carried out with the
necessary scientific accuracy.

I From the Division of Public health Methods, National Institute of Health. Prepared
by direction of the Surgeon (lenerni.

Since reference to the cost of the project has isen made In the Americln Modical
AssociAtion statement (p. 408), It may be advisable to give. sunnnmary fgures or
expenitItures up to the present time. For the National eia Ith Inventory is a whole
(including the National healthh Survey. the learning Study, the Connunlcalep Disease
Study. the Health Facilities Sttly, and the Occulttional Morbidity nl Mortality Study)
the total extinditure from Works l'rogress Administration funds have amounted to

1,800.000. For the National Health Surrey proper, the total expenditure has been
.3.000,000. It should be said that the inventory has been carried out through the
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In view of the description of the Survey Inchded in tile American Medical
Association statement and the many publications Issued covering various
aspeCts of the Survey,' no description of the the scope, magnitude, or results
will be attempted il this nenoranduin. Instead it Is proposed to discuss
specilflcally some of tie points raised iln the slaleuent from tile American
Medical Association.

Perhaps tile first point of Importance Is the question of tle representativeness
of the urban sample surveyed. As the American Medical Association statement
Indicates (p. 471), and tit shown in health Survey reports, persons living
in cities under 25,000 were somewhat niderrcpresented. This fact was antiei-

" pated when the cities to be surveyed were selected, lutt there was no uiecessity of
extending the study to the very large number of small places necessary to avold
It, since comparisons could be made by size of city iln cases where the differ-
ence proved to be of consequence. Such procedure has been followed. For

* Instance, it Is recognized that the size of a community Is anI Important factor In
the nature of nedlcal services received; hence, most of tile data wade available
on this subject have been classified by size of city.

Comparisons by age, sex, color, size of family, and family income have been
made between the population of the health survey (urban) and other data, par-
ticularly that of the United States census. Although certain discrepancies have
been noted (as pointed out it Bulletin E, Population Series, and in tue Scope
and method paper above referred to), they have not been found to be sufficiently
serious to Invalidate any Illness or medical care comparisons.

Tile comment Is made in tile American Medical Association statement
(pp. 470 and 474) that tile conclusions are published as applying to the
entire United States although the data are from an urban survey. lit most of
the bulletins so far Issued, the data are given as applying to the urban area
only. The study was extended to 23 rural counties In 8 States, but the ippula-
tion has not been regarded as sufilelently representative of rural areas in general
for these results to be combined with the urban data. Special studies of the
rural material are In progress. In one bulletin an estimate was made of the
number of persons unable to work or pursue usual activities on an average winter
day. Although this estimate was based on a percentage of 4. found in the urban
survey, it should be stated that the corresponding rate found in the rural
survey was 4.4. In certain other bulletins estimates for the entire country were
used as a first approximation, with an Indication, however, that they were based
on data obtained in urban areas.

Question Is raised In the American Medical Association statement as to the
qualifications of the personnel employed in the health survey. The survey was
planned and directed by officials of the Public Health Survey who had had
thorough professional experience in the making and analyzing of the results of
field sickness surveys. Supervisors of the field work and later of the coding
and tabulating were chosen by the Public Health Srvice purely on the basis of
their administrative and technical ability and experience. The enumerators
were carefully selected by examination and li the opinion of those in charge
qualified to dq the work assigned to them, which was that of recording con-
scelntiously th Information given them by the family. They were provided with
written Instructions and were carefully trained and supervised. With respect
to the point raised on page 4609 of the American Medical Association state-
ment (I. e., the ability of an enumerator to determine whether an Illness was
present on the day of the visit) It should be stated that the enumerator was not
directed to determine whether Illness was present or to diagnose It. Similar
to tile taker of the census, lie was a recorder of Information given him by the
family Informant.

The American Medical Association statentent (pp. 400, 478, and 474),
raises a question as to the ability of the person Interviewed to report accu-
rately the Illnesses which has disabled any member of the family for a week
or longer during the 12 months immediately preceding tile visit. Tile Infornmnt
was a responsible member of the household (usually the wife or mother), and

National Institute of health, under which come the Division of Publio Health Methodsan the I vlson of m ustrlal ll vlene; but this statement Is limited to a description
of the National Health Surve, Itself.S ete especially: The Na ttonal Health Survey; Scope and Method of a Nation-wide
Canvass of Sickness In Uelatlon to Its oOCal and Neonotue Setting. BtyO (orge St. J.
Perrott, Clark Tlbbitts, and Rolio It. Written. Public Ilea th Rleports, September 1030.
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IIa better position to report tile existence of Illness li the family tnll anyone
vlse. This method hits beent emnploytl suevssfully ili previous surveys,
it is known, of course, that there Is a tendettey for tile Informant to forget

Illnesses of relatively short duration. It was because of this fact that Informa-
tion was not requested (in ternated eases disabling for less tllan n week
(unless they were hospital cases, eoniflttenteits, or fatal cases). However, a
cousilerable number of Illnesses disabling for more than a week (both attended
mid nonattended by physiclans 1in about the santo props)rtion) are also known
to have beel forgotten; thus, It is believed that the frequency rates of Illnesses
disabling for a week or more in the ealtht.strvey reports are a minimum
statement.

This belief Is evidently contrary to that held by the authors of the American
Medical Association statement (pp. 470, 471, and 4741, but is supported
by a conmparison with fligurcs from a survey made by the publicc Health
Service in cooperation with the committee on tie cost of medical care (when
adjustment is made to bring about conformity with the dellnltions of tile
health survey). Furthermore, th, suggestion that individuals often tise Illness
as an excuse for absence from work seemiii eillrely inonsistent with tile k known
fact that sick persons frequently are comnpelleld for fInanelal reasons to remain
at work.

hi tile case of rates of prevalence of dilsabling Illness on the day of the visit,
the higher rates lit the stirvey tln those mn lrevous studies are partly due
to Improved techniques, partly to the fact that the national health survey was
made it the whiter months, partly to time Inelusion tof disabling types of illness

not Included as such iln earlier surveys. It would not alppear thut an "unreal
standard of Illness" or the abwence of data for rural communities' can be re-
garded as explaining the difference between the prevalence rates of this and
previous surveys.

In connection with a discussion of verification by phymiclns of family reports
of diagnoses, the question Is raised In the American Medical Association state-
aent (p. 473) as to whether the family reports of diagnoses for cases on
which physicians' statements were not received corresponded to those for
cases on which such statement were ri-etved. A comparison of these two
groups of cases has been made" and a close agreement found, as will be shown
In later reports.

Other comments in the American Medical Arsoelntion statement bxaring on
tile measures of Illness u1sedl 1in the survey do tl'mt require dettilleV diseusion1,
but some of then are listed below with mch remarks as sent li mesmary,

Page 471: "Little attention has been given to the Influence that the standard
of Illness used in the natlotil health survey had on the Illness data re-
corded." (Effeet of standard always kept in mind in setting up survey and
In analyzing results; reports specifically Indicate measures of Illness used.)

Page 471: "The Indefiniteness add Inaccuracy of mch a definition [con-
thitions period of sickness) scarcely ieeds comment." (Continuous period estab.
lished to avoid counting two dlagnoses of a single Illness as two separate Ill.
nest's; Illnesses actually Included only If disabling.)

Pago 471 : "While the disabling Illness was ostensibly defined to be it
period of Illness lasting for 7 days or more, all hospital eases, all conflnenlents
and all eases ending in death were counted as disabling Illnesses regardless
of the duration of the disability." (The true definition of disabling Illness will
be found on p. 400 of the American Medical Association statement: hospital
cases, confinements, and fatal cases of less than 7 days' duration of disability
Included because of their obvious severity-the rate of such eases was 4 per
thousand persons, out of a total rate of 1ht, or 2 percent.)

PPge 471: "Also, Illness of less than 7 days was recorded as disabling
Illness If the person was still unable to work oi tile iny of the visit by the
enumerator." (These cases, of course, are not Included In frequency rate of
disabling Illnesq during the 12 month period Immediately preceding the visit.)

Page 474: "*llow great an Influence did the standard of illness used in
the Nationt'l Itealth Survey have on the Illness data recorded? If a real

'tSee American Medical Association statement, p. 471, and preceding discussion
in tP toit of this maimornmdum..*'or Illnesses disabling for a week or longer over the 12 moathn preeding the day of
toe visit Slie or prmary diagnoses; inciudlug hospital cases, confinement and fatal easos.of whatever duration).

1449O0-.-39-pt. 8---4
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medical measure of Illness were used as a standard, how inuch would the
reported prevalence, frequency, and severity of Illness be changed?" (Standard
of Illness obviously has a primary Influence on rates recorded, as Is recognized
In the reports; no suggestion is made in the Antricanl Medical Association
statement as to what is mneant by "real medical measure of iless.")
Tie question Is raised in the American Medical Association statement

(p. 472) as to tile measure of physician's care used in the health survey. At
the time ltlletin No. 2, Wickness and Medical Care Series, was Issued, data
were not available which would permit determining tle proportion of disabling
illnesses 1 receiving any medical care (I. e., physician's care at home, in tie ollce,

46 tit a clinic, Including out-patlent departments, or in a hospital). The figures
used in that preliminary report related, therefore, to care by doctors outside
of hospitals. More recently, data have become available on the proportion of
disabling Illnesses' which received any medical care, and the figures are beiig
Included In a revision of the preliminary report. For the infornt ion of the
subcommittee, such percentages are given below for the different Income groul.

Annual family Income and percentage of cases receiving any medical care

Percesl
All incomes ------------------------------------------------------------ 81
Relief ----------------------------------------------------------------- 70
Nonrellef:

Under $1,000 ------------------------------------------------------ TO
o,, $1,000 to $1,500 ---------------------------------------------------- 81

$1,5 0 to $2,000 ---------------------------------------------------- 83
$2,000 to $3,000 --------------------------------------------------- 85
$3,000 to $5,0o0 ---------------------------------------------------- ? 8
$5,0o and over ---------------------------------------------------- 0

A further point is raised as to out-patient departments of hospitals (p. 472)
of American Medical Association statement). It may be sald that the termn
"physician's care," as used in preliminary health-survey reports, Includes
that given In out-patient departments, as well as it other clinics.

The American Medical Agsoclation statement ( ). 471) asks whether the
health-survey prevalence statistics are not misleading If the figures Include
chronic diseases and impairments which do not require medical care. However,
such rates Indicate the proportion of persons who were unable to work or
pursue usual activities on tie (lay of the visit. Tie point Is to be made that,
although prevalence figures (which represent a cross-section at a given Instant
of time) are heavily weighted by the type of case referred to, tile data presented
on medical care In the health-survey reports have been based, not on prevalent
cases, lut on illIesses disabling for a week or more over a period of 12 months.'

As indicated in the American Medical Assoclation statement (p. 472), it is
desirable to compare the number of physlelan's calls among persons in each income
group for tlme same type of illness, and further analyses are now in progress
which will make this differentiation.' However, since a larger number of calls
are required for serious and prolonged than for milhd amd brief Illnesses (American
Medial As oehitlon statement, p. 472), and since the average duration of
disability per case is greater In tit(, low-income groups, the (deflelency of ineileal
j-rvlce in such groups Is really more marked than is Indicated by figures merely
showing the proportion of 1sabiling Illnesses receiving medical care.

'riTe National Institute of Health, of course, h1s recognize that no standards
of adequacy of medical care are available front (ata obtained in the National
lalth Survey. As the American Medical Assochtllon statement lIldicates

(p. 474) comparison of the relative amounts of medical care received In time

* Illnesses disabling for a week or more during the 12 months Imnediately precedingtilt Visit.Illnesses disabling for a week or more during the 12 months Immediately preceding

tlie visit.
$It may be said that of tle total frequency of the latter type of Illnesses (171 per

thoumsanl persons) leas than 2 percent were ttleu to gross Impairments (orthopodte, blind.
ness, deafness). Even for tho Illnesses not attended by a doctor, less than 4 percent were
due to gross Impairments.

M It might be said that for meumonla (see Bulletin No. 11, Siekness and Medical ('are
Series) there were 8.1 doctors home calls per home case In the relief group and 10.2
in the nonrelilef group under $1,000, as against 15.2 in the group with Incomes above
$5,O00.
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different Income groups has been used as a rough measure of adequacy in the
absence of any bettor criterion. No doubt soine persons in each icome group
dld not choose to seek medical care (see American Medical Association statement,
p. 474) ; hut that fact does not militate against the Income coumllarisons as
a rough measure of need.

This memorandum has been prepared to answer In the brleftst form possible
the major points raised in the Americai Medical Association's statement. Fur-
ther details would clarify the sclentille basis of field sickness surveys such as
that umler dilscuslon bllt It is believed that the relorts of restilts obtained In
the National Health Survey are complete enough In themselves to Inike a more
elaborate statement unnecessary.

STATEMENT OF ARTHUR 3. ALTMEYER, CHAIRMAN, SOCIAL
SECURITY BOARD, WAHINUTON, D. 0.

Mr. Arbisty. I want to say? Mr. Chairman, that I feel as though
I am bringing coals to Newcastle to come before this committee after
the weeks that you have already spent on this subject, because I am
not a technician in the field of health. I have had experience in the
administration of labor legislation, particularly workmen's compensa.
tion, which has some medical features. I had an opportunity some
twenty-odd years ago to make a survey of health-insurance move-
ment, which was quite a live issue at that time, and during the inter-
vening years I have had great interest in the problem of bringing
more adequate medical care to our people.

If I may, I would like to read a statement, antd if y'ou wish to
interrupt me at any time to ask questions, I will be glad to have
you (10 o.

Senator MuAyVI,,. You may proceed.
Mr. AirrmEYr.a. The SocialfSecurity Board as you know, is charged

by law with broad responsibilities to administer provisions designed
to safeguard and advance the economic end social security of the
)eOple of the United States. Furthermore, the Board is charged

by law-section 702 of the Social Security Act-with-
0* * tile duty of studying and making recoinniendatlons as to the most

effective methods of providIig economic security through social Insurance, and
as to legislation and matters of admnilnstrntlve policy concerning old-age pen-
slos, unemiloynent coiplwisation, accident comixnsation, and related subjects.

In fulfillment of these duties, the Board has engaged in studies
dealing with methods of enhancing security against sick nes and dis-
ability.

I have been a member of the Interdepartin(etul Committee to Co-
oxdinate Health and Welfare Activities sdnce its creation by the
President in August 1035. It was this committee which through its
Technical Committee on Medical ('are, developed tile National
Health Program which Senator Wagnter's bill (S. 16'20) propoes to
implenient. .

in its report. on proposed changes in the Social Security Act,
which was transmitted to the Congress. with the President's message
of January 16, 1939, the Social Security Board made the following
statement:

The Board Is of the opinion that the enaclaent of the National Health Pro.
grain would not only result in meeting mor adequlately tIle needs of those now
receiving aid under the Social Security Act, but would also have a material

,tiffect In reducing the future cost of public assistance under the act.

701
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Thus, the Social Security Board has already endorsed(l tie prin-
cipal objectives proposed in S. 1620. The Board is of the opinion
that there is defi nite need for the expansion of the programs now
provided for in titles V, parts 1 and 2, and VI of the Social Security
Act, and, in addition, need for Federal grants-in-aid for the con.
struction and temporary maintenance of hospitals, health centers
and related facilities, and for the development of State programs of
medical care and of temporary disability compensation.

The Board is not expressing an opinion as to the rapidity with
which this program should be put into effect. It (loes believe that
there is immediate need for strengthening the administrative machine.
cry that would be necessary both at the Federal and State levels as
a prerequisite to the successful operation of any such expanded pro.
gram as is contemplated by this bill. In that respect, we are in
ull accord with the statement Just made by Dr. Parran.

S. 1620 proposes to amend title V of the Social Security Act, ad-
ministered by the Chief of the Children's Bureau, and title VI, ad-
ministered by the Surgeon General of the Public Health Service.
In addition, it proposes to amend the Social Security Act by addi-
tion of three new titles: Title XII, to be administered by the Surgeon
General of the Public Health Service; and titles XIII and XIV, to
be administered by the Social Security Board. I address my remarks
to the provisions of these two last titles.

TITLE xITi

General pro ,siona of title XII.--Title XIII provides for Fed-
eral grants-in-aid to the States for extending and improving medical
care Including the training of personnel, unaer State plans approved
by the Social Securlty Board.

Broad responeTbilities left to the States.-The bill does not specify
the details of a State plan to effectuate the purposes of this title,
beyond the eight requiremens laid down in section 1803 (a). It
leaves to the States the complete responsibility for determining such
fundamental matters as the persons to be served under the plan, the
type and volume of medical services to be provided, the manner in
which the plan is to be financed, the manner in which those who pro-
vide the service are to be reimbursed, and so forth. The only limita.
tions in these respects are the provisions in section 1301 that the
authorized appropriations are especially intended for the extension
and improvement of medical care in rural areas and among indiv.
iduals suffering from severe economic distress. These provisions are
justified by the evidence that the inadequacies of medical care are
especially great in rural areas and among persons in underprivileged
circumstances.

Tie provisions of title XIII seem adequately broad and flexible
to meet the needs of the several States, and to allow each State to
develop the type of program best suited to its requirements. It
seems proper that this title contain no specific criteria with respect
to the type of program that a State develops, recognizing the diverse
needs of the several States and the differences in existing facilities,
customs, and practices.

There is nothing in title XIII limiting a State program to any
special groups in the population, except that section 1301 indi es

702
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the special applicability to rural areas and to individuals suffering
from severe economic distress.

Senator MuRRAY. There is great justification for that, Doctor, is
there not?

Mr. AvnxzrEyrn. Yes.
Senator MURRAY. In the drought areas of the country, which have

suffered very severely as a result of medical care and attention being
impossible for them to reach.

Mr. ALTMZYER. Yes. And it is interesting to note that in the
Dakotas, and elsewhere, where there has been economic distress, there
has been a development in providing systematic medical care inder
cooperative arrangements. lhat has been encouraged by tlte Farm
Security Administration and is developed in cooperation with the
medical societies of the States.

Under this title it would be possible for a State to develop a pro.
gram limited to needy persons, or one that included the needy and
those on the border line, or one that was developed for persons who
are self-supporting in regard to other essentials of living but whose
medical care is inadequate, with or without inclusion Of the needy
group. This appears to be sound; the Board is of the opinion that
It is wise for FW(eral legislation proposing grants-in-aid to the States
to leave such decisions to the several States which enter into a coop-
erative program with the Federal Government. The reasons for this
opinion become evident from an examination of unmet needs and
the diversity of conditions in the States.

Unmet needs for medical eare.-First, we may consider the cir.
CUstalces of tho.S people who are in the least-favored economic
groups. There are tit least 40,000.000, and closer to 50,000,000, needy
and border-line persons in the United States. Our latest estimates
show that in 1935-36 about 48,500,000 pe rsons were in families with
less than $800 a year" annual income. More than 21,000,000 persons
are in families dependent in whole or in part on Federal, State, or
local governments for food and shelter, and they are likewise in
whole or in part dependent on public aid or private philanthropy
for medical care in sickness. Another group of about '20.000,000 or
more peorsons--delnding ons the incomeimit selected-incldes self.
sustaining families of the marginal income class above the relief
group who can purchase essential medical services only at the risk
of curtailing fed, clothing, shelter, and other essentials to health
and decency; these also are aided, in greater or lessr ineastie, by
public medical services or private medical charity.

Senator MURRAY. How are tlhose who are ahsohitely dependent on
outside aid for shelter and food, and s) forth, getting medical care
and attention now?

Mr. Aur irns-m. Iis various ways. It is left entirely to the local
responsibility now. In some places they get their care from a private
practitioner who receives no direct compensation, or who send his
bill to a public authority, and there may or may not be an arrange-
ment as to the fee that he will charge. In some places they have flill-
time doctors who (1 most of the work. It varies with the desires of
the local community.

Senator MuRRAr. But the medical care and attention which they
get is not adequate?
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Mr. A, BEy . No, sir; it is very decidedly not adequate. Neither
among the needy nor in what youl might call this sUpelrmarginal
group of 20,000,000-I think all of the surveys that have been made
indicate an appalling lack of proper medical care. At the health
conference last July, that question was covered-the needs were
covered and the question was asked by Under Secretary Wilson, who
was presiding, 'whether anybody wanted to take exception to the pic-
ture of unet needs and no one there undertook to raise a single
question. I think the fact has been demonstrated by decades of
research and to that extent this is really just summarizing very
briefly tile high lights.

Comprehensive surveys have shown that the poor are ill more often
than the well to do, and that their illnesses or disabilities last longer.
In the white urban pop elation canvassed in the national health stir-
vey, for example, tile frequency rate of more serious illness was 238
per 1,000 persons in tile relief group, and 146 per 1,000 persons in
famihes with incomes of $3,000 or more. The extent to which tile
illnesses of the poor are more severe than those of the well to do is
indicated by the fact that persons in the relief group included in this
survey were incapacitated on tile average 16 (lays per year, as con-
trasteI with an average of 7 days of incapacity among those with
incomes of $3,000 and more.

In other words, they were sick more often, and when they were
sick they were sick longer, and these statistics are gathered iln such
quantity and in such extent that the population nd the geography
of this country shows that there can be no question as to the direct
relationship between income and morbidity.

Senator ELLENDM. Do they suffer from about the same illnesses
Mr. ArT.rmER. I don't know about that. We have the figures,

but. I do not recall just what they show.
The receipt of medical core is also associated with income, the poor

generally receiving the least service. Not only morbidity, but
the amount of medical care and the kind of medical care is associated
with the income. Although the poor are ill more often than the rich
and though their illnesses last Ionger, fewer of their illnesses are
attended by physicians, and those illneses that are attended receive
considerably les care than the illnesses of those with higher incomes.
The national health survey found that in large cities 07 percent of the
disabling illnesses occurring among the relief pollation were at-
tended by a physician, as contrasted with 81 percent among families
with incomes of $5,000 and over; tile difference in medium-sized
cities was as between 09 and 81 percent; in small cities as between
65 and 78 percent. Of tile disabling illnesses lhat received the care
of a physician, those occurring among the relief l)opulation had, on
the average, six or seven calls per case, as contrasted with nine
calls per case among persons in families with incomes of $5,000 or
more. Although illnesm lasted longer among tile lower-income group,
there were fewer calls per case than among the higher-icome group.

These and similar facts discovered by the national health survey
conducted in tile winter of 1935-30 applied during a period of eco-
nomic depression. However, substantially the same )icture hadpreviously been found to ppl i year of "national prosperity."
For example, careful studies were made in the years 1927-32, unler
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the direction of a nongovernmental committee of about 50 persons, a
majority of whom were physicians, under the chairmansh 1) of Dr.
Ray Lyman Wilbur, president of Leland Stanford University, a
past president of the American Medical Association, chairman of the
association's colincil on medical education and hospitals, and Secretary
of the Interior under President Hoover. This responsible conlnittee
found that in good times as well as in bad times sickness and disability
are more frequent, and that professional attendance and the volume
of services receivedl are considerably less among the poor than among
the families in better circumstances. Numerous other studies and
surveys, conducted by official and nonofficial bodies ini many parts
of the country have established these facts as being general and con-
tinuious. A largo volume and variety of evidence oil this point. is re.
viewed in the report of the technical committee on Iledical care,
which is already in the record of these hearings, and nuich more could
be readily assembled if there were any lnecessity or advantage.

The 40 to 50 million needy and border-line persons make up about
one-third or more of the population of the United States; they are
inembers of families with annual incomes of less than about $800.
In general, the States having the highest pIroportions of citizens in
these groups with iiiadeqiiate medical services are the States with
the least resources. A considerable volune of testimony has already
been submitted to show the need for Federal aid in securing to tills
groitj ) of citizens their rights to health. The medical needs of this
largo group of the poptllat ion can be met by a program of Federal-
State cool)eration providing the additional public funds necessary to
slipport essential inedical services.

Above the economic level of these millions of persons in the needy
and hotler-line groups Ihere are nearly is m y rille illdividilats

(about/300,000,. ii'i 193--30) witi inconies l)etwee $800 and $1,500.
Iil)art al stui(es show t 1at grave deficiencies exist in their medical
services. In fact, ill nialy instances, tlie w('il)ielits of public assist.
anco and those in the border-line groups are more adequately cared
for than the self-supporting persons with low incomes. This low-
incolme grolup, which 11nay he self-sull) ortllg and in(elpenlent for
all other family lleeds, calllot afford th e costs of necessary medical
care, especially in expensive and protracted illlnes.es, when thle care
must be purchased individually at the time the service is needed.
These people are not used to going to public authorities for aid
and their sense of pride prevents then from going to a physician and
seeking free medical treatment. A similar problem, though of lesser
severity, exists for persons in families with incomes tip to at least
$3000.

If it is assumed that families with annual incomes of more than
$3,000 should be able to pay for their medical needs even under the
lost adverse circumstances, and this may not be a strictly valid

assumption, because I an su1re that all of us know of men and women
in those income groups that have had illnesses that put them on
the rocks financially and which they were unable to finance. We still
have the great mass of our populationn in need of provisions to help
them meet the burdens of medical costs and receive the services they
need. This is true because about, 90 percent or more of the people
of this country are in families with incomes of less than $3,000 a year.
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The relation between medical service and economic status has been
very nicely summarized in chart XXIX appearing on page 60 of the
pamphlet entitled "Factual Data on Medical Economics" (1939), pre.
pared by the bureau of medical economics, American Medical Asso.
ciation, and introduced in the record of these hearings by Dr. Leland
on May 25, 1939. In that chart the medical services of the indigent
are presented as "a community responsibility," and an income of more
than $3,000 is taken to indicate a reasonable amount above which a
family may be assumed to be able to meet its medical needs. 'his
chart further indicates that the families in the income classes between
the indigent and the $3,000 level are able to care for their medical

* needs in-different degree, according not only to the amount of income
but also to the seriousness of illness, its duration, and the type of
medical attention required.

As the chart demonstrates, there are varving propoltions of fam.
lies in all income groups above the level of f he indigent but below the
$3,000 income level that are unable to meet medical costs of various
tys. The Importance of this point is evident when it is recalled that
aout 92.5 percent of our population are estimated to have been in
families with incomes of less than $3,000 in 1035-30, and about 75.4
percent to have been between the relief and the $8,000 levels.

The chief cause of the inability of families to pay for their medical
care is the unpredictable nature of illness and the irregularity with
which it strikes. Many families could afford to pay a specified
amount at regular intervals, during times of employment and good
health, to take care of the medical costs that seem to come to fani lies
inevitably but-with the many other immediate demands on a low
income-tey cannot budget individually against the variable and
uncertain costs which sickness may bring.

Every substantial study of the subject shows that if medical care
is to be made more effectively available to all families with small or
modest incomes at costs they can afford, the costs must be spread
among groups of people and over periods of time. Some arrange-
ment must be worked out whereby individuals will make regular
periodic contributions into a common fund out of which the costs
of medical care will be defrayed for those who are sick.

The use of insurance to protect individuals against sickness costs
is, as you know, an old and well-tested method. Voluntary insur-
ance plans have been extensively developed, but they cover only a
relatively small fraction of those in need of such protection. Even
if we count all who are covered merely by hospital insurance or
others protected in limited measure against medical needs and if
we include commercial and nonprofit insurance, student health serv-
ices, private group clinics, cooperative consumer health associations,
medical society plans, industrial medical service plans, the coverages
of fraternal societies and those, protected by the insurance arrange-
ments developed by the Farm Security Administration, we can ac-
count for only about 5.4 to 0.0 million persons having some protec-
tion against niedical costs through insurance. Compulsory insurance
is at present limited in the United States to workmen's compensation.

I cannot leave this brief review of unmet needs without remark-
ing on the inadequate utilization of physicians, dentists, nurses, ios-
pitals, etc., who are available. The same group of studies which
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reveals inadequate medical services for our gople also show that
we do not fully utilize the personnel and facilities available to fur.
nish these services. And that is tile tragedy of the whole thing.

Senator MUSRRAY. Some of the witnesses have claimed that that is
due in large measure to lack of education on the part of the people,
that many of then would not go and get the treatment or utilize
these agencies even if they could get them.

Mr. AvrMaEYrjt. I think there is some element of truth in that,
but I do not think that that is the major reason. They would soon
become educated if they knew that these facilities were available to
them on a decent, self-respecting basis.

Senator MURRAY. And there is room for an educational program,
tooI

Mr. ALT3tEYxR. Ol, yes; indeed.
An economic barrier stands between those in need of the services

and those able and willing to furnish them. The point has been
repeatedly cited by previous witnesses who have, for example, re-
ferred to empty hospital beds in communities where there are citi-
zens in need of hospital care. Under title XIII, States can develop
plans to level that economic barrier by distributing costs among large
groups of persons and over periods of time. Whether the States
choose to do this through tax-supported services, through social in-
surance or through a combination of the two, is a matter for theni
to decide. By one method or another, they could bring more ade-
qiate services to those in need of care and provide more substantial
financial support for practititioners, hospitals, and other facilities
able and willing to furnish care. I agree thoroughly with Dr. Parran
in that respect, too

Senator MuAim.ty. You do not think that that would interfere in
any manner with the status of the medical profession as it operates
nowy?

Mr. AImYrn. I do not think so at all. I think that the medical
profession has a right to be concerned over any plan for spreading
te cost of medical care, that that should not lt developed in such a
wiry as to impair-

Senator MURRAY (interposing). In fact, it would benefit them
financially, would it not?

Mr. Am'r yJtm. Yes; financially, and I think professionally. I see
no reason why the introduction of a systematic provision for spread.
ing the cost of medical care should not only protect the services that
we have now, the quality of the services that we have now, but should
advance it. It all depends on how the thing is worked out. That
is always the job of administration, to bring in tte technical
groups and to brit- in the groups who are Interested in the effect.
Not only the consuiners, but the producers. That is the only way
that we can get. proper administration, but all arties in interest
have a right to express themselves and to help In tto development of
the administrative machinery and its working.

Senator MUnRAY. Many of us would hesitate to do anything or
approve of any bill that. would in any manner break down the med-
ical )rofessionl, and I think that the testimony that you are giving
is important from the standpoint of wanting io protect the medicAl
profession in every way from having their profession broken down.
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If this could be done without necessarily Interfering with the med-
ical profession, but on the contrary benefiting it, rdo not see any
reason why it should not be done.

Mr. Ai,TmEYE.. I think that the advent of workmen's compensa-
tion, for example, has benefitedd the medical profession. That is a
form of compulsory health insurance, and I think there is a lot still
to be done in improving the machinery of workmen's compensation
working out satisfactory arrangements, but I think that the m(licil

: profession would agree that over the 25 years that we have had work-
men's compensation, they have benefited rather than suffered.

Approval of State plans: The bill provides in subsection (b) of
section 1803 that the Board shall approve a State plan if it meets the
eight conditions specified in subsection (a) of the same section. We
are of the opinion that these specifications are sound and desirable,
as necessary safeguards to assure that the Federal funds will be ex.
penned for the purposes for which they are appropriated.

Tn view of the confusion and misunderstanding that seems to have
ariben, it may be desirable to add another provision making clear the
intent of title XIII that the States may utilize, to the fullest extent
compatible with standards of quality and economy of service, the
services of nongovernmental hospitals, facilities, practitioners andagencies.
p atch h.7 proportiona8.-In its report of December 30, 1038, to the

President and the Congress on proposed changes in the Social Secur-
ity Act, the Board pointed out that grants for the three assistance
programs which it now administers-and those are the old-age assist-
ance, the blind assistance, and the aid to dependent children-are
made on a fixed percentage basis which is uniform for all the States,
regardless of the varying capacity among the States to bear their
portion of the costs--one-third in the case of the children and one-
half in the case of the aged and the blind. The Board expressed the
opinion that it is essential to change the present system of uniform
percentage grants to a system of variable grants varying with the
relative economic capacity of the States. Th6 considerations which
lead to that recommendation apply with equal force to programs for
health services and medial care. The Board has already endorsed
the principle of variable matching proportions embodied in section
1101 (e) of S. 1620.

Some difficulty may arise because of the limits specified for the
range of matching proportions. Subsection 1101 (e) limits the Fed-
era l.grants-in-aid under title XIII to a maximum of 60 percent and
a minimum of 10% percent. By contrast the corresponding limits
are specified as 60% and 831 percent for titles V VI, and XII. In-
asmuch as services developed under the several titles need to be
intimately correlated in the States and localities, administrative diffi.
culties may arise if there are financial advantages to a State to pro-
vide a service preferentially tinder one title or another. The com-
nmittee may, therefore, wish' to consider the advisability of using the
same matching range in all titles.

Federal and State advisory counqls.-The bill authorizes the estab.
lishment of Federal advisory councils by the Chief of the Children's
Bureau, the Stireon General of the Public Health Service, and the
Social Security Board secss. 506, 510, 000, 1,00, and 1300). It ap-
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pears to the Board that the creation of several advisory councils to
advise with respect to the Federal administration of closely related
programs would have some disadvantages, and the committee may
wish to consider the advantages to be gained by the establishment
in their place of a single Federal advisory council, or a national
health council, to be established jointly by the agencies charged
with administration. The single council would be in a better posi.
tion to safeguard the professional standards and advise on the proper
provision of medical care than the several councils for which the bill
provides. The existence of a single Federal advisory council (with
as many subcounclls as may be necessary to deal with the special
problems of particular subjects coining within the field of the entire
council) w-)uld greatly reduce the likelihood of confused and complex
administrative arrangements at both the Federal and the State levels.
It would also make possible more advantageous working relationships
among the several Federal agencies.

Each title in S. 1620 provdes for thle establishment of a advisorv
council or councils by the State administrative agency. This night
mean th establishment in each State of separate councils to advise
on maternal and child health, crippled children, other child-health
programs, Ipublic health, hospitals and health centers, and on the
genendl medical-care program under title XIII. The reasons which
lead its to recommend a single advisorT council at the Federal level
apply with equal force at the State level. We recognize that in
practice each State might create only a single council, but there may
he an advantage in making provision to this effect in the bill. The
committee may, therefore, Wish to consider the advantages of requir.
ing a single advisory council in each State, with advisory functions
applicable to all State plans developed under this bill.

Conaulation with State admnkpnistort.-This committee may wish
to consider the advantages to be gained, in the development of'sound
Federal-State relations under S. 1020, if provision were made for joint
consultation of the Federal administrative authorities with a confer.
ence of those officers of the States who are reslonsible for the admin.
istration of State plas, such consultation to be hold prior to the
issuance of rules and regulations applicalle to the allotment and pay-
ment of funds to the States. I understand that a comparable previ-
son in title VI of the Social Security Act. has been useful in the
development of cordial Federal-State relations and has been helpful

in the administration of that title.

TIT- XIV

Title XIV of S. 1620 provides for Federal aid to State systems of
temporary non-Industrial-disability compensation. "For the purpose
of assisting the States in the (leve lopment, maintenance, and admin-
istration of plans of temporary disability compensation," it author-
izes the appropriation of the sum of $10,000,000 for the fiscal year
ending June 30, 1940, and for each year thereafter a sum sufficient, to
carry out the Purposes of the title. The suis so authorized are to be
used for making l)ayments to States which have submitted, and had
approved by the Social Security Board, State plans for temporary
disability compensation.
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Disability as a cause of insecurity.-Before addressing myself di.
rectly to some specific provisions of this title, I should like to review
briefly the nature and magnitude of disability as an economic and
socialrisk.

We do not have, and cannot have, precise knowledge of the prova-
lenco of disability, but we do have substantially reliable estimates.
One of the best sources of data on the incidence of disability in tie
population of the United States, and to which I have already re-
terred, is the national health survey conducted by the United States
Public Health Service in 1935-30, and covering some 800,000 fam-
Rilies embracing 2,800,000 persons in 19 States. According to pre-
liminary reports from this survey, on an average day during the
winter months approximately 4.5 percent of the total populat9on-
about 0,000,000 persons--are unable to work, attend school, or pursue
other usual activities on account of illness, injury, or gross physical
impairment resulting from disease, accident, congenital defects, men-
tal disease, and so forth. When careful account is taken of the tech-
nical details, and of groups in institutions not covered by the survey
and use is made of additional sources of information, it is tentatively
estimated that the total number of persons disabled on an average day
of the year is probably nearer to 7,000,000. It is estimated that of
these 7 000,000, approximately 8,600,000 are disabled from conditions
which last less than 0 months, while 8,400,000 have disabilities which
last more than 0 months, of whom 2,400.000 are suffering from dis-
abilities lasting more than 1 year; in other words, there is a con-
siderable proportion that are in the permanent disability class.
These are tentative estimates based on studies which are still carrying
on.

According to the national health survey, on an average day during
the winter months, approximately 2.80 percent of all gainful workers
of ages 15 to 64 are disabled. This would indicate an annual average
of 8.6 days of disability per worker. There is reason to believe that
this figure is somewhat low.

It iq probable that in 1937 the total loss of earnings alone on
account of disability exceeded $1,000,000,000, without giving weight
to the loss of eainings among workers who are permanently disabled
and out of the labor market. In a year with less unemployment the
loss would be appreciably greater.

Senator MURRAY. Is there a lesser degree of disability in the more
favorable locations of the country; that is, where the climatic condi-
tions are not so severe?

Mr. ALJMYm!r. Ol yes; and it varies with the economic conditions
of the States. The States with the least per capita income have the
greatest amount of sickness.
T e need for disabilityl insuance.-The need for insurance against

wage lo.s from disabilit. arises not so much from the average wage
loss as from the uneven and unpredictable incidence of tlt loss. For
example, if every worker were disabled for exactly 10 days a year
and lost $35 in pay on that acount, and if he kneo in advance that
this loss would be incurred, there would he no particular problem
except for those living entirely without. ability to save and budget
against such a need. But, unfortunately, disability does not come
only in average amounts. The need for insurance arises from the
fact that for the individual worker the occurrence of illness is not
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predictable and that in any 1 year while most workers will suffer
no loss or only a small loss of earnings on account of disability, a
smaller but predictable proportion will be disabled for moderate
or long periods and will lose substantial parts, or all, of the amounts
they would otherwise have earned. Generally speaking, no particular
worker can know in advance whether in any particular period of time
he will be among the fortunate many or the unfortunate few.

Under the State systems of workmen's compensation the worker
disabled from a work accident or injury is compensated and assured
medical care. Under the State systems of unemployment compensa-
tion, the worker who becomes unemployed due to lack of work is
provided with unemployment benefits to help tide him over till he
can find work. However, the worker who becomes unemployed
because of nonindustrial disability receives no benefits. The anomaly
of this situation is especially bought out .by the fact that if an
unemployed worker becomes sick even while receiving uneinploy-
ment benefits, further benefits are then refused him until lie is again
able to work, because under the State unemployment compensation
laws unemployment benefits are payable only to a worker both "able"
an(l "willing" to work. As an economic risk, temporary disability
bears many analogies to unemployment, and the destitution which
the one causes is as real as that created by the other.

Furthermore, now that we have old-age insurance, the need for
insurance against permanent disability is becoming more apparent.
A large proportion of all permanent disability cases occur at the
older ages and may be considered as a form of premature old age.
W e have, provided for annuities to workers at 06 and over because
people of advanced age are generally no longer able to work. In-
capacity from old age does not, however. come uniformly at ace 05.
Some are still able to work and earn at 70 and 75 or older; and that
was a very interesting finding In the railroad industry, as you may
recall. At the time that the railroad retirement bill was up, it was
amazing to find the number of older railroad workers still in active
service. Others become invalids at 60 or earlier. The same logic
which impels us to provide old-age annuities at 05 would seem to
indicate that we should provide for the needs of those who become
permanently disabled at earlier ages.

!nadeuacq of oiu .a1Y ingulwirwe.-To afford protection against
the risk of disability, bot i temporary and permanent, a considerable
amount of what may be called voluntary disability insurance has
been developed In this country. The Social Security Board has made
a study of the extent and character of such disability, insurance.
This study showed that the total amount of benefit,, paid out under
voluntary disability insurance during 1985 amounted to approxi-
mately $200,000 000, the greater part of which went to persons in
moderate or well-to-do circumstances, rather than to wap earners
with small earnings. Benefit payments under the typos of insurance
generally held by wage earners aggregated less than $58,000,000 a
year. These estimated totals may be compared with the estimated
wage loss among gainfully occul~ied persons of over $1,000,000,000
a year. It is estimated that less than 8,000,000 wage earners possess
any form of insurance against temporary disability, and that in most
instances the protection is quite inadequate. Apparently some 20,.
000,000 wage earners possess some form of insurance against per.
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manent disability, but in the case of 15,000 000 of these, principally
covered by industrial insurance policies, the insurance is sma 1 in
value and offers protection only against comparatively rare dis-

* memberments and blindness and cannot be considered as giving any-
thing approaching adequate protection against the risk or disability.
At present the vast majority of employed persons have no substan.
tial protection against the hazard of wage loss from disability, and
there is little basis for believing that the situation in the future will

* ' be fundamentally altered unless appropriate Kovernmental action is
taken. If adequate protection against the risk of disability is to be
developed, the insurance must be made obligatory, as we have already
done in protecting workers and their families against unemployment
and old age.

Differenve between ternporatV and permanent diabilty.-In ap-
roaching the task of formulating suitable insurance measures against,
disability we must recognize at the outset that the risk of disability is
not a single undifferentiated whole, but that there are two types of
disability having such different characteristics and consequences as to
require two separate, though coordinated, systems of insurance. For
insurance purposes, disability is divided between that which is ten-

- porary and that which is more or le.'s permanent, though the divid-
ing line is not always sharp.

AIlthough some of the problems in insuring against these two types
of disability are similar, others are quite different. The admnistra.
tion of benefits in temporary disability requires certification by a
physician at frequent intervals as to the existence of the disability,
just as in the case of workmen's compensation. Inl permanent disa-
bility the determination of incapacity for work may be made either
once and for all or only at infrequent intervals. In the case of tem-
porary disability the presumption is that the individual will shortly
return to work, and the benefit should, therefore, be designed to tide
him over the temporary period of unemployment caused-by the dis.
ability. In the case of permanent disability the disabled worker, like
the aged person, withdraws permanently from the labor market. It
would seem, therefore, that the benefits which such workers would
receive--that is, these permanently disabled people--should be geared
to those which would be payable under the Federal old-age insurance
system to similar persons retiring on account of old age.

As regards temporary disability compensation, tie Board believes
that this caii be placeT on a State basis following the precedent of
unemployment compensation.

There are various methods by which the Federal Government may
assist the States in developing programs of temporary disability
compensation. The grant-in-ni pattern followed in title XIV of
S. 1620 involves an additional cost to the Federal Government not
covered by additional revenue. The chief alternative is the levy of
a Federal pay-roll tax against which an offset would be allowedfor
contributions made under a State disability compensation law.

State programs are racticable.
I do not wish to take the time of the committee to discuss the

details of possible characteristics of State systems of temporary dis.
ability compensation. We have studied this subject at considerable
length, examining both domestic and foreign practices. I wish only
to say that in our judgment it is practicable to work out the details
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of such systems and that practicable programs can be developed
under the provisions of title XIV. Our experience in the adminis-
(ration of unemployment compensation, ant the experience of the
States in the administration of workmen's compensation, indicates
that while there are complex problems to be solved these are not
insu perable. A sound, and orderly development could be expected if
8. 1020 were enacted.

I might say in that connection that President Green of the Ameri-
can Federation of Labor made a very interesting suggestion at the
time of the health conference. As I recall, he suggested that a sys-
tem of temporary disability, nonindustrial temporary disability com-
pensation could bl worked out with the administration of the work-
Men's compensation.

Consider in my own State of Wisconsin, for example, we have un-
emlploynent compensation andi we have workiens compensation
admiistered by tle same agency, tile industrial commission. If there
were temporary disability "insurance, all that would need to be done
would be to collect the additional tax along with the unemployment.
compensation tax already collected, the same machinery, use the same
reports of the employers, from the saime pay roll, and so far as tile
affmninistration of benefits were concerned,* administer them along
with the workmen's compensation law, so that in a State that does
haive tlt set-up, it would be quite siiiple to work out a. temporary
disability program, and other States could work out similar programs.

Senator Muutavr. It is 12 o'clock, so we will let you go.
Senator LA FowrE. With your permission, I shouTdl like to have

the record show that tnfortimately I have been tniable to attend sev-
eral of the past meetings of this subcommittee, and I want to note
that it is not any lack of interest on my part either in the subject.
matter or- the witnesses who have appeared that has caused my
absence, but I have unfortunately, as chairnmn of another subcoin.
nnittee of this samle committees been required to hold hearings on
another bill.

Senator MURRAY. As chairman of this subcommittee, I recognize
those conditions, Senator. We know of your interest and know the
help that you have been giving the committee, 81n(1 we expect that
you will be able to continue to help us as we go along. I an sure
that you would be here if you were able to.

We will adjourn now until 1: 0.
(Whereupon, at 12 o'clock, a recess was taken until 1:30 p. mi. of

the Salme cay.)
AFTERNOON 8F8ION

('ihe hearing was resumed at 1: 80 p. mn.)
Senator MURRAY, 'rile committee wilIl be in order.
The first witness this afternoon is Dr. Luther M. Dicus, represent.

ingthe American Optometric Association.
Dr. Dicus. May we request that Dr. Leslie R. Burdette, the presi-

dent, of the American Optometric Association, precede Dr. Dicus in
presenting his statement?

Senator MtmRAY. Yes: we will take Dr. Burdette, then.
Dr. Burdette, you may state your name and address and the name

of the organization that you represent.



74 STABLISII A NA'I'IONAL HllALT11 PROGRAM

STATEMENT OF DR. LESLIE R. BURDETTE, PRESIDENT OF THE
AMERICAN OPTOMETRIC ASSOCIATION

Dr. ButmE'r. My nano is Leslie R. Burdette, of Salem, Oreg. I
am tile prIdent of the American Optometric AsSociation.

The American Optometric Association, of which I have the honor
of being president, was organized 42 )ears ago. It has a membership
of 0,812 licensed practicing optometrists. Thero are 17,183 opt ome-
trists licensed in the 48 States of the Union and in the District of
Columbia.

The American Optometric Association is the national organization
rel)rcsenting organized optometry. As in other professional organi-
zations, there are local, county, district, and State societies. Tito
individual optometrist joins his local organization, except li sparsely
settled States, where ho joins the State association directly. These
State associations are affiliated with the national organization. In
joining the State association, the individual optometrist automatic-
illy becomes a member of the national association. Each State asso.
iation at. annual convention elects delegates to tile national conven-

tion. 'he national officers are elected and the policies of the organi.
*, zation are determined at the national convention, lo forty-second

congress will be hold later this month, the week of Juno 25 in Los
Angeles Calif.
,"ay I state at the very outset that the American Optometric Asso-

ciation is in completed accord with the underlying principles and ob.
jectives of the Wagner national-health bill, The following resolution
confirms our position:

Whereas the President of the United States has stated that the underprivileged
third of the population finds itself in such condition as to be deprived of the
necessities of life, and since there exists the anomaly that although there are
sufficient optometrists licensed to render optometric services, that this one-
third Is unable to avail themselves of those services because of unusual circum-
stances; and

Whereas the American Optometric Association Is cognizant of this need: Now,
therefore, be It

Resolved by the Fortieth Atinual Congress of the AmericanL Optomictrlo Aseoc a-
Ion ift convoitlon asenm bled at the city of Rochester, N. Y., on June s0, 137,

That the American Optometric Association does hereby tender to the Presldent
of the United States, the Congress, the Surgeon General, and all other officers
and constituted authorities its fullest cooperation In any plan whereby those
persons who have been unable to avail themselves of the care and services of
the profession of optometry may do so - and be it further

Resolved, That the American Optometric Association does hereby appoint a
committee which awaits the Invitation and which will be supported by all
available resources of this association to cooperate In the formulation and exe-
cution of any such plan; and be It further

- Resolved, That copies of these resolutions be forwarded to the President of
the United states, Members of Congress, the Burgeon General of the United
States, and all other officers and constituted authorities having to do with public
health.

(This was printed In the Official Journal of the Association in the Issue of
August 1037.)

The principle enunciated at our Rochester convention is based on
the realization by organized optometryl that our country must blnze
new trails in adequately providing forthe health needs of tile people.
Many of the old signposts cannot point the proper direction under
present-day conditions.
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A century tio when industry was beginning to develop, when oursystem of lmb C schools began to grow apace, the present-day need
for correct iig e3'o defects was practically nonexistent.

Today we must consider the countless inventions, within our own
lifetimd, which Call for tie near use of the humall ee. We consider
the hooks in the schools, the lathes in the shops, the typewriters in
the oflices, fnd Mn ' other devices, and we1( realize the extent, to which
the visual load has increased. Evidence of the serious prevalence of
eye defects has leeti CoI)piled.

In ConforlIlity with t he resolution which I have just read, the
committee oil national affairs of the American Optometric Associa-
tion was relpresented at the National Health Conference held in Wash-
irgton last July. Subsequently out committee conferred with the
technical connilttee o(f the interdeptirtmental Colmnittee. It was this
technical commit tee t hat Iported:

Thirty percent of nil children under 15 years of age have defective vision
due to refractive errors.

For a Illonlent let us leave these Chambers find enter tile schoolroom,
where this problem nust e fuced. Here is what school superintend-
elits have to suy:
To give a child a look Io read midl tlhen not provide him with such aid to

nalure'm gifts that will ealie hih to read It cannot be called a Jldiclious
procedures.

Adll a second one:
* * * much of the retardation in regular grades come through physical

defects affecting vision, hearing, or both. Many children were unfairly closst.
fled because of their Inability to follow normal instruction due to their physical'detects.

And a third one, in referring to teaching deaf children lip reading,
states the following:

Too frequently children of defective hearing have defective vision too, but
haive 1o glasses and no Inean(s of gelling glasses. As reading lips is hard. very
hard on the eyes because of the strained attention, children with por eyesight
do not become good lip readers. To teach "lip reading" to a child that cannot
see the lips move is to engage In a struggle fNtOi from the start * *.

These assertions are substantiated in many studies. We present
hut two. A studv in New York in '37 and '8 shows that of 42,500
children examined 8,500 had defects of vision. Another study was
recently conducted in Philadelphia jointly by the American Medical
Association and the National Education Association. They found on
the basis of a survey of 200,000 children that 20 percent of tile total
likewise suffered from eye defects.

The Milbank Memorial Fund made a special study in rural areas
and found that, the percentage is even higher-28 percent.

theses e studies substantiate surveys which have Ieen conducted over
a long period of time by local and State optometric associations in
various parts of the country.

Childhooed is the most crucial period in life. We cannot afford
to gamble with the health of tile children of our Nation. The

Inevitable conclusion is that these defects must be corrected. We
assert that the best possible community investment is the proper
physical development of our children.

144809-39--pt. 3-5
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Let us visualize the future of these children as one must in any
lon -ranfe program.ey ave school and enter industry or agriculture. Considering
industry first we find that Mr. Matthew W11, who spoke on behalf
of the American Federation of Labor before your committee, said:

Surveys have pointed out repeatedly the need for more lwelalized care such
as for eyes and teeth.

We will substantiate this statement with a few facts and figures.
The United States Bureau of Mines in the survey of the Union
Pacific Coal Co. in 1933 found that only a quarter of tie employees of
that company had normal vision and that 28 percent had major d-
fects of vision sufficient to require correction. The United States
Public Health Service has made a study of 10 different industrial
group classifcations and has found that the percentage with defec-
tre vision ranges from 15 to 20 percent in the cement, foundry, cigar,
and pottery industries to 40 to 0 percent in post offices, gas, chemi-
cal and garment industries.

. study of the American Engineering Council, in examinations of
representative groups, gives the percentage of defective vision rang-
ing up to 75 percent for garment and paper-box workers and finds
50 percent or more among commerce houses and miscellaneous fac-
tory workers.

Defective vision is an important cause of industrial accidents.
It is definitely a matter of cncern to the employer, the employee,
the public and the Government. -

It is sel-evident that a person who cannot see clearly and efficiently
* is not only a menace to himself but also to his coworkers.

We concur with the statement made in the Bulletin No. 205 of the
National Society for the Prevention of Blindness, wherein it is stated:

Fatigue of the eyes Is a principal factor in many Industrial accidents.
Any program aimed at accident reductions must insure correction

of all eye defects and of ensuing fatigue due to eye difficulties.
Some may think that the need for the correction of the refractive

errors exists only in cities and In industries where close eye work oc-
curs. However, numerous studies in rural areas among the agricul-
tural population discloses similar conditions among this section of our
people as well.

In the study of the Milbank Memorial Fund already referred to, the
figures for defective vision in rural and agricultural areas are found
to range from 22 percent in ages 15 to 29 up to 89 percent at the age
of 60 or over. In a comparative study of impairments in the eye,
in rural and urban areas it was found that uncorrected defective
vision which was 87 percent in the rural areas was only slightly less
than the range among professional, business, or trade workers, which
is from 48 to 57 percent.

It is particularly significant that the frequency of actual eye exami-
nations among farmers and farm laborersis definitely less in spite of
their equal needs.

Continuing to trace the life span from nfancy Into adult and pro-
ductive middle ago, we find that a vast proportion of our population
drive automobiles either for pleasure or business purposes. The in-
vestigations conducted by various State associations of optometrists
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into tile cause of automobile accidents establishes the fact that a
larae number of these accidents were (1110 to defective vision. These
findings wore substantiated by further studies supported in part by
the American Optometric Association. They were condtcted under
the auspices of the National Research Coulcil, and published in a
report titled "Prevalence of Visual Defects and Their Relation to
Automobile Driving." Organized optometry in the respective States
has been active in ia campaign for the eye examination of motor-
vehicle drivers and has succeeded in establishing the present stand-
ards of such eye examinations.

As people approach middle age, there is another rapid peak in-
crease in defectile vision. At about 45 years of ag, a most every-
body suffers from presbyopia, or old-sightedness. Tie accommoda-
tion of the eye loses its former elasticity and a visual defect arises
which must be corrected to give one comfort in going about daily
affairs.

Referring again to Public Health Report, Reprint No. 1404, we find
that after 60 years of age the )ercentage of eye defects vary between
70 and 80 percent among protessionaf, business, labor, and agricul-
tural groups. Thus we find that commencing at the preschool age,
the percentage of visual defects ranges from 16 percent ]in that period
to 80 percent during the school age, between 40 and 50 percent up to
60 years of age, and thereafter a minimum of 80 percent.

Nothing beyond a recital of these figures is necessary to point out to
the committee that. a most urgent need exists. These conditions are
not due to the lack of qualified ophthalmologists and optometrists, but
primarily to the low economic status of the greater portion of our
poMlatlon, which causes them to forego the expert services avail.
able. In a report from the United States Department of Agriculture
covering a survey of small cities in the Midwest, issued 2 weeks ago
on May 18, it was reported that none of the families earning less
than $500 a year expended any' money at all for eye care; and in the
next class of income up to $750 less than one-half of 1 percent of
income was spent for eye care. Rot until incomes were $2 500 did the
average amount spent per family for the year exceed $1 or oculists'
services. Low-income families consult dentists less frequently than
physicians, and visits to the oculists usually are omitted enti-rely.

It reprint No. 1027 of the Public Health Reports we learn that
eve examinations, like other medical care, are more frequent In the
higher income groups, Dr. Conrad Berens In the work which he
coauthored with others entitled "The Causes of Blindness in Chil-
dren," in speaking of the sociological aspect of the situation, said that
a study of the case records shows that, except where the ophthalmolo-
gists are undertaking the corrective work voluntarily, recommenda.
tons for operations ae, in many cases, not being Wrried out.

The same situation exists with respect to refractions and the
remedial eyeglasses so often required.

Mr. Chaiman and Senators, up until this point I have presented
material showing the widespread need for eye care of all types, the
fact that these needs are unmet and the major reasons therefor. You
have the right to expect that after bringing these facts to your atten-
tion our association should be prepared to offer a program to meet
these needs.

717



ESTABLISH A NATIONAL H EALTH PROGRAM

Under title 10 of tle present Social Security Act providing tor
grants to States for aid to the blind, some initial progress has been
made with regard to the problem of conservation of vision. Al.
though this section provides only for financial assistance to those
whose vision is so poor as to be iermed blind, it is desirable that a
complete program for the eye care of such people be undertaken in
connection with the expansion of tile care which the present bill
S. 1620 undertakes to provide.

) Tile complete program for the conservation of vision of all the
people resolves itself naturally into a consideration, flistly of the
care of children.

Under title 5, parts 1 and 2, we recommend the determination and
correction of all visual defects in preschool and school children.
Such correction of visual handicaps becomes a major part of the

, . problem of conservation of vision, and an important factor in the
ultimate, prevention of blindness.

Among infants and school children, we have certain definite special
problems which include crossed eyes and other muscular defects.
Another critical period precedes the entrance of tile child to school.
Every child should have his eyes examined before entering. These
preschool examinations will be important to determine subsequent
changes affecting eyes as the near point load progresses with increasedstudy. ,recommend specifically that under the provisions of title 5 that

projects be approved for ie purpose of providing an annual eye
examination for all school children. This should not be confused
with tile present inadequate eye survey with the Sneilen chart now in
vogue in many communities.

inder title 0, entitled "Public Health Work," the services of the
profession of optometry can be utilized in industrial hy.riene activi.
ties. Tie use of industrial goggles, proper illumination, proper
distance from moving parts, and many other related questions are
within the province of optometry to help solve.

Tile National Safety Council has estimated that no less than 200,000
industrial accidents result in injury to the eye every year. Tie cost
to industry and the loss to the individual amounts to tremendous
sums. There are extensive statistics showing that most important
industries have a very high incidence of eye injuries, ranging up to
80/ percent of all injuries sustained.

Tie safety director of the Pullnan Co. has estimated that in 10
years 1,570 eyes were destroyed in industry in the State of Ohio alone.

We endorse as a preliminary program tle recommendations of Dr.
Murray, of the United States bureau of Mines, who stated that a pre-
liminary examination at the time of employment is most important
for men in industrial work, for men in jobs hazardous to the eye
an examination every 3 months, for young employees with high
myopia if between the ages of 18 and 25 every 6 months, for men over
4" every year, in certain industries, like motormen and bus drivers,
and those who come in contact with the public, every 2 years.

Under title 12, providing for grants in aid to States for hospitals
and health centers, it is important that provisions be made for tho
establishment of eye refraction clinics, as well as eye clinics. This is
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especially necessary in tile larger cities and localities where hlere is a
greater concentration of population. In New York and Philadelphda
it has become neee, sary because of the great increase of case load per
doctor's hour to refer .Ill pathologicnl cases to medical eve clinics find
establish separate and dlstilct refraction clinics. This is quite in
accord with the conclusions reached in the report of the Conmiitteo on
tile Cost of Medical Care when it. was recomniended that eve care
c, ih( only be achieved through l he cooperation of th0 opIhtlmnolo.
gist and Ole optometist and a division of labor between them.

Under title 13, pro.'iding for grants to States for medical care, a
periodic eye examnflation sIh ul dhe part and parcel of the program to
1)C inaugurated thereunder.

Until recent veirs the conI.)tion of blindie.q was quite vague,
However, With tflhe passage of the social-seetrity law 1111d tI necessity
for a precise (lefinition, a great deal of attention and study has been
given to this problem. Ex)ertP are now agreed on the legal (lefilli.
tion of blin(dness as those persons who have v-isioil amolntIng to less
than 20/200 of visual acuity. As recent as 1930 the United States
Census listed 03,489 blind persons. On the basis of latel fVnilrs not
yet complete it is evident that the atual nmber of blind persons
ii the United States is far in excess of this nm1er and infay probably
exceed 200,000.

We may accept as alithoritatie the statement that 72 percent are
blind front preventable causes. I quote from iblication No. 218 of
the National Society for the Prevention of Blindness in (liscssing
the blind in Colorado:

For every person who is completely )blind there are 100 who are going toward
btildness, already more or less crippled by poor sight and living In the fear of
whiat they believe will be worse than death; an a thousand who are already
limited and fn hOnllplied by defees of vision of which they may or may not be
ComnlselOis.

In relation to tIm blind, with the inauguration of the aid to the
blind program, the problem has been revealed as being of consider-
ably greater magnitude than was anticipated at the time the bill was
wriiten and the indications are that tie limit has not yet been reached.
Consequenlly, the financial aspects of the aid to the blind program
will be expalndecd far beyond anticipation. The rehabilitation of all
possible persons legally blind therefore becomes of greater social
importance than had I)*ecl previously considered.Tils i's emll)hlasized in the thirty-first report of the Ohio Commis-

Sion for the Blind, dated March 1, 1939, when they state:
That financial assistance without carefully Integrated service, therapeutical

In inature, will do little to anieliorate the condition of those who are dependent
because of a visual handicap.

It would be well to understand that the facts relating to the blind
indicate that from 40 to 60 percent so characterized have some degree
of useful vision which would pornilt of visual rehabilitation. Such
rehabilitation would decrease the financial burden of caring for these
personls.

We find, for example, in a report from the State department of
illstitutions and agencies in the State of New Jersey issued January
1930 that out of 2,131 blind, 1,444 were totally blind or could only
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distinguish light from darkness and 687 had visual perception,
including those who could read oewspaper headlines but not ordinary
print.

I wish to bring your attention to the fact that in the Commonwealth
of Massachusetts we find in the Annual Report of the Vision of the
Blind for the year 1937 that out of a total of 206 children registered
there were 3 who were totally blind and that 25 percent had vision of
20/200 or less, and therefore came under the legal definition of blind.
ness' but that 75 percent had vision better than the legal definition of
blindness, ranging up to 20/50.

We also finding a report of the causes of blindness in children, fol-
lowing a survey of the Illinois State School for the Blind, that Dr.
Conrad Borens stated':

* * * that of 240 pupils In that school, 20 percent were there unnecessarily,
that their vision was of such quality that they could continue their education In
the seeing world or could be restored to the seeing world by simple remedial
measures.

We wish to emphasize therefore, that once a blind person has been
registered as such with the agencies caring for the blind that they
usually continue to receive assistance for the rest of their lives. t
therefor becomes important to examine the age distribution of these
blind pertions. We find, in Massachusetts, that 20 percent of all the
blind in th. State are below 40 years of age and an addition of 45
percent are below 60 years of age.

Concomitant with the increase of the life span we find that there
is an increasing number of blind in the olde.age brackets. Thus, we
find that among those individuals accepted for-blind pensions during
the 12 months ending June 1938, in the State of Pennsylvania, 50
percent were over 70 years of age and an additional 35 percent were
over 50 years of age.

Similarly, in the State of New Jersey for 1980, 86 percent were over
65 years of age and an additional 24 percent over 50 years of age.

Rehabilitation for these people need not be undertaken with any
thought of making them employable. Nevertheless, such visual re-
habilitation is vitally important to assure psychological and social
adjustment in old age.

Our profession has given serious thought to this problem of reha.
bilitation for many years. We have conilucted research through our
academies directed toward the development of techniques and devices
for the visual rehabilitation of that large group of partially blind
who are now included under the general definition of blindness.

There have been important optometrio contributions in the field of
perfecting devices which are designed to aid in the rehabilitation of
the partially blind. A limited number of optometrists have become
experts in the designing and fitting of these rehabilitation devices.

There is an increasing number of published reports of cases where
telescopic spectacles have been desi ned and adapted for some chil.
dren who, because of a congenital doelct, were originally compelled to
attend the schools for the blind.

These children were enabled to reorientate their entire existence by
starting life as normal children in the public schools.
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Telescopic spectacles, pinhole spectacles, microscopic spectacles, and

cataract lenses have proven their value in rehabilitation of the adult,
both industrially and socially.

Optometrists are further developing and adapting contact lenses or
invisible glasses for use in those cases referred to in the Sight Saving
Review of the National Society for the Prevention of Blindness oif
December 198&, where we find:

Many types of error are benefited beyond the greatest hopes of the patient
and, to those unfortunates heretofore economically blind because of Irregular
corneas which nothing else could correct, a now world of useful vision Is
opened.

There is substantial proof that a large portion of the blind popu-
lation can be rehabilitated. We recommend in the carrying out of
the provisions of this act that such rehabilitation be undertaken. For
this purpose, it would be necessary to institute adequate post-graduate
training of personnel as provided-in the various titles on S. 162.

It is gratifying to note that the framer of this bill recognized the
necessity for improved standards of health care and inserted provi-
sions for the training of personnel.

The profession of optometry has been conducting post graduate
courses for the past number of years and is continuing to conduct
such courses. The provisions of . 1620 afford the opportunity, how-
ever of expanding these courses to reach a greater number of men
so that their increased abilities can be directed towards a more
effective rehabilitation program.

In the planning of an eye care program unden the various titles
of S. 12, it, is necessary to make a survey of existing personnel
upon whom will ultimately rest thle responsibility for carrying out
such a program. Available data shows that there are 2,172 ophthal-
mologists 6,449 eye, ear, nose, and throat practitioners who devote
a part o? their time to eye work, and 17,183 optometrists. At the
present time without the extension of eye care as contemplated and
provided for in S. 1620, we find that 70 percent of all those persons
in the United States who require eye cai voluntarily consult the
optometrists for their eye needs. This occurs, primarily, because the
great preponderance of the eye needs of the people for all ages is

1ue, as the statistics we have previously pointed out show, to errors
of refraction alone with no pathological conditions present.

We cooperate with opthalmologists by selecting and referring to
them for treatment the cases of pathology. It is with this thought in
mind that we concur with the conclusions and recommendations con-
tained in volume No. 27 The Costs of Medical Care, by I. S. Falk, C.
Rufus Rorem, and Marlia D. Ring, where it is stated, on page 284:

It must be conceded that the public now requires the services of optometrists
since, as the full report on this subject shows, the total number of properly
qualified physicians In this country Is quite Insufficlent to take care of the
present volume of refraction work.

The study further points out that the ideal solution would require
organized cooperation between opthalmologists and optometrists and
a division of labor between them.

It is apparent that any program instituted under the present bill
is intended to be adequate and complete. In order to assure an effect.
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tive and comprehensive program, it is necessary to utilize all existing
licensed personnel, and to this end the optometrists of this country
should rightly be allotted that portion of the work which is par.
ticularly within their field.

Another aspect of eye care that can be further developed by addi.
tional post-graduate work deals with the problems of adapting our
eyes, originally intended primarily for distance vision, to the needs of
our present mode of lifM with its manifold requirements for near
vision. Optometry has been concerned with the task of aiding in the
adaptation of children's eyes to the demands of present-day school
life.

The particular problems on which our men have already (len con.
sidorable research relate to what is known as the binocular function.
When the eyes of infants and youngsters are learning to focus on
nearby objects, there is an additional process in learning relating to
the need of seeing singly with both eyes. We have found, for ex-
ample, that an undue strain on the e6 muscles of childin not yet
developed for school life will cause'thls binocular function to be
interfered with and produce disturbing psychological and nervous
disorders, This has proven of parties ai' importance to educators

0 in connection with the retardation of school children. Native intel-
ligence would permit them to keep up with thoir classroom work, but
because of the extra discomfort resulting from eyestrain they are
retarded.

The severity of these symptoms are often entirely out of proper.
tion to the slight imbalance of this binocular function. The reasons
for this negative correlation between severity of symptom and slight
disassociation of the binocular function are as yet only partially
understood. Research has disclosed that the correction, through
glasses, of small refractive errors will in many of these cases remove
such sumptoms of distress as headache, eye fatigue, and dizziness.
These symptoms continued over a long period of time tend to com-
pletely disorganized the child and also the adult. Another treatment
for these slight imbalances has been that of ocular exercises aimed
at strengthefnlng the binocular function. Research in this field, now
being conducted ii our optometric collages, has fielded some impo-
tant information regarding the need for "reconditioning" or having
the eyes "relearn" the binocular function. We adinit that the dis-
function of the binocular apparatus produces conditions which, like
the common cold, are not fatal, but they are the cause of considerable
ill health. There are many unsolved questions regarding this func.
tion and its relation to each person's ability to maintain comfortable
vision while reading, to each person's capacity to concentrate while
driving over long distances without feeling nauseous and distressed,
to each person's !maintenance of equilibrium while participating in
recreational activities such as baseball, tennis, golf, and in such sim-
ple everyday matters as walking up and down stairs. Disturbances
of this binocular function in a person who is either an airplane pilot
or passenger result in airsickness and inability to judge distances.

rn the last, few years research has yielded another cause for the
periodic break-down of tils binocular function. We have found,
although vision in each eye may be perfect with glasses, that a
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slight difference in the shape or size of the objects as seen by each
eye may produce the most ag ravating sym toms, often requiring
the patient to give up Ill useful activities. The correction of this
condition, known as anesikonia, through the sl)ecial design of a coi-
i)ination of lenses is the latest contribution toward the relief of eye
distress,

In contrast to the distress resulting from a binocular disturbance,
there are the cases of crossed eyes, or strabismus, where there is a
complete absence of this binocular function and no distress,

Research has still failed to disclose complete methods of dealing
with strabismus, although some data on surgical procedure and train-
ing is available. Only adequately subsidized research can supply
the complete answer.

The United States Public Health Service has undertaken a type
of eye study that should yield important scientific information as
to tfie relation of change in vision with changes iii environmental
conditions. This type of information is vital if we are to prevent
all our children fron becoming quadrinocular. It can only be made
available through studies coverTing a period front 5 to 10 years. These
studies must concern themselves wit the changes in the eye condi-
tions of the same children over long periods of time, and have been
started only recently. Studies of this nature, carried out in the
several Staies and coordinated over a large geographical area, offer
the only hope of discovering those environmental elements that cause
individual eye changes.

The solution of the problems relating to eye care herein enumer-
ated will undoubtedly be furthered unirtl h provisions of this bill.
We must also point out, that advances in this field that, may accrue
as the result of such research would be meaningless unless adequate
training of personnel was assured to apply in a practical, clinical
way the results of such research.

The American Optometric Association recognizes the need for
making available the necessary health care for the people of this
Nation. We realize the vast problein which confronts Congress and
those who will be concerned with the administration of this bill.

The technical committee on medical care has stated in regard to
its recommendations-
that such n program, by furnishing n strehgtnened economic base, provides new
opportunities for improvement in the quality of medical services through the
concerted activities of offleial agencies, educators, and practitioners.

The American Optometric Association is ready, able, and prepared
to cooperate in every possible way toward attaining the goal of com-
plete and adequate care with the highest possible standards main-
tained. recognizing that health is an-lntegral part of social security,
we feel that the Wagner national health bill will not succeed in pro-
viding the fullest measure of health security unless the professional
services of the optometrists of this country are utilized.

I thank the chairman and members of the committee for their kind
and considerate attention. May I at this time present Dr. Luther
Dicus, of Washington D. C., who is chairman of our committee on
national affairs? Dr. bicus practices in this city and is the chairman
of the committee which has made a special study of this bill.
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At this time I would like to present Dr. Dicus, one of our vice
presidents and. chairman of our committee on national affairs of the
American Optometrio Association.

Senator MURAY, I should like to ask you Dr. Burdette, if you
find anything in the bill as it now exists whicA would prevent a full
utilization of your profession in the health program?

Dr. Bunvr . The next speaker will bring that point up. How-
ever, I will answer it if you prefer that I should.

Senator MUMAY, If the next speaker is going to do it, there is no
use of duplicating. There is no conflict between your profession and
ophthalmology ?

Dr. J3URDEM rr. Any slight frictions which may hove existed in the
past are very rapidly disappearing.

Senator MunnAY. And the medical profession generally recognizes
your profession and utilizes it in their practice, do they not ?

Dr. Bunmsrn. Yes sir; we do cooperate.
Senator MURRAY. That is all. We will hear from Dr. Dicus now.

STATEMENT OF DR. M. LUTHER DICUS, THIRD VICE PRESIDENT
AND CHAIRMAN OF THE COMMITTEE ON NATIONAL AFFAIRS
OF THE AMERICAN OPTOMETRIC ASSOCIATION

Dr. Dious. My name is M. Luther Dicus. I am vice president and
chairman of the Committee on National Affairs of the American
Optometrie Association.

FTo come directly to the point, the specific purposes of the sugges-
, tions with which I shall close this statement is to guarantee that the

people of this country, upon the enactment of S. 1620, shall have a
continuation of the professional services rendered by optometrists
and that optometry sall not be excluded from the operation of the
act directly or by tmphcation.

We may be told and we already have been that whether or not
optometrists are to be included in a public-health program is a matter
which should be relegated to the individual States, when such States
prepare their plans in order to share in the grants-in-aid. In theory,
such might be the case. In actual practice, it has worked out differ-
ently in the past.

As far back as the F. E. R.A., rules and regulations were promul-
gated which were interpreted to exclude optometry from rendering
[te services to our patients who happened to be on relief.

Coming directly to the Social Security Act which S. 1620 is de-
signed to amend title X provides for grants to the States for aid
to the blind. This title outlines the requirements of State plans and
the legislative pattern is similar to that employed in S. 1620. In due
course, the respective State legislatures met and various States de-
cided to pass acts to implement and take advantage of title X.

The individual State optometric associations in various States pre-
sented their position and pointed out to the legislators that the
trained and skilled services of optometrists in the rehabilitation of
the partially blind should be utilized and included in legislation.
The situation which then arose occurred in a number of States but
I specifically mention by name Montana, North Carolina, and New
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York because I have personally seen correspondence or spoken with
those who wore concerned with the matter when the incidents arose.

It was not difficult, to convince the proponents of those respective
State acts of optomotry's worth and value, for these legislators were
fully familiar with the great strides optometry had taken in matters
of refraction the great number of citizens who voluntarily selected
the optometrist to care for their refractive needs and of the large
amount of public good which the optometrists had been doing in
their free clinics and other community activities.

Some *of the State bills were actually amended so as to include
the services of the profession of optometry. These amendments were
subsequently withdrawn. The proponents of the State statutes were
informed, whether correctly or incorrectly, that the rule laid down
by the Social Security Board requiring that the eye examination for
each individual applying for blind assistance must be made by an
ophthalmologist, prevented the inclusion of optometry.

Perhaps the situation can be best explained, a quotation which
I read to yo, from a lengthy letter to the chairman of the North
Carolina Optometric Legislative Committee from the North Caro-
lina State Senator who in 1037 introduced the North Carolina social-
security law. He says in part:

I might also say that the North Carolina General Assembly In nil likelihood
would have passed the optometric amendment irrespective of the advice of the
officials entrusted with the social-security program, but the optometrists in-
formed me they would prefer not to jeopardize North Carolina's chance of
participation under the Federal act.

The Social Security Board, under date of October 21, 1930, issued
Instruction 701 which required that a report on an eye examination
must be prepared by an ophthalmologist or a physician skilled in
diseases of the eye for each Individual who made application for
blind assistance.

It is unfortunate that in its application this ruling was so inflex-
ible that it not only precluded optometrists from making the report
on the eye examination but also was interpreted to preclude the
optometrist from matters in his own optometric field with relation
to the blind. I refer to the failure to utilize the optometrist in ob-
taining a census of the blind. In addition, the optometrist was pre.
vented- from prescribing correcting lenses for existing -refractive
errors of those who come under the definition of blindness.

Furthermore, the ability of the optometrist in the field of rehabili.
nation of the partially blind must be made available.

Unless the suggested changes are made, the same inflexibility of in-
terpretation m ighit prevail with respect to future administrative rul.
ings. This might prevent a comprehensive eye program as contem.
plated under 5. 1620.

Another important reason for the inclusion of specific amendments
to S. 1620 in order to prevent misinterpretations, is the fact that
presently in several States there is not uniformity of practice or
administration. No criticism is offered or intended of the efficient
manner in which the Social Security Board has taken hold of the
organization and administration of a new and tremendous depart-
ment of the Government.
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We believe, however, that the situation should be clarified and that
in S. 1620 the following specific amendments be included:

On page 5, line 17; page 8, line 0; page 13, line 9; page 10, line 3;
page 20, line 15, page 23, line 8j page 33, line 17; page 38, line 4;
anl page 40, line 17, after the periods at the end of each of those lines
and on page 29, line 22, after the word "plan", the following should
be inserted:

% But nothing In such rules and regulations so far as tley relate to eye care
shall discriminate in any manner against the profession of optometry.

We also suggest that on page 4, line 22; page 7, line 19; page 12,
line 10; page 15, line 16; page 19, line 10; page 22, line 22; )age 28,
line 25; paqe 33, line 4; page 37, line 0; and page 40, line 10, after
the words -members oi the", insert the following "Professions of

medicine, dentistry, optometry, nursing, and pharmacy".
Our third an(l last suggestimon is to add on page ' after line 0,

raiunder the stibheading efnitions", a ew section to be known
ais-

SBac. 1405. (d) Tho terms "medical" or "medical care" means medical, surg-
ical, dental, optometrical, nursing, pharmaceutical, hospital, institutional, cor
rective, and other related serves and care.

* We sincerely believe that these amendments will clarify and
strengthen the purposes of the Wagner National Health Act, and we

b earnestly recommend their consideration and inclusion.
Senator MuItAY. 'Thank you. There are no questions, doctor.
Dr. Dicms. I should also like to 1ile a short statement here by

Dr. Needles.

STATEMENT OF Dii. IVILLIA.M 1 #. NEEDLES, PESIDENT, NORTHER.NI
IJLINOIS COLLEGE OF OIroMMTImY, CIICA0], ILL.

In recognition of the needs for an adequate national health program the
profession of opltometry is genuinely concerned over two important questions.
First, that there shall continue to be adequate eye care of the type which
optometrists have been providing with Increasing effiletency during recent dec-
ades, and, second, that there may be a better general understanding of that
specialized skill which has won for them the confidence and patronage of
approximately 70 percent of the spectacle-wearing public, Including nearly all
of those In average or moderate circumnstances. This can best be done by a
brief description of the professional education which optometrists receive.

Some 40 years ago time State of Minnesota passed the first optometry practice
act. This aet provided for licensing all who sought to practice optometry, and
stipulated that candidates for license must pass an examination before a State
examining board. In subsequent years every State In the Union passed similar
laws. Authority was vested In all of these boards to prescribe the character
of education and professional training which candidates must possess In order
to render them elilible for examination. Some 20 years ago, the members of
all State boards of examiners In optometry formed a voluntary organization
known as the International Association of State Board Examiners In Optometry.
Certain officers and connittees of tis association were assigned the task of
setting up a minimum curriculum and other educational requirements to which
the various schools and colleges of optometry must conform In order to earn
the classification of a grade A school, after which the various State boards
accepted these regulations and requirements as their own.

When the first Inspection of optometry colleges In the United States was
made, there were some 20 of them In operation. This member was rapidly
reduced, however, because the majority of them were not able to meet the
rigid requirements necessary for a grade A rating, and such schools discon.
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tinted operation, This retirement of the weaker schools restulted In the gradual
evolution of a few outstanding colleges which could meet and anticipate the
highest reoiulrentes. At present there are eight grade A colleges In ile United
states u111d two in Cantada. 1,'ivo of these are departments of universities, tits
list Including Colibbla University, New York, Ohio State University, University
of California, University of Montreal, and the University of Toronto. Tito
remaining five, Includlig tie Los Angeles College in Los Alngeles, the Massa-
chustts School in Boston, the Northern Illinois College in Chicago, I'ennsyl-
vanila State College In I'lldlalelpli Ia, and the Southern College In Memphis, are
Independent colleges olprating under State charters,

These Independent colleges maintain standards, facilities, and Instruction
comparable to that of the universities. They employ standard laboratories,
texts, and faculty. Aming the specialized subjects which must be taught by
all grade A schools are the following: General anatomy and )hyslology;
anatomy and l)hyshdolgy of the eye; geonetrIcal optics, physiological optics,
ocular pathology, conservation of vision, hygiene, theoretical and practical
optomctry, and clinical practice. While the individual curricula vary In the
different schools, all Inchude this prescribed material, but offer Individually
In addition various extra subjects such as chemlstry, mathematics, physics,
bacteriology, zoology, psychology, sociology, English, economics, ethics, history,
anti foreign liguages.

Evcry grade A college of optometry requires a minlinum course of 4 years,
of which at least 1 year must be spent In actual clinical work upon Patients
In a fully equipped (-linie which Is maintained at that school. Tils clinical
work usually constitttes part (if the fourth (or senior year of study. These
clinics are for charitable purposes inI the nature of their organization, and tie
requirements of the national hoard provide that each student must be supplied
with sufficient patient material to render hi proficient for private practice.

Entrance to all grade A optometry colleges Is deendent upon satisfactory
coinpletion of a high school or other secondary school course in which specified
preliminary subjects are included. Among these specified subjects are English,
a foreign language, algebra and geometry, American history, physiology or
Zoology, anl physics, and sufllcient electives to total 10 credits. The prellml.
nary reqiirenients, therefore, are equal to those of standard colleges of arts
and sciences in universities, tnd the student caliber Is of the same level.

In sumnarization, it may be noted that-
1. Students entering the study of optometry have the same preliminary back.

ground and qualifications as tltose entering the other recognized professions or
sciences.

2. The colleges teaching optometry are under strict inspection and supervision
on the part of both the national board and the Individual State boards of
examiners.

3. The curricula of the schools qualify the student in knowledge of standard
basic sciences equal to that of those engaged In other recognized professions.
In addition, the student receives at least 2 years of Intensified training In
optometry and related subjects and I year of specialized clinical practice.

4. Before being permitted to practice the student must still undertake and
pass a detailed examinatIlon conducted by the Individual State boards.

Optometrists have taken upon themselves the responsibility for establishing
educational requirements such as to qualify theni as tie sPeciallsts lit the field
of refraction. All modernly trained optometrists are capable of recognizing
various forms of pathology, and It Is their uniform custom to refer such cases
to other specialists, including both physicians and dentists. The old type of
less thoroughly trained optometrists are rapidly being removed from the field
by death and retirement. and it Is atfe to prophesy that during the next decade
the profession of optometry will be composed entirely of those who are mod.
ernly trained specialists. In view of the Increased demand for this service
which must result from a nationalhealth program and tie limited personnel
including all types of refractlonists, it Is vitally Important that provision be
made In the wording of this hill for a proper continuance of the services of
optometrists to the public,

Dr. Dicts. May Mr. Kohn have the priilego of about 2 minutest
He is our national counsel.

Senator M UURAY. Very well.
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STATEMENT OF HAROLD KOHN, NEW YORK CITY, NATIONAL
COUNSEL, AMERICAN OPTOMETRIC ASSOCIATION

Mr. KOHN. There is nothing I should like to add except to call
attention to the fact that this month, on the 25th, the legislative body
of the American Optometric Association will meet; that they have
already taken up consideration of this act, and they propose to spend
a good deal of time in further study. If we can be of any assistance
to you in making further suggestions, we would be very happy to
do it. The situation this far is that we are with the spirit and
underlying features of the act. If subsequently we should have any
suggestions, we should like leave tot fleh them in the form of a sug.
gested amendment or something of that nature say, perhaps in July.

Senator MuimAy. That wou be very satisiactory. You may do
that. As far as I understand it, there is no conflict between ophthal.
mology and optometry? Ophthalmology deals with the organic dis-
eases, those w"iich the ophthalmologist may find in the eye, and the
optometrist does the mechanical work?

Mr. KoII. Determining the refractive error.
Senator MummRAy. And some of the finest people in the country

patronize the optometrist without ever going to the ophthalmologist
at all; is that not so?

Mr. KoIm. That is so, 70 percent of them, by actual statistics. If
the examination discloses a condition requiring the attention of an
ophthalmologist, they are immediately sent to them.

Senator MtUInAY. So that there is no lack of harmony between tile
two professions?

Mr. KojmN. Generally speaknl, absolutely not. Once in a while
there is a little professional jea lusy in small communities. That
sometimes happens, but that is very rapidly being overcome through
interprofessional relationship committees of the Ophthahnological
Society and of our association.

Senator MuRnAY. The next witness is Miss Katharine F. Lenroot,
Chief of the Children's Bureau of the Department of Labor.

STATEMENT OF MISS KATHARINE LENROOT, CHIEF, CHILDREN'S
BUREAU, DEPARTMENT OF LABOR, WASHINGTON, D. C.

Miss LrmnooT. I am very glad to have an opportunity to speak to
this bill. I would like to have the information that the Children's
Bureau has to present given in two parts. I should like to make a
brief opening statement dealing primarily with administrative mat-
ters, and then I should like to have Dr. Eliot follow with more
detailed information, particularly on the technical and professional
aspects of the program.

Senator MURRAY. That procedure will be followed.
Miss LENROOT. First, I want to say that although the Children's

Bureau is, of course, particularly interested in the parts of the bill
relating to maternal and child-health services incorporated in the
suaLgested amendments to title V, we have a deep interest in the entire

The act creating the Children's Bureau directed it to investigate
and report upon all matters pertaining to the welfare of children and

728



ESTABLISH A NATIONAL HEALTH PROGRAM

child life. Nothing-not even economic conditions--affects children
more directly than-the health of the people. The opportunity which
children have for care affection, and support by their parents de-
pends upon the survival and health of those parents. Basio
measures of sanitation, control of communicable diseases prevention
and treatment of the diseases of middle life, compensation for loss
of wages due to disability, all affect directly the health and well-
being of the child. Moreover, measures for promotion of maternal
and child health cannot be developed fully unless in the community
in which the mothers and children live, or fully accessible to it, are
hospitals, health centers, and diagnostic and treatment clinics.

With reference to the purpose of provisions relating to maternal
and child welfare, and a comparison with. present provisions of the
Social Security Act, section 2 of the pending bill amends title V,
parts 1, 2, and 5 of the Social Security Act, and section 5 amends
definition provisions of the Social Security Act which affects title V.
The parts of title V that are affected by the proposed amendment
provide for Federal cooperation with the States for promoting the
health of mothers and children, and for services for crippled children.

These provisions of the act of 1935 authorized a program of serv.
ices whicl, together with other services for the welfare and assist-
ance of children, in the language of the report of the Committee on
Ways and Means of the House of Representatives, represented "the
heart of any program for social security." Committees of both
House and Senate in reporting the social-security bills before them
in 1935, pointed to tho high maternal mortality rate iii this country;
the curtailed appropriations for maternity and infant welfare oc-
casioned by the depression; inadequacy of maternal and child health
services, particularly in rural areas; and very limited provisions for
the diagnosis, lhospitalization, and aftercare of crippled children.

The report of the Committee on Economic Security which pro-
ceded the introduction of the 1935 act recommended that the Chil-
dren's Bureau be entrusted with responsibility for developing both
grants-in-aid for maternal and child "health, and consultative, educa-
tional and promotional work with the State health departments in
this field.

The amendments proposed in S. 1020 would build upon the foun-
dation which ins been laid in more than 3 years of Federal-State
cooperation under these provisions in which all States, Alaska,
Hawaii, and the District of Columbia have participated.

I want to speak here of the very excellent cooperation that we have
had from all of the States. All of them were in a position to submit
plans for maternal and child health services very promptly after the
passage of the 1935 act. Not only in our Federal and State rela-
tionships but also in the relationships among the Federal agencies,
and particularly between the Public Health, Service and the Chil-
dren's Bureau, both of which are dealing with State health depart-
inents, we have had the most cordial and harmonious relationships
all the way through from the very beginning and have consulted
freely and fully on all points which would affect common policies.

To gro back to the proposed amendment, instead of $3,800,000 now
authorized as an annual appropriation under title V, part 1, the
proposed bill would authorize ani appropriation of $8,000,000 for the
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fiscal year ending June 30, 1940, $20,000,000 for the fiscal year 1941,
$85,000,000 for the fiscal year 1942, and thereafter a stun sufficient to
carry out the purposes of this part of the title. Tie types of service
that would be given with the expanded aplpropriations wouhl include
all the services now being carried on, and in addition would expand
the medical care given during maternity and infancy, including medi.
cal surgical, and other related o(rvices, care in the home or in insti-
tutions, and facilities for diagatosis, hospitalization, and aftercare.
The latter phrases are taken largely from the existing language in
title V, part 2, providing services for crippled children, and provide
the same breadth of program in the field of maternal care and an
extension to this field of the experience developed in providing mnedi-
cal and surgical care for children who are suffering from orthopedic
and certain other physical handicaps.

Part 2 is expandedso that services now being afforded to a limited
group of physically handicapped children can be extended to other
physically handicapped children in need of special care. You have
Just heard a discussion of the needs of children with vision defects.
There ig great need in that group and .in the group of those with
hearing defects, and other types of physical handicaps.

In adldition, provision is made for extending and im)rovintg serv-
ices, supplies and facilities for the medical care of children who do
not come within the groups of the physically handicapped. Instead
of an appropriation of $2,850,000 annually now authorized by title V,
part 2, the proposed bill in sections 511 and 512 authorizes the stun 01
$9,000,000 for medical care of children and $4,000,000 for services to
crippled children and other physically handicapped children in need
by special care, in 1940, which would be increased to $20,000,000 for
tlie former and $5,000,000 for the latter for the year 1941, $35,000,000
for both programs for the year 1942, and thereafter to such sums as
may be needed.

With the exception of increased amounts authorized, and a broad-
ening of the maternity care program and extension of medical care to
other classes of children than those now covered, the only changes in
the proposed bill relate to methods of allotting and paying funds,
matching provisions, conditions of approval of State plans, provision
for a Federal advisory council or councils and authority to make
rules and regulations. Though time provision for medical care of
children is included in part 2 of title V for certain administrative
reasons, it would appear that similarity of thle conditions of Allot-
ment, payment, andl approval of plans under parts 1 aml 2 would
make it possible for a State to submit a single plan for n., eternal and
child health, including maternity care and medical care of children,
provided that under State law the State health agency has jurisdic-
tion in these fields or can develop working agreements with other
State agencies now charged with such responsibilities under State
law.

There are now 25 States that administer the crippled children's
program through the health departments, and the others administer
that program fltrough other departments of the State Government
at the present time. In many States responsibility for medical care of
children is in some State agency other than the State health agency.

730



ESTABLISH A NATIONAL HEALTH PROOIAM 731
It would appear to be of utmost importance that medical, nursing,

ad hospital care, provided for women at childbirth and for chil-
dren when sick, be under the same State and local agencies as those
providing preventive services. Under part 1 of title V as amended
m the pending bill, the State health agency.is given full admin-
istrative authority, as under the present provisions of title V, part
I of the Social Security Act Under part 2, though for a period of
5 years other State agencies may adiniister medical services for
children or services for crippled and other physically handicapped

children, at the end of that tne responsibility would be given to the
State health agency and a single plan of service could be developed
for till maternity and child-health work within the State. Such a
plan to coordinate these services under the State health agency seems
to be highly desirable and entirely feasible from an administrative
point of view.

When Dr. Eliot appeared before this committee on May 5, she was
asked to have prepared a statement showing the present provisions
of title V parts 1, 2 and 5, and the proposed amendments.

I have here such a statement which has been prepared under the
direction of Dr. Eliot, and which gives in the third column, com-
nients as to the effect of the language of the national health bill. I
would like to have it incorporated in the record if the committee
desires so.

Senator MAunRy. It will be filed with the clerk and we will have
it printed,
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(The statement referred to was filed with the committee, and is printed, as follows:)
ExHIMT L-CoupAx~soOF oAIOA EEEoiAx.H& BIMr AN SOCIAL. Szcu=rr Acn, TIT= V, PA~s 12, A1ND 5

, ,L4AJu.NAa A T1L BILL

Title V, Parts 1, 2, and 5

PART L--MAhI NAL AND CxmW-.ET

APPTCION

Sx. 50L For the purpose of enabling each
State, as far as practicable under the con-ditions In such State. especially in rural
areas and in areas suffering from severeeconomic distress, to extend and improveservices, supplies, and facilities for pro-moting the health of mothers and children,
and medical care during maternity and in-fancy, including medical, surgical, and otherrelated services, and care in the home or ininstitutions, and facilities for diagnosis,
hospitalization, and aftercare; and to de-velop more effective measures for carrying
out the purposes of this part of this title,Including the training of personnel there ishereby authorized to be appropriated forthe fiscal year ending June 30, 1940, the sumof $8,000,00; for the fiscal year endingJune 30, 1941, the sum of $20,000,000; forthe fiscal ycar ending June 30, 1942, the sumof $35,000,000; and there is hereby author-ized to be appropriated for each fiscal yearthereafter a sum sufficient to carry out thepurposes of this part of this title. The sumsauthorized under this section shall be usedfor making payments to States which have

SOCIAL SECURITY ACT

Title V, Parts 1, 2, and 5

PAr -MATMMAL JUM CuuZ-H.wA

APPSOPWLAON

SWc. 50L For the purpose of enabling each
State to extend and improve, as far as
practicable under the conditions in such
State, services for promoting the health of
mothers and children, especially in rural
areas and in areas suffering from severe
economic distress, there is hereby author-
ized to be appropriated for each fiscal year,
beginning with the fiscal year ending June
30, 1936, the sum of $3,00,000. The sums
made available under this section shall beused for making payments to States which
have submitted, and had approved by the
Chief of the Children's Bureau, State plans
for such services.

COMMENTS

XM CT 01' LAING 5 0F NATIONAL HE~mH
BrL

Purposes of this program expanded toinclude medical care during maternity and
infancy.

Authorized appropriations for the fiscal
years 1940, 1941, and 1942 are speified andamounts increased to permit enlargement
of program. Appropriations for succeeding
fiscal years are authorized in amounts
sufficient to carry out the purposes of this
program.

Specific provision is included for the de-
velopMent of more effective measures for
carrying out this program, including the
training of personnel.

Certain other minor changes in language
have been made to bring It into harmony
with language of similar provisions in other
titles.
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submitted, and had approved by the Chiefof the Children's Bureau, State plans forextending and Improving such services.

ALWO'METS To STAE

SM 2. (a) The Chief of the Chidren's
Bureau shall allot to the States prior to the
beginning of each fiscal year, and at suchtime or times thereafter as may be neces-
sary, the sums appropriated pursuant to sec-tlon 501 for such year, and the sums avail-
able for allotment under subsection (b) of-this section. The amounts of the allot-meats to the States shall be determined ij,accordance with rules and regulations pre-scribed by the Chief of the Children's Bu-reau with the approval of the Secretary
of Labor. In determining the allotments
under this section, the following factors forthe respective States shall be taken intoconsideration: (1) The total number ofbirths in the latest calendar year for which
the Bureau of the Census has available sta-tistics; (2) the number of mothers and chil-dren In need of the services; (3) ihe spe-
cial problems of maternal and child health;
and (4) the financial resource.

AIXAMIC TS TO BT&TS

Sc 5M (a) Out of the sums appropri-
ated pursuant to section 501 for each fiscal
year the Secretary of Labor shall allot to
each State $20,000, and such part of
$1,800,000 as he finds that the number oflive.births in such State bore to the total
number of live births in the United States,
in the latest calendar year for which the
Bureau of the Census has available sta-
tistic

(M) Out of the sums appropriated pur-suant to section 501 for each fiscal year theSecretary of Labor shall allot to the States$980,000 (in addition to the allotments made
under subsection (a)). according to the

All alotments are to be made under this
section. Amounts of allotments to be deter-
mined in accordance with rules and regula-
tions to be prescribed by the Chief of the
Children's Bureau with approval of the Sec-
retary of Labor. Fixed allotment of $20,000
to each State eliminated.

Basis for allotments will be 4 specific
factors for respective States:

(1) Total number of births;
(2) Number of mothers and children In

need of services;
(3) Special problems of maternal and

child health;
(4) FInancial resources.
In the act only the first of these factors

is specified.
The phrase in the first sentence of sec.

502 (a) of the bill "and at such time or
times thereafter as may be necessary" has
been added to give specific authority to the
Chief of the Children's Bureau to withhold
from allotment prior to the beginning of a
fiscal year sums to be allotted during the
year on the basis of special problems of
maternal and child health; also to permit
reallotment of sums unpaid to the States atthe close of the preceding fiscal year.

Eliminated -suMcent flexibility being
provided through use of variable matching
grants (see sec. 504 (a) and 1101 (e)).
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NATIONAL HEALTH BILL

ALL"TMErs TO STATES

(b) The amount of an allotment to any
State under subsection (a) of this section
for any fiscal year remaining unobligated
and unpaid at the end of such fiscal year
shall be available for allotment to States
under subsection (a) for the succeeding
fiscal year, in addition to the amount ap-
propriated for such year.

APProVAL OF STATE PLANS

SMx. 503. (a) A State plan to efectuate
the purposes of this part of this title shall-

(1) provide for financial participation by
the State;

(2) provide for a State-wide program or
for extension of the program each year so
that it shall be in effect in all political sub-
divisions of the State in need of the services
not later than the begiAning of the fiscal
year ending June 30, 1945;

(3) provide for the administration of the
plan by the State health agency or for the
supervision by the State health agency of
any part of the plan administered by an-
other State agency or by a political subdivi-
sion of the State;

SOCIAL SECURITY ACT

A)TMKZXUys TO STATES

financial need of each.State for assistance in
carrying out its State plan, as determined
by him after taking into consideration the
number of live births in such State.

(c) The amount of any allotment to a
State under subsection (a) for any fiscal
year remaining unpaid to such State at
the end of such fical year shall be avail-
able for payment to such State under sec-
tion 5%4 until the end of the second suc-
ceeding fiscal year. No payment to a State
under section 504 shall be made out of its
allotment for any fis-al year until its allot-
ment for the preceding fiscal year has been
exhausted or has ceased to be available.

APPROVAL OF STATE PLMAS

Ssc. 503. (a) A State plan for maternal
and child-health services must (1) provide
for financial participation by the State;

(5) provide for the extension and im-
prowment of local maternal and child-
health services administered by local child-
health units;

(2) provide for the administration of the
plan by the State health agency or the su-
pervision of the administration of the plan
by the State health agency;

COMMENTS

Reallotment of funds allotted to the re-
*qpec-tive States but unpaid to them during
the fiscal year for which appropriated and
allotted is provided for instead of the pres-
ent provision making allotments under sub-
section (a) available only to one State for
two additional years. This change follows
in substance, similar provisions in the pres-
ent language of title VI of the aeL (Sec.
602 (a) and (b)).

No change.

Replaces present paragraph 5 and brtoad-
ens the provision to require extension of the
entire program to cover al political subdivi-
sions of the State by the beginning of the
1945 fiscal year.

Revision in language to permit greater
flexibility to meet variations in administra-
live machinery of the States, and to permit
the State health agency to utilize other
State agencies and political subdivisions of
the State in carrying aut under supervision
various parts of the program.



(4) To provide such methods of adminis-tration as are found by the Chief of theChildren's Bureau "to be necessary for theeflcient operation of the plan, including:Methods relating to the establishment andmaintenance of personnel standards on amerit basis; and methods of establishing andmaintaining standards of medical and in-stitutional care and of renumeration foruch care, such methods to be prescri ed bythe State agency after consultation withsuch professional advisory committees as theState agency may establish;
(5) provide for an advisory council orcouncils composed of members of the pro-fessions and agencies, public and private,that furnish services under the State plan,and other persons informed on the need for,or provision of, maternal and child-health

services;
(6) provide that the State health agencywill make such report% in such form andcontaining such information, as the Chief ofthe Children's Bureau may from time totime require, and comply with such pro-visions as the Chief of the Children's Bu-reau may from time to time find necessaryto assure correctness and verificatiou of

such reports;
(7) provide for cooperation and, whennecessary, for working agreements betweenthe State health agency and any public

(3) provide such methods of administra-tion (other than those relating to selection,tenure of office, and compensation of person-
nel) as are necessary for the efficient opera-tion of the plan;

(6) provide t-. operation with medical,nursing, and welfare groups and organiza-
tions; and

(4) provide that the State ht-aitl agencywill make such reports, in such form and
containing such information, as the Scetary of Labor may from time to time re-quire, and comply with such provisions as hemay from time to time find neessary toassure the corrctnes. and verifi-ation ofsuch reports;

This provision does not exclude the utili-
zation of private agencies and institutions
by tlu. State health agency or by other Stateagemies or political subdivisions of theState. but it places full administrative re-
.1o1sbility for the program on the Statehealth agency.

Revidon in language to harmonize withsimiLar language in other titles and tostrengthen the present requirements relating
to eflicieMc in the operation of State plans;
se ifit-ally for strengthening merit -
teUs and for maintaining standards of
medi il and institutional care established byState agen-ies.

The provision for cooperation with other
agencies is made more specific by provision
for an advisry council or councils to in-sure Cration with members of prof,-
sions and agencies and with persons in-
formed on need for services.

No change except that *Chief of theChildren s Burean" Is substituted for -See-retary of Labor, the change being made
throughout the amendment of title V- the
actions of the Chief of the Childrens Ru-
reau being subject to the approval of the
Secretary of Labor. This language also is
revised to harmonize with similar langu-
age in other titles.

New.
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APPROVAL OF STATE PLANS

agency or agencies a tern service
related to the services furnished under the
State plan, including public agencies con-
cerned with welfare, assistance, social In-
surance, education, or medical care; and

(8) provide that the State health agency
(or other State agency d serv-
ices under this plan) shall have authority to
make and publish such rules and regulations
as are necessary for efficient operation of
the services, having special regard for the
quality and economy of service.

(b) The Chief of the Children's Bureau
shall approve any plan which fulfills the
conditions specified in subsection (a).

PAYMENT TO T&M

Sc. 504. (a) From the sums appropriated
tererur und,-r section 01 and the allot-
ments made in accordance with section 502,
payments shall be made to each State which
has a plan approved under section 503 for
each year or part thereof covered by such
plan beginning with the fiscal year ending
June 30, 1940, In amounts which shall beused exclusively for carrying out the pur-
poses of section 50L These payments shall
be in such proportion to the total amount of

SOCIAL SECURITY ACT

APPROVAL OF STATE PLANS

(7) provides for the development of dem-
onstration services in needy areas and
among groups In special need.

(b) The Chief of the Children's Bureau
shall approve any plan which fulfills the
conditions specified in subsection (a) andshall thereupon notify the Secretary of
Labor and the State health agency of his
approval.

PAYMENT TO STA7S

Sam 504 (a) From the sums appropriated
therefor and the allotments available under
section 50 (a), the Secretary of the Treas-
ury shall pay to each State which has an
approved plan for maternal and child-health
services, for each quarter, beginning withthe quarter commencig July 1, 193, an
amount which shall be used exclusively for
carrying out the State plan, equal to one-
half of the total sum expended during such
quarter for carrying out such plan.

COMMENTS

Eliminated.

New.

Revision in language to harmonize with
language of similar sections in other titles
without any change in present procedure.

Variable matching based upon financial
resources of respective States replaces the
50-0 matching ratio. The fiscal year or
part thereof covered by the State plan is the
unit period for computing amounts to be
paid to the States. The quarterly limita-
tion in the present Act is eliminated to per-
mit greater flexibility in making payments
to States.

Special provision is added in last sentence
in subsection (a) to prevent claims by States



public funds expended under the State plan,during each year or part thereof covered bysuch plan, as is determined in accordance
with subsection 1101 (e) upon the basis ofthe financial resources of the State, notcounting so much of such total expenditures
as are bncluded in any other State plan sub-mitted for grants to the State under anyother part of this title or any other title ofthis Act or any other Act of Congress. Inno event shall the total sum paid to theState for any fiscal year or part thereofcovered by its plan be In exess of the totalsum expended or obligated for amounts
planned for expenditure from Federal
Funds.

(b) The Chief of the Children's Bureau
shall, from time to time but not less oftenthen semiannually, determine the amounts
to be paid to each State necessary for carry-ing out its plan, upon the basis of estimates
submitted by the State and, after taking
Into consideration overpayments or under-payments to the State in prior periods, shallcertify the amounts so determined to theSecretary of the Treasury. Upon receipt ofeach such certification for payment, the Sec-retary of the Treasury. through the Divisionof Disbursements of the Treasury Depart-
ment and prior to audit or settlement bythe General Accounting Offuc, shall pay toeach State the amount so certified.

for Federal funds to replace amounts
planned for expenditure out of State and
local public funds.

(b) The method of computing and paying
such amounts shall be as follows:

(1) The Secretary of labor shall. prior
to the beginning of each quarter, estimate
the amount to be Paid to the State for such
quarter under the provisons of subsection
(a), such estimate to be based on (A) a
report filed by the State containing its esti-
mate of the total sum to be expended in such
quarter in accordance with the pmvislons of
such subsection and statig the amount ap-
propriated or made available by the State
and its political subdivisions for such ex-
penditures In such quarter, and if such
amount Is less than one-half uf the total sum
of such estimated expenditures, the source
or 900uCes from which the difference is ex-
pected to be derived, and (B) such investi-
gation as he may find necessary.

(2) The Secretvay of Labor shall then
certify the amount so estimated by him tothe Secretary of the Treasury, reduced or
increased, as the case may be, by any sum

Mechanics of determining amounts of par-
ticular payments, making certifications to
the Secretary of the Treasury, and making
payments by the Secretary of the Treasury
prior to audit or settlement by the General
Accounting Office are retained.
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OPUATION OF STATE PLANS

Sc 505. Whenever the Chief of the
Children's Bureau finds, after reasonable
notice and opportunity for hearing to the
State agency administering or supervising
the administration of a plan approved under

SOCIAL SECURITY ACT

PAYMENT TO STATES

by which the Secretary of Labor finds that
his estimate for any prior quarter was
greater or less than the amount which
should have been Paid to the State for such
quarter, except that to the extent that such
sum has been applied to make the amount
certified for any prior quarter greater or
less than the amount estimated by the Sec-
retary of Labor for such prior quarter.

(3) The Secretary of the Treasury shall
thereupon, through the Division of Disburse-
ment of the Treasury Department and prior
to audit or settlement by the General Ac,-
counting Office. pay to the State, at the
time or times fixed by the Secretary of
Labor, the amount so certified.

(c) The Secretary of Labor shall from
time to time certify to the Secretary of the
Treasury the amounts to be paid to the
States from the allotments available under
section W (b). and the Secretary of the
Treasury shall through the Division of Dis-
bursement of the Treasury Department and
prior to audit or settlement by the General
Accounting Office, make payments of such
amounts from such allotments at the time
or times specied by the Secretary of Labor.

OPERATION OF ,TTE MLANS

Sc. M05. In the case of any State Plan
for maternal and child-health service-s which
has been approved by the Chief of the
Children's Bureau. if the cetary of Labor,
after reasonable notice and opportunity for

COMMENTS

Eliminated. (See comment on -ection 502
(b) of the acL)

Language reviLed to harmonize with
similar language in other titles without
change in meaning. Action by "Chief of
Children's Bureau" instead of action by
Secretary of Laxor-. the actions of the

-- ~'



part 1 of this title, tlmt in the adminis-tration of such plan there is failure tocomply substantially with any requirement
of subsection 503 (a), he shall notify suchState agency that further payments willnot be made to the State until he is satis-fied that there is no longer any such failureto comply. Until he is so satisfied he shall
make no further certification to the Secre-tary of the Treasdry with respect to such
State.

FEDERAL ADVXOcy couNcIza

SMc. 506. The Chief of the Children's Bu-reau is authorized to establish an advisory
council or councils, composed of membersof the professions and agencies concernedwith promotion of maternal and childhealth, maternity care and care of infants,and other persons informed on the needfor, or provision of, such care, to advisethe Chief of the Children's Bureau with re-spect to carrying out the purposes of this
part of this title.

RULES ANID ZCU&Io~qS

Sac. 507. The Chief of the Children's Bu-reau, with the approval of the Secretary ofLabor, shall make and publish such rulesand regulations not inconsistent with thispart of this title as may be necessary to theefficient administration of this part of this
title.

hearing to the State agency administering
or NuPCrvising the administration of such
plan, finds that in the administration of
the plan there is a failure to comply sub-
stantially with any provision required by
section 503 to be included in the plan, heshall notify such State agency that further
payments will not be made to the State
until he is satisfied that there Ls no longerany such failure to comply. Until he is so
satisfied he shall make no further certifi-cMtion to the Secretary of the Treasury
with respect to such State.

Chief of the Children's Bureau being sub-
ject to the approval of the Secretary of
Labor.

Ne The Department of Labor has sug-
g(ted in its report on S. 1620 that this and
similar sections be amended to provide for
a single advisory National Health Council
in place of the several Federal advisory
councils provided for in part 2 of title V.and titles VI, XIL and XIIL The Chief of
the Children's Bureau and other officials re-
pTonsible for the administration of similartitles would be authorized to consult with

and receive the advice of the National
Health Council Provision for the creation
of the National Health Council would be
contained in an amendment of section 1l1
of the act.

New.
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APPROPSIO2N
Sw. 511. For the purpose of enabling each

State, as far as practicable under the con-
ditions in such State, especially in rural
areas and in areas suffering from severe eco-
nomic distress, to extend and improve serv-
ioes, supplies, and facilities for the medical
care of children, and services to crippled
children and other physically handicapped
children in need of special care, such serv-
Ices, and facilities to include medical, sur-
gical, corrective, and other related services
and*c are in the child's home or in institu-
tions, and favElities for diagnosis, hospitali-
zation, or other institutional care, and after-
care; and to develop more effective measures
for carrying out the purposes of this part
of this title, including the training of per-
sonnel, there is hereby authorized to be
appropriated for the fiscal year ending June
30, 1940, the sum of $L3,000,000; for the
fiscal year ending June 30, 1941, the sum of
$Z5,000,000; for the fiscal year ending June
30, 1942, the sum of $35,000,000; and there is
hereby authorized to be appropriated for
each fiscal year thereafter a sum sufficient
to carry out the purposes of this part of
this title. The sums authorized under this
section shall be used for making payments
to States which have submitted, and had ap-
proved by the Chief of the Children's Bu-
reau, State plans for extending and improv-
ing such services.

SOCIAL SECURITY ACT
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APYSWUMON

SE. 511. For the purpose of enabling each
State to extend and improve (especially in
rural areas and in areas suffering from
severe economic distress), as far as prac-
ticable under the conditions in such State,
services for locating crippled children, and
for providing medical, surgical, corrective,
and other services and care, and facilities
for diagnosis, iupioalization, and aftercare,
for children who are crippled or who are
suffering from conditions which lead to
crippling, there is hereby authorized to be
appropriated for each fiscal year, beginning
with the fiscal year ending June 30, 1936, the
sum of $2 00. The sums made available
under this section shall be used for mak-
ing payments to States which have submit-
ted, and had approved by the Chief of the,
Children's Bureau, State plans for such
services.

COMMENTS

The purposes of this program expanded
to include medical care of children as well
as services for crippled and other physically
handicapped children in need of special care.

Authorized appropriations for the fiscal
years 1940, and 194], and 1942 are specified
and amounts increased to permit enlarge-
ment of program. Appropriations for suc-
ceeding fiscal years are authorized in
amounts sufficent to carry out the purpose
of this program.

Provision is included to provide specific-
ally for the development of more effective
measures of carrying out this program, in-
cuding the training of personneL

Certain other changes in language have
been made to bring it into harmony with
language of similar provisions in other
titles.

ow d. dF
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SMc 512. (a) The Chief of the Children's
Bureau shall allot to the States prior to
the beginning of each fiscal year, and at
such time or times thereafter as may be
necessary, the sums appropriated pursuant
to section 511 for such year, and the sms
available for allotment under subsection (b)
of this section. Out of the sums appropri-
ated imrsuant to section 511 the Chief of
the Children's Bureau shall allot to the
States for the fiscal year ending June 3.
1940, the sum of $9,000,000 for medical care
of children and the sum of $4,000,000 for
services to crippled children and other phys-
Ically handicapped children in need of spe-
cial care; for the fiscal year ending June
30, 1941, the sum of $20,000,000 for medical
care of children and the sum of $5,000,000
for services to crippled children and other
physienny handicapped children in need of
spV.eia care; and from the sum appropriatedfg,,r each year tihereafter, such amounts as
dhe Chief of the Children's Bureau deems
necessary to carry out the purposes of this
part of this title. The amounts of the al-
lotments to the Staten shall be determined
in accordo* with rules and regulations
prescribe( by the Chief of the Chidren's
Bureau vtith the approval of the Secretary
of Labor. In determining the allotments
under thiis section, the following factors
for the respective States shall be taken into
consideration: (1) The child population;
(2) the number of children in each State
in need of the services; (3) the special
problems of medical care of children; and
(4) the financial resources.

AZLOMars TO sTAT=

Sac. 512. (a) Out of the sums appropri-
ated pursuant to section 511 for each fiscal
year the Secretary of Labor shall allot to
each State $2000, and the remainder to
the States according to the need of each
State as determined by him after takin
into consideration the number of crippled
children in such State in need of the serv-
ices referred to in section 511 and the cost
of furnishing such services to them.

All allotments are to be made under this
section. Amounts of allotments for medical
care of children and for services for crip-
pled children, etc., respectively, are provided
for the 1940 and 1941 fiscal years and in
amounts to be determined by the Chief of
the Children's Bureau for succeeding fiscal
years.

Within these limitations amounts of al-
lotments are to be determined in accordance
'with rules and regulations to be prescribed
by the Chief of the Children's Bureau with
the approval of the Secretary of Labor.

mixed allotment of $20,000 to each State is
eliminated.

Basis for allotments will be four specific
factors for respective States:

(1) Child population;
(2) Number of children in need of serv-

Ices;
(3) Special problems of medical care of

children;
(4) FInanclal resources.
In the act only the first of these factors

and the cost of furnishing services are
specified.

howw".- -- .-
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(b) The amout of an allotment to any
State ider snl-section (a) of this, section
for any fiscal year remaining unobligated
and unpaid at the end of such fiscal year
shall be available for allotment to States
under subsection (a) for the sueedming fis-
cal year, in addition to the amount ap-
propriated for such year.

APPROVAL OF STATE PLANS

Sx. 513. (a) State plans to effectuate
the purposes of this Iyart of this title .hall-

(1) provide for financial participation by
the State;

(2) provide for State-wide programs or
for extension of the programs each year so
that they shall be in effect in all political
subdivisions of the State in need of the
services not later than the beginning of the
fiscal year ending June 30, 1.45;

() The amount of any allotment to a
State under subse-tion (a) for any fis-al
year remaining unpaid to such State at the
end of such fiscal year shall be available
for payment to such State under ,-etia
-#14 until the ,-nd of tle second stio-weding
fisal year. No payment to a State under
section 514 shall le made out of its allot-
nient for any fi-sc.-il year until its ;llotment
for the preceding fiscal year has be,-n cx-
hausted or has ceaed to be available.

APPROVAL OF STATE PLANS

SEc. 513. (a) A State plan for services
for crippled children must-

(1) provide for financial participation by
the State:

(t) provide for carrying out the pur-
poses specified in section 511:

The phrase in the first sentence of section
512 t:I of the hill. -and :nt su.h time or
tint(., til re-fter as may be necenary" has
I5s1n added. to give specific authority to
the Chief of the Children's Itureau to with-
hold from allotment prior to the beginning
of a fi-sal year sums to be allotted during
the year on the lasLs of sltmal problems
of n di-al care of children; also to permit
realhotment of sums unpaid to the States
at the 0(se of the preceding fiscal year.

Rtalistment of funds allotted to the re-
.-lo-ctive Sttes but unpaid to them during
the fisAml year for which appropriatled and
all,,tted is provided for instead of the pres-
ent provision making allotments under sub-

-ction (a) available only to one. State for
two additional years. This change follows
in substanve similar provisions in the pres-
ent la:n iutge of title VI of the act (-e. 6W"2
(a) and (b)).

No change.

Replaces present pararaph 5 and re-
quir-% extension of the entire progrUam to
c(ver al! political sld ivisiomn of each State
by the lginning of the 1,45 fiscal year.

COMMENTS



(3) provide for the administration of theplans by the State health agency or forthe supervision by the State health agencyof any part of a plan administered by an-other State agency or by a political sub-division of the State: Provided, That InStates where some other State agency (oragencies) Is already charged by State lawwith administrative or supervisory respon-
sibility for a State-medical care program in-eluding medical care of children or for aprogram of services for crippled childrenas provided in section 511, and ht now car-rying out a substantial program of medicalcare of children or services for crippledchildren, the State health agency may,through agreement with such agency orZ.gencieM. develop and submit a plan underwhich the State agency or agencies desig-nated by State law shall have the authority
to administer services under the State planfor medical care of children or tinder theplan for services for crippled children:Provided further. That all plans, for med-
lcal care of children or services for crip-pled children for the fiscal year ending
June 30, 1945, and for succeeding yearsShall provide for administration by the State
health agency;

(4) provide such methods of adminis-tration as are found by the Chief of theChildren's Bureau to be necessary for theefficient operation of the plan, including
methods relating to the establishment andmaintenance of personnel standards on amerit basis; and methods of establishing
and maintaining standards of medical andinstitutional care and of remuneration for

(2) provide for the administration of the
plan for a State agency or the supervisionof the administration of the plan by aState agency:

(3) provide snel, methoms of nduir:is-tra-
tion (other than those relating to electiono,
tenure (if office. and -ompensatit.n of Tx-r-
.mnnel) as are ncesa-ry for ih- th1li iv-itoperation of the plan:

Revision in language to permit greater
ft.xil-ility to meet varkitions of administra-
tive maeh:ner: of the States.

Providt.N for administration by the State
ht.al*h a-mency., but permits the administra-
tion by 4ome ot her State agecy for a period
of not more thLan 5 years where that agency
i.- already charged with res-pon.zibility for '
a mu dical--are program including medical ,-J
cIrt, of children or services for crippled
e-hildren.

This provision does not exclude the til-
iZat ion of private agencies and institutions
by the State health agency or by other State
:gencies or Political ulivisions of the >

:tte. but it places full administrative re- t
stxibility for the progr m on the State
health azenc" (or the official State agency). .

-tequirt.s that all plans for medical caret-f children or strvices for crippled chil- Zdren be administered Iy the State health -al~zecy by the be-ginning of the 1943 fiscal

Revilon in la nguage to harmonize with 0similar langztage in other titles and to
stretheitten the present requirements relating .
to eflivieney in the operation of State plans;• pIecifi ally. for str1 tig-thewing merit systems
fer maintaining standards of medical andirtetittitional C-,re establihd by State
agencies.
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such care, such methods to be prescribed by
the State agency after consultation with
such professional advisory committees as
the State agency may establish;

(5) provide for an advisory council or
counciL, composed of members of the pro-
fessions and agencies, public and private,
that furnish services under the State plans.
and other persons Informed on the need for.
or provision of, medical services for children
or services for crippled children:

(6) provide tha- the State health agency
or other State agr-cies administering the
services under the i,.ans will make such re-
ports, in such form and containing such in-
formation, as the Chief of the Children's
Bureau may from time to time require, and
comply with such provisions as the Chief of
the Children's Bureau may from time to
time find necessary to assure the correctness
and verification of such reports;

(7) provide for cooperation and, when
necessary, for working agreements between
the State health agency and any publc
agency or agencies administering services
related to the services furnished under the
State plan, including public agencies con-
cerned with welfare, asiLtance, vocational
rehabilitation, social insurance, education, or
medical care; and

(8) provide that the State agency (or
agencies) administering the plans or other
State agency administering services under
the plans shall have authority to make and
publish such rules and regulations as are

SOCIAL SECURITY ACT

APPrWAL OF STATE pLA.xs

(6) provide for cooperation with medical
health, nursing, and welfare groups and
organization. * 0 .

(4) provide that the State agency will
make such reports, in such form and con-
taining such information, as the Secretary
of Labor may from time to time require, and
comply with such provisions as he may from
time to time find nesary to assure the
correctness and verification of such re-
ports;

(6) * and with any agency in
such State charged with administering State
laws providing for vocational rehabilitation
u:f physicallY handicapld children.

COMMENTS

The provision for cooperation with other
agencies is made more specific by pro-
vision for an advisory council or councils
to Insure cooperation with members of pro-
fessions and agencies and with persons in-
formed on need for services.

No change except that -Chief of the
Children's Bureau" is substituted for -Sec-
retary of Labor," the change being made
throughout the amendment of title V. the
actions of the Chief of the Childreng Bu-
reau. being subject to the approval of the
Secretary of Labor. This language also is
revised to Larmonize with similar language
in other titles.

That part of 513 (a) (6) of the act re-
lating to cooperation with vocational re-
habilitation agencie- lu been enlarged to
provide for cooperation with public agencies
dealing with related services and for work-
ing agreements with such agencies when

newsary.

New.



necessary for efficient operation of theservices, having special regard for thequality and economy of service.
(b) The Chief of the Children's Bureaushall approve any plan which fulfills theconditions specified In subsection (a).

PATMXNT TO STATES

Szc514. () From the sansppropriate
dtherefor under sectiOL. 511. and the allot-ments made in accordance with section 512,Payments shall be made to each State whichhas a plan approved under section 513 foreach year or part thereof covered by suchplan beginning with the fiscal year endingJune 30. 940. in amounts which shall beused exclusively for carrying out the pur-poses of section 511. These payments shallbe in such proportion to the total amountof public funds expended under the Stateplan, during each year or part thereof cov-ered by such plan, as is determined in ac-cordance with subsection 1101 (e) upon thebalis of the financial resources of the State,not counting so much of such total expendi-tures by the State and its political subdivi-sions as are: (1) Expended for the care. inhospitals, institutions, and other organizedfaclitiPs, of cames of mental disease. mentaldefectiveness, epilepsy, and tuberculosis asare not In excess of the average annual ex-penditures for these purposes in the threeyears prior to the effective date of this partof this title; or (2) included in any otherState plan submitted for grants to the Stateunder any other Dart of this title or any

(b) The Chief of the Children's Bureau
shall approve any plan which fulflls the
conditions specified in subsection (a) andshall thereupon notify the Secretary ofLabor and the State agency of his approval

PATMENT TO STATES

SEC.514. (a) From the sumsappropriated
therefore and the allotments available ur".
section 512. the Secretary of the Trsisuryshall pay to each State which hai an ap-proved plan for services for crippled chil-
dren, for each quarter, beginning with the
quarter commencing July 1. 1935. anamount, which shall be used exclusively for
cam.rin= out the State plan. equal to one-
half of the total sum expended during such
quarter for carrying out such plan.

(M) The method of computing and paying
such amounts hall be as follows:

(1) The Secretary of Labor shall, prior
to the beginning of each quarter, estimatethe amount to be paid to the State for suchquarter under the provisions of subsection
(a). such estimate to be based on (A) areport filed by the State containing its esti-mate of the total sum to be expended in suchquarter in accordance with the provisions of
such subsection and stating the amount ap-propriated or made available by the Stateand its political subdivisions for such ex-
peiditures In such quarter, and if suchamount is less than one-half of the total
sum of such estimated expenditures, the
source or sources from which the differ-

Revision in language to harmonize with
language of similar sections In other titles
without any change in present procedure.

Variable matching hase-d upon financial
£ -- ,a- of reMspective States replaces the

•50-!- matching ratio. The fiscal year or
part thereof covered by the State plan is theunit period for computing amounts to be
paid to the States. The quarterly limita-
tion in the present act is eliminated to per-
mit grater flexibility in making payments
to States

Special provision ivs added In la.t sen-tenee in sulsection (a) to prevent claims by
States for Federal funds to replace amounts
planned for expenditure out of State and
local public funds.
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PAYMENT TO STATES

other title of this Act or any other Act of
Congress. In no event shall the total sum
paid to the State for any fiscal year or part
thereof covered by its plan be in excess of
the total sum expended or obligated for
amounts planned for expenditure from Fed-
eral funds.

(b) The Chief of the Children's Bureau
shall, from time to time, but not less often
than semiannually, determine the amounts
to be paid to each State necessary for car-
rying out its plan, upon the basis of esti-
mates submitted by the State and. after
taking Into consideration overpayments or
underpayments to the State in prior peri-
ods, shall certify the amounts so deter-
mined to the Secretary of the Treasury.
Upon receipt of each such certification for
payment the Secretary of the Treasury.
through the Division of Disbursements of
the Treasury Department and prior to audit
or settlement by the General Accounting
Office, shall pay to each State the amount
so certified.

OPE"TION OF STATE PLANS

Sac. 515. Whenever the Chief of the
Children's Bureau finds, after reasonable
notice and opportunity for hearing to the
State agency administering or supervising
the administration of a plan approved under

SOCIAL SECURITY ACT COMMENTS

PATMLNT TO STATES

eure is expected to be derived, and (B) such
investigation as he may find neee-ary.

(2) The Secretary of Labor shall then
certify the amount so estimated by him to
the Set-retary of the Treasmry, reduced or
inertased, as the case may be. by any sum
which the Secretary of Labor finds that his
estimate for any prior quarter was greater
or less than the amount which should have
been paid to the State for such quarter, ex-
cept to the extent that such s-um has beezn
applied to make the amount certified for any
prior quarter greater or less than the
amount estimated by the -Secretary (if Labor
for such prior quarter.

(3) The Secretary of the Treasury shall
thereupon, through the Division of Disburse-
ment of the Treasury Department and prior
to audit or settlement by the General Ac-
counting Office. pay to the State. at the
time or times fixed by the Secretary (if
Labor, the amount so certified.

OPERATIONS OF STATE PLANS

.sc. 515. In the case of any State plan
for services for e .ppl.'l children which has
been approved by the Chief of the Children%;
Bureau, if he S''cretary of Laoimr. after
reasonable noticet and oplmortunity f,,r hear-

Mechanic- of determining amounts of par-
ticular Iaymc'nts, making certifications, to
the S rotary of the Treasury. and making
payments by the Seetary of the Tr.Lsury
prior to audit or settlement by the General
Accounting Offce are retained.

Lank-uagge revised to larmonize with simi-
lar language in other titlhs without change
it meaning. Action by -Chief of Children's
:h1I-.t1u" intcad (if action by 'Seretary of
Lator." the actions of the Chief of the

- ~~1



Part 2 of this title, that in the administra-tioU of such plan there Is failure to complysubstantially with any requirement of sub-section 513 (a). he shall notify such Stateagency that further payments will not bemade to the State until he is satisfied thatthere !s no longer any such failure to corn-ply. Until he is so satisfied h . &Meno farther certifte,. 1- to the Secretary ofth -'-T. ury with respect to such State.

FIMFZAL ADVSOST OV-cars

Ss. 516. The Chief of the Children's Bu-reau is authorized to establish an advisorcouncil or Councils, composed of membersof the profession.: and agencies concernedwith medical care for children and servicesfor crippled children or otherwise physicallyhandicapped children in aeed of speeilcare, and other persons informed on theneed for, or provision of. such services forchildren, to advise the Chief of the Chil-dren's Bureau with respect to carrying outthe purposes of this part of this title.

R LE A.ND UGULATXOrB

Siz. 517. The Chief of the Children's Bu-reau. with the approval of the Secretaryof labor, shall make and publiqh such rulesand regulations not inconsistent with thispart of this title as may be necessary tothe efficient administration of this part ofthis tiUe.

ing to the State agency administering or
upervising the administration of such plan.finds that in the administration of the plan

there is a failure to comply substantially
with any provis;on required by section 513to be included in the plan, he shall notify

'- h aei-cy thai. urt-!'r paymentswill not be matde to the State unLi he is
satiAfled that there is no longer any sii hfailure to comply. Until he is so satisfied
he shall make no further certification to the
Secretary of the Treasury with respect to
such State.

Children's Bureau being subject to theapproval of the Secretary of Labor.

Nell. The Department of Labor has sug-gested in its report on S. 164 that this andsimilar sections be amended to provide fora single adviory National Health Council
in place of the several Federal advisorycod--ti provided for in part 1 of title Vand titles V1. NIXT and XIIL The Chief
of the Children's Bureau 9nd other offw-ialsresponsible for the administration of sim-ilar titles would be authorized to consult
with and receive the advice of the Nation=!Health Council Provision for the creationof the National Health Couneil would becontained in an amendment of section 1101
of the act.

New.
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PAxr 5--AMnTM1MWaDT1.

SWo 54L (a) There I, hereby authorized
to be appropriated for the fILcal year end-
ing Jme 31X 1940. the sum of $2.540.000 forall npcessary expenses of the Children's
Bureau in administering the ,rovislons of
this title. except section 531, and in making
such studies. investigations, and demonustra-
tions, and such provision for the training
of personnel as will improvee the quality of
the services and promote the efficient ad-
ministration of this title, except section 531:
and there is hereby authorized to be ap-
propriated for each fi-cal year thereafter
a sum sufficient for uch purpose.

(b) The Secretary of Labor shall include
in his annual report to the Congress a full
account of the administration of this title.
except section 53L

(See. 5 of the bill)

Svc. 1101. (a) When used in this act-
(1) The term -State" (except when used

in titles V. VI. XII. XIIL and XIV) in-
clude-s Alaska. Ilawaii. and the DLtrict of
Columbia. When used in titles V. VI. XII.
XIIL and XIV (except when used In sec-
tion 531) it includes Alaska, Hawaii, Puerto
Rico, and the Dirtrict of Columbia. When
used In section 531 it Includes Hawaii.

(2) The term "United States" when used
in a geographical sense (except when used
in titles V. VI. XIL XIIL and XIV) means
the several States, Alaska, Hawaii, and the

SOCIAL SECURITY ACT

P,%RT 5--ADurs'asAno:

SWe. 54L (a) There Is hereby authorized
to be appropriated for the ILcal year ending
June 2 0. 1936, the sum of $425,000. for all
necessatry expenses of the Children's Bureau
in administering the provisions of this title.
except section 5.L

(b) The Children's Bureau sbhall make
such studies and investigations as will pro-
mote the ef[Icient administration of this
title, except section 531.

(W) The Secretary of Labor shall include
in his annual report to Congress a full
acvount of the administration of this title,
except section 531.

Title XI

Suv. 1101. (a) When used in this act-
(1) The term -State" (except when used

in section 541) includes Alaska. Hawaii,
and the District of Columbia.

(2) The term "United States" when used
in a ge--gaplimal sense means the States,
Alska. Hawall, and the District of Co-
lumubia.

COMMENTS

Authorized appropriation for the 1940 fis-
cal year is spec.fled and amount increased
to permit enlargement of program, includ-
in, funds for demonstrttions as well as for
studke. investiga'ons, and for training
personnel.

No change.

puerto Rico L include as a "State" for
the purposes of title V' etc. exceptt set-ion
531. relating to votatioual rehabiliUttion).

Puerto Rico is included as a part of the
"United States" for the purp.:es of !'tle V.etc.



District of Columbia. hV'en used in titlesV. V. X1II. XIIL and XIV it means theseveral States. Alakav, Hawaii Puerto Rico.
and the District of Columbia.

(e) The "financial resources" of the sev-eral States shall be measured by per capita
lnctme accruin, to the Inhabitants thereof,
as determined Jointly by the Secretary of theTreatur.r the Secretary of Labor. and theChairman of the Social Security Board, be-
tween January 1 and July 1 of each yearon the basis of data for the most recent
three-year period for which satisfactory
data are available, and shall be expressed inseries of matching proportions which shallfix. In a manner appropriate for effectuating
the p rpose of this Act, the proportion bywhich ftads available as grantsin-aid toeach State under titles V (parts 1 and 2),VI, XII, and XIII of this Act shall be re-
latel to the total amount of public funds
expended under the State plan in respectto the provisions of these titles; for title V(parts 1 and 2). VI. and XII. the highestproportion (being application to the State
with the lowest financial resources) to be6G,%t per centum and the lowest proportion
(being applicable to the State with thehighest financial resources) 33, per cen-turn. with intermediate ratios; and. for title
XIIL the highest proportion to be 50 perCentum and the lowest proportion 1W% per
contum, with intermediate ratios.

ThL, provision requires joint- determina-
tionI by the *Scretary of the Treasury, the
Servtary of Labor, and the Chairman of
the So cial Security Board of the -financial
rSUrces" of the several Sates. measured
by the per capita income of the inhabitants
thref. These. determinations are to be ex-
Pressed in series of matching proportions.
fixing the proportion by which funds avail-
able as grants-in-aid to each State under
titles V (pt-. I and 2), etc., shall be related
to the total amount of public funds ex-
mnded under the State plan for these serv-

i(Vs. The range of these proportions of
Federal ar nts-in-tid tinder title V (pt. 1
and 2) is from one-third to twoj-tbird-.

II I ! I II i
I

I .. . ../ ,i,, Ill _ r
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Miss Lsioor. I would also like to have incorporated in the record
a brief memoranduni regarding the payment provisions in the amend.
met of title V. In brief, w iile lie language of these provisions
is considerably recast, the present procedure is in substance retained,
that is, the determination of the amounts to be paid to the States,
after making adjustments based on overpayments or underpayments
in prior periods, certification to the Secretary. of the 'T'reasury and
paymelit by the Secretary of the Treasury )rior to audit or ;ettle-
ment by the General Accounting Office are retained. 'Vile new pay.
ment provisions incorporate the variable-matching grants princil)le as
the basis for fixing the relative proportions of Federal and State and
local public funds. In addition to the siml)liflcation of the language
the chief change effected is the elimination of the quarterly )eriodi
as the basis for computing amounts of grants to the States. The ex-
perience of the Children's Bureau indicates that the matching formula
should be applied over the entire period during the fiscal year to
which the plan rllates instead of to a single quarter.

Senator MurtY. It. will be filed with the clerk, and we will have it
printed.

(Thi statement referred to wits filed with the committee and is
printed, as follows:)

EHxIBIT Il.-PA Il'.NT P'RlovIsIoNs IN AMiNDlMENT OF TII"11 V, H3CIAL St.CU1llY
AoT, SFxwmox 2, or S. 1020

Tio laylnent provisions tire contained Ini sections 504 nld 514. While the
language of these provillons is recast consihratlly, the present procedure is, Iii
substance, retahnw; that is, the determination of tle aniounts to he paid to the
States, after making ndjustmnents based on overpayinents or underpaymelts in
prior periods, certlihatilon to the Secretary of the '1'reasury, miad payment by the
Secretary of the Treasury prior to audit or settlementt by the (hleneral Accounting
Office are retained.

There Is no subsection (c) In section 10t because of the elimination of the
allotinents formerly made under section 502 (b) and pail under section 504 (c).

The new payment provisions Incorporate tile varlableina(clhng grants prin-
eliple as the basis for fixing li relative proportions of Federal and of State (and
local) public funds.

In addition to the sinlicileatlon of tMe language in subsection (b) in both
section 504 and 514, the chief change effected Is the elihinatlon of the quarterly
periods as the basis for comnlputing amounts of grants to tie States. There line
been some confusion caused by the ambiguity i he language of subsection (a)
of these sections of the net which does not clearly Indicate whether tie quarterly
periods therein provided concern only the procedure for payment of funds to the
States or whether they require equtl matching quarter by quarter. The Solicitor
of tie Labor Department, desiring to avoid any question concerning the proper
procedure, lins adhered to the view that this section requires that 114-50 matching
be on a quarterly basis. Ti requirement of qunarterly matching hals placed a
considerable burden upon State agencies, which appears not to be required by
sound administration, and has resulted In a high degree of rigidity In the control
and disbursement of funds granted to the States. To correct this situation tile
Children's Bureau believes It desirable that subhsection (a) should specifically pro.
vide that the entire period covered by each State plan, which in no case shall
extend beyond the end of the fiscal year, shall serve as the basis for computing
amounts of grants to the State alid, in addition, that, there be specific authority
for payments of funds to each State lit Installments from time to tinle as
required.

The experience of the Children's Bureau Indicates that the matching formula
should be applied ever the entire period during tie fiscal year to which the plan
relates. Thus, if the plan Is an annual plin covering the entire fiscal year, the
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determination of the amounts of funds for which the State qualities to receive
payment would be on tile basis of the entire fiscal year. If, as may happen In
some cases, tie State pian covers only it part of the fiscal year, then tile coipu
tation of te amounts to be paid to the State shall be based upon the period within
ie year covered by the plan.

,%iIlie the Slates will he required to submit detailed ruports of exlWiliditlreS
for pilot quarters and careful estimates of expenditures for succeeding quarters,
illd while 0lie payments will be matde to a state fit lilly tiie in excess of tile
amount while It has qualilled to receive under the varhlle-mat*luing require-
monms of tile bill, it appears to be hilghly desirable taint p iyllllts to the states
shall not be restricted to quarterly plrl(ds, but tlt tlhey Io made "from time to
time" as needed. Tle refillrelient that paylnents ihe made "lnot less often tbni
semiannually" is a suflelent safeguard against payment of sums over periods
that are too exteiiled and ngtlinst the acculultioil of grailtseinald In the States
in excvs, of current fnee(ls.

A sentence ham ltn added tit the end of section 501 (a) which provides As
follows:

"Ii no event shall the total sum pald to ti late for any fiscal . ear or pitt
thereof covered by Its plan bW In excess oif the total sun exisnded or obligated for
amouuis planmed for expenditure from Federal fimuils."

The effect of this sentence will be to prevent a State from claiming that It has
qualified to receive grants-in-iail where it s not extended or Improved Ita pro-
grant. Il other words, It will not b enough for a State to plan for an Increased
program, but It must show fhlit it has actually carried out ilie program substan.
ally as planned. WIle there wouhl seem to be no reasonable doubt that the

liresent language of stions 5MI nd 51.1 of tle act is slllhelelit to meet tils
situation, question of this nature have arisen it tile adnllilstrallon of title V of
the let, and It allplelirs desirable to provide in thlie act for this adltlonal safeguard
Il view of tle great expansion In the programs of service and the large 10creases
Ilit he fundq Involved in their administration,

Miss Lumroor. At the time of Dr. Eliot's appearance before the
committee, she was asked also to submit a comparison of the allot.
meat of the suims proposed for maternal find child health on the basis
of present provisions of the act with the sums that would be allotted
hinder (ihe proposed Jw'ovision. I have here the tables showing the
estimated amount th at would be allotted to each State under the
proposed plan and under the present plan, and the methods of coin-
puitation. And I should like to have these inserted, if the committee
Plea1se.

Senator MURtR1AY. They will be filed with the clerk and made a
part of the record.

.(The statement referred to was filed with the committee, and is
printed, as follows:)

NIXInIT J1L.-STATE-NENT ImAHnunJNO M (-THoD USD IN MAI{I,%o DnsT IUTION Or
FUNDs FOR iPIsa? YEAH UNDnI lnorosm AuMezND 1rO Ti TITE V, PARTs 1 AND 2
OF THE SocIA, StmitRTY Ac?

The three separatee tabulations which have been submitted Illustrato a sug-
gested methol of distributing among the various States tl funds provided for
the first year under title V, parts I And 2, of the proposed amendment to the
Social Security Act, Since the time available for preparing these distributions
has not permitted the application of certain desirable tests, fnd since indices
to be available In the future may prove superior to certain indices which have
been used, It hotld he emphasized that these distributions should be considered
as tentative nd for illustrntive purposes only.

PRIMARY DISTRIBUTION, DASED ON POPULATION AND ADDITIONAL nASC GRANT'

In distributing the Federal funds for each program the first step has been
to prorate approximately 25 percent of the total proposed appropriation on the
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basis of the appropriate population figures tar the reslctIve prograils-iive
births, children under 18, or children under 21, This distrilutioln is InI recogill.
tlion of the need for certain general services il these programs snd conforms
with a recommendation Included in the proposed ainendlnmnt.

In the case of certain States with small Iopuhlitos, such basic distribution
provides insufflcient funds to cover the inlmmnitun cost of even it very modest
program, To those States receiving less lhatn $20,000 on the basis of Iopulation
alone, therefore, an additional sun hls Itbeen allotted to brilg the total basic
grant up to a milnmum of $20,M(J0, (A inihlnum of $10,()0 is used for the
cripled children's program.) It should lie noted that the amomnits required
for such additional grants will be reduced as the approirbtion Is Iuereased,
assuming, of course, that the proportion (listrllited on the basis of liOilation
Is not decreased. in order to perit thie niki, of grunts for professioial
training at a later date, a total of $250,000 of Federal fmnds his been reserved
front the proposed appropriatlons for namtermal find child hellith and medical
care for children.

DISTIIIUTION iIASED ON NEP) FOn REIIl(ES AND SPECIAL, PlLnt.E18s

The remainder of the proposed appropriation somewhatt less than three.
quarters) has been (listrflmted by neans of an Index of time prolptrlioatle need
of the States for the services provided. This Index, the conipo.'ltion of which
Is described below, appears in the tables as a sample distribution of $1,000,000
(column 2). In order that tie total fIunds na11h available (Inhiudihig tate
niatching funds) nty parallel tihe Index of projrtlonmale iteed, tie Federal
funds are dlstributcd iln accordance with the indicated ,'cderal part of the
respective needs (column .1).

uVs: Or VARIABLE MATCHINO HIATIOS

In accordance with time provisions of itubsetlon 1101 (e) of the proposed revi.
slon of the act, variable matching ratios have been tentatively established.
based on tie average per capital incomes of the overal States for the years
1=45-87, Inclusive. The ineoine figures have been supplied by the ulreaull of
Foreign and Domestic Commerce, and time mnatchig ratios worked out by the
Social Security Board. These trange from X3,ft percent (proportion of Federal
funds) for the State with time highest average per capita Income to 00% percent
for the State with the lowest average per capital income.

As directed In the proposed revision of the act, these matching ratios have
been applied to determine time anmount of matching funds to he reluired for
each separate State. Hince a great majority of the matching ratios indicate
niore than 50 lereent of Fceeral funds, ie aggregate amount of nmatehing
funds required for all States Is somewhat less than the proposed approprla-
tion of Federal funds,

DMEMINATION OF ROiORTIONATE NED FOR SIMES

Columns 2, 8, 4, and 5 of the three tablesi submitted Indicate the proportionate
needs of the Individual States for the services provided and the distribution
of this amount between Federal and matching funds by means of tie matching
ratios. The steps involved' inl determining the relative needs of the States have
been to prepare a comlposlte Index reflecting the econonile conditions of the
States timd certain special problems, and to apply this Index to the number of
persons eligible for the services provided. In the Maternal and Child Hlealth
program the number of mothers and children eligible for the services provided
is represent(l by the number of live births InI each State In 1937, the latest year
for which figures are available. In the ease of the medical-care program and
the Crippled Children's program, the number of eligible for such service Is repre-
sented by the total number of children under I8 and under 21 years of age,
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respectively. The factors ted In preparing tie composite Itdex, together with
the welglihigs assignjed, are as follows:

Matornial and Child health :
Average Income Iw r clpita, 1035-37 .................................. (8)
INf t mortality rate, 11 14-30 -------------------------------------- (1)
Maternal mortality rate, 1:-311 ------------------------------------ (1)
Sparsity of population (spiiare inlles jw(r 1,000 population III excess

of the average for the momt deitsely populatedl qutrtlie Htate), 1030- (1)
Medical (.are for children:

AVe rage linoim pr (apilt. 1935-37 --------------------------------- (8)
Total nortalily rate for children uiter 15, 1930 ---------------------- (1)
Average expetidluri, iKr aspita for hlosptal care, 1 35 ------------- (1)
Sparsity of polai tlo t , 1930 ----------------------------------------- (1)

Crippled Children :
Average inconie per pilta, 1)35-37 - (1)
Number of cripled ,,hilhrent per tiiousandl population under 21 (twe

below) ..-- _------------.---------------------------------------- (4)
Mortality rate from heart diseasee among children under 15, 103t-30-- (1)
Mortality rate from diabetes aniong children tinder 15, 1031-341 -------- (1)
Sparsity of Ioj)titlon, I --L30. . . ..--------------------------------- (1)

InI comment on the above factors, It nay he stated that search Is continuing
for additional an(l better neastures of economic need. Registers of crippled
children are now being completed but are not yet stifilclently complete to

irnit their use InI the distribution of funds. At the present time, therefore, It
s rnce,&sry to assume It uniform proportion of crippled children it each State.

The effect of this assumption Is greatly to increase the Influtence of the total
child population in the distribution of funds for the crippled children's program.

APIcIAL THFKATMXNT OF ALASKA, IAWAII, AND PUMTIT%) RICO

Certain statistics available for the various States, and used in the above
distributions, are not available for Alaska, Hnwail, and Puerto Rico. In rank.
Ing the present illustrative distribution, therefore, tWo composite Index used
for each of these Territores has been arbitrarily taken as that of the State
with the highest Index. This Index has been multiplied by the approprfito
population figure of each Territory to arrive at the final Index of proportionate
nteed, Each of these Terrltorles has also been assigned a matching ratio of
00% percent (proportion of Federal funds), the same as the State with the
lowest per capita Income.
STATEUENT UJAIWDINO I'H CAPITA INVOMV ESTIMAnM UsrD IN PAIR ARINO MATit-

RIAL FOR IllALTII BILL Il.AIUNOS

PMR CAPITA INCOME U890 IN TIlt DI8TOIIUTION OF FUNDS

The per capita Income figures used in the distribution of funds among the
States, and in preparing matching ratios, have been supplied only recently by
the Bureau of Foreign and I)omestie Commerce of the United States Depart-
ment of Commerce. These figures refer to "Income payments to Individuals,"
for the years 1035-37. Insofar as possible, they reflect Income payments by
State of residence of the Individuals receiving the payments.

Among the Important characteristics InI these figures, It should be noted that
they do not Include business earnings which are saved and are not paid out;
they exclude employer and employee contributions to social.security programs,
but Include social security benefits paid to Individuals. They also Include direct
relief and public'assistance disbursements.
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PrR CAPITA zNCO&ME USED IN CHARTs

Since the per capita income flbijres described above were not available in
time to use In making the various charts which have been prepared use was
made of per capita income figures published by the National industrial
Conference Board,

These figures refer to "Per capita accountable income received," and appear
to e constructed under essentially the same plan as tile Department of Coin.
marce figures. The flgt'es iowcd. however, refer to the years 1035 or 1030,
depending upon the tine of preparation of the charts.

(ondfllonal apporl(otiment of funds available for grants to 8taics for Maternal
and Vh i'd lcalth Services

state

United States....

Alabama ...............
Alaska .................
Arlzonu ................
Arkansa ...............
California ..............
Colorado ...............
Connecticut ............
Delaw'are ...............
District of Columbia...
lorida .................

Georgia ................
Ilawali .................
Idaho ..................
1llinois .................
ndiana ................

j .o ...... ........
ansas .................

Kentucky ..............
Loulsa ..............
Maine ..................
1ayland .......
Massachusetts ...
Michigan .........
Min osots .............
MI ssiIVPI .............Missourk ...............

distribution Dlstrli)u-
under now tlion under
method of present Ilan
allotment

$8,000o000 $8,000 000

309,113 230 271
25,819 65 230
62,292 102.8 ,o

10.935 142,725
220,338 261,542
73,274 114.742
48 ,32 61,618
25,031 3, 070
20. 408 6,1923

109, 958 134 337
291,085 261,064
60,612 6,591
49,153 7,6091

200.142 2o.,858
168,349 118,468
139,621 123, &92
107,260 110, Cl
230,76 '88, 312
188.218 .."876
68,6 3 81423
87,381 95:35

13,88W 11%,016
213,670 239,311
148,8 4 142,099
281,373 190,760
185,876 189,631

State

Montana .... .....Nebraska ...........
Nevada ............
New lampISlire ........
Now Jersey .............
New hfoxico ............
Now York ............
North Carolina.
North Dakota ..........
Ohio ...................
Oklahoma ..............
Oregon ................
I'ennsy vania ...........
Puerto Ilto ............
Ithode IWsand ...........
South Carolina .........
South Dakots ..........
'T'enncjee ..............
Texas ..................
Utah ...................
Vermont ...............
Virinia ................
Washington ............
West Virginia ..........
Wisconsln ..............
Wyoming ..............
Professional training ....

Prolmwe
distribution
under new
method of
allotment

144,498
80.698
23.411.
38,399

124,W0
71,W5

359,349
343,817

65,459
262,928
170 255
68,753

403,832
365,029

33,110
200, 70
81,632

219,604
474, 75

64 ,280)
35,676

18. 231
174,42713 ,701
147,784
30.60O

240,000

Distrlbu.
tion under

present plan

5111

138, 732
115,385
436,001
278,367
76,320

271,938
167, 919
83.887

408,354
293, 723
42,265

108.949
73,814

197,353
433,25677,9058
50,257

190,152
99, 392

144,052
144,631
62,187
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S4ple diran of Federal funds for Maternal and Mild Health program
[Rough tentative distribution for iflustxrave purposes only]

Terticn .dstribution of .0o base on Estimated di tribtion of funds for ns I earesm edDedL semite speewl problems of
maternal and child hebOtI, and matching ratm Federal funds

State Apportionment of
Needed funds byAmutMatching means Of matching ned to State Total Fed-Proportion- ratios (per. raios brimeach P;rKMtion- mating c ad

Sze total ent of T d on State's ale to Deed Totalfunds State fundsneed Federal live births bwsic =rant (based on era! fundsfunds) State te mini- column 4)Federal h mum offunds (5)d ((()() 1
(D '£) (3) (4) (5) ( ) ( 109) O) ()

Ditit, of Cof

larkaf

Ilinois
Indias __

Loa~mm
Ary1101

-i- - - - -

6&5956.0

47.2
&.7
49.3
44.5
33.3
58.464.1

S.2
9.4

59.6
64.1
61.9
57.2

51.4
5.3.0
56.8
66.7ft 7

z T__58.5

S590762 S409238j 82.00.00

7, 22 MOW81 4.1
3.46 2 9.200)1x.37 8.49! 30,893M53371 I.. LW 8. X

465211
2.889' 11919.967

S3~ 673~ 3.818L004 2.010 10.8
,973 6.39 25.870

25.069 14.040 1.54
3.111 2207 9.091

17. 615 1.434 M 0o42
13. 437 &215 1 49.173
M0.gmo 7.492 35.915
8.73 5.900, 25.710

19.370 10.8" 49.20
15.,81 9.714 40. =1
4.128 31 3088 1 3V4.393 4.0731 2.=9
8.823 8.343j 54.12614.27 12.625 , 80.25511,369 8.646 I 42 11525. 152 12.55r. 45.674

14,475 49,931

$46.SI ,536k01-.

3316.182

10.90

...... ---

255,097
32.292

143. 23
S.274
26.3 2
5.051
9.40b

84.0W
234.921

29. 153165. 070
107. 178

81.556
181.516
147, 883
35.683
43.041
82680

12..415
10 .539
23, 699

- &w4M .' w z. A mier f Sui08et SW O prof iniul ng. ,4i5m e0 Inebs S73,1of Sate Matchngfunds f4 Professional tral ta estimated on the basis of weighted average of matching ratios for

$S, Oft 000 2 $5.740,577 $M3.740. 7

309,113 1,59.95? 469.0 4

18. 935 95.178 264.113
226.3 25.3.192 47%S30
73.274 5..277 132-.5.
46. 332 47.64 3 93..0
25.051 31.243 56. 244
29. 40S S. 1O4 w.312

109. 95 79 25 18, 2S I
29L 45 Mi. 026 454 111
49.153 34. G1 84.122K 142 21.84 491.
56349 112.2 2.641

139,621 5,431 1 =0512
107.2 72.711 179.977

120.238 6. 230.935Dk8.21S 115.850 304. 06S
58.6w 43.910 1= .53

L36,S 129, 354 2K .160
2m3.(70 18R. 481 403.1I51
14,.654 113.061 261.715
261.373 140 476 42L 849

all States.

Ill.000.000D

41. 308
6,154

25.361
32.494
10.200S

1,212
3.014

15364
39.109
5.318

33.049
19.65=
18.452
14.605
30.218
=5.495
7.216
8.66617.166

26,862
20.015
37,709
24,744

-I-
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Sample didr ion of Federal funds for Maternal and Child Health program-Continued
[Rough tentative distribution for illustrative purposes only]

State

(1)

M ontana .............................Nebr sk - . .....-.-.-.-- ---------------
Nevada -............
New Ham=e ---------------
New jersey .....--------------....
New Mexico- - - -
N ew Y ork .............................
North Caroina.
North Dakota-- -----------
Ohio - - - - -- - - - -- - - --

Pennl va a... .. .......
Rhode Island_ --..........
South Carolina ............ . .....
South Dakota. --------------------.
Tennessee-----------------Tezas
Utah,
Vermont-----

Wuhlxgt- --- ---.--
West Virginia .......................---
Wiscosn. ---------
Wyoming .-----------------

Puerto Rico ---------------------------
Reserved for later allotment for profes-

sional training ..................

Theoretical distribution of $1,000.000 based on Estimated distribution of funds for first yearestimated need for service, special problems ofI maternal and child health, and matching ratios Federal funds

Proportion_
ate total

need

(2)

Matching
ratios (per-

cent of
Federal
funds)

(3)

$4,840
10,904

793
3,075

15,411
9,171

45,901
45,553
7,651

13,259
2,624
7,054

50,917
Z,754

27,073
7,057

29,062
65,543
6,260
Z827

25,978
10,332
a 109
19,320
2,092

931
6.502

489219

54.0
59.4
45.9
56.9
53.4
60.1
45.5
64.3
63.4
54.1
63.2
55.6
55.0
50.8
65.1
62.8
63.9
60.7
58.4
58.8
61.9
54.2
60.5
55.7

66.7
66.7
66.7

Apportionment of
needed funds by
means of matching
ratios

F ederal
funds

(4)

- 1-1*
$2,614

6,477
364

1.750
8,229
5,512
885

29.291
4,851

17,993
14.930
3,922

2A 004
1,399

17,625
4,432

18.571
39,785
3,656
1,682

16,080
5.600

10,956
10.761
1,121

621
4337

3z 63

matching
funds

(5)

$Z 226
4,427

429
1,325
7,182
3,659

25,016
16,262
2,8oo

15,266
8.694
3,132

22.913
1,355
9,448
2,625

10,491
25,758
2,604
1,165
9,89
4,732
7,153
8,559

971
310

2,165
16,291

Based na 
Total Fed-

Based on
live births

(6)
(7) (8) (9) (JO)I I

*8,985
19,525
1,527
6,692

47,876
12.131

162.636
69,332
11.079
94,316
36,346
13,552

141,407
8,978

35,633
10,440
45,536101, 751
11,128
5,546

45,546
21.950
37,033
46,943
3.972
1,128
7,876

59,254

Amounts
needed to
bring each

State's
basic grant

to mini-
mum of
$20,000

$11,015
475

18,473
13,308

7,869

8, 921

6, 448

11, 02

9.560

8.872
14,454

16,028
18,872
12,124

Proportion-
ate to need
(based on
column 4)

09)

$*4.496
60,696
3,411

16.3W977,114
51,653

195,713
274,485
45,459

168.612
139.909
36,753
= 242513,110

165,163
41,532

174,028
372.824
34,260
15, 575T

150,6855Z 477IM" 668
100,841
10,505
5.819

40,642
305,775

=5,001..........

Total Fed-er~l funds

(9)

$44,496
80,8623,411
36,399

124,990
71,653

358,349
34,817
65,459

262,928
176,255
56,753

403.832
33,110

200,796
61,532

219,564
474,575
54,260
35.575

196.231
74.427

139.701
147, 784
30,505
25,819
60,642

365.029
2:50.000
250,000 173.012 423,012

I £

State
matching

funds

(10)

t37.904
55,156

27,571
109,074
47,570

429,231
190,891
37.,789

223.076
102.629
45, 321

330.408
32. Wi"

107.646
36.449

124,042
307,262
38,651
24,92.

120, 782
2,8 92

91,210
117.537
26,407
12.890
30,276

182241
1-41,012

Total Fed-
eral and

State funds

09

(11) ,

82400
13685251,004
63,97 0

234,064Z119,223
787.580 V
534,708 ,,
103.248 b-4
486,004 M
278,884 :s.
101-,074 ~*
734,240 -
308,442
97,981

34.3,606
781,837 0
92.911 a
ft,502 =

1U7,319 ~
230,911
2= 321
56912
38. 7W
90,918

,547,270

423,0

4 , - .. I . I

,if -L ---# hr I", _ . s ow-



ESTABLISH A NATIONAL ItWALTII PROGRAM

Miss LENItooT. Because the principle of variable matching grants
has been introduced in the pending bill, it omits the provision of
title V, of the present act for what we call a 1 fund, from which
grants can be made without matching on the basis of the State's
financial need for assistance in carrying out its plan as determined
by the Secretary of ILabor after taking into consideration the num-
ber of live births. The amount of the B fund represents about a
quarter of tile total appropriation.

If the committee should not see fit to retain the principle of
variable matching which in my judgment is an extremely important
and valuable feature of the bill, provision for a B fund representing
approximately one-quarter of the total appropriation should be rein-
corporated and a similar fund should be provide in part 2. Absence
of provision for such a fund has handicapped seriously the program
of services for crippled children in some States, and has made it
difficult for the Federal Government quickly to mobilize needed
resources to deal with infantile paralysis epidmics.

I would likm now to refer to the amendments to the proposed bill
suggested by the Department of Labor.

In a letter to the chairman of the Committee on Education and
Labor from the Secretary of Labor daled May 1, 1939, certain amend-
ments were proposed which would provide for closer collaboration
among the several agencies charged with responsibility for the admin-
istratilon of the health program on the part of the P~ederal Govern-
ment. I should like to have two paragraphs from this letter relating
to joint consultation, joint conferences with State and Territorial
health officers, and a single advisory health council, incorporated as
a. part of my statement.

Senator MURRAY. It may be incorporated as part of the record.
(The statement referred to was filed with the committee, and is

printed, as follows:)

EXHIBIT IV.-Ex(RPT FRost LmT-rrii OF MAY 1, 1039, FROM T1l9 SECITARY OF
LAnOR To lioN. ELDER? D. ThOMAS, CHAIRMAN, COMMITTEE ON EDUCATION AND
LAnO, UNIT STATES SENATE.

In order to provide for closer collaboration among the several agencies charged
with the responsibility for the administration of the health program on the part
of the Federal Government, It is the suggestion of this Department that your
committee consider the desirability of two changes In the various titles of the
bill. It is suggested, first, that provision be made for Jonbi consultation by the
Chief of the Children's Bureaul the Surgeon General of the Public Health Ser.
vice, and the Social Security Board In order to develop uniformity In require.
ments established for the submission of budgets, accounts, and reports by the
cooperating State agencies. The second suggeston is that there be created a
single advisory National Health Council In place of the several Federal advisory
councils authorized under sections 506 and 510 of title V and similar sections of
titles VI, XII, and XIII. This council might be composed of approximately
15 to 21 members, with rotating terms of 3 or 4 years each, appointed jointly
by the Chief of the Children's Bureau, tihe Surgeon General of the Public IVealth
Service, and the Social Security Board. The council would be composed ot
members of the professions and agencies concerned with health and medical
care and related social and economic problems and other persons Informed on
the need for, or provision of, such care. The council would serve in an advisory
capaclty to the Chief of the Children's Bureau, the Surgeon General of the
Public Health Service, and the Social Security Board.

It Is suggested also that the proposed amendments of title XI of the act
Include a provision for Joint conferences by the Chief of the Children's Bureau,
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ESTABLISH A NATIONAL IIWALTH PROGRAM

the Surgeon General, and the Social Security Board with State and Territorial
health authorities or the executive officers of other State agencies charged with
the administration of services contemplati'd by titles V. VI, XII, and XIII of
the bill with reference to the adoption of regulations relating to the making of
allotments and payments of funds to the States under those titles.

Miss Lr iN0Or. The proposal in section 516 for an advisory council
or councils composed of professional persons, persons connected with
agencies concerned with the programs to be developed, and other
persons informed on the need for, or provision of, such services for
children, simply incorporates in the statute the present practice of
the Children's Bureau. I shall ask to have incorporated in the record
a list of the advisory colnittees appointed by the Secretary of Labor
at the request of the Chief of the Childreni's Bureau to 'advise her
concerning the administration of title V, parts 1 and 2.

Senator Uimm1Y. The exhibit will be filed with the clerk and made
a part of the record.

(The document referred to was filed with the committee, and is
printed, as follows:)

EXHIBIT V.-GEINFRAL ADvisoRY CoiMITTrn ox MATRNAL AND ClIIIID-W FFARS'

Appointed by the Secretary of Labor to advise the Children's Bureau concerning
the development of general policies affecting the administration of title V,
parts 1, 2, and 3 of the Social Security Act

Chairman, Fred K. HIoehler, director, American Public Welfare Association.
Grace Abbott, professor of public welfare, the School of Social Service Admiln-

istration, University of Chicago. (Deceased.)
Fred L. Adair, Al. D., professor of obstetrics and gynecology, University of

Chicago; American Committee on Maternal Welfare; chairman, Children's
Bureau Advisory Committee on Maternal and Child-I1calth Services.

Mrs. Roscoe Anderson, National League of Women Voters.
W. W. Bauer, M. D., director, bureau of health and public Instruction, American

Medical Association.
Mrs. Dorothy Bellanca, vice president, Amalgamated Clothing Workers of

America, Congress of Industrial Organizations.
Mrs. Edwin Ilevens, General Federation of Women's Clubs.
Kenneth D. Blackfan, M. D., professor of pediatrics, Harvard University School

of Medicine.
M. 0. Bousfileld, M. D., director for Negro health, Julius Rosenwald fund.
0. 0. Carstens, executive director, Child Welfare League of America, Inc,

(Deceased.)
A. J. Chesley, M. D., secretary and executive officer, Minnesota Department of

Health; secretary-treasurer, Conference of State and Provincial Health Au-
thorities of North America.

H. Ida Curry, chairman, Children's Bureau Advisory Committee on Community
Child-Welfare Services.

Harriet Elliott, dean of women, the Woman's College of the University of North
Carolina; American Association of University Women,

John A. Ferrell, M. D., associate director, international health division, The
Rockefeller Foundation; American Public Health Association.

Homer Folks, secretary, State Charities Aid Association.
Mary G. Hawks, National Council of Catholic Women.
Henry F. Helmholz, M. D., Mayo Clinic; professor of pediatrics, University of

Minnesota Graduate School of Medicine.
T. Arnold Hill, director, department of industrial relations, National Urban

League.
W. Freeland Kendrick, chairman, board of trustees, Shrlners' Hospitals for

Crippled Children.
Paul H, King, The International Society for Crippled Children, Inc.
The Reverend Bryan 3. MeEntegart, director, division of children, Catholic

Charities of the Archdiocese of New York.
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Robert B. Osgood, M. D., emeritus professor of orthopedic surgery, Harvard

University School of Medleine chairman, Children's Bureau Advisory Com-
mittee on Services for Crippled Childrn'

Mrs. J. K. Pettengill, president, National Congress of Parents and Teachers.
Emma C. Puschner, director, national child welfare (iisioli, the American

Legion.
Robert 11. Riley, M. D., director Maryland State Department of Health,
Mrs. Abble C. Sargent, Associated Women of the American Farm Bureau

Federation.
Mrs. Dora 1. Stockman, the National Grange.
Mrs. Nathan Straus, National Comiell of Jewlsh Women.
Linton B. Swift, general director, Family Welfare Association of America.
Katharine Tucker, It. N., director, department of nursing education, University

of Pennsylvania.

ADVISORY COMMITTEE ON MATMRNAT, AND CHILDIIEALTII 5fEVICE,

Chairman, Fred L. Adair, M. D., professor of obstetrics and gynecology, Uni-
versity of Chicago; chairman, American Committee on Maternal Welfare.

Twenty-eight other members, Incluing 22 physicians, 1 dentist, 3 l)llic-health
nurses, 2 other public-health workers.

Subcommittee on Maternal Health, Fred L. Adair, M. D., chairman.
Subcommittee on Child Health, Henry F. llciniholz, M. D., professor of

pediatrics, University of Minesota Graduate School of Medicine, chair.
man.

ADVISORY OOMMITTIE ON SFIVIC1.8 FOR (IPPL&D OHILDREN

Chairman, Robert B. Osgood, M. D., emeritus professor of orthopedic surgery,
Harvard University School of Medlcine.

Eighteen other members, Including 12 physicians, 1 physical therapist, I public
health nurse, 1 medical social worker, 1 director of special classes, 1 supervisor
of vocational rehabilitation, I State director of a cripple(] children's program.

SPECIAl, ADVISORY OOMMITTEE ON PUDI.O-1IEALTII NURSING

Chairman, Katherine Tucker, R. N., director, department of nursing education,
University of Pennsylvania.

Eight other members, public health nurses.

SPEOZAL ADVISORY 0OCMI0TTE ON DENTAL hJIALTh
Chairman, Guy S. Mllberry, D. D. S., dean, University of California College of

Dentistry.
Eight other members, all members of dental profession.

Miss LENOOT. These committees have been of major assistance in
the development of policies. If a single advisor national health
council serving the several Federal agencies entrusted with adminis-
trative responsibility under the prog-ram wore substituted for the
council authorized in section 516 of th pending bill, as recommended
by the Secretary of Labor in her letter to the chairman of this com-
mittee, I believe it would retain all the advantages of the present
general advisory committee and would facilitate the development
of uniform pohciles affecting like features of the programs. The
Children's Bureau would stl have the authority to establish special
advisory committees as they appear to be needed for the more ecflcient
administration of its responsibilities.

The responsibilities of the Children's Bureau tinder title V, parts
1 and 2 of the act, are discharged under the supervision of the assist.
ant chief, Dr. Martha At. Eliot. Two divisions, each headed by a
physician, and a public-health ntlSinll unit work inder her direction.

would like to have inserted in tNe record a statement showing
the professional staff of the Children's Bureau engaged in the ad-
ministration of title V, parts 1 and 2.
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Senator MUiwAY. It may be made a part of the record.
('rhe document referred to was filed with the committee, and is

printed, as follows:)

EXHIBIT VI.- ;RwESSIONAL STA OP TIIF 0lllr.0l1YN'S I WBAU, UmNITED STATES
Di.EPARTMIINT oF LABOI, ADMINIaTERINO Tl'l L; V, PAINTS , AND 2 O1' TIlE SKIIAL
SECURITY ACT

Within tile Chilren's Bureau, general respolsibllity for the developlment of
policies and the supervision of activities for the Maternal and Child Ilhalth and
Crippled Children's program is vested lit the Assistant Chief Martha M. Eliot,
M. D. Dr. Eliot is a ledlatrlelan with 21 years of clhlieal, rtseareh, teaching,
and administrative experience. Two divisions and it public-healtit nursing uit
give professional direction lind consultation service,

Division of Material wi1 Child Health.--)itector Edwin V. Daily, M. R, an
obstetrician with 0 years' experience Itnistructor it 4tbstetrles lit the University
of Chicago School of Medicine, Assistant 1)ireetor Jessie M. Illernini, M. 1).,
formerly Instructor lit pediatrics, University of Calif rlial Mdia l School, and
former director of the Montana State Divislon of Materml 1ind Child health.

The staff ilitldes ill olbstetrie consulattt, it pdlatrc (oiltltnt. and it slpe.
elalist in nutrition.

Crippled OhIldrei's Dirlsion..-D)lrector lolbert C. hlood, M. D., pedilatriclan.
formerly attending physician to tile Crippled Chihh'ell's School in the (linellitnlti
General Iospltal and instructor li p)diatrilcs in tie University of Cinelinatl
Medical Sehool. Assistant Director A. I,. Van HIorn, lediatriclan, formerly
instructor in Western Reserve University School of Medicine, and formerly
dliretor of the bureau of cilld hyglene of the Ohieo Department of Hlealth.

Oil the staff of thi Crippled Children's l)ivislon are two plrt-tille orthopedic
consultants and a indleal social work consultant.

Publice-alth Nursing Uni.-lIrector Naomi Deutsch, It. N., Iublie health
nurse, formerly field director of Henry Street Visiting Nurse Association, dire.
tor of the Visiting Nurse Association of San Francisco, and assistant professor
of lnbllc-lcalth nursing lit the University of CalifornIa.

Regional consultant staffs serving tile Maternml and Child Ilealth and Crippled
Children's Division and tile Public Ilealth Nursing Unit give fleld consultation
service to tile State agencies. To each of five field regions a medical consultant,
a public-health nurse consultant, and a medical social worker are assigned. Four
of the five medical consultants are pediatricians and have engaged iln the private
practice of pediatrics. All have had training lit lntllle-health administration
and in State or local adlnhllstratlon of maternal and child-health services.

The regional public-lelalth nursing consultants are certified public-health
nurses who have had various types of experience Ieludilg community experi-
ence lit public-health nursing with public and private agencies, supervisory and
advisory experience with State and National agencies, experience lit hospital
administration and in teaching public-health nurshig, nnd experience in ortho.
pedie nursing and In aftercare services for poliomyelitis.

The medical social work consultants (who serve prinarily the Crippled Chil-
dren's program) have had experience lit nedleal social work lit hospItalm anl in
the administration of such services. Some of thlten have 1till] experience li
medical social work with crippled children and with mothers and infants.

Miss LENRooT. Experience under the present act and review of the
extent of need and the possibilities of effective administration of an
expanded program made by advisory committees, the State and Terri-
torial health authorities, special conferences, and organizations con-
cerned with child health, has demonstrated the following:

1. Following the passage of the Social Security Act, all the States
and Territories were in a position to inaugurate promptly a program
of maternal and child health.

2. The program of services for crippled children took somewhat.
lon to cvelop, due to certain administrative problems, but is now
fully under way in all jurisdictions.

3: Under both programs the States have taken up from year to year
increased proportions of the amounts made available by the Federal
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-Government, as shown by the following charts, which I ask to have
incorporated in the record for the purpose of showing the proportion
of the total funds available taken up by the States under the matching
1)rovisions.

Senator MUmAY. Very well; it will be made a part of the record.
('The charts referred to were ile(1 with the committee, and are

printed as charts 1 and 2, on lie following pages:)

CIIAnT I

PERCENTAGES OF ANNUAL FEDERAL ALLOTMENTS OF MATERNAL AND CHILD-
HEALTH FUNDS MATCHED BY STATES IN THE FISCAL YEARS 1937 AND 1939

SOCIAL SECURITY ACT, SECTION SOA

ALABAMA
ARIZONA
ARKANSAS
CALIFORNIA
COLORADO
CONNECTICUT
DELAWARE
DISTRICT OF COLUMBIA
FLORIDA
GEORCIA
HAWAII
IDAHO
INDIANA
KANSAS
KENTUCKY
LOUISIANA
MAINE
MARYLAND
MASSACHUSETTS
MICHIGAN
MISSISSIPPI
MONTANA
NEW JERSEY
NEW MEXICO
NEW YORK
NORTH CAROLINA
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SOUTH CAROLINA
TENNESSEE
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WASHINGTON
WEST VIRGINIA
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RHODE ISLAND
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CIIAnT 2
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Miss LE!BooT (continuing):
4. Federal, State, and local governments have had full coopera-

tion from the medical and other professions, and from private hos-
pitals and other private agencies whose resources have been widely
used.

5. Extension of public-health nursing and prenatal and child
health conference service to rural areas not previously served has
been rapid, but still one-fourth of the rural counties are without pub-
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lie-health nursing service; only one-seventh of the rural counties have
prenatal clinics, and one-fou'th child-health conference service.

6. The most urgent need in the field of maternal care is for profes-
sional attendance at time of childbirth. The funds authorized tinder
the present act are not sufficient, to permit development of this phase
of the program. One-eighth of the babies in the United States are
born without medical attendance, and many thousands of ill children
do not receive medical care when needed.

7. Waiting lists of crippled children in need of care are long in
many States, an(l many types of physical handicap are not covered
by the present program.

8. Tito program'has emlasized maintenance of high standards of
professional service. This has been accomplished through recom-
mendations of advisory committees and the State and l)rovincial
health authorities, and the use of standards of professional asocia-
tions and specialty boards. Strengthening of the provisions to insure
appointments and tenure based on merit would enable the State agen-
cies to maintain and extend the gains made in the directionn of sound
and competent adlini.itration.

9. The rule-making power of the Secretary of Labor has been usedsp)aringly- for the purpose of establishing basic policies only. The

general approach has been to emplhasizo flexibility of )rogranr to
meet varying conditions and differing administrative problems within
the States.

10. The present program has contributed to substantial gains in
maternal and child health, as indicated by various indices, to some
of which Dr. Eliot will refer.

11. There is great variation in resources and need among the States
and in different sections of the same State.

With reference to Federal administration research and demon-
stration, I have already referred to the staff of the Children's Bureau
caring on administrative and consultative work under the )resent
provisions of title V, parts 1 and 2 of the Social Security Act. Al-
though the present act-section 541-directs the Children's Bureati
to make such studies and investigations as will promote the efficient
administration of title V, funds have been made available for such
research only to a very limited extent.

Increased staff for administrative work and consultation service,
and for studies, investigations, and demonstrations is essential if an
expanded program of Federal and State cooperation is authorized.
Moreover, immediate increase in trained personnel in the States will
be necessary, and this demands expansion and improvement in
training programs.

Of course we all feel and realize that the l)roblem of the health of
mothers and children goes to the root of national vitality and well-
being. Possibilities of great advance await only the provisions of
expanded resources for service.

Senator MtRAY. Thank you, Miss Lenroot.

STATEMENT OF DR. MARTHA M. ELIOT, ASSISTANT OHIEF,
CHILDREN'S BUREAU, DEPARTMENT OF LABOR-Resumed

Dr. E tjoT. Mr. Chairman and members of the committee, I have
prepared a statement giving information with regard to progress and

144800-30-pt. 3-8
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experience in the administration of the Maternal and Child Health
and Crippled Children's programs under the Social Security Act, and
evidence of need for expansion of these programs, as proposed ill
S. 1620. I would like to ask permission to insert this statement in
the record, including tal)les an charts which give data regarding the
prograin and need for expansion, and to sunmnarize )riefly some of
the important facts brought out in this statement for you at this time.

Senator MuntRAY. The statement will be filed with the clerk and
made a part of the record.

(The statement referred to was filed with the committee and is
printed at the end of Dr. Eliot's testimony:)

Dr. Emm'. The programs referred to for Maternal and Child
Health and Crippled Children have been in operation for 3 years and
4 months. At this time all States and Territories are cooperating
under both programs. Each year the States have prepared and sub-
initted plans which have been approved by the Chief of the Children's
Bureau. All of the States have sought consultation and advice from
the technical staff of the Children's Bureau. Many more requests for
such consultation have been received by the Children's Bureau from
the State agencies than it has been possible for the Children's Bureau
staff to fulffll.

I (vould like to refer briefly to certain aspects of the administration
of these two programs as they have been developed by the States dur-
ing the past 3 years, because it is on the basis of this experience and the
needs demonstrated that an exl)ansion of program as contemplated
in S. 1620 appears justified.

I would like to speak first with respect to the cooperation between
the State administrative agencies and the medical profession in the
States.

Three devices have been used by the State agencies to establish this
type of cooperation.

1. Advisory committees or councils.
All States have established advisory committees on the Maternal

and Child Health program, and nearly all advisory committees on
the Crippled Children s program. In all cases the medical profes-
sion has been represented.

In 28 States special Maternal Child Health advisory committees of
physicians have been formed and in 34 States special committees of
physicians and surgeons with regard to the Crippled Children's pro-
grain have been formed. These committees have considered prob-
lems of standards of service, qualifications of personnel, and contentof pograms..Il1*25 States, State health officers have appointed as one of their

advisory committees the Maternal and Child Health committees of
Stat6 medical associations.

2. Cooperative studies by the State health agencies with State and
local medical associations.

3. Organization of postgraduate education facilities for general
practitioners who live in areas remote from medical centers.

During the past 8 years all States have offered courses in obstetrics
and pediatrics. In each case this has been done in cooperation with
State and local medical societies.
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The cost, of these postgraduate courses has been horne in whole or in
large part by Federal Maternal and Child Health funds.

In 1938, $140 000 was spent from Maternal and Child Health funds.
Tel thousand general practitioners attended these courses in 1938.
Cooperation with dental profession by the State aldllhIistrativ

agencies through advisory coninuittees in 29 States have appointed
dentists to general advisory coinittees.

A few States have given l)OStgaduate cous's in ehildien's dentistry
iII cooperation with State dentali associations.

Special projects have been undertaken in which State deital associa-
tions have cooperated.

COOPEIATION WITI ANON POFURS1ON. J GROUPS

State administrative agencies have appointed to their general ad-
visory Committees iejreslntatives from the State fariuI groups, parent-
teacher associations, State federations of women's clubs, service clubs,
American Legion, State cripple-children's societies, and so forth.

STATE ADMINISTIIL'riON

In all States Maternal and Child Health programs are administered
by the State health departments. Crippledl Clildren's programs are
administered by State health agencies in 25 States; State welfare
agencies in 15 States; Crippled Children's commissions in 5 States;
departments of education in 4 States; an interdepartmental commit-
tee in 1 State; and State university hospital in 1 State.

I refer to this because of the clause included in the pending bill that
would require the transfer of this program from these agencies to
State health agencies at the end of 5 years.

Senator ELLNDE. Dr. Eliot, do you think that that ought to be
done?

Dr. EuioT. The tendency during the last 3 years has been for the
State health agencies to assume the responsibility for the crippled
children's programs. I have included in my statement the exact num-
ber of transfers of the Crippled Children's program that have been
made from some other State agency to the State health agency. Also,
of the number of now State agencies that have been established by
State legislatures to administer the Crippled Children's program, a
majority have been the State health agency. The Crippled Chil-
dren's program is primarily a medical-care program. It is, in fact,
one of the few, if not the only program of V(I eral grants-in-aid to
the States for a strictly medical-care program.

Senator ELLENDER. Jr. Eliot, you mentioned a while ago the coop.
oration that existed between the "State agencies with the medical pro-
fession and the dental l)rofession. Is there anything in the present
bill that would prevent a continuation of that cooperation?

Dr. Eumo. Nothing, Senator.
Medical participation in these programs: All of the Maternal and

Child Health programs are directed by a physician. Thirty-two
Crippled Children's programs are directed by a physician. In 18
States technical advisory committees of orthopedic surgeons give
medical advice and assistance to the nonmedical directors.
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In the Maternal and Child Health program, the medical adminis-
trative staff consists of 191 full-time or part-time physicians. Then,
to assist them, they have consultants vho are paid on at fee basis.
The State programs for Maternal and Child Health have employed
local practicing physicians paid for conference and clinic work in the
number of 3,000 or more.

Under the Crippled Children's program, there are 32 physicians on
the administrative staff. Practicing surgeons assist with this pro-
gram. 'lhey are either )aid on a fee basis or they are paid on it sal-
ary basis. There are 700 such surgeons employed tinder this pro-
gram. Other' consultants, that is, specialists and practicing physi-
ciains, are paid on at fee basis. There are 655 such other consultants
employed by the States in this program.

The total number of practicing physicians and surgeons in the
Crippled Children's program in 1,355.

Standards of care: I would like to say something with regard to the
standards of care.

In order to promote high quality of service conferences of State
and Territorial health offers and Children's Biureau advisory com-
imittees have made recommendations with respect to qualifications for
personnel to be employed in the Maternal and Child Health and
Crippled Children's programs. At a recent conference, in April 1939,
the State and Territorial health officers recommended that after June
30, 1939, all new personnel employed should meet the standards laid
down by them in these recommendations with regard to qualifications.

State agencies have found these recommendations useful in raising
standards of work and in establishing bases for selection of personnel

Progress in establishing services: I would like to refer to the
progress that has been made in establishing services under Maternal
and Child Health and the Crippled Children's pro rams in the
States. A report of the actual services rendered in tNe years 1937
and 1938 under the Maternal and Child Health program will be
found in table 1 that I have submitted to you, and a similar one for
services for Crippled Children in table 10.

I have asked to have inserted also in the record in connection with
this statement, a statement describing certain examples of local Ma-
ternal and Child Health services which give a picture of the different
typs of work that are being carried on in the States. They include
projects involving typical prenatal and child-health conferences,
maternal nursing projects, care of premature infants, or as in the
State of Oklahoma, a complete maternity service including medical
care, nursing care, and prenatal and child-health conferences. These
are included to indicate that the States have real experience which
will be useful to them in administering an expanding program.

I would like to point out that since the Social Security funds htve
been made available for the Maternal and Child Health program, the
number of child-health conferences have increased 60 percent, but
in spite of this, only 26 percent of rural counties have such service.

The number of prenatal clinics under State Maternal and Child
Health programs las increased 69 percent, but only 14 percent of
rural counties have such clinics.

Nursing care for women at deliver is provided by 29 States in
very limited areas (a county or part of a county as a rule) to demon-
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state method and feasibility of rendering care. Tile programs have
been very successful and acceptable to patients and physicians.

To pPmvt'ide adequately for all these services four to five times as
many nurses as are now available are needed for rural areas, two to
three times as many for cities; there should be a great increase in
prenatal clinics and child-health conferences, especially in smaller
cities and rural areas.

The most apparent needs are listed in full in my statement,
aid indicate a great lack of resources to provide:

Medical and nursing care for maternity patients and for infants
and children in families who cannot provide for them from their own
resoiie(,s.

Hospitalization costs-in existing hospitals which meet standards
set by States.

Ne'w hospital and health and( diagnostic center facilities where
needed.

Consultation service of specialists in l)ediatrics and obstetrics,
either practicing physicians or full- or part-time physicians employed
by State or local area in areas where there are none today.

That the State health officers themselves recognize their needs in
these fields of service is quite clear. Last year 28 health officers esti-
mated the cost of providing personnel and services to meet the most
immediate needs at $22,000,000, including $14,000,000 for public-
health nurses and $2,500,000 for medical services in clinics, confer-
ences, and in a few States, cost of maternity delivery care. I have
asked to have included in the record excerpts from their statements of
need, describing in their own language their most pressing needs.
These have also been submitted with my statement. Because of cer-
tain statements that have been made b , witnesses at these hearings
regarding infant and maternal mortality rates, I have included in
my statement information from the Bureau of the Census and from
other sources in the form of tables and charts. I have asked to have
them inserted in the record as part of my general statement. The
tables give the trend in infant mortality and maternal mortality since
1915, and the trends in the deaths of infants under 1 month-deaths
often associated with maternal mortality.

I have prepared some charts which I have included in the state-
ment that you have before you, but I have them here because I
thought they would be of interest to you at this time.

The charts give graphically the facts which are the basic evidence
of need for expansion of the Maternal and Child Health program.

The first two charts, Miss Lenroot has referred to. The next four
relate to infant mortality; the next three to maternal mortality.
They show that there has been little decrease in maternal mortality
until recently, and but slight decrease in infant mortality in the first
month of liie. The range in rates by States is very great as can be
seen on the maps. The range by counties is even greater.

Approximately 14,000 women die each year, from causes associated
with childbirth, and 70,000 newborn infants. Seventy-five thousand
infants are still-born.

With expert care from one-half to two-thirds of the women's lives
and at least one-haff of the infants' lives and an appreciable number
of still-births could be saved. In 1937, only 10,769 women died from
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conditions directly due to pregnancy and childbirth. The rate is 14
percent lower than in 1936, representing a saving of approximately
1,750 lives. Th interrelation of place of birth, whether urban or
rural, of attendant at birth, and the financial resources of the State,
as indicated by per capita income is shown in the next five charts.

In connection with the next three charts, I would like to point out
that there are nearly one-quarter of it million women delivered each
year without a physician in attendane-this means also a quarter of
a million infants with no medical attention at the most critical period
of their lives. In rural areas, only W percent of livebirths occur in
hospitals; in cities, 75 percent occur in hospitals.

With reference to the chart showing rural counties with no births
in hospitals. I would call your attention to the fact that these are
not counties in which only a few births occur. Actually, nearly
200,000 births took place in these counties; in 397 counties, more than
200 births took place in each; in 36 counties, 600 or more births.
Obviously in emergencies women must seek hospital care outside their
own comnmunities if they are to get it at all.
The last three charts give (tati on the relative distribution of

births md number of children and the distribution of national
income among the States grouped according to their income per
capita. The discrepancies are obvious and offer basic evidence for
the need for some method of equalizing resources to provide for care.

I would like to refer to the data in the statement that I have
submitted on economic status, its relation to maternity care and
medical care of children, which reads as follows:

"It is estimnatel that. of the 2,000, 000 births each yea, 1,100,000
occur in families who have incomes of less than $1,000 or are on
relief; approximately 900,000 are In families with incomes of less than
$800 or are on relief. For families with incomes at this level the cost
of maternity care must be rated in the category of major medical ex-
penditures. To the Nation the outcome of the 2,000,000 births in
terms of the survival and health of the mother and child is of suffi-
cient significance to warrant the provision by Government of facilities
to insurt the best possible care for all who are unable to provide it
from their own resources.

"Data have been cited to show inadequacy of facilities in rural
areas and to show that among women who die prenatal care is most
inadequately received. A recent study of maternal care made by the
Children's Bureau in a New England city has shown that the best type
of prenatal care was received by 73 percent of the women who were
private patients but by only 15 percent of the women who received
free care. Prenatal care was given early in pregnancy to 84 percent
of the private patients, but to only 85 percent of the free patients.
That the adequacy of prenatal care received is related not only to the
income of the family but to the size of place in which they live has
been recently reported by the United States Public Healfh Service
from a study of maternal care in which it cooperated with the Michi-
gan State Medical Society. Prenatal care was received by all but
8 percent of women in so-called comfortable circumstances-that is,
incomes of about $2,000 or more-whereas 43 percent of women on
relief received no prenatal care. Women living in rural areas, espe.
cally those women who were' classified as poor (incomes less than
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$1,000 a year) or on relief, had much less prenatal care than women
living in large cities. Women living in rural areas will twice as
likely get hospital care at delivery when they were in comfortable
circumstances as when they were poor or on relief.

"Women in large cities were three times as likely to get hospital
care as poor rural women. The same was true for care following
delivery; more than twice as largo a proportion of women who were
poor received no follow-up examination than of women who were in
comfortable circumstances; more than twice as large a proportion of
poor rural wonien received no such examination than of city women.
The data reported corroborates facts that have been commonly be-
lieved for many years.

"Women wit-h low incomes cannot obtain adequate maternity care
unai(led."

With respect to medical care of children as related to the economic
status of the families, I have stated: "Of the 43,000,000 children under
18 years of age in the United States, approximately 10,000,000 are in
families with incomes of less than $800 a year or on relief. Some
700,000 dependent children are now receiving aid under tifle IV of
the Social Security Act and it is estimated by the Social Security
Board that there a6 probably twice as many additional children who
should be getting similar ald. There is no adequate provision for
medical care for this group of children, though in one way or another
some care is provided in many areas, especially where clinics exist.
Some better provision should be made."

The part of my statement oii the Maternal and Child Health pro-
gram concludes with data showing the need for expanding the pm'o-
gran for medical care for children beyond the limits of the present
child health supervisory typo of service and the program of medical
care of crippled children to a broader field of medical care of children
with defects in need of correction or other types of illness ('ccuMrin
in families that cannot pay the costs of needed care. Special needs
of children with defective vision or hearing, with tuberculosis, or
other communicable diseases are discussed briefly in the main report;
also the needs of children receiving aid under title IV that I have
referred to.

The futility of going through a careful physical examination and
making a diagnoss of conditions requiring treatment when nothing
can be done about treatment is apparent. 'I would like to draw the
committee's attention to the fact included in the report of the technical
committee on medical care that in only 2 percent of communities with
less than 10,000 population are there out-l)atient diagnostic and
treatment clinics such as are found attached to hospitals InI every city
of 250,000 population or over, and in half of the cities with 50000.
And yet about S0 percent of families live in these smallest cities
and in rural areas.

Finally, I want to refer to statements made regarding certain as-
pects of administration of the Crippled Children's program. I have
already referred to the medical direction and staff, and to coopera-
tion of members of the medical profession through advisory technical
committees.

With respect to diagnostic clinics-all States have organized diag-
nostie clinics, some in hospitals, some as itinerant clinics held at
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strategic points throughout the States to serve small cities and rural
areas. In all cases diagnostic clinics are in charge of orthopedic
surgeons--in 1938, 296 permanent clinics in hospitals in 86 States;
572 itinerant clinics in 38 States.

Eligibility for care is determined on policies laid down by each
State agency. As a rule, acceptance of children for whom care is
sought by the parents has been limited only by the State definition
of type of case to be accepted and by the medical need of the child.
lany local medical men have referred their patients to these diag-
nostic clinics. Acceptance for care in hospitals is, as a rule, author-
ized by the State agency or by duly authorized local representatives,
but only after examination by an orthopedic or plastic surgeon.

With respect to hospital care, I have asked to have inserted in the
recor(l a table (No. 9) showing types of hospitals used by each State.
Of. 601 hospitals approved for tise, 15 percent are governmental, 79
percent voluntary nonprofit (including church and fraternal hos-
pitals) and 6 percent are proprietary.

In ail cases, whether Government or voluntary hospitals are used,
the State agencies purchase care on a per diem basis under contract
or agreement with the individual hospital.

Standards of care of crippled children in hospitals have been given
careful consideration by State agencies.

Of the 601 hospitals approved for use, 529, or 88 percent, have been
approved by the American College of Surgeons or meet the require-
ments of the American College of Surgeons. In 32 States all hos-
pitals must be so approved. This insures basic standards of care.

In addition, many States are voluntarily adopting minimum stand-
ards for a hospital in which crippled children are cared for, which
have been recommended by the Children's Bureau advisory com-
mittee on crippled children. These are given in my prepared state-
ment.

Expansion of the Crippled Children's program to include other
physically handicapping conditions is greatly needed, and possible
under the provisions of S. 1620. The funds available do not suffice
to care for the known number of orthopedically crippled children
or children with conditions that require plastic operations such as
harelip and contractions from burns. I might point out, however,
that all States but one accept for care children with harelip and cleft
palate. I refer to that because one of the witnesses indicated that
children with harelip needed attention in the States. Under this
program that type of care is being given by all States except one.

I have asked to have inserted a table showing the number of chil-
dren on waiting lists for hospital care as of May 15, 1939. There is
a total of 14,573 of these children, of which 12,918 are waiting because
of lack of funds, and 1,253 because of lack of hospital beds.

I would like to call your attention to the fact that there were 280
children on the waiting list in New Mexico. I refer to that also be-
cause of some testimony given by one of the witnesses heretofore.

The number of children awaiting hospitalization does not, how-
ever, represent all of the children in need of care. When submitting
plans for the fiscal year 1989,' State administrative agencies re-
ported that there were 160,000 crippled children in need of care, for
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which funds were not available. Many of these have been cared for
during the past year, but there still remains a large number of chil-
dren not yet registered with the State agencies.

In his testimony before the committee on May 12, Dr. Clifford Gru-
lee, executive secretary of the American Academy of Pediatrics,
stressed the need for expansion of the Crippled Children's program
to include care for children with heart disease. I have included in
my statement details with respect to the need for care of this.group
of children. The care of children with heart disease is long and
costly. In 1930, 3.333 eh Iqu under 15 ye rs of age died, from heart
disease. It is consery tly estimated tt tlere are more than
200,000 children wjrrheumatic heart diseas-. fany adults are
crippled from h disease because proper care is n given in child-
hood. To prT ole funds for thl,,01pe4-al group of0 ildren is an
urgent neel. 'The admini4rative i'rocedtIrs for care physically
handicapped children lha¢i 'en worked odt by the Sta1 in their
programs fir care of 6ripplea chihkj i. "They could be i dily ex-
panded to inlude ot .0ro1 s of p ~ly ically 4licapped' 1idren.
The prot sals under S . O W4 oul4 h a4, this *p ision possile.

I am Plso submitting a stptenet on i0ed or tbe development of
postgra aite centers for tl tiining of pAycians,, mrses, anl medi-
cal social workers flmi t(e fie!d" f obOtetkics np rics, and state-
ment of-needs foi stuiet, envest g oontio nd leiistratlOn. ill the
fields of maternall ind Chld Health and Crippled Children.

The b~is of all Orogress in this *holofiefd of health and medical
care is t Ae fundamn.ait kno\edg*Avehtive of fhuses and -Aiethods
of prevenion and ffe. With06tresearqh to fred the c fses and
demonstra qns to prove the .utes and how /eftatme I may bepphe d, nroess will not.b~de vi,

T n you.' . -.. '
Senator Mu r,. Thank you, Tr. Elot. I behecve have pro-

vided for having" t:inted all of the different exhibit that you have
submitted here. Y't.Jave made *a very Coi hensive statement,
and it will take us some Thne to digest ir, 4!, '-

Dr. ELIOT. The full statement 'vy ui all the data you may need.
Senator MURRAY. I think it is very proper that we shoulA have

the full statement to show the real need for the bill, and we are
trying to have it perfected and enacted. Thank you very much.

(The statement, referred to at the beginning of Dr. Eliot's testi-
mony, was inserted at this point, and is as follows:)

STATEMENT PRESENTED BEFORE SuBcoM~rIanEE or ColiunrmIEi ON
EDUCATION AND LABOR NATIONAL HEALTH BrL (S. 1620) AMEN-

IENTS TO SOCIAL SEcunrr- ACT, Trrh V, PANTS 1 AND 2

During the 8 years since funds were made available for grants-
in-aid under the Social Security Act for Maternal and Child Health
and Crippled Children, rapid progress has been made by.the States
in the extension of health services and in making the Crippled
Children's service available on a State-wide basis. Today 51 States
and Territories are cooperating with the Federal Government in
both programs.
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PROORESS IN MATFNAL AND CHILD IIEALTI I I 1OORAM UNDER SOCIAL
SECURITY ACT

Under the Maternal and Child Health programs in nearly all
States progress has been made in providing health supervision for
mothers and children, including medical, nursing, nutrition, and
dental services. Experience in administration of State and local
service has broadened to include provision of and remuneration for
inedical service in the maternity prentttal clinics and in child-health
conferences, and in a few projects medical service at delivery has
been paid for from health or welfare funds. The nursing service
has also been broadened and a considerable experience in maternity
nursing at delivery has been built up. A nutrition program has
been developed in about half of the States, a dental program in
nearly all. Table No. 1, which follows, shows the total amounts spent
from State and local funds and from Federal funds and amounts
spent for the various aspects of the program in the fiscal year 1938.

TAn". No. 1.-Total anonnis budgeted from Federal, State, and local funds for
Maternal apid Child-IHealth services for the fiscal year endtig June 30, 1939,
in plans approved by the Children's Bureau (as of Not. 1, 1938)

Grand total ------------------------------------------------ $7, 270, 963. 10
Professional personnel and services:

Total ------------------------------------------------- 5, 859, 058. 41

Salaries and travel for 2,822 public-health nurses --------- 3, 860, 382. 29
Fees to local practicing nurses for home delivery service- -- 21, 254. 51
Salaries and travel for 450 State and local staff physicians-. 1,034,480. 76
Fees to local practicing physicians for conferences, school

medical examinations, and home-delivery service and con-
sultation ---------------------------------------- 310, 014. 14

Salaries and travel for 07 dentists, 52 dental hygienists, and
2 dental-health educators on State and local stats ------- 305, 341. 560

Fees to local dentists ------------------------------------- 88, 249.04
Salaries and travel for 34 health educators ---------------- 101,081.96
Salaries and travel for 43 nutritionists -------------------- 120, 245.15

Postgraduate education:
Total ------------------------------------------------- 243, 338.14

Medical -------------------------------------------- 14, 80. 14
Nursing ------------------------------------------- 83,951.99
Dental -------------------------------------------------- 8,765.00
Health education ------------------------------------- 3115. 01
Nutrition ------------------------------------------------ 0 70. 00

Total for clerks, stenographers, and other nonprofessional
staff, scientific supplies, equipment, publications, com-
munications, etc -------------------------- 1, 18, 566. 55

C'ooperation ttdth tAe medial pro fe8ssio.-Cooperation between the
State health department and the medical profession in connection
with Maternal and Child Health programs has been worked out in
nearly all States through the device of advisory committees or
-councils appointed by the State health officer to assist and advise the
Maternal and Child Health Divisions. In addition in many States
other less formal cooperative activities have been developed providing
opportunity for contacts between State officials and specially selected
visors.
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In 39 States obstetricians are members of State advisory commit-
tees; in 33 States pediatricians who are certified by the'American
Board of Pediatrics or are members of the Academy of Pediatrics
are members of special professional or general advisory committees.
In 25 States the maternal or ehld welf-are committees of the State
medical associations have been appointed by the State health officer
as one of his official advisory committees; in the other 26 States
advisory committees have included representation from the medical

rofesion and many have cooperated with the State health agencies
in making studies of infant or maternal mortality.

In all 48 States, Alaska, and Hawaii, programs of postgraduate
education in obstetrics and pediatrics for general practitioners living
at a distance from medical centers have been organized during the
past 3 years by the State health agency in all cases in cooperation
with tle State or local medical association, Federal Maternal and
Child Health Service funds have in all States been used to pay a
large portion, if not all, of the cost of these programs. In 1938
$146,000 was spent by the State health agencies from Maternal and
Child Health finds' for this purpose. The postgraduate courses
have been greatly appreciated by the local physicians. In 1938 more
than 10,000 physicians attended such courses.

Cooperation with the dental profession has been likewise developed
largely through membership on the State maternal and child-health
advisory committees or through individual advisory service. Mem-
bers of the dental profi.sion are members of these advisory com-
imittees in 29 States, and in 22 States there is a separate dental ad-
visory committee.

Cooperaio. with; nonpfes$ionlal group ps.-Many nonprofessional
groups and organizations such as the American Legion and its
women's auxiliary, parent-teachers associations, State federation of
women's clubs, the Associated Women of the American Farm Bu-
reau Federation, the State leagues of women voters, various service
clubs, chapters of the American Red Cross, chambers of commerce,
serve on the general maternal and child-health advisory committees.

STATE ADMINISTRATION

MedicaZ direction of State program.-With the use of Social Se-
curity funds the State health agencies have materially strengthened
the Maternal and Child Health program, placing it in all cases under
a medical director in charge of a Maternal and Child Health Divi-
sion. Prior to the Social Security program only 22 States had such
medical direction and only 31 State health agencies had active ma-
ternal and child-health divisions rendering service. In a very large
majority of the States the medical directors are well qualified for their
work. In addition to these 51 medical directors 75 physicians are now
serving full-time on State staffs as assistant directors or clinical con-
sultants, and 65 physicians are giving part time for consultation serv-
ice in maternity or child care. Tiree-fifths of these physicians,
whether in administrative or clinical positions have had special train-
ing in pediatrics or obstetrics; others have been trained in public-
health administration or devote a major portion of their time to
obstetrics or pediatrics.
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Medical clies and eon ferenies.-In 1938 prenatal clinics inI charge
of a physician were conducted in 511 counties in 33 States under the
auspices of State and local health departments as part of the maternal
and child-health program; child-health conferences were conducted
by physicians under similar auspices in 9241 counties in 45 States.
Reports from the States show that. only 14 percent of all rural coun-
ties (with no city as large as 10,000 population) had prenatal clinics,
and only 26 percent had child-health conferences.

More than 3,000 practicing physicians were employed in 1938 by
State and county health departments of 40 States and paid to render
clinical service in prenatal clinics, child-health conferences, and ex-
amination of school children (see table 7). In a few areas in a few
States funds have been made available to pay for medical or hospital
care, or both, for maternity patients. Some experience with pavment
of fees for delivery or fori prenatal care in the physicians' ofices is
accumulating.

The number of centers providing this type of clinic and medical
conference service has increased rapidly since the Social Security
funds have been made available.

On January 1, 1939, there were 3,735 permanent centers for child-
health conferences supervised by State or county health agencies; of
this number, 2,270, or 01 per cent, have been established in the pre-
vious 3 years.

On January 1, 1939, there were 1,207 prenatal clinic centers super-
vised by State or county health authorities; of this number, 827, or 69
percent, had been established in the previous 3 years.

The value of these conferences and clinics as consultation centers to
which pregnant women, unable to pay for such care from their own
resources, may go for medical advice, and to which mothers may take
infants and young children has been established by long experience in
larger cities The need to extend this type of service to all smaller
cities and rural communities is recognized. To develop this service
effectively and improve the standards of care, further consultation and
advisory service of obstetricians and pediatricians is necessary. A
beginning has been made on this program, but expansion to all areas
without the service is needed.

Clinical con sdtation seivice.-A clinical consultation service by
obstetricians and pediatricians to aid general practitioners with their
more difficult cases has been established in 14 States; in 4 on a State-
wide basis; in 10 in a circumbscribed area, usually a county or a group
of counties. In 5 other States health departments employ obstetri-
cians or pediatricians who are occasionally called on for case consulta-
tion. In 1938, 116 spe-'lidiste in obstetrics and pediatrics were paid to
render clinical consultation service 4o general practitioners. This is
a most important development, since it is a move toward establishment
of procedures which will raise the standards of care. This part of tho
program has been organized largely during the past 2 years.

Public-health tuirsiq 6wrvice.-On January 1, 1939, there were 1,984
counties in which publciheth nurses were rendering maternal and
child-health services under the general supervision of the State health
department or one of the local health departments cooperating with
the State health department. Of these, 756 counties, or 88 percent,
had had this service established since Social Security funds were made
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available. On January 1, 1939, there were still 780 counties in which
there was no public-health nurse serving rural areas. To provide
adequately for nursing care for maternity patients and for health
supervision and other nursing services to infants and children it is
estimated that at least 5 tinies as many public-health nurses are
needed in rural areas as are now available and at least 2 or 3 times
as niany in cities.

The State plans for the current year provided for 2,822 public-
health nurses to be paid in whole or in part from Maternal and
Child Health funds; 541 serving in an administrative consultant or
supervisory capacity. In 29 States special projects to demonstrate
the feasibility of providing nursing care to women at delivery in
their homes are in progress in limited areas. This care is given
usually by public-health nurses, but in the fiscal year 1938 some 340
local practicing nurses also gave maternity nursing service to women
at delivery. This nursing care at delivery is a relatively new service
for nurses working in rural areas and small cities and has been de-
veloped almost entirely since Social Security funds have been avail-
able.

Training in the field of public-health nursing or in special ma-
ternity work during the first 3 years 6f the program was provided
for 516 nurses with the aid of stipends from Maternal and Child
Health funds, but opportunities and resources to provide training
for an additional large number of nurses in these special fields are
still greatly needed.

Nutrition program.-Before the Social Security funds became
available only 10 States health agencies employed nutritionists to
aid the State-wide program of maternal and child health; today 24
States employ 43 nutritionists. The program could be further ex-
panded to great advantage to children were funds available to pro-
vide competent personnel-and to train additional workers. Courses
for the training of nutritionists to aid in community health work
need to be more extensively developed.

Dental prograi.-A program of dental service to children has been
begun in 40 States. Twenty-nine States employ dentists on the staff
of the State health department, and 22 States pay local dentists for
service in the Maternal and Child Health programs. With a few ex-
ceptions the programs have been limited to educational and prophy-
lactic activities. In 13 States corrective work has been undertaken in
limited areas. Funds have not been sufficient to provide adequately
for corrective work. Some State dental groups have felt that the
relatively small amount of money available would be better spent in
developing the nutrition program because of its probable significance
in the control of dental caries and have urged that it be so spent.
The very great cost of a complete dental program which would in-
clude repair of carious teeth and orthodontia and the inability of
States and communities to begin to finance it indicates again and
again the urgent need to concentrate attention and effort on research
to find the cause of dental caries and methods of prevention. Funds
are needed for such research.

Health educatianm-Before Social Security funds became avail-
able very few States had definite rograms of school-health educa-
ion. In the maternal- and chid- Iea th plans for 1939, 20 States
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inchded staff to develop programs of general health education or
special school-health education. There is increasing evidence that the
States are assuming responsibility for health education both in the
schools and among the publicgenerally.

Mental hygiene.-Very few States have felt that, it was possible to
begin it program in this field because of the great cost of the work
and the limitation of funds for the basic medical, public-health nurs-
ing, and nutrition program. A few States have, however included
mental hygiene as a part of the general Maternal and Child Health
program. The need for a child-guidaneo program is widely recog.
nized.

Quai/flations for personvel rendering sei'vice in the Mate'nail and
Ohild Health program.-Qualifieations for personnel rendering serv-
ices in the Maternal and Child Health program have been adopted at
a series of annual conferences of State and Territorial health officers
called by the Chief of the Children's Bureau, and also by the Advis-
ory Committee on Maternal and Child Health Services appointed by
the Secretary of Labor. The recommendations of both bodies cover
qualifications for medical, nursing, nutrition, and dental personnel
to be employed by State health departments.

The qualifications have been widely accepted by State health
agencies, though never promulgated as regulations by the Secretary
of Labor. (The qualifications for public-health nurses and for nutrl-
tionists follow closely the standards set -ip by the national agencies
in these fields; i. e., the National Organization for Public Health
Nurses, the American Home Economics Asociation and the Ameri-
can Dietetics Association. In establishing thl hig' wst qualifica-
tions for clinical consultants the Conference of State Health Officers
accepted certification by the American boards of the various special-
ties.) In 1939 the Conference of State and Territorial Health Offi-
cers recommended that after June 30, 1939, all personnel newly emi-
ployed by the States or localities and paid in whole or in pat, from
Maternal and Child Health funds must meet the minimum qualifica-
tions recommended by the conference.

Attached (exhibit X) are the detailed statements of qualifications
adopted by the Conference of State Health Officers and by the
Advisory Committee on Maternal and Child Health.

EXlIBIT A.-QUALIFICATIONS FOR PERnsoNE. IiEN DNo SRFIvicEs IN MATERNAL
AND CHILD ItEALT'iH I'ROURAM8

(Adopted by conferences of the State and Territorial health officers,' 1935, 1036,
1937, 1938, 1939)

GENERAL RECOMMENDATION8 RIGIARDINO QUALIFICATIONS TO 13c M Ir AND TRAINING
oF PzansoNNEL NoT so QuALFIED

It is recommended that State or local personnel newly employed after Juno 80,
1939, paid in whole or In part from maternal and child health or crippled
children's funds, must meet the minimum qualifications recommended by the
conferenices of State and Territorial officers. (Adopted 1930.)

It is recommended that the employment of personnel meeting the minimum
requirements recommended by the conference of the State and Territorial health
officers be considered essential to efficient administration of the plan. Personnel

t Unless otherwise noted qunlilfleatlons'were adopted by conference of State and Terri-
toHal health officers called by Chief of the Children'S Bureau,
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at present on the State and local staffs who do not meet these qualification
requirellents s should be given the necessary training atnd experhnce at the
earliest opportunity. (Adopted 1038.)

MEDICAL I'ItSOXNEL Or DiViSioN OF MATERNAL AND CII) IAITI (AnoprEn 1036)

1. A full-time director with qualifications, as follows:
(W ) Graduation from a recognized school of ntedlcine.
(b Tht'ough tralnuig lin pedlatrtcs or obstetrics, or both, and preferably

adnufistrative experience in the field of inaternal and child health.
(e) Bligibility for examination for medical licensure In the State in which

service Is to be rendered.
(d) Preferably, training in the fundamentals of pubile health.
2. Additional medical staff for consultation and advisory service composed of

full-time or part-time physicians with training and experience in either child or
maternal health, the size of the staff to depend on the needs of the Individual
States. To this medical staff a full-time dentist should be added. The medical
staff of the division shall be graduates of recognized schools of medicine, trained
in pediatrics or obstetrics, experienced in the field of maternal and child health,
fand eligible to examination for medical licensure in tle State where service is
to be rendered.

3. iPart-time regional consultants in the fleld of pediatrics, obstetrics, and
dentistry.

PHYSICIANS (ADOPTED 11381

Clinical consiltants.-'ihat It is desirable that the State health agency, in
selecting specialists to lie paid from internal and chiid-l-ealth funds for clinical
consultation services, should consider those candidates who qualify under one
of the following leadings, and a list of these specialists should be made avail-
able to every physician in the State:

(a) Dlplomnate of the American Board of their respective specialties.
(b) Physicians eligible for the American 10Board of their respective specialties

as far as training and experience are concerned.
(o) l'hiysleans who limit tleir practice exclusively to the specialty concerned

and who are considered competent by the State health agency after consulta-
tioln with a couliittee from groups (a) and (b) (if there are such specialists
within the State).

(d) Physicians who are considered best qualified by a committee of the State
medical society appointed or designated for that purpose.

Local practicing physicians paid from maternal and ehild-bealth fluids for
their services in child-health or prenatal clinics and conferences should meet all
of the following nln1imul1 qualifications:

(a) They should be licensed to practice in the State.
(b) They shoul be graduates of nwlical schools approved by the council

of medical education and hoslitais of the American Medical Association.
{) A considerable proportion of their practice should be devoted to pedia-

trics or obstetrics.
These plbysichans should he considered the outstanding practitioners of

obtetrics or pediatrics i their communities.

MINIMUM QUALIFxcvrlONS FOR TjtosF: APPOINTED TO PUBLIc I1EALTlh NURSINO
Posim os (ADoPTm 1036 %Nn A imm n 1039 AT CONFEINCES9 OF STATEi AND
, -mRRITORIAL IEALTII OFFICERS, CAW.ED By SURGEON (ENER.L OF TIlE U. S.
Prnujc TIEAlTu SERVIcE)

A. taft positions.-. For the nurse working on a staff under a nursing
supervisor who meets tile qualifications set forth li section B.

(a) General education: Iigh-.ehool graduation or Its equivalent as deter-
mined by State department of education.

(M) Professional preparation: (1) Graduation from an accredited school of
nursing connected with a general hospital having a dally average of 100 patients
or a minimum of 50 patients with one or more affiliations affording supplemen-
tary preparation; (2) emphasis throughout the curriculum and In all services
on the mental aspects of nursing; (3) Instruction and experience in tile public
health aspects of acute communicable diseases, tuberculosis, syphilis, and
gonorrhea, maternity and pediatrics nursing.
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(o) State registration.
(d) Personal qualifications: Good physical and mental health.
2. For the nurse working alone or without the guidance of a nursing super-

visor who meets the qualifications set forth in section B.
(a) General education: Same as 1 (a).
(b) Professional preparation: (1) Fundamental nursing education same as

under 1 (b) ; (2) a program of study in public-health nursing which meets the
requirements recommended by the National Organization for Public ilealth
Nursing and extends throughout at least I academic year.

(o) State registration.
(d) Personal qualifications: Same as 1 (d).
It. Supcrrisory apid cxcecutic position0s.-I. Supervisors:
(a) General education: Same as A, 1 (a).
(b) Professional preparation: Basic nursing education same as under A.

Special preparation in public-health nursing shall include: (1) A program of
study meeting requirements as recommended by the National Organization for
Public Health Nursing and covering at least 1 academic year; (2) at least 2
years' experience in a general health agency which provides a nursing supervisor
who meets the qualifications set forth in section B.
(o) State registration.
(d) Personal qualifications: (1) Good physical and mental health; (2) Abll-

ity to-
(a) Win the confidence of the staff.
(b) Inspire voluntary requests for help.
(c) Delegate work with a fair balance in responsibilities.
(d) Stimulate initiative on the part of the staff.

2. Directors of State public health nursing services.
(a) General education: A college degree or its equivalent is required.
(b) Professional preparation: In addition to the basic and special public-

health preparation recommended for supervisors, a director or chief of a State
public-health nursing service should have had at least 2 years of experience as
a supervisor.

(c) State registration.
(d) Personal qualifications: In addition to the qualities essential to the

success of a supervisor, the director or chief of a State nursing service must
have administrative ability together with qualities of leadership and balanced
judgment.

0. Supplementary statement.-Qualifications relating to professional person.
nel can never be static; therefore the requirements need to be reviewed periodi-
cally and revised in accordane) with current standards.

The preceding qualifications are considered minimum at the present time. A
large number of the public-health nurses now employed have qualifications
which far exceed these requirements. Therefore certain additional require.
ments are listed as desirable at the present time, but within a short period
will be considered essential.

1. General education: Advanced education leading to a college degree is desir.
able for all public-health nurses. Other qualifications being equal, in the
appointment of nursing directors and supervisors, preference should be given
to those nurses who have college degrees.

2. Professional education:
(a) Preference should be given to those nurses whose basic nursing educa-

tion has been secured in a school of nursing which is an Integral part of an
educational institution. The program of study should include in addition to
theory and clinical experience In medical, surgical, obstetrical, communicable
diseases, and pediatric nursing, experience in: (1) Out-patient clinics; (2)
psychiatric nursing; (3) family health work with a community health agency.

(b) At least 1 year of experience on a staff which provides adequate public
health nursing supervisior!is desirable before it nurse Is assigned to an agency
which furnishes little or no nursing supervision. An "Internship" of 1 year
on the staff of an agency which offers close supervision after completing a
public-health nursing course of study would appear to be a desirable "first
step" for every public health nurse.

(o) Advanced training in public-health nursing which Includes courses In
supervision Is desirable for all public health nursing supervisors and directors.
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MINIMUM QUALIFICATIONS FOR NURSE SERVINO IN A MATEIINAL AND CIIID--II ATI

DEMONSTRATION (ADoiTED 1)38)

The qualifications of the public-health, nursing staff In a maternal and child-
healtli demonstration should be us follows:

A. STAFF POSITIONS
1. General education:
(a) Hilgh-school graduation.
(b) More advanced preparation on college level desirable.

2. Professional education:
(a) graduation from an accredited school of nursing, Including sound prepa-

ration f In eternity and iedlintric nursing.
(b) State registration.
(e) Completion of a l)rogramn of study In public-iealtll nursing meeting the

National Organization for Public Ilealth Nursing requirements and covering
at least 1 academic year, or If to be emiployed uder the direct supervision of
a public-health nurse, in lieu of tile above training under (v), conlilltton of
at least 1 year's siecializcd preparation In obstetric or pediatric nursing.

n. SUPERVISORS
1. General education:
(a) College degree desirable.
2. Professional preparation:
(a) Graduation from an accredited school of nursing.
(b) Advanced preparation imm maternity nursing.
(c) State registration.
(d) Completion of program of study il public-health nursing meeting the

National Organization for Public Health Nursing requirenlents-preparation In
theory and practice of supervision.

(c) Two years' field experience umer qualified nursing supervision in a public
health nursing service.

QUALIFICATIONS FOR PUtILIO HEALTII DENTISTS (AixOPr 1038)

I. Basic cducational rcquir'mcnts shall be:
A. The degree of doctor of dental surgery (or equivalent dental degree) from

a reputable dental school and eligibility to examination for dental licensure In the
State where service Is to be rendered.

B. Not less than 3 years of clinical experience in the general practice of dent-
istry or i a hospital of acceptable standards. Preference shall be given to candi-
dates who have had training and experience il children's dentistry and oral
hygiene.

IH. Special qualifications:
A. Pending tile development of mt reserve of personnel having graduate training

in public-health work, tile following nifnnlmum qualifications shall apply as a
standard in tile selection of pmblic-health dentists for jurisdictions of less than
150,000 population, or those in subordinate positions in larger Jurisdictions.

1. Candidates for appointment shall be not more titan 35 years of age when
first specializing i public-licalth work.

Preference shall be given to candidates In tile following order:
(a) Those who have had training and experience In children's dentistry.
(b) Those who have had 3 or more years' experience in the general practice

of dentistry.
2. Personnel selected shall already have had or shall agree to take before assum-

Ing duty not less than the first-semnester course in a recognized school of public
health.

B. For public health dentists of Jurisdictions having populations of more
titan 150,000, for staff positions with State health departments, and for posi-
tions having the responsibility of supervisory and consultant service--the fol-
lowing standard of qualifications shall apply:

1. Not less than 1 year in residence at a recognized university school of
public health and the satisfactory completion of a course of study in the
fundamental subjects in preventive medicine and dentistry:

(a) Such knowledge of blostatisties as will give the Individual a sound con-
ception of the mass phenomena of disease, familiarity with the methods of

144809-39-pt. 3-9
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collecting, recording, and studying statistics on vital phenomena, and ability to.
interpret the results of the analysis of such material.

(b) Some knowledge of general or theoretical epilemiology and training in
the collection, recording, analysis, and interpretation of epidemiological infor.
mation regarding the commoner diseases.

(e) Familiarity with the general historical background of health admin.
istration, a general knowledge of te forms and methods of operation of health
departments of the National Governr,ent and of the States and local units, and
acquaintance with the standard procedures of health administration.

(d) General knowledge of the usual methods of water purifications and
sewage disposal.

(e) Familiarity with the dangers from, and the general methods of securing
protection against, diseases transmitted by foods.

(f) Familiarity with the clinical aspects of the commoner communicable
diseases.

(g) Familiarity with the principles of nutrition. He should possess a know
edge of basic food requirements, not only those that are necessary to life
but those which represent optimum conditions for production of the greater
vigor and stamina. He should have sufficient knowledge to recognize those-
actual clinical entities that may be produced by a faulty diet.

(h) Familiarity with all the techniques of health education, their applica-
bility, and limitations. This includes such techniques as news releases, radio
broadcasts, pamphlets, correspondence, group meetings, individual conferences,
and home visiting. He should also possess a knowledge of the basic principles
controlling human behavior and the manner of applying them to health educq-
tion programs.

(I) Familiarity with the various dental-hygiene programs being conducted
and knowledge of the application of principles and practices that can be applied
to the organization and administration of dental health services.

(J) Sufficient knowledge of oral pathology and oral manifestations of coiu-
municable diseases to perform personally simple diagnostic procedures for the
recognition of symptoms of the diseases of the mouth and the oral ninlfesta-
tions of the commoner communicable diseases.

(k) Familiarity with the management of children in dental practice and the
clinical procedures used In the correction of dental defects of children of all
ages.

2. Not less than 6 weeks of field experience under proper supervision In a
suitable health organization.

Ill. Exceptions to tie foregoing standards for public-health dentists may be
made only when candidates for positions have, through experience and prac-
tical training, proved ability to perform successfully the duties of tihe position
for which application is made.

NtrrRITIONISTS (Anopm 19372)

MINIMUM QUALIFICATIONs FOR NUTRITIONISTS IN UEATrR AGENCIES

Training and copericnce.-The minimum educational requirement for any
of the positions outlined below is a bachelor's degree in home economics from
a college of recognized standing or a bachelor's degree In other subjects' with
additional courses in nutrition and allied subjects equivalent to the require-
ments for a major in those fields for a bachelor's degree in home economics.
Nutrition should be the subject of major interest in either the undergraduate
or the graduate curriculum. The content and extent of graduate study required
will vary according to the nature of the position to be filled. Likewise the
kind and amount of experience required will vary with the duties and responsi-
bility of the position.

MINIMUM QUALDICATIONS FOR POSITIONS OF VARYING DEGREES OF RESPONSIBILnY

A. Nutrition drcctor.-A person directing a nutrition service In a State or
large local agency.

1. Qualifications:
(a) Education: '

'Also adopted 1087 by Conference of State ad Territorial Health Officers called by
Surgeon General of the United States Publle Health Service.

s candidate should have had part of training and experience Indicated within 4 years
of the time of Per application.
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(1) B. S. or D. A. degree In home economics with major In foods and nutri-

tion, or B. S. or 13. A. degree with major in other subjects pls additional
courses in nutrition and allied subjects equivalent to the requirements for a
major in these fields for a 13. S. or a It. A. degree in home economics.

(2) Satisfactory completion of at least 1 year of graduate work so
chosen in relation to the undergraduate work as to make the worker specially
qualified for the public-health field. An accredited course as student dieti-
tian is a desirable addition to, but not a substitute for, the graduate work
outlined above.

Either graduate or fundcrgraduate sludy should include supervised practice
in the health or welfare field.

(b) Experience: I A inlinunm of 4 years In-
(1) Public-health and social-welfare agencies, or agricultural extension

service: or
(2) Two years in either of the above plus 2 years in any of the following:

(a) Hospital dietitian; (b) dietitian or nutritionist in a food clinic; (c)
teacher of home economics (including nutrition) ; (d) teacher, dietitian, or
nutritionist in a child-developinent Inistitute or nursery school.

(3) In 2 of the 4 years to have had experience in administration and
organization of nutrition or hiome-ccononies programs.

(e) Personal qualifications:
(1) Good health and vitalty-emotional stability and poise.
(2) Executive and organizing ability.
(3) Ability to gain confidence and cooperation of fellow workers and

public.
(4) Skill In analysis of situations and in presentation of material.
(5) Understanding and tolerance.
(6) Imagination, initiative, and resourcefulness.

B. Assistant or associate nutrition director, or consultant on the staff of a
State or large local agency.

1. Qualifications:
(a) Education.' A. B. S. or B. A. degrees as outlined under A I (a) (1).

Satisfactory completion of at least one semester of graduate work leading to
specialized ability for the public-health field as outlined under A 1 (a) (2).
Either graduate or undergraduate study should Include supervised practice in
the health or welfare field.

(b) Experience: ' Minimum of 2 years In-
(1) Social-welfare and health agencies or agricultural extension service;

or
(2) One year in the above plus 1 year as any of the following: (a)

Hospital dietitian; (b) dietitian or nutritionist In a food clinic; (o)
teacher of home economnils (including nutrition) ; (d) teacher, detitlan, or
nutritionist In a child-development Institute or nursery school.

(e) Personal qualifications: Same as A 1 (c).
Candidate may have had less opportunity to develop administrative skills,

but she should have at least potential ability along those lines.
C. Nutritionit.-A person: (1) Working under the supervision of a director

qualified as in A I; or (2) working alone on the staff of a small local agency.
I. Qualifications:
(a) Education: '

(I) A B. S. or B. A. degree as outlined under A I (a) (1). Some oppor-
tunity for supervised field work in the health or welfare field Is desirable
in connection with undergraduate study .

() Experience: 8 Minimum of 1 year' In one or more of the following fields:
(1) Social-welfare and health agencies.
(2) Agricultural extension service,
(8) Hospital dietetics.
(4) Hospital food clinic.
(5) Teaching home economics (including nutrition).
(0) Child-development Institute or nursery school.

(o) Personal qualifications: Same as B 1 (o).

tCandidate should have had part of training or experience indicated within 4 years of
the time of her application.

4It the agency Is prepped to give systematic In-service training to appointees, the
requirement of 1 year a ex pHience may be waived for candidates who have done supervised
field work in nutrition In the health or welfare field In connection with undergraduate
study.
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Reports of Maternal and Child Mealth ser'vices.-Table 2, which fol-
lows, shows the maternal and child-health services for the calendar
years 1937 and 1938 reported by the State as conducted by the State
and local health agencies in carrying out the maternal and child-
health plans under the Social Security Act. Comparison of the 2
years shows an increase in nearly all activities.

TAnLE No. 2.-Materntal and Child Health Services, calendar years 1937 and 1938,
reported by State health agencies adminnistering State plan under the Social
Security Act, title V, part 1

iU. S. I)epartnent of Labor, Children's bureau, visionn of Statistlei liesearch, W!Ashlngtoni

Number reported I Percent

Type of service changefrom 1937
1938 1037 to 1938

Medical services:
Maternity service:

Cases admitted to antepartum medical service ................ 119,022 75 193 +58
Visits by antepartun cases to medical conferences ............ 313,426 169,482 +103
Cases given postpartum medical examination ................ 22,620 15, 189 +49

Infant hygiene:
Individuals admitted to medical service ....................... 164,820 127, 35 +-29
Visits to medical conferences .................................. 63,008 360,155 +48

Preschool hygiene:
Individuals admitted to medical service ....................... 20,865 200,240 +33
Visits to medical conferences .................................. 50, 981 384,675 +30

School hygiene:
Examinations by physicians ................................. 1,8 , 196 1,734,988 +7

Public health nursing service:
Maternity service:

Cases admitted to antepartum nursing service ............. 230, 324 171,151 +38
Field and office visits to and by antepartum cases ........... 671.790 502,693 +34
Cases given nursing service at delivery ........................ 19. 222 11, 355 +69
Cases admitted to postpartum nursing service ................ 162, 782 114,015 +43
Nursing visits to postpartum cses ............................ 522, 406 362,049 +44

Infant hygiene:
Individuals admitted to nursing service ....................... 431, l6 297, 929 +45
Field and office nursing visits ................................ 1,444,950 1,089,142 +33

Preschool hygiene:
Individuals admitted to nursing service ....................... 4.50, 8 323,981 +30
Field and office nursing visits ................................. 1, 130,262 944, 274 +20

School hygiene:
Field and office nursing visits ................................. 3,364, 328 2,979,144 +13

Immunizations:
Smallpox ................................... ,690, 232 1,097,311 4-54
Diphtheria . ..................................... 1,172,804 897,218 +31

Dental Inspections:
Inspections by dentists or dental hygienists:

Preschool children ............................................ 141, 101 69, 273 +104
School children ............................................... 1,640,007 1,313,729 +25

Midwife supervision:
Visits for midwife supervision ..................................... 38.03 42, 204 -8
Midwives under planned instruction .............................. 111,817 '13,018 -
Midwife meetings ................................................. 11,743 10, 460 12
Attendance at midwife meetings .................................. 71,931 62,140 +16

I Reports were received from 48 States, Alaska Ilawaii, and the District of Columbia.
, Includes only figures reported for quarter ended Dec. 31.
NoTS.-Thse figures are preliminary and Incomplete; they include all corrections received through Apr.

18, 1939. Apparent changes may be due to a real change in the amount of service provided, to a change In
the number of health jurisdictions included, to more accurate or complete reporting, to statistical errors
due to variations in Interpretation of terms, or to other factors. The figures on admissions and visits are
fairly dependable as an Indication of services provided but on account of Inconsistencies In the methods
used by the States in reporting, these figures should not be used for computing average visits per admission.
These figures represent primarily the services provided by the State health agencies but Include some serv.
fees provided by other public and by private agencies.
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Value of local Atatermal and Ohild Health 8eTlce.-As evidence

of what the Maternal and Child Health programs may mean to a local
community, the following examiples of local services (exhibit B) are
cited. I would like to insert these for the record:

EXHIBIT B.*-EXAMPLES OF LCAL MAThUNAL AND CIIILD HEALTH SFJIVICES

VIRGINIA PPRENATAL CARSo PROGRAM

The State medical society in October 1930 approved the plan for a prenatal
program developed by the bureau of maternal and child health of the Virginia
Department of Health.

Sixty-seven prenatal clInics have been organized with local physicians in charge
in counties with full-time health departlnents after the approval of the local
medical society has been given. Patients referred by physicians, social agencies,
or midwives are admitted to the clinic by appointment only. Quality of work
rather than number of patients Peen is stressed. The physician conducting the
clinic is paid an honorarium of $7.50 per clinic session.

Midwives are encouraged to attend the clinics with tie women under their care
il order that the midwife may learn what supervision is necessary.

The local health oflh'er, who is the nlinilstrator of tlh program, becomes
acquainted with the general plan and watches the development of each prenatal
clinic. lie must know the routine of the clinic, so that in rural areas lie may be
able to substitute for the clinician in emergency. The public-health nurse must
know the clinic setup and routine and how to make the clinic run smoothly. She
is responsible for getting patients to come to the clinic and arranges for them to
return to the clinic. Nurses give groups instruction at the clinic prior to the
arrival of the clinicilan and make holne visits.

The attempt is made to render efficient prenatal service and to follow this up
with post-partum examllination of the mother aind with supervision of the ilifant
during the first critical months. Frequently, in rural areas, it has been found
desirable to conibline the prenatal clinic and the infant or child-health clinic.

Clinics are first establisld oil a one-a1-lllolth basis, and the schedule is
increased within a few months, if conditions permit. to a once-a-week basis. The
clinics are field in a variety of places, but the advantages of operating in a health
center or in especially prepared clinic rooms has led to the holding of clinics in
quarters arranged and set aside for them in the majority of cases.

Physicians wilo have not previously conducted prenatal cilinles are given pro-
fessional assistance from the State bureau of maternal and ellild health in
starting and establishing the routine of the lines. A standardized routine based
o0n experience In conducting clinics is recollllended. Charts outlining essential
pelvic measurements and other al1, Including demonstrations of the actual pro-
cedures involved il examining a prenatal patient, have been enthusiastically
received.

Postgraduate instruction il obstetrics and gynecology and In pediatrics for
physicians of the State Is carried oil by a full-time obstetrichian and a full-time
pediatrician on the staff of tile bureau of maternal and child health with the
approval and active support of tile Medical Society of Virginia and the two
medical colleges. By June 30, 1938, postgraduate institutes of obstetrics had
been hehl in practically all areas of the State. Since tien tile obstetrician
on the State staff has been visiting the maternal and child-lealth lilies iII tile
State at regular intervals to give instruction through the clinic to the physician
acting as cliniclan and to Invited physicians in each area. Special lecturers in
obstetrics give talks before medical societies and refresher courses are given
at the two medical colleges and at central points in the State.

IOWA MATERNITY DEMONSTUATION IN WASHINGTON COUNTY

Washington County is a rural county with a population of 19,822 (1030).
It was selected for the maternity demonstration because all local practicing
physicians are members of the county medical society, the society has a con-
tract with tile county board of supervisors for the medical care of indlgents,
there is a county hospital with facilities for laboratory examinations, there is
a whole-time county health unit, and the median maternal mortality for the
5-year period 1030-34 was 64 per 10,000 live births, exceeded by only 14 of
Iowa's 9 counties.
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Tihe county health department has arranged to pay the medical practi.
tioners In the county doing obstetrical work for the prenatal medical care and
supervision to all expectant mothers certified as Indigent or border line by the
county welfare department. Delivery care by the physit4an is provided under
the contract for medical care of indigents which the county board of super.
visors has made with the county medical society. Dr. E. D. IPlass, professor
of obstetrics, University of Iowa, is available for case consultation service and
renders specialized supervision of the medical aspects of the program.

The participating physician agrees to give each mother a complete examina.
tion on the first visit, including blood Wassermann and regular subsequent
examinations, including blood pressure readings and urinalysis.

The division of maternal and child health of the State department of health
has placed two maternal and child-health nurses on the staff of tile Washington
County health unit. These nurses (1) make home visits to expectant mothers,
(2) organize and conduct classes in motherhood, and (3) give delivery nursing
service and postpartum care. In the home-delivery service, a nurse assists
the physician on eligible cases. The Iowa nurses are equipped with fully
fitted bags of supplies to give the best service during confinement and in
postpartum care. The packets furnished are made up by nurses and are sterll-
ized at the Washington County Hospital for the use of the doctors at all home
deliveries. They obtainn all supplies essential for an aseptic delivery, includ-
Ing the doctor's gown and gloves. In addition, the packets contain pads that
are used (luring the mother's lying-in period.

As the service Is continued it is accepted as a community health service
rather than as a charity or relief service. The nurses make greater efforts
to find pregnant women early and more women seek medical and nursing
care early In pregnancy, more Wassermann tests are being taken by physicians,
and more persons are being reached through group Instruction and talks at
clubs. The time is still too short to draw conclusions on the effect of the
demonstration on maternal and Infant mortality and morbidity.

Dr. C. A. Bolce, of Washington, Iowa, county health officer, and counsellor
of the eighth district of the Iowa State Medical Society, wrote on May 20,
1939, "Our board of supervisors is quite thoroughly convinced that the health
unit, Including maternity, tubercular work, and syphilis control, is saving the
county money in addition to the humanitarian work."

KENTUCKY OBSTETRICAL NURSINO SERVICE

In each of nine counties, In addition to the usual prenatal and postnatal public-
health nursing service, an additional public-health nurse has been placed on
the county health-department staff to give nursing service at delivery to mothers
who cannot afford to pay for this service. These demonstrations are being con-
ducted for the following purposes:

1. To give adequate nursing care through the prenatal, parturition, and
postnatal periods.

2. To assist the attending physician by providing nursing service not other-
wise available.

3. To safeguard the health of the mother and child through Intensive nurs.
ing care in the home,

4. To supply the attending physicians with sterile supplies and equipment
and emergency therapeutic agents.

5. To educate the public to a better understanding of what constitutes ade-
quate maternal care.

The objectives sought are ihe lowering of maternal and Infant morbidity and
mortality.

The home-delivery nursing service is greatly appreciated by the physicians in
the counties where it Is available and physicians in other counties are asking for
similar nursing service.

MIC||JOAN OBSTETRICAL CONSULTATION SERVICE

The bureau of maternal and child health of the Michigan Department of
Health employs a full-time obstetrician to give talks to county and district
medical societies and to give consultation service to local practicing physicians
on their private cases. It was played originally for him to give 2-months'
service during the current year 1938-9 to the Upper Peninsula of Michigan
but so many county and district medical societies in the Upper Peninsula re-
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quested the service that it was necessary to extend the period of service for that
.area.

The following excerpts from a report of 1 week of tie consultant's trip
in eastern Michigan shows the character of his work:

July 11, 1938:
Discussion at hospital with group of physicians on an expected difficult

delivery to occur that week. Fifteen-ininute discussion after lunch with
medical-socIety group.

Discussion with one physician of thyroid states In pregnancy.
July 12, 1938:

Call at office of Dr. L. and discussionn of forceps deliveries.
requested by Dr. L. to see emergency case, patient examined and advice

given on care.
Dr. P. requested consultant to see two of his patients in hospital, one 3.

months' pregnant had been severely injured in auto accident. Consultant
concurred with Dr. P. that therapeutic abortion was not Indicated; the
other a postoperative case.

Discussed with Dr. N. ectoplc gestation; asks to see suspected case; dis-
cussed histories of eight patients coming to clinic Thursday.

Interview half the afternoon with Dr. 0.
Dinner, Rotary Club.

July 13, 1938:
Conversation with Dr. N. from angle of diagnostic methods.
Discussion with Dr. P. on eyeground changes in early cases of toxemlas

of pregnancy.
Interviewed Dr. M.-does not practice obstetrics-Interested In project.
Interviewed Dr. It. and discussed vomittlIn during pIregnioncy.
Talked with Dr. I., best-qualified obstetrician in county on various gyne-

cologle disorders.
July 14, 1938:

At hospital entered Into round table about various techniques li operative
deliveries iiind esleclally the use of forceps in posterior psitlons. Drs.
N., I., and P and others present.

Afternoon at Dr. N.'s office. Doctor had collected more puzzling cases for
this clinic. In 6-hour session discussed, examined, and advised on 13
patients.

Long-distance call from Dr. I. of D. asking consultant to see 25-year-old
girl with tumor, on Saturday.

July 15, 1938:
Called at office of Dr. N., very progressive-father confessor of local

medical group.
A visit with Dr. L. checking up on patient seen Tuesday.
Local doctor's wife called Dr. L. and asked to have consultant see her.
At hospital discussed care of infected, Incomplete abortions, etc.; present

Drs. P., N., S., and P., and others.
Interviewed Dr. U. of 0. - . Does 8-10 gynecological operations a

year.
Interviewed Dr. M. decreasing practice. Wife graduate nurse runs small

maternity home.
Interviewed Dr. U. who asked consultant to look up data upon Mrs. T. and

mail Information. Discussed post-radlation morbllty.
Interviewed Dr. T. of C. Volunteered that lie had never used

gloves In obstetrical cases. Long talk about dangers of delivering cases
without gloves. Doctor admits lie is cause of much maternal morbidity-
shou(1 be encouraged to have 2 weeks at Ann Arbor for safety of future
patients.

July 16, 1938:
Examined doctor's wife in Dr. L.'s office and' advised on care.
Assisted Dr. N. In doing a subtotal hysterectolmy at hospital. Drs. S., N.,

P., I., N., N., and P. present. Long discussion of hemorrhaging before,
during, and after menopause.

Patient of Dr. I. admitted to hospital as emergency case.
Examined two patients of Dr. I. Advised tumor operation for first, for

second further conservative therapy for residual breast abscess.
Interviewed Dr. N. In same building and saw patlent-agreid on diagnosis of

congenital heart disease.
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The work of this full-time obstetric consultant serving the general practi.
tionerg in areas without specialists in obstetrics has been so successful that
a second full-time consultant has now been employed. Both consultants are
fully qualified in their specialty who comnniand the respect of the physicians
they work with and are rendering a splendid service in improving the quality
of obstetric practice in the State.

OKLAHOMA: MATERNITY PROGRAM IN CIIEH1OKE COUNTY

In 1936 with Federal and State aid, a 5-county district health unit was estab-
lished in the northeast section of the State because of the needs of a largely
rural population spread over 3,388 square miles whose economic status and
living conditions were below normal. In the 5 counties the hospital facili-
ties consist of a few proprietary clinics, a small proprietary hospital in Table-
quab, and a new 78-bed hospital opened in Tahlequah by the Indian Service.

The district health unit, including on its staff the director, a pediatrician, an
obstetrician, two sanitary engineers, a maternal and child-health nurse super-
visor, two public-health nurses in each of the five counties, and three addi-
tional nurses for the maternity program in Cherokee County, provides a well-
rounded public-health program for the five counties.

When Cherokee County was chosen for the maternity program a survey
revealed that 90 percent of the deliveries each year were done In the lhome,
25 percent to 50 percent were performed by persons other than physicians, the
maternal-mortality rate for 1937 was 62 per 10,000 live births, and the infant
mortality was 62 per 1,000 live births. In this county there were from 50
to 75 percent of the people who could not pay for medical, nursing, or hospital
care.

The maternity program, started in April 1938, is carried on by the staff
obstetrician with the aid of three maternity nurses. The nurses urge expectant
mothers to visit the nearest maternity clinic, conducted usually by the staff
obstetrician. The patient is given a complete examination, Including laboratory
procedures. Any corrections necessary are advised and if site has a private
physician he Is sent a copy of all findings. If she has no physician and can-
not afford one, a social-welfare worker works out a budget with the patient
and if she can pay an appreciable part of the doctor's fee a doctor is engaged.
If she cannot pay, she chooses her physician and Is given a letter at tho

renatal clinic authorizing payment of the doctor's fee from Maternal and
hild Health funds. For prenatal care beginning at or before the fifth month,

delivery care, and postpartum care, the doctor receives $25. The fee is $20 if
the patient receives care after the fifth month and before the seventh month,
$17.50 if care starts during the last 3 months, and $15 for delivery and post-
partum care only. A fee of $5 is added for travel of 10 miles or more at the
time of the delivery.

After acceptance of tMe case the patient is instructed to visit her physician
regularly and the public-health nurse visits the mother at home once a month.
When the mother goes into labor, site calls her physician, who requests the
attendance of the nurse and they attend the patient together. The nurse works
under the direction of the physician but she follows a set technique In regard
to the preparation of the patient, the materials used, and the ,use of solutions%
The physician, with the aid of the nurse, is better able to carry out good
technique.

Following the delivery the nurse visits the patient on the third, sixth, and
ninth day, and unless she lives In an isolated section she Is also visited by
the physician. If the nurse reports any abnormality the patient is visited
by the physician regardless of her locality. The patient is visited by the nurse
during the fifth postpartum week and she is urged to visit her physician. He
makes the postpartum examination, treats any abnormality, and when the
patient is discharged he is eligible for the payment of his fee.

Maternity clinics were being held regularly each month in eight centers.
By October 1, 1938 the staff obstetrician bad been called at the private phy-
sician's request for 85 consultations.

In the otlr 4 eminties in the health district prenatal clinics are held monthly
in 10 centers and obstetric consultation service Is being given to the physicians.

MASACIU8FrrS CARE FOR PREMATURE INFANTS

A law passed In 1937 provides for the reporting of premature births to local
boards of health, for the transportation of the baby by the board of health to a
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hospital equipped for his care, and for hospitalization at the expense of the
local board of public welfare if the parents are unable to pay. The State
department of health administers the law.

Forty-two hospitals (June 1938) are centers for the care of premature Infants
recognized by the State department of health as meeting standards necessary
for. the care of such infanjs.

Special beds for tie transportation of premature infants are prescribed to
Insure keeping the baby warm during the trip to the hospital.

When a hospital becomes a center the physicians Iii the community are notified
and with the notification goes a pamphlet on the care of the premature Infoint.
In the postgraduate medical education, provided throtigh the State medical
society, one lecture in the pediatric groups is devoted to the care of the preina-
ture Infant.

After each hospital was satisfactorily equipped as a premature center, Its
nursery supervisor was given a graduate course in the care of prematurely
born Infants at the Boston Lying-In hlospital.

A tate supervising nurse visits the hospitals with premature centers and
assists the nursery supervisors In adapting the nurseries to the principles
learned in the Boston Lylng-lIn Hospital.

Each nursery supervisor who takes the special course Is thereafter better
equipped to teach the care of the premature Infant. Instruction through dem-
onstratlon and group discussion m the care of tihe premature Infant Is also
given to groups of public-health nurses.

Talks are given to groups of women on time premature baby, and a leaflet
has been Issued for their use. The care of the premature baby is Included
in the Outlines for ,Mothers' Chb Instruction.

A subcommittee of the State advisory committee on maternal and child
hygiene advises on the program for the care of premature Infants.

CONN X Crr WLT.-CiH.L 'ONMFF.%CF8 IN RURAl ARAS

There are 103 well-child conferences In rural areas under the supervision of
the bureau of child hygiene of the State department of health. With rare
exceptions, these conferences are held in towns where there is no resident
physician.

The medical examinations of infants and preschool children In newly organ-
Ized conferences is supervised by a physician from tie bureau of child hygiene
until the local physicians are fully prepared to take over this activity, Appoint-
ment of local physicians for this service depends on the recommendation by
the county medical association and upon training at demonstration child-health
conferences, Including attendance at six conference sessions and the conduct of
the conference under supervision at the sixth session. After appointment, the
doctor is paid $5 for each conference session.

One of the purposes of the conference is to teach parents the Importance of
regular medical examination for their children and the need for routine medical
supervision and how to keep their children healthy. All children are weighed
and measured at each visit. Time mother Is taught to welgh her baby and
young child regularly and to keep . record of growth and gala in weight.
Each child Is given n complete phys1cl examination on his first visit and there-
after infants under 1 year are evY!udiNl every 4 months and children over 1
year every 6 months. An Interview with the doctor every month is recon-
mended for mothers with Infatts, once in 2 months for children between 1 and
2, and when necessary betwin examinations for children over 2.

All pertinent medical data and physical findings are recorded on the child's
record card. The degree of any defect found Is recorded so that the physician
may watch changes in the defect and know whether time child is receiving as
much medical attention as necessary.

All mothers are advised to have their children Immunized against diphtheria
and vacchmted against smallpox.

All conditions needing medical or surgical treatment are referred to the
family physician by written report within 24 hours.

Well.child conferences are conducted in towns where a local organization
sponsors this activity. The public-health nurse carries equipment In her car
for conducting a well-child conference held In a room arranged for by the local
organization. Usually time local public-health nurse assumes the responsibility
for nursing follow-up of children attending the conference. If there Is no
local nurse one of time regional maternal and child-health nurses carries on this
part of the work.
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Well-child conferences are sponsored by local organizations that are respon-
sible for providing an adequate building with light and beat, clerical helpers,
transportation for mothers and children, and publicity. When a conference is
started a schedule of helpers is made for the year under the leadership of tile
local chairman. Often these organizations furnish funds for necessary treat-
ment of Indigent cases.

During 1038 Connecticut reported that 1,083 infants made 4,432 visits and 2,806
preschool children made 8,480 visits to medical conferences or well-child con-
ferences held under public auspices.

CALIFORNIA MATERNAL AND CHIL IEALT! SERVICES FOR MIORATORY CROP WORKS

In July 1030, with the hell) of Federal grants for maternal- and child-health
services, the bureau of child hygiene of the California Department of Health
began to supply medical and nursing supervision for the mothers and children
among migratory workers In'the two central valleys of California. During the
second year these services were limited to five counties in order to carry on a
more effective program.

The migrant crop workers in California include men, women, and children
who migrate up and down the valleys of the Pacific coast to engage In agri-
cultural labor. They include refugees from drouth and "dust bowl" areas,
"State homeless" workers who follow the crops-lettuce, peas, and early vege-
tables, deciduous fruits and hops, grapes, and cotton-and workers who may
own a small home or farm who go Into adjoining counties for seasonal agri-
cultural work.

Among the factors contributing to the health defects of mothers and children
are the limited supplies of milk and the limited use of milk because of its
expense; the restricted diet consisting principally of gravy, biscuits, beans, and
potatoes, with little meat, fruit, or vegetables; the poor, overcrowded housing
facilities in the camps with inadequate provision for sewage and garbage dis-
posal; and the use of children to help with the crops.

A pediatrician, two public-health nurses, and two nutrition teachers were
assigned to this service. Prenatal and child-health conferences are held at
which the mothers and children are examined by the physician, and the mothers
are Instructed by the physician and the public-health nurses in the care of
themselves and their children. A medical trailer was put in operation for
this service In January 1038. The trailer was divided into medical and nursing
rooms equipped with desks, a sterilizer, running water, and an ice hox for phar-
maceuticals and with an awning and camp chairs for an outdoor waiting room.
The Farm Security Administration Is providing funds for medical care and
food among migratory workers.

The two nutritionists conduct nutrition classes and cooking demonstrations
in the migratory camps and cooperate with school authorities In an effort to
supply hot milk, cocoa, or soup to malnourished children In the migratory
schools. They cooperate also with those in charge of school lunchrooms or
cafeterias in an attempt to adjust the menus to the needs of migratory children.

During the first year that the maternal and child-health program for migra-
tory workers was under way (July 1930 through June 1937) 1,002 children of
agricultural workers in 598 families were served.

During the year ended June 80, 1938, 173 health conferences were held and
8,083 children were examined. Of these, 2,459 were examined for the first time.
A total of 185 prenatal patients were seen and of these 1C0 were examined by
a physician, and there were 01 prenatal hygiene discussions with expectant
mothers.

EVIDENCE OF NEED FOR EXPANSION OF MATERNAL AND CHILD-11EALTIt
PROGRAM

The report. of the technical committee on medical care pointed out
many of the special needs of maternity and infancy and of children.

The experience tinder the Social Security Act has brought to light
the many gaps that exist in the Maternal and Child-Health program
and has indicated the direction in which the program should advanced
if obvious needs are to be met.
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Tie most. apparent needs are the lack of resources to provide:
1. (a) Medical and nursing care throughout the maternity cycle

especially at delivery in home or hospital, and (b) medical and
nursing care for children.

2. Hospitalization costs, including transportation, for care in exist-
ing facilities.

3. New hospital facilities for maternity care and care of children,
as needed, especially in rural areas.

4. Diagnostic clinics in areas where there is no out-patient service
in obstetrics, pediatrics, and other special services in connection with
a general hospital.

5. Consultation service by obstetric, pediatric, and other specialistseither through employment of practicing physicians (specialists) on

a case basis, or em(lo'nlet of part-time or full-time specialists as
members of State or focal staff to serve areas where there are now
lnne.

6. Increase in number of public-health nurses and other special
workers.

7. Training centers for postgraduate education of physicians
nurses, ihedical-socia,! workers, using existing facilities in medical
centers and amplifyig with staff and cost of patient. care.

It is the consensus of opinion of obstetricians and pediatricians
that, these needs must be met if maternity care and care of new-born
infants and care of older children is to he adequate and the lives of
mothers, infants, and children now needlessly lost, are to be saved
and the health of children conserved. It is the opinion of medicalexperts who have studied the problem that from one-half to two-

thirds of maternal deaths and at, least half the deaths of infants
under 1 month of age are preventable. Many deaths of children from
communicable diseases aid from other causes may be prevented.
The knowledge of how to save the lives of the women and children
is at hand; tie resources to provide services and facilities are not
adequate. Many of the States do not have the financial resources to
provide the necessary care in maternity or medical services for
children.

The State health officers when submitting their plans for maternal
and child-health services under the Social Securit' Act. for the fiscal
year 1939 made statements regarding the immediate needs of their
respective States in this field. They estimated the number of new
personnel, such as public-health nurses, nutritionists, etc that could
b effectively used at once and the cost of increased medical service
in chlid-hea-lth and prenatal conferences and in a few States the
cost of some other medical service, such as care of women at. de-
livery. Twenty-eight State health officers reported their needs in
such a way that the cost could be accurately estimated. The total
sum for these 28 States amounted to an annual increase of $22,000,000.
Except in a few instances the figures included only types of service
that the States had been rendering during the 3 previous years.
The cost of increased number of public-health nurses amounted to
$14,000,000; the cost. of the services of physicians at clinics or con-
ferences or for delivery care to $2,500,000. I cite these figures to
indicate that the State health officers realize that the present pro-
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grams are not adequately meeting the needs. That was a year ago.
would like to submit excelts (exhibit C) from ithe original state-

ments for the record.
EXHIBIT C.-ExcEPrs FROM MATERIAL SUBulr ny STATE IIFAiTu O ncxs

SIlOWIN0 NuS OF STATES

ALABAMA

Twelve and eight-tenths percent of white mothers were attended by midwives
and others not physicians in 1936.

Seventy-five and six-tenths percent of colored mothers were attended by mid-
wives and others not physicians in 1930.

Only 11 percent of mothers were hospitalized at time of delivery.
Estimating that there should be at least I pmblic health nurse for every

10,000 of the population, there should be 122 additional public health nurses (at
$2,000 each), $244,000.
State staff nurses:

0 advisory nurses (at $3,180) ---------------------------------- $19,080
1 auxiliary nurse ---------------------------------------------- 2,280
2 obstetric nurses (at $2,100) ---------------------------------- 4,200
0 tuberculosis nurses (at $2,100) ------------------------------- 12, 00
Medical service at maternal conferences in 9 counties ---------- 15,080
Medical service at 00 child-health conferences ------------------- 15, 000

Total ---------------------------------------------------- 312,840
In 1037:

Maternal deaths ..... .. .. .. ...---------------------------------- 390
Maternal death rate --------------------------------------------- 63
Infant deaths -------------------------------------- 3,844
Infant death rate ------------------------------------------------ 02

ALASKA

Alaska has an area of 580,400 square miles, one-third of which is above the
Arctic Circle. The population of Alaska is approximately 62,000, one-half
white and one-half native, Indian, Eskimo, and other races. Alaska is almost
entirely rural. The white population of Alaska Is centered in the larger towns,
none of these, however, larger than 7,000. The native population is scattered in
villages and small settlements, the largest village having a population of about
500. During the summer the native population is even more scattered; most
of the inhabitants go out fishing end working in the canneries. These summer
earnings constitute their entire income for the year.

There are 48 doctors in the Territory. They are located in 25 communities.
This number includes 8 doctors under contract with the Office of Indian Affairs
for the care of natives. The Office of Indian Affairs also maintains a staff of
41 nurses for medical and nursing care of the natives. Of these, 24 are field
nurses and 17 are connected with hospitals.

There are 19 hospitals in the Territory, with a total bed capacity of 506.
Six of these are maintained by the Bureau of Indian Affairs for natives only,
with a total bed capacity of 181. All of the hospitals admit obstetrical patients
and have a total number of 78 bassinets.

During the year 1037 there were 1,229 births reported in the Territory. Four
hundred and forty-seven were whites, and of these 418 were delivered by doctors
and 84 by others, such as nurses, midwives, and neighbors. Of the total 882
native births, only 242 wera delivered by doctors and 640 delivered by others,
such as nurses, midwives, and neighbors. There were 18 white infant deaths
reported during the year 1937. The infant death rate of the natives is appal-
lingly high. One hundred and ninety-three Infant deaths were reported for the
above number of infant native births for 107. This year the maternal mortal-
ity rate was also lower among the white mothers than among the natives.
There were 2 white maternal deaths for the 447 births, which gives an average
of 4.5 deaths per thousand live births; and there were 9 maternal deaths for
the 882 native births, which makes an average of 11.8 maternal deaths per
thousand live births.
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From personal contact with preschool and school children in Alaska, a large

number of physical defects were observed. A great number of young children
show evidence of rickets. Fatigue, poor muscle tone, and poor nutrition are
also very common. Dental caries is the most prevalent defect. A large number
of children are suffering from eye defects. Some of these defects might possibly
have been the result of faulty nutrition, and many undoubtedly are caused by
congenital lues. A number of school children are In need of corrections of
refraction errors, The returns from this year's school health examination,
although not completed as yet, show that there was a total of 8,858 physical
defects found for a total number of 8,972 children examined.

This year's budget provides for an increased staff of field nurses who are
being charged with maternal and child-health supervision as one of their chief
services In the community. This year's budget will also permit the purchasing
and publication of more health-educational material for free distribution to
parents, whose acquaintance and nnpreciation for child hygiene has heretofore
been very meager.

ARKANSAS

Alternating flood and drouight have brought much suffering to the State. A
large amount of preventable Illness exists, especially with reference to faulty
nutrition and communicable diseases. Arkansas still has a high Incidence of
diphtheria, Smallpox, and typhold fever. Malaria fever constitutes a major
problem. A high proportion of tenant farmers and a heavy Negro population,
oth with poor living conditions, present special health needs. Medical facilities

and hospitalization are often unavailable due to poverly and lack of physicians
In rural areas. Arkansas has an unnecessarily high maternal-mortality rate-62
per 10,000 live births in 1936.

The State needs approximately 300 additional public-health nurses at $1,800 per
annum salary and travel or a total of $540,000 In order to approach generally
accepted standards, and approximately 20 additional medical directors at $3,900,
or $78,000.
In 1037:

Maternal deaths ------------------------------------------------- 240
Maternal death rate ----------------------------------------------- 68
Infant (leatils -------------------------------------------------- 1,919
Infant death rate ------------------------------------------------ 54

CALIFORNIA

There Is 1 public-health nurse to 6,000 population throughout the State. Nine
counties have no public-health nurses except those supplied by Federal Maternal
and Child Health funds. In 33 counties there Is no organized provision for

education of expectant mothers.

Specific needs:
1,892 additional public-health nurses (at $2,400) ------------- $4,510,800
I monthly prenatal conference in 29 counties, medical services. 1, 740

Total ----------------------------------------------------- 4,542,540
In 1937:

Maternal deaths ------------------------------------------------- 885
Maternal death rate ---------------------------------------------- 41
Infant deaths --------------------------------------------------- 5, 070
Infant death rate ------------------------------------------------- 54

COLORADO

At the present time one of the greatest needs of the State of Colorado Is
increased trained personnel to be placed in several counties of the State. Only
83 countries out of 63 have public-health nursing service, and in many of these
83 counties only 1 public-health nurse is stationed where there should be at
least 2 and in many cases 3. It is estimated that at least 40 additional public-
health nurses would be needed to provide an adequate generalized public-health
nursing program in Colorado.

It Is believed at this time that the best program that the Division of Maternal
and Child Health can inaugurate to lower the high maternal and infant mor-
tallity rate In Colorado Is the extension of Maternal and Child Health units,
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providing nursing assistance in home deliveries InI those areas of the State
where adequate hospital facilities do not exist. A conservative estimate would
be that there are at least 10 sections of the State where such Maternal and
Child Health Units could be advantageously established.

The establishment of full-time county or district health units Is it necessity
In any program designed to lower the maternal and infant mortality rate.
Before such units can be established, a great deal of educational work Is neces-
sary. This can best be inaugurated by the placing of public-health nurses In
various counties.

Profc8slonal serviceo.-The great need of the practicing physicians In the
rural areas of Colorado is increased hospital facilities, especially for deliveries
and the care of sick children. In a majority of the rural areas of Colorado,
the building of hospitals is for the present, and for a long time in the future,
an economic and political Impossibility. If such Institutions could be con-
structed, it Is doubtful if the necessary funds for their maintenance could be
:secured.

In ninny areas there is a need for prenatal, postnatal, and infant clinics
for Indigent patients. A consulting service Is needed badly In many localities.
Approximately 30 counties of the State have a real need for these services.

Correotivo dental care.-There are several areas of the State wherein no
dental care is available. A program of dental correction such as described
under "Dental Program" in this narrative is needed in these areas. About 10
.such areas are known,

In 1937:
Maternal deaths -------------------------------------------- 15
Maternal death rate --------------------------------------------- 54
Infant deaths ------------------------------------------- 1,441
Infant death rate ------------------------------------------ 73

DISTRICT OF COLUMBIA

More adequate provision Is needed for the hospitalization of maternity cases,
particularly those requiring public care, and improved facilities for the care
of the newborn, especially the premature.

Additional maternal and child health conferences are needed on the basis of
the number of patients registered for care in the health department clinics
for the 5-months period, January to May 1938. It Is estimated that 3,338 will
register for care in the Health Department prenatal clinics during the year.
At an average of 0 visits per case-5 prenatal and 1 postpartunn-35 2-hour
clinic sessions a week are needed to care for these patients. One hundred
and ten infant and preschool child-health conferences are needed a week In
order to give reasonably adequate infant and preschool health supervision.
This number is greatly in excess of the number available or possible with
present appropriations.

From 130 to 150 additional public-health nurses are needed.
Additional clinic space Is needed, and finally clerical service for these

clinics, of which none is at present avaIlable, Is an urgent need in order to
conserve nursing time and to Improve the record keeping at the clinic.

In 1937:
Maternal deaths ------------------------------------------- 71
Maternal death rate ---------------------------------------- 58
Infant deaths -------------------------------------------- 751
Infant death rate ------------------------------------------- 61

OEOROIA

Disease costs Georgia an estimated $155,302,703 annually. Much of this is
unavoidable, yet with the application of known preventive measures, a tremen-
dous reduction can be made. While specific preventives for many diseases are
lacking, most illness Is amenable In some degree to public-health measures.

Need for moro local health departments atnd pcraonnel.-About 40 percent of
-our population, in 105 counties, have no health protection other than what the
State department can provide by Its staff members, itinerant nurses, and district
sanitariums. Because this very large territory Is thinly populated, service is
far below the needed minimum.
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The establishment of local health departments has been and will continue to

be hindered by lack of local appropriations and properly trained personnel.
The 20 Itinerant nurses are attempting to carry a restricted generalized

public-health nursing program In the above 94 counties, with a population of
over a million.

Most Georgia counties that call afford lubllc-healtll service, as now financed,
have it tit least In nimhulnln. If the oilier 105 counties tire to have tis pro-
tection, sonie other plan for financing It must be found.

If disease and death rates are to be lowered, thereby conserving human
resources, health protection must he secured for all sections of our State, as
well as Improvements made in the more fortunate areas. Results will depend
upon efficient, continuous, sinmultaneous service In each section.

To do this oil a mininuma scale will require nore than twice the number of
qualified medical, nursing, and sanitary workers than ire now engaged in local
health activities.

Afortallt.-About one-fifth of all the deaths In Georgia occur in individuals
who have not reached the end of school age. Most of these are preventable.

Ani average of 60,269 births occur annually. Here is what becomes of these
babies: 9,520 (1 out of 7) ever reach age of 5, 8,155 (1 out of 8) never see a
birthday, 3,810 are horn (lead, 1,082 (lie the day they are born.

On ani average, 475 Georgia mothers die each year from childbirth. These
deaths, plus stillbirths nd practically all deaths of Infants less than a week old,
are ascribable to causes connected with the prenatal period or the act of birth.
Thus we annually lose 0,209 lives from childbearing (over 17 deaths daily).
Two-thirds of these are preventable.

Midwire.-There are over 3,000 midwives practicing in Georgia. They
attend more than 20,000 births each year (2 out of every 5 births tit the State).
These women should be better taught and more closely supervised than it is
possible now to do It in many areas.

There should be maternal and infant health centers in each county. Only 51
counties at present have both types of service. Funds tire needed to compensate
practicing physicians serving in center.

During 1937, 847 eases of peliligra and 370 deaths were reported. Not a single
case need have occurred. Pellagra is preventable.

Ili more than one-third of the counties young children and expectant mothers
are receiving specific dietary advice. However, in approximately 100 counties
such service cannot be rendered because no local health department exists.
Until funds sufficient to finance a State-wide program are appropriated, the
nutritional problem cannot be eradicated.

Ii 1937:
Maternal deaths ------------------------------------------ 472
Maternal death rate ---------------------------------------- 74
Infant deaths ------------------------------------------- 3,052
Infant death rate ------------------------------------------------ 62

INDIANA

The outstanding health problems of the mothers and children of Indiana have
been the need for additional generalized public-health nursing services fit or-
ganized and unorganized counties; more home-nursing delivery demonstra-
tions throughout the State; further expansion of the child mental-hygiene pro-
gram now being carried out by the Bureau of Maternal and Child Health; more
child-health conferences especially in ahe rural areas; and for improvement
n,i extension to all parts of the State of the school health services.

Ti- needs for extension of maternal and child-health services In the State
of Indiana are great. As Indicated In the following paragraphs there is an
urgent need for more generalized public-health nurses in the rural population in
Indiana.

There exists further need for makin available biologics, such as toxoid vaccine,
smallpox virus, etc., to all people.

There exists a great need for medical Inspection of county hospitals, especially
with the idea of promoting stations for the care of premature babies in each
county of the State.

One of the chief difficulties in conducting the program as above outlined, and
the foregoing suggestions for expansion, is due to lack of funds.
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In the 1939 annual plan it is impossible to take advantage of all Federat
funds offered, and hence the activities of the Bureau of Maternal and Child
Health cannot be extended to meet some of the minimal demands, because of
insufficient matching funds.

To maintain the Ideal of I public-health nurse to every 2,000 people, Indiana
needs 1,714 public-health nurses in the State, or 1,261 more than the 444 which
are now available. When the rural population Is considered and a goal of 1
public-health nurse to 5,000 people is set, it is found that 2,30 public-health
nurses or 126 more than the 104 now in this group are needed.

At present in the 18 counties which have Maternal and Child Health public-
health nursing services (1937) there Is 1 public-health nurse to a ratio of 1
Maternal and Child Health nurse to around 23,000 people.

Prenatal and postpartum clin cs.--There exists in Indiana comparatively few
prenatal and postpartum clinics. For the most part these clinics are held in
connection with the State hospitals, and local boards of health in the larger
cities. In developing the Maternal and Child Health program for Indiana, the
State director has been aware of a need for this type of clinic in the rural
areas. However, due to lack of response on the part of the medical profession
and the lack of facilities and personnel for establishing such clinics, the
Maternal and Child Health Bureau has been unable to set up this much needed
type of service.

School health 8ervice0.-There is great need in Indiana for the provision
of full-time school physicians. At the present time there are only two cities in
the State of Indiana which have services of full-time school physicians.

In 1937:
Maternal deaths ------------------------------------------ 195.
Maternal death rate -------------------------------------------- 35
Infant deaths --------------------------------------------------- 2,789
Infant death rate ----------------------------------------- 0.

IOWA

Stated briefly, the outstanding needs include: Development mid maintenance.
of prenatal service; classes in motherhood, including care of mothers before baby
comes and care of infant after birth; liberal provision for field service and
supervision by representatives of division of child health and health educa-
tion; development and maintenance of local health administration, either more
satisfactorily on a part-time basis or through the medium of the whole time
health district, county health unit, or detached county public health nursing
services.

Under present conditions the State and local political subdivisions are not
ready to assume the entire tinnncial responsibility for n Maternal and Child
Health program which meets the major needs. They are able to meet a part
of the cost and favorable sentiment and support is certainly being developed,
and secured.

In 1937:
Maternal deaths -------------------------------------- 190.
Maternal death rate ------------------------------------ 45.
Infant deaths -------------------------------------- 1,862
Infant death rate -------------------------------------- 44

KANSAS

A total of 56 of the 105 counties In the State are without any type of health
service, save the part-time county health officer required by statute. In many
counties where health work Is carried on, only a small proportion of the popula-
tion is reached. From funds found at the present time, we find it necessary to
drop 7 of the counties where nursing service has been started. It Is evident
from these facts that there Is a definite need in Kansas for Increasing public-
health service to the citizens.

There are no prenatal or child-health conferences carried on regularly except
In some of the larger cities of the State. An attempt will be made during the.
coming year to organize such clinics in the full-time unit counties and In coun--
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ties with public-health nursing, but this service will be a very small part com-
pared to the nceds of the State.
in 1937:

Maternal deaths 127
Maternal death rate ................................. ............. 43
Infant deaths ............................................ ........ 1,802
Infant death rate -------------------------------------- 44

KENTUCKY

Approximately one-sixth of the 120 counties of the State are classed as pauper
ones. Tile income of these counties for general purposes is practically all re.
quired for meeting Interest charges on bonded and floating Indebtedness. In
these counties the health needs are great, the local resources limited. The 20
counties referred to are ones having Inadequate supply of physicians; no hos-
pitals; few, If any, natural resources except the soil, and much of the land is
submarginal or nearly so.

In these counties 390,880 people exist; annually there are 11,642 Infants
born, and 720 die before reaching 1 year of age. The perils and health hazards
to which the surviving infants will be subjected can be entirely prevented, or,
if not, so ameliorated that a healthier child will survive.

Tie request for additional funds for expenditure is based upon health needs
of these and other counties whose economic status is not quite so serious as
the 20 counties that have been described.
In 1937:

Maternal deaths -------------------------------------- 203
Maternal death rate ------------------------------------ 47,
Infant deaths ------------------------------------------------------ 3, 321
Infant death rate -------------------------------------- 59.

LOUISIANA

State and local funds are Inadequate to maintain existing activities or for-
expansion proposed.

According to best public-health practice it is estimated that Louisiana (ex.
elusive of New Orleans) would need an additional 00 nurses to attain the.
required basis of 1 nurse to every 2,000 population.

It is estimated that each of the 63 parishes should be served by not less
than 5 prenatal and 5 child-health conference centers per parish. The cost of
medical service for such service In any one parish would, at $5 per clinic ses.
sion, approximate $700 per year based on conference frequency, prenatal twice.
mon'hily per center, and child-health quarterly per center.
For prenatal and child-health conferences In all of the 03 parishes..- $44,100
For 00 public-health nurses ($2,000 each) ------------------- 1, 200,000.

Total ---------------------------------------- 1,04,100'
Of the total 25,010 deaths in Louisiana in 1937, 3,020 were Infants under 1

year and 330 were attributed to puerperal causes.
In summarizing our inadequacies, we find 38 percent of all State births and

52 percent of all rural births are attended by midwives, which facts indicate.
that there is general lack of appreciation of medical care at delivery and inade-
quate understanding of prenatal care. We know, too, that obstetric consulta-
tion to physicians in rural areas is practically nil except in the environs of"
two city areas, New Orleans and Shreveport; that hospital facilities are Inade.
quate and too inaccessible to the majority of rural patients. Tuberculosis,
syphilis, and malnutrition are factors contributing to maternal and infant
mortality.

Only 39 of Louisiana's 03 parishes were organized health units.
In 1937:

Maternal deaths -------------------------------------- 880
Maternal death rate ------------------------------------ 72
Infant deaths --------------------------------- ------ 8,020.
Infant death rate -------------------------------------- 66;

144809-39--pt. 3-10
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MAINE

There are needed additional (pialifled workers in) the fields of pibliclhealth
nursing, dental hygiene, nutrition, and so forth.

Sone nurses are serving populations of front 25,000 to 30,000 people, and to
meet the usually estimated number of nurses needed for a given population the
present force of 22 should be multiplied by 10.

Medical facilities in the State are adequate as to the number of physicians,
but the disinclination of physicians in general to settle in rural connunities
leaves n serious l)roblem in su)l)lying medical care to the people of low Incouies
an(d the indigent who cannot afford to pay fees necessary to secure medical
aid from a distance.

Such physicians as are located in small conmunitles can hardly find the tiMe
or afford the expense of postgraduate work away from home, and thus sonie
means such as proposed in the present plan Is needed to bring something of ti'
newer knowledge of obstetrics and pediatrics to these men.

Because of the financial status In many Maine communities, it is Imllossible
for such e ininunitles to provide the sorely needed services. It Is only from
outside sources that any nursing service and, In many instances, necessary
medical service, can be supplied.

A recent survey indicates that Maine Is Included hi the area where 45 percent
of the dletst are inadequate, showing the desperate need for public education
In matters pertaining to selection of diets. While It is practically Impossible to
provide expert nutritionists to reach this large percentage of the population,
at the same time, the need for such Instruction as the publIc-health nurse can
offer is apparent.

An outstanding problem in Maine is the rural, scattered population, comil.
cated by really long distances. I'renatal care and follow-up, dental corrcctionq,
and, many times, necessary medical emergency care is difficult to obtain.

In 1937:
Maternal deaths ------------------------------------------------- 100
Maternal death rate --------------------------------------------- 043
Infant deaths -----------------------------------------
Infant death rate ------------------------------------------------ 15

MARYLAND

Specific needs for additions to the staff of the State department of health
aniount to $20,300. There are approximately 86 nurses attempting a general-
Ized service It a population, lar;.,:y rural, of 915,000. Aln equal number of
additional nurses is required to meet the minimum requirement of 1 nurse to
5,000 population, set by public-health experts.

Unfortunately, no funds are available to pay physicians or midwives for
the delivery of Indigent eases. Comparatively few of the rural hospitals accept
uncomplicated free cases and the county commissioners defray the expenses of
only a few of these women of the low-income groups.

One thousand one hundred and six Infants (lied In their first year in the
counties, a rate of 07.1 per 1,000 live births. Many of these deaths were from
causes which are largely preventable. The 155 deaths in the counties from
diarrhea and enteritis surely call he reduced. Only 03 deaths from this eau.o
occurred during the year In Baltimore City. The counties are at a disad-
vantage and lIn many cases the lack of an adequate supply of pure milk, a
much greater prevalence of files, Infrequent nursing visits, and the small number
attending child-hygiene conferences are factors In the unfavorable results.

In 1937:
Maternal deaths ------------------------------------------ 117
Maternal death rate --------------------------------------- 42
Infant deaths ------------------------------------------ 1, 705
Infant death rate ------------------------------------------ 01

MICflIOAN

Among the outstanding health problems of mothers and children in Michigan
are the many preventable deaths of mothers and babies. Contributing to these
deaths are: (1) Need for more adequate medical and nursing care for mothers
during pregnancy and at childbirth, and for the children especially durimr' early
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infancy; (2) the need for continued postgraduate education in obstetrics and
pediatrics for general practitioners; (3) in many areas the absence of consultant
obstetric and pediatric services is a very definite factor.

A demonstration home-delivery nursing service was begun In Cass County
January 1, 1938, by three nurses who give prenatal instruction to all mothers
In the county, and assist the attending physician with home deliveries iII homes
where nursing service would otherwise not he available. This service Is tiecled
In many other areas,; but funds are Inadequate to finance the same.

The school health program in the State is undeveloped. Lack of local funds
for this purpose and lack of health training of educators in health programs are
factors in bringing about this condition.

There are 25 counties having no organized health service and for which assist-
ance should be provided. There are 30 units of 58 counties in organized areas
to each of which a minimum of one MCII nurse should be added at the ipproxi-
mate cost of $52,800.

Additional nunrss are needed on the staff of the State department of health
'to work with staff physichins in special programs for the control of tubercu-
losIs, venereal disease, typhold fever, dipitlerla, and smallpox. A nilniunuan of
four nurses would require approximately $10,400; total, $03,200.

Therm Is also need for better medical and mrsing care for mothers at the
thne of delivery and for babies during the first weeks of life-no estimate of
cost.
lIt 1937:

Maternal deaths ------------------------------------------------- 334
Maternal death h rate --------------------------------------------- 30
Infant deaths --------------------------------------------------- 4, 380
Infant death rate ------------------------------------------------ 48

Maternal Care in Michigan, a Studl of Obalttrio Prartlee.-This publication
constitutes the report of the committee on maternal health of the Michigan
State Medical Society of a study on obstetric practices which was carried out
by the committee with the assistance of the United States Public Health Service.

During 3-month period January-March 1930, a total of 21,568 births were
registered in Michigan. By questionnaires, 48 p('rcent of the births and 52 per-
cent, of the attendaants of the births registered January-,March 1936 were secured
for study (10,205 questlounalres returned by 1,087 attendants).

Studies reveal that 85 percent of the births are attended by less than one.
fourth of tIhe total number of doctors lit the State.

,Iaternal care given by obstetric specialists tends to be concentrated in the
large cities; In rural areas this service is mostly in the hands of the general
practitioners, especially those graduated prior to 1915.

A very small proportion of women living in rural districts have the services of
obstetric specialists.

I'renatal (are attaining the level of completeness which Is advocated as an
Ideal standard Is received by very few women. Classlfication of prenatal care
in broad groups with respect to its relative completeness and adequacy reveals
that one-fifth of the women receive what nay he termed satisfactory care from
a practical viewpoint, while one-fifth receive wholly Inadequate or essentially no
professional prenatal service.

Study of the distribution of this care shows a very marked correlation between
the level of adequacy of prenatal service and economic status, size of city In
which the mother lived, and her parity. lit general, women who are poor or on
relief, women who live In rural areas, and multiparous women bear the brunt
of the widespread deficiency in prenatal services.

Nearly 60 percent of the mothers living In the larger cities while less than
25 percent of the rural women are delivered in hospitals.

According to economic status, hospitalization varies from 05 percent among
the comfortable, 50 percent among the moderate, 33 percent among the poor to
28 percent among those on relief.

Techniques employed In the handling of labor and delivery were found to vary
widely and to be related to certain characteristics of the birth attendant, to
place of delivery (home or hospital), to size of city, and to economic status of
the family.

Although questionable, and even dangerous, procedures are spread widely over
the total group of parturient women, a relatively large share of the most serious
defects In practice fall upon poor women, those delivered at home, and those
living in rural communities.
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MISISSJ6PPI

Mississippi is the only State in the Union in which the Negro (50.2 percent)
exceeds the white (49.8 percent) population. During 1930 certain diseases pecu-
liar to the Maternal and Child Health program were at least 100 percent greater
among the colored than the white (malaria; diseases of pregnancy, childbirth,
and the puerperal state; tuberculosis).

The minimum sanitarium requirements for tuberculosis control Is considered
one bed per death. Mississippi has approximately one bed for each three deaths.

In order to determine the lack of medical service to people within the State
according to death certificates submitted for 1030, it is found that 14.6 percent
of all deaths reported did not have medical attention. Of this number 4.0 were
white id 22.2 were colored. The figures quoted do not include sudden deaths.
Many other deaths occurred where only one call had been made by the physician.

Hospital care: Mississippi has approximately 1 bed to 250 population. The
United States average is approximately 1 bed to 130 people.

In 1937:
Maternal deaths ------------------------------------------- 38
Maternal death rate ---------------------------------------- 71
Infant deaths ------------------------------------------- ,060
Infant death rate ------------------------------------------- 59

MISSOURI

Missouri Is facing several rather serious problems.
The increasing scarcity of medical practitioners in rural areas and extremely

high maternal and infant mortality rates in certain sections may be counted as
the most pressing.

A crying need is funds with which to subsidize physicians for delivery service
to women of the low-income groups.

Droughts, depressions, etc., have reduced many very worth-while rural fam-
ilies to a very insecure economic position.

In 1937:
Maternal deaths ------------------------------------------- 293
Maternal death rate ---------------------------------------- 51
Infant deaths ------------------------------------------- 3,219
Infant death rate ------------------------------------------- 57

MONTANA

Montana is the third largest State in point of area and two-thirds percent
of the half million population live in rural areas. The effects of the economic
depression have been exaggerated by a long period of drought in the eastern
two-thirds of the State. In 1937, 30,438 individuals in Montana submitted
Federal income-tax reports. This would indicate roughly that about tive.sixths
of those of wage-earning age have incomes of less than $1,000 if single or
$2,500 if married. The problem of providing medical care for this large group
on low incomes is apparent.

The need for preventive medical measures is indicated by the fact that In
1037 there were 898 cases of smallpox reported, 02 cases of diphtheria with 8
deaths, and 90 cases of typhoid fever with 11 deaths. The maternal mortality
rate was materially reduced in 1937-35 maternal deaths per 10,000 live births-
but a study of maternal deaths indicates that there are still many preventable
deaths. The infant morality rate remains high, 51 per 1,000 live births, and
is extremely high in some areas in the State. There are available for general
medical care only 2,009 hospital beds for a population of over 500,000. Of the
40 general hospitals, there are only 0 maintained by city or city-county gov-
ernments.

The fact that only 4 of the 56 counties have full-time organized health
departments and that there is not an out-patient department associated with
any of the hospitals or a free dispensary in the State, and no organized pre-
natal, infant, or preschool medical conferences indicate there is great need for
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the development of public-lealth service In the field of maternal and child
health.
In 1037:

Maternal deaths ------------------------------------------------- 38
Maternal death rate --------------------------------------------- 37
Infant deaths --------------------------------------------- 517
Infant death rate ------------------------------------------ 51

NEBRASKA

Nebraska has no local provision for health service outside of the metropolitan
centers, nor is there any legal authority for same. This situation is well known
and need not be dilated upon. On the other hand, distance is so great and
population so sparse through the greater part of the State that a large central
organization will be entirely Impracticable. Local resources have been so de-
pleted by the recent years of drought that even though legal authority were
provided many counties would be reluctant to commit themselves for any con-
siderable sum of money for health service.
In 1937:

Maternal deaths ------------------------------------------------- 92
Maternal death rate --------------------------------------------- 41
Infant deaths ---------------------------------------- 937
Infant death rate ------------------------------------------------- 42

NrW JE SEY

From a general standpoint there is need for improvement in the social and
economic status of many families of the State. This is the basis of much
inadequate feeding, medical care, and bad housing. More specifically in the field
that relates immediately to the work of this Bureau there is need for additional
prenatal clinics, baby-keep-well stations, and public-health nurses placing special
emphasis on maternal and child health; training and education of physicians
in better preventive pediatrics and maternal welfare; more adequate education
of parents in child nurture particularly in reference to preventive mental
hygiene.

Finances obtained from the State legislature are not adequate to carry out
this type of program.
In 1937:

Maternal deaths ------------------------------------ 207
Maternal-death rate ------------------------------------- 38
Infant deaths --------------------------------------- 2, 154
Infant-death rate ------------------------------------------ 39

NEW MRXIO0

Our infant-death rate-twice that of the United States registration area-and
our high maternal-death rate indicate the seriousness of the maternal, and
child-health problems in the State. The situation has not changed essentially
in the past year.

We recognize these further needs in New Mexico: Free hospital beds with
adequate equipment and staff; qualified obstetricians to serve as consultants;
more qualified pediatricians to serve as consultants; nurses to assist in home
deliveries; doctors willing to answer calls when the midwife finds the case
beyond her competence and sends for help as we have been at pains to teach
her to do; younger and more intelligent midwives.

The medical and nursing resources are inadequate-both as to number and
dftrlbutlon. About one-fourth of the 400 doctors of medicine In the State are
yora.icing in the 4 largest communities. There are no doctors in New Mexico
who have passed the examination of the American Board of Obstetrics. Quacks
and cultists flourish since there is no law requiring the practitioners of the
healing arts to pass an examination In the basic sciences before being licensed.

To meet the standard of 1 nurse to every 2.000 of population, over 160 addi-
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tonal nurses are needed. More clinics are needed-at least 1 in each of the
31 counties of the State, and several in the larger centers of population.

In 1037:
'Maternal deaths ------------------------------------------ 0
Maternal-death rate ---------------------------------------- 50
Infant deaths ------------------------------------------ 1,711
Infant-death rate ------------------------------------------------ 124

NEW YORK

Probably the outstanding need is for more public-health nurses for county
work. State-aid, while available to any county, must be matched with an
equal amount of county funds. Many counties cannot meet this requirement
for health services, particularly rural counties where there has been a drift
of the taxable population toward the urban areas, and also where the Federal
Government has taken up considerable marginal land, from which no taxes
are derived. The great emphasis on different phases of public health such as
syphilis and pneumonia control, tuberculosis, and maternal and child health
together with a subsequent increase of clinic activity, has taxed to the utmost
the existing nursing service.

Corrective work of a preventive character should be more available for needy
young children. There is no agency through which this con be secured, to any
great extent, as welfare funds are needed for acute conditions.

Dental work is a crying need, and while funds have been provided for work
of this character in the more rural areas, there Is a wide zone between what
Is needed and what is possible.

Small ruralized hospital units of 12 to 20 beds, where any physician may
deliver his maternity cases under favorable conditions, and at small cost, would
serve to prevent some of the fatalities caused by taking serious cases to distant
city hospitals, the mortality of cases so handled belig extremely high as shown
by department studies. (St. Lawrence and Clinton Counties infant-welfare
surveys showed mortality of hospital cases where hospitals were in same locality

• as residence, 38 as compared with 88, where location of hospital and residence
was different.)

In 1937:
Maternal deaths ------------------------------------------ 749
Maternal death rate ---------------------------------------- 40
Infant deaths ------------------------------------------- 8, 369
Infant death rate ----------------------------------------- 45

NORTH CAROLINA

Seventy-six of one hundred counties are cooperating with the State board of
health in providing some type of full-time organized local public-health service.
Six cities have departments of public health.

The two largest classes of population are rural and industrial-meaning
employees of tobacco factories and textile mills for the most part, most of
them being workers in the lower-paid brackets and not rated as skilled labor.
Of the rural population the majority of births occur among the tenant or
sharecropper groups. The per capita and per family wealth of the State is low.

In the State in rural districts there were many areas In which people live
too far from a physician to obtain the services needed. In such areas and In
many others not only syphilis, hookworm, and malaria are likely to prevail,
tuberculosis is a problem in such districts as well as In the congested industrial
areas; 16,000 colored women and 5,000 white women each year depend solely
on midwives for care at delivery.

In spite of low per capita wealth, legislative appropriations and county and
city tax levies provide approximately $1.000,000 in this current year (19391 for
public-health -'nrk. 14 ate ad loe,,].

North Carolina has 100 counties with a population of 3,407,000. Two hundred
and seven local public-health nurses are employed by State, counties, and cities.
One public health nurse for each 5,000 population would require 500 additional
public-health nurses.

To place a maternal and child-heailth center within reach of every expectant
mother of the poorer classes who have no method of transportation would
require 600 such centers.
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In 1937 there were 420 maternal deaths, In 1938 there were 449. In 1037 there

were 5,180 Infant deaths, and In 1938 there were 5,474. There was not a suffl.
clent difference In the number of births to account for the slight rise in the
number of deaths. Proposed remedies: Careful medical supervision during
pregnancy, competent obstetric service at birth by physicians or thoroughly
,rained midwives, public hospitals In every county to take care of deliveries

when prenatal service shows variation In prospect for normal delivery. Encour-
ngement to mothers to seek medical supervision early In pregnancy, public.
health nurses to attend births with midwives. Poverty and ignorance cause
more deaths among mothers and babies than anything else. Better hoilsing,
Increase In Income, steady employment, and practical education for children
will reduce hazards.
In 1937:

Maternal deaths ------------------------------------- 420
Maternal death rate ---------------------------------------- 4
Infant deaths --------------------------------------- 180
Infant death rate -------------------------------------- 66

NORTH DAKOTA

There has not been one good crop since 1930. In 1936 there was a complete
crop failure in the western two-thirds of the State. It was the first year on
record when people (id not have even potatoes. In 1937 the rains came too late
to save the grain in the western two-thirds of the State. Late gardens helped
some but dd not provide anmy ready cash. The relief load wits heavier than
ever before in this part of the State during the winter of 1038, and has given
plenty of cause for worry. There has been a noticeable migration from the
farms to the small villages and cities in order to be closer to the relief sources.

It has been difficult to collect taxes and large areas have gone back to the
State, thus decreasing the expected taxes. Since there are no industries to tax
and Income tax is very limited, the public funds have been more than exhausted
In meeting the extra relief burdens. To March 1938, 33 percent of the total
population were on relief and another 33 percent did not have funds for medical
or dental care.

There are very few physicians left In the rural areas, and those who are left
find It difficult to eke out a living and keep up to date. Some counties do not
have physicians and others have very few. This situation complicates public.
health administration.

The public-welfare board provides emergency medical care for indigents, and
the Farm Security Administration provides emergency medical care through
loans to a certain group of farm families. This medical care is limited to
emergency care and does not include anything nearly adequate in medical care
for maternity cases or for correction of defects in children.

Twenty-seven counties do not have public-health nurses, and since the counties
In the western half of the State are not In a position to pay even 50 percent
of the cost of public-health nursing service at the present time, and since it
was not deemed wise to ask the eastern counties who have had only 1 year of
pros perlty, to shoulder more than 150 percent of the-cost, this year many of our
counties will have to go without even a public-health nursing service, the lowest
level of maternal and child-health service we have to offer. This also means
that 27 counties will not have preschool conferences.

Thirty public-health nurses could be used if funds were available. Our one
great need, however, is more adequate provision for medical care for mothers
and babies.
In 1937:

Maternal deaths ------------------------------------------ 50
Maternal death rate ---------------------------------------- 47
Infant deaths ---------------------------------------- 062
Infant death rate -------------------------------------- 52

OHIO

That well-qullffied public-health administrators are rare, especially in local
health districts. is an accepted fact. The Ohio Department of Health has no
share In insisting In naming the various health officers except in cases of
Pederal salary allocated toward their salaries.
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Much of the southern half of the State is rural and many of the homes are
inaccessible. During the floods which Invade the Ohio River and its tribu.
tarles urgent action is demanded of all health authorities. Much more is to be
desired In public-health nursing than is now possible. We shall have to
begin serious consideration of the establishment of regional consulting services
to local physicians by highly qualified specialists In problems of maternity and
child health.

Because of the large industrial centers the industries of which are now
operating at approximately 25 percent of capacity, we have great numbers of
families who when not "relief Indigent" are "medically indigent" and are not
receiving even an approach to adequate medical care.
In 1037:

Maternal deaths -------------------------------------- 90
Maternal death rate ------------------------------------ 46
Infant deaths --------------------------------------- , 832
Infant death rate- -------------------------------------- 50

OKLAHOMA

We are presenting figures on the State showing the total population per
county, number of physicians per county, total tax assessments in dollars, total
number of persons on relief calls, and the percent of population on direct
relief In each county. This does not Include those working In governmental
projects, such as Works Progress Administration, Public Works Administration,
or National Youth Administration.

On examination of our figures it appears that the counties with the smallest
per capita assessed valuation have the largest number of people on relief
and the smallest number of physicians.

The percentage of people unable to purchase adequate medical care (in
certain counties), and this Includes a large number of those doing Works Prog-
ress Administration and Public Works Administration work, runs close to 50
percent. Therefore the number of people able to purchase adequate obstetric
care Is probably less than 50 percent; in 11 counties from 10 to 30 percent
(average 14 percent) of the population are on relief; In 15 more counties

from 5 to 10 percent (average 7 percent) of the population are on relief.
In other words, in over one-third of the counties of the State, an average of

10 percent of the people, are on relief.

In 1937:
Maternal deaths -------------------------------------- 214
Maternal death rate ------------------------------------ 52
Infant deaths --------------------------------------- 2,345
Infant death rate -------------------------------------- 57

ORFOON

With the demands coming so rapidly from counties, other than the 14 having
full-time health units, for public-health service on a full-time health-unit basis,
it becomes Impossible to furnish the service as requested without the continua-
tion of the present financial assistance. As the program sells itself to the com-
munities the people request and the county officials approve increased expendl.
ture for health activities.

The assistance needed is greatest In the rural areas of particularly central
and eastern Oregon, and it will probably be necessary in the establishment of
full-time services in these counties to at least participate with outside assistance
to the extent of 50 percent of the cost.

Without the financial assistance of Federal funds, it would not be possible to
maintain the State office staff on the State appropriation. Tihe amount which
the State will appropriate in 19309 is not known, but a request is anticipated to
the extent that State participation plus the usual Federal fund allotments will
not necessitate retraction in the present State activity and assistance to the
counties.

With the establishment of ehild-guidnce clinics, and crippled children's serv-
ices, with new emphasis on maternal, infant, and preschool-age groups, with the
continued requirements of the school personnel in many areas for service to the
school-age group, with the development of the dental-health and hearing
programs, anl with the development of interest in the child as a unit, pro-
moted to a great extent by the handicapped children's survey, there has been
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a great demand upon the services of existing health personnel. It is estimated
that 15 additional health nurses are now needed to begin to make effective In
a large section of the State the present maternal and child-health plan.

No estimate is available for the number of prenatal and child-health confer-
ences needed on a State-wide basis, but It is estimated, providing the rural
demonstratloi, program and the Malheur County program are established, that
these areas will need at least 25 Infant and preschool medical conferences, which

In certain Instances will also inchide maternal health. Provided suitable plans
may be developed for the establishment of the maternal and child-health plan
in Umatilla, Clatsop, Jackson, and Klamath Counties, there will be an addi-
tional need for at least 20 Infant and preschool medical conferences.
In 1937:

Maternal deaths ------------------------------------------- 62
Maternal death rate --------------------------------------- 40
Infant deaths ------------------------------------------- 642
Infant death rate ------------------------------------------------ 42

RHOD ISLAND

As practically all of the cities and towns had never made any provision In
their local budget for the hospital care of tile indigent because there were such
great dennnds made upon them to find money enough to care for their unem-
ployed, it is IcomIng increasingly evident that this State will soon reach a
crisis where some arrangement must be made with the respective hospitals to
compensate then for the medical care of the Indigent.

In regard to delivery service, we believe that there are approximately 2,000
deliveries rer year in the homes that would, and should, take place in tile
hospitals had the State the funds for such delivery service.

This State needs 10 additional public-health nurses and 5 well-baby confer-
ences; $720 to pay for medical services at these conferences; and a minimum
of $100,000 to start a program for hospitalization of the Indigent at time of
delivery.
In 1937:

Maternal deaths -------------------------------------------- 9
Maternal death rate ------------------------------------
Infant deaths ------------------------------------------- 487
Infant death rate ------------------------------------------ 48

SOUTH DAKOTA

From a recent communication (apparently from a county official) to this
office we quote: "We have outstanding obligations amounting to more than
$250,000. If this condition continues for any length of time we will have
reached t'e maximum Indebtedness under the constitution which is 5 percent of
the assessed valuation. Our income the past few years has been considerably
less than the amount we have been forced to spend. It is for this reason that
at the present time we are unable to continue the program (public-health
nursing) even though we appreciate the value of the service rendered by the
public-health nurse."

From another letter we quote: "Last year's tax payment dropped to 57 per-
cent. The county indebtedness Is rather heavy. If it is possible for the United
States Children's Bureau to continue this nursing service it will be greatly
appreciated by the board and the entire county, but financial conditions really
make it almost impossible to continue this if same is to be paid by our county."

South Dakota receives the largest allotment of Farm Security funds of any
State in this region.
In 1037:

Maternal deaths --------- ---------------------------------- 48
Maternal death rate ---------------------------------------- 40
Infant deaths -------------------------------------------- 608
Infant death rate ----------------------------------------- 51

(Excerpts from report of public health committee of the South Dakota State Planning
Board (most of the data covers year 1935)]

The provision of adequate medical care is a serious problem especially in the
sparsely settled areas of the State.
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The problem of adequate medical care Is greatest In that portion of the
State lying west of the Missouri River. This portion of the State represents
roughly one-half of the total area. Counties which are without the services of
one or more of the professional groups are as follows:

Armstrong, population 59; no physician, dentist, or nurse.
Buffalo, population 1,811; no dentist.
Campbell, population 5,634; no physician.
Harding, population 8,407; no dentist.
Lyman, population 5,720; no dentist.
Shannon, population 3,290; no physician, dentist, or nurse.
Stanley, population 2,559; no dentist.
Todd, population 0,403; no dentist.
Washabaugh, population 2,782; no physician, dentist, or nurse.
Washington, population 1,824; no physicilu, dentist, or nurse.
Zelbach, population 3,702; no dentist.
The large majority of our physicians are not making a living and some are

in actual want.
Physicians

Percentage Oros Income Overhead Net income

I to 23 percent ................................................ $10,134 $4,648 $5,488
26 to 60 percent .............................................. . 4.280 1,843 2,437
51 to 75 percent .............................................. . 2,292 1,11? 1,175
76 to 100 percent ............................................. . 1,194 529 8

In other words, 50 percent of our doctors are not earning as much as the
average stenographer, and 25 percent more than the average Works Progress
Administration worker or relief client.

It Is our recommendation that some form of medical relief be Inaugurated
to insure the people of this State of competent medical care and to adequately
compensate the physician for the medical services rendered. This will help
both the laity and the profession. It will equalize the Incomes of doctors who
are located it the drought-stricken area with those who are more fortunately
situated in the eastern part of the State. The physicians in this State have
carried the burden of medical care long enough and cannot carry on much
longer if something of this nature Is not done. Front the foregoing It must be
apparent that there are not too many doctors in the State as It is, that the
majority of our physicians are well along in years, and that South Dakota Is
not attracting the younger men of the profession.

There are not sufficient dentists In the State to provide adequate dental care
and the large percentage who are practicing are not making a living.

Dentists

Percentage Inome Overhead Net Income

I to 25 percent ................................................ $4,177 $1,027 $%20
2 to 60 percent ............................................... 2,25 1,208 1,044
60 to 75 percent .............................................. 1,611 709 a
*75 to 100 percent ............................................. 701 348 413

From the above it can be seen that approximately 45 percent of a dentist's
Income goes to pay his business overhead, that 75 percent of the dentists are
not making a living and are In need of some type of relief which will increase
their cash Income, and that even in the highest Income bracket our dentists
are making little more than is the superintendent of schools of our rural towns.
When one considers the large amount of money a dentist has Invested in instru-
ments, equipment, and materials It makes his Income look still smaller.

Recomnic ndatons.-The dentists should be included in the same set-up of
medical relief as prescribed for the physicians for exactly the same reasons as
previously discussed. Everything possible should be done to encourage the
location of dentists In the counties that are now without dental service.

There are a large number of nurses in the State who do not have sufficient
employment to enable them to earn a living practicing their profession.
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l1ospitals.-(1) The distribution of hospitals throughout the State Is not

uniform; (2) each day a hospital operates increases its deficit.
At the present time tls deficit Is being absorbed by delay In payments of

principal, Interest, and taxes, in cutting down necessary personnel, in delaying
the purchase of needed equipment, and In foregoing any permanent improve-
ments which can be put off. These measures are only temporary and will soon
break down. Some plan of Increasing the annual Income of our hospitals must
be effected soon.

Reconinwndations.-(1) The people and their boards of county commissioners
living In the area described above should take advantage of the liberal building
policy of the Federal Government and construct what hospitals they need;
(2) hospitalization should be Included In the cooperative medical set-up as pre-
scribed for physicians.

TLMAS

There Is a tremendous need for expansion of services within this State so
that every county and community may have public-health service.

Only 12 counties have full-time county health units and only 26 have nursing
services. These local services serve approximately 18 percent of the people.
There Is only 1 nurse for each 40,000 of the State's population.

Considering, then, the minimum service such as now exists In counties now
organized throughout the State, there are urgently needed 75 nursing services
in counties of less than 10,000 population; 40 district units combining two or
more counties of front 10,000-20,000 population; 87 health units in counties of
20,000 or more population.

Based on the population of 1030, It Is conservatively estimated that
$10,000,000 would be required for a fairly adequate health protection, of which
$3,000,000 might eventually be contributed from local sources. The present total
funds available from Federal, State, and local sources Is about 15 percent of
the amount needed.

Texas, with Its population of 0,000,000, represents 4.7 percent of the population
of the United States.

Between 110,000 and 120,000 births occur in this State each year; of these
births approximately 20,000 are attended by totally untrained, ignorant "gran-
nies."

Four thousand stillbirths occur each year and approximately 8,000 children
die in the first year of life.

Texas, 254 counties in State.
In 1937:

Maternal deaths ------------------------------------------ 60
Maternal death rate --------------------------------------------- 57
Infant deaths - ----------------------------------------- 8,575
Infant death rate ---- ------------------------------------- 74

UTAH

In order to provide 1 public-health nurse for every 2,000 population In the
rural section of Utah, we would need approximately 140 nurses, whereas at pres-
ent we have approximately 50 nurses.

To estimate the number of prenatal and child-health conferences Is impossible
because even in areas where good hospitals exist, health supervision of children
is exceedingly Inadequate. We may safely say that child-health and prenatal
conferences are needed In every part of the State where people reside.

In recent surveys of Iron County, which has a good hospital, and excluding
the isolated part of the county, It was shown that only 8 percent of the children
under school age had had exitminations and health supervision through personal
contact with a physician In the past year.

For this fiscal year we have stated In our plan to limit the number of child-
health conferences. This limitation Is necessary because of Insufficient funds
with which to establish permanent monthly conferences In meeting the expense
of physician's fees and travel.

One of the great needs In the State Is delivery care. In Duchesne County
in 1937 there were 47 of the 87 deliveries by midwives. In Garfield County
there were 60 of the 138 deliveries by midwives. In San Juan County there were
21 of the 40 deliveries by midwives, and this year there Is no physician in tills
county, so all of the deliveries will be conducted by nildwives unless provision
is made for a physician to manage these deliveries. In other counties of our
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State midwives deliver considerable number of cases with none getting super-
vision in the prenatal stage.

In San Juan County alone last year one midwife lost three babies, which gave
the appearance of asphyxia pallida. Many peculiar stories could be told yearly
of unnecessary deaths of both mother and child because of supervision of
delivery by untrained midwives Instead of physicians.

These counties mentioned have no hospitals and deliveries are all In the home,
and it Is Impossible to get a physician to travel in many of these instances more
than a hundred miles to care for these patients.

In 1937:
Maternal deaths -------------------------------------------- 42
Maternal death rate ----------------------------------------- 83
Infant deaths --------------------------------------------- 526
Infant death rate ------------------------------------------ 41

VE ONT

Physicians are very often unpaid, or not paid at all for maternity care given
to needy cases. Many take their pay In produce from the farm and are glad to
get anything from wood to maple sirup, poultry, etc., but, unfortunately, all
needy cases are not in a position' to contribute in this manner. In that case,
either the town must pay or the physician writes It in red on his ledger.
Necessarily, adequate prenatal care Is lacking In many cases.

The estimated number of puhlic-health nurses needed, on the basis of 1
public-health nurse for every 2,000 population, excluding the city of Burlington,
which is over 20,000, the rural population of Vermont would be estimated at
approximately 340,000, and therefore 100 public-health nurses would be needed.
At the present time there are 00 nurses, Including Red Cross, private organlza-
tions, school, and State public-health nurses. On the assumption that each
public-health nurse would conduct, during the year, 12 medical conferences for
Infant and preschool children, there would be a need for 1,200 conferences at
an average of $10 per conference, or at an approximate cost of $12,000.

To conduct an adequate prenatal service, It also would be assumed that 1,200
prenatal clinics would be needed, with an average cost of $15 per clinic, or an
approximate cost of $18,000.

A low estimate of 33 1A percent of obstetric cases might well he estimated In
the low-income and needy families. In the course of a year, a little over 0,000
babies are born in Vermont, making about 2,000 cases In the low-income group
which would need obstetrical care at the time of delivery, either In the home or
in the hospital. Medical fees for this type of service for the attending physician
would average $25, making an estimated need of $50,000. This Is assuming that
on the basis of 2,000 deliveries In the low-income group, 50 percent of these are
now being hospitalized, which may be considered a careful estimate, with an
average stay for each case of 10 days In the hospital. This would be at an
average rate of $3 per day, which makes a total of 10.000 days of hospital care
at an approximate cost of $30,000.

To carry on an adequate nutritional program to meet the needs for proper in-
structlons for the low-income group, as suggested in foregoing statements, 14
nutritionists, one for each county In the State, would be a conservative estimate
with the necessary equipment, travel, and salaries. This would amount to about
$38,000.

The dental needs In many of the smaller communities where there are no
dentists, and the dental conditions being found at our preschool conferences, are
astonishing. On the same basis as each nurse conducting a preschool medical
conference, the need would be approximately 1,200 dental conferences, with a
dentist In attendance, at an average cost of $10 per conference for examina-
tions and talks to mothers. The cost of these conferences would be $12,000.
For corrective work done for these preschool children, the estimate of $75,000
would certainly be low, as in some places where dental corrective work has been
carried on over the period of years the average amount of money being spent for
dental care averages between $18 and $25.

To pay for necessary corrective work, such as the removal of tonsils, fitting
of glasses, and the fees to be paid to physicians and the hospital care, the con-
servative estimate of $100,000 might be said to be comparatively low.
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This outline is a brief picture of what could be done for the low-income

group of Vermont if there were sufficient funds to carry on such a program.
In 1937:

Maternal deaths -------------------------------------------- 86
Maternal death rate ---------------------------------------- 7
Infant deaths --------------------------------------------- 818
Infant death rate ------------------------------------------ 49

WASHINGTON

In cities of over 10,000 the population is 792,000, or roughly 50 percent of the
population.

Without making allowance for the difference In the age groups of tle rural
and urban population, then about 12 / percent of the population is rulI and
under 15 years of age, or about 195,824.

The only well-child and Infant clinics are in Seattle, Spokane, and Tacoma.
These three cities Include roughly one-third of the population of the State
(1930). The remaining two-thirds of the populAtion is not served by clinics
or (on the same basis as above two-thirds of 25 percent or 17 percent) 265,777
children under 15 years of age are not served by preventive clinical facilities.

At present there is no nursing delivery service. A complete survey of the
necessities of the State In this field has not been inade. Roughly 80 percent
of the deliveries in tihe State occur in the homes. In the rural districts about
60 percent are in the homes. One obstacle at the present time to the develop.
ment of a nursing delivery service is the lack of nursing facilities. If our
average county health nurse were called upon to assist at delivery some of her
efforts at promoting preventive niedicine would have to suffer.
In 1937:

Maternal deaths ------------------------------------------ 114
Maternal death rate ----------------------------------------- 40
Infant deaths 98---------------------------------------------
Infant death rate ------------------------------------------ 40

WEST VIROINIA

Resources are inadequate to meet the need for extension of health services.
Many of our counties are so rural, and tax valuations of property are so very
low that it is practically impossible for these counties to support a public-
health service. Even the services that are already established are not ade-
quately staffed. For example, a public-health nurse located in one of our
counties is enleavoring to carry on a program for a population of 14,555 scat-
tered over an area of 904 square miles.
There are 10 counties at this period (May 1938) without any supervised

health service.
If a niflmum of 2 maternal health conferences and 2 infant bureau con-

ferences were maintained in each county, it would require the maintenance
of 220 such conferences a month, or 2,640 a year. With a minimum of $6
per conference it would require $15,840 for such services alone. When it is
considered that West Virginia has over 40,000 births a year, even such a service
would be very inadequate.

West Virginia lacks proper distribution of physicians. For example, one
county with a population of 6,358 over an area of 218 square miles, has only 1
active practicing physician. This county cannot support physicians, let alone
a health service. A county such as the above cannot even match funds for
health services. When It is considered that even in metropolitan centers there
is inadequate maternal and child-health care, it further emphasizes the need
in such rural areas as are found in West Virginia.
In 1937:

Maternal deaths ------------------------------------------ 218
Maternal death rate ---------------------------------------- 50
Infant deaths ------------------------------------------ 2,610
Infant death rate ------------------------------------------ 62
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WISCONSIN

The outstanding need at the present time in Wisconsin Is for an increase in
the number of adequately trained public-health nurses in rural areas. The
ratio of public-health nurses to population in November 1937 was: Rural areas.
of county with nursing service, 1 nurse to 18,013.population; cities with nursing
service (excluding Milwaukee), 1 nurse to 5,858 population; Milwaukee City,
1 nurse to 4,014 population.

In addition to this, a number of counties still have no nursing service of any
type. These were not Included In determining the ratios given. With more
public-health nursing, educational programs could be extended and more service
could be rendered in the homes, especially In the rural areas where the need
Is tremendous.

There Is need to build stronger local health units In order to plan programs
adapted to Individual communities and to give closer supervision to all public.
health work.

In 1937:
Maternal deaths ' 195.
Maternal death rate ------------------------------------ 3
Infant deaths -------------------------------------- 2,824
Infant death rate -------------------------------------- 43

The facts concerning infant mortality, maternal mortality, attend-
ants at, births, and place of birth, whether in home or hospital deaths
among children of all ages from various causes are available from
the United States Bureau of the Census. Data on each item are avail-
able by race and by whether birth occurred in urban or rural areas.

Data are available from which estimates may be made showing
relation of the per capita income of the States to such factors as infant
mortality, number of births, and number of children in the United
States and in various sections of the country. The number of births
and number of children in families with incomes of certain levels or
on relief have been estimated for the country as a whole and may
be used as a basis of calculation of need on a national basis, but no
satisfactory way has been found to estimate the number in each of
the several States. The geographic conditions under which families
must live also affect the availability of medical and hospital services
and the cost of health services. Some data are available showing !he
need for preventive medical services to conserve hearing or vision
among children. These data would all appear to be pertinent to the.
problem of providing adequately for maternity care and medical
care and health supervision of infants and children.
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INFANT MORTALITY

Infant mortality rates have decreased strikingly during the past,
23 years. (See chart 8, Infant Mortality 1915-37, by Age at
Death) but the decrease has occurred almost entirely in the age
group from the second to the 12th months of life and very little
during the first month of life. Deaths during the first weeks of life
are largely of prenatal and natal origin an( are largely associated
with maternal conditions. Almost one-half of the deaths in the first.
month are due to premature birth.

CHART 3

INFANT MORTALITY-
CERTAIN PERIODS OF THE FIRST YEAR OF LIFE. 1915-37
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The infant mortality rates for 1937 are seen on chart 4, Infant-
Mortality in the Unit States 1937, for Each State.
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The great variation in rates is clear. In individual counties infant
mortality rates vary still more from less than 40 to 150 or more per
1,000 live births.

Table 8 Trends in Infant Mortality and table 4, Trends in
Neonatel Mortality, which follow, are from special reports of census.

144809-39-pt. 3- 11
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TABLE No. 3.--Trcnd of infant mortality: United States birth-registration area by States, 1915-38
[From Bureau of the Census: Vital Statistics-Special reports, June 21, I939. vol. 7, No. 481

State

Area ..........

Alabama ...........
Arizona ...........
Arkansas ............
California -------..
Colorado ...........Connecticut ---------
Delaware-.
District of Columbia.
Florida. ------------Georgia. -------------
Idsho .............
Illinois ............
Indiana ...........
Iowa. --------------
Kansas ..... :::
Kentucky.-----
Louisiana .----------
Maine ............
Maryland ..........
Massaehusetts ....Michigan-.....
Minnesota ....
MississppL ........
Missourn ----------
Montana ...........
Nebraska -----------
Nevada ............
New Hiampshire-.-
New Jersey .......
New Mexico ......
New York ..........
North Carolina....
North Dakota.....-
Ohio ...............
Oklahoma. ---------
Oregon ............
Pennsylvania. .....

1915 1916

100 101

(2) (2

(2) (3)
(2) (2)
(2) (2)

(2) (2)

(2) (3)
(2) (2)
(1) (2)

(2) (2

(2) (2)
(2) (2)

(2) (2)

(2) (2)

86 96
(2) (2)
(3) (2)

(2) (2)
(2) (2)

(2) (2)
12) (2)

1917 1918

S 101
(3)
(2)

(2
(2)
(2)

(2)

(2)
(2)
(2)

(2)

101
140
1J3
89
71

(2)

(3)
(2)
(2)
113

97
102
(2)
94

(2)
(2)
129

Deaths under 1 year per 1,000 live births

1921 1922 19

76 76 7

I 1919 1920

8 7 86

(2) (2)
(2) (2)
(2) 0~)
70 74

(2) (2)
86 92

(2) (2)
185 91
(2) (2)

(2) (2)

79 82
(2) (2)

70 73
82 7.3

(2) (2)
91 102

105 104
88 91
90 92
67 66

(2) (2)

() (2)

(2) 64
(2) (2)

93 88
(2) (2)
(2) (2)

84 86
84 85

(2) (2)
90 n~

(2) (2)
63 62

100 97

(2)
(2)
(2)
73

(2)
[77
104~92

82
71

(2)
63
729

(2)
89
95
78
80
62
8

(2)
71
57

(2)
93
72

(2)
72
81

(2)
75

(2)
57
90

71 7-2

(2) (2)

67 69

69 73
95 91
76 87
82 74(2) (2)

(2) (2)
71 7.3
65 68
55 56
59 62
65 71

(2) (2)
81 76
86 90
68 73
72 75r
57 60
71 68

(2) (2)
67 71
55 58

(2) (2)
80 76
70 69

(2) (2)
69 68
82 79
67 7-2
67 7-0

(2) (2)
54 51
79 1 82

(2)
121

72
93
85

63
69
72
59
65
75

(2)
80
87
73'
77
58
70

59
(2)
79
70

(2)
71
82
69
76

(2)
52
82

928

75
142
6p7
62
89
59
46
65
67

59
64

59
70
78
73
80
64
69

[54
74
66
61
53

(2)
69
65

65
86
59
66
69
47

64
130
6Q
62

(2)
59
,1
68
67

(2)
50
64
59
55
55
61
77
80
81
65
68
52
67
60

66
51

(2)
69
61

(2)
59
79
63
62

(2)
48
69

192 1930 1931

68 65 62

72
117
51
59
94
56
78
71
64
27
57
56
58
54
53
65
78
76
75
60
63
52
68
59
58
49
68
61
56

145
59
79
62
61
61
50
68

61
110
49
57
81
54
82
67
64
68
56

[5g~58
49
48
65
66
7Z
81
55
57
51
56
63

49
74

57
134
571
73
59
60
51
44
67

I=6 1927
I l I

1934 ]935 
1936

......

(2)
(2)
(2)

66
(2)
73

83

(2)
(2)

(2
(2)

71

6

8
(2)

9
7
79

(2)

(2)
59

87

71
(2)
77

100
85

76
67

(2)
65
69

(2)
86
94
S1
75
58
68

(2)
70
57

(2)
80
79

(2)
77
80

(2)
72

(2)
58
88

I
1932 1I3

58 58

61 65
96 111
45 54
53 54
71 69
49 48
67' 60
73 67
6i 63
64 67
43 47
53 49
55 53
48 48
48 54
63 58
65 70
63 66
69 66
53 52
54 51
47 48
54 64
57 55
51 51
43 49
70 73
59 56
50 46

119 136
53 54
67 66
55 60
58 53
50 56

60 56j S7

68 W3 67
104 112 12D
54 47 51
52 50 53
73 73 74
49 43 42
61 66 65
65 59 72
68 62 59
79 68 70
50 51 51
&1 46 47
57, 51 51
51 47 48
48 50 52
65 59 67
69 69 72
71 63 64
70 62 69
49 48 47
52 48 51
47 45 44
65 54 58
63 57 58
53 60 57
45 41 44
59 71 70
61 54 46
49 46 44

126 3 2n 122
52 48 47
78~ 69j6
571 59 50
54L 50 1 51
61' 551 60
4[ 41 44&% -L 51

1937 1Ii  L

54 9
5162 61

121 95
54 51 w~54 44

73 60
40 36 ,

60 5862 68

44 44 C.43 41
50 43
44 4144 43

59 61
66 6705 56
61 55
44 41
48 44 -

41 3859 57 .
57 51

39
5 46
4 2 369
40 48

45 49

42 9
P1 4

1
I uo

3 65
IIIJ!! _ _ !



Rhode 1i1nnd--- 12D 111 108 126 (2) (2) 93 85! 94 80 82 67 67 72! 62 Ef1l 57 56 4 47
Soth Caro n...... (j) (2) F) (2) 113 116 96 93 96 0 ( ( 2 97 91 89 81 7 -7 78 83 "09 81 76 h

)() (2) (2) ( 2) (2) ( 2) (2) (2) (2) 50 55 58 52 48 51 44StTan ts __ (2) 2) (2 (3) (2) (2) ) (2) 71 81 774 76 68 68 69 74 64 EI8 61 63IUta -...... . (2) ) () (2) (2) (2) (2) (2) (2) (1) (2) (2) (2) (2) 76 72 72 71 74 64........... 85 93 85 96 8 73 76 70 72 72 70 65 66 65 60 63 53 53 49 58 49 49Vhirini..---------- (2) (2) 98 10 91 84 79 77 84 48 1 84 75 76 79 77 76 67 69 73 7 74 40 66Wo go .... 6.... ( ) (2) 6 59 63 66 55 6M 57 56 56 56 50 48 49 49 48 45 3o 45 0West Vrgh"&.- (2-- ) (2) (2) (2) (2) (2) (2) (2) (2) (2) 81) 82 72 70 7s 81 774 75 68 67 61 71 62 6278 79 80 77 72 71 70 65 67 69 59 61 60 56 53 50 49 49 46 48 43 4() () () () (2) 79 80 64 64 76 69 68 70 69 67 57 55 53 51 58 56 51

2 Provisional.
I Not in bLrthregstratlon ares.
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T.ARL No. 4.-Tren of nenaa mortality: United Stae bi regisration area by Stae, .1915--, oo
(From Bureau of the Census: Vital Staitc-pecial Reports, July M U138. VOL S. NO., xn tP-

State Deaths Under I mouth Per 1,000 lve births

6-.4

Z

0-1
0 P
Z +m

A ,._... . .. 44.4 44.1 4&.4 44.2 4L.5 41.6 W.7 U9.7 W1. 5 38.6 37.8 37.9 3X.1 37.2 39.9 X57 34.6 3&.5 340 3j. 1 3Z.4 3Z.6 31.3

Xsuu s 1 044. 04 M 6. 943. 70 3 . eS3Aifof 4" 4734L64. &14. L &3 X24. 5 7 .8&
Califmorna Q) 0 003. L 78 232L42. G0 2 C 27.8Moms t 3 X 46 X 49363. L. L 08372. D X02. & 462 &
Delwae., (- 1 7 () () Q 3 448 4. 396 X6 3L3 X2 7. 357 3 6 349 3 3 3 6 306 9L5 3 9 2.8Dstit of &olj bs_ ._ 5M 

3 
M 08 4. 91 4 9 4. L2 4. 4 3 3. g 3. 2 4. 99 X4 3. 0 2 .X2- --- ()4& 41 2 0. L 4 9. 02,.,L7 4 3 364 3. 3.3

Iowa__ 42..4

X8r MOi X3X....3. 8 3. Z 3 25 Z1 3. 30.243049XM4. 4C 4 Xi73.2 X 9 U8 43.eL L 21 223. 3L7 .3.Keawntuk ---.. 3 49 K43...1 X1X...3...9 L 8 52 34 37 337 3 6 3. O 3. 30.2Masusigacues - ....--. 1 1 1 1) () () () ) X 5 3. 3 3 3. X 79 35. 347.4. 42.. 4_4-1 425 X L 49 4. 64 4. ( (- 25 4. 30 4, C4 X 07 4. &5 3 .X(1)eo ._ 55 4. 5M 449 4L64. 422 4. 4L4 3. 3923- X1 X7374 X X5 X4 3753. 3 2 9. L42 - " "- .-_ 47144 4. L2 45 4. 00 401 M & 8 3. 51332 3. 28 3.2 2. 95 2
46.94&244. 4&5 4& 4& 437 41 423 49 4.3 LO 3.2 1 7.9 X 4 3.93Z 3L 3Z 2D 3 9.9 298

Nevad ------. Q4753. 9. 07 X Z7 3 8 .IHapshiCre-n_. _ 0 
28.47 

41 6 4. L649 4.7 47 4Newm Daoa._ _.: 6f 4 & 363. 583.43S4. & 9g 3.o1 o f. . X333 58 3.13 39 3 3. 08 3. D 73 2. &5 2 . C

Oklahoma-. = ::_)P_) 3) 1 1 1 1) M () 3. 65 3. &5 2, 29.573 2.2 3. 8LOon~..--- ..- P) X 9 3. 523 39 3. 06 39 34 2. 2. &22I2.12. 7PO y~ a -. . ..- 4...&9 4 7 1 3 ZI 4 8 4. 14 96 3. 03.0 3 q aI a6 X & 3L 3Z M3 3 2 7



Sod C - - &3 4&8 4&.3 46.1 ( () 43.3 45.1 44.0 39.0 4.1 37.7 34.6 42.6 35.4 .6 33.3 37.1 357 SL1 30.2 29.0
Su ) 47.3 47.5 48.5 (1) 47.8 46.1 45.2 42.0 43.1 4L3 40.9 38.7 42.2 38.954.h 1) 55.8 Q,) (1) (1) (1) 3& 33.5 350 307 278 30.4""3 O S.) 2) ) 

) 36.84L5 40.6 39.2 35.4 35.8 3.8 3&5 34.3 34.9 32.5
T , ) 1) 1), (1) () ) (1) () 2) (1 36. 736.9 36.4 37.1 36.0

Utah-.. -1 s 40.6 39.2 42.9 39.1 41.7 41.4 3&.6 39.8 35.2 40.4 36.4 37.0 34.7 32.4 34.5 27.9 31.7 3L4 33.9 32.5 29.8
427 47.1 43.3 44.8 45.1 50.7 41.5 3. 5 45.2 41.3 45.1 40.7 42.2 41.3 39.5 40.8 37.3 38.3 34.1 30.8 32.0 35.7 31.0

S43.7 44.7 40.8 41.0 39.4 39.5 42.2 39.9 40.2 42.4 39.9 40.7 42.0 40.6 40.8 37.8 38.6 40.8 32.3 39.8 38.9
Wa 'ni n ". .. 39.2 40.3 37.9 40.2 36.1 37.4 35.5 34.5 35.1 32.4 3X1 31.4 31.3 30.1 30.0 3L0 26.8 . 4 30.4 27.7 28.1

wea 
Xz z ) O 1) () O t 82 39.7 X385 39.0 39.3 4L2 39.513. 38.8 3(L0 3X.1 35.4 3U.4W 43.6 41.8 43.6 42.3 43.8 43.8 42.6 40.3 40.4 41.7 37.3 37.8 36.2 34.9 34.0 32.6 32.7 32.1 31.2 29.9 6

wyoI n3--.------ 
49.2 46.9 41.1 39.3 4LO 41 36.3 42.5 35.6 40.0 39.3 33.5 38.3 29.1 83.5 32.5

I Not In btrth resitzlon am.
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Each year approximately 70,000 infants die in the first month of
life, representing more than half of the total deaths under 1 year;
each year approximately 75,000 infants are still-born; and yet studies
and demonstrations have shown and competent authorities agree
that at least half of the deaths in the first month of life could be
prevented if facilities for the best care were made available.

Prior to 1929 the infant mortality rate for the United States was
higher in urban areas than in rural areas. Since 1929 the reverse has
been true. (See chart 5, Infant Mortality-Urban and Rural Areas,
1915-37.)

CHART 5

INFANT MORTALITY-
URBAN AND RURAL AREAS, 1915-37

UNITED STATES EXPANDING OIRTH-REGISTRATION AREA
' ' ' . ' I I I . I . ISOISO . ...L , ,

'IX? 70 35 )3IItS 46 TAM( 48T11
. . . . . . . 'I0 C 0Y 0' "'o 1 | 10lll 1$al 14

CHILOACES 11UREAU
oi5*llo T110 PA OURTMIT 1f LAI"O offset: wV110 Mtll *IXIA40t&11 too"$

Infant mortality is highest in the 16 States with the lowest per
capita incomes. In thelow-income States urban infant mortality
rates still exceed rural rates. It is in the 16 States with the highest
per capita income that urban rates have been reduced most strik-
ingly and are below rural rates. (See chart 6, Infant Mortality in
Urban and Rural Areas, by Per Capita Income of States, 1937.) In
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, CHART 0

INFANT MORTALITY IN URBAN AND RURAL AREAS,
BY PER CAPITA INCOME OF STATES, 1937

PCR CAPITA INCOME t

LOWEST
16 STATES

MIDDLE
16 STATES

HIGHEST
IS STATES AND D.C.

5A11 0EN i,000 LIVE SININS
10 tO $0 40 so 4O t0 SO

UR AN

JR

URRAN

RURAL

URRAPi

RU L

CHILDREN'S BUREAU
UMIEDO STATES 01FPARATNUT Of LASOR

WMII. ATIRl SIAPSI SARlAIt#M INS (ARIAS/.UNO 1411 IRCV'A0L OF I RA tIQ ARI RA'A

general, it is ill these hiah-income States (with a few exceptions)
that maternal and child-tealth services have been most highly de-
veloped over a long period of years, especially in the cities, as is
shown in exhibit D, which follows:

EXInIT D.-Per capita Ioone of States, 1987
lChildren's Bureau, U. S. Department of Laborj

Lowest 16 States
less than $119

Middle 10 States,
$419 to $580

Highest 16 States
and District of
Columbia, $581 or
more

Alabama. Colorado. Arizona.
Arkansas. Florida. California.
Georgia. Idaho. Connecticut.
Kentucky. Indiana. Delaware.
Louisiana. Iowa. District of Columbia.
Mississippi. Kansas. Illinois.
Nebraska. Maine. Maryland.
North Carolina. Minnesota. Massachusetts.
North Dakota. Missouri. Michigan.
Oklahoma. New Hampshire. Montana.
South Carolina. Now Mexico. Nevada.
South Dakota. Ohio. New Jersey.
Tennessee. Oregon. New York.
Texas. Utah. 'enneylvanfa.
Virginia. Vermont. Rhode Island.
West Virginia. Washington. Wisconsin.

Wyoming.

Source: Per capita income, 1137-Natlonal Industrial Conference Board.

MATERNAL MORTALITY

Each year approximately 14,000 women die from causes associated
with pregnancy and childbirth and some 35,000 children are left
motherless.

Maternal mortality rates have not decreased strikingly as have
infant mortality rates in the last 23 years.

Table 5, Trend in Maternal Mortality, from special reports
from the Bureau of the Census, follows.

S I I I I I I
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Pennsylvania ..... 4 70 65 105 68 78 68 62 66 63 64 64 64 61 65 60 65 61 58 58 55 52 48 38Rhode Isl .-. 66 58 63 98 (2) (1) 71 55 63 63 52 60 64 60 79 57 55 60 57 55 44 40 38 21fot~rl...2 2 2) (2) 112 12 98 107 97108() (2) (2) 109 114 114 102 94 80 87 95 90 77 82South Dakota.- (2) ( 2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) 37 48 51 65 46 40 30Tneee.,.,....,...(3)) (2 (2 (2) (2) (2) (2) (2) (2) (2) (2) (2) 71 89 87 84 74 7-2 60 62 67 70 81 a8Texas (------ (2) (2 ( R (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) 77 73 73 6957Us..........() (2)8 84 749 73 55 50 45 52 49 75 49 49 49 42 43 45 45 48 44 33 37Vermon t...... 61 79 64 80 80 70 7-3 74 70 81 68 67 73 58 77 66 76 71 57 39 68 s0 57 30(3 .. - (2) (2) 82 107 83 86 70 72 74 65 70 80 62 75 71 71 75 71 64 56 58 54 52w I -----... (2) (2) 74 99 86 92 78 79 67 1 60 75 66 7 2 62 62 64 6D 84 49 49 52 46 35WetVo =2------- (3) (2) m2 (2) (2) (2) (2) (2) (2) (2) 63 71 62 57 58 60 58 57 57 55 52 St 50 -WEIW nAM i.-..(2) (2) S7 60 48 67 58 56 58 60 52 60 53 58 51 54 45 44 50 43 40 42 36 29Wyomb ..-------- ( () (2) (a) () () (2) 71 73 98 95 93 87 65 63 92 84 66 57 61 43 0 38 37
Provisonal rates for the fiAt 9 months of 1938, U. S. Public Health Service Report, Feb. 3,1939.
No in birth-registration area.
40 States Includes all States, except South Carolina, with data for the 9-month period of 1937 and 1935.
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Since 1931 there has been a slight but steady decline in the death
rate from one cause, toxemia of pregnancy, which is controlled by
care during the prenatal period. In 1937 there was a significant
decrease in the maternal death rate reflecting decreases in deaths
from all major causes including infection. In 1937 only 10,769
women died from conditions directly due to pregnancy and child-
birth. The rate was 14 percent lower than in 1936 which represents
the saving of the lives of about 1,750 women. Significant decreases
occurred in 17 States. Provisional. reports for 1938 indicate that
the decline in maternal death rates probably continued in that year.

CHART 7

MATERNAL MORTALITY, BY CAUSE, 1915-37
UNITED STATES EXPANDING IRTH-REGISTRATION AREA
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(See chart 7, Maternal Mortality by Cause, 1015-37.) A wide varia-
tion exists, however, in the rates for individual States (see chart 8,
Maternal Mortality in the United States, 1937), ranging in 1937from



C~wmr 8
MATERNAL MORTALITY IN THE UNITED STATES, 1937

MArERNAL MORTALITY RATES-
DEATHS AMOMIS TO PUERPIRAI CAOSE

P91 m.0@@ UVE SIWTHs
r__ LESS THAN 40

40 -49

60- as
70 OR MORE

CNSI STAES 
UR E AUF183IU~Z 

IE UMSSugut1gcw

I-'

0

So""; U"IT49 -TRS 9VngAU 4W Tlog CC ,



ESTABLISH A NATIONAL HEALTH PROGRAM

92 deaths per 10,000 live births in Nevada and 77 in South Carolina
to 81 in Minnesota and 25 in Connecticut. The variation in county
rates is even greater, from no deaths at all over a period of 5 years
to more than 200 per 10,000 live births in a few counties.

The decrease in the deaths due to toxemia of pregnancy can rea-
sonably be attributed to a long period of education of professional
and lay groups regarding the significance of good prenatal care. The
decrease in deaths from infection that has occurred in the past 2
years may be associated primarily with a better understanding and
application of good delivery care. In the last 12 years there have
been widespread studies of causes of maternal deaths by physicians
and today both physicians and the public have a better understand-
ing of what constitutes good maternity care. Knowledge with regard
to what to do is not lacking; what is lacking in many areas are the
resources and facilities to provide good care and proper distribu-
tion of expert professional service. Studies have shown that pre-
natal care was not given at all or was inadequately iven to a great
majority of the women whose deaths in childbirth-iave been ana-
lyzed by experts. (See chart 9, Frequency of Prenatal Care and
Preventability of Maternal Deaths.) Competent authorities esti-
mate that from one-half to two-thirds of deaths of women in child-
birth can be avoided.

MATERNAL MORTALITY IN THE UNITED STATES AND FO f ON COUNTRIES

The maternal mortality rate is recognized as high as compared
with foreign countries. The United States rate for 1987 (49 per
10,000 live births-the all-time low rate of the United States) exceeds
that of 9 of the 12 foreign countries which have issued rates for 1937.
The countries with lower rates (final or provisional) for 1937 than
the United States are: Netherlands (26), Italy (27), Ireland (82)
Uruguay and New Zealand (87) Denmark (88), Switzerland and
Czechoslovakia (44), and Scotland (48). The rate for Canada is the
same as the rate for the United States. The only countries with
higher rates than the United States are Chile (98) and Northern
Ireland (50).

The fact that the high maternal mortality rate for the United
States as compared with foreign countries is due to excessive maternal
losses and not to differences in statistical procedure was definitely
established by a study of the comparability of the maternal mortality
rates of the United States and certain foreign countries made by
the Children's Bureau (Bureau publication No. 229). This study
was initiated with the cooperation of the Bureau of the Census by
a subcommittee of the White House Conference on Child Health and
Protection (1929) of which Dr. F. L. Adair was chairman. The
subcommittee included in its membership leaders in the field of ob-
stetrics public health and vital statistics. No study has been con-
ducted In the United States or in any foreign country since that study
was published that has served to negate the finding-that the United
States maternal mortality rate was excessive. The results of this
Children's Bureau study have been authoritatively used and referred
to in most studies of maternal knortality of broad scope made in this
country and abroad since the date of its publication.
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CHAir 9

FREQUENCY OF PRENATAL CARE
SHOWN BY SPECIAL STUDIES OF MATERNAL MORTALITY
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PLACB OF BIIH (HOSPITAL OR HOME) AND ATTENDANT AT BIRTH

Reports from the United States Bureau of the Census show great
variation in the number of births taking place in hospitals in the
different States (see chart 10, Place of Birth by State, 1937), and
in the births attended by physicians.

CIART 10

PLACE OF BIRTH BY STATE, 1937
PERCENT9 00 00 40 14 14 0F000

MISSISSIPPI
ARKANSAS
WYOMING
SOUTH CAROLINA
KENTUCKY
WEST VIRGINIA I II I,
ALABAMA
NORTH CAROLINA

*, GEORGIA
NEW MEXICO
VIRGINIA
TENNESSEE
OKLAHOMA
NEW HAMPSHIRE
LOUISIANA
TEXAS
FLORIDA
MAINE
MISSOURI
INDIANA
NEBRASKA
ARIZONA
SOUTH DAKOTA
KANSAS
NORTH DAKOTA
IOWA
VERMONT
MARYLAND
WISCONSIN
IDAHO
COLORADO

MICHIGAN
PENNSYLVANIA
UTAH
MINNESOTA
DELAWARE
MONTANA
NEVADA
ILLINOIS
RHODE ISLAND
OREGON
NEW JERSEY
WASHINGTON
MASSACHUSETTS
CALIFORNIA
NEW YORK
CONNECTICUT
DISTRICT OFCOUWMIA

Table No. 6, Special Reports from Bureau of the Census, 1937,
showing number of live births and persons in attendance at birth
in urban and rural areas, and table No. 7, Special Reports of Bureau
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of the Census, showing number of live births and attendant at birth
by race, follow:

TAILE No. O.-Number of live births and puicentage distribution, by perot in
attendance, In urban areas of eaeh gtate, 1.93,

[From Bureau of tho Census: Vital Statistics-Special reports, March 7, 1930, vol. 7,
No. 171

Area

United States.

Urban...
Rural ....

Alabama .........

Urban .......
Rural ........

Arliona ..........

Urban.
Rural.

Arkansas ...

Urban ......
Rural ..

California .......

Urban ......
Rural .......

Colorado ........

Urban ......
Rural ........

Connecticut ......

Urban .......
Rural ........

Delaware ........

Urban .......
Rural ........

Dist.of Columbia.

Florida ..........

Urban .......
Rural ........

Georgia ..........

Urban .......
Rural ........

Idaho ............

Urban .......
Rural ........

Illinois ........

Urban .......
Rural ........

Indiana .........

Urban .......
Rural ........

i Less than one-te

Number

Tot'ual
births

2,.203,33

I, 067,239
1, 131,0138

-6i,611-
1281 I,80 4, 1,3 101 1 1.4-'

12,011548,9908

10, 494

3,370
7, 115

clan
(in haos.
pItal)

987,032

801,742
185,290

7,934

41094,194

2,168
2,028

35,238 1 3,018

41 3M8T 210Sf;. 36,876 Oil91

0 4, 230 73, 058

* 59,875 51,017
I 34051 22,641

Phya d I
clfin Mid-

(not In wifo

p~itnl)

082,303 220,344

236,101 27,683
740,142 1082661--29- ,__

Other
and
not

13,658

1,53
12,005

2775 19,972 260

5,158 728 418

1,039 146 28
4,117 582 388

2.,609 8.894 817F

1,933 303
20,708 8,5 9 800
19,089 11060

I-

Percent

Tot a
pier-
cent

100

100

'o
10

100
100

100

100
100

100

Physi. Phyal.
Clan clain

(in (nt In
hos- Ms.8

plial) pitl)

44.8 44.8
76.1 22.1

1 .3 5.7
12.7 H 2. 1

2.1

40.0

4.1
28.5

34,.656.0
49. 1

30.7
57.9

Mid.
wife

10.0

2.8
17 0

31.7

11.4

40.8

6.9

4.3
8.2

8.61 83.9125.2

3.0

78.2

65.5

I44.3 17.0
66.6 27.8

20.2 1. 1

12.8 1.4
33.0 1 .6

Other
and
not

0.0

.2
1.1

.4

.5

4.0

.8
5.8

2.3

.4
8.2

.5

.2
.9

19,610 9,721 9,577 208 104 100 49.6 48.8 1.1~ .5

8,919 8,588 2,234 99 18 100 73.8 2r-.0 1.1 .2
10.891 3,153 7,343 109 86 100 29.5 687 1.0 .8

22,774 18,838 3,577 338 25 100 82.7 15.7 1.5 .1I

10.518 17,054 2,142 300 22 100 87.4 11.0 1.5 . 1
3.258 1,782 1,435 38 3 100 M.7 44.1 1.1 .I

4.355 2,600 1,290 552 13 100 57.4 29.8 12.7 .3
2497 2,108 248 140 3 00 84.4 9.9 5.8 .1

1,858 392 1,044 412 10 100 21.1 58.2 22.2 .

12.343 10,935 11,37 8 3 100 88.8 11.3 1 )

9,521 11,180 8,487 319 100 323 37.9 28.8 1.1

1140 7391 2.034 1,-934 50 100 84.8 17.8 1.0 .4
10 210 9,148 8.5W 269 100 11.8 50.5 38.2 1.8

64,061 11,992 7,648 24,317 1 100 18.7 43.2 39.0 .2

15,475 9,92 3,739 1,768 8 100 04.4 24.2 11.4 .1

48, 8 2,030 23,909 22.551 90 100 4.2 49.2 48.4 .2

10,369 5,018 5,301 30 20 100 48.4 51.1 .3 .2

1,442 1,295 143 4. 100 89.8 . ......
8,927 3.723 5,158 20 20 100 41.7 57.8 .3 .

11,282 7,467 38,717 1,021 77 100 85.5 33.8 .9 1

81.330 87,117 13,347 832 34 100 82. 18.4 1.0 )
33,952 8,,350 5 ,370 189 43 100, 24.8 74.7 6 1
W,087 22,185 2 8 - 60.1

29,9431 144 10.089
27.144 _ 4,441 J 22,669

ntb of I percent.

2 051 1oo131 21 10
61.3
16,4 3,8.0I 08 )8. 5 (I) .1

I

ii
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TAnMr. No. .- Number of live births and percentage distribution, by person in
attendance, in urban areas of each State, 1937-Continued

Number Percent

Area J
Total Physi- Phyal. Other Phyai. Physi. Other

clan can Mid. and Total clan clan Mid. and
live nhos (not In Wife not per. (in (not In f ot

births * h os. sel., cent hos. hoe Peepta) pital) ed pital) pital) fled

Iowa ...........

Urban.

Kan .......

Urban ......
Rural .......

Kentucky ......

Urban..
Rural...

Louisiana .......

Urban ......
Rural .......

Maine ..........

Urban ......
tural .......

Maryland ........

Urban .......
Rural ........

Massachusetts...

Urban .......
Rural ........

Michigan ........

Urban .......
gurfl ........

Minnesota .......

Urban .......
Rural ........

Mississippi .......

Urban .......
Rural ........

Missouri .........

Urban.
Rural..::::::

Montana .....

Urban....
Rural" .......

Nebraska ......

Urban.
Rural....'

Nevada ...........

Urban...
Rural...

42, 105 1,5 Wo 2,492 221 1001 44. 11 .8 0. 1
S 16,770 13,055 11,708 5 2 10- 77.8 22.1 (I) ()

* 25,335 5,514 19,784 17 20 100 21.8 78.1 1 .1

-29,325 11,81 17,231 65 48 100 409 B8 8 .2 .2

. 10,971 7, 63 8,575 25 8 100 67.1 3 2. .2 .1
1, 54 4,618 18,66 40 40 100 25.2 74.4 .2 .2

5,1A3 6,92 88,092 10,951 188 100 12.3 67.8 19. .8
S 11,191 5,678 5,431 ?T a 100 50.7 4.5 8 7 (I)
4R,972 1,254 32,661 10,874 183 100 2.8 72,6 24.2 .4

46,006 12,636 15 891 17,458 23 100 27.5 34.5 37.9 (I)

15,437 11,180 2,629 1,625 8 100 72.4 17.0 10,5 (I)
30,50 1,456 18,262 15,831 20 100 4.8 43.4 51.8 .1

15,246 5,634 9,12 ................ 100 37.0 63.0 .............

5,119 3,898 1,721 ................ 100 f.4 83.6 ............
10,127 2,236 7,891 ................ 100 22.1 77.9 ............

27,739 18,0,3 12,145 2,421 100 100 47.1 43.8 8.7 .4

16.892 11,480 4,87M 528 a5 o 10 680 28.9 8.1 (9)
10,847 1,693 7,268 1,893 95 100 .7 67.0 17.5 .9

61,78 47,811 14,161 22 242 100 76 22.9 (1) .4

.M85 44,739 10,882 18 238 100 80.1 19.4 (1) .4
5,881 2,572 8,299 4 6 100 48W7 6. 1 .1

91,539 45,692 45,090 552 205 100 40.9 49.8 .6 .2

50,642 30,149 20,108 210 75 100 65.8 83.8 .4 .1
81,997 6,543 24,082 342 10 10 20.4 78.1 1.1 .4

48,036 27, 84 1, 88 503 793 100 56.9 40.4 1.0 1.7

20,816 18,026 2,127 142 21 100 88.7 ,10.5 .7 .1
27,720 9,828 17,259 301 772 100 3& 7 62.3 1.3 2.8

_ ------ * = = , - _

52,095 4,210 21,448 26,148 280 100 8. 41.2 50.2 .5

5.30 2,778 1,434 1,314 4 100 50.2 259 2 .1&-8
48,56 1,441 20,014 24,834 278 100 8.1 43.0 53.3. .6
56,951 22,094 32,447 1,469 041 100 88. 8 57.0 2.6 1.7

25,591 10 ,68 5,472 427 29 100 76.8 21.4 1.7 .1
31,860 2,481 26,975 1,042 912 100 7.8 86.0 3.3 2.9

10,248 6,39 _6 3,581t 200 91 100 62.4 84.7 2.0 .9
8,811 3,160 845 a 1 100 90.0 0.8 .1 (
6,737 8,236 3,216 195 90 100 4&0 47.7 2.9 1.8

22,270 8,906 13,331 it 22 100 40.0 59.9 .1 . 1

7,562 5,751 1,809 2 ....... 100 7&1 23.9 (I) ........
14,708 3,155 11,522 9 22 100 21.5 78.8 .1 .

1,742 1,139 555 10 88 100 654 81.9 .8 2.2

219 205 12 2 100 93.6 10. . ,.
1,523 934 543 I 10 I 100 61.3 35, 7 ".*'l 2.4

I Less than one-tenth of 1 percent.
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TALW No. O.-Number of live births and percentage distribution, by person in

attendance, in urban areas of each State, 1937--Continued

Number Percent

Phyol. Other Physl. Physi. Other
Area To-lphsi an I flMn MTotal clan clan Mid. nd anM. andO 0 (not Ia wife not.pri (in (not In wif not

pital) ita)) red, c tahoe I h-al) I ed.

New Hampshil

Urban .....
Rural ......

Now Jersey ....

Urban.....
Rural ......

New Moxoo...
Urban..
Rural ...

Now York .....

Urban.
Rural...

North Carolina.
Urban . ...
Rural .....

North Dakota.

Urban....Rural ......

Ohio ...........

Urban ......
Rural .......

Oklahoma .......

Urban ......
Rural .......

Oregon ..........

Urban ......* Rural...

Pennsylvania...

*Urban ......
Rural .......

Rhode Island...

Urban ......
Rural.... ...

South Carolina..

Urban ......
Rural .......

South Dakota....

Urban ......
Rural .....

Tennessee .....

Urban....
Rural .....

re. 7,8 33 2, 048 5,672 1001 2&81 73.o o.,I 0.1
4,854 1,432 2,92 .............. 100 82. 07.1
3,279 616 2,80 4 9 100 80.8 - .

K. 6407 40,484 XjjW , 'S' 741 2. V.7 ,,

44,729 36, ,789 2,126 15 1 12.9 4.8 ()
9878 .721 452 20 10 187.9 4.6

1, 2,894 0,0505 8,275 ,8 100 19.5 .0 23.7 9.9

. 81 77 201 40 4. 11.1 1.8
. 018 1,875 5 3,04 1,839 1&6 47. 25.6 11.1. __ _ _'. ____ _ ' , _. .,
?. , 502 147, 84,185 I8 .1

, 2s2 30100 87.

15, 154 134 . 1 7',122 %930 100 11.0 (I)30,4 12,92 o. 60,0 .2

S_79, 090 12,287 45,175 '*,48 8 10o 0~. 57.1 27. i . 2

14,514 17070 1 590 0 1 829 38.2 11.0' (1)
84568 19,1.3 148 !1 7.1 61.8 X08 2

12,37 5, 45 , '194 ON 43.4!, 49.0 8. 4.0

09032 87. 12.4 .1 .1
9,7 ~3,161 44 -100 317 f8 8 &I

10%7 383 1r 49.8 50.0 .1 (I)

89,45 .183 20,129 13 100 .29.0
38,120 4,343 33,710 35 100 1 88.4 .

* - , =- =,

41,458 10,721 61 400 100 0 6.8 .9 1.0
850 7,284 ii 16 62 r 3.91.4 1

.0 ",8O .1 O8to,
288 8, 437 .884 11.5 8 4.9 1.8

5,s 10,956 4,49 211 81 100 70.9.

7,427 8 491 100 .8 8 o .1 1
8080 4, 8958 12 22 100 49.8 .1 .8

161,288 82%557 . 51.2 47.8 .8 .2

9,234 87,884 2& 8 10072.028.90.8 .8
0,084 14,678 51744 517 120 100 21.9 77. 8 .2

10.240 7,048 3,031 182 31 _100 6t.8 29.0 -1.8 .8

9,32 ,898 ,24 91 19 100 72.4 8 1.0 .
708 148 607 41 12 100 20.9 71.,8.8 1.7

40, 4,.731 16,, 1828 20 100 11.8 40.7 47.6 .I

&090 3.123 2,08ON 782 1 100 52.1 8K.8 15.1 (I)
84o8m 1,608 14,474 18,548 25 100 4.6 41,8 83.5 .1I

11,908 4,809 8,881 148 272 100 40.4 58.1 1.2 is8
2,810 2,151 857 4 4 100 78.4 23.8 .1 .1
9,092 2,858 8,0241 142 268 100 29.2 68.8 1.8 2.9

1 51,938 10,5910 I 84,897 8,298 84 100 20.4 88.8 12.1 .7

1463 9274 5, 102 223 94 100 83.1 84.7 1.5 .8
817.245 187 29,595 6,073 20 10 3.5 79.5 18. .7

I Less than one-tenth of I percent.

144309-89--pt, 8--.-12
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TAnrx No. ,-Number of live births and percentage distribution, by person in
attendance, in urban areas of each State, 1937-Confltnted

Area

Texas ............
Urban .......
Rural ........

Utah .............

Urban .......
Rural ........

Vermont .........

Urban .......
Rural ........

Virginia ..........

Urban .......
Rural.

Washington ......

Urban .......
Rural ........

West Virginia ....

Urban.
Rural ........

Total
live

births

116,057

41,314
74,743

12,693

5,528
7,165

6,320

1,585
4,741

51,050

12,634
39,316

25,00

16.123
8.913

42, 240

7,8734, 373

INumber 
_ _ -

Phys. .
elain (not In

(fi hov. h
piltal) pital)

33,975 62,145

25,328 11,027
8,649 51,118

7,037 .,441

4,605 w07
2.432 4,534

2, 816 3.505128 309

1,2781,540

10,415

7.44,5
, 970

1A, 918

14. 760
4,158

5,202

4,112
1,180

300
3,196

27,418

3,711
23,705

5,911

1,214
4,617

34,858

3,720
30,638

wife

17,489

4. 08
12,881

101
14

147

3

3

13,437

1,448
11,989

112

71
41

1,825

23
1. 802

Otherand
not

st'ecl-
fled

2,448

_353
2,095

2
52

2

080
28

652

es
8

57

765

12
763

Percent

Plyyl.
Total ctin
per (in
cent hos-

pital)

100 29.8
100 61.3
100 11.6
100 55.4

100 83.3
100 33.9
100 44.5

100 80.5
100 32.5

100 20.0

I00 5.,9
100 7.6

100 75.6

100 91.5
100 48.7
100 12.8

100 52.3
100 3.4

lPhys-clan
(not In

ins.
piltol)

53.5

26.7
68.4

42.9

18.4
83.3

55.4

19.8
67.4

52.8

29.4
60.3
23.7
8.'0

52.2

81.3

47.3
89.1

Mid-wife

15.1

11.3
17.2

1.3

.3

2.1
(I)

.

25.9

30.5
.4

.4

.5

4.3

52

Otherand
not

.1el.
ied

2.1
.9

2.8

.4

(I)
.7

I)"

(I)

1.3

1.7

.3

.6

1.8

.2
2.2

Wisconsin ........ 53.543 25, 435 27,591 350 167 100 47.5 61.5 .7 .3

Urban ....... 2S 999 19,416 6 444 125 14 100 74.7 24.8 .5 .1
Rural ........ 27,544 6,019 21.147 223 153 100 21.9 76.8 .8 .6

Wyoming ........ 4,530 460 4,037 10 23 100 10.2 89.1 .2 .5
1.... . . 1& 84.2 , ,, .. .3,

Urban ....... 745 i16 627 ...... 2 100 15.6 84.2 .
Rural........ 8,788 344 3,410 10 21 100 9.1 90.1 .3 .0

I Lems than one-tenth of 1 percent.

TABLE No. 7.-Nmtber of live births and percentage digfrlmbtion, by race and
by person in attendance, in each State, 1937

[From Bureau of the Census: Vital Statistics-Special reports, Mar. 0, 1039, vol. 7,
No. 101

Area and rao

United States.
White....
Negro....
Other

races...

Alabama .........

White .......
Negro....
Other races..

Number

Total live
births

2,203,337
1,98.437

262,462

12,438

61,611

39.208
23,401

2

Phyil.
clan (in
hog I-

987,032

92.386
31,878

5,708

7,834

8, 58
1,328

Phyal.
clan

(not In
1heap1.

982,303
912,114

08,102
4,087

32, 101

27,341
4.758

2

Mid.wife

220,344
76,384

142,609

1,351

21,406

4, 155
17,251

Otherand not
1 Re

Percent

Total
per-
cent

13,658 100
10,553 100
1,873 100

1.232 100

270 100

208 100
04 100
--- -100

Phyal.clan (in
hogp I.aI)I

44.8

48.2
19.8

40.4

12.7

17.0
5.7

Phsl.

(not In

44.0

47.3
25.2
32.9

52.1

71,6
20.3

100.0
==I:

Mid.wife

10.0

4.0
54.3

10.9

34.7

10.9
73.7

0.8

.7

9.9

.4

.5

.3

J__

Percent
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TABILE No. 7.-Number of live births and percmtago distribution, by race and

by person in attendance, in each State, 1987-Continued

Area and race

Number

Total live
births

Physl.
clan (Inh1':i;i"

Percent

Physl.
clan Mi

(not n wife0lsr i wife
tol)"

Arizona .......... 10,494 4,14 5, Ito 728
White ........ 9, 188 3,729 4.640 6R8
Negro ........ 190 40 127 19
Otherraces... 1,116 425 389 21

Arkansm ......... 35,236 3,010 22, 8,891

White ........ 26,15 2, 9 20,037 2.07
Negro ........ 8,611 47 1,505 ,825
Otherraces... 10 1 7 2

California ........ 94, 230 73,658 19,069 1,060

White ........ 89,745 71, 189 1.637 589
Negro ........ .,5 5 1,019 &30 7
Otherraes ... 2,920 1,450 902 464

Colorado ......... 19,610 9.721 0,77 208

White ........ 19,324 0,576 9,440 28
Negro ........ 181 102 79 ......
Otherraces... 105 43 ......

Connecticut ...... 22,774 18,836 3,57 a7

White ........ 22,1A7 18,3 8 3,426 326
Negro ........ 614 451 150 10
Otherrace... 3 2 1.

Delaware ........ 4,.35 2,500 1,20 552
White ........ 3,657 2,311 1,142 198
Negro ........ 697 188 148 354
Otherrae... 1 1 ...............

Dist. of Col ...... 12,343 10,935 1,37

White ........ 8,274 7, 86M3 403 6
Negro ........ 4,044 3,053 988 2
Otherraces... 25 19 6 ........

Florida ........... 29, 807 9,521 11,180 8,487
White ........ 20. 564 8,771 9,760 1,826
N ar 0a 7 " . t AM .* .

Mrmotes..I' I .t 'oi .v
1==:::=I: =: = I :==:::I-,--- I

at dfU20 41. 01 f

24.202 4.730
3,439 19,587

7.

5,301 30

5,2C0 28

40 2

3717 1,021

M. 284 094
2,399 27

34.

Georgia .......... 61,061 I. 02

White ........ 38,194 0.200
Negro ........ 2, 857 2,780
Otherraces... 10 3

Idaho ............ 10,369 5,018

White ........ 10, 282 4,074
Nepro ........ I ......
Other races... 80 44

Illinois ........... 115. 282 7.4

Whit . 100422 72.094
White ....... t -' 32."
Nero ...... 8., 785 3,332
Otherraces... 75 41

OtherT Ph i .and ntToa ehla '

eq ho n notn wife

416 ICO 40.0 49.1 0.0

131 100 40.6 50.5 7.5
4 100 21.1 60.8 10.0

281 100 38.1 34.9 1.9

817 100 8.6 63.9 25.2

643 100 11.2 78.7 7.8
174 100 .5 18.2 70.3

.... 10.0 70.0 20.0

443 100 78.2 20.2 1.1

330 100 70.3 19.7 .7
9 100 65.1 33.9 .4

104 1hL0 49.7 30.9 15.9

Other
and not

4.0

1.4
2.1

25.2

2.3

2.4
2.0

.5

.4

.6
3.6

104 100 49.6 48.8 1.1 .8

100 100 49.6 48.9 1.1 .6
..... 00 56.4 43.6 ...........

4 100 41.0 55.2 3.8

25 100 82.7 15, 1.5 1

22 100 83.0 15.5 . .3 10 73.5 24.4 1.6 .5
..... 100 66.7 33.3..........

13 100 57.4 29.6 12.7 .8

6 100 63.2 31.2 5.4 .2
7 100 27.0 21.2 50.8 1.0

..... 100 100.0 ...... ........

3 100 88.6 11.3 .1 (1)

2 100 95.0 4.-1ZI
1 100 78.5 24.4 (I) )

..... 1 76.0 24.0.........

319 100 32.3 37.9 28.8 1.

198 100 42.7 47.5 i.9 1.0
112 100 8.3 15.8 74.6 1.8

9 100 81.3 6.3 6.3 3.

j 2IiU.
62
42

20

20

77

2727

100
100
100

IM

10

too

io

100
1100
100

Indiana .......... 5,087 2 i378 218 26 10
WVhite... I 54. 264 I21,A73 I32.371i 196 1 241 0 I
Negro ..... . 82. 3 I 21 12 87 71 22 2 10

I Less than one-tenth of I percent.

Y.7 43.2 X, 0 3

24.1 A3.4 12.4 .2
10.8 13.3 75.8 .2
30.0 70.0..............

48.4 51,1 .3 .2

4K.4 61.2 .3 .2
1000.............

51.2 46.8 . 3 .......

5.5 33.6 .9 .

65.9 33.2 .9 ()
57.6 41,5 .5 . 5
64.7 4h,3 ...... .....

3.4 60.0 .4 (1)

. 9.7 .4 (1)
,128.1 70.6 1.2 .

1

mfm
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TAm No. 7,-Number of live births and pevcentage distribution, by race and
by person t attendance, ili each State, 1937--Continued

Ote

Area and race

Iowa ...........

Whito ......
Negro ......
Other races.

aft Kansas .........

White ....SNegro......
Other races.

Kentucky ......

White ......
* Negro ......

Other races.

Louisiana ......

White ......
Negro .......
Otherraces.

Maine ..........

White .......
Negro .......
Other races..

Maryland .......

white .......
Negro .......
Other races..

Massachusett...

White ........
Negro .......
Otherraces..

Michigan ........

White ........
Negro ........
0 ther raoes...

Minnesota .......

White ......
Negro ......
Other races...

Mississippi .......

White ......
Negro....
Other races...

Missouri .........

White ........
Negro...
Other raes...

Montana ........

White .......
Negro .......Other races...

Number

Total live
births

42, 105

41,801
271
33

29,325

Physi
clan (inh I

18, 569

18,400
144
23

11,981

tal

23,492

23,358
124
10

17,231

Mid.
wife

22

21
1

as.

and not
se

22l

22.

Percent

Total Physi.pe clan (in
pern hosp1.

100 44.1

100 44.0
100 63.g
100 89.7

100 40.9

Physt-
clan

(not In
hospi.
tat)

6.8

45.8
30.3

88.8

Mid.
wife

0.1

.1

.4

.2

Other
and not

0.1
.1

.2

28,330 11,744 16,494 50 42 100 41.6 8 .2 2 1
045 227 69 13 6 100 24.0 74.0 1. .8

50 10 38 2........ 100 20.0 76.0 4 . .......

8,163 6,932 38 092 10,951 184 100 12.3 67.8 10.6 .3

53,051 6,367 35,888 10,812 184 100 12.0 67.6 20.0 .3
3,111 665 2,203 339 4 100 18.2 70.8 10.9 .1

S....... ................ 100 ........ 10. 0 ...........

46,08 12,63 15,891 17,450 23 100 27.6 34.8 37,9 (1)

S 26534 8.600 13,559 4,300 1 100 32.4 51.1 16.4 ,1
19,384 4,034 2, 319 13,024 7 100 20.8 12.0 7.2 (1)

88 2 13 72 1 100 2.3 14.8 81.8 1.1

15,246 5,634 0.612 .............. 100 37.0 83.0 ............

15,207 5,622 9, .............. 100 37.0 63.0 ..........
10 7 3.............. 100 70.0 30.0 ..........
29 5 24.............. 100 17.2 82.8 ............

27,730 13,073 12,145 2,421 100 100 47.1 43.8 8.7 .4

21,761 11.051 9,808 839 63 100 560.8 45.1 3.0 .3
5,958 2,010 2, 330 1.681 37 100 33.7 39.1 28.5 .6

20 12 7 1 ......... 100 60.0 35.0 6.0 ........

81,738 47,311 14,161 22 242 100 76.6 22.0 (I) .4

60, 782 46,676 13,874 22 210 100 76.8 22.8 (I) .3
919 816 273 ......... 30 100 67.0 29.7 .... 3.3

35 19 14 2....... 100 64.3 40.0 ..... & 7

91,539 45,692 45.090 552 205 100 40.9 49.3 .6 .2

88,101 43,920 43. 8 a 11 164 100 49.8 40.4 .6 .2
3,166 1,734 1,307 27 38 100 54.8 43.2 .9 1.2

182 I8 127 14 3 100 20.0 69.8 7.7 1.6

48,036 27,354 19,380 603 703 100 56.0 40.4 1.0 1.7

47,428 26,936 19,268 482 740 100 56.8 40.6 1.0 "1.6
105 88 17................100 8.o 8 16.2 ..........
50 33 101 21 53 100 85.3 20.0 4.2 10.

52,095 4,219 21,448 26,148 280 100 8.1 41.2 60.2 .5

23,248 3,712 17,389 2,011 136 100 18.0 74.8 8.7 .6
28,703 40 4,027 24,134 133 100 1.8 14.0 83.9 .6

84 88 32 3 11 100 45.2 38.1 8.6 18.1

96,951 22,094 2,447 1,469 941 100 38.8 87.0 2, 1.7

53.418 19.974 81,72 1,198 874 100 87.4 58.7 2.2 1.6
3,516 2,110 1,072 267 87 100 60.0 30.5 7.8 1.9

17 10 4 ......... 100 58.8 17.6 23. ........

10,248 6,396 3.561 200 01 100 62.4 34.7 2.0 .9
9,598 5,971 8,432 159 I 36 100 2.2 85.8 1,7 .4

14 ....... 1 100 42.9 50.0 ...... 7.1
O31 41 1 41 54 100 865. 1.2 1 6.4 8 a

I Le than one.tenth of I peroent.

o

oo.

oo°
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T'ABLE No. 7.-Numbcr of live births amd percentage distribution, by race and

by person in attendance, in each State, 1937-Contlnued

Nebraska ........ 270 8, 13,331 11 22 too 40.0 59.9 (1) 0.1

White ........ 21,979 8.733 13,215 10 21 100 39.7 80.1 (1) .1
Negro ........ . 176 100 76................100 67.1 42.9...........
Other races .. 1 73 41 1 1 100 82.9 35.3 0.9 .0

Nevada .......... 1,742 1,139 5 to 38 100 85.4 31.0 .6 2.2

White ......... 1,572 1,049 513 3 7 100 8.7 32.8 .2 .4
Negro 4 2 2 ................ 100 50. 50.0 .............
Other races... 188 88 40 7 31 100 3. 24.1 4.2 18.7

New Hampshire. 7,633 2.048 6.672 4 9 100 2.8 73.0 1 .1

White ......... 7,28 2047 5,588 4 9 100 2.8 73.0 1 .1
Negro . .... 3........... oo . 0....... 100.0.............
Other races ... 2 1 1 . .. 100 50.0 0.0 .............

New Jersey ...... 54,607 40,484 11,10 278 35 74.1 21.1 4.7 1

White ........ 50,840 37,433 10,375 2,509 29 100 74.4 20.8 50 .1
Negro ........ 4,239 3,039 1,125 89 8 100 71.7 28.5 1. .1
Other races... 22 12 10------ -- 100 54.5 45..............

NewMexico ..... 13,87 294 ,505 3275 1,383 100 19.5 47.0 23.7 9.9

White ........ 13,210 2,511 8,418 3,28 0 100 19.0 48.8 24.7 7.7
Negro ...... 32 25 1 1 100 15. 78.1 3.1 3.1
Otherraces... 595 178 84 5 348 29.9 10.8 .8 58.5

New York. 185,502 147.958 34,185 3,124 237 100 79.8 18.4 1.7 .1

White ........ 52 140,778 32,723 2,037 21 -100 .7 18.5 1.7 1
Negro ........ 8,41 0,008 1.3o9 183 3 100 82.0 18.0 1.9 (
Otherraes... 359 214 103 24 18 100 59.8 28.7 8.7 5.0

North Carolina.. 70,o (0 1228 45,175 21,484 154 100 15.5 6 7.1 27.2 .2

White ........ .M04 10, 70 37,288 5,48 9.5 100 20.1 89.5 10.2 .2
Negro ........ 24,592 1,378 7,522 15,842 50 100 5.6 30.8 63.8 .2
Other races... 824 93 385 357 9 100 11.3 44.3 43.3 1.1

North Dakota .... 12,637 8,485 6104 i50 -- 0 100 43.4 4.0 3.6 4.0

White ......... 2.5 8,170 0,008 430 487 100 42.5 5.1 3.5 3.8
Negro ..... I . I ....... . 100 ....... 00. 0 . .
Other races 471 315 95 20 41 100 I 8.9 20.2 4.2 8.7

Ohio ............ 107,578 63,86 53,839 163 48 100 . .49.8 5 0.0 .2 .. )

White ....... 102,023 5835 508 158 44 10 498 50.0 .2 (,)
Negro ........ .,523 2,880 2, 83 a 8 10 4 1.3 I 1
Other races 30 11 18 ... l o 1 3.7 80.0 . 8.3

Oklahoma ........ 41,456 10,721 28,722 1,813 400 100 2S.0 9 8.3 3.9 1.0

White ........ .87,818 9,788 28,905 731 214 10 20 71.5 1.9 .6
Negro ....... .2,197 106 1,215 762 114 100 4.8 55.3 34.7 5.2
Other races.. 1,843 849 802 120 72 100 51.7 . 7.3 4.4

Oregon ........... 15,457 10, 4,449 2 31 100 70. 28.8 .1 .2

White ......... 1,24 10,834 4,389 10 31 100 71.0 28.8 1 .2
Negro ........ 32 27 3 2 ........ 100 PA.4 9.4 .3 ........
Other races... 181 95 57 9 ........ 100 5.0 35.4 8.6 ........

Pennsylvania .... 181,288 82, 57 77,127 1,248 38 100 81.2 47.8 .8 .2

White ...... 1 2,631 77,133 74,077 1,207 214 100 50.5 48.. .
Negro. ....... 8,613 8,402 3,029 41 141 100 82.7 35.2 . 1.8
Otherraces 44 22 21 1 100 50.0 47.7 2.8

I Less than one.tenth of I percent.
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.LE.r No, 7.-Number of live births and percentage ditibutiof, by race and

by person in, attendance, in cal i State, 1037-Conltinued

Area and race

Rhode Island ....

White ......
Negro ......
Other races...

South Carolina...

White ........
Nero ........
Other races...

South Dakota ....

White ........
Neero ........
Other races...

Tennessee ........

White ........
Negro ........
Other races...

Texas ............

White ........
Nezro ........
Otherraces...

Utah........
White ........
Negro ........
Other races ...

Vermont .........

White ....

Number

Physl. PhysI.
Total live clan (in clan

births 
10I3 i ot t in
fal ta

10,240

9,954
280

40,643

10,745
20,8

11,008

11, 318
a

584

51,038

43.859
8,074

5

116,057

102,129
13,861

67

12,693

12, 547

137

8,328

6,323
3

7, 046
6,827

218

4,731

4,08M
8823

4,809

4,553
t

255
10,501

1,9242

33,075

31,67
2,32f

17

7,037

8048
7

82

2,816

2,816

Mid-wife

3,031 132

2,972 127

1, 558 19.328

13,534 2,130
3,008 i 17,1791 ; 19

8,881 148

8,493 1233.....
185 M

34,697 8,298

3, 180 3.775
3,515 2.520

2 1 1
62,145

57,840
4,264

32
5,441

5,393
248

3,505

3,502
3

17,489

10,627
8,850

12

161

1 - 2 - 100
3

Otherand not

31

28

28

2

115

272
151

354

239
115

2,448

2,018
428

6

50

... 4, t

2

Percent

100
100
100
100

100
100
10o
100
100100

100
100
100

100

100
100
100

100

100
100

100

100loo

100

100

Physi.clan (in
hospl.

88.8

68.677,1
50.0

11.8

20.6
3.2
7.9

40.4
40.2
50.0
43.7

20.4

10.8
23.8
40.0

29.3

31.0
16.7
25.4

55.4

55.4
77.8
50.9

44.5
44.5
44.5

rilys'.clan(not In
hospi.

tal)

20.8

29.0
20.0
50.0

40.7

68.5
14.4
42.1

56. 1

67,4
50.0
31.7

66.8

71.1
43.5
40.0

53.5
58.8

47.8

42.9

43.0
22.2
83.

85.4
55.4

100.0

Mid-
wife

1.3

1.3
1.8

47.8

10.8
82.4
50.0

1.2

1.1
9

12.1

8.6
31.2
20.0

15.1

10.4
40.4
17.0

1,3

1.2

3.8

Otherand not
spec-
I fled

0.3
.3
1.1

1.1

2.1

,1

2.3

1.3

,7

.5

1.4

2.1

2.0
3.1
9.0

.4

2.0

(I)

-)

Virginia .......... 51,950 10,415 27,418 13,437 680 100 20.0 52.8 25.0 1.8

W0,834 9,271 22. 84 4,223 476 100 25.2 82.1 11.5 1.3

1t0 1........ , 138 4,44 9,198 204 100 7.5 30.1 81.0 1.4

Other races... 38 8 10 18 .... 100 22.2 27.8 50.0

Washington ...... 25, 03 18,918 5.941 112 85 100 75.6 23.7 .4 .3

White ........ 24,370 18,80q 5,692 39 31 100 78.4 23.4 .2 .I

Ne ro ........ 55 13 ......... 1 100 79.7 I. 8 1.4

Other races 597 2155 238 73 33 100 42.7 30.5 12.2 5.5

West Virginia.... 42,240 5,292 34,358 1,825 765 100 12.5 81.3 4.3 1.8

White...... 39.,44 5,187 32.23R 1,801 738 100 12.9 80.7 4.5 1.8

Negro........ 2,202 124 2,117 24 27 100 5. 4 92, 1 .0 1.2

Other races.. 4 1 3 .............. 100 25.0 .0 ..........

Wisconsin........ 3,43 25.435 27,591 380 167 100 47.5 51.5 .7 .8

White ........ 53,007 25,003 27, 422 342 150 100 47.3 151.7 .6 .3

Negro ........ 150 107 2 .............. 100 7.3 32.7 ...........
Other races. 77 235 117 M 17 a10 82.3 31.0 2.1 4.

Wyoming ........ 4,30 460 4,037 10 23 100 10.2 89.1 .2 5

White ........ 4,418 444 3,047 0 18 100 10.1 9.4 .2 .4

Negro .0 .... ......... 0 ......... .... ....... 1 0...........

Other races.. 105 18 81 1 0 15. 77.1 1.0 8.7

I Less than one.tenth of I percent.
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ESTABLISH A NATIONAL HEALTH PROGRAM

These tables show that in 1987 there were nearly one-quarter of a
million live births in which there was no physician in attendance at
the birth. (See chart 11, Counties With 25 Percent or More Births
Not Attended by Physicians, 1937.) In a majority of these cases

I-02

a .W
z~

ll

U0I I ra -
midwives, known to be ignorant and untrained, were in, attendance.
Nearly 90 percent of the midwife deliveries were in rural cases; 65
percent were among Negro women; 85 percent among white women.
More than half of all Negro women were delivered by midwives and
only 4 percent of white women.
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In rural areas only 16 percent of the live births were in hospitals,
whereas in cities of 10,000 population or over, 75 percent were in
hospitals. (See chart 12, Attendant at Birth by Size of Place.)

CHaT 12

ATTENDANT AT BIRTH BY SIZE OF PLACE
OF BIRTH, 1937

CITIES IOO000 OR MORE
No M9.OIAL

ATTENDANT, 1 %
4

CITIES i0000-50,000

CHILOREN'S BUREAU
U S OEPATMEN? OF LASOR

CITIES 50,000-100,000

RURAL

$OUnCE: U.S. $UNIAU OPTHE INIUS

Only 20 percent of Negro women are delivered in hospitals, whereas
48 percent of white women have this advantage. The percent of
hospital births varies greatly from State to State being highest (ex-
cluding the District of Columbia, 89 percent) in onnecticut (88 per-
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ESTABLISH A NATIONAL HEALTH PROGRAM 835
cent) and New York (80 percent), and lowest in Arkansas (9 percent)
and Mississippi (8 percent). In rural parts of Alabama only 2 per-
cent of births are in hospitals; in rural parts of California 66 per-
cent are in hospitals.

Data from the Bureau of the Census and the National Industrial
Conference Board show that States with lowest income per capita
have the largest proportion of births in rural areas (76 percent);
they also have the largest proportion of births not attended by a
physician (25 percent and the smallest proportion of births in hos-
pitals (20 percent). States with highest per capita incomes have the
largest proportion of births in cities (70 percent), and in hospitals
(65 percent). Only 2 percent of births in States with highest incomes
were not attended by physicians. (See chart 13, Births in Urban
and Rural Areas and Attendant at Birth by Per Capita Income of
States, 1937.)

CHART 13

BIRTHS IN URBAN AND RURAL AREAS AND ATTENDANT AT BIRTH
BY PER CAPITA INCOME OF STATES, 1937

BIRTHS IN URBAN AND RURAL AREAS

LOWEST INCOME PER CAPITA
(14 STATES)

ATT "~AT INO PITAL

* CHILDREN'S BUREAU
UNITED STATES DEPARTMENT OF LABOR

HIGHEST INCOME PER CAPITA
(1 STATES ANO

DISTRICT Of COLUMBIA)

RURAL
30%

URBAN
to%

ATTENDANT AT BIRTH

MIDDLE INCOME PER CAPITA HIGHEST INCOME PER CAPITA
(Is STATES) (is STATeS AND

DISTRICT Of COLUMBIA)
P M EOICAL NO MCICAL

SOURCES: UNITED SAT11 BUREAU Of THE CINSUS
NATIONAL INDUSTRIAL COIFEVIC¢ BOARD INCOME DAI.

MIDDLE INCOME PER CAPITA
(i STATE$)

URBAN
UNAL 40%

6%
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There are 864 rural counties in the United States in which in 1987
no live births occurred in hospitals (see chart 14, Rural Counties With
No Births in Hospitals, 1937), and yet nearly 200,000 live births took

CHART 14

place in these counties according to data supplied by the Bureau of the
Census. In 654 of these counties there were 100 or nore, births in
1937; in 397 more than 200. (Only 4 urban counties reported no live
births in hospitals.) It would seem to be obvious that the needs of
maternity patients in many of these areas must require planning for
hospitalization, either by providing resources to pay for care in
existing qualified hospitals or to construct and maintain public ma-
ternity hospitals or wings of general public hospitals where needed.
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Careful planning to make use of existing facilities should, of course,
precede construction.
FINDINGS OF NATIONAL CONFERENCE ON BETTER CARE FOR MOTHERS AND

BABIES

I would like to submit for the record (exhibit E) a statement of
findings by a committee of the National Conference on Better Care
for Mothers and Babies since they have a close bearing on the subject
of the proposed amendments to title V, part 1, of the-Social Security
Act.
EXHIBIT E.-FINDINos OF NATIONAL CONFERENCE ON BETTER CAn FOR MOTHERS

AND BABIES

At a national conference on Better Care for Mothers and Babies held in
Washington in January 1938,5" the facts with regard to what constitutes good
maternity care and care of newborn Infants and how conununities should be
organized to provide It were clearly set forth. There wits no disagreement
with the fact that the way to save the lives of mothers and babies Is known,
but the resources to provide the facilities and services are not available.

To bring bout this saving of lives for mothers and Infants and to Improve
maternity care for all women not able to provide from their own resources,
the committee on findings of the conference made the following statement of
measures to be undertaken:

"The committee finds that preserving the lives and health of mothers and
babies is of such importance to all the people that It warrants immediate and
concerted national conside'ation and national action.

"The principal obJectives to be sought are the following:

"Full opportunity for practical instruction in obstetrics and the care of
newborn infant-

"For undergraduate students in medical schools, for physicians resi-
dent in hospitals, and periodically for practicing physicians in post-
graduate courses.

"For student nurse and at recurrent intervals for the graduate nurse
or tile public-heialth nurse whose work includes maternity nursing ill
private practice or in public-health service.

"Supervision of the mother throughout pregnancy by a qualified local
physician, aided by a public-health nurse, preferably one with recent train-
Ing In obstetrics and care of newborn infants.

"Care at delivery by the same qualified local physician, aided by a nurse
trained and experienced in delivery nursing care, such care to be given in
the home or in an approved hospital provided with adequate obstetric and
pediatric services and facilities for caring for emergency or complicated
cases.

"Postpartum and postnatal medical and nursing supervision in the hospital
and the home.

"Consultation service by obstetricians and pediatricians to aid general
practitioners in their care of mothers and Infants.

"Community provision for care by a qualified physician and nurse, for
consultation service, and for hospital care when indicated, Including trans-
portation to the hospital, for the mother or baby to whom such care is
otherwise Inaccessible or who cannot obtain care unaided.

ISee Proceedings of National Conference on Better Care for Mothers and Babies,
Ptzblication No. 248, U. S. Department of Labor. Children's Bureau.

f As a result of the Interest aroused by this conference and at the request of the
Annual Conference of the State and Provincial Health Authorities, a bill, 3 914 was
introduced in April 1938 in the Senate by Senator Barkley, and simultaneously Hi. R.
10241 in the House by Congressman Doughton, with the purpose of amending title V,
g. 1, of the social Security Act to increase the authorization for appropriation of funds

for Maternal and Child Health. The purpose of the bill was given consideration and
approved by 18 national organizations concerned with problems of maternal and child
health and welfare: American Association of University Women, American Farm Bureau
Federation, American Home Economics Association, American Legion, American Nurses'
Association American Pediatric Society, American Public Health Association. American
Social Hygiene Association Committee for Industrial Organization, Conference of State
and Provincial Health Authorities. Maternity Center Association National Consumers'
League National Council of Jewish Women, National ranPublic Health
Council, National Women's Christian Temperance Union, National women s Trade Union
League, Service Star Legion.
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"Further progress toward these objectives can be made through concerted
effort of all concerned with maternal and infant care as follows:

"By increasing professional resources through-
"Better undergraduate education and training for nurses and prac-

titioners of medicine.
"Better graduate educational facilities for nurses and physicians.
"Adequate provision for training of nurses and physicians for spe-

cial obstetric and pediatric service.
"Better distribution of competent physicians.
"More specially trained graduate public-health nurses.
"Greater facilities for education of physicians and nurses to be made

available by hospitals caring for maternal cases.
"By developing in both cities and rural areas complete service for mothers

and newborn infants, through the utilization of available competent service
under both public and private auspices, and extension and improvement
of public services not adequate to meet the need-

"The local community to provide maternal and infant care as needed,
as part of its public-health responsibility.

"The State to give leadership, financial assistance, specialized service,
and supervision in the development of local services.

"The Federal Government to assist the State through financial sup-
port, research, and consultant service."

The members of the conference discussed the availability of community re-
sources to provide this medical, nursing, and hospital care, and reported that
many communities and many States are unable to provide the necessary care
without assistance from the Federal Government. The committee on findings
proposed a plan of action along the lines of the objectives outlined and pointed
out "that if this plan of action is to be carried out, Federal participation
would be necessary, as follows:

"Amendment to title V, section 502, of the Social Security Act to authorize a
larger sum to be appropriated annually to the States for maternal and child-
health services with provision that the increased payments to the States should
be used for the improvement of maternal care and care of newborn infants."

MEDICAL 0ARE FOR CHILDREN

Need for increased re8ource.--The need to provide more adequate
facilities and services for medical care and health supervision of
children has long been recognized by public-health workers whose
function it was to develop finfant- and child-health conferences or
provide supervision of the health of school children. Resources are
frequently inadequate or lacking for the correction of physical de-
fects which if left uncorrected often lead to later disability, for the
protection of children against diphtheria, smallpox, or other com-
municable diseases, for the diagnosis and treatment of sick or physi-
cally handicapped children in the home or in clinics, hospitals, or
convalescent homes. The program of services for crippled children
has done much to take care of children with orthopedic crippling
conditions and certain conditions needing plastic surgery, such as
harelip and cleft palate and contractions following burns, but the
funds available have not been sufficient to provide care for the large
number of children crippled with heart disease or for the children
needing care because of defects of vision or hearing. The national
health survey in 83 cities showed that of all the children under 15
years of age having illnesses which disabled them for 7 or more days,
28 percent had neither a physician's care nor hospital care.

FailZities for health eupe'vi',8m and rnWioad care.--Though most
large cities have facilities for health supervision of children in child-
health centers in only about one-third of the counties were there
such centers at the begnning of this fiscal year to which mothers
may take their young children for supervision of health.
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There are still 780 counties in which there is not a single public-
health nurse serving rural areas to advise the mothers about tile care
of themselves or their children.

Facilities for diagnosis and treatment in an out-patient clinic con-
nected with a general hospital are found in only 2 percent of cities
with population under 10,000 persons, whereas all cities with popu-
lation over 250,000 have one or more such out-patient diagnostic and
treatment clinics. And yet about 50 percent of families with in-
comes under $800 a year live in these cities of less than 10,000
population.

According to a survey made in 1936 by the American Medical As-
sociation T there were 241 counties in the United States with more
than 2,000 population per physician, and 19 of which had no physi-
cian. The report of the survey points out that-
the sections in which the supply of physicians, In relation to population, is
exceptionally low fall into distinct classes. One class of counties is on the
margin of settlement, in mountainous, arid, national forest or grazing sections,
In which the population is sparse. The other class of counties is located prin-
cipally in the Appalachian.Ozarks, cotton, and some sea-coast regions.

These areas have at least the average density of population of rural
areas, but backward economic and social organization, a high per-
centage of illiteracy and extreme poverty.

Of physicians specializing in children's diseases only 2.7 percent
practice in communities of ess than 10,000 population; of those spe-
cializing in maternity care less than 1 percent practice in these small
communities. Hospitals having special accommodations and staff for
the care of children, whether as separate institutions or as part of a
general hospital, are concentrated in the centers of population.

Medical care of children with eye defeot.-It is estimated that
approximately 10,000,000 school children have defective vision requir.
ing correction with glasses. It is conservatively estimated that 1
percent of children of preschool and school age have strabismus
(squint). To successfully treat strabismus a combination of muscular
training and operative procedure may be necessary. Treatment must
be continued over a long period to be effective.. The cost involved in correcting visual defect or treatment of stra-
bismus is often more than a family can pay. Public authorities fre-
quently are not able to provide the resources to pay for the necessary
glasses or medical services. Over one-third of the blind lost their
stit in childhood or youth.

It is estimated that at least one-sixth of all blindness in children
is preventable.

Prevention of impairment of hearing and deafness anug ohil-
dren.--The American Society for the Hard of Hearing estimates on
the basis of surveys that 6 percent of school children have impaired
hearing--or approximately 1,680,000 in the United States. Other
studies have shown that a higher percent of rural children (14 per-
cent) than of urban children (6 percent) have impaired hearing.
Where poor hygienic conditions exist, the proportion of children
with impaired hearing may be as highi as 25 percent (in a Rochester
(N. Y.) school) or 33 percent (in a Chelsea (Mass.) school), while
under ideal conditions surrounding some private-school children the
incidence of impairment was between 1 and 2 percent. In one study

'From Rural Medical' Service. Bureau of Medical Economics, American Medical
.Association, Chicago. 1987. Pp. 60, 63.
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in Rochester, N. Y.), it was found that three time as amany children
had to repeat their grades in school becallse of deafness as from any
other callse.

Ilpairmlent of hearing is nearly always associated with t history
of past (ill trouble and very frequetitly wsith nose and throat trouble.
Ill one study n(ose and throat defects ac5 mui nietl hearing loss in
from 40 to 60 percent of children in different schools. It is Stated in
other reports that 80 percent or more of the cases of deaf ness in
adults can be prevented or arrested if the underlying conditions are
dianosed and treated early.

'utiberculosis (as diagnosed by the tuberculin test) among young
children (under 4 years) who have been directly exposed tolpe).''s.O
with active diseases twice as frequent as among those who have not
been so exposed. Special clinics for the supervision of all children
so exposed fnd of preschool children with positive tuherculin tests
are greatly needed. Facilities for care of children with active tuber-
culosis are inadequate in many areas, whether care is given in the
home or in sanatoria. 11tblc-liealtlh nursing supervision and care is
of great imlportance when treatment is given in the home. At present
the member of public-health nurses is not sufficient in many Coliliulli-
ties to provide needed care. Sanatorium care for suitable cases is
not adequate in many States and local communities.

Mental hyglene.-Facilities for treatment of )ehavior l)roblems
among children are grossly inadequate. In 1936 there were re-
ported to be approximately 500 mental hygiene clinics serving clil-
(iren established in cities of 10,000 or more population. In townsand rural areas regular clinics were hel in only 18 places in 5 States,
although traveling clinics reached some of these rural areas in 3
States. Fluds are needed to develop further clinics in connection
with hospitals, chilhl-health centers, or diagnostic centers in areas
where hospital clinics do not exist.

Mortality rates among children under 15 from certain important
causes vary in different sections of the United States. In the country
as a whole approximately 70,000 children under 15 years of age (lied
in 1936 from respiratory diseases (including tuberculosis), diarrhea
and enteritis, communicable diseases, and heart disease. Table No. 8
which follows, shows the rates for these selected causes by sections oi
the country.
TABLE No. S.-Aortality ratcs for children under 15 ycars, from specified acalcs,

by geographic regIotis, 1936
fChlllre 's Buroau, V. 9. Department of T,nhorl

Deaths per 100,000 children under 15 years of age

(leorapde egin Ies;'lratoryr
lleographi region lse s T)iarrhea Otliereonl. Allotler

All causes Including and insinleablo oftho6art ce causes
tuiereulo. enteritis lasea os e h

as

United States ........... 38 114 48 23 9 341
Southeast ......................8 139- 71 26 7 415Southwest.................... 700 159 99 33 8 410
Northwest .................... 620 109 40 25 10 336
Middle States ................. 406 92 36 21 9 308
Northeast ......... 4 98 29 17 12 300
DarWest ....... 9... ...... 536 119 39 30 8 340

Source: Deaths, 1030, and Children, 1930; U., . Ilureau of tho Census.
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The death rate for respiratory diseases in the southwest section
was 72 percent higher than tile rate for tile Middle States; that for
diarrhea in the Southwest was 241 percent higher than that in the
northeastern section; that for other commicable disease in the
Southwest was 94 percent higher than that in the Northeast. Tie
death rate for heart diseasee among children, hlowev'er, was highest in
the Northeast and the Northwest, lowest in the Southeast, Southwest,
and Far West.

Furthermore, (ata from the cenlsus and from the Natioonial 11(111s-
trial Conference Board show that the mortality rates among children
under 15 for resI)iratory diseases, for diarrhea, and for communicable
diseases are lowest in the States with high incomes and highest in
the States with lowest incomes. (See chart 15, Mortality from Speci-
flied Causes Among Children Under 15 by Per Capita Incomes of
States.)

CHAnRT 15

MORTALITY FROM SPECIFIED CAUSES AMONG CHILDREN UNDER 15
BY PER CAPITA INCOME OF STATES

PER CAPITA DEATHS PER 100.000 POPULATION UNDER IS
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With more adequate provision for medical and nursing services and
for coxIsultation services, many of these children's lives could be saved.

ECONOMIC STATUS.-ITS JtELATION TO MATERINITY CARE AND AIEDIC ,A OAPAR

OF CHILDREN

It is estimated that of the 2,000,000 births each year, 1,100,000 occur
in families who have incomes of less than $1,000 ort are on relief;
approximately 900,000 are in families with incomnes'of less than $800
or are on relief. For families with incomes of this level the cost of
maternity care must be rated in the category of major medical ex-
penditures. To the Nation the outcome of the 2,000,000 birtls in
terms of tie survival and health of time mother and child is of suffi-
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cient significance to warrant the provision by Government of facilities
to insure the best possible care for all who are unable to provide it
from their own resources.

Data have been cited to show inadequacy of facilities in rural areas
and to show that among women who die, prenatal care is most inade-
quately received. A recent study of maternal care made by the
Children's Bureau in a New England city has shown that the best
type of prenatal care was received by 73 percent of the women who
were private patients but by only 15 percent of the women who re-
ceivedfree care. Prenatal care was given early in pregnancy to 84
percent, of the private patients, but to only 35 percent of the free
patients. That the adequacy of prenatal care received is related not
only to the income of the family and to the size of place in which
they live has been recently reported by the United States Public
Health Service from a study of maternal care in which it cooperated
with the Michigan State Medical Society. Prenatal care was received
by all but 8 percent of women in so-calfed comfortable circumstances,
that is incomes of about $2,000 or more whereas 43 percent of women
on relief received no prenatal care. Women living in rural areas,
especially those women who were classified as poor (incomes less than
$1,000 a year) ar on relief, had much less prenatal care than women
living in large cities. Women living in rural areas were twice as
likely to get flospital care at delivery when they were in comfortable
circumstances as when they were poor or on relief.

Women in large cities got hospital care three times as often as poor
rural women. The same was true for care following delivery; more
than twice as large a proportion of the women who were poor received
no follow-up examination than of women who were in comfortable
circumstances; more than twice as large a proportion of rural women
who were poor received no such examination than of city women.
The data reported corroborates facts that have been commonly
believed for many years.

Women with low incomes cannot obtain adequate maternity care
unaided.

Medical care, of children as related to eCOlwmiOM 8tatus.-Of the
43,000,000 children under 18 years of age in the United States ap-
proximately 16,000,000 are in families with incomes of less than $800
a year or on relief. Some 700,000 dependent children are now receiv-
ing aid under title IV of the Social Security Act and it is estimated
by the Social Security Board that there are probably twice as many
aaditional children who should be getting similar aid. There is no
adequate provision for medical care for thii group of children, though
in one way or another some care is provided in many areas espe.
cially where clinics exist. Some better provision should be made.

That there are great variations in the financial resources of the
different States to meet the costs of health services and medical care
is well known. The marked discrepancy between the proportion of
national income received by the inhabitants of the States grouped by
income per capita and the proportion of births or of chil-dren under
15 years of age is shown in chart 16. A picture of similar dis-
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CHART 10

NATIONAL INCOME AND BIRTHS
BY PER CAPITA INCOME OF STATES, 1937
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cre)ancy grouping the States on a regional basis is seen in chart 17.
The discrepancies iII type of professional care of women at delivery
and in the incidence of respiratory, diarrhea, and communicable
diseases among children found when States are grouped according to
their financial resources has been pointed out.
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OHART 17

NATIONAL INCOME AND CHILDREN UNDER 15 YEARS OF AGE; UNITED STATES
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INCOME OF THE UNITED STATES
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The grants-in-aid to States on the variable matching basis would
go a long way to eliminate the discrepancies with respect to health
supervision and medical care for mothers and children.

That the program should develop not too fast is sound from an
administrative point of view and i standards are to be established
to insure good quality of care. It should move fast enough to meet
the needs of those who cannot provide for themselves adequately
without too great delay.

Actually experience under the present provisions of the Social
Security Act would make it possible to provide increased maternity
care and develop a plan of medical care for children without too
great difficulty or delay should funds be made available.

PROGRE88 IN CRIPPLED CHILDREN 's PROGRAM UNDER SOCIAL SECURITY ACT

When Social Security funds became available for grants for medi-
cal and hospital care for crippled children, 35 States had enabling
acts making some phases of the program possible, but only 12 States
had acts permitting programs as broad in scope as that outlined in
the Social Security Act and appropriations substantial enough to
carry out a broad program (Florida, Kentucky, Michigan New
Jersey, New York, North Carolina, Ohio, Oklahoma, Pennsylvania,
Vermont, West Virginia, and Wisconsin).

By the end of the fiscal year 1938 every State except Louisiana
had submitted and had approved a State plan for these medical and
hospitl and after-care services for crippled children. For legal and
financial reasons the program was delayed but in March 1939, the local
difficulties being overcome, a plan was approved for Louisiana. All
the 51 States and Territories now have active services including loca-
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tion of crippled children; diagnostic clinics; provision for hospital
care in public and, except for three States, in voluntary hospitals;mne(dcl and surgicall care and after care, including in varying amount,
convalescent-home or foster-home care, follow-up care i the child's
own home by nurses or social workers.

STATE ADMINISTRATION

Administrative agenoy.-Under the Social Security Act the pro-
gram must be administered by a State agency. The agencies at pres.
ent are as follows:
State health agency ------------------------------------------- 25
State welfare agency ------------------------------------------- 15
Crippled children's commission------------------------------------5
Department of education ---------------------------------------- 4
State university hospital ----------------------------------------- 1
Interdepartmental committee -----------------------------------------

During the past 31/2 years the State health agency has been desig-
nated as the official agency in 10 States, and 6 other States have
transferred their programs to the State health agency. During the
same period the State welfare department has been designated as the
official agency in 5 States and in 2 others programs have been trans-
ferred to welfare or social security agencies.

Medical direction.-Medical direction is given to the program in
32 States by a physician in charge; in 3 an appointment of a physi-
cian is pending; in 16 the appointment of an advisory committee of
orthopedic surgeons and other physicians serves to give medical advice
and assistance to the directors w ho are not physicians. The medical
directors have usually been selected because of experience in pedi-
atrics on public-health administration. In a few cases an orthopedic
surgeon is in charge.

Other medical and allied professional personnel employed for thel
fiscal year 1938 by the States were as follows:
Physicians:

Orthopedic surgeons --------------------------------------- 410
General surgeons ----------------------------------------- 208
Plastic surgeans ------------------------------------------- 82
Pediatricians and other consultants ------------------------------- 655

Public-health nurses (or special orthopedic nurses) ------------------ 419
Physical therapists -------------------------------------------- 82
Medical social workers ----------------------------------------- 44

MEDICAL AND sURGIoAL SE VICES

Payment of physicians awl surgeova.-Of 346 surgeons employed
by 40 States, 177 are paid on a fee-schedule basis for operations per-
formed or consultant service given, 169 are paid part-time salaries.
The fee schedule basis is used by 19 States, the part-time salary basis
by 20 States; 2 States pay neither fees nor salaries, and 4 States pay
fees for diagnostic clinics only. The tendency appears to be for
States to adopt the method of paying part-time salaries as being
more easily adjustable to a plan of care that must extend throughout
the year and be flexible with respect to the load of cases which is
often unpredictable due to epidemics or other factors. Consultants
are usually paid on a fee schedule basis.
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Qualifleations of surgeons and phy8ivian&.-Fourteen States require
certifications by the American Board of Orthopedic Surgery (organ-
ized by associations of specialists in cooperation with the American
Medical Association) or eligibility by training and experience for
such certification, as the basis for acceptance of the surgeons who are
to render care. Of the 487 orthopedic surgeons participating in the
program in 49 States during the fiscal year 1938, 291 (60 percent)
were certified by the American Board of Orthopedic Surgery; in
13 States only orthopedic surgeons so certified actually rendered care.

The Childrens Bureau Advisory Committee on Crippled Chil-
dren's Services on which there are 10 physicians (including ortho-
pedic surgeons, pediatricians, a neurologist, and cardiologist spe-
cializing in work with children) recommended in December 1935,
before the funds were available. that State agencies should select
orthopedic surgeons, pediatricians, and other specialists from the list
of those certified by the respective boards of these specialties.

Cooperation iAi medical pro/essmion.-The appointiment by 34
State agencies of technical committees of medical experts to advise
in the selection of surgeons and physicians has done much to raise the
standard of surgical and medical care and to develop interest and
cooperation; in all of the remaining States except two, l)hssicians
serve on a general advisory committee. There has been active co-
operation between the medical profession, especially the orthopedic
surgeons and pediatricians, and the State agencies.

ALLIED SERVICES (PHYSICAL THERlAPISTS, NURSES, MEDICAL SOCIAL
WORKERS)

Payment.-The services of public-health nurses, or medical social
workers, are usually on a salary basis. Occasionally in some States
and more commonly in others tie salary of a worker is shared with
some other State or local official agency so as not to duplicate the
individuals rendering the same type of care in any one community.

Quofloation of personnel.--The national organizations concerned
with physical therapy, public-health nursing, and medical social work
have each established standards for workers considered qualified to
serve in various capacities, i. e., staff, supervisory or administrative
positions, and have submitted these to the Children's Bureau Ad-
visory Committee for consideration. The Children's Bureau Ad-
visory Committee has recommended that State agencies adopt the
standards so set forth in selecting personnel for State or local
service.

I should like to insert here for the record exhibit F, giving the
recommendations made by the Children's Bureau Advisory Ciom-
mittee on Services for Crippled Children related to qualifications of
personnel.

EXHIBIT F'.-tIOMMCNDAT10NS OF CHM.LnM'Es BumEu ADVISORty Comzmrrrn
Olt SEVIMES FOR CRIPPLED CHILDREN AND STATIn AND TEIIreBIAL HEALTH
OrVnOuw

QUALIVIOATIONS OF DIRWEI(R OF CRInPLE CHLDREN's s Ic'M

The State and Territorial health officers have made the following recoin.
mendatlous to the Children's Bureau with regard to the direction of the crippled
children's services:
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April 10, 190.-As the program for crippled children Involves diagnostic

clinics an( hospital care It should be directed by a physician, preferably ono
experienced In the care of crippled children.

QUAUFWIATIONS OF BsuOWoNS

The advisory comnmittee on services for crippled children hns made the
following recommendations to the ChIldren's Bureau with regard to qualifles.
tons of surgeons employed In the crippled children's program:

December 17, 1986.-It was the sense of the committee that It would be desir-
able for the American boards of certification to make available to the States
suggestions as to qualifications for physicians and surgeons to serve In tle
various States in connection with services for crippled children under the
Sovini Security Act and also to give advisory service to the States as requested.

October 10, 1986.-Only surgeons who are certified by the American Board of
Orthopaedic Surgery, or are eligible for such certification, should be approved
by a State agency for surgical services for children suffering from orthopedic
conditions.

Al applicant for certification must have the following qualifications:
(a) He must be a graduate of a medical school approved by the council

on medical education and hospitals of the American Medical Association.
(b) He must be of high ethical and professional standing.
(W) He must be a citizen of the United States or Canada.
(d) He must be duly authorized to practice medicine in the State or Province

of his residence.
() IIle must be a member of the American Medical Association or another

society approved by the council on medical education and hospitals of the
American Medical Association.

(f) Hie must have had 1 year of internship iln a general hospital acceptable
to the board.

(g) After January 1, 1040, lie must have had 3 years of concentrated instrue-
tion in orthopedic surgery approved by and acceptable to the board. (A real-
dency of at least 2 years on an orthopedic service of a hospital recognized by
the council of the American Medical Association is desirable.)

(h) He must have knowledge of the basic medical sciences related to ortho-
pedic surgery.

(I) lie must have bad at least 2 years further experience In the actual prac-
tice of orthopedic surgery. Continuation of training (g) beyond the 3 years
required will not be considered as actual practice unless the position of the
candidate Is considered permanent or his responsibilities equivalent to those
encountered in private practice. This means that interns, residents, fellows,
graduate students, and assistants will not be credited with additional periods
of training unless they are permanent members of the organizations with which
they are associated.

(j) He must have limited his work to the field of orthopedic surgery for at
least 2 years prior to the submission of his application for examination.

() In the case of an applicant whose training has been received outside of
the United States and Canada, his credentials must be satisfactory to the council
on medical education and hospitals of the American Medical Association and
to the National Board of Medical Examiners. In addition, he must have
been engaged in the practice of orthopedic surgery in the United States (or
Canada) for at least 3 years prior to the submission of his application.

April 7 and 8, 1937.-The advisory committee on services for crippled clill
dren reaffirmed and amplified its previous recommendations concerning the
qualifications of surgeons and other trained personnel, recognizing at the same
time the difficulties which confront State agencies In obtaining competent
persons for sparsely settled areas.

The State and Territorial health officers have made the following recommen-
dations with regard to qualifications of surgeons employed In the crippled
children's program:

April 16, 1936.--The establishment of standards for the qualifications of sur.
geons, nurses, physiotherapists, and medical social workers based on the re-
quirements of national recognized organizations in their respective fields after
consultation with the technical advisory committee.
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QUALIFICATIONS OF PHYSICIANS

The Advisory Committee on Services for Crippled Children has made the fol-
lowing recommendations to the Children's Bureau with regard to qualifications
of physicians to be employed in the crippled children's program:

December 17, 1935.-It was the sense of the committee that it would be de-
sirable for the American board of certification to make available to the States
suggestions as to qualifications for physicians and surgeons to serve in the
various States in connection with services for crippled children under the So-
cial Security Act and also to give advisory service to the States as requested.

October 10, 136.-For consultation service, in addition to that provided by
orthopedic surgeons, a physician who is certified by the national board in his
specialty, or Is eligible for such certification, should be engaged.

April 7 and 8, 1937.-The Advisory Committee on Services for Crippled Chil-
dren reaffirmed and amplified its previous recommendations concerning the
qualifications of surgeons and other trained personnel, recognizing at tile same
time the difficulties which confront official State agencies In obtaining compe-
tent persons for sparsely settled areas.

QUALIFICATIONS OF PUBLIC HEALTH NURSES

The Advisory Committee on Services for Crippled Children has made the
following recommendations to the Children's Bureau with regard to qualifica-
tions of public-health nurses to be employed in the Crippled Children's pro-
gram:

December 17, 1985.-The committee indicated that it would be desirable to
have a subcommittee appointed to study and report on the question of training
of personnel other than the physicians and surgeons who would be fitted to
carry out the provisions of the Social Security Act with respect to the services
for crippled children.

October 10, 1986.-The education committee of the National Organization
for Public Health Nursing should be asked to submit recommendations concern-
ing the qualifications for nurses in tM'e field program.

April 7 and 8, 1937.-The Advisory Committee on Services for Crippled Chil-
dren reaffirmed and amplified its previous recommendations concerning the
qualifications of surgeons and other trained personnel, recognizing at the same
time the difficulties which confront official State agencies In obtaining compe-
tent persons for sparsely settled areas.

December 2, 1938.-The following qualifications, based on recommendations
submitted by the National Organization for Public Health Nursing, were ap-
proved by the committee:

1. Every public-health nurse engaged in the Crippled Children's program
should: (a) Have the minimum basic preparation in orthopedic nursing
set forth In the new curriculum guide for schools of nursing, (b) be a
well-qualified public-health nurse, meeting the minimum requirements of
the National Organization for Public Health Nursing.

2. Public-health nurses engaged in supervisory or consultant capacity
should have advanced preparation In orthopedic nursing. These consult.
ants or supervisors should not function as physical therapy techiclans
unless they have completed an approved course.

8. The approved public-health nursing courses should put more emphasis
on orthopedic service In their general programs and encourage, in centers
where there are adequate facilities In the university and community agent.
eles, the development of opportunities for basic preparation,

The State and Territorial health officers have made the following recom.
mendations to the Children's Bureau with regard to qualifications of public.
health nurses employed in the Crippled Children's program:

April 16, 1936.-'Ihe establishment of standards for the qualifications of
Mrgeons, nurses, physiotherapists, and medical social workers based on tihe
requirements of nationally -p'cognized organizations in their respective fields
after consultation with the technical advisory subcommittee,
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QUALIFICATIONS OF MEDICAL SOCIAL WOBKI8

The Advisory Committee on Services for Crippled Children hts made the
following recommendations to the Children's Bureau with regard to quallfica-
tions of mnedical-soeial workers employed it the Crip,,Aed Children's program:

December 17, 1935.-The committee indicated that it would be desirable to
have a subcommittee appointed to study and report on the question of training
of personnel other than the physicians and surgeons who would be fitted to
carry out the provisions of the Soclul Security Act with respect to the services
for crippled children.

October 10, 1936.-The recommendations concerning the qualifications of
medical social workers engaged it programs for the care of crippled children,
is formulated by the education committee of the American Association of Medi-
cal Social Workers, should be aeepted as the basis for employment of medical
social workers under the act.

These qualifications are as follows:
A. Qualifications for medical social administrator, supervisor, or consultant:

Applicants for executive Itnd supervisory positions must meet the professional
qualifications stated below in I or II. If it is impossible to secure personnel
meeting these requirements, only those who qualify under section B may be
employed, and such persons should, as rapidly as the educational policy of the
program will permit, complete the following requirements under section A:

I. (a) Two years of professional education In a school of social work
which Is U member of the American Association of Schools of Social Work,
at least 1 year of which must be on a graduate basis. This preparation
must include courses and field work in medical social ease work; (b) in ad-
dition, 3 years' exl)erience lit the practice of medical social work in a recog-
nized I social-service department in it hospital or clinic, imcludilng some
experience lim supervision.

II. Six years of experience lim medical social work, during which the
applicant hs demonstrated the ability to perform acceptably. This experi-
ence must Include 4 years of supervised medical social case work In a
recognized' department of nedlcal-soclal work in a hospital or clinic and
2 years of supervisory responsibility in such a department.

B. Qualifications for medical social field workers: Applicants for staff posi-
tions rust meet the professional qualifications stated below In I or II. When-
ever possible they should meet the higher requirements under section A.

I. Two years of professional education in a school of social work which
is a member of the American Association of Schools of Social Work,
1 year of which must be on a graduate basis and must Include courses and
field work in medical social case work.

1I. (a) One year of professional education iln a school of social work
which is a member of the American Association of Schools of Social Work;
(b) plus 2 years of experience in the practice of medical social case work
in a recognized I department of social work in a hospital or clinic.

April 7 and 8, 1937.-The Advisory Committee on Services for Crippled Chil-
dren reaffirmed and amplified its previous recommendations concerning the
qualifications of surgeons and other trained personnel, recognizing at the same
time time difficulties which confront official State agencies in obtaining compe-
tent persons for sparsely settled areas.

The State and Territorial health officers have made the following recom-
mendations to the Children's Bureau with regard to qualifications of medical
social workers employed in the Crippled Children's program:
April 16, 1986.-IThe establishment of standards for the qualifications of

surgeons, nurses, physiotherapists, and medical social workers based on the
requirements of nationally recognized organizations in their respective fields
after consultation with the technical advisory subcommittee.

$This means meeting the requirements given, in "A Statement of Stnndards to Be Met
by Medical Social Service Departments in llospitals and Clinics," adopted May 1980.
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QUALIFICATIONS OF PIYSICAL-TIIERAPY TEC NICIANS

The Advisory Committee on Services for Crippled Children has made the
following recommendations to the Children's Bureau with regard to qualifica-
tion3 of physical-therapy technicians to be employed in the Crippled Children's
program:

Docomber 17, i35.-Tho committee Indicated that It would be desirable to
have a subcommittee appointed to study and report on the question of training
of personnel other than the physicians and surgeons who would be fitted to
carry out the provisions of the Social Security Act with respect to the services
for crippled children.

October 10, 1936.--Only trained physical therapists, registered by the Ameri-
can Registry of Physical Therapy Technicians or eligible for such registration,
should be employed in any program of services for crippled children under
the act. Physical therapy should be given to crippled children only under
supervision of a qualified physician.

April 7 attd 8, 1987.-The committee accepted as adequate the statement of
qualifications and functions of physical-therapy technicians as submitted by the
couteil on medical education and hospitals of the American Medical Association
and the American Physiotherapy Association.

These qualifications are as follows:

I. QUAaFWATIONS

A. Physical therapists should be eligible for membership in:

1. The American Physiotherapy Association or
2. The American Registry of Physical-Therapy .elniclans.

B. Education:
1. Prerequisite--candidates for admission to courses and schools in phy-

sical therapy should be able to satisfy one of the following requirements:
(a) Graduation from an accredited school of nursing; (b) graduation from
an accredited school of physical education; (c) 2 years or 00 college-
semester hourm, 26 of which hall include physics, chemistry, and biological
sciences,

2. Professional: Graduation from a course or school iln physical therapy
acceptable to the American Medical Association, by which is meant a course
in physical therapy of not less than 9 months.' (If anything could be
gained by offering training to nurses already employed, in portions less
than the 0 months consecutively, in those schools already approved, the
council would show no objection to their splitting it, provided they register
for the entire course and no less than 2 years Intervene for the entire
course. These special courses should be taken in two periods of 4h months
each or one 6-month period and one 3-month period. The latter combina-
tion would probably be most advantageous. Not more than 2 years should
elapse between the beginning of the firit and the end of the second period.)

C. Experience of physical therapists employed:
1. Hospital: (a) Supervisor-(1) Meet requirements of section 1, A and

B; (2) not less than 3 years' experience In physical therapy for crippled
children; (b) assistant-(1) Meet requirements of section I, A and B.

2. Field service: (a) Supervisor-(1) Meet requirements of section L,
A and B; (2) not less than 3 years' experience in physical therapy for
crippled children, including field and administrative work.

(b) Assistant--(1) meet requirements of section I, A and B; (2) not
less than 2 years' experience in physical therapy for crippled children.

3. Orthopedic school: (a) Supervisor-(1) meet requirements of section
1, A and B; (2) not less than 3 years' experience in physical therapy for
crippled children; (b) asslstant-(1) meet requirements of section 1,
A and B.

The State and Territorial health officers have made the following recomnmen-
dations to the Children's Bureau with regard to qualiflcailons of physical ther-
apy teclnicians employed in the crippled children's program:

April 16, 119$.-The establishnont of standards for the qualiflcntions of
surgeons, nurses, physiotherapists, and medical social workers based on the
requirements of nationally recognized organizations in their respective fields
after consultation with the technical advisory subcommilttee.

$ See Survey of Schools for Physical Therapy Technicians, lleprint from Joural Of
the American Medical Association, vol. 107, No. d (August 20, 10-0), pp. 070-070.
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STANDARDS FOR HOSPITAL CAMh

The Advisory Committee on Services for Crippled Children has made the fol-
lowing recommendations to the Children's Bureau with regard to hospital care
under the crippled children's program:

October 10, 1036.-The following should be considered minimum standards for
hospital care of crippled children under the Social Security Act: (a) A hospital
used for services for children suffering from orthopedic conditions should have on
its staff a physician who is certified by the American Board of Orthopaedic Sur-
gery or is eligible for such certification; (b) such a hospital should have on the
staff of its In-patient department at least one physical therapist. All physical
therapists employed should be registered by the American Registry of Physical
Therapy Technicians or eligible for such registration. The physical therapists
should be responsible to the surgeon in charge; (c) such a hospital should have
on its staff at least one qualified nurse with experience In pediatric and ortho-
pedic nursing; (d) a hospital used for services for crippled children should con.
form at least with the minimum standards established by the American College
of Surgeons; (c) such a hospital should employ on its staff at least one qualified
medical social worker; (f) physictl-therapy equipment should include a room
equipped with at least an exercise table and some form of radiant heat.

April 7 and 8, 1937.-Registration of hospitals by the American Medical
Association was recommended as an additional safeguard to the desirable stand-
ards formerly suggested by this committee.

The committee suggested that the Children's Bureau should assist State
agencies in reviewing the type of care given to individual children in hospitals.

The committee recommended that State agencies be urged to extend convales-
cent facilities and aftercare services in reducing the duration of hospital care.

December 2, 1938.-That any hospital used by State agencies should provide
adequate facilities for the detection and isolation of children suffering from
communicable diseases and those contracting such diseases during the period
of hospitalization.

That hospitals and convalescent institutions used by State agencies in caring
for crippled children should be regularly inspected for fire hazards and should
comply with the minimum requirements of the State law with respect to ade-
quate fire protection.

That State agencies should provide a means of reviewing regularly through
qualified technical consultants the quality of care being given to children.

The State and Territorial health officers have made the following recommen.
datlons to the Children's Bureau with regard to the standards for hospital cart
under the crippled children's program:

April 16, 1936.-The establishment of standards of hospital care for crippled
children based on the requirements of the American College of Surgeons, the
council on hospitals of the American Medical Association as shown by Informa-
tion to be obtained from these organizations.

DIAONOSTIC CLINICS

Two types of diagnostic clinics have been developed, permanent
clinics in connection with large hospitals usually in large cities, and,
itinerant clinics held at strategic points throughout a State at in-
tervals of from 1 to 6 months to serve the smaller cities and rural
areas.

During the fiscal year 1938, 296 perlnanent diagnostic centers were
in use by the official State agencies in 35 States and 572 itinerant
clinics were held in 38 States. In 15 States, only the itinerant type
of diagnostic clinic was held. The large number of itinerant clinics
made it possible for children in many rural areas to have this
service.

The clinics are staffed in all cases by orthopedic surgeons who are
assisted by different types of workers in different States, such as
public health or orthopedic nurses, physical therapists, social workers,

race makers, and representative of vocational rehabilitation agen-
cies. A few States arrange for a pediatrician to see children at these
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diagnostic clinics so that general medical advice may be given to
crip)led children who (1o not require hospital core or to those who
do not have a crippling condition, but nevertheless are in need of
some sort of medical care. Many States report that parents bring
children to these itinerant diagnostic clinics to obtain advice about
a variety of conditions.

Acceptance of a child for eare.-As a rule acceptance for hospital
41e is authorized by a State agency, or its duty authorized local

tgent, only after examination by an orthopedic surgeon or by a
1)lastic surgeon if the case falls in that group. A child may ba
accepted for the State register on the report of a general )ractitioner.

Eligibility for care is determined on policies laid down by each
State. In general the policies have been broad. As a rule, ac-
ceptance of children for whom care is sought has been limited
only by the State definition of type of case to be accepted and by
the me(Iical need of the child. Because of the )rolonged care neces-
sary. for this type of case, the costs are such that but relatively few
families can bear them from current income. In many areas the only
facilities for expert diagnosis are those provided at the itinerant
diagnostic clinics anld frequently local practitioners refer their
patients to the clinics or accompany them to seek the assistance of
the orthopedic surgeon at the clinic. Medical social workers assist
in diagnostic clinics and give consultation advice to local workers
with respect to social problems and assist in determining eligibility
for care after the medical need has been determined.

HOSPITAL CARE

Types of hospitals used.-The niamber and types of hospitals now
being usedis shown in table 9, which follows, for all States and for
each State separately.

TABLE No. 9.-Typc of hospitals in. Usc tinder Crippled Children's program'

[U. S. Department of Labor, Children's Bureau)

State Total Oovernment Non. Pro-

State Local voluntary ntary

United States ................................. 601 27 62 469 35

Alabama ........................................... 8 0 1 8 1
Alaska .............................................. 1 0 0 1 0
Arlona ............................................. a 0 3 1 1
Arkansas .................................. a 0 1 5 0
California ................................... 123 1 8 10 1
Colorado ........................................... 8 0 0 8 0
Connecticut ....................................... 9 0 0 9 0
Delaware ......................................................... a 0......District of Columbia ............................ 5 0 2 3 . 6
Florida ....................................... 86 0 4 2 0
Georgia ............................................ 12 0 3 a 3
Hawaii ............................................. 7 0 2 4 1
Idaho ............................................... 2 0 0 2 0
Illinois .............................................. 21 1 1 19 0
Indiana ............................................. 34 1 0 2 0
Iowa ................................................ I 1 0 0 0
Kansas ............................................ 19 1 2 1o 0
Kentucky ......................................... 8 0 0 8 0

1Classification according to ownership or control as reported In Journal, American
Medical Association, March 1038.

:8 hospitals not listed In Journal, American Medical Association, March 1038.
s I hospital not listed In Journal, American Medical Association, March 1988.
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TAnLE No. 0 -Types of hospitals in use under Crippled Children's program-Con,

State Total Government Non. ProStateTotal . ............ . roit, o

State Local voluntary Pteta

Lnulvlana ........................................... 12 2 0 7 8
M no .............................................. 4 0 0 4 0
Maryland .......................................... 18 1 1 15 1
Massachusetts ...................................... 15 2 1 12 0
Michigan ........................................... 125 2 3 19 0
Minneta ....................................... 23 2 0 19 2
Mississippil ......................................... 2 0 0 2 0
Missouri ............................................ a 1 0 4 0
Mnntana ........................................... $a 0 0 4 1
Nelraka ........................................... 8 I I a 0
Nevada ............................................. 4 0 2 2 0
New llampshlre .................................... 8 0 0 6 2New Jersey ......................................... 49 0 3 46 0Now Mexico ........................................ 82 1 0 0 0

New York .......................................... 48 1 a 41 1
North Carolina ..................................... 21 0 1 20 0
North Dakota ...................................... 9 0 0 8 0
Ohio ................................................ 838 1 6 81 0
Oklahoma .......................................... 10 1 0 4 8
Oregon ............................................. 5 1 0 4 0
Pennsylvania ....................................... 40 8 0 42 1
Rhode Island ....................................... a 0 1 4 0
South Carolina ..................................... 0 0 3 3 0
South Dakota ...................................... 2 0 0 2 0
Tennessee .......................................... 17 0 4 13 0
Teso ............................................... 34 0 3 23 8
Utall ............................................... 5 0 1 4 0
Vermont ............................................ 10 0 0 R 2
Virginia ............................................ 4 1 0 3 0
Washington ........................................ 4 0 0 4 0
West Virginia ...................................... 11 0 1 8 2
Wisconsin .......................................... 2 2 0 0 0
Wyoming ........................................... 1 0 0 1 ,

3 1 hospital not listed In Journal, American Medical Association, Marci 1038.

Of the 601 hospitals approved for use under the various State
programs for crippled clldreli 15 percent are governmental, 79
percent are voluntary, nonjprofit, 6 percent are proprietary (privately
owned). a

Method of paynent for care in ho8pitals.-In all cases official State
agencies purchase care for crippled children on a per diem rate basis,
frequently under a contract or agreement with each individual
hospital, whether governmental or voluntary. The contract or agree-
ment indicates the rate of pay and other conditions of acceptance and
discharge.

Authorization for care is given by the State agency or a duly
authorized local agent on an individual case basis on forms filed with
tile State agencies.

Notice of discharge is given to State agencies by hospital authori-
ties prior to discharge so that proper arrangements may be made for
follow-up care.

Per diem rates of pay are based upon estimates of cost of board,
and included are such extras as laboratory service X-ray and op-
erating-room costs, and cost of plastic casts applied in the hospital.
Surgeons' and physicians' fees or salaries, and the more permanent types
of appliances are not included, except in the case of certain govern.
mental or university hospitals where full-time surgeons or physi-
cills render the medical services. Systems of hospital cost ac-
counting, such as that suggested by the American Hospital Associa-
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tion, which will be uniform throughout a State are being gradually
developed and are necessary to determine whether the lower than
average rates being paid in, some hospitals are sufficient to insure an
adequate quality of care and whether the higher than average rates
paid in other hospitals are warranted on the-basis of care. In some
cases insistence by the State agenej on certain basic equipment and
staff and willingness to pay a per diem rate that would make it pos-
sible for the hospital to meet the minimum standards, has improved
the quality of care given to all crippled children in such hospitals,
not only those paid for from public funds.

StaIndard8 of care in 1w.9pitalq.-Standards of care for crippled
children in hospitals depend on equipment, staff, and routine and spe-
cial services provided. Of the 601iosl)itals approved for use, 529,
or 88 percent, have been approved by the American College of Stir-
goons. In 32 States all hospitals either must be approved by the
2--rierican College of Surgeons, or meet the requirements of the
American College of Surgeons. This insures basic standards of gen-

__I oral care? such as record keeping, laboratory service, and staff
- organization.

In 1936 the Children's Bureau Advisory Committee recommended
that the minimum standards for a hospital in which an official State
agency should place a crippled child for care should be as follows:
(a) A hospital used for services for children suffering from ortho-
pedic conditions should have oii its staff a physician who is certified
by the American Board of Orthopaedic Surgery or is eligible for
such certification; (b) such a hospital should lave on the staff of its
in-patient or out-patient department at least one physical therapist.
All physical therapists employed should be registered by the Ameri-
can Registry of Physical Therapy Teclnicians or eligible for such
registration. The physical therapists should be responsible to the
surgeon in charge; (o) such a hospital should have on its staff
at least one qualified nurse with experience in pediatric and ortho-
pedic nursing; (d) a hospital used for services for crippled children
should conform at least with the minimum standards established
by the American College of Surgeons; (e) such a hospital should
employ on its staff at least one qualified medical social worker; (f)
physical-therapy equipment should include a room equipped with at
least an exercise table and some form of radiant heat.

The standards of service in many hospitals used by State agencies
far exceed these minimum standards. In a considerable number of
cases hospitals have raised their standards to meet the minimum in
order to be eligible to receive children under the State program,
and in some cases hospitals have been rejected by State agencies
until they are prepared to meet these minimum standards.

OONVALE5CENT OARE AND AFTER OAR

Convalescent care is given in convalescent homes ii 82 States,
in hospitals in 21 States in foster homes in 80 States. Other after-
care services are provided at treatment and, follow-up clinics
orthopedic surgeons, physical therapists, and also in the childs
home by physical therapists, public-health nurses, and social workers.

854
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REPORTS OF SERVICES RENDERED

The following table (No. 10) gives the number of children re-
ported as on State registers of crippled children and the services
rendered under the State programs for the calendar years 1937 and
1938. It shows the percent of increase in services rendered where
record has been kept through b9t years,

TABxL No. 10.-0rppled eldien on State regiaters and '#&Woe# for crippled
children-Reported by!.OfclaZ State agencies adintlatering "Ufte plans tihder
the Social Security Oct, title V, pt. 2-alendar Veara 1937 a14J938

(U. B. Deportment ittabor, Children's Bureau, DivIs~pn of 6tatstfcul Research, Wa4 ngton]

t-4umber reported -Percent

Knim193T
1938 1937 to 1938

Crippled children en State registers at end of yeor I................. 84, 79 182, 826 +24
Services for cripp pid children:.

Clinioservic diagnosticio or |retuent): 1_ 4 ............. ........ ,, ........... K ..... 7+,Adm..si... %4 98f7 811 -20'
Visits ... 4 . . . . . . . .. 7. . . . . . . . . .- 193,404 0HOSpialcar4, . , ,

children cnderoare ddri g year .. ,,............ 4968M 42,346 l +16Children nderoare at env of year* 0...17...........8.. 41.99 +3
Days' ar provided during yeu ............ ... .. :631,866 1,823,441 +23

Convalescent me care:
Children udercatedurnl year' I . 8. am' 6 25
Ohidren u or care at end of year ............................ 13 26
Da', care jvided during year .................... . 00,841 380,402

Foster.homo carE
Children und a~re durde year S............. ........ 066 1,14 L '+81Children undore at end of ye ............ ......... ¢ 378 1 +100
Days' care provil during year.. .. "1l4, 240 87.I '+96

Public-health nursing'j vice: ....
Admissions.. . .. K 201 3 .......Field and offe vst. ........................... . 24 343 +

Physical-therapy service: "20 4 ....
Admissions ... 9920............. . M , ....
Field and office visits 189147 +61

Social service: 4x
Admissions to case-work service by- "  

,"
Medical social workers ................................... 18.294 64m ...........
Other social workers ..................................... .106412 4,688 ..........

Vocational rehabilitation: Children referred for vocational services. 4. 2 a. 6U +38

a Reports for 1Q37 were receive from 42.tates, Alas ka, and Hawaii. Connecticut, the District of Colum-
bia, and Texas, although participating, had no registers; Georgia, Louisiana, and Oregcn were nt per.
Uieptin ; and Delawore did no report. For 1938, reports were received from 47 States, Alaska, Hawaii,
and the DIistrict of Columbia. Loutisna was not D rrticiting. aSReports for 1937 were received from 48 States, A laska, Hlawaii ed h District of Columbia- Loulsna
m~nd Oregon were not participating. For 1938, reports were reed from 47 States, Alaska, hawaii, andthe District of Columbia; L~ouisiana was not participating,

'Total of children under care at begin ng of yer and those admitted or readmitted to care during year.
'Tb!. Increase is due partly to the fact that 8 more States reported this service in 108 than In 1037. How.

ever, an incree occurred in more than 76 p rcnt of the States that reported this service for both years.a Includes only admissions during latter half of 1937. Before that time separate reports on admissions
to this type of service were not requested.

NoTv.-These figures are preliminary and Incomplete; they Include all corrections received through Mar,
31,1939. Apparent Increases from 1937 to 1938 may be due to an Increase In the number of States reporting,
to a real Increase in the amount of service provided, to a difference in the number ofagMncle and Institutionsinluded In the reports, to a difference in the accuracy or completeness of reporting to statistical errors dueto variations in Interpretation of terms, or to other factors. The fgwzes on admiusons and visits are fairly
dependable as an Indcation of the amount of service provided, but, on account of Inconsistencies in the
methods used by the States In reporting, these figures should not be used for computing average visits per
admission. The figures on services represent primarily those provided by the official State crippled
children's agencies but Include some services provided by other public and by private agencies.

EVIDENCE OF NEED OF EXPANSION OF CRIPPLED OHI]DREN'S PROORAX

The sum appropriated each year for grants to States for services
for crippled cliid n, $2,850,000, is not sufficient to take care of the
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number of children known to be in need because of orthopedic con.
ditions and does not provide for the children crippled from other
conditions such as heart disease, defects of vision or hearing, or
injuries at birth.

On 2 May 15, 1939, there were 14,573 children on the lists of the
official State agencies awaiting hospital care. Of these 12,918 were
awaiting care because of lack of funds; 1,253 because of lack of hos-
pital be(Is; 402 for other reasons. To care for the children awaiting
hospitalization at the present time because of lack of funds or lck
of beds would cost at least $3,000,000. The following table (No. 11)
shows the distribution by States. It should l)e noted that their are
230 on the waiting list in Now Mexico because of lack of beds.

TAnz No. 1.-Numbc' of crippled chtldr ' on waiting 11sts of State agpeicle
as of May 15, 1939

(U. S. Department of Labor, Children's Bureau]

State Duetolack Duetolack Duetoother Totalof funds of beds reasons

United States .................................... 12,911 1,253 402 14,573

Alabama .................................. 3,189..................... 3, 189
Alaca ................................................ 5....................... 55
Arizona .................................... 7............ 79
Arkan s ............................................... .255....................... 255
California ...................................... .. 9 1............. ...... 199
Colorado ....................................... .60............. ...... 60
Connecticut .................................................. 80 80
Delaware ............................................ 2 2
District of Columbia .................................... 17 17
Florida ................................................ . ........... ............ 315
Oeorgia ................................................ 623 75 700
Hawaii ..................................................... 1i Is
Idaho ................................................. 91....................... 91
Illinois .................................... 300....................... 300
Indiana ................................................. 206 206
Iowa ..................................... 1,200..................... 1,200
Kansas.............................. ........................ 100 100
Kentucky ................................. 2,000..................... 2,000
Louisiana ............................................... 200 200
Maine ................................................. 2 2
Maryland .............................................. 29 29
Masischusetts ......................................... 8 8
Michigan ............................................. 0........................ 0
Minne.bta ............................................. 23 49 72
Mississippi .................................. 339...................... 339
Misour.. ................................. 200...................... 200
Montana .................................................... 64 64
Nebraska .............................................. 25 35 60

svd ................................................ 24....................... 24
ewHampshire ............................... 20....................... 20

New Jersey ................................... 0........................ 0
Now Mexico ........................................... 230 230
9ew York ..................................... ... 2... 2 ............ ....... 2

north Carolina ..................... 307.................... 397
North Dakota ....................................... .0....................... 0
Ohio ...................................... 750...................... 750
Oklahoma .............................................. 200 200
Oregon ..................................................... 65 65
Pennsylvania .......................................... 300 100 400
Rhode Island ................................. 14....................... 14
South Carolina .................................. .... ............ ..... 2 59
South Dakota ...................................................... 160
Tennessee .............................................. 201 24 225
Texas ...................................... 2..................... 822
Utah ................................................... ........................ 325
Vermont ............................................... 76 78
Virginia .................................... 130...................... 130
Washluton ................................. 5 ..................... 65
West Virginia ....................................................... 23
Wisconsin .................................................... 494
Wy'vmlng ......................................... ........... 80
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These figures represent only the children awaiting admissions to
hospitals on a single day, not the total number in need of care. The
State agencies estiinated when submitting plans for the current fiscal
year that there were approximately 160,000 in need of care for which
funds were not. avail able. Many States have not yet developed
satisfactory methods of locating crippled children. 'the number of
crippled children rel)orted on the registers of the different States
varies from 8.8 per 1,000 population under 21 years of age in Noi'th
Carolina and 7.5 in Michigan to 0.6 in Georgia and 0.5 in Connecticut.
Theso differences are due more to inadequacy of facilities for register-
ing all crippled children than to lack of crippling conditions in the
States with low rates. On the basis of the average rates where loca-
tion of children is best carried out, it is estimated that there are
a)proximately 365,000.crippled children in this country, all of whom
should be on State registers. Table 10 shows that less than half are
registered.

NEED FOR OARE OF SPASTIC PARALYTICS

Included in the estimate of the number of crippled children are
approximately 36,000 children crippled by injury at birth or from con.
genital malformation of the brain or other conditions resulting in
so-called "spastic paralysis." Care for this group of children is long
and costly. It is estimated, however, that with prol)er care 10 per-
cent may become self-supporting and 22 percentt p)artially self-sup-
porting. These are children who are in special need of care because
today there are very few institutions where the proper treatment can
whose mentality is not impaired results are sufficiently satisfactory to
be given. Where l)rolonged care has been provided for children
whose mentality is not impaired results are sufficiently satisfactory to
warrant an extension of the program. At the present time, moreover,
there are almost no facilities for the care of the more hopeless cases
that must be given custodial care.

CARE OF CHWRENs WITH RHEUMATIO HEART DISEASE

There is no provision today by State agencies administering the
program of care for crippled children to provide needed care for
children with rheumatic heart disease.

In 1930, 3,333 children under 15 years of age died from heart
disease, very largely from rheumatic heart disease.

It is estimated conservatively that there are more than 200 000 chil-
dren 5 to 15 years of age in the United States who have rheumatic
heart disease. Rheumatic heart disease in adults consists in very
large part of the damage arising out of disease in childhood. It is
estimated that there are 840,000 cases (including children) in the
United States and 40,000 deaths annually from this cause.

Rheumatic heart disease in children requires prolonged care in hos-
pital or convalescent homes, as well as long periods of care in the
home. Witli early and adequate care, however, lt has been shown that
60 percent will recover and have no limitation of activity, while an-
other 14 percent survive but have moderate or marked limitation of
activity. Facilities for care of these children in northern States are

857
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inadequate, and public resources to pay for care are often lacking.
Al expansion of the Crippled Children's program to include this
type of crippling condition is urgently needed. In his testimony on
May 12, Dr. C. G. (Grulee, executive secretary of the American Acad-
emy of Pediatrics, spoke of this need.

VFrom data in tile reports of tile Committee on the Costs of Medical
Care, it is estimated that the bill each year for the care of individ-
uals with rheumatic heart disease is approximately $60,000,000. It
is further estimated that the loss in wages caused by uneml)loyment
due to rheumatic heart disease is $250,000,000. Much of this loss
could be avoided if proper care were given to children in the earl",
stages of the disease.

1 am also submitting a statement (exhibit 0, which follows), on
need for the development of postgraduate centers for the training
of physicians, nurses, and medical social workers in the field Of
obstetrics and pediatrics, and a statement (Exhibit.,H, which follows
exhibit G), of needs for studies investigations, and demonstrations
in the fields of maternal and child health and crippled children.

The basis of all progress in this whole field of health and medical
care is the fundamental knowledge Nve have of causs and methods of
prevention and cure. Without research to find the causes and demon-
strations to prove the cures and how best treatment may be applied,
progress will not be made.
E XHIBIT G.-NEF.D FOR INORFASED FAMcxaTIES FOl POSTGRADUATO PROFESSIONAL

EDUCATION

PHYSICIANS

If high quality of medical services are to be maintained in a community, the
physicians must be not only well trained in their undergraduate years, but
they must continue to keep abreast of the advances which are continuously
taking place in all branches of medicine.

Undergraduate teaching of obstetrics in medical schools in the United States
is not satisfactory, according to a statement of the council of medical education
and hospitals of the American Medical Association. "The teaching of obstetrics
is at a lower level than that of the 6ther major clinical departments. Coln-
paratively few schools offer to their students an adequate practical experience

.under competent supervision." Approximately 5,000 students are graduated
from our medical schools each year, and only 287 positions were listed in the
lJournal of the American Medical Association, March 1937, which offered a
minimum of 1 year's postgraduate experience in obstetrics in approved hos-
pitals, yet over 70 percent of those graduates will include obstetrics in their
practices. The opportunities for physicians already in practice to obtain h)Ost-
graduate training In obstetrics are limited Indeed.

Undergraduate teaching of pediatrics and of child-health protection in medical
schools Is also Inadequate. In pediatrics, as in other branches of medicine, the
emphasis In teaching and In practice has been on the curative phases with far
too little attention paid to preventive aspects. Pediatrics and obstetrics both
offer as their greatest contributions the prevention of sickness and of premature
death.

Inacessibility of educational facilities, the cost, reluctance to leave practice
long enough to take a postgraduate course and Indifference have been reasons
given for the failure of most of the physicians who have failed to engage in
postgraduate study. In an effort to overcome these difficulties, State medical
societies, medical schools, and State departments of health have studied the
matter and have cooperated in developing various types of courses designed
to stimulate postgraduate study and to bring facilities to the physicians par-
ticularly In the rural areas. During fiscal year 1938, over 10,000 physicians
attended postgraduate lectures in obstetrics and pediatrics which were held
in over 800 communities in 38 States as a part of activities In maternal and
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child health in State health departments with the cooperation of State medi.
cal societies and medical schools. There is a general feeling, however, that the
lectures to be effective must be combined with clinical observation and actual
experience.

There Is great need for the establishment of medical centers where the
practicing physicians of the area could receive clinical training in modern
obsteirle and pediatric procedures. Such teaching centers should be equipped
and staffed to provide clinical obstetric experience In clinic, hospital, and
in hone-delivery services; experience in the care of newborn infants; experl-
ence in medical care of children, both In-patient and out-patient service, and
in the preventive services customarily rendered in a child-health conference.
At such centers not only could plhysichans be given clinical postgraduate
training in obstetrics and pediatrics, hut nurses, including lublil-licalth nurses,
coulh be trained in maternity nursing procedures and care of newborn infants,
anid medical social workers could be given experience and training In this
special field.

PUBLIC-HIALTII NUtES

It was recognized at the outset of the Maternal and Child Health program
under the Social Security Act that there was a great shortage of qualified
public-health nurses, especially those having special preparation for maternity
care, To meet this need in part, the States have granted 844 trainIng stipends
for the training of public-health nurses, from funds made available to them
from titles V and VI of the Social Security Act.

In addition to the need for training nurses for general staff duty, there has
been great need for providing specialized training in obstetrical and pediatric
nursing for those nurses who will have charge of home.delivery nursing
services and for those who will have advisory and supervisory positions on
tie State and local staffs.

There is need for more centers where public-health nurses can obtain
special experience in maternity nursing Including home-delivery nursing ex-
perience. There Is also need for more opportunities for the study of pediatric
nursing Including experience with the well child, nursery school, and child-
guidance activities, the modern school-health program, and the care of pro-
mature infants.

In recent years the academic and professional preparation of public-health
nurses In official agencies has been steadily advancing and an increasing
number are meeting the requirements of the National Organization for Public
Health Nursing. If the results of the program are to be effective, an In-
creasing number of stipends for educational leave particularly In the field
of maternity and in the care of infants and children need to be provided as
well as well-planned programs of In-service training.

MEDICAL SOCIAL WORKERS

The medical social worker has a great responsibility in connection with the
problems confronting medicine today. If she Is to meet this responsibility effec-
tively, a sound educational preparation is essential and expansion of present
facilities for training is necessary. Stipends for educational leave need to be
provided to permit an adequate number of social workers to be given training
in the special field of medical social work, and for the purposes of the Maternal
and Child Health program special experience in maternity and children's teach-
ing clinics and centers.

There are 11 schools of social work with approved training courses for medi-
cal social workers. They are well scattered geographically from Washington to
San Francisco and from Minneapolis to New Orleans. Because of expanding
medical programs requiring medical social workers, 12 additional schools of
social work are planning to offer a curriculum in the special field of medical
social work.

Medical social preparation is part of a 2-year graduate professional course
leading to a master's degree. This course consists of theoretical instruction and
supervised fleld work. The subject matter Includes medical information, com-
munity organization for health needs, time social and emotional components In
illness, and the nature and methods of medical social case work, For field work
students are assigned to a family agency or a child-welfare agency and then
to the social-service department of a hospital. In order to qualify for a degree
each student must complete a research project.

144809-30-pt. 3-14
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MIDWIVES

According to the progress reports submitted by the States for the fiscal year
1938, there were 35,274 midwives known to be practillng in various parts of tile
country. Most of them are Ignorant, superstitious grannles, without any traij-
Ing whatever. The State health departments of most of lhe iStates having large
numbers of midwives are trying to exercise some supervision over their work,
but the size of their staffs Is insufficient to make It possible to adequately handle
this enormous problem. Some of the States are begliming to employ trained
nurse-midwives for this purpose, but the supply of these well-trained persons is
very small, as there is only one school in the country which trlis them, the
Lobenstine Clinic in New York City.

There is need for the establishment and maintenance of schools of midwifery,
especially for Negro midwives in the South. The graduates of such schools are
needed not only to render direct midwife service under medical supervision In
areas where there are too few physicians but to serve as sulwrvisors of the
work of the untrained midwives who today are delivering nearly one-p, rtcr of
a million women each year. When funds are available to pay physii ,ns for
obstetric service the number of midwife deliveries will decrease, without doubt,
but in cerailu rural areas trained midwives working under the supervision of
physicians will be needed to provide adequate maternity care.

NUTRITIONISTS

Proper nutrition is now recognized as one of the basic health needs of
growing children and of pregnant and nursing women. Education of the
people in the principles of good nutrition of children and education of all
health workers in the techniques and procedures necessary to effectively teach
parents what good nutrition means are now recognized parts of any Maternal
and Child Health program. To serve State or local health departments most
effectively a nutritionist needs not only her basic training, but she must
have training and experience in community health work, and an understanding
of education, welfare, and Other public programs involving service to mothers
and children. Special courses of training for public-health nutritionists are
being developed. Stipends for the training of these workers are needed.

EXHIBIT 11.-NEED FOR STUDIES, INVESTIOATIONS, AN) DEMONSTRATIONS

MATERNAL AND CHILD HEALTH, RIPPLED CHILDREN, AND MEIICAL CARE FoR CHILDREN

Section 541 (b) of the Social Security Act provides that "the Children's
Bureau shall make such studies and investigations as will permit the efficient
administration of this title, except section 531." During the past 3 years, with
the funds available, the Children's Bureau has been able to make only limited
studies of procedures and programs undertaken by the States in connection
with the Maternal and Child Health services and services for crippled children.

Under the national health bill provision is made in section 541 (a) for
"making such studies, investigations, and demonstrations * * * as will
improve the quality of the services and promote the efficient administration of
this title, except section 531."

In order to be able to assist the States with technical advice related to (1)
administration of the program, (2) establishment of standards that will insure
high quality of service and care, (8) establishment of methods to assure economy
of service not Inconsistent with quality of care, (4) the development and
stazidardlzatlon of new methods and procedures designed to Improve administra.
tion or quality of service, the type of work that should be undertaken by the
Children's Bureau would fall under the general headings of (1) studies or
Investigations; (2) demonstrations of procedures and care, to be carried out
under longer periods of time In cooperation with the State or local agencies
concerned.

Some of the studies, investigations, and long-time demonstrations in the field
of maternal and child health and medical care of children that are greatly
needed are as follows:

1. MATERNITY CARP

Administrative studles.-A. Studies of the availability of adequate maternity
care In small cities and rural communities to determine availability of hos-



ESTABLISH! A NATIONAL HEALTH! PROGRAM 861
pital care, medical service, nursing service; quality of medical, nursing, and
hospital service available; need for consultation service of specialists In
obstetrics and pediatrics; cost of care; economic needs of families. Such
studies should be made lit representative areas thru ughout the United States,
to determine the needs of different types of coin,ilntles and to provide data
on the basis of which more adequate programs of care can be developed in
such communities.
B. Studies of hospital facilities i cities of all sizes, including quality of

care, accounting procedure., duration of stay i hospital, cost of care.
0. Methods of establishing and maintaining standards of care in a com-

plete maternity-care program, to include: (1) Review and evaluation of care
now being rendered; (2) methods of establishing and maintaining standards
of care in home or hospital; (3) use of standing committees of experts to
evaluate care currently.

Clinical in vcstlgatiolns.-A. 'Investigations Into the etiology of toxenmilas of
pregnancy, the cause of 25 percent of all maternal deaths In 1937, and time most
Important vause of death in sqveral States. Such studies should Include
relation of mtrition to occurrence of the severer anld the milder forms of the
disease, as well as other biochemical problems. Such an investigation should
be made in connection with a demonstration over a period of years of methods
of control of toxemia through dietary procedures and the provision of adequate
medical care during the prenatal period.
1B. Investigations of the prevention and treatment of puerperal Infection

through chemotherapy. Infections caused 35 percent of all maternal deaths
lit 1937. Recent use of sulfanillmide and other chemical preparations in recent
years has been sufficiently indicative of good results in time reduction of puerperal
Infection to warrant carefully controlled studies in the use of these drugs on a
large scale.

Cooperation with hospitals and investigators in'this field lit various medical
centers would be necessary to carry out such a program of investigation.

C. Investigations of methods of making blood transfusions more readily
available lit small hospitals and in homes Hemorrhage causes 12 percent of
maternal deaths each year.

Investigations of this sort would Involve the development of: (1) Labora-
tory facilities and procedures; (2) methods of procuring, testing, and making
available donors; (3) methods of providing the financial resources necessary
to pay for medical and nursing services.

D. Investigation of effect of anesthetics and analgesics on the newborn
infant. Such a study should be carried out for a sufficient period of time to
compare the effect of different drugs on large groups of Infants. Such studies
should be made in more than one medical center.

H. Investigation of the valv of oxalic acid In the lowering of blood loss at
time ofVsllivery. h, of

IT. CAR OF NEWBORN INFANTS, ESPECIALLY PREMATURELY BORN INFANTS

A. Clinical Investigations of care of prematurely born Infants over a period
of years, Including study of methods of ascertaining and control of environ-
mental conditions.

B. A demonstration of home care in urban communities and in rural areas,
Including type of medical and nursing service and care needed, methods of
providing care, and costs.

C. Investigation of causes of neonatal mortality and morbidity, In relation
to maternal care, economic and social conditions. Two years.

II1. CARE OF OLDER CHILDREN

Adminlstrative studlcs.-A. Study of the methods of organization and super.
vision of child-health conferences and of methods of establishing and maintain-
ing high quality of medical and nursing service rendered.

B. Study of methods of providing for adequate medical services, hospital
care, and other facilities for the care of children in smaller cities and rural
areas, Including so-called well children with physical defects in need of correc.
tion, and sick children it need of short-timo or long-thne medical care; methods
of evaluating the need for diagnostic centers, consultation services, and hos-
pital facilities for children in areas not now provided.
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0. Investigation of the effectiveness of present methods of treatment of clil.
dren crippled from birth Injuries, children crippled from heart disease; studies
and demonstrations of methods for the prevention of deaifness among children;
studies of methods of locating deaf children or children with defects of vision.

1Hxperlence under tile Crippled Children's program has indicated that further
administrative studies in this fleld should be made to include studies of intake
and discharge from hospitals, studies of hospital sojourn, of after-care proce-
dures, of types of appliances used, of the quality of care being rendered.

The exact duration of niny of the suggested conferences and demonstrations
cannot le defined at the present time. Many of themn should be continued for
from 2 to 6 years if results are to be obtained which will influence tile proce-
dures now in use or to be developed in the provision of maternity care, and
health suipervision and medical care of children. It has been estimated that
an expenditure of $500,000 a year over a period of several years would provide
for such studies and demonstrations.

Senator MunHAY. That will conclude the hearing today unless
there is some other witness present who would like to present a short
statement.

Mr. ZIMMER. The Secretary of Labor asked me to come over and
make a statement in regard to the bill.

Senator MUUIAY. Very well; give your name and representation
__ for the record.

( i STATEMENT OF VERNE A. ZIMMER, REPRESENTING THE UNITED
STATES DEPARTMENT OF LABOR

Mr. ZIMMER. My name is Verne A. Zimmer, Director of the Divi-
sion of Labor Standards of the United States Department of Labor.

Despite the fact that this statement won't take very long, the Sec-
retary and the Department feel that it is very important. It refers
particularly to that part of the bill which relates to allotments for
industrial hygiene activities.

The objection is specifically against the provision which gives to
State health agencies complete control or supervision over a State
labor department in respect of plans and policies for industrial hy-
giene activities carried on with aid of Federal funds-section 603,
subdivision 3, page 19.

The United States Department of Labor believes that industrial
hygiene activities, at least in their practical application, are a func-
tion properly belonging to the State agency charged with the respon-
sibility for regulating conditions of employment in industry.

By common consent among the several States the duty and
responsibility of enforcing rules, laws, and regulations dealing with
health and safety of workers is vested in the State labor departments.

I shall leave with your secretary a copy of a digest of the acts of
the different States in which that is shown. This shows that with
two or three exceptions in which there is joint control by the State
labor departments and the health departments, all of the States have
placed this function in labor departments, industrial commissions, or
similar agencies. While in some State acts the State health depart-
ments are given authority to determine effects of employments upon
the public health, the health agencies do not and have never been
recognized as responsible for inspecting and regulating health expo-
sures due to industrial processes.
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Tile Department points out in justification of its position that
prior to 1935, when funds were first made available to tile State health
departments through the Surgeon General, the only existing indus'
trial hygiene activities in the States were carried on wholly by the
labor departments, with the single exception of Connecticut-i. e.,
New York, Pennsylvania, Illinois, and Massachusetts. Only because
of the ruling that; the Social Security Act of 1935 did not permit
allocation of funds to labor departments, both Pennsylvania and
Illinois transferred these activities to the State health deparments.
Subsequently tile United States Public Health Service allocated funds
to a number of States for the purpose of setting up industrial hygiene
bureaus or divisions in health departments.

At one of the previous hearings I heard the representative from
tile New York State Hygiene Bureau, Dr. Greenburg, make the
statement before your committee that is State was unable to get
funds for the ol;eration of the bureau in the labor department.
The question was asked of the Surgeon General as to whether that
was so, and I believe the answer was that there was no application
for funds.

Senator ELLENDER. lie further stated that under the present bill as
drafted any funds allocated for that purpose would have to be under
the control of the department established to carry on the work.

Mr. ZIMMER. I will come to that later, Senator. I do know per-
sonally, because of my contact with these State labor departments,
that had this money been available to labor departments under the
social-security grant of 1935 a great number of the States that now
have these agencies in the health departments would have had them
in the labor department, because it ties in definitely with the apparent
will of their legislatures in setting up these rules and regulations
and placing in the labor departments. I do happen to know, too,
that both Massachusetts and New York, and, indeed, California,
attempted to get some money for the labor departments and were
not successful.

One of the best proofs, as we in the department see it, that an
industrial hygiene bureau can effectively operate in a labor depart-
ment is the statement submitted by Dr. Greenburg before your com-
mittee, perhaps a little bit too modest because he was at the head of it.
The fact of tile matter is that it is the oldest and the best-equipped
industrial hygiene unit in the United States, and it has always been
in the department of labor, I think it is significant that the New
York State Health Commission in 1932, When Dr. Parran was
secretary, in reporting to the then Governor Roosevelt on this sub-
ject, not only commended the industrial hygiene activities in the
labor department, but recommended that the legislature give its
labor department more money to function even more broadly and
more effectively.

The United States Department of Labor recommends amendments
to this act which will permit allotments for industrial hygiene activi-
ties direct to the labor departments with no control or supervision
by public-health agencies, whenever the State in its discretion desies
the work carried on in the labor department.
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Senator EL ENDER. The State could, under this act and in its plan,
provide for that, could it not?

Mr. ZiMtEi. Yes; I would like to point out to you there, Senator,
though, that althou gl this bill says that funds may be allocated to
an, agency within the State, there is a qualification.

Senator ELLVNDEi. You would not want to force the Government
to do that, would you?

Mr. ZIMMt~EIt. To do what ?
Senator ELLENDEII. I mean to say, that it has to be done this way

or that way. We are trying to keep away from permitting the
Federal Government to dictate.

Mr. ZiMMEn. Indeed, no; I say to leave that entirely to the discre-
tion of the State.

Senator ELLENDERi. The bill so provides, does it not?
Mr. ZIvr.rEht. I am afraid not.
Senator MURRAY. Where is that in the bill?
Mr. ZIMMER. Page 19, subdivision 603 (8). That provides for the

administration of the plan by the State health agency or for pro-
vision by the State health agency that any l)art of the plan adminis-
tered by another State agency-I don't know what you get out of that
meaning. As I understand it, in the State of New York, for instance,
the industrial commissioner who today operates an industrial hygiene
bureau costing in the neighborhood of $140,000 a year, would neces-
sarily submit to the State health officer of that State the complete
detailed plan of just how this money was to be used, and usually the
man who controls the purse controls how it shall be used. I do not
think much of that particular system. I think in that particular case,
and perhaps I am alittle bit prejudiced because I was 22 years in that
department, I think they are perfectly competent to run that indus-
trial hygiene unit with no control from any other State agency. I
feel this very strongly, and I am sure that the Secretary feels the
same way because we have discussed it, that very likely a continuous
conflict will develop when you take away from the agency enforcing
safety and health regulations in the State and vest some of the
supervisory authority i another agency.

Senator ELTENDn. Look at page 17, under title VI, beginning at
line 2 or 8. The act designates the purposes for which the money is
to be allocated to the State agency and among the departments is for
industrial hygiene activities. Certainly if the industrial hygiene ac-
tivities are carried on by the State of New York in a special de-
partment, any money allocated for that department would necessarily
have to be under the control and supervision of that particular depart-
ment. The same way in Illinois and two.or three other States, wherein
those activities are carried on by a specially designated State agency.

Mr. ZIMM1MR. Yes; but, Senator, I think that is qualified by the
section, subdivision 3, on page 19.

Senator ELLENDER. The purpose of that subdivision B is that the
State is to (teal only with one agency; it must not go for instance,
for tuberculosis to an agency established for that, or ?or malaria to
go to another agency The idea, as I conceive it, is that they will all
work through the health department. Each of these departments
in a State, if they are to be separate departments for each of these
facilities, will make their recommendations and get whatever
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moey is appropriated or allocated to those States, and it %Vill nec-
essarily have to be administered by tIh( agency established for that
plpoe. I do not think there is any doubt about it.

Vv. ZvmMtru. Then would you sav in the State of New York it
would have to be administered 1)y thb e State health department ?

Senator E1 uLENDEr. No; not necessarily.
Mr. ZiMi=wu, Does not this make it n ,cessary for the State health

service there to supervise it ? It says so. T'hait any plan that is
presented for the industrial hygiene activities among other things
must be supervised-either administered or supervised. That is what
it says.

Senator ELLEmvint. Who supervises it now in the State of New
York ?

Mr. Z TMhm'. The commissioner of labor.
Senator ELLENDEr. The health (el)artment has nothing to do

with it?
Mr. ZIMiEm. Absolutely not, has nothing to do with it and never

did have in 25 years, anl, as I just read to you, so far as 4 or 5
years ago was concerned, the health department (id not recognize
that it needed to (10 any such thing as that. I am glad you brought
up one point, Senator. If I may divert just a minute -

Senator ELLENDnE (interposiing). Just before you go into that.
What objection would there be then to have the bill provide that the
allocation of the funds may be done through the department of
health, let us say but its Spending shall be under such a department
as has been established by the State for the purpose, because the
thing is, I believe, that this bill ought to be so d rafted that the Fed-
eral Government is going to deal with as few agencies as possible
throughout these various States of the Union. We ave trying to
limit it to one rather than to have the Federal Governmnt have to
go to maybe four or five different departments in a State.

Mr. ZIMER. Well, I think at least from our own reasoning, Sena-
tor, the thing is simplified. We think that the industrial hygiene
is a segment of the State agency having to do with the control of the
health of workers ill industry.

Senator ELLNDFB. And you would want that agency to deal with
Washington direct?

Mr. ZIMMER. I think so.
Senator ELLENtDE. And then if there is another one that deals

with tuberculosis in the same State you would want that agency to
deal with Washington direct; and malaria-

Mr. ZiJMMER (interposing). I am not speaking for those.
Senator ELLENDER. I know, but the others are just as much entitled

to that as you are.
Mr. ZIMAER. I suppOsO so.
Senator ELLEDmR. So that you can readily see where that would

lead us to.
Mr. ZiMtMin. There is a difference in policy, Senator, as between

the health department and the labor department, in a number of
States that has come to our attention, and which I think is most
disturbing. Let us take the case of Connecticut for instance, where,
before the Social Security Act of 1935 their industrial. hygiene unit
was in the health department., but under what conditions? Here is
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what they provided in that State by statute, that no information
gleaned b'y the industrial hygiene bureau, paid for by the State, could
1)0 Ited if) connwction with; a workman's compensation claim, also it
funct ion of tile State. "'his Inleans that one particular hand of the
State government can not come to te aid of th other one. I think
that important because in my own experience in administering a
worklmen's Coil)pensat ion act, there were very few cases in which we
did not have occasion to call upon the staff of the industrial hygiene
unit to determine whether a worker sustained his disability, an;d the
only way to determine that in most cases is to send a. staff member
with the right to enter that. plant and determine precisely wlt the
exposure was when that man was working. Unless they'huave that,
your worker is absolutely helpless if tle case is contested.

Senator LA FOLIx.rr,: But from an administrative standpoint
don't you think there would be more confusion and overlapping and
conflict unless the various programs that are contemplated in this
legislation would have to come up to some single agency in the State
in order to be coordinated and integrated before submission to the
various departments or agencies of the Government that are to allo-
cate these funds?

Mr. ZuMMI:U. Yes, Senator; I do, and I think the labor department
is in the best possible position to appraise what those standards of
attainment should be in connection with industrial hygiene. I do
not agree with a great deal of the testimony that I ive heard
presented to this committee that this is essentially a medical question.
Industrial hygiene in its practical aspects is essentially an engineering
pro)osition. A number of occupational diseases in your own State,
or instance, have been pretty well controlled, including silicosis.

How? Not by the use of the industrial hygiene bureau or medical
staff, but by engineering application. The same thing applies in a
State in its everyday operation. An industrial hygiene bureau can
be of most use to its State by being integrated with the inspection
authority in fact that is the origin of the industrial hygiene bureau
in New York. Rey were once medical factory inspectors and later
took on the dignity of a separate unit, and gradually emphasized the
educational function. I do not want to disparage the educational
work. It is important. But in my opinion it is not so important
as the every-day job of inspection, or regulation, and of enforcement.
That is one poiit that we want to present here.

Senator ELL.NDER. Why would it not be better, as far as the
administration in Washington is concerned, to let the States iron out
their differences before they come up to Washington for an allo-
cationI

Mr. ZiMtmEn, I think that is right, Senator.
Senator ELLENDER. Not if we -follow your suggestion, because the

public-health department could make a request for a certain thing,
and the hygiene department may make another, and the malaria tho
pneumonia, the cancer and the mental health departments still otfiers,
and we would probably have quite a lot of confusion.

Mr. Zxmtm. I can answer that very well by just reciting what we
think a competent industrial hygiene bureau must be equipped to do,
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and if they do not do it, I do not think that they should be given
any funds.

Senator ELTEN)FR. You want to take them out of the bill?
Mr. ZIMAtEn. If they do not come up to a certain standard and if

they do not function in the direction that the department thinks is
proper for an industrial hygiene bureau.

Senator ELLENDER. Why would it not be satisfactory simply to
state that any funds that are allocated, let is say, for hygiene activi-
ties or for mental health shall h) under the direction and shall be
sent by such an agency as is created in the State for that purpose?Would that not satisfy your 'iws?

Mr. ZtMMEAE. In principle, provided that in its spelling out, that
there was not what I Woiln (all a sleeper sich as is contained in this
one, which I think is very bad.

It would take me oniy a minute to tell you how al industrial
hygiene unit should ftmion, and it is my opinion that they should
not get any money unless they function 100 percent.

(a) First, it must study and determine what health hazards exist
i places of employment and determine the most effective methods of
eliminating or reducing hazardous exposure. The carrying on of
such studies only by invitation of management will not serve the
purpose effectively. It must be integrated with and work in close
cooperation with the regular inspection agency which has the legal
right of entry.

(b) The industrial hygiene unit must be equipped with technicians
who can give regular factory inspectors assistance in appraising the
extent of hazards due to atmospheric contaminants, testing the effects
of solvents, and poison substances, and generally appraise hazards
which may exist unknown to the lay inspector.

(o) The industrial hygiene unit must be available to the State
agency charged with the duty of adjudicating workmen's compensa-
tion claims. In this field, it must be ready to go into plants or places
of employment to determine precisely the nature and degree of the
hazard allegedly causing disability in a claimant for workmen's
compensation benefits.

(d ) The foregoing duties must not be subordinated to exploratory
research or survey work, but the hygiene unit must function primarily
as an adjunct or aid to the agencies enforcing labor and workmenls
compensation laws.

(e) The industrial hygiene staff members and experts must be
available as witnesses When needed in the prosecution of violations
of existing regulations and as witnesses in workmen's compensation
claims.

(/) The industrial hygiene staff should be able to assist in the
formulation of industrial codes and regulations or labor laws needed
for protection against hazardous exposures. For this further reason,
also, there must be close integration with the labor departments.

(g) The industrial hygiene unit should carry on a continuous edl-
catmonal program, issuing pamphlets on industrial-health hazards
and methods of prevention, consulting with and advising manage-
ment, giving information to labor on hazards encountered in employ-
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ment, and on part to be played by workers in prevention of occupa-
tional diseases.

Senator MVURAY. Management has generally been very much op-
posed to a lot of the activities of an inidustrial hygiene department in
many instances, has it not?

Mr. ZImmEi. I should say so, Senator. In the years that I was in
that work I never had a plant management meet me with open arms
when I went in to pass out some orders or regulations. However, in
many instances industrial outfits or organizations do welcome advice
mnd counsel in the manner in which they can prevent these health
exposuires.

Senator Mmm. But they go to the State legislatures and vigor-
ously oppose appropriations tor the prevention of silicosis, and so
fortih, and claim there is none existent, and that they will take care
of it, themselves.

Mr. ZImmER. You must remember that regulation means expense.
One organization in Senator La Follette's State spent $170,000 to
1)reent silicosis in that plant.

I think that unless these hygiene units set up in the States by the
aid of Federal money can meet those specifications that I have out-
lined that they should not get any money.

Senator ELLENDER. Are there any States that have laws measuring
up to the specifications that you have just mentioned?

Mr. ZIMMER. Yes. Those functions that I have just outlined are
performed by Dr. Greenberg's imuit (lay after (lay in New York State.
Tia t is because the unit is in the labor department, and all the com-
missioner of labor has to do if there is any hesitancy about it is to say,
"You go down and assist the workmen's compensationn" or "You go
out anl assist the factory inspector," or "You assist the code commit-
tee on these rules." Actually it has been done so long it is not
necessary to insist upon it, but it is part of the routine work.

Senator ELLENDER. IS New York the only State that you know of
that has that?

Mr. ZIMmE. That performs all of these functions?
Senator ELLENDER. Yes.
Mr. ZIMMER. Well, I think it is when you come to include the work-

men's compensation administration; yes.
Senator ELLENDFR. According to you, then, all the other States

should not be given any money for that purpose except New York; is
that ri ht?

Mr. ZIMEn. They can easily come within that, Senator.
Senator ELLENDEit. You mean by passing a law?
Mr. ZIMMmt. No; they do not have to pass a law. They can just

take it over as their duty. You do not need to pass a law in order to
require industrial hygiene staff members to come in and assist on a
compensation case.

Senator ELLEND01. In order to go into a man's factory for certain
things you would not have to have a law for that purpose?

Mr. LIMiEU. No; because all but one or two of the labor depart-
ments in this country have that police power. They have it in your
State.

Senator ELLENDER. But they have a law to that effect.
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Mr. ZIsiME. The fundamental law setting up a labor department

usually includes tile right of entry, and, incidelntally, that is what tile
industrial hygiene units have not got, in many instances, in the health
departments.

I want to call your attention before I step out of this picture to a
resolution introduced and passed last November at the fifth annual-
conference on labor legislation here in Washington. This is it:

Resolved, That In furtherance of centralized administration of laws for the
protection of workers this conference recommend that industrial hygiene activities
be centered in the agency of the State which administers labor laws, and that
any funds appropriated by the Federal Government for assistance In this field
be made available to the State labor departments meeting suitable standards as
to organization, effectiveness, and program.

We think that the Department of Labor is in a position to evaluate
whether or not they meet those standards. I should like to leave that
digest with you.

Senator MURRAY. Does the Deplartment of Labor intend to present
any other statement or any other witness here in connection with
the bill?

Mr. ZImMEn. I think not, Senator.
Senator MURRAY. Have you any amendments to propose?
Mr. ZIMmEm. We have thought about some.
Senator MURRIAY. I would suggest that you formulate and present

what you think would be proper to make the bill provide and meet
hose problems the way you think it should.

Mr. ZuMkmEn. I would! be glad to do that, Senator. Shall we give it
to you ?

Senator MURRAY. Yes; for the consideration of the committee, of
course.

We will adjourn now subject to the call of the Chair.
(Whereupon, at 3:45 p. in., subcommittee adjourned subject to call

of the Chair.)





TO ESTABLISH A NATIONAL HEALTH PROGRAM

THURSDAY, JUNE 29, 1939

UNITED STATES SENATE,
SUBCOMMITTEE OF TIE COMMITTEE ON EDUCATION AND LABOR,

Washington, ). C.
The subcommittee met, pursuant to adjournment at 10 a. ii., in

room 357, Senate Office Building, Senator Allen J. Elender presiding.
Present: Senator Ellender (presiding).
Senator ELLENDER. The first witness this morning is Dr. Kingsley

Roberts.
Dr. Roberts, will you give us such descriptive matter about yourself

as you desire for the record?

STATEMENT OF DR. KINGSLEY ROBERTS, NEW YORK CITY,
DIRECTOR OF THE BUREAU OF COOPERATIVE MEDICINE

Dr. RODERTS. My name is Kingsley Roberts, my address is 5 East
Fifty-seventh Street, New York City. I am at present Director of
the Bureau of Cooperative Medicine at the same address, and I am
appearing in response to a telegram from Senator Murray. I prac-
ticed as a practicig surgeon in New York for 15 years. I am a grad-
uate of Jefferson Medical College, Yale Sheffield Scientific School, and
have been studying the question of medical economics intensively and
exclusively for the past 4 years.

It gives me great pleasure to appear before this committee in re-
sponse to the telegraphed request by Senator Murray on June 22,
1939. I feel that my experience of 15 years in the practice of surgery
in New York, as well as my studies in methods of extension of medical
services to those in the middle-income grou s as well as to the needy
and the medically needy render me qualified to speak on this subject.

It is of vital importance that the dollar raised by taxation which is
designated for expenditure in the future for the health of the people
should purchase as much medical care as is possible. After a study
of the Wagner Act it strikes me that there are certain very definite
features of the bill which do not incline toward a favorable solution
of this original problem.

First. The administration of the act should, in my mind, be vested
in one authority rather than the three now specified. This authority
should be or should closely resemble, a secretariat of health as a
cabinet oihcer.

Second. It has been found that where funds are allocated to the
study or cure of specific disease the results have not been as good
medical care, or as efficient health service, as when funds are allocated
for general care of people. In other words, funds set aside should be
set aside for the broadening of general medical facilities rather than
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for the alleviation of specific conditions such as cancer, tuberculosis,
etc., as specified in the act. Maternal welfare and child welfare is
only a part of general medical care and I can see no reason why they
should be selected as a specific topic.

Third. Medical care can be most effectively and efficiently ad-
ministered to largo groups of the population when health conserva-
tion is the primary motive of the system employed. Money spent
in the prevention of disease is money wldch is saved in the cure of
disease. Health education of the public is of vital importance to the
effectiveness of any broad public-health policy and there is no provision
for this in the act.

Fourth. In my experience, the distribution of public funds to the
medical profession, as it is now generally so loosely organized, is not
the most effective manner in which to purchase medical care. There-
fore, I believe that the act should lay more emphasis upon the de-
velopment of health centers which will be established around cor-

. t related, coordinated groups of physicians under competent, profes-
sional administration. This method, known as group medical prac--'. tice, has proven a very efficient means for distributing medical
care.

Senator ELLENDER. What would be the function of these medical
centers that you speak of?

Dr. ROBERTS. The distribution of general medical care. Instead of
just being individual physicians as they are now working in their own
offices, each with his own equipment, each with his own problems,
you put the doctors into groups just as you put lawyers into groups
in law firms in partnerships.

Senator ELLENDER. Would you have them work from a hospital?
Dr. ROBERTS. Let us call it a medical center. A hospital, after all,

is only a part of a medical center. You would have to have a diag-
nostic clinic, a place for outpatient care, a place for education and
study, and organized as medical centers rather than just hospitals.
A hospital is a place to go to when you are ill. I am looking at these
places as places from which health will be distributed.

Senator ELLENDER. You mean preventive medicine?
Dr. ROBERTS. Both preventive and curative.
Senator ELLENDER. To what extent would you have hospital facil-

ities at these centers?Dr. ROBERTS. As much as needed. Plenty of beds and operating
rooms and laboratories and all that sort of thing, but they would be
places from which health is distributed rather than places for people
to go to when they are sick. Perhaps I do not put the accent correctly.

Senator ELLENDEn. How would you take care of the needy in
sparsely settled communities scattered throughout the Notion, if your
method of centers as you indicate would be followed?

Dr. ROBERTS. The distribution of medical centers and the place-
ment of medical centers, must of course be a matter of careful study.
We are improving roads and our transportation facilities are getting
better, and areas in the country which are really isolated from medi-
cal facilities are growing less and less, and I would rather see an
extensive system of ambulances used to bring patients to the medical
centers rather than to build a lot of medical centers.

Senator ELLENDER. How would those medical centers be main-
tained? By funds from the Federal Government supplemented
with those fttrnished by the States?
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Dr. ROnERTS. Yes; they also could be maintained partially by a
subject that I would like to bring up next, which is the question of
having the Government help voluntary health organizations who
themselves are in a position to immediately set up such centers.

Senator ELLENDEn. What do you meanby that?
Dr. ROnERTS. May I go on?
Senator ELLENDER. Just one more question. How would the

medical fees be paid for? Out of this fund at regular prices, or would
there have to be some understanding between the local communities
and the physicians?

Dr. ROnERTS. Of course, I believe that the most efficient method
of paying for a physician is to pay him on full time rather than the
fee for service basis. My idea would be the fees of hospitals or
medical centers would be-they would be staffed by physicians who
were on full time. Certain physicians who would be paid by funds
as the bill suggests, and made up to a certain extent by the Federal
Government funds and the others by State funds.

Senator ELLENDER. What class of people would you take care of
in the hospitals?

Dr. ROBERTS. In some cases, you would have to take care of all
of the people because they would be the only sources of medical
service for the community, but thei answer to your question is really
for the medically needy and the needy. But in some instances, these
health centers would undoubtedly be so placed that they would be
the only hospitals in the community; therefore you would have to be
able to take care of all of the community in them, not necessarily
without charge. Those who could afford to pay would pay.

Senator ELLENDEB. You would charge according to the ability to
br. ROBERTS. Yes. To continue:

Fifth: Nowhere in the records of this country nor any country
abroad are there any data which will enable us to accurately estimate
the cost of the administration of a broad community health project,
and such figures are of great importance.

I would like to emphasize that, that nothing that I have to say is
predicated on any foreign experience and my belief is that we in
America now have got to go ahead and make our own mistakes. We
have to lay out our own pattern. I don't care what has happened in
England or Russia or any place else, as I believe that is really of no
great importance except to show us what not to do.

It is my belief that provision should be made in the act for the
encouragement of voluntary health protective mechanisms now in
existence and later to be formed, andthat funds should be allocated
to these institutions for the purpose of expanding their activities in
return for having their experiences made available to the adminis-
trators of the act.

In other words, at present you have a means whereby you can en-
courage voluntary action which will establish costs, and when it
comes right down to it, that is what we actually have got to find out-
how much does it cost to take care of the medically needy and the
needy? We don't know; you don't know and I don't know. The
only way we can find out is by taking care of large numbers of people,
and until such mechanisms are established under legislation you have
the possibility of encouraging their establishment on a voluntary
basis.
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These voluntary health agencies at present operate only in the
middle classes, who can afford them, and it is a matter of great im-
portance that they should be made more effective and economical in
order that they may be enjoyed by those in the lower income brackets.

It is very probable that a most effective method for the distribution
of medical care to the needy and the medically needy might be the
subsidy of these voluntary organizations for the care of those who
cannot afford to pay the dues.

In other words, as I hinted a moment ago, if you have a voluntary
health organization set tip in a community-let us think of the country
now and not necessarily in the cities all the time-then the most effec-
tive way to take care of the medically needy for that location is not to
set up a tax-maintained medical mechanism, but to subsidize the
existing voluntary mechanism to take care of the needy.

Senator ELIENDER. How would those voluntary organizations be
created? Who would promote them?

Dr. ROBERTS. Around existing social forces such as unions, frater-
2 nal organizations, groups of employees of a common employer, and
-D so forth.

Senator ELLENDER. Private hospitals?
C Dr. ROBERTS. Private hospitals. Private doctor groups. There

are many nuclei from which they can come, but the most logical one,
I believe, is labor. Take the word "organized" out of thit. The
workingman, the man who is dependent upon his ability to earn his
living by being in good health.

Senator ELLENDER. How do you think the doctors of the commu-
nity would look upon such a plan?

Dr. ROBERTS. Perhaps I can speak with as much authority on that
as anybody. In the first place, the members of organized medicine,
the. presidents of the county societies, and representatives of the
American Medical Association, and so forth, such people as you have
had here, some of them, before this committee, look upon it in horror.
But there are a great many physicians who would look upon it with
a much more calm and sensible attitude, and would probably help.

Senator ELLENDER. If the plan that you have indicated just prior to
this-that is, voluntary organization-were in effect, and you would
supplement it with these voluntary organizations, what group of
people would there be left for the remaining physicians in a com-
munity to treat?

Dr. ROBERTS. About 10 percent of the population, and that is
about all that can afford to pay their medical bills the way they are
rendered now.

Senator ELLENDER. In other words, let us say in a community like
mine in south Louisiana, where we have a parish, or a county as you
would call it, with a population of 35,000 people in round figures, and
I think in the neighborhood of 12 physicians. ,

Dr. ROBERTS. How many are there in the parish? I did not get
that.

Senator ELLENDER. Thirty-five thousand.
Dr. ROBERTS. Thrity-five thousand, with 12 physicians?
Senator ELLENDER. Eleven or twelve physicians. If such a plan

as you have just indicated-the organization of a medical center-
supplemented by these voluntary organizations were effected, I am
just wondering how the majority of liese physicians could live from
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the fees of about 3,500 peol)le? Have you had much experience along
that line, o have you any data?

Dr. Rom.;wrs. Of course, 11 physicians for 3,500 people is too many
phisicianIs anyhow, taking it by 111nd large.

Senator E~LiENDEIm. About 35,000.
)r. ROBRIITS. I thought you said 3,500.

Senator E1AdNDER, Thirty-five thousand in all.
)r. ROBEITS. With thirty-live thousands people, 11 plhysicians are

too few physicians.
Senator 'LLENDEII. Just a minute. I am a. little in error there. I

forgot several others. There are about 18 or 20, as I now recall.
Dr. ROBERTS. Studies ill over the country go to show that there is

about I physician for every 850 people, approximately. One thousand
would 1)e the maxinmm. About 35,000 people that you are talking
about, if they follow the usual economic distribution-of course in
soie particular parish the conditions might be very different-at least
50 percent of them are not able to pay medical bills at all inder any
circumstances. Probably 30 or 40 percent of them belong to what we
call the middle-incoie group or the great American middle classes, and,
if given a chance to spread their medical costs, would be medically
self-supporting. Then there are probably 10 percent, the tipper crust,
who are able to pay their medical bills at the present time. That is
about the distribution of the economic groups as we find it all over the
country, the idea being if you had a central health center established,
it would 1)e subsidized by tax-inaintained funds to take care of this
50 percent who are truly medically needy. This voluntary type of
organization, which those who could afford to could join, an 11d would
thereby become medically self-supporting and not dependent upon
tax-lnaintained medical facilities, anti it would offer its facilities to
the upper 10 percent if they choose to have it.

In other coninunities where you have more people, and in each
one of these economic grotipings, there is a greater population, and it
might be a(lvisablo to set up separate institutions for the care of each
particular class, but I am thinking of it in just the terms of the people,
the terms of the nonurban community, or rather the rural type.

Senator EJLJJENDERI. Have you made a study indicative of what
number of people in this country are really in need of medical care?
Dr. ROBERTS. Not in a forinal way; no. I am rather willing to

accept the figures of the Inderdel)artmental Committee of Miss Roche.
Senator ELLENDIr. About 40 million, I think it was?
Dr. ROBERTS. Yes.
Senator ELLENDEu. Yotu (o not mind being interrupted?
Dr. Romirwrs. No; I am perfectly glad to answer questions.
As I have said, it is very probable that a most effective method for

the distribution of medical care to the needy and the medically needy
might be the subsidy of these voluntary organizations for the care of
those who cannot afford to pay the dues. As suggested in my report
of the selected areas of the Southern Appalachian coal fields submitted
in the spring of this year, I believe that certain steps should be taken
in coordination with existing social forces for the rapid establishment
of voluntary health protective mechanisms which can be set on
almost as broad an actuarial base as that made possible by compulsory
health insurance.

144809-39-pt. 3- 15
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You see, the trouble with most voluntary health activities is that
they have difficulty in getting on a broad actuarial basis. After all, it
is the application of tile insurance principle on it broad actuarial basis
which is necessary, but in this particular instance through the efforts
of organized labor, you have a chance to step into a particular position
and set-up, which could be a very interesting thing.

In regard to the compulsory health insurance, I qIite agree with
the sponsors of the bill in the fact that there is nothing in it which
makes State action in this matter obligatory. Compulsory health
insurance and the provisions of medical care to the nIeedy are two
entirely separate projects. I think that it is very foolish to confuse
the two systems.

I am inclined to agree with those critics of the bill who feel that it
has not specifically provided for the utilization of existing hospital
facilities, but I wish to add that such utilization of existing hospital
facilities should only be under conditions and at prices which are
justified by careful local studying. Once more I refer to the fact
that there'is no data available on local medical care and hospitaliza-
tion costs that is not subject to considerable question. I repeat that
in the matter of hospitalization, as the in matter (f general professional
care, experimentation by encouraged voluntary organizations is
strongly indicated.

Insofar as the Wagner bill, S. 1620, follows the general suggestions
made by the interdepartmental committee at the National Ihealth
Conference last July, I feel it is laudable. But a national health
program that is going to be effective and efficient will contain many
features not considered in the act. I think that the bill is parti(cularly
weak 'n its provision anti recommendation of the training of personal
and the support of medical education.

It is my feeling that the attitude of the American Medical Associa-
tion in opposing this bill is injudicious because it is not accomnpalnied
by any constructive suggestions.

I feel that the attitude that the Committee of Physicians for the
Improvement of Medical Care, Inc., is taking as shown in their pub-
lication of May 5, 1939, deserves most careful consideration.

Because we are in a new and uncharted region, we will undoubtedly
make mistakes-the sooner they are made the sooner corrected.

Senator ELJENDFut. Thank you very much.
The next witness is Miss Florence Greenberg, Miss Greenberg,

will you give your full name and such descriptive matter as you wish
for the record?

STATEMENT OF FLORENCE GREENBERG, REPRESENTING CITIZENS
COMMITTEE FOR ADEQUATE MEDICAL CARE

Miss GREENBERG. My name is Florence Greenberg of the Citizens
Committee for Adequate Medical Care. I wonder if I could not be
permitted to complete my statement?

Senator ELLENDER. Certainly.
Miss GREENBERG. It is just a year ago that I came before the

National Health Conference to represent the Councils of Auxiliaries
of the Steel Workers Union of the Chicago district. At this time, I
speak not only for them but for the vast movement for health which
has developed out of the needs of the people.
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I am hero to speak for those in Chicago, and Illinois, who have in
the past year voiced their endorsement of a National Health Program.
Among the organizations who Iltave (lone so is the Citizens Committee
for Adequate Medical Care, of ivhich I am vice chairman, which was
formed by those who firmly believe that a government is responsible
for the health of its citizens. This committee held a conference in
Chicago on the problem of sickness at which over 700,000 people
wore represented. I am also speaking for the workers in our labor
unions who have come to believe that national legislation for the
betterment of health is a tldng of most vital importance to working
people and to their families. The 20,000 members of the Packinghouse
Workers Union have asked me to represent them here, as have the
30,000 members of the Farm Equipment Workers, the 5,000 members
of the International Ladies' Garment Workers Union, and. the
hundreds of thousands members of the Steel Workers Organizing
Committee, the Carpenter and Joiners Union, and others.

I am also making known hero the (feel) convictions for ti Wagner
national health bill of the Chicago Association of Medical Students,
the Consumers' Clubs, the National Negro Congress with its 20,000
members, the 18,000 members of the International Workers Order,
the National Lawyers' Guild, various social work organizations
settlement houses, the Industrial Clubs of the Y. W. C. A., and.
many others.

I take the time to speak of these organizations of people because
I want to make it clear that the question of adequate medical care is
rapidly becoming an issue of major importance in Chicago, in Cook
County, and Illinois.

That during the recent April elections in Chicago there was hardly
an aldermanic candidate who stated that lie stood for the betterment
of the lives of the peol)he who did not have a health phik in his pro-
gram. This has never before happened in any Chicago election.
That "A Better Chicago League" conference representing hundreds of
thousands of people unanimously endorsed the Wagner national
health bill. That the recently hiell Illinois conference for social legis-
lation at which Mayor Kelly of Chicago and the Lieutenant Governor
of Illhois spoke and at which delegates representing over 400,000
people from all parts of the State participated added its unanimous-
endorsement.

I have with me statements of endorsement, or their names as spon-
sors, of the Wagner national health bill which i shall leave for there
record by civic, political, and labor leaders of Chicago, such as Mr.
W. F. Levander, president, Amalgamated Association of Street &
Electric Railwa Employees of America; Mr. Albert Matha,presi-
dent, Elevator Operators & Starters Union; Mr. Ishmael P. Florey,
secretary, Joint Council, Dining Car Employees Union; Mr. Gunnar
11allstrom, president, Patternmakers Association- Mr. Harry Deck,.
executive director Chicago Labor's Non-Partisan League- Miss Grace
Stafford, metropolitan health secretary, Y. W. C. A.; Mr. i. R. Craw.-
ford, health director Wabash Avenue Y. M. C. A.; Alderman, Paul
Douglas, Alderman Earl Dickerson and Alderman Oliver Grant, as
well as Miss Charlotte Carr of Hull House, Dr. Philip Semu of. the
Jewish Peoples' Institute, Dr. Charles Bacon, Dr. Rachel Ya,
Dr. Margaret Kuude, and many others.
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Chicago and Illinois are indeed fertile ground for widespread
sentiment for the Wagner national health bill, despitee tile fact that
the American Medical Association has its national offices in Chicago,
and despite the fact that those who support the bill have no source
of incomes like that of those who oppose the bill apparently have
found in the Gannett Committee.

The movement for health in Chicago and Illinois has been com-
pletely supported by those groups who are supporting other measures,
and they have been able to give it very little money, otherwise I am
sure that I would be able to bring to you the support of many other
organizations.

It has been said that large metropolitan areas are better l)rovided
with free health facilities thIian small towns. TPius may be true but
then the small communities must indeed be in very bad shape. Tiho
city of Chicago, which is one of the largest industrial centers of the
world fits very well into the health picture that has been painted
by the Government technical committee. With a population of well
over 4,000,000 people there is not a single city or county public general
clinic for the ambulatory sick. The 1)rivato free clinics which take
care of the poor people who are sick depend almost entirely upon an
unpaid medical staff who must spare hours from their privat; practices
-when they can. These clinics are very overcrowded especially for
the past 10 years when the number of free visits have increased b
300 percent and hardly any additional facilities have been provideY
X-ray, laboratory, and other de1)artieits are booked as far as 8
months ahead. Sick women, children, an(l ol men travel 27 miles
,or more to these overcrowded private clinics since most of the clinics
are located within 4 miles from the Loop and are thus great distances
from outlying areas, anti wait hours often standivT up, before they
are seen. Then many of them may be told that the clinic is so busy
that it accepts emergencies only. Of course, if they become sick
enough, maybe they are taken to Cook County Hospital in a police
patrol wagon.

And what about hospital care? Some people have been on waiting
lists for free hospital beds for a year or more. Yet there are plenty of
hospital beds in Chicago-but not enough free ones. When in Chicago
over 1,137,000 people are in families that are estimated to be on relief
or to earn under $1,000 a year, surely one public general hospital for
the entire county and not one single city hospital is not enough.
And about ambulance service: There are two free amlhulances, oper-
ated by a private ambulance board. If you are sick and poor in
Chicago, the city provides for a police patrol wagon to transport you
to a hospital, unless you are fortunate enough to have a contagious
disease or a premature birth.

Of course, this sometimes results in almost humorously tragic situa-
tions like this picture from the Chicago Times (indicating]. This
occurred during the elections. This man died because it was 35
minutes before the accident squads could reach him, and the chief
reason for the delay was that the accident squads were detailed to
election duty on ths day. 0

Lot us look at Chicago's facilities for tuberculosis, and this is an
extremely important disease in Chicago because of her industries,
both the steel mlls and the stockyards, and wve find that despite the
high death rate due to this disease, especially among its Negro popu-
lation, and that according to accepted standards, there should be over
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4,000 free beds yet there are only a little over 2,000 beds. Especially
is the care of thi Negro tuberculosis patient sadly neglected. While
one-third, of the deaths in 1937 in Chicago were among the colored
people, there is cnly one-eighth of one bed per tuberculosis death
among them whereas standards call for at least two beds per death.
It is important to note, however, that Illinois is among the 12 States
that has no State tuberculosis sanitorium despite its relatively high
tuberculosis death rate. And speaking about Illinois, for those who
say that the Social Security Act does little, let me point out that as
Dr. Richardson pointed out, that the Illinois conference for legislation
showed that 80 percent of the counties in Illinois had no public-
health unit. These are preventive units. And that 20 units which
do exist are existing because of the Wagner Social Security Act.

As for Chicago again, another important fact is there is only I
public nurse per 10,000 population, although according to a reason-
able standard there should be 1 nurse for at least 3,000 population.
As for district health centers, preventive health centers, as yet they
are castles in the air for Chicagoians; there is not a single one iLi
Chicago.

Dental care is indeed pretty tragic. One of the teachers said to
me that if the children in his school did not get dental care soon, the
majority of them would be needing l)lates by the time they finished
the eighth grade. As for tile adults, as one man said, they won't fill
them-meaning the teeth-they pull them when they hurt them,
and they cannot get new ones. Imagine if you will a young adult,
man or woman, let alone anl older afdu 1t, looking for a job wit most
of their front missing, let alone till of their teeth. They are
practically unemployable as far as most jobs are concerned, and yet
S(10 not believe there is a single agency in Chicago that has had any

such work done-perha)s some for relief patients and then not very
much is done.

If these facts are examined, you will see why, when I came back
from the National Health Conference where i had presented from
my own experiences, as a member of the organized womenfolk of
steel workers, stories of the desperate need of medical care, stories of
destitution caused by sickness-where in the name of the )eople who
live in slums and hunger, in the name of those people whio work in
industries where life is often cheaper than low wages or healthful
working conditions-in the name of those people who are sick because
they are unemployed and because the unemployed are not expected to
need good food or enough food--yes, in the nine of those Americans
who are being denied the right to life and to health because they are
poor, I, among others, urged that something be done by the 'Fed-
eral Government when I came back. My voice was joined by
thousands of others in asking for the human right to all that science
can offer in the way of adequate medical care.

I think we are beginning to do away with the idea that only the
doctors are concerned with liealith, and to realize that it is highly
possible that the people who know they cannot afford medical care
when they are sick are also concerned about it, and perhaps even more
so than the doctors.

This is my message to you. The people of Chicago and Illinois need
and want the added medical care that the Wagner National Health
Bill can bring them.
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Before I left my organization, I talked over whether or not we
should present or discuss any possible changes in the Wagner health
bill, and we decided that what we wanted t6 do most was to leave
a message here that there is support for the Wagner health bill.
Certainly if the bill as a whole isgood, amendments and changes can be
relatively easily worked out. I thank you.

Senator ELLENDER. You have made an astonishing statement about
your city, Miss Greenberg.

Miss GREENBERG. Yes.
Senator ELLENDER. How many people do you represent today, who

nre members of your own organization and those whom you are
xepresenting? Just in round figures, have you any idea?

Miss GREENBERG. Well, this is what we (1o represent. We repre-
sent the people who are directly affiliated with the citizens' committee
for adequate medical care, and we also represent organizations who are
taking up the close affiliation in the meantime that endorse the Wagner
health bill. And the organizations I have mentioned have given me
permission to speak for them.

Senator ELLENDER. I mean the number of people involved? That
is what I have in mind.

Miss GREENBERG. I would have to add them all up.
Senator ELLENDER. They go up into the hundreds of thousands?
Miss GREENBERG. Yes; who have endorsed the Wagner health bill

at our request.
Senator ELLENDER. Did I understand you correctly when you said

that neither the city of Chicago nor Cook County hid general hos-
pitals that were maintained by the State or the county?

Miss GREENBERG. No. What I said was this, that this is a city
of 4,000,000 people, with a great many of them with incomes under
$1,000, and we have only one general public health hospital for the
county and none for the city.

Senator ELLENDER. How many beds are there in that general
hospital?

Miss GREENBERG. I have forgotten, but I think it is around
between three and four thousand beds.

Senator ELLENDER. Is that entirely maintained by the county?
Miss GREENBERG. That is entirely maintained by the county.
Senator ELLENDER. You spoke of clinics that are maintained by

the physicians.
Miss GREENBERG. By private agencies. That means the private

clinics in the private hospitals.
Senator ELLENDER. Private agencies?
Miss GREENBERG. Yes, sir.
Senator ELLENDER. Is that by way of insurance collections?
Miss GREENBERG. No. A private hospital such as, let us say, the

Michael Reed Hospital will get a certain amount of voluntary con-
tributions to set-up a free clinic, and they will have most of the
services in the clinic given by physicians voluntarily, I mean out of
their private practice. They may have a staff physician or so, but
they won't pay any physicians.

Senator ELLENDER. And the money for maintenance for necessary
equipment and things of that kind is furnished from these voluntary
contributions?

Miss GREENBERG. Yes.
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Senator ELLENDER. Who usually donates? Businesses or any
particular individuals?

Miss GREENBERG. I think it differs in different hospitals. Some-
times they have a general drive and they get a number of people to
donate. Since the depression they have been getting less donations.

Senator ELLENDER. Do you have a public hospital wherein tuber-
cular patients are taken care of?

Miss GREENBERG. We do, but we have no State hospital.
Senator ELLENDER. That is what I am talking about.
Miss GREENBERG. We have one that is in part maintained-it is

under a separate supervision. It is under in part the supervision of the
State, an( the money comes in part through the county, and there is
an investigation of that sanitarium right now by the State authorities.
It has been said that Negro people can barely get into it. There is a
long, long waiting list for people to get into it.

Senator ELLENDER. How many people does that take care of
normally?

Miss IsREENBERG. I have the figures that I can leave here. I will
have to look that up, but I don't know offhand just how many.

Senator ELLENDER. Is that hospital entirely maintained ly the
State or county?

Miss GREENBERG. Yes. As to a small part of the money, it is
given by the city.

Senator ELLENDER. Are patients admitted beyond Cook County in
the State?

Miss GREENBERG. In this hospital? No; I don't think so. I am
not exactly sure whether or not some of the counties-I know there is
no State tuberculosis sanitarium. I don't know whether some of the
counties have set up small sanitariums of their own but this investiga-
tion has, of course, disclosed the fact that the facilities are very very
inadequate for the State as a whole.

Senator ELLENDER. Has any drive been made by your association
taid others interested to have the legislature of the State finance other
hospitals?

Miss GREENBERG. Yes. One of the major purposes, of course, of
our committee is not only to have the Federal Government partici-
pate, but to start the State and the county on the road to helping.

Senator ELLENDER. The reason I asked you the question is that I
am wondering what difficulty you would encounter in attempting to
obtain from the State the county, or the municipality involved, a
sufficient sum to match the Government funds?

Miss GREENBERG. Well, I think we can compare this to unemploy-
ment compensation. I think Illinois was one of the last States to
contribute her part of the Illinois unemployment compensation.

Senator ELLENDER. It is rather hard to extract it from big business,
is it not?

Miss GREENBERG. I think this is it-I think that when there is a
Federal grant of money set up and the State has to match it, it is a
great stimulation to the State to provide the money, but right now it
is just like pulling teeth, although the State public-heal officials
we have spoken with feel that the State can provide some of the money
if there is some Federal stimulation to do that.

Senator ELLENDER. Thank you very much. The next witness is
Mr. Polakov. Mr. Polakov, ill you give your name and representa-
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tion and such other descriptive matter as you desire to appear in the
record with regard to your appearance here?

STATEMENT OF WALTER N. POLAKOV, REPRESENTING UNITED
MINE WORKERS OF AMERICA

M1'r. POIAKOV. My name is Walter N. Polakov. I am an engineer
by profession. I have been about 35 years the head of my own
consulting engineering firm, and now I am directing engineering activi-
ties and investigations for the United Mine Workers of America in
the capacity of director.

Senator tELLENDEl1. Have you a prepared statement?
Mr. POLAKOV. I have a prepared statement which I would like to

elaborate, if you care to ask me any questions.
Senator ELLENDER. All right, sir.
Mr. POLAKOV. I am here by the invitation of Senator Murray.
Senator ELLENDER. You may proceed, sir.
NIr. POLAKOV. The United Mime Workers of America wish to go

on record as supporting the national health bill known as S. 1620.
This group of organized labor for some 50 years of its activities has
undoubtedly had more experience in the field of public health and
group medicine than any other body of men of similar size. The
miners of this country spend annually not less than $25,000,000 for
medical service, the quality of which leaves much to be desired.
From our point of view, therefore, $90,000,000 for the first year of a
national health program and two hundred-odd million dollars in
future years represent a very modest investment in national defense
against disease and premature death.

For the sake of comparison, consider the fact that 2 500,000 miners
and their families pay about $7 per capita per year for health, whereas
the health bill will render within its scope services at less than 70 cents
per capita.

The subject of national health has for many years been vital among
industrial workers in general, and among miners particularly. A bil
of this nature is no't legislation imposed by well-wishers from above,
but a modest and inadequate answer to the long-felt need and deft-
nitely expressed wish of the masses of the population.

At the National Health Conference in Washington on July 18 to 20,
10,R3, I made a presentations of the specific needs of coal-mine workers
of this country in the field of health. In my address, published on
pages 68 to 70 of the proceedings, I stated that-

The mortality rate among miners is * * * appalling about 1,300 per
100,000 in comparison with only 900 per 100,000 for all gainfully occupied. Now
these statistics are compiled in a comparison of miners with other gainfully
employed people, not with the population as a whole, including groups that are
economically capable of taking care of themselves.

Within the last decade or more, since the advent of the power age and the death
of the machine age, the mechanization of mines has been going on at a fast rate,
and it claims an increasing toll of dead, inaimed, and sick. From 1906 to date those
killed by electrical machinery In the mines increased over 25 percent. This
mechanization and rationalization of mining nearly doubled the productivity per
manner day. In 1000, miners propuced per day 2.9 tons; last year they pro-
duced about 6.7 tons. In some mines the work is so intense that a single miner
loads from 30 to 40 tons in 7 hours. Such enormous intensification naturally
increases the strain not only on the physique of a man but also on his nervous and
mental capacity. Indeed, the state o mental hygiene among the miners may be
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beat Illustrated by the fact that the rate of suicide among miners Is about 53 per
100,000 while among other gainfully employed workers it-is only 35.

Among the prevalent diseases which are bred under these circumstances among
miners, we find that tuberculosis ranks first. It claims 120 per 100,000 as against
87 for all workers. Nephritis and cerebral hemorrhage are close seconds, the
former claiWig 71 per 100,000 among miners and 57 among all workers and the
latter, 46 and 41, respectively.

The information I presented at this conference moved the directors
of the Good Will Fund and of the Twentieth Century Fund to assist
financially in a study of the health situation among miners. Such a
study, started in the latter part of 1938 and concluded early in 1939,
was conducted by the Bureau of Cooperative Medicine which was
recommended by Dr. Michael Davis of the Rockefeller Medical
Research and conducted by the doctor who testified here this morning,

The findings of this health survey were submitted to me on March
1, and while covering only a middle section where the northern, west-
ern, and southern Appalachian coal fields join, the picture presented
by these doctors has been so shocking and appalling that it com-
manded the sympathetic attention even of tio most conservative
press. While several weak objections have been made by interested
individuals whose pride was pricked by the truth, I still commend
this report to the attention of this committee, knowing full well,
from over 2 years of personal investigation, that the findings as re-
ported are an understatement rather than the complete story.

I should like to introduce at this point some quotations from the
report of the recent investigation by Dr. H. U. Stephenson, Medical
Examiner of the State of Virginia. This report was apparently to be
a sedative for the shock created by the report of the Bureau of Cooper-
ative Medicine, and indeed while it starts with the statement, "I
found the medical set-up for the care of the injured miners to be good
in all of the mines," in the rest of the report a number of instances are
recited, as follows:

I visited the case, talked with the injured man who had had an accident three
months ago, breaking his thigh. This happened some distance in the mine. He
was approximately an hour getting out of the mine and nearly another hour before
a doctor saw him. The injured stated that he was handled roughly by one of his
coworkers anid due to the low pitch of the mine, had considerable difficulty getting
out of the milne. After a delay of approximately 2 hours the doctor arrived and
the injured man was taken to a private hospital about 5 miles from the mine and
there remained for several weeks during which time infection set up on the broken
leg and he had quite a stormy time.

The procedure of getting medical care to an injured miner is like-
wise illuminating, as stated in this State of Virginia report:

A few minutes following the accident the mine doctor was notified by telephone,
the message being sent from within the mine, notifying the doctor of the accident,
and telling him to be at the opening of the mine to meet the Injured. The doctor
was at the time attending a miner's wife in confinement, this woman was having a
stormy time and nearing the point of delivery. Not being able to leave tnder such
circumstances, he called another doctor. Ike, too, was on a case of confinement
and could not go. Finally they got a doctor to see the injured.

Later in the same report of the Virginia medical examiner there is
another interesting remark:

Sometimes they would take a patient to the hospital and they (the hospital)
would not be able to take him on account of being crowded. I asked him if that
happened when an injured employee went to the hospital. He said, "No; that
was a member of a miner's family."
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A still more indicative case was reported in the examiner's report
concerning crowded conditions m the hospitals:

I told the surgeon in charge about the complaint. Ile stated that sometimes
the hospital was crowded but that never had an injured miner come to the hos-
pital that he wasn't admitted at once, He stated that when a minor is Injured

the mines, the mine doctor telephones the hospital he is bringing over this in-
jured man. The hospital at once prepares for the Injured man * * * they
prepare the-operating room for an operation and if the hospital is at that time
eroded, they l)repare a place by discharging a patient * * *.

This official confirmation of the report submitted to me by the
Bureau of Cooperative Medicine is as gratifying, because of the veri-
fication of the truth, as it is mortifying that such gross neglect of
health is so prevalent, expecially in View of the fact that the miners
pay regularly and liberally by means of check-off for such deplorably
negligent service.

I nay note here that this type of service is further limited by ex-
clusion'of maternity cases, of pediatric cases of communicable or in-
fectious diseases, of mental disease cases, and of all patients with any
form of venereal infection.

As a result of these disclosures and verification of facts, the United
Mine Workers of America at the Joint Appalachian Conference with
the operators presented among other demands the following:

8. Medical care and hospitalization in mining communities: Tragic inequality,
inefficiency and dishonest practices in the rendition of medical care and hospitali-
zation in mining communities require the consideration of the Appalachian Joint
Conference. Abuses must be corrected and skillful and adequate medical services
must be accorded.

Equal participation with the coal companies in the selection of physicians shall
be accorded. Mine workers shall participate in the supervision of hospital,
medical, surgical and nursing facilities, in all cases where they are financed through
the medium of deductions from mine workers' pay.

Yet, the operators summarily refused the miners the right to spend
their earnings for competent medical care of their own choosing.

Since then, it has been my sad duty to register other gross abuses
of neglect of national health. In the common demand for ordinary
decency and honesty, 1 must record instances where even after collect-
ing hospital dues from miners, the operators fail to turn this money
over to the hospitals so that tie hospitals refused to accept patients.
I shall submit to you copies of letters describing such instances.

One is addressed to E. D. Hodson, representative of the United
Mine Workers of America at Beckley, W. Va., dated July 9, 1939:

DEAR Sin: No doubt you know the method used in paying in to the hospital.
The Lecconv Smokeless Coal Co. collects $1.25 off of each employee for the hos-
pital, but still we have our members refused admittance to the hospital because
the coal company fails to turn the money over to the hospital.

We will appreciate it very much if you will do something to see that this money
is turned over for the purpose it was'collected for. Dr. MeCulough told us that
Claude Jarrett owed th3m around $3,000 for hospital fees collected from his
employees.

Fraternally yours,
[LOCAL SEAL) WILLIS TnENT,

Secretary, United Mine Workers of Atnericq
Local No. 6147, Bezoco, 1P. Va.

Senator ELIENDER. How are those funds collected? Is that in the
contract between the United Mine Workers and the employers?

Mr. POLAKOV. It is not in the general Appalachian contract but
each individual miner signs to the company and really he has no choice
but to sign with the company, the right to subtract from the wages
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before he receives the wages a certain amount of money for hospital
and a certain amount of money for other things,

Senator ELLENDER. Are those hospitals privately owned or are
they operated by the company?

Mr. POLAKoV. A majority of them are privately owned and con-
tracted by the company. Very few of them are owned by the com-
pany and still a lesser number owned by the coal miners.

A similar letter from Amigo, W. Va., dated March 20, 1939, ad-
dressed to the same Mr. Hodson, district representative of the United
Mine Workers of America of Becldoy, W. Va.:

DAR SI AND BROTiR: I am writing you relative to the hospital situation here
at Wacomah. As you know our hospital dues are checked off our wages by the
Waconiah Coal Co. for the leckley Hospital but recently we were advised by
the hospital that no more of the employees of this company would be admitted to
the hospital due to the fact that the company had failed to turn over to them the
money that had been checked off of us to take care of our hospitalization.

We" would appreciate it very much if you would take this matter up and force
the coal company to turn this moncy over to the hospital so that we will have
some protection, as it may be necessary at any time for some member of our local
union or their family to have hospital services.

Thanking you for your past services and with best wishes, I remain.
Fraternally yours, ROET GRAA ,

Recording Secretary.

Senator ELLENDER. Recording secretary of what?
Mr. POLAKOV. Of the local union at Amigo, IV. Va.
Senator ELLENDEIl. Have they ever attempted to force these com-

panies who take this money to furnish medical care? .
Mr. POLAKOV. The district president of the particular region

invariably takes the matter up with either the superintendent or the
manager or the president of the company and tries to settle the matter
in a friendly way, but usually he is told sad stories that the company
is short of money, and if they would turn the money over to the hos-
pital, they probably would default in the payment of the wages, and
in some instances-I don't know about these two-but in previous
instances, it was necessary to go to the court and prefer the charges
of misappropriation of funds, and in two or three cases known to me
tle company promptly settled the case by arrangement of some sort
thllt was negotiated with the hospitals or the hospital advised us that
they would take care of the injured or sick people.

Senator ELLENDER. Would you be able to tell me the average
yearly income of these miners, let us say, in that particular locality?

Mr. PoLAKOV. In that particular locality it is in the neighborhood
of $800. That, of course, is the gross receipt out of which the com-
pany subtracts for the cost of illuminating the mine, the cost of ex-
ploding the coal, the cost of sharpening the tools in the tool room,
certain check-offs for school, a certain amount for the church, a.
certain amount for the privilege of getting water for washing hands
after work, and things like that, which generally amount to about 22
percent of the gross, so it is $800 or whatever the figure is for that,
district less about 20 or 22 percent for the deductions for occupational
expenses.

Senator ELLENDER. What minimum salary should a miner receive
so as to afford him sufficient revenue to pai his food, clothing, and
ordinary doctor bills?
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Mr. POLAKOV. Last March the United Mine Workers of America
made an offer to discuss with the operators a minimum of 200 working
,days a year guaranteed, which would amount on the average wage to
$1,200 annual income. That was considered the rock-bottom mini-
mum on which a man could afford a decent existence in that neighbor-
hood.

Senator ELLENDER. And that $1,200 would be, in your mind,
sufficient to take care of the ordinary medical care?

Mr. POLAKOV. Miners now are paying by means of check-off
approximately $36 per year.

Senator ELLENDER. I understand, but the point that I had in
mind was, what class of employees or persons should be admitted to
these hospitals and to be entitled to free medical care? You see, we
are goin to have to establish a limit. This bill is supposed to take
care of the indigent.

Mr. POLAKOV. But the indigent, of course, will not be able to pay,
but those who are earning $800 or more, these by all means con-

1 j tribute a certain amount.
* Senator ELLENDER. So you would say that about $800 would be

the minimum?
Mr. POLAKOV. Well, I would say that from actual experience.

It may not be desirable, but it has been going on for a great many
years.

I have dealt at length with our experience in the field of national
health. While it concerns only a small corner of the country and
-only one industry it is undoubtedly indicative of the general situation
in other parts of this country and in other industries, and among those
who were squeezed out of industry by economic contraction.

Now, referring to the bill as presented to the Seventy-sixth Congress
while it has our whole-hearted approval as far as it goes, we must of
necessity view it merely as a first easy step for little feet, for it does
not go so far as conditions warrant. I should commend to the atten-
tion of this committee the necessity of incorporating in this bill more
adequate provisions concerning the study of industrial hygiene. In
mining, especially where air is sometimes to be paid for, where dust
-frequently causes silicosis, where men work without the invigorating
.effect of sun-rays and daylight, and frequently wet from (ripping
water and standing in puddles, where as a rule there aren't even facili-
ties to change from vet dirty? clothes to dry ones before going home-
sometimes a considerable distance over the hills-where there are
not the advantages of having a hot meal during the rest period, no
industrial hygiene study has ever been undertaken, to our knowledge,
and the records of sickness, its duration and extent are nowhere
reliably recorded.

Furthermore, I should like to call to your attention the astonishing
fact that, although the act establishing and describing the functions
of the Bureau of Mines, Department of the Interior, as amended in
1913, provides-
that the Director of said Bureau shall prepare and publish * * * reports of
inquiries and investigations with appropriate recommendations * * * with
Special reference to health, safety, and prevention of waste in mining-

yet in the Bureau of Mines no studies of industrial hygiene or preserva-
tion of health are conducted. 'While it is true that under the Director
of Safety, there is one first-aid physician located in the Pittsburgh
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laboratory, as well as five chemists, tile provisions of the act, both fin
spirit and to the letter, are not carried out. It is a sad commentary
that, while recently some investigation of the tunnel work under the
East River N. Y., has been carried on by the Bureau of Mines itlt
Public Health acting as adviser, yet such studies are not carried on in
connection with the tunnelling of thousands of miles in coal mines.

Senator EIIENDEJI. What suggestion would you make as to indus-
trial hygiene? As I understand it, tie bill specifically provides for
money to be used for that purpose.

Mr. POLAKov. By the Bireau of Mines.
Senator ELIENDER~. Of course, under the bill, as you may know,

the plans must be submitted by the States asking for it, and necessarily
if the States have established a p articular department under which
industrial hygiene is to be carried on, those States would be entitled
to money for that purpose.

Mr. 1VOLAKov. These are Federal moneys.
Senator E1,lENDERI. I understand.
Mr. POIAKov. These are moneys appropriated to the Deiartment

of the Interior and allocated to the Bureau of Mines, but they 1htave
been used for other purposes, and this particular phase has not beenr
attended to, and the last physician that has been with them a great.
many years ago now is with the Public lleth, and so on.

Senator ELZrUNnD:L. What I have reference to is the bill before us..
Mr. POLAKOV. I am not a lawyer, Senator-you un(lerstand',

that-but as a layman, it seems to ie that one of the two courses is*
possible and (lesirable. Either that the autlhoritv which will be created
by this act will have authority to sul)ervise an(l enforce time health
provisions, not only in the State but also in the Federal bureaus or
else

Senator ELLENDER (interposing). Tiat is what we are trying tor
get away from. One of the objections against tie bill is the fear that
if this bill is enacted as written, it may be that sooner or later the
Federal Government would go down in the States and gral) hold of the
health departments and control them, and tie first thing you know
everything would be (ictated from Washington. What we are trying
to (1 is to have the Federal Government subscribe a certain sum
under certain conditions, but always with the understanding that
the money is to be spent under the direct supervision of the Stater
authorities, with this limitation only, that tile Federal Government
would have the right to see to it hat the plans as submitted arer
carried out and no further. If we were to give supervision as you
have just indicated, I doubt if you would got this bill out of committee.

Mr. POLAKOV. As I said I am not a lawyer and I am not familiar
with the technique of legislation, but something has got to be done
and I deal with just that point now, and that is, I feel that the' bill
should be strengthened, that is, by providing an explicit section
describing the scope and authority of Federal supervision of national
health activities. By that I mean the enforcement not merely bY
means of withholding Federal participation in inadequately conducted
State programs, as W. P. A. has been doing, but a definitely conferred
authonty to visit and inspect State health work and an unchallenged
authority y in cases of inefficiency or infractions, so that the' Federal
authorities must have the right to take over and administer tho-affaira
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that have been neglected, which apparently, from your point of view,
is inadmissible.

Senator ELLENDEn. It is not exactly inadmissible, but you know
that legislation results from give and take-sometimes you give more
than you take-but one of the things that we have to meet is this
centralized government argument, that is, the fear that if we keep on
permitting the Government to get into the States little by little for
schools, for health, for this, that, and the other that sooner or later
there won't be any more State lines, and it would be rather difficult,
I am sure, to put through the Congress any bill that would give to
the Federal Government any such right to go down there and take

3 charge of the situation. Tfhe plan as we propose to work it out is
simply that the Government is to furnish money under certain condi-

S tions, and if those conditions are met, the States are to share in the
funds.

Mr. POTAKOV. We thought that probably a little further than that
would be desirable, but it is for the legislators to consider the matter.

Senator ELLENDER. I fear that such a proposal would fall on deaf
d ears.

M r. POLAKOV. The last suggestion is tha, such a provision should
apply not only to the programs conducted by the States, but likewise
and perhaps in even greater measure to all other programs of health,
sanitation, and preventive medicine carried on by private organiza-
tions, especially when the people in whose behalf the alleged work is
Jeing done are contributing to it financially.

What I mean by that is, the abuses of industrial check-off and no
service. At the present time, there is no recourse except going to
court and spending considerable time and money and litigation, and
really it is ridiculous that one has to resort to such means.

Senator ELLENDER. I do not see why it would not be possible to
tie that in with your contract when you'bargain collectively under theWagne r Act..POLAOv. The last time we did not succeed in doing it.

Senator ELLENDER. It strikes me that is a good way to do it.
I do not see why an organization engaged in mining should collect
from its employees and then not pay the money out when the time
comes. That is nothing short of larceny.

Mr. POLAKOV. It is.
Senator ELLENDER. Absolutely. To let people suffer that way

after collecting their money, and then not using it for the purpose
for which it was obtained, is collecting money under false pretense.

Mr. POLAKOV. Thank you very much.
Senator ELLENDFR. The next Witness is Mr. John B. Andrews.
Mr. Andrews, will you give such descriptive matter about yourself

as you desire to have appear in the record?

STATEMENT OF JOHN B. ANDREWS, SECRETARY, AMERICAN
ASSOCIATION FOR LABOR LEGISLATION, NEW YORK CITY

Mr. ANDREWS. My name is John B. Andrews; I am secretary of
the American Association for Labor Legislation of Now York City.

The American Association for Labor Legislation is in favor of this
legislation as a forward step in a national general health program.
It is especially interested in those incidental features which offer
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very modest encouragement to the States which may set up systems
of sickness disability compensation. It urges that these provisions
which have had relatively little attention, be not subordinated, and
it orees that favorable action on the bill be expedited.

Thank you.
Senator EILLENDER. Mr. Richard Mackenzie.Mr. Mackenzie, will you state whom you represent and such other

descriptive matter as you desire to appear in the record?

STATEMENT OF RICHARD MACKENZIE

Mr. MACKENZIE. I aim not representing any group. Recently I
wag consultant for the Bureau of the Budget on the operation of
Federal hospitals.

I can best explain the matter which I wish to bring to your atten-
tion by reading briefly from the report of the technical committee:

Bed accommodations also vary with the States from 1.26 to 5.5 per thousand
population, with a figure of 3.1 representing the median State. To bring all
tate averages up to 4.5 will require the addition of 180,000 beds. Some of thoso

beds would be added to existing hospitals, but inost of them would call for new
units to be located in the areas now*without hospitals or having hospitals whose
physical or financial deficiencies preclude their becoming true community
in stitutions.

It seems proper to question the adoption of a standard for the num-
ber of beds per thousand that should be required. The technical
committee has set 4.6 beds per thousand. There are many factors
which determine the number of beds necessary. For certain types
of cases, hospitals are the admission of failure of other health measures.
In a community where there is adequate sanitation and adequate ap-
propration and expenditurei, ntelligently, for public health education,
where there are sufficient facilities for ambulatory patients, such as
in the out-patient department of hospitals so that patients may be
treated in the early states of the illness, where there are periodic
physical examinations, where there is proper housing, and where the
income of the people is sufficient to purchase proper food, clothing,
and shelter, it is apparent, I believe, that fewer hospital beds would
be necessary in that conumnity than in the community where these
things are 'lacking. I believe it is fallacious to adopt a standard
except that of supply and demand.

The technical committee report of the percentage of occupancy of
the hospital beds of the country, I believe, should be questioned for
the reason that the figures usel are those of the American Medical
Association, which are based on the number of beds set up and not
the rated capacity wbich is the number of beds that can be properly
set up in the present buildhigs.

To give you a clear example of what I mean, I will take the District
of Columbia as an example. In the municipal hospital of the District,
Gallinger, there was overcrowding. The overcrowding was mostly in
the colored wards. There were however, 66 additional beds that
could be set up in Freedman's Hospital for colored people, but were
not set up because of the lack of funds.

In a survey made recently by the Public Health Service of hospitals
and Health Service in the District, they reported that there were 276
beds that could be set up but were not set up. In figuring their
percentage of occupancy o beds of the District, they used time number
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of beds set up and not the number of beds which could be set up in
the present hospital buildings. The same method has been used
in computing the percentage of occupancy of the hospitals of the
country, so that we may have, if the percentage applies in the country
as a whole as it does in the District, a difference of about 8 percent,
which is an appreciable amount.

InI conclusion, I believe that if greater emphasis is to be put on
preventive medicine, the chance of needing the number of beds which
is computed as being necessary is very much reduced. I believe
that education should be the prime objective-education of the health
officers of the States and the localities, and education of the hospital
administrators, such as is being carried on now by the institutes for
hospital administration by the College of hospital Administrators,
and the American College of Surgeons. They are holding these
institutes of about 10 days in different sections of the country,
I also think that the laws of health should be preached and taught

to the general public much more intensively than they have been in
the past. Tile Gallup poll recently reportel on the knowledge of the
general population regarding causes and cure of tuberculosis, and it
showed that the campaign on education in tuberculosis has been
reasonably successful. Let me repeat: For many types of patients,
hospitals are the admission of failure of other health measures.

Senator ELLENnEit. Let 111 ask you this: I am very much inter-ested in reventive me(liei I feel as you do that if we cotl educate
our people more along that. line, that it would mean fewer sick people
and probably the same thing would result with reference to dental
care. If we could educate the young people while at school, they
would have less trouble in the future. if you had a limited amount
of money appropriated by the Congress to carry on this program, and
not sufficient to take care of hospitalization as we intend to, would it
not be better in the long run to spen(! what we do appropriate for
preventive medicine rather than make a start now on a lot of these
various plans that are described in the bill? What is your view on
that?

Mr. M ACKENZIE. I agree with you absolutely. I believe that as I
pointed out, the necessity for brick ind mortar can be prevented to a
very great extent by a much increased campaign of preventive
medicine. I believe that the public health mrse is one of the greatest
factors in preventive medicine. I say that from experience in both
the city and in the rural communities. I believe that the extension of
our out-patient services of hospitals should be carried on )romptly.
Here in the District there is an example of the inadequacy of our
attitude, if I may express it that way, regarding our out-patient
services. The District government pays only 15 cents per visit to
the voluntary hospital for the indigent sick who come to time dis-
pensary. That does not pay for that service.

Senator ELLENDER. Of course, in the statement that I have just
made, what I had particular reference to was the fund that was pro-
vided for the establishment of hospitals. It may be that a fund
could be provided to purchase space, let us say, in the already estab-
lished hospitals and the rest of tile money could be spent toward
duc'iating our people to take care of their health.

Mr. MACKENZIE. Quite right.
Senator ELLENDEM. Thank you very much, sir.
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The next witness is Mr. Johm P. Davis.
Mr. Davis, will you come forward and give such descriptive matter

as you desire concerning your representation, and so forth, as you
desire to appear in the record?

STATEMENT OF JOHN P. DAVIS, NATIONAL SECRETARY OF THE
NATIONAL NEGRO CONGRESS

Mr. DAVIS. My iame is John P. Davis, and I am national secretaryfthle National egro Congress, which has 70 local organizations in
70 urban communities in the country.

Senator ELLENDER. How ninny States?
Mr. DAvs. Twenty States. Because of the lihited time allotted,

I would like permission to simply discuss generally the provisions of
the legislation being considered and to submit a. report which has been
prepared by our technical committee concerning the bill.

Senator EtLENDEi. What do you mean by the limitation of the
time allotted?

Mr. DAVIs. I mean the 15 minutes.
Senator ELJLENDER. That is ill right; if you want more time, I will

be glad to hear you.
Mr. DAVIS. 1 10 point is, if it is permissible, since I am not a tech-

nical authority on the question of health, 1 would like to present, sup-
plelmenting m, statement, a report prepared by a technical committee
of Negro physicians, showing the impact, the possible impact, of this
bill upon the Negro communities throughout, the country.

First, I would like to say that as a result of careful consideration of
the proposed National Health Act, our organization wishes to give
its en(lorsement to the bill in principle, to the principles established
ii the bill as a minimum that is necessary in order to provide a better
national lhalth for tme American people.

There call be little question that such legislation is especially
necessary after a period of 10 crisis years, during which poverty, the
disintegration of the housing aid sanitation and other community
facilities throughout the country, have created a prol)lem among the
working peol)le among the poorer people of America, which is cer-
tainly intolerable.

The health of the Negro people, because of their poverty, because
of their lack of facilities for housing, for recreation, for sanitation, as
well as the lack of adequate educational facilities for them, has been
notoriously bad for a great many decades.

Just a few simple facts about Negro health. Greater detail will be
given in the brief that I have referred to.

For 1930 the death rate per 1,000 persons, for white persons in
America was 9.9 as contrasted with that of Negroes of 18 for each
1,000 persons.

Senator ELLENDER. Have you the figures to show where the death
rate is the greatest, in various sections?

Mr. DAvIS. By States?
Senator ELLENDER. By States or by sections.
Mr. DAVIS. Yes. I don't have the figures here, but we can cer-

tainly give you that. That will certainly be included in the informa-
tion which we shall submit.

Senator ELLENDER. Will you send that to me?
144809,-39--pt. 8-10
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Mr. DAvis. Yes. I can say generally now that for the South, of
course, the death rates are considerably higher than for northern and
western centers; that for rural areas where there has been a lack of
hospital facilities, a greater lack of hospital facilities, that the death
rate is higher than for urban areas, and that this is the general situa-
tion with regard to it.

The specific data, in terms of actual percentage figures, will be
sulmutted in this brief.

At every age period from infancy to old age, the Negro death rate
exceeds that of the whites. Some typical figures that would serve to
indicate this point can be taken from the infant mortality rates, that
is, the deaths of children under 1 year of age per 1,000 live births.

For Pennsylvania, a typical Eastern State, the average rate is 67
per 1,000 live births; for Negroes it is 115 per 1,000, and for whites,
only 64.

For Missouri, a typical Midwestern State, the average is 63; for
Negroes it is 108; for whites it is 60.

For Georgia, a Southern State, the average is 68; the Negro figure
is 86; and the white figure is 57.

If we take the District of Columbia as just one city where we can
get a typical picture which is parallel to the picture in most of the
other cities where there is a largo Negro polpulation, we find that
tuberculosis kills six times as many Negroes as whites, pneumonia
kills twice as many Negroes as whites, childbirth kills twice as many
Negro women as white.

For the age period between 10 and 14, tuberculosis kills 10 times as
many Negro children as white children; and for heart disease, 6 times
as many Negro women die as do white women, and more than twice
as many Negro babies die as do white babies.

The life expectancy of Negro people in the District of Columbia is
about 10 years shorter than that for the average white person.

Of course, the underlying causes for the type of situation in the
District of Columbia, which as I have indicated is simply typical in
more or less degree for the country at large, are the unemployment
of Negro people in the District of Columbia, the intolerable slum
conditions, the general situation of overcrowding with regard to hous-
ing, poverty, the lack of funds with which to secure paid medical
care, and the woeful lack of facilities for treatment.

This picture is, of course, to be implicatedd throughout the country.
We have an estimate by the Interdepartmental Committee, that the
number of doctors per 100,000 population is 128; for the country at
large, the number of Negro doctors per 100,000 population is only 32;
and if we take the State of Alabama, the number of Negro doctors
per 100,000 i 12; and if we go into Mississippi we find that the number
of Negro physicians per 100,000 in that State is only 6.

Such a situation would certainly indicate the nece sity for the inclu-
sion in this bill of a. training program which would provide the possi-
bility for Negro physicians to secure, or for Negro men and women
to secure training as physicians.

In Alabama, for example, the lack of funds has made necessary
recently the disbanding of a training school for nurses at Tuskegeo
Institute, a private institution, This training school for nurses was
one of the few which existed in the South, and of course the same
figures that I have given for doctors have their parallel when we look
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at the figures with regard to dentists, nurses, and other persons
engaged in caring for the Negro sick throughout the country.

The lack of hospitals, the lack of hospital beds, for Negro-
Senator ELJENDEn (interposing). Just before you get to that,

what have you in mind that should be put in the bill? After all,
what you are interested in is having a little more adequate care given
to the people of your race?

Mr. DAVIS. That is correct.
Senator ElAIENDEn. Now would you want the Government to

establish facilities to educate physicians?
Mr. DAVIS. As a matter of fact I think the National Youth Ad-

ministration has met the problem of supplementing the inadequate
educational facilities, both in terms of scholarships and in giving
direct aid to institutions.

Senator ELLENDEr. That is their elementary purpose, but when
you come to talk about getting funds to educate physicians, that is
a horse of a different color.

Mr. DAVIS. I think it is perhaps a horse of the same color as that
proposed by the President, and agreed to by Congress, for the training
of air pilots. For example, the Civil Aeronautics Authority and the
National Youth Administration, has been provided with funds for
the training of 20,000 young people when the optimum of the pro-
gram is reached, to be mechanics and air pilots in the interest of
national defense, which I think is a very commendable and necessary
thing. Certainly the picture with regard to health of the people of
America is another item in our national defense, and certainly the
records of the draft, the medical records during the last draft* with
regard to the persons conscripted, would indicate that if we were to
become engaged in another conflict we would find a large percentage
of the able-bodied men of the country, and an unusually large per-
centage of the Negro men of the country, completely physically unfit
to take part in any program of national defense. And'I thi;k it is
a serious enough problem to justify exactly what I propose, namely,
the training of physicians; the providing of the types of scholarship
aid; the type of aid to institutions; to create, if'necessary, medical
schools.

We have only two Negro medical schools in the country which can
train not more than 100 to 110 Negro physicians in any one year,
an1(1 yet in contrast with the need, it is quite clear that we are just
about 25 percent as well off as the white population, on the basis of
the figures for doctors that I have given you, and if you take Mis-
sissippi or some of the other States in the'South, of course the com-
parison becomes even more acute.

Senator ELLENDER. Well, I think if Congress can begin a program
to take care of the health of the people, I would be more interested
in that than to provide medical schools. I think we have quite a
sufficiency of those in the country now. We may help out in a measure
by scholarships and things like that, but to'spend av money to
establish medical schools and things of that kind, especiAlly built for
the training of the Negroes and the training of the whites, I believe
that is expecting too much.

Mr. DAVIS. Perhaps not, Senator, but the establishment of scholar-
ships would certainly be a step in the right direction, and certainly
would seem to be indicated on the basis of the woeful under repre-
sentation of Negro physicians in the whole occupational picture.
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We turn to the question of hospitals, and we find a situation equally
bad, so far as the Negro communities in America are concerned.

I woulI like to, at this point, give an instance which, though not
statistical, is certainly impressive, anld indicative of what is necessary,
and of why we are in full accord with the provisions in this bill w which
provi(le further for the erection of hospitals, for auditions to hospitals,
for the building of medical center, and the like.

I once taught at a Negro school in the South, and during that time
a group of the young men from that school was en route to a football
game in lower Alabama. The car turned over anti one of the young
men broke his back. I came along a little later and reached the scene
of the accident, and we spent at least 8 hours going from small town
to small town without being able to find a single hospital which would
adnit this young man. There wasn't a hospital within 90 miles of

) the place where we were where a Negro could be admitted. In addi-
tion to that we couldn't even rent an ambulance anti had finally to
take the young man to Chattanooga, Tenn., in a hearse, and he lied
on the way.

I have seen with my own eyes, in New Orleans, a few years ago, in
a )rivately owned Catholic hospital, Negro patients sleeping, Negro
sick people sleeping three in a bed because that was the best facilities
that could be afforded, and there were many hundreds of others that
couldn't even get one-third of a bed to sleel in.

Senator ELLENDER. How long ago has that been?
Mr. DAVIS. That was before t ie erection of the present Flint-

Goodrich H-ospital.
Senator ELLENDER. What year was that, do you know?
Mr. DAVIS. It must have been about 1935.
I would like to point out in that connection that the Flint-Goodrich

Hospital, which is a model institution, erected by private funds,
during the first 3 or 4 months that it operated, its facilities had already
become overcrowded, and that already we have a situation in New
Orleans-and I don't want to imply that New Orleans is any worse
than other centers, it is not-

Senator ELLENDER (interposing). I think it is better-I know it is.
Mr. DAVIS. I would be inclined to agree with you.
Senator ELLENDER. I happen to have been a member of the legis-

lature of my State for 12 years before coming to the Senate, and I
know that since 1928 we have provided in our State for about 4,500
hospital beds. I can produce data for the record that shows that
although in the city of New Orleans the population of the Negro is
about 28 percent of the entire opulation, yet the number of Negroes
taken care of at the Charity Hospital greatly outnumbers the Whites
in comparison to the percentage of whites and Negroes in the city.

Now we have recently completed a new Charity Hospital, but prior
to this I myself have seen some of the conditions that you have just
described, three in a bed. And not only in the Negro section, but in
the white section also has that been true. We have been trying to
correct that condition right along, and I am certain that if you were
to go back now, or within the next 2 or 3 months, you would find an
appreciable difference. Today Louisiana is one of the States of the
Union that is forging ahead in that endeavor.

Mr. DAVIS. I am sure that that is correct, and I am sure that
Louisiana is certainly no worse, and perhaps in many instances I know
of much better, than many other States.
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I use this small specific instance simply to indicate what I know to
be a typical condition in most of the Southern communities, so far as
Negro hospital facilities are concerned. Certainly in many of the
smaller communities there are no hospital facilities of any character
for Negro patients.

Senator ELLENDER. Well, you mean of a private character?
Mr. DAVIs. Or a public.
Senator ELLENDER. Well, we do have in the State--
Mr. DAvis (interposing). I am not talking about the State, I said

many other smaller Southern communities, I didn't mean the State of
Louisiana. I am thinking, for example, of Montgomery, Ala., where
there is no hospital of any character, private or public, for Negro
patients, where the Negro ward that they did have in a general hos-
pital, maintained in part by the city, was closed for lack of funds and
has never been reopened.

These are some of the conditions, and of course we don't need to
stay in the South. Evidence has already been presented of what the
situation is in Washington, what it is in Chicago, and similar figures
could be given for New York, for Boston, and for other sections of the
country, where there simply do not exist anything like adequate
facilities for Negroes; where, although the situation with regard to the
poor white families is almost indescribably bad, the situation with
regard to Negroes is even worse.

Senator ELLENDER. Well,. when you consider the percentage of
population, generally speaking, as between whites and colored, in
the North and in the West, you will find that if you use that as a
yardstick, that the poor Negro people are taken care of about to the
same extent as are the white people.

Now I grant you that there may be some exceptions in some of
the real poor States of the South, such as Mississippi and Alabama
and maybe two or three others, but generally speaking, you will find
that in proportion to population and I speak now of personal knowl-
edge in Louisiana, I know that that condition does exist in Louisiana.
As a matter of fact, I pointed out to you a while ago, and I exhibited
in this record actual figures, that show a greater percentage in pro-
portion to population of Negroes are taken care of than are poor
whites.

Mr. DAVIS. Well, as I indicated before, I am not here attempting
to give the statistical data which our committee will present to you,
which will give the facts, and I am not prepared to controvert the
statement that you have made. I have every reason to believe that
you have spoken correctly.

However, certainly we must agree that the situation with regard
to the health of the Negro and with regard to the facilities for improv-
ing that health, is sufficiently grave to justify the need for a bill such
as this.

We have spoken, for example, to take one other example, of medical
centers.

We have in the District of Columbia one venereal disease clinic.
The venereal-disease rate for Negroes is far in excess of that for whites.
The actual number of cases needing treatment is disproportionately
higher for Negroes than for whites, and there exists only one clinic
where Negro patients may be treated 2 days a week. It is in the 500
.block of K Street. On Negro days you can go there any day and see
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as ninny as 150 people in line, and I am informed by the Health
Department that the average amount of treatment, the average time
for the treatment of each patient, is about 50 seconds, which indicates,
of course, very definitely that this is a rather primitive form of giving
medical care in so serious a disease as venereal diseases to patients.

Certainly here is the type of thing which would support the position
taken by Senator Wagner in introducing this bill.

I want to deal a moment or two with the question of the need for
supporting the health-insurance features of this proposed legislation.

Let's take a few simple examples of the Negro occupations and of
Negro pay to indicate the general conclusion that the Negro worker
throughout America, if employed at all, is underpaid, is in the lowest
economic bracket in our community, and in our country as a whole.

Two out of every three Negro women who work are domestic
workers. They receive no protection from legislation of the Social
Security Act, unemployment compensation, old-age insurance. They
receive no protection from Workmen's Compensation Acts, either on
a State or Federal scale. They are not protected by wages-and-hours
legislation. These constitute a large body of wage earners, more
than 2,000,000 of them, who earn wages as low as $1 and $1.50 a
week for 72 and 80 hours of work, who have no way to save for their
old age, no way to save for hospitalization during their periods of
sickness, and no way whatsoever to be assured that they will be able
to protect themselves during periods of ill health.

Certainly, such a group as this can't lay away any savings for
medical care, nor can they afford to purchase adequate medical care
for themselves.

This, to a large extent, accounts for the high death rate from heart
disease and from other types of things, that we find among Negro
women. It accounts for a higher death rate and a lower life expectancy
among Negro women than among Negro males, who themselves are
badly enough off.

If we go to other occupations we find the proverbial to be true,
that the Negro has the least security on the job, the lowest wage,
and is the most recent entrant into the industrial system of our
country. A disproportionately high number of them are still engaged
in agricultural pursuits which are not productive because of cotton
crises and other crises of other types, and they do not have a regular
income; and then in the rural areas, there is this type of situation: I
have frequently been in the plantation areas of Mississippi and
Alabama and in Texas, where, if a Negro sharecropper wants a
physician he has to pay a dollar a mile for that physician to come
from the nearest town, and frequently the nearest town is 8 or 10 or
20 miles away.

It is practically impossible for a sharecropper, whose total annual
earnings probably do not amount to what the cost of one doctor's fee
would be for one visit, to have anything like adequate medical care.
And moreover, it is also true that we find, as a result of this inacces-
sibility of hospitals, of physicians, of nurses, that 54 out of every 100
Negro children are born without the services of even so much as a
midwife. Certainly a larger percentage are born without the services
of a physician. It is for reasons. such as these that we feel that the
provisions for health insurance in the bill are particularly important.

896



ESTABLISH A NATIONAL HEALTH PROGRAM

Certainly a program of health education by itself, and we are all for
health education, we feel it means something, a program of health
education by itself, would not reach the hundreds of thousands of
Negro people who need to be reached, and whom, if they are not
reached, will create a situation among themselves which cannot help
but spread to the entire community, for there is no such thing as
segregating a tuberculosis germ or segregating other contagious dis-
eases. We just haven't found that type of thing.

Finally, I would like to suggest one amendment to the bill. Cer-
taily Federal aid is the only thing that can provide an adequate
national health program. The States are already debt burdened, they
are already, because of the low incomes, low tax revenues, finding it
difficult to maintain even their present social services. Therefore, 1
think it is obvious that this bill should be passed. But I think it
should be passed with safeguards written into it, to guarantee equit-
able apportionment of funds provided by the Federal Government,
covering all phases of this bill, the guaranty of an equitable apportion-
ment between the Negro and white people in those areas where
separate institutions are provided.

I would not attempt to suggest that there should be Federal control,
as contrasted with the right of State authorities to direct the expendi-
tures. I would only suggest that one of the specifications before a
State could qualify for receipt of these funds, should be the agree-
ment of the State equitably to provide for both the minority and
majority races within their'boundaries.

Precedent for that has been established in Senate bill 419 on
Federal education, a bill introduced by Senator Thomas, first intro-
duced by Mr. Justice Black, and I thik Senator Harrison, of Missis-
sippi, and both of those southern Senators were in agreement that
such a provision should be included in their bill, and agreed and
accepted these amendments.

For example, a typical one of the'so amendments which might form
at least a basis for devising an amendment of a similar character for
the present bill S. 1620, is to be found on page 10 o S. 419, introduced
in the Seventy-fifth Congress, third session, by Mr. Harrison and
Mr. Thomas, in which it points out that a State plait for improving
the preparation of teachers and other educational personnel must-
and these are the qualifications established by the Federal Govern-
ment which must be met by the States:

(c) In States where separate institutions are maintained for separate races,
provide for an equitable apportionment of such funds for the benefit of the
institutions maintained for separate races, without reduction of the proportion
of State and local moneys expended for the preparation of teachers and other
educational personnel for the schools maintained for minority races.

In other words, this provision says that when you have money given
by the Federal Government you have to allocate it on the basis of the
existing program of expenditures between the races, where separate
institutions are maintained. I think that this does apply, of course,
to the southern section of the country, where we have separate schools
and other separate institutions, but I think the acceptance of such
amendment would have a great deal of meaning for all of the South,
for both the Negro and white people of the South, for certainly it
seems true to us that there can be no improvement of the conditions.
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in the southern section of our country without a very careful and
conscious effort to see that that improvement is made equitably for
the Negro and white populations in that area.

Thank you.
(The report prepared by a technical committee of Negro physicians

and other data was fled with the committee.)
Senator ELLENDER. The committee will stand in recess, subject to

the call of the Chair.
(Whereupon, at 12 o'clock noon, an adjournment was taken,

subject to the call of the Chair.)
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THURSDAY JULY 13, 1939

UNITED STATES SENATE,
SUBCOMMITTEE OF THE COMMITTEE ON EDUCATION AND LABOR,

Washington, D. C.
The subcommittee met, pursuant to adjournment, at 10:30 o'clock

a. Im., in room 357, Senate Office Building, Senator James E. Murray
(chairman) presiding.

Present: Senators Murray (chairman), Ellender, and Davis.
Senator ELLENDER. The committee will be in order. Dr.

McCaughan?
Dr. MeCaughan, will you give your name in full and such other

descriptive matter as you desire to say about yourself for the Record?

STATEMENT OF DR. R. C. McCAUGHAN, EXECUTIVE SECRETARY,
AMERICAN OSTEOPATHIC ASSOCIATION

Dr. MCCAUOHAN. I am Dr. R. C. McCaughan, the executive
secretary of the American Osteopathic Association.

I should like to state at the outset that we are appreciative of the
invitation of this committee to appear at this hearing. The American
Osteopathic Association is a federation of State divisional societies of
osteopathic physicians and surgeons. The policies of the association
are shaped and determined by a house of delegates, apportioned
among the States and elected by the component State associations
which meets annually. At its recent convention, its forty-third, held
at Dallas last month, this bill, S. 1620, was considered and a resolution
of the house of delegates was adopted approving the objectives of the
bill.

I am glad of this opportunity to discuss with this committee the
need for amendment and extension of the health titles of the Social
Security Act. Section 2 of Senate bill 1620. revises and extends the
maternal- and child-welfare title of the act. It authorizes more money
and increases the scope of medical services to be supplied. I wish to
discuss the maternal- and child-welfare provisions in particular, but
what I have to say will be applicable in large part to the other sections
as well.

We have passed the half-way mark of the fourth year under the
Social Security Act. When that act was pending before the House
and Senate committees in 1935, a brief was filed on the part of the
American Osteopathic Association and incorporated in the hearings.
In that brief we expressed commendation for the objectives of the
legislation and we stated what we took to be the intent of Congress
with regard to the administration of the contemplated health programs,
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that legislation of medical importance applies foursquare to prac-
titioners of the healing art without discrimination or preference as
between recognized, regulated, and licensed systems of healing.
Throughout the formative stages of that legislation it was pointed out
again and again by the proponents of the measure that the health

ro rams would be largely dependent upon the cooperation of the
healing arts groups. That fact was so emphasized that Congress
wrote into the law the requirement that no State plan for maternal
and child welfare qualification under the act could be approved by
the Federal administrative agency the Chief of the Children's Bureau,
unless that plan should specifically provide, (I am reading from one
such provision of the law, Section 503 (a) (6)) "for cooperation with
medical, nursing, and welfare groups and organizations.' That pro-
vision applies to maternal and child health plans. A similar provision
applies to crippled children's plans. I call your attention to the fact
that these provisions calling for medical cooperation are parts of the
Federal act. The States are required to provide it.

Desiring to be as helpful as possible as an organization of physicians,
the American Osteopathic Association called on the officers of the
State societies of osteopathic physicians to familiarize themselves
with the provisions of the law and its aims and purposes, in order that
they might the more effectively cooperate in the State plans in suchmanner and to the extent indicated by the State health agencies,
which in the case of the maternal and child health plans was required
in the Federal act to be the State health officer. The American
Osteopathic Association offered its cooperation to the Children's
Bureau and the State osteopathic societies offered their cooperation
to the State health officers in effectuating the Social Security medical
programs of maternal and child welfare.

We felt that in requiring the States to show medical cooperation,
Congress had meant to include osteopathic cooperation within the
term "medical cooperation." We expected that under that provision
of the Federal law a State plan of maternal and child health or services
for crippled children would be required to contain provision for
osteopathic assistance and advice in the improvement and extension
of the pro er medical programs. With osteopathy licensed and prac-
ticed in al the States, and osteopathic physicians doing obstetrical,
pediatric, and orthopedic surgical work, we had a right to assume that
its cooperation and participation was included in the Federalprovision.

But within a few months after the law was enacted the Children's
Bureau sot up a general advisory committee on maternal and child
welfare with three additional subcommittees on maternal and child
health, crippled children, and child welfare services, on each of which
there were from 8 to 12 doctors of medicine and no osteopathic
representation on any of them. The Children's Bureau urged the
State agencies to set up State and local advisory committees, and
following the lead of the Children's Bureau, the States did set up such
committees without any consultation or representation of the osteo-
pathic profession.

Notwithstanding the fact that the Children's Bureau's maternal
and child welfare advisory committee have not at any time contained
osteopathic representation, and notwithstanding the fact that none
of the States included osteopathic representation on their advisory
committees, the American Osteopathic Association in the late fall of

900



ESTABLISH A NATIONAL HEALTH PROGRAM 901
1937 called a series of five regional conferences which were attended
by the officers of the various State osteopathic societies for the pur-
pose of receiving further instructions on the intent and meaning and
operation of the medical programs of the Social Security Act, Again
the State societies proffered their cooperation to the State a encies,
and requested to be advised on the contents of the State plans al-
ready in operation in the States, none of which plans contained any-
thing providing for the cooperation of the osteopathic group in any
State, although the plans for all the States were being approved
periodically by the Federal approving agencies and the Fe era money
furnished. In some instances the State plans were made available in
full. In other instances they were not. Those that were made
available demonstrated the extent of the Social Security programs of
medical service. The annual reports of the Federal Social Security
Board, which include summaries of the programs administered by
the Children's Bureau, also contain information on the medical
programs in the States in a general way.

The osteopathic profession is interested in the practical applica-
tion of the Social Security Act. Some evidence of that practical ap-
plication is contained in the State plans and in the Federal Social
Security Board reports. This national health bill proposes to magnify
and extend the programs already in operation. Y want to call your
attention very briefly and in a very limited way to the manner in
which the present programs, without the extension contemplated in
this bill, affect the practice and the standing of the osteopathic
doctor in his own community. "The past is prologue." Those words
are carved in the stone butments of the Federal Archives Building

The Children's Bureau advisory committee on maternal and chld
health services met at the Children's Bureau on December 16-17, 1935.
That committee consisted of a professor of biochemistry, 2 registered
nurses, 1 dentist, and 8 doctors of medicine; a total of 12 members.
In addition 4 members of the general advisory committee, all of whom
were doctors of medicine, sat with the maternal and child health com-
mittee meeting. From the report of that meeting, I quote:

It was the opinion of the committee that as far as possible the maternal and
child health work in any given area should be carried on by local qualified physi-
cians; and where such are not available, that other arrangements be made in local
maternal and child health centers. The committee also agreed that the medical
men taking part in this program should be paid for their services.

The report then says, and I quote:
The development of advisory committees for the purpose of facilitating coopera-

tion of the State health department with medical, nursing, and welfare groups
and organizations was discussed. It was the sense of the committee that the pur-
pose of this provision of the act could best be met by the formation of one or more
advisory committees on which there should be representatives of medical, nursing,
welfare, and other interests concerned.

I have already stated that osteopathic physicians were not then and
are not now represented on the Children's Bureau advisory commit-
tees, nor the States' advisory committees, and osteopathic advice and
services have not been utilized in the local maternal and child health
program.
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In the third annual report of the Social Security Board the Children's
Bureau states:

Some indication of the extent of maternal and child health services under the
State plans is shown by the following figures taken from reports of State health
officers for the calendar year of 1937: Medical service at prenatal and child health
conferences included 185,541 patients' visits for maternity service and 777,594
children's for child health service--more than 12,500 midwives were under in-
struction and nearly 10,000 midwives' classes were held.

In a few selected areas the plans provide complete medical and nursing service,
for those unable to purchase such service, during the prenatal delivery, and post-
partum periods. The funds now available do not permit Further extension of
strictly medical services for the large number of mothers and children unable to
procure such care.

Postgraduate courses of obstetrics and pediatrics arranged by the State health
agencies in cooperation with State medical societies have been attended by thou-
sands of local practicing physicians.

In the second annual report of the Social Security Board the Chil
dren's Bureau had already stated:

Most of the States have provided for staff-training programs, stipends for
nurses and physicians to enable them to obtain specialized maternal and child
health and public health training, and, in some States, training centers in local
areas. Brief courses of lectures and demonstrations In obstetrics and pediatrics
for physicians in active practice in rural areas and in the smaller cities have been
arranged in cooperation with State and local medical societies.

In its 1938 Report to the Secretary of Labor, the Children's Bureau-
said:

Postgraduate lecture courses in obstetrics for local practicing physicians were
held in 316 centers in 32 States and were attended by more than 8,000 physicians.
Post-graduate lecture courses in pediatrics were attended by more than 6 000
physicians in 234 centers in 20 States. Incomplete reports from 38 States sihow
that in the fiscal year 1938, 274 public health nurses were granted stipends for
further training from Children's Bureau funds.

Although the osteopathic profession in the States is engaged in
obstetrics and pediatrics, in no case has the cooperation of any
State osteopathic society been sought in making any such post-
graduate training available to osteopathic physicians. Now, we do
not claim that either the State or the Federal Government is obli-
gated to furnish osteopathic physicians post-graduate courses in
obstetrics or pediatrics, but we do assert that if the Federal Social
Security Act contemplates the improvement of professional services
to mothers and children by providing for post-graduate courses, to
physicians doing obstetrics and pediatrics, such as is being (lone, it
aborts the aims and purpose and dilutes the effectiveness of the act
to restrict that service and instruction to doctors of medicine only,
when osteopathic physicians are likewise licensed and practicing
obstetrics and pediatrics in the States.

Osteopathic physicians are not even permitted to attend the
refresher courses which are arranged for the doctors of medicine,
excepting one or two cases. In the State of Washington the State
department of health consulted the State medical association and the
State medical association agreed that osteopathic physicians might,
sit in on the courses arranged for the doctors of medicine in that
State.

The same procedure was followed in Missouri, but with different
results. The State Medical Association in that State called on the.
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State health officer in the name of "Aesculapius and Hippocrates" "not
to look for guidance, education, help, or relief in matters pertaining
to health and disease except to doctors of medicine," and requested
him not to permit osteopathic participation in the maternal and
child-health program. The question whether osteopathic physicians
should be allowed to sit in on the refresher courses arranged for Mis-
souri doctors of medicine was actually submitted to the State attor-
ney general of Missouri and the final reply was made by an assistant
attorney general under (late of February 26, 1938, addressed to the
State health officer, in which he says, in part, as follows:

On March 31, 1937, Dr. Gove, director of medical licensure department, State
board of health, requested an opinion from this office as to whether o riot the
refresher courses should be restricted to regular practitioners of medicine.

On April 2, 1937, I replied to said letter and declined, on behalf of the Depart-
ment, to give him an opinion concerning same. My reason for doing so was that
I had been informed that this project., *hich was financed by Federal funds, had
the approval of the Federal Government. Therefore, I thought it a question for
the Federal Government rather than for this department.

It is that conception of the State attorney general that I wish be-
yond everything else to impress upon you gentlemen today. It is
not enough that the Federal act does not specifically prohibit osteo-
pathic cooperation and participation in the medical programs in-
volved under the Social Security Act. The fact that osteopathy has
not been mentioned as included in the Federal act has been sufficient
to raise a doubt in the minds of the administrative officials concerned
with carrying out the act, and as I have pointed out and will further
show, that doubt has been resolved against permitting osteopathic
cooperation and participation.

I have mentioned that there is no osteopathic representation on the
Children's Bureau Advisory Committee, and that the States but
followed the lead of the Cilren's Bureau in denying osteopathic
representation on the State advisory committee. The States are not
any less likely to follow the recommendations of the Federal advisory
committee, sponsored as they are by the Federal administrative
agency, the Children's Bureau. I call your attention to some of
those recommendatoins.

At its meeting on December 2-4, 1938, the Children's Bureau
Advisory Committee on Maternal and Child Health Services reported
that:

The committee recommends that local practicing physicians paid from maternal
and child-hcalth funds for services fi child-hicalt h or maternity clinics or con-
ferences, shall be graduates of medical schools approved by the council on medical
education and hospitals of the American Medical Association.

The osteopathic colleges are approved and accredited by the
American Osteopathic Association, not by the American Medical
Association, and that recommendation I just read if followed in the
States will disqualify participation by any osteopathic physician.

Consider tlat recommendation in connection with recommendations
made by the same committee at a meeting at the Children's Bureau on
April 7"'and 8 1937. At that meeting the Federal advisory committee
saw the need for a further extension of maternal and child-health
services, a preview of the program contemplated under S. 1020. The
committee requested the extension in two directions, first, increased
and improved maternity care and care of the newborn. According
to the report, the first direction would involve, I quote-
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more adequate provision for (a) care in the home at delivery and during the ante-
natal and postnatal periods by qualified physicians aided by a Public Health nurse
trained and experienced in maternal care; (b) delivery care in approved or ac-
ceptable hospitals; (c) consultation service by obstetricians and pediatricians to
aid general practitioners in their care of mothers and Infants.

The report then states:
In the development of such an extended program the right of the patient to

select her own physician should be preserved.

In view of the committee's recommendation that only graduates
of American Medical Association approved schools should be per-
mitted to participate, that right of choice of physician means choice
among participating doctors of medicine and no others.

With regard to the second direction for extension of maternal- and
child-health services-that is, a program of training in these fields for
physicians and nurses-the committee stated as its opinion-

That a center or centers of postgraduate education should be established to
teach urban and rural practitioners of medicine and nurses the fundamental
principles of complete maternal and infant care. Having accepted the principle
of providing short intramural courses in obstetrics and the care of the new-born
infant for general practitioners, the committee recommends (a) that such training
positions carry maintenance and necessary traveling expenses; (b) that intramuralpostgraduate instruction be a special assignment of members of the teachingstaffs of medical schools.

The health program of the Social Security Act is a Federal program
implemented in the States under State plans which have the approval
of Federal administrative authorities. But because it is a Federal
program, it is natural and 1 have demonstrated that it is a fact, that
the State authorities look to the Federal authorities for guidance. It
is now proposed to magnify and extend that medical program. I have
tried to point out the necessity for definite inclusion of the osteo-
pathic profession in the Federal act in order that the difficulties already
incurred in that regard may not be magnified in proportion to the
extension of services authorized under the national health bill,
S. 1620.

Tite maternal- and child-health section of the present act states its
purpose to be "to extend and improve services for promoting the
ealth of mothers and children, especially in rural areas and in areas

suffering from severe economic, distress.' As amended by this bill
the purpose of the section is amplified expressly to comprise supplies
and facilities and "medical care during maternity and infancy, in-
eluding medical, surgical, and other related services, and care in the
home or institution, and facilities for diagnosis, hospitalization, and
aftercare," and "the training of personnel," quite complete, I should
say. The bill provides medical care for children during infancy under
the amended section 501 and through childhood through the amended
section 511. In neither section is there a requirement that the
recipient shall be "needy." We ask that such a requirement be
inserted in both sections and have prepared and will offer amendments
to that effect.

In making allotments to the States for maternal and child-health
services and for medical services for children and services for crippled
and physically handicapped children, the Children's Bureau is re-
quired (on pp. 3 and 10) to take into consideration certain specified
factors, which include the total number of births, the child popula-
tion, the number of mothers and children in need, the financial.
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resources of tie State, the special problems of maternal and child
health and medical care of children. It may be that the quantity
and quality of medical care available is intended to be included in
the factor of special problems. We think, however, that that is an
item of sufficient importance to warrant its specific inclusion, thereby
bringing it out in the open as a matter of concern to the Federal
administrative authority, and dealing with it accordingly. We have
prepared and will offer amendments to that effect, which amendments
also provide, in connection with the inclusion of quality of medical
care as a factor that any rules and regulations prescribed by the
Federal agency shall provide that licensed practitioners of osteopathy
shall be eligibre to render the medical services referred to within the
scope of their practice as defined by State law.

Senator ELLENDE. Dr. McCaughan, would you have that placed
in the Federal statute and make it obligatory on the States to (10 that?

Dr. MCCAUGHAN. That they shall make them "eligible." The
next sentence explains that. There is no compulsion involved in that.

Senator ELLENDER. The thing that we have been trying to accom-
plish in this bill is to make it absolutely certain that the Federal Gov-
ernment will in no wise interfere with the States, or any subdivisions
of the States, or in fact dictate to them with respect to their respec-
tive health problems.

Dr. MCCAUGHAN. If I might comment-I cover it a little later-
but I should say that we have attempted to show it already, and
other speakers will attempt to show, that that very intent of Congress
has been aborted by the failure to include the typo of amendment
which we would like to submit to you.

Senator ELLENDER. W ell, isn't tlds language broader than that in
the other bill?

Dr. MCCAUGHAN. Wo think it is very much more definitive and
very much clearer, and gives to the State the right a good deal better
than it does under the present suggestion, and l)revents nisunlder-
standing and misinterpretation of the law. I think I do cover it as
I carry on, and others will touch on the same thing.

Senator ELLENDErt. All right, you may proceed.
Dr. MCCAUOHAN. There is no compulsion involved in that, but

neither is there tiny further room for doubt about Federal intention
and authority for osteopathic participation. That would prevent
the respective Federal administrative agencies from expousing,
directly or indirectly, any Federal policy, advisory or otherwise,
which would interfere with participation by the osteopatlio profession
in the social-seourity medical program in the States within the scope
of osteopathic practice as defined by State law.

Senator ELLENDER. What is there in the bill to prevent the State
plan from incorporating your profession?

Dr. MCCAUGHAN. The bill as it is proposed now?
Senator ELLENDER. Yes.
Dr. MCCAUGHAN. We think it would perpetuate the situation from

which we quoted one example in Missouri where the misinterpretation
of the ideas in the--

Senator ELLENDER (interposing). I thought that the present bill
made it more definite as you yourself said, and the language is broader,
and certainly if a State had the authority or desired, I may say, to
include osteopaths, they could do so.
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Dr. MCCAUGHAN. That is true if the State does not misunderstand.
The attorney general in the State of Missouri misunderstood. He is
one example of many.

Senator ELLENDER. That brings up this question: Is it not true
that your. profession, that is the members of your profession, had
quite a lot of difficulty in getting recognized in many of the States?

Dr. MCCAUGHAN. In days gone by, that is true; yes.
Senator ELLENDER. That is what I am talking about. It strikes

me that the thing that you ought to do is to fight your battles back
home and not here. I think the trouble really lies in the various
States where you practice. If the State plan incorporated the use of
your services, certainly the Government could not and would not
object to it, and I really believe just offhand that your difficulty lies
back home.

Dr. MCCAUOHAN. Our intent was to provide that the bill should be
unmistakable in its language that what y'ou have just said was your
intent, and future speakers will try to give you evidence that it has
been misunderstood and misinterpreted.

Senator ELLENDER. If you desire that- tile bill define what is
meant by "medical care" and who should do it-

Dr. MCCAUGHAN (interposing). The bill does.
Senator ELLENDER. Beyond that I do not know what we could do

unless you would put compulsory language in the measure, that is
what we are trying to avoid. "

Dr. MCCAUOHAN. We put it in the language of specific permission.
Senator MURRAY. Have you prepared a proposedamendment?
Dr. MCCAUGHAN. We have several amendments that I expect to

submit to you at the end of this presentation and after the other
speakers.

I wish now to direct your attention to certain of the requirements
which this bill provides must be met in the various State plafis in
order to obtain Federal approval and subvention. Under the ma-
ternal and child-health section on page 4 as well as others, tile State
plans are required to provide "methods of establishing and main-
taining standards of medical and institutional care, andi of renmner-
ation for such care." In arriving at those methods the State agency
is required to consult with professional advisory committees, estab-
lished by the State agency. The Federal agency, however, reserves
the right to decide whether the methods adopted by the State agency
are sufficient for the efficient operation of the plan. We have pre-
pared and will submit an amendment to that requirement, to tile
effect that State plans establishing methods for standards of medical
care shall recognize and prescribe that licensed practitioners of oste-
opathy shall be eligible to render tile medical care included in the
State plan within the scope of their practice as defined by State law.
Again there is no compulsion in that. Again, also, there can be no
further room for doubt regarding Federal intention and authority for
osteopathic participation.

The bill also requires the State plans for maternal and child health
as well as those for other services, to provide for State advisory coun-
cils composed of members of tie professions and agencies that furnish
services under the State plans, and other persons informed on the
need for provision of the services involved tinder the State plans.
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It is important that all professions of the healing art which are legal-
ized in a State and furnishing services under a State plan should have
a place on the advisory council. If the advisory councils are to be
consulted as required by this bill on questions involving standards of
healing arts services and other matters involving such services, it is
merely following after the democratic way to guarantee a voice to all
the professions involved. We have prepared and will submit amend-
ments to that effect.

The maternal and child-health section, as well as other sections,
provide for the establishment of a Federal advisory council to be
composed of the members of the professions and agencies which are
concerned with the provision of the service contemplated under the
respective titles. Some States license more healing arts professions
than do others. There are some professions that are licensed only in
a few States. We are not prepared to say whether all the healing-arts
professions that may be licensed in one or a few jurisdictions have
such an interest nationally or are in a position to contribute nationally,
as to entitle them to representation on the Federal advisory councils.
We have no hesitancy, however, in asserting that ainy healing-arts
profession that is recognized, regulated, licensed, and practiced in
each and every State of the United States, such as is the profession of
osteo athy, and which is concerned with and engaged in maternal
and ctild-hea Ith services, maternity care and care of infants medical
care for children and services for crippled and other physically handi-
capped children in need of such care, and public health'work, and the
construction and operation of hospitals and health centers, and the
furnishing of medical care to those unable to provide adequate medical
care such as is the osteopathic profession, in each and every State of
the United States, are entitled to assurance under the law that the
Federal administrative agencies shall grant that profession representa-
tion on the respective Federal advisory councils. We have prepared
and will submit an amendment to that effect.

I wish now to direct your attention to title XI of the Social Security
Act, as amended by section 5, page 46 of this bill, which includes
the definitions generally applicable throughout the act. We have
prepared an amendment defining the term "medical services" to
include the services of osteopathic practitioners within the scope
of their practice as defined by State law. There is no compulsion in
that. Neither is there any further room for doubt of the Federal
intention and authority for osteopathic participation.

Senator ELLENDER. That is the point that I was emphasizing to
you a while ago, that if you could include in your definition of "medical
care" or whatever term is used, in your profession, that to my way
of thinking, would not be objectionable.

Dr. MCCAUOHAN. I think we offer one that is very definitely along
that line to which you would not take exception from what you say.

Senator ELLENDER. Along those lines, I could not see any objection
to it, provided, of course, that it would come within the scope of the
State plans.

Dr. MCCAUOHAN. That amendment says that.
Senator ELLENDER. And in that definition, I believe if you had it

defined so as to make it specific that a State could not say that it was
not intended, then I believe that you would be entirely protected.

144809-3--pt. 8-17
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Dr. MCCAUGHAN. I think that is true, and that is exactly what these
amendments refer to.

I desire to file the amendments which I have referred to. It will
be found that they are consistent with resolutions adopted by a
number of the State osteopathic societies regarding this bill which
were mailed directly to tlus committee- and the author of the bill,
Senator Wagner. Replying to some of the State societies I am
informed that Senator Wagner suggested that the matter of osteo-
pathic participation and recognition under the medical programs
contemplated by the bill were matters soley for determination by the
States, and further observed that there is nothing in this bill which
will interfere with the State practice acts. I should like to reiterate
the fact that this is essentially a Federal program and the State looks
to the Federal Government for guidance. The bill expressly provides
guidance requirements which must be followed by the States.

In view of the fact that there is doubt among State administrators
as I have demonstrated, as to whether osteopathic cooperation and
participation is contemplated and authorized under the provisions
of the Federal Act regarding medical programs, we ask Congress
expressly to resolve that doubt by amending the bill making it clearly
evident that such cooperation and participation is considered by the
Federal Government to be a necessary and integral part of the medical
programs involved.

Senator ELLENDER. If we use such language to carry that thought
out, it is bound to come within the category of compulsion, is it not?

Dr. MCCAUUHAN. You said to them that they must show coopera-
tion with medical societies and organizations. That is already in
the Social Security Act. That was ignored in the State, as we have
shown. We would like to have this bill amended so that it will be
understood that under "Aedical organizations" as you require, the
osteopathic organizations are to be considered on these advisory com-
mittees. That is evidently what you intended, but it was not so
interpreted. That is what you have said and what every member
that we have talked with has said.

Regarding Senator Wagner's suggestion that the bill does not
interfere with State practice acts, I would say that it is small consola-
tion to an osteophatic physician to know that while his State license
remains inviolable, his piactice is diverted away from him by sub-
sidies to his competitors. If the needy or the medically indigent are
to be furnished medical services under systems and devices subsidized
by Federal funds and other Federal assistance, which operate under
practices and policies such as I have already evidenced to you that
deny the cooperation and participation of osteopathic physicans and
employ only those of doctors of medicine, that is an unfair preference,
yet not a violation of State practice acts. It is, however, a deprivation
that is the direct result of a program sponsored by the Federal Govern-
ment and partially financed by it.

We respectfully submit that the Federal Government has a re-
sponsibility on that account, which cannot be shunted to the 8t3.tes.
A responsibility, if you please, to the osteopathic profession as citizens
of the United States, to make it clear that the eligibility of osteo-
pathic physicians to participate in all the medical programs assisted
under the provisions of this act directly or indirectly must be provided
and preserved. We think the people* that prefer medical services by
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an osteopathic physician, if they are in need and are to be aided in
procuring medical services, ought to be protected and allowed to have
osteopathic care as a part of the services provided. There is a great
prejudice which is attached to the fact that a Federal program, im-
plemented by the States or not, offers assistance to procure medical
services from a certain brand of physician but refuses such assistance
in case the physician is osteopathic. Under State law we are licensed
to practice and we have equality of opportunity in obtaining the
patronage of the people. TIis Federal program has been used to
offer inducements to the people to prefer other types of physicians
and to refuse osteopathic physicians.

That is why we say it is up to the Federal Government to restore
that equality of opportunity, and preserve it in all programs which
are sponsored or assisted by the Federal Government. That is the
object of the amendments which we suggest should be incorporated
in this bill, which I submit for your consideration. That is the object
of a resolution regarding this i11 which was adopted by the house of
delegates of the American Osteopathic Association at its forty-third
annual convention held in Dallas, Tex., June 26-30, 1939, and which
I should like to submit for the record.

Thank you for your consideration.fThe resolution and proposed amendments referred to are as
follows:)

RESOLUTION

Whereas the national health bill, S. 1620, authorizes increased Federal subsidies
to the States to support the furnishing of a broader scope of medical care under the
maternal and ohild welfare and public health titles of the Social Security Act; and

Whereas said bill authorizes Federal subsidies to the States for building and
maintenance of public hospitals and health centers, and for State systems of pro-
viding medical care generally (including compulsory health insurance systems),
and for State systems of temporary disability compensation; and

Whereas said bill requires that the States shall submit plans for furnishing the
medical and institutional care involved under the titles thereof in the respective
States, and requires that said plans shall provide such methods for establishing
and maintaining standards of the medical and institutional care and of remuner-
ation for such care, as the respective Federal administrative agencies shall consider
necessary for the efficient operation of such plans; and

Whereas said bill requires that the respective State plans shall provide for
State and professional advisory councils to advise with the State agencies on mat-
ters relating to the establishment and maintenance of standards for medical and
institutional care and the remuneration therefor, and authorizes the Federal
administrative agencies to set up Federal advisory councils composed of repre-
entatives of the professions concerned with rendering medical care under the

respective titles; and
Whereas the osteopathic profession, legally recognized, licensed and practiced

in all the States is concerned with the promotion of maternal and child health,
maternity care and care of infants, medical care for children and services for
crippled and other physically handicapped children in need of such care and public
health work, and ti construction and operation of hospitals and health centers
and the furnishing of medical care to those unable to provide adequate medical
care; and

Whereas said bill contains no provision safeguarding the right of representation
of the osteopathic profession on said State and Federal advisory councils, although
said profession is legalized and concerned with the provision of the medical care
Involved in the respective titles in all the States; and

Whereas said bill contains no provision safeguarding to the recipient of the
medical services involved tho 'ight to choice from among available practitioners
of the healing arts legally licensed to practice in the State in which he resides,
including the services of practitioners of osteopathy; and

Whereas said bill contains no safeguards against prescription of standards
under State plans which shall impose qualifications in addition to State licensure.
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for participation in rendering the medical services involved, and which shall
discriminate between recognized schools of practice of the healing art: Now there-
fore be it

Resolved, That the house of delegates of the American Osteopathic Association,
representing the State osteopathic societies of the respective States in forty-
third annual convention assembled at Dallas, Tex., this 29th day of dune, 1939,
hereby does petition and memorialize the Congress of the UnitedStates that the
aims and purposes of the national health bill, S. 1620, now pending before
Congress, require that said bill be revised and amended to expressly safeguard
freedom of choice of phslicilan and school of practice to persons entitled to the
medical care to be provided, and to expressly provide for osteopathic represen-
tation on any Federal and dtate advisory councils which may be involved, and
expressly safeguard the right of osteopathic physicians to participate in the
provision of medical care to beneficiaries entitled thereto under the provisions of
State plans within the scope of their practice as defined by State law; and be it
further

Resolved, That copies of this resolution be transmitted to the Senate and
House of Representatives of the United States Congress.

AMEnIcAN OSTEOPATHIC ASSOCIATIOr,
R. C. MCCAUoIIAN D 0.,

executive Secretary.

PROPOSED AMENDMENTS TO S. 1620

Pages 2, line 9 8, line 15; after the word "of", insert "needy".
Pages 3, line 1d, after the word "health"; 10, line 10, after the word "children";

18, line 9: and 30, line 2, after the word problems", add the words "including
the quantity and quality of medical care available: Provided, That any rules and
regulations which may be prescribed by the (Federal Administrative Agency)
shall provide that licensed practitioners of osteopathy shall b eligible to render
the medical services herein referred to within the scope of their practice as de-
fined by State law."

Pages 4, line 20; 12, line 8; 19, line 14; 37, line 4, after the word "establish";and 41, line 26, after the word "basia", add "Provided, That such methods of estab-

lishing standards of medical care shall recognize and prescribe that licensed
practitioners of osteopathy shall be eligible to render the medical care included in
said State plan within the scope of their practice as defined by State law."

Pages 4, line 22; 12, line 10; 19, line 16; 28, line 25; and 37, line 0, strike out the
word "professions", and insert in lieu thereof the words "various legalized pro-
fessions of the healing art."

Pages 7, line 19; 15, line 16; 22, line 22; 33, line 4; and 40, line 10, strike out
the word 'professions", and insert in lieu thereof the words "various professions
of the healing art which are legalized in all the States."

Page 47, after line 10 insert a new subsection (b) and re-letter the succeeding
subsections, subsection (6) to read as follows: "(b) Subsection (a) of section 1101
of the Social Security Act is amended by adding a new clause 7, as follows: (7)
the term 'medical services' means the services of the legalized professions of the
healing art within the scope of their practice as defined by State law."

AMBRICAN OSTEOPATIuic AsSOCIATION,
R. C. McCAuGJIvA, D. 0., &cretary.

Senator MURRAY. Dr. Edward A. Ward will be the next witness.

Dr. Ward, will you state your name and whom you represent?

STATEMENT OF EDWARD A. WARD, D. 0., SAGINAW, MIOH.

Dr. WARD. My name is Edward A. Ward, Saginaw, Mich., and
my connection with this study is shown in this prepared statement.

Senator MURRAY. You may proceed and follow your statement if
you so desire.

Dr. WARD. It WaS my privilege to head the department of public
affairs of the American Osteopathio Association, including the bureau
of public health and education, from 1930 to 1936, the period during
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which economic despondency and desperation in this country reached
its depths and the Social Security Act was conceived and born. Dur-
ing 1938 I was chairman of the association's committee to study
health insurance, and I am here to discuss this bill chiefly in relation
to that project.

In my opinion title XIII as it appears in this bill is a direct design
for the establishment of health-insurance systems in the various
States. I have read reports that such is not the case. I shall begin
by relating to the committee a few of the reasons which have per-
suaded and determined the policy of the organized osteopathic pro-
fession in regard to this feature of the bill, based on its inclusion of
health-insurance promotion. The history of the bill is to us conclusive.

In the early part of June 1934 the President informed Congress of
the desirability of legislation furthering the security of the citizen and
his family through social insurance, and a few week later the Pres-ident establshed by Executive order a Committee on Economic
Security to study the problems of economic security of individuals
and report to him. Within 3 months after its establishment, that com-
mittee published a preliminary report rating illness as an important
hazard to economic security, and a progress report issued in October
1934, by the committee's executive director, pointed out that its
studies of health insurance was causing considerable ferment among
the doctors. He said a number of medical societies had expressed
concern because the committee was ignoring the medical profession.
To quiet these complaints, according to the report, the committee
formed a Medical Advisory Committee to receive the views of the
medical profession regarding health insurance. I should like to men-
tion at this time that no representative of the osteopathic profession
was invited to membership on that committee.

Speaking at a national conference on economic security in Wash-
ington during November 1934, President Roosevelt snid Liq intended
to recommend the enactment of unemployment legislation to the next
Congress; then referring to health insurance, lie said:

There is also the problem of economic loss due to sickness-a very serious
matter for many families with or without incomes, and therefore, an unfair burden
upon the medical profession. Whether we come to this form of insurance soon
or later on, I am confident that we can devise a system which will enhance and
not hinder the remarkable progress which has been made and is being made In
the practice of the professions of medicine and surgery in the United States.

In making the report to the President, January 15 1035, the
Committee on Economic Security said, among other things, with
respect to the problem of enabling self-supporting families of small
and moderate means to budget against the cost of medical services
needed, that the nature of. the problem and the nature of the risks
involved called for application of the insurance principle to replace
the variable and uncertain costs but, said the committee more time
is necessary to study the problem. The committee dia, however,
indicate certain broad principles which it considered fundamental to
the design of a sound plan of health insurance. I desire to call to
your attention two or three of those principles. Said the committee:

In the administration of the services (that is, health and medical services to
the insured population and their families) the medical professions should be
accorded responsibility for the control of professional personnel and procedures
and for the maintenance and improvement of the quality of service; practitioners
should have broad freedom to engage in insurance practice, to accept or reject
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patients, ard to choose the procedure of remuncratio, for their services; in-sured
ptr-, In-j ould have frcdom to choose thcir ph'-ziciar.s aT.d intitltio:., arid tLe
ii r race plan shall recognize the conttinuance of the private practice of medicine
and of the allied profesiovs.

The adniini_-tration of health and inedical scrvies should be dcig,ed on a
State-wvi 1e basis, u,dcr a Federal law of a pcwrziive character.

'I'Le ro!e of th e Fedcral Government is cor,ccived to be principally, (a) to
establish minimum standards for Lcalth--ijiurance practice, anrd h) to provide
sn'Ihdies, grant-:, or other fir,aicial aids or i n.entives to Statei N which midcrtake
the devdonicint of hcalth-in inrance sy-tcmin which me, t the Fedc ral standards.

Two days later, on Janiary 17, 1935, the first draft of the Economic
Security Act, as it was thei called, was introduced in the House of
Representatives, containing a provision directing the Social Insurance
Board, which came to be known as the Social Secufity Board, to study
and make recommendations
a3 to the moA cilcctive intLod of providing economic security throu-ch social
insurance, And as to legi-latioi w.d matters of adnnir,itrative policy (,n,?rinz,g
old-age irsurance, uren lploy trt t compi actionon, ac(idcent comlnpc-natin,), he-.lth
insurance and related subjects.

Considerable significance was attached to the fact, however, that
the language of that section as it appeared in the reported print of
the bill, and as it became a law, was Intact with the notable exception
that the subject of health insurance, as a required subject of study and
investigation by the Board, had been deleted. Nevertheless, the fact
that the Board was directed to study subjects related to those that
had been retained, was interpreted by- the Board to include the duty
of investigating health insurance, and to that end a special Division
on Health Studies was established in the research department of the
Board.

Soon after the Social Security Act became a law, the President
appointed in the summer of 1935 an Interdepartmental Committee
to Coordinate Health and Welfare Activities. That committee set
up a Technical Committee on Medical Care, which in February 193S,
brought in such a graphic report, of the need for a national'health
program that the President suggested the calling of a National Health
Conference.

Such a National Health Conference was called by the Interdepart-
mental Committee to mcet in Washington in .July 1938, and the Ameri-
can Osteopathic Association was invited to send a delegate. I was
privileged to be the osteopathic delegate in attendance, and I would
like to say again how much the American Osteopathic Association
appreciated Miss Roche's invitation to take part in the deliberations
of that conference. The Technical Committee on Medical Care
submitted recommendations to the conference which furnished time
subject-matter of the conference. I call your attention to the fact
that one of those recommendations was for Federal grants-in-aid to
the States for the costs of a more general medical care program. It
proposed that the States have the option of implenienting such a
program either by a system of public medical services afforded by
general taxation or by'a system of health insurance contribution*.. '

Title XIII of the national health bill authorizes assistance to the
States to extend and improve medical care, including all services and
supplies necessamv for the plrevention, diagnosis, and treatment of
disability. It does not limit Federal assistance to State plans which
serve merely the indigent or the low-income groups. It would pro-
vide Federal assistance for State programs implementing medical care
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to tile entire popular tion of tile State, whether tile State system be
supported by general taxation or a system of health insurance con-
tributions, or otherwise, so long as the program is State-wide and the
State bears part of the cost and meets certain other standards set up
in the Federal act. Practically speaking, there is nothing incon-
sistent between the recommendations of the Technical Committee on
Medical Care and title XIII of this act. This act provides that tile
States must set up methods of administration such as the Social
Security Board considers "necessary for the efficient operation of the
plan." The Social Security Board would be recreant i its duty if it
did not advise and encourage the States to set up plans which would
accomplish the desired results in the best and most efficient manner.
The contention of the technical committee is that the best method for
implementing the medical care involved is by health insurance. The
Chairman of the Social Security Board was a member of the President's
Interdepartmental Committep which espoused the recommendations
of the Technical Committee on Medical Care regarding health insur-
ance as tile most desirable means, and the chief of the Division of
Health Studies of the Board, Dr. I. S. Falk, perhaps the foremost
exponent of health insurance in the country, was a member of the
technical committee that made the recommendation.

Now, gentlemen, there may be room for difference of opinion on theimport and purport of title X111 as contained in this bill, but so far
as we are concerned there is no doubt in our minds, that title XIII is a
design for establishing health insurance systems in every State.

Senator ELLENDER. Dr. Warq, do you suggest language to the
committee that would negative your apprehension of that?

Dr. WARD. Understand, the statement is not a criticism, it is an
observation.

Senator ELLENDER. I understand-but are you in favor, then, of
health insurance?

Dr. WARD. We are not adverse to health insurance if it is properly
directed and if the patient is given free choice of physician and our
institutions are properlyrecognized.

Senator ELLENDER. You are not saying that, then, in criticism?
Dr. WARD. Not in criticism.
Senator ELLENDER. Very well.
Dr. WARD. We think the history of the provision definitely points

in that direction and we find nothing in the act to the contrary.
That is why it is so important to the osteopathic profession throughout
these United States that this Federal design shall include in the pat-
tern which it prescribes clear and unequivocal provisions safeguarding
to the people their freedom of choice of physician, and safeguarding
to the physicians their right to participate or not in the program.

In making its report tie Technical Committee on Medical Care for
the Interdepartmental Committee made the statement that-
the insurance procedure is entirely compatible with freedom of all practitioners
to participate in the plan, and with free choice of physician by the patient, and
with wide latitude left to the physicians as to the method of their remuneration.

Section 1303 of the act as provided in this bill would require State
plans to set up methods of establishing and maintaining standards of
medical and institutional care and of remuneration for such care.

If, as the technical committee says even the insurance procedure is
entirely compatible with freedom of all practitioners to participate
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in the plan and with free choice of physician by the patient, then why
not make that a cardinal principle and requirement for embodiment in
all State plans that bid for the approval of and receive the aid from
the Federal Government. Dr. Ialk, of the technical committee in
his book on Security Against Sickness, makes the statement tiaat
refusing a doctor admission to the panel of participating physicians is
equivalent to depriving him of his livelihood. We are a minority
school of medicine, but we are licensed and practicing in all the States
and the people have a right to our services, and we have a right to
furnish our services, as individual patients and individual physi-
cians. We want those rights preserved in any system or super-
structure that may be erected whereby the Government establishes
or aids in the establishment of means implementing medical care.

The bill requires that the State health agency shall be the adminis-
trative agency for State plans under title XIII. That means the
State health officer. We have no quarrel with that, but we do desire in
that connection to call your attention to certain conditions already
existing under the Social Security Act due to the actions of State
health officers as Social Security administrators.

In June 1935 in anticipation of the passage of the Social Security
Act making available allotments by the Public Health Service to
State health officers for the training of public-health personnel in
the States, a conference of State and Territorial health officers met
with the Surgeon General and made certain recommendations to
themselves regarding the basic educational requirements which
should be exacted for the positions of local health officers. Among
those basic qualifications, leading all the others, was the requirement
of the degree of doctor of medicine. All the others could be met by
osteopathic physicians, but the requirement of the degree of M. D.
as the sine qua non of qualifications was tantamount to disqualifying
all osteopathic physicians as trainees, inasmuch as such physicians
have the degree of doctor of osteopathy in the place of the degree of
doctor of medicine.

Now, there are many osteopathic physicians serving as city health
officers and county health officers, and there are a number of osteo-
pathic physicians who are members of State, county, and city boards
of health. As a matter of fact, some States require that an osteo-
pathic physician shall be a member of the State board of health.
Although we recited those facts to the Surgeon General and to the
conference of State and Territorial health officers, and requested
them to remove the disqualification of osteopathic physicians, the
recommendation persists in its original form. As a result, not a
single osteopathic physician serving as a health officer or desiring
an appointment as health officer has been appointed as a trainee to
receive the public health instruction, the funds for which are pro-
vided by the Federal Government under the Social Security Act.

1 addressed a communication which was brought to the attention
of the Surgeon General in April 1936, in which I pointed out tlt the
Attorney General of my own State of Michigan had specifically ruled
that osteopathic physicians in Mich igan meet the requirement of
"well-educated physician" set out in the State law as prerequisite to
appointment as health officers. A number of attorneys general and
even the courts in some States have held the same thing. The Surgeon
General's reply was that it was not the Public Health Service that
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made the recommendation, but rather the conference of State and
Territorial health officers thlt made it. But there was misunder-
standing in the States as to the source of authority of the recommenda-
tion. Not even all the personnel of the Public Health Service under-
stood the authority or lack of authority behind the recommendations.
Some Federal Public Health personnel specifically referred to the
recommendation as having been adopted by the United States Public
Health Service as minimum standards. Now although the Surgeon
General had placed the responsibility for these recommendations
entirely upon the conference of State and Territorial health officers
and had said that the individual health officers were free to disregard
the recommendation in making their selection of trainees, under the
circumstances it is not difficult to understand why no State health
officer has selected an osteopathic trainee. It has been suggestedthat since the State health officers adopted the recommendations
themselves, they are therefore morally bound, at least, to comply
with them. We suggest that the question of morality was involved
in the maldng of the recommendations, rather than now, because as
servants of tie State and bound by the letter and the spirit of the
laws of the States which they represented, they could not properly
bind themselves morally or otherwise to policies which emasculate
those laws by denying assistance to communities whose health per-
sonnel, though meeting all the requirements of State and local law,
fail to satisfy some extra-territorial criterion that has no standing
whatever under any law.

We observe that according to this bill it is no longer necessary for
the Public Health Service to consult with a conference of State and
Territorial health officers as a condition precedent to the making of
regulations by the Surgeon General. We approve that change.
The Surgeon General has been under the duty if calling a conference
of State and Territorial health officers annually every year since 1910,
for general cooperative purposes. We think that is a wise provision
because it is fitting and proper that the Surgeon General should advise
with the chief health authorities of the respective States. But to make
it necessary for him to advise with them before he can proceed to carry
out a Federal law seems unnecessary, and could stalemate the law in
case the State officer should refuse to advise.

However, as I have stated, the law has required an annual confer-
ence of State and Territorial health officers since 1910. In 1935 they
adopted a recommendation whive)had the effect of disqualifying
osteopathic physicians as Social Security trainees for local health
officers. Under title XIII as included in this bill, the same State
health officers are made the administrative agency for the medical
care programs. There is nothing to prevent them recommending the
dsqualification of osteopathic practitioners as participants in the
medical-care program, and therefore, becoming morally bound to see
that they don't'participate.

As has been pointed out we seek only the proper safeguards for
freedom of opportunity on the part of the people to obtain, and on the
part of the osteopathic profession to supply, osteopathic services,
and we request this committee to favorably consider the amendments
which we offer today and which are calculated to that end. We ap-
prove this bill provided those safeguards are expressly made a part
of it.
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Senator MunRAY. Thank you Doctor.
The next witness, Dr. Ralph Fischer, of Philadelphia.

STATEMENT OF DR. RALPH L. FISCHER, PHILADELPHIA, PA,

Dr. FiSCHEn. For a number of years I have been professor of prac-
tice and director of clinics at the Philadelphia College of Osteopathy.
I was formerly secretary of the Associated Hospitals of Osteopathy,
now known as the Ameiican Osteopathic Hospital Association, which
is allied with the American Osteopathic Association, at whose instance
I am appearing here.

This bill as I understand it, provides for the extension of the
medical and hospital facilities provisions of the present Social Security
Act, and adds in addition a provision authorizing Federal funds for
the construction of additional public hospitals where necessary. There
can be no doubt that the hospital facilities of the country are not
being availed of to capacity. There is also no doubt that there are
areas where adequate hospital facilities are not available, If addi-
tidnal public hospitals are to be built under the impetus and with
financial assistance derived from this bill, it ought certainly to be
understood that they will not be located in areas where private and
charitable ho.3pital facilities are not now being used to capacity.

There are some 150 osteopathic hospitals licensed and operating in
the several States, approximately 75 percent of which are general
hospitals doing general surgery and obstetrical work, the remainder
of which are institutions foi nervous and mental disetises and other
specialties. In the general hospitals there are in excess of 2,500 beds.

the basis of four and one-half beds per thousand population, that
represents hospital facilities for a population of some 641,000.

Twenty-three osteopathic hospitals are formally approved after in-
spection by the American Osteopathic Association as institutions for
training of internes. Ot! ors are qualifying according to fixed stand-
ards. A number of the State practice laws require interneshipof
osteopathic applicants before examination for license. Internshi
at these 23 institutions are accredited by the State examining boards.

The American Osteopathic Hospital Association, in common with
the American Hospital Association, the Catholic Hospital Association
and the Protestant Hospital Association, has accepted and agreed
with the Federal Compensation Commission to provide services to
Federal employees at prescribed rates. Prior to the, osteopathic
amendment of the United States Employees Compensation Act, which
became a law May 31, 1938, services and supplies furnished by osteo-
pathio hospitals were not recognized by the Federal Compensation
Commission. Under the osteopathic amendment, the law was revised
so as to specifically include osteopathic practitioners within the term
"physician" and likewise to expressly include services and supplies
by osteopathic practitioners and hospitals within the term "medical,
surgical, and hospital services and supplies," within the scope of osteo-
patic practice as defined by State law.

If the amendments to this bill offered by the American Osteopathic
Association are adopted by this committee and enacted into law the
services and supplies of osteopathic hospitals will be made available
to needy mothers and children and persons unable to provide adequate
care from their own means. I speak from personal knowledge when
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I say that the Philadelphia Osteopathic Hospital and clinic is over-
burdened with charity cases, and. I call your attention to the fact
that the Philadelphia hospital is a non-profit charitable hospital and
it, like the other osteopathic hospitals with the exception of the osto-
pathic unit of the Los Angeles County Hospital, is supported by
private funds. All general osteopathic hospitals are public health
assets, and perform public health services each day. The Philadelphia
Osteopathic Hospital, I happen to know, is listed by the United States
Public Health Service as an approved institution for treatment of
venereal diseases.

At the invitation of the President's Inderdepartmental Committee
a delegation from the American Osteopathic Association met with
the teclmical committee on medical care, with regard.to the national
health program, and sub 'L fUitar zn the catalogs of three
representative oste.op colleges,.whih dU e the special de-
partments of the urricula dealing with pr tive medicine,
bacteriology, hy e and sanitation Those college urses include
modern culture and serological th nmunza 'a reagents,
vaccines, bio cals, arsenigalq qu ntie d sanitati and other
public healt subjects. *RTehr are s sto thick colle operating
in the Uni States iich h e be roved meet the re-
quirement of the t"e soci n. I sh d like
to refer t he osteopathic ea ew ch fone o h eries of 'danceleaflets bashed by the ats ff fducati hc
describes lie cou f stud thste c h eges as ows:

The su ot of medt at Oihd , ti on are co red in
osteopathi colleges cous 8op raeutics and the pr tie of
osteopath Surgery nd ph ht In all of the six roved
oseoath colleges.

dhe firs 2 yr 0 wo cove the, I nos ch include atomy
(descriptive t1=ogy yIgy psology, -emlstry theology
and baoteri y, sup (ra ti Acoyarmaoo , anes-
thesia, narco asepticss), io herape ties cines, a , anti.
toxins, etc.). hiA. *ob

The last 2 nygio-" d sait Ion, p oe of osteo y, surgery
obstetrics, gyne etc andllld , ear, nose, and thr nervous and
mental diseases c h ,eath, etc.

Upon graduaion t ocr of osteopathy degree is confer. Candidates for
graduation in all appro colleges must be 21 years o0 , and have given a
minimum number of os treatments.

For graduation a student eeka each) of training in a
recognized college which offers about ours according to the standard
curriculum of the American Osteopath o Association. Some States -require
additional training in surgery and internship.

Excerpts from that leaflet show that the States require high-school
graduation and college work as a prerequisite for entrance to the.
osteopathic colleges; while this requirement is not specifically men-
tioned in some States, it is implied by the fact that students must
graduate from, approved colleges, and these colleges require high-i
school graduation and Pt least 1 year of college work for entrance.
Four of these colleges now require 2 years of college work of a pre-
scribed nature, and b i g with the fall of 1940 all will require
2Years of preprofessional college work.

W e a number of States and the District of Columbia give licenses
granting all privileges of physicians and surgeons to osteopathic
physicians, in six States the use of surgery is not included, and eight

tates do not permit the prescription or administration of any drugs.
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All six of the recognized osteopathic colleges maintain standard
departments in obstetrics and pediatrics and orthopedic surgery and
general surgery. They are inspected armually by the Bureau of
Professional Education and Colleges of the American Osteopathic
Association.

Laboratory and clinical research is sponsored in the colleges and
hospitals, and in addition by the American Osteopathic Association.
That research is supported entirely by private funds. Among the
fields in which osteopathic physicians are engaged in research is that
of cancer. I am glad to see that this bill authorizes additional appro-
priations for the control of that disease which is the scourge of humanity.
The osteopathic profession will continue in research on this problem
and the osteopathic institutions have every desire to cooperate and
collaborate with Government research centers. I should also like to
commend the bill for its inclusion of assistance for further pneumonia
control. As chairman of the committee on pneumonia control of the
American Osteopathic Association, I had the pleasure of collaborating
with the Surgeon General in launching his drive for public health
education and increased cooperation among physicians for the control
of pneumonia.

On behalf of my colleagues who have preceded me in presenting the
views of the osteopathic profession here today, and on my own
account, I wish to thank this committee for the most considerate
attention' which has been accorded us.

Senator ELLENDER. Doctor, could you furnish for the record the
number of doctors practicing your profession in the various States,
and the names of the States wherein you are permitted to practice?

Dr. FISCHER. I should be glad to furnish that, I don't have it
available at the present time.

Senator ELLENDER. I understand that. If you will send that in to
the committee we will see to it that it is placed in the record at this
point in your testimony, that is following your statement.

Dr. FiSCHER. Thank you, and in addition, Senator, I would like
to place in the record this very short brochure, written by the United
States Department of Education, describing osteopathy.

Senator ELLENDER. That will be perfectly all right. *
(The documents referred to are printed in the record at this point.)

OSTEOPATHY I

(By Walter J. Greenleaf, specialist in occupational information and guidance,
United States Office of Education)

[Leaflet No. 23, U. S. Department of the Interior, Office of Education, 19391

(Leaflet of a series on counseling and advising for occupations; what the occu-
ations are, what preliminary education is required; where professional training

is offered; length of training; student budgets; and selected references. The
series is designed for the use of high-school and college students, orientation
classes, guidance committees, counselors, teachers, and parents.)

OSTEOPATHY AS A CAiER

Osteopathy is a system of treatment based on the theory that disease is chiefly
due to deranged mechanism of the bones, muscles, nerves, blood vessels, and
other tissues, and can be remedied by therapeutics majoring in manipulations.
Osteopathy is the outgrowth of two theories: (1) That the normal living body
makes its own remedies to combat any affection which may attack it; and (2)
the body is a machine, which can make and distribute these remedies to the best

I This leaflet has the approval of the American Osteopathic Association.
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advantage only when it is in correct adjustment. Its treatment is largely manip-
ulative, although it teaches and applies surgery, use of drugs, electrical devices,
etc. As a healing art it has had legal recognition since 1896 when Vermont first
passed a law legalizing the practice; all States now regulate tie practice of oste-
opathy.

The beginnings of osteopathy date from its founder, Dr. Andrew Taylor Still
(born 1828), who in 1892 opened at Kirksville, Mo., a school "to fmprove our
system of surgery, midwifery, and treatment of general diseases * * the
adjustment of the bones is the leading feature of this school." This course
covered 20 months, was extended in 1904 to 3 years, and again in 1916 to 4 years.
The course of study in the accredited colleges, of which there are now six, includes
the therapeutic procedures used in medical science, such as surgery, drugs,
vaccires, serums, diet, etc.

CENSUS

The 1939 edition of the directory of the American Osteopathic Association
shows that there are 9,386 osteopathic physicians in the United States, including
10 in Hawaii and Puerto Rico. This represents an increase of 1,620 names over
the 1930 edition of the same directory. Principal increases occurred in California,
Maine, Michigan, Missouri, Now Jersey, and Oklahoma. The majority of osteo-
pathic physicians are located in these States with the addition of Illinois, Iowa,
Kansas, Massachusetts, New York, Ohio, and Pennsylvania. There are almost
twice as many practitioners in California as in any other State. There is in the
United States 1 osteopathic physician to every 18 doctors of medicine, and I per
13,800 population.

COMPENSATION

A Nation-wide survey of the incomes (1929-37) of practicing osteopathic
physicians, conducted by the national income section of the Bureau of Foreign
and Domestic Commerce with the cooperation of the American Osteopathic
Association and the assistance of the Works Progress Administration, shows that
the average income derived only from professional services, based on 1,472 returns,
was $2,584 (net income) in 1937 as compared with an average income of $3,620
(net income) in 1929. Net income not to be confused with gross income, means
receipts after expenses are deducted.

Incomes rise rapidly during the early years of practice to a peak in the 20th
to 24th year of practice, and decline thereafter. The maximum level of income
with respect to age is in the forties. Osteopathic physicians in places of less
than 25,000 population receive the lower average net incomes. In places above
the 25,000 population level there is little relationship between the size of city and
average net incomes.

LICENSE TO PRACTICE

A student upon graduation from an osteopathic college is required to take
State board licensing examinations to practice osteopathy in the State of his
choice. The licensing examinations are given in 29 States and Hawaii by a State
board of osteopathic examiners; in other States and Puerto Rico by the medical
examining boards, 14 of which provide osteopathic members. In 12 States (14
in 1943) all applicants who intend to practice any of the healing arts are required
to take an examination in the basic sciences preliminary to the professional
examination. While a number of States and the District of Columbia give
licenses granting all privileges of physicians and surgeons to osteopathic physicians
in 5 States the use of surgery is not included, and 6 States do not permit the
prescription or administration of any drugs.

TRAINING REQUIRED

There are six osteopathic colleges operating in the United States which have
been approved as meeting the requirements of the American Osteopathic Asso.
ciation. Every State requires high-school graduation and college work as a
prerequisite for entrance to the osteopathic colleges; while this requirement is
not specifically mentioned In some States, it Is Implied by the fact that students
must graduate from approved colleges, and these colleges require high-school
graduation and at least I year of college work for entrance. Four of these colleges
now require 2 years of college work of a prescribed nature, and beginning with
the fall of 1940 all will require 2 years of preprofessional college work. If the
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candidate intends to practice in the District of Columbia, Idaho, Indiana, New
Jersey, Now York, Puerto Rico, Rhode Island, or Virginia, he must present 2
years of college training with specific preosteopathie subjects before entering an
osteopathic college. If he intends to practice in Iowa, Kentucky, Mississippi,
New Hampshire, or New Jersey, he must present 2 years' training in ai accredited
liberal arts college. If he inte nds to practice in California Connecticut, or Penn-
sylvania, he must have 1 year of college training in physics, chemistry, and
biology.

TIME REQUIRED FOR PROFESSIONAL TRAINING

For graduation a student must cover 4 years (36 weeks each) of training in a
recognized college which offers about 4,68 hours according to the standard
curriculum of the American Osteopathic Association. Some States require
additional training in surgery and Interneship.

COURSE OF STUDY

The subject of medical therapeutics and the practice of medicine are covered
in osteopathic colleges by courses in osteopathic therapeutics and the practice of
osteopathy. Burger), and pharmacology are taught in all of the six approved
osteopathic colleges.

The first 2 years of work cover the basic sciences, which include anatomy (de-
scriptive, histology, embryology, dissection), ph)ysiology, chemistry, pathology
and bacteriology, "supplementary therapeutics (toxicology, pharniacology, anes-
thesia, narcotics, antiseptics), biological therapeutics (v'accincs, seruns, anti-
toxins, etc.).

The last 2 years cover hygiene and sanitation, practice of osteopathy, surgery
obstetrics, gynecology, etc., and Include eye, ear, nose and throat, nervous and
mental diseases, public health, etc.

Upon graduation the doctor of osteopathy degree is conferred. Candidates for
graduation in all approved colleges must be 21 years of age, and have given a
minimum number of osteopathic treatments.
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STUDENT EXPENSES

Tuition average $232 in the six osteopathic colleges and $36 (average) Is col-
lected in fees. Board and room is estimated at $318 and varies from $234 to
$360 per year, according to the school and location. books may cost about $60
annually. Other personal expenses which vary with Individual taste and pocket-
books should be added.

Colleges of osteopathy-Approved by the American Osteopathic Association

Institution and location Tuition Feesall Board Enroll- Degrets
first year students and mcnts 1). 0.pay room 138-_39 1938

1 2 3 4 5 6

CALIFORNIA
College of Osteopathic Physicians and Surgeons,

Los Angeles ........ .......................... $270 $15 $360 203 60
ILLINOIS

Chicago College of Osteopathy, Chicago ............. 210 51 270 213 22

IOWA

Des l.oines Still College of Osteopathy, Des Moines 24 360 18 43
MISSOURI

Kansas City College of Osteopathy and Surgery,
Kansas City ..................................... A00 32 360 Ito 60

Kirksville College of Osteopathy and Surgery,
Kirksville ......................................... 150 80 234 7F4 190

PENNSYLVANIA

Philadelphia College of Osteopathy, Philadelphia .. 310 40 324 351 76

Total ......................................................... l,9S7 431
Averages ...................................... 232 36 318 ..............

AMERICAN OSTEOPATHIC ASSOCIATION

The American Osteopathic Association 540 North Michigan Avenue, Chicago,
Ill., was established to promote the public health, and the art and science of the
osteopathic school of practice of the healing art, by stimulating research elevating
the standards of osteopathic education, advancing osteopathic knowledge, etc.
The association is a federation of divisional societies organized within the States.
Members shall be graduates of recognized colleges of osteopathy and licensed
practitioners. It publishes a code of ethics, a yearbook, and a journal.

REFERENCES

Directory, 1939, American Osteopathic Association, Chicago.
Information: Director of statistics and information and committee on public

relations. American Osteopathic Association, 540 North Michigan Avenue,
Chicago.

The Journal of the American Osteopathic Association. (Monthly publication of
A. 0. A.)

Catalogs of the six osteopathic colleges.
Incomes of Dentists and Osteopathic Physicians. United States Department of

Commerce. Herman Lasken, Survey of Current Business, April 1939.

EXCERPTS FROM ABSTRACT OF LAWS COVERING THE PRACTICE OF OSTEOPATHY
COMPILED BY THE AMERICAN OSTEOPATHIC AssOCIATION

Osteopathy is legalized, licensed, and practiced in all the States

United State.-Employees' Compensation Act, as amended by act of Congress
approved May 31, 1938, provides: "The term 'physician' includes surgeons and
osteopathic practitioners within the scope of their practice as defined by State law.

144809-89-pt. 3-18
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The term 'medical, surgical, and hospital services and supplies' Includes services
and supplies by osteopathic practitioners and hospitals within the scope of their
practice as defined by State law."

Alabania.-Board-doetors of medicine. Scope of practice-osteopathy "by
means of mechanotherapy according to the methods taught in (school of osteop-
atlv)," but not including major surgery or prescribing or administering drugs.

Arizona.-Board-composite, osteopathic member. Scope of practice-no
restrictions. Registration under Harrison narcotic law.

Arkanas.-Board-doctors of osteopathy. Scope of practice-minor surgery,
obstetrics and toxicology allowed- use of drugs as remedial agents excluded.
Registration under Harrison narcotic law.Oalifornia.-Board-doctors of osteopathy. Scope of practice-osteopathic
physician's and surgeon's license, unlimited; drugless practitioners' license excludes
drugs or medical preparations, and surgery except severance of umbilical cord,
include s obstetrics. Registration under Harrison narcotic law.

Golorado.-Board-composite, two osteopathic members. Scope of practice-
* unlimited. Registration under Harrison narcotic law.

Connect t.- Boarddo tors of osteopathy. Scope of practice-as taught
in osteop athic colleges, except that surgery requires a special examination of cer-
tificate by medical board in surgery and material medlea. Registration under
Harrison narcotic law.

Delaiware.-Board-doctors of medicine. Scope of practice-unlimited. Reg-
istration under Harrison narcotic law.

District of Columbia.-Board- composite, osteopathic member. Scope of
practice-unlimited. Registration under Harrison narcotic law.

Florida.-Board-doctors of osteopathy. Scope of practice-all rights and
duties of other practitioners except use of drugs not taught in standard colleges

ft of osteopathy: major surgery to graduates of 4-year course or equivalent. Regis-
tration under Harrison narcotic law.

Georgia.-1Board-doctors of osteopathy. Scope of practice-as taught and
practiced in reputable osteopathic colleges, including surgery and obstetrics.
(Opinion of State attorney general.) Registration under Harrison narcotic law.

Idaho.-Board-doctors of osteopathy. Scope of practice-undefined. Su-
preme court decision prohibits internal medication and surgery; attorney general
gave opinion that the supreme court decision did not cover minor surgery and
that the law permits its practice and use of narcotics. Registration under Harri-
son narcotic law.

lPlinois.-Board-doetors of medicine, osteopathic member. Scope of prac-
tice-the treatment of human ailments without the use of drugs or medicine and
without operative surgery; obstetrics requires special examination.

Indiana.-Board-composite, osteopathic member. Scope of practice-
Includes surgery and obstetrics, and use of antiseptics, anesthetics, and narcotics.
Registration under Harrison narcotic law.

Iowa.-Board- doctors of osteopathy. Scope of practice-osteopathic phy-
sician's and surgeon's license includes major surgery; osteopathic physic an's
license includes the use of antidotes, biologics, and drugs for minor surgery and
obstetrics and simpler remedies for temporary relief, but excludes internal medi-
cine as curative measures. Registration under Harrison narcotic law.

Kansas.-Board-doctors of osetopathy. Scope of practice-as taught and
practiced in reputable osteopathic colleges, except drugs as curative measures 'and
surgery. Registration under Harrison narcotic law.

Kenlucly.-Board-composite, osteopathic member. Scope of practice-two
forms of license formerly issued. For the practice of osteopathy, not Including
the use of drugs or the practice of surgery with the knife, one was not examined
in materia medical and the practice of medicine. For unlimited practice (the
only type now issued) the examination includes principles and practice of oste-
opathy in addition to the complete examination given physicians of other schools.Registration uder Harrison narcotic law.

Louiian' .- Board-doctors of osteopathy. Scope of practice-osteopathy,
without the use of drugs or medicine, except antiseptics and anodynes locallyapplied. Registration under Harrison narcotic law.

Maine.--Board-doctors of osteopathy. Scope of practice-as taught and
practiced in recognized osteopathic colleges, including the use of such drugs as
are necessary in the practice of surgery and obstetrics. Registration under
Harrison narcotic law.

Afarylad.-Board-doctors of osteopathy. Scope of practice-manipulation
only; no surgery.
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Massachusetts.-Board-composito, osteopatbic member. Scope of practice--

unlimited. Registration tinder Harrison narcotic law.
Michigan.-JBoard-doctors of osteopathy. Scope of practice-as taught in

recognized osteopathic colleges. Registration tinder Harrison narcotic law.
Alinnesota.- Board-doctors of osteopathy. Scope of practice-excludes major

surgery and giving or prescribing of drugs for Internal use, except anesthetics,
an(d narcotics in minor surgey and obstetrics, antidotes, and antiseptics. Regis-
tration under Harrison narcotic law.

Aississippi.-Board-doctors of medicine. Scope of practice-not defined; no
surgery nor obstetrics.

Misouri.-Board-doctors of osteopathy. Scope of practice-as taught in
osteopathic colleges. Registration under Harrison narcotic law.

Montana.-Board-doctors of osteopathy. Scope of practice-all general
practice, including obstetrics and minor surgery; to practice major surgeryan
applicant with a Montana osteopathic license must have had 2 years premedical
work and a year's internship, and pass the M. D. board in surgery.

Nebraska.-Board-doctors of osteopathy. Scope of practice-as taught in
osteopathic colleges. Registration tinder Harrison narcotic law.

Nevada.-Board-doctors of osteopathy. Scope of practice-unlimited. Reg-
istration under Harrison narcotic law.

New 11ampshire.-Board-doctors of medicine. Scope of practice-unlinited.
Registration tinder Harrison narcotic law.

New Jeraey.-Board-composite, osteopathic member. Scope of practice--
licenses under the present law Include the practice of the healing art in all its
branches- licenses under former laws exclude drugs (for internal use) and suitery.

New lexico.-Board-doctors of osteopathy. Scope of practice-as taught in
approved osteopathic colleges, including major surgery. Registration underWlarrison narcotic law.

New York.-Board-composite, osteopathic member. Scope of practice--ox-
cludes drugs atlid surgery, except includes minor surgery and the use of anesthetics,
antiseptics, narcotics, and biological products. Registration under Harrison
narcotic law.

North Carolina.-Board-doctors of osteopathy. Scope of practice-treatment
of disease without the use of drugs, as taught in osteopathic colleges recognized
by State society; minor surgery.

North Dakota.-Board-doctors of osteopathy. Scope of practice--as taught
in osteopathic colleges, except major surgery, but including obstetrics and the drugs
required therein. Registration under Harrison narcotl law.

Ohio.-Board-doctors of medicine, osteopathic examining committee. Scope
of practice-excludes prescription or administration of drugs except anesthetics
and antiseptics; includes surgery and obstetrics. Registration under Harrison
narcotic law.

Oklahoma.-Board-doctors of osteopathy. Scope of practice-osteopathic
physician's and surgeon's license includes major surgery; osteopathic physician's
license includes minor surgery, obstetrics, also antitoxin, vaccine and serum
therapy, but excludes use of any drug the nature of which Is not taught in recog-
nized osteopathic colleges. Registration under Harrison narcotic law,

Oregon.-Board-composite, osteopathic member. Scope of practice-un-
limited. Registration tinder Harrison narcotic law.

Pennsylvania.-Board-doctors of osteopathy. Sope of practice-osteo-
pathic physician's and surgeon's license includes major surgery and the use of
narcotics "as taught and practiced in osteopathic coll, ,jes"; osteopathic physi-
cian's license includes practice as taught and practiced in colleges of osteopathy
(except major surgery), and use of narcotics for minor surgery and obstetrics.
Registration under Harrison narcotic law.

Rhode Ieland.-Board-composite, osteopathic member. Scope of practice-
osteopathy in all Its branches as taught and practiced in recognized colleges of
osteopathy, except the writing of prescriptions for drugs for internal medication
and the practice of major surgery. T te license for general surgery may be
granted after 1 year's internship in an approved hospital. Registration under
Harrison narcotic law.

South Carolina.-Board-doctors of osteopathy. Scope of practice-not
defined, includes minor stutgery and obstetrics.

South Dakota.-Board-doctors of osteopathy. Scope of practice-as taught
in osteopathic colleges, except major surgery. Registration tinder Harrisonnarcotic law.
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Tennessee.-Boa'd--doctors of osteopathy. Scope of practice-as taught
in standard osteopathic colleges. Registration under Harrison narcotic law.

Texas.--Board--composite, osteopathic members. Scope of pratice-no
distinction as to school of therapy. Registration under Harrison narcotic law.

Utah.-Board-doctors of osteopathy. Scope of praotice-osteopathio physi-
clan and surgeon: "In accordance with tenents of the professional schools of
osteopathy recognized by the department of registration"; osteopathic physician:
"Without operative surgery, in accordance with the tenets of the professional
schools of osteopathy recognized by the department of registration." Registra-
tion under Harrison narcotic law.

Vernmnt.-Board-doctors of osteopathy. Scope of pratice-not defined,
includes minor surgery. Registration under Harrison narcotic law.

Virginia.-Board- composite, osteopathic member. Scope of practice-
osteopathic physician's and surgeon's license, unlimited; osteopathic physicians
"may be exempted from taking the examination of the regulars on practice of
medicine, materla medical and therapeutics. A license * * * shall not per-
mit the holder thereof to administer drugs or practice surgery unless he has
qualified himself to do so by examination before the board." Registration under
Harrison narcotic law.

Washingon.-Board-doctors of osteopathy. Scope of practice-osteopathic
physician's and sur eon's license, unlimited; osteopathic physician's license as
taught in osteophalle colleges, except surgery. Registration under Harrison
narcotic law.

West Virginia.-Board-doctors of osteopathy. Scope of practice-unlimited.
Registration under Harrison narcotic law.

Wiscnsin.-Board-composite, osteopathic member. Scope of practice-
osteopathy, surgery and obstetrics. Registration under Harrison narcotic law.

Wyoming .- Board--composite, osteopathic member. Scope of practice-not
defined. Registration under Harrison narcotic law.

Senator MURRAY. Dr. Thorkelson is our next witness.

STATEMENT OF DR. JACOB THORKELSON, REPRESENTATIVE IN
CONGRESS, BUTTE, MONT.

Dr. THORKELSON. Mr. Chairman, may I extend these remarks in
the record?

Senator MURRAY. You may.
Dr. THORKELSON. Mr. Chairman, I am not going to discuss this

act from the medical angle except to say that we have sufficient medical
facilities today.

About 100 years ago the average life was about 20 years. Today the
average life is supposed to be about 60. Now that in itself is sufficient
evidence that the people are receiving sufficient medical care. It is
generally conceded when a child is born today that such child will live
until it is about 58 or 60, so this act cannot in any sense provide
better medical care. The purpose of this act, of course, is not to
provide such care. It is, instead, to organize and socialize medicine.

On the face of the act itself, it doesn't come within the right of
Congress to pass an act of this sort because there is no provision for it
in the Constitution. Congress has no right to pass any act or engage
in any activities in business which is in direct competition with private
industry. It is quite true that the United States Government has
the right, of course, to look after its own personnel in the Army or
Navy, there is no question about that, but it also has the right to
look after the health activities such as in the examination of ships
when they come into quarantine, and other general health conditions
throughout the country because it concerns the people as a whole.

But when it steps out of that particular category and steps into
private business, then it has reached a little beyond the point where it
has a right to go.
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Senator ELLENDER. How about the present Social Security Act?
Dr. THORKELSON. That comes within the same category.
Senator ELLENDER. So that ought to be thrown out of the window

too, according to your views?
Dr. THOIIKELSON. I don't say that it should be thrown out of the

window. I think we should provide some sort of a plan to take care
of people that need aid, of course. You know I am not opposed to
those things, but I am speaking on this thing here, if you don't mind,
I am speaking on this thing here simply from a purely business view-
point.

Senator MURRAY. You think that the aid should come by voluntary
action on the part of other citizens and not by the Federal Govern-
ment, that the Government shouldn't intrude itself?

Dr. THORKELSON. On private business, no. I do not believe that
the Government should compote with private industry. You can
readily see that the purpose of this act---

Senator MURRAY. Your position appears to be in conflict with the
American Medical Association in the pending indictment wherein
it contends that it is a learned profession and not a business or an
industry. Do you think that medicine should be regarded as a
private industry?

Dr. THORKELSON. I do.
Senator MURRAY. And that it should conduct that industry under

its own supervision and control and that the Government shouldn't
make any interference?

Dr. THORKELSON. Under its own supervision and control, just like
any other private industry. It is subject to the same laws and regu-
lations that any private industry may be, for it is all private industry.

There seems to be a fatal tendency, there has been for a number of
years, for the Members in Congress-pardon me for making that
statement-by special acts to create industries that are directly
competitive with business itself. Now, then, we must bear this
thing in mind, that there are certain powers delegated to Con~gross,
and those powers are clearly set out in the Constitution, and article
X reserves the remaining powers that are not mentioned in the Con-
stitution, to the people, to the States and to the people themselves.

And it further states that if there is any question of doubt as to
whether we may be right or wrong about those things, then we must
give the benefit of the doubt to the people, not to the Government.

But we have reversed that procedure.
You can readily see in building hospitals directly competitive with

institutions of that sort that exist today, that it cannot but help
to destroy those structures or hospitals. It is easy enough for the
Government to take the taxpayers' money, take the earnings from
the hospitals in taxes, and take the earnings from other activities con-
cerned with medicine, and use that money in building or hospitalizing
a structure. It doesn't cost the Government anything, but the point
we must bear in mind is that money is producedby the taxpayers in
the United States, and when the Government engages in private
industry, directly competitive with such private industries, it is de-
stroying the very source from which it receives the money to build
those structures. And that is the point that I contend is clearly
unconstitutional in this act.
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There is no provision, and there is no one that can show me or any-
one else a provision, wherein power is delegated to any body of Con-
gress to pass this legislation, or the Reorganization Act for that
matter. We might just as well be fair about it, because the way
I feel about those things is that in the end the responsibility is going
to rest upon this Congress of the United States, and that is clearly
evident in all the legislation that is passed. We see it every (lay.
Permission is requested of Congress to allow certain things to be (lone,
certain powers that someone desires. We pass that by legislation,
we give it to them, and also the use of that power. But if tiey misuse
the power, who is to blame? It is we who sit here in Congress of the
United States and that is the reason I object to an act of this sort.

The medical profession has been built up for hundreds of years. It
is now to a point where the average life is about 60, and there are ade-
quate medical facilities for everyone. There is no question about
that. And the Government also has its own hospitals and it has its
health service at the present time. So there is no reason in the world
why the Federal Government itself should step in and reach into
private industry again, and there is another point to which I want to
call your attention here.

When the Federal Government reaches into private busiAess and
private families, as they will if an act of this sort is passed, it simply
means that we will be subject to the same things that have happened
here for the past 6 or 7 years.

Senator ELLENDER. Doctor, would you say the same argument
applies to States, that is that tax funds shouldn't be used in order to
aid the indigent?

Dr. THoRKELSOI;. That is not the question. I do know the indigent
must be cared for.

Senator ELLENDER. Do you mean to say to the committee that
everybody in every section of the country is receiving adequate
medical attention?

Dr. THORKELSON. I have not seen anyone that has not received
adequate medical attention.

Senator ELLENDER. You haven't traveled -much, or you have
closed your eyes to it.

Dr. THORKELSON. Maybe I haven't, but I have traveled all around
this world four times.

Senator ELLENDER. I have too, I have seen quite a lot of it myself,
and I wish you would come down South.

Dr. THORKELSON. I lived in South Carolina, in Florida, and North
Carolina, and have been in Georgia. I don't know where you are
from.

Senator ELLENDER. I am from Louisiana and I want to tell you
this, that we in Louisiana have today six hospitals that are State-
maintained from every angle, and if it weren't for those hospitals, if
it weren't for the fact that the State of Louisana is spending several
millions of dollars per year to aid the indigent, I don't know where they
would go for aid.

Do you believe in that kind of work?
Dr. THORKELSON. I believe the indigent should be taken care of,

under some sensible plan.
Senator ELLENDER. Have you ever been through the State of

Mississippi?
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Dr. THORKELSON. No I haven't.
Senator ELLENDER. Alabama?
Dr. THORKELSON. No, I have not. I have been down in Texas

and Arizona.
Senator ELLENDER. Have you been through South Carolina?
Dr. TnORKELSON. Yes.
Senator ELLENDER. And do you mean to say that some of the

people in South Carolina don't need medical aid?
Dr. THOIIKfLSON. Well, I have traveled in South Carolina, I used

to be captain of a ship one time-
Senator ELLENDER (interposing). You must have visited the coast

cities, you didn't go into the interior.
Dr. THORKELsoN. Yes; I have been up in the swamps where they

cut the cypress timber, and I have seen people that are very very
poor, but in no place have I seen any one suffer for the lack of medical
care.

Senator MURRAY. Doctor, in our home State you are familiar with
the silicosis situation out there?

Dr. THORKELSON. I am.
Senator MURRAY. Would you say that the silicosis victims have

always received adequate care and attention?
Dr. THORKELSON. Well, Mr. Chairman, silicosis of course is a

deposit of silica or calcium carbonate in the lungs of individuals.
Now there is no person living today that isn't somewhat affected
with silicosis, because if we stand on the street down here and inhale
a mouthful of dust, it settles in the lungs, and it stays there after that.
So there is a potential case of silicosis.

Now, then of course, what you refer to is the miners that work in
the mines in Butte. In the past, of course, they inhaled considerable
of the dust in the mines and it settled in their lungs, but after it is
deposited in the lungs, there is nothing to be done, for there is no
treatment for that. It will remain there as long as those people live.

Senator MURRAY. Then you don't think that after a miner in the
Butte mines incurs silicosis that any further consideration can te paid
to him that he should be discharged?

Dr. THORKELSON. Yes; I think the man ought to be taken care of,
I think we ought to have some insurance plan whereby a working
man may be retired when he is 55 years old, or 60, preferably 55, so
that lie may live comfortably on such income.

Senator MURRAY. But you don't think that he should be accorded
any medical treatment or care, hospitalization?

r. THORKELSON. Mr. Chairman, there is no medical treatment for
silicosis.

Senator MURRAY. Then you think that the silicosis hospital there
at Galen, Mont., is a waste of time and funds?

Dr. THORKELSON. Mr. Chairman, that is not a silicosis hospital,
that is a tuberculosis hospital.

Senator MURRAY. I mean where they send victims of silicosis.
Dr. THORKELSON. Mr. Chairman, they send victims suffering from

tuberculosis to that hospital.
Senator MURRAY. I understand, but don't they also send victims

of silicosis?
Dr. THORKELSON. No; because that would be an injustice to those

suffering from tuberculosis. Tuberculosis is amenable to treatment
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and may be cured. If you fill a hospital up with a number of people
suffering from silicosis, you are leaving the people that ought to have
care outside, and for that reason the hospitals do not take cases of
silicosis as such.

Senator MURRAY. Do you know they are building an addition
to the institution over there now, and that the purpose of it is to take
care of silicosis victims of the Butte mines?

Dr. THORKELSON. Mr. Chairman, the purpose of the building is for
tuberculosis patients. It is not for the silicosis victims in a medical
sense. Now then, if one who happened to suffer from silicosis upon
which tuberculosis was superimposed, naturally he would also be
treated there-not for the silicosis, but for tuberculosis.

Senator MV[URRAY. Then, assuming that it is for tuberculosis,
don't you think that it is a proper function of the Government to
provide an institution of that Kind for the people infected or afflicted
with that disease which of course is contagious, where they are unable
to take care of themselves, and haven't the means to secure aid and
medical attention?

Dr. THORKELSON. Mr. Chairman, I believe it is the duty of the
State to provide those institutions and not the Federal Government.

Senator MURRAY. Well, where the State is unable by reason of the
financial condition of the State to do so, don't you consider it a proper
function of the Federal Government to render assistance to those
States that are so situated?

Dr. THORKELSON. I don't, for this reason. The Federal Govern-
ment has no right to take the money from the gentleman's State who
is sitting on the left of you there, from Louisiana, and use that to build
a hospital in Montana. The people in Montana, themselves ought
to be able to look after themselves, and they are able to look after
themselves, and the chairman knows this.

Senator ELLENDER. Doctor, in that connection, that would prob-
ably be true if our laws and our methods of doing business were not
such that a corporation located in the State of New York, one located
in Pittsburgh, one located in Philadephia, can take the cream of the
crop out of Montana and not pay to the State of Montana its just pro-
portion of taxes. Federal taxes are paid on the income, it is true, but
Montana gets little or no credit by way of cash-then I say that some-
thing ought to be done whereby the Federal Government is to aid.

Take Louisiana, for instance. We are third in the country in oil
resources and our people are poor as such.

Dr. THORKE'.SON. I understand that.
Senator ELLENDER. The moneyed people from other sections

come down there and get the cream, and what we are trying to do
right now is to retrieve a little bit of it by way of the Federal Treasury.

Dr. THORKELSON. May I say to the gentleman that that is precise
the attitude that Congress has assumed for a number of years.

Senator EILENDER. And it is going to keep on assuming that same
attitude, I hope.

Dr. THOUKELSON. Maybe, it all depends on the people.
Senator ELLENDER. Unless the Republicans win and do what they

did in the past.
Dr. THORKELSON. I wish the gentleman wouldn't call attention

to the Republicans, because I have been a good Democrat-
Senator ELLENDER (interposing). You know the difference between

the Republicans and the Democrats-the Republicans have been,
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during all the time that they have been in power, taking care of the
few, the privileged, whereas the Democrats try to take care of the
masses of the people. That is the only difference between the two
parties.

Dr. THORKELSON. Since the gentleman mentioned that, let me call
your attention to this. There is a condition existing in the United
States today that has never existed before, and there is a small
group of bankers that now own and control $15,500,000 000 that
belongs to the people if you please and that is something that never
happened under any Republican administration.

Senator ELLENDER. Oh, my God I
These few bankers accumulated all this money under a Republican

regime, that is just the point, and what we are trying to do is to
force it in the channels of commerce.

Dr. THORKELSON. Yes; but you are not doing that, because the
gold certificates are held by interests outside of the Treasury of the
United States, if you please. Uncle Sam has no control of it what-
soever, and your President and your Secretary of the Treasury is
holding $2,000,000,000 of gold, and unconstitutionally, because you
will find that section 9 of the Constitution provides that money
appropriated from-the Treasury must be accounted for in the proper
manner and receipts and expenditures published from time to time.
In the 6 old Reserve Act there is a provision that the President shall
not give any accounting to public officials or any officers in the Gov-
ernment as to what lie has done with the $2,000,000,000? Now,
don't tell me anything about what the Democrats have done with
the money because I can tell you plenty about it.

Senator ELLENDER. You evidently don't believe that all that the
New Deal did in 1932 is helping out business?

Dr. THORKELSON. Let me inform you of this. I am not interested
in what the Republicans or the Democrats have done. Neither one
of them has done right. I am not upholding the Republican Party,
and I am not upholding the Democratic Party. I simply wish to
present this point here, that the Federal Government itself has no
iight constitutionally-and you cannot show me-that they have
any power whatsoever to engage in competition with private industry.
And this is private business.

Now, then, if you will read my remarks, I will be very glad to leave
them with you. I am very sorry, but I did not want to get into an
armment.

Senator MURRAY. Getting back to the bill and the subject that
we have under consideration, don't you know that there has been a
long waiting list of miners in Butte suffering with silicosis who have
been unable to secure teatment, and that the Miners' Union there
has petitioned the State government and the Federal Government
with reference to that situation?

Dr. THORKELSON. Mr. Chairman, there is a long list of unfortunate
individuals waiting to be admitted into the State Tuberculosis Hos-
pital, Galen, but they are waiting to be admitted because they have
tuberculosis. I have examined many of those myself. I know when
it is a typical case of silicosis the patient is not admitted to Galen
when tuberculosis is superimposed upon silicos.

Senator MURRAY. Do you contendthat there is no treatment what-
ever for silicosis?
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Dr. THORKELSON. There is none; no, sir.
Senator MURRAY. No care can be given?
Dr. THOIRKELsoN. No care except the general care of food and

sunlight and the things that all of us need, of course. They need care
and healthful food, but there is no medical care for silicosis, because
calcium carbonate is insoluble, and when it reaches the lung it remains
there.

Senator MURRAY. Doctor, in other sections of the country are there
not great stretches of the country where people are unable to secure

medical care and attention and hospitalization?
Dr. THORKELSON. Well, in the Southern States, of course they have

the Negro element, which is not a problem in the North.
Senator ELLENDEn. If the State cannot help those people, don't

you think it is the duty of the Federal Government to do so?
Dr. THORKELSON. I think it is for the State.
Senator ELLENDER. If they cannot, and they have not got the money,

what then?
Dr. THORKELSON. That should be provided for by every State.
Senator ELLENDER. But how? If they have not got the money?
Dr. THORKELSON. That is up to the 'State. Huey Long in your

own State spent a lot of money.
Senator ELLENDER. Sure, and that is what we did with our money.
Dr. THORKEI.SON. That is fine.
Senator ELLEN DER. That is what we have done and are now doing

with our money, but we have not enough of it to do the work as it
should be done.

Dr. THORKELSON. That is no reason why Montana and New York
should furnish money to Louisiana. There are 48 States, each a
sovereign government, within itself, which must according to the
Constitution, regulate the business within the State and care for
those who cannot care for themselves.

Senator MURRAY. Doctor, your principal objections are legal and
constitutional?

Dr. THORKELSON. Yes; because it interferes with private business,
and I think we ought to stop doing that.

Senator MURRAY. You are a doctor and not a lawyer, are you not?
Dr. THORKELSON. I am a doctor, and not a lawyer, but I happen

to be able to read the Constitution.
Senator MURRAY. I see. And you think that the bill should be not

enacted at all-
Dr. THORKELSON. I don't think it should be.
Senator MURRAY (continuing). Because there is no basis for it in

the Constitution.
Dr. THORKELSON. I think it should not be enacted because it is

clearly unconstitutional like many other measures adopted during
the past 10 years, which we must stop sooner or later or something
will happen.

Senator ELLENDER. What?
Dr. THORKELSON. Let me give you a book here and you look it over.
(At the request of the witness, and by direction of Senator Murra&y,

the witness extended his remarks, as follows:)
When Senator Wagner said, "I introduced a bill of widespread interest" he

was right. The bill (S. 1620) or the National Health Act of 1939, is and will be a
bill of national interest. It is a national disgrace, no different than its brother,
the Reorganization Act of 1939, of which I am informed it was once a part.
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Now what is the bill for? Is it to bring about better health? Of course not.

A child born today is conceded by medical men to have a life expectancy of 02
years or over, and to reach such ago it must enjoy reasonably good health, and this
condition is prevalent at the present time. Can it in fairness be said that our
people lack adequate medical care? I believe any fair-minded person would say

gno," for we have plenty of hospitals, an oversupply of doctors, fast transportation
by airplane, by automobile, by automobile ambulances, and by train service. In
tlie winter when thle roads are ebbted because of snlow, I have used anl airplane on
skis, landing in the streets of small communities so as to provide medical care for
those who could not reach a hospital. So the purpose of the bill cannot be for the
lack of services and facilities. Is it to provide greater care in maternity cases?
It may again be said, "No." It is not for that purpose, for such cases are receiving
adequate care today. Is it for prevention and control of disease? No, it is not,
for prevention and control of disease is very well developed. We now have pre-
ventive innoculation for typhoid, diphtheria, cholera, tetanus, and many other
diseases, including vaccination for small pox.

Before this bill is considered by the House, I shall briefly describe to the mem-
bers the present status of medicine, the causes of deterioration, the end results,
and the real purpose of this act.

We have in the United States today, I believe, the best medical facilities in the
world. We have a medical organization that is functioning not as a corporation
or a trust but instead as individuals, such as the doctors engaged in private
practice, the small private clinics, and the largo private clinics. We have public
and private hospitals with free clinics. These Institutions serve those in need with
free medicine and treatment. Some of these hospitals furnish free hospital service
up to certain limits, and many of them even extend charitable hospitalization aid
to the point where it hurts the institution.

We have large research and teaching centers such as The Rockefeller Institute,
private laboratories, and medical schools including the efforts and observations
of individuals and groups, which are collected, reported, and published with free
interchange of ideas experiences, and research. This wide experience and collabor-
ation of knowledge is the result of individual interest by the people engaged in the
science of medicine. It is on a highly competitive basis, where pride and prestige
is the honor for which they strive.

Medical science and its success therefore depend upon personal ambitions, and
can never be a monopoly because each doctor is a complete business within him-
self. Knowledge cannot be monopolized as long as it remains within the doctor
himself.

Medicine cannot be considered mercenary or monopolistic until it becomes
commercialized or socialized. The wide experiences and collaborations of medical
knowledge is the result of individual interests and cannot in any sense be con-
sidered a monopolistic plan on a parallel with federally owned private corporations
now so destructive to our national life.

The most destructive blow to medicine Is contract practice. Such practice
lowers the standard of medicine, and will, I believe, end in retardation as com-
pared with past progress. Socialization now contemplated in this bill takes a
step backward, because it will destroy personal ambition pride, and interest
which has been so conspicuous in establishing proper, adequate and efficient
medical care.

Many men now engaged in medicine, and I am one of them, will never lift a
scalpel under a socialized regime. I shall never operate under the instructions
of those who do not understand medicine. I shall never allow myself to be led
by the nose by those who are now running around in the Federal Government
as mentally incompetent as many who are confined in asylums. I shall instead
let those responsible pay for their own mistakes. I shall heap coals on the fire
to accelerate the conflagration, so as to restore sanity within our Nation. There
are two ways to learn, and If we are bent upon selecting the hard way-I want to
hurry it so we can be finished and begin again as we did 151 years ago.

What is the real purpose of bill S. 1620, the National Health Act of 1939? It
is for one purpose-the same that this administration has pursued for the past 6
years, i. e., to socialize and communize the Government for the greater glory of
someone within the structure itself, who is not interested in the perpetuation of a
sound Republican form of government as the Constitution provides for, but is
instead bent upon the destruction of it. If the majority of this Congress desires
to go hand in nand with this destruction, the voice of one cannot stopit. It is
however my desire to advise the Democratic majority that House 'Resolution
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4425, the Reorganization Act of 1939, is a step well toward the end. It will
receive greater momentum by passing S. 1620, and It is positively assured by
increasing our national indebtedness. You have made a mistake, and you are
responsible when the structure falls upon your heads. It will bo such a grand
ending to 8 years of an overwhelming Democratic control of Congress.

This bill, as the Senator said, "will be of widespread interest," because it already
carries appropriations over a half a billion dollars. This money, of course, will be
borrowed on the credit of the United States on Government tax-exempt securities.
The interest on these bonds if held by foreigners will be payable in gold.

I would not even attempt to estimate the ultimate cost of the administration of
this bill without one iota of medical aid. I venture to say if adopted, it will cost
over half a billion dollars a year in its administration alone. The total cost to the
Nation after it is in full operation no doubt will be more than the spending cost of
the Federal Government should be. That is an anglo which should interest every
one of us, because it concerns itself with money-and borrowed money, if youplease.

The object of the bill is for one purpose, and it is not of health. It is Instead
to establish a complete centralized control of the United States and to open the
door of every private home to un-American propaganda-the same propaganda
that has been passed out by the many Federal publicity bureaus for the past 6
years.

The House passed the reorganization bill, which is in Itself a most flagrant In-
vasion of the constitutional rights of the people. This bill if passed will be sub-
jected to the same bizarre shifting about and regulation as are all activities, under
the reorganization bill.

Playing cards were invented to amuse Charles the Fourteenth and the Nation's
departments to amuse someone in the Federal Government. I live in continual
dread of this most abnormal and dangerous attitude of Congress, which seems to
be bent upon destroying sound constitutional government.

I wonder if the people throughout the land realize what is happening to the
American Nation. I cannot understand how they can be ignorant of the happen-
ings here in Washington but if they are, I hope those who read this little chat will
pass the information along for their own sake, and so help to safeguard the life of
the Republic

Let us analyze S. 1620, the National Health Act of 1939.
First. We want to know who drafted the bill, and what particular power Is

interested inpassing this legislation. It is, of course, unnecessary and uncalled
for, so what Congress should look into is the objective. The fact that it is highly
desirable legislation for someone is evident in the fact that the weapon for enact-
ment of this legislation may be found in sympathetic appeal for public support.
The benefactors who propose this measure pretend to give something to thepublic free of charge, and in this particular case it is medical care. It will, ofcourse, end up in the building of hospitals with the ultimate destruction of those
which are now operating with private capital. No doubt it will end in the control
of the dental profession as well as the medical profession. It will extend even
further than that, for it will include drug stores and all appliances and supplies
connected with the medical and dental professions. It can easily be seen that
this plan is far reaching, and it is for no other purpose than to bring these pro-
fessions under the control of the Secretary of Labor, the Chief of the Childrens
Bureau, and the Surgeon General of the united States. It promises nothing but
regulation, and is for the sole purpose of gaining greater control In order to destroy
constitutional government.

In order to clarify my statement, I shall quote a part of this bill, and discuss
briefly the headlines of the different paragraphs, so that you may have a clearer
understanding of it.

"TITLE V-GRANTS TO STATES FOR MATERNAL AND CHILD WELFARE

"PART I-MATERNAL AND CHILD HEALTH SERVICES

"SEC. 501. For the purpose of enabling each State, as far as practicable under
the conditions In such State, especially In rural areas and In areas suffering from
severe economic distress, to extend and Improve services, Supplies and facilities
for promoting the health of mothers and children, and medical care during ma-
ternity and Infancy, Including medickil, surgical and other related services and
care In the home or In Institutions, and facilities for diagnosis, hospitalization,
and after care: and to develop more effective measures for carry ng out the
purposes of this part of this title, including the training of personnel."
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ThIs is the same old appeal. It opens the flood gates to the lachrymal glands,

and starts the majority of Congress weeping. It instills fear in their hearts
that they might not be reelected to Congress if the bill is not passed.

I shall now quote from the bill itself, so that you may know that it is for no
other purpose except to build up a putrid political machine.

"SEe. 503. (a) A state plan to eftectuato the purpose of this part of this title
shall-

"(1) provide for financial participation by the State;
"(2) provide for a State-wide program or for extension of the program each

year so that it shall be in effect in all political subdivisions of the State in need
of the services not later than the beginning of the fiscal year ending June 30,
1945;

"(3) provide for the administration of the plan by the State health agency or
for the supervision by the State health agency or for the supervision by the
State health agency of any part of the plan administered by another State agencyor by a political subdivision of time State;

"(4 prvid suh mthos o adini'trtio asarc found by the Chief of the
Chide' uratobneesrfothefcitoperation of the plan, Including:
Mehd rltntotmesalsmnanmitnance of personnel standards on
a mei ai;admtoso salsigadmintaining standards of medical
an intitutIonal care and of remuneration for such care, such methods to be
prescribed by the State agency after consultation with such professional advisory
committees as the State agency may establish;"(5) provide for an advisory council or councils, composed of members of the
professions and agencies, public and private, that furnish services under the
State plan, and other persons informed on the need for, or provision of, maternal
and child health service;

"(6) provide that the State health agency will make such reports, in such form
and containing such information, as the Chief of the Children's Bureau may from
time to time require and comply with such provisions as the Chief of the Children's
Bureau may from time to time find necessary to assure the correctness and
verification of such reports;

"(7) provide for cooperation and, when necessary, for working agreements
between the State health agency and any public agency or agencies administering
services related to the services furnishedlmder the State plan, including public
agencies concerned with welfare, assistance, social insurance, education, or
medical care; and

"(8) provide that the State health agency (or other State agency administering
services under this plan) shall have adithority to make and publish such rules and
regulations as are necessary for efficient operation of the services, having special
regard for the quality and economy of service.1(b) The Chief of the Children's Bureau shall approve any plan which fulfills
the conditions specified in subsection (a)."

"SEc. 505. Operation of State plans. Whenever the Chief of the Children's
Bureau finds, after reasonable notice and opportunity for hearing to the State
agency administering or supervising the administration of a plan approved under
part Iof this title that in the administration of such plan there is failure to
comply substantially with any requirement of subsection 503 (a), he shall notify
such State agency that further payments will not be made to the State until
he is satisfied that there is no longer any such failure to comply. Until he is so
satisfied he shall make no further certification to the Secretary of the Treasury
with respect to such State.

"SEC. 506. Federal advisory council. The chief of the Children's Bureau is
authorized to establish an advisory council or councils, composed of members of
the professions and agencies concerned with promotion of maternal and child
health, maternity care and care of infants, and other persons informed on the
need for, or provision of such care, to advise the Chief of the Children's Bureau
with respect to carrying out the purposes of this part of this title.

"SEe. 507. Rules and Regulations. The Chief of the Children's Bureau, with
the approval of the Secretary of Labor, shall make and publish such rules and
regulations not Inconsistent with this part of this title as may be necessary to
the efficient administration of this part of this title."

This is only a very small part of the regulations. I shall not mention them all
because there are pages of them. The people who are concerned in this are the
Secretary of Labor, whom you all know of, the Chief of the Children's Bureau,
and the Surgeon General of the United States. These three individuals are best
known for their political activities.
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Will the States got any money out of this? In section 502 (a) and (b) no
mention is made of It except by intimation.

I shall quote section 504, "Payments to States," so that you may have a better
idea of the plans.

"SEcTrON 504. (a) From the sums appropriated therefor under section 501,
and the allotments made in accordance with section 502, payments shall be
made to each State which has a plan approved under section 503 for cach year
or part thereof covered by such plan beginning with the fiscal year ending June
30, 1040, in amounts which shall be used exclusively for carrying out the purposes
of section 501. These paymentq shall be in such proportion to the total amount
of public funds expended inder the State plan, during each year or part thereof
covered hy such plan as is determined in accordance with subsection 1101 (e)
upon the basis of the financial resources of the State, not counting so much of
such total expenditures as are Included in any other State plan submitted for
grants to the State under any other part of this title or any other title of this
act or any other act of Congress. In no event shall the total sum paid to the
State for any fiscal year or part thereof covered by its plan be in excess of the
total sum expended or obligated for amounts planned for expenditures from
Federal funds.

"(b) The Chief of the Children's Bureau shall, from time to time but not
less often than semiannually, determine the amounts to be paid to each State
necessary for carry ig out its plan, upon the basis of estimates submitted by the
State and, after taking into consideration overpayments or underpayments to
the State in prior periods, shall certify the amounts so determined to the Secretary
of the Treasury. Upon receipt of each such certification for payment, the Secre-
tary of the Treasury, through the Division of Disbursements' of the Treasury
Department, and prior to audit or settlement by the General Accounting Office,
shall pay to eadl State the amount ro certified."

In section 517, $73,000,000 is a propriated which shall be paid to the State if
approved by the ",hief of the Children's Bureau. Out of this $73,000 000, we
find in section 512 that $38,000,000 is tint aside for certain care of children, the
allotments to be determined by rules and regulations prescribed by the Chief of
the Children's Bureau, to he approved by the Secretary of Labor.

Section 513 concerns itself with rules for approval of State plans, a mass of
planning which has been so fatal for the past 6 years. Our Nation has turned into
a madhouse filled with insane planners, who in my opinion as a medical man
belong within the walls of some of the sanitariums they expect to build.

In section 514, entitled "Payments to States" no specific sum is mentioned.
There is only a paper transaction.

The next paragraph concerns itself with the operation of State plans. Section
516 concerns Fedora Advisory Councils, and section 517 takes up rules and regula-
tions.

Section 541 concerns itself with Administration. In this paragraph, $2,500,000
is set aside for administering the Children's Bureau, which also concerns itself with
investigations, demonstrations and various other regulations.

This brings us to title 0, "Public Health Work and Investigations." The first
paragraph, section 601, sets aside $100,000,000 for various activities. The sums
authorized under this section shall be used in making payments to States which
have capitulated to the Surgeon General of the Public Health Service.

Section 602, which I now quote so each and every one of you who reads this
may have a clearer comprehensive Idea of State allotments: "Allotments to
States. (a) The Surgeon General of the Public Health Servi-e shall allot to the
States prior to the beginning of each fiscal year, and at such time or times there-
after as may be necessary, the sums appropriated pursuant to section 601 for
such year, and the sums available for allotment under subsection (b) of this
section. The amounts of the allotments to the States shall be determined in
accordance with rules and regulations prescribed by the Stirgeon General of the
Public Health Service with the approval of the Secretary of the Treasury. In
determining the allotments under this section, the following factors for the respect-
ive States shall be taken into consideration: (1) the population: (2) the number
of individuals in need of the services; (3) the special health problems; and (4) the
financial resources.

"1(b) The amount of an allotment to any State tinder subsection (a) of this
section for any fiscal year remaining unobligated and unpaid at the end of such
fiscal year shall be available for allotment to States under subsection (a) for the
succeeding fiscal year, in addition to the amount appropriated for such year."
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This gives you a general idea of how the system works. One hundred million

is appropriated, but they have not the slightest idea how it shall be allotted.
It is an Imaginary flight of warped mentality.

Section 603, entitled "Approval of State Plans," is also a mass of regulations
which finally ends under the supervision of the Surgeon General of the United
States.

"SECTION 603. (a) A State plan to effectuate the purposes of this title shall-
"(1) Provide for financial participation by the State;
'1(2) Provide for a State-wvido prograin or for an extension of the program each

year so that It shall he In effect in all political subdivisions of the State In need of
the services not later than the beginn I rg of the fiscal year ending June 30, 1945;

"(3) Provide for the administration of the plan by the State health agency or
for the supervision by the State health agency of any part of the plan administered
by another State agency or by a political subdivision of the State;

"(4) Provide such methods of administration as are found by the Surgeon Gen-
eral of the Public Health Service to be necessary for the efficient operation of the
plan, including methods relating to the establishment and maintenance of per-
sonnel standards on a merit basis, and methods of establishing and maintaining
standards on a merit basis, and methods of establishing and maintaining standards
of medical and institutional care and of remuneration for such care, such methods
to be prescribed by the State agency after consultation with such professional
advisory committees as the State agency may establish;

"(5) Provide for an advisory council or councils, composed of members of the
professions and agencies, public and private, that furnish services tinder the State
plan, and other persons informed on the need for, or provision of, public health
work;

"(0) Provide that the State health agency will make such reports in such form
and containing such information, as the Surgeon General of the P'ublio Health
Service may from time to time require, and comply with such provisions as the
Surgeon General of the Public Health Service may from time to time find necessary
to assure the correctness and verification of such reports-

"(7) Provide for cooperation and when necessary, for working agreements
between the State health agency and any public agency or agencies administer-
ing services related to the services furnished under the State plan, including
public agencies concerned with welfare, assistance, social Insurance, workmen's
compensation labor, industrial hygiene, education, or medical care; and

"(8) Provide that the State health agency (or other State agency administer-
ing services under this plan) shall have authority to make and publish such
rules and regulations as are necessary for the efficient operation of the services,
having special regard for the quality and economy of service.

"(b) The Surgeon General of the Public Health Service shall approve any
plan which fulfills the conditions specified in subsection (a)."

Section 005 is entitled "Operation of State Plans," section 600, "Federal
Advisory Councils," and section 607, "Rules and Regulations." But when you
come to section 608, entitled "Administration," $1,500,000 is set aside to ay
administration expenses for 1 years. You can readily see from this, Mr. Rx-
payer, that these Federal spendthrifts do not deny into themselves your money.
in section l1l, part 2 concerns itself with investigations, and to pay for such

investigations a sum of $10,500,000 is set aside. This is to pay for allowances and
travel expense of regular and reserve officers of the Public Health Service.

Section 1201, "Appropriations," sets aside $158 000,000, and in section 1202,
entitled "Allotment to the States," nothing is said about how it shall be alloted,
but, the Surgeon General of the Public Health Service ts the commanding officer
for the whole country.

In section 1203, entitled "Approval of State Plans," I want to call your atten-
tion to the fact that paragraph 1 provides again for financial participation by the
State.
The State should not forget as it sells itself into Federal slavery-it does not

only furnish the money which is used by the Federal Government, but it is actu-
ally compelled to raise and furnish money within the State to provide greater and
more complete destruction of itself. It is certainly a wonderful and great plan to
bring about a totalitarian state or a dictatorial government by kidding the people
into committing national suicide.

Section 1204, entitled "Payment to the States," mentions $450 as allotment for
beds; $300 is fora bed in a hospital and $150 fora bed ina mental hospital. There
is, of course, a distinction in the two beds, the cheaper going to those who cannot
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complain. I wonder how nany taxpayers sleep in $300 or $150 beds? It would
be interesting to know.

Section 1205 is entitled "Operation of State Plans,"
Section 1206 is "Federal Advisory Councils."
Section 1207 concerns itself with "Rules and Regulations," but in section 1208,

entitled "Administration," these noble boys appropriate $1,000,000 for their
expenses. I don't want you to overlook this, Mr. Taxpayer. These noble boys
do not overlook payment to themselves.

Title XIII concerns "Grants to States for Medical Care." In section 1301,
"Appropriations," $35,000,000 is set aside, and In 1302, "Allotment to the States,'
no money is mentioned, but again it deals with regulations and problenis. Section
1303, entitled "Approval of State Plans," provides again for financial particlpa-
tion by the States. It strikes me that the boys who are going to run this roost
are not much different from our Shakespearean Shylock.

Section 1305, "Operations of State Plans," section 1306, "Federal Advisory
Councils," and section 1307, "Rules and Regulations," are like the others. Under
section 1308, "Administration," 81,000,000 is set aside to defray expenses.

Section 1401, entitled "Appropriations" sets aside another $10,000,000, which
may be paid to the States which have submiitted an(1 been approved by thle Board.

Section 1402 states, "State Temporary Disability Compensation Plans," but
this paragraph concerns itself with nothing but regulations.

Section 1,404 headed "Administration," sets aside $250,000 for salary and ex-
penses.

Section 1405 graciously supplies the reader with definitions. In the end of this
paragraph, the highest amount is to le expended in the poorest State, that is
662 percent, and 161 percent to the State with the highest financial resources.
It is, therefore, a sort of a socialistic plan in which an attempt is made to penalize
the industrious State at the expense of another. I (1o not believe Senator Wagner's
own State would like that very much, because I believe the State of New York
will be classed as one with the highest financial resources.

I shall now quote the last paragraph regarding appropriations:
"The new appropriations authorized in the first year for all phases of the pro-

gram, including administrative costs, aggregate approximately $80,000,000, ex-
clusive of amounts which may he appropriated in the discretion of Congress for
aiding the States in the construction of needed tuberculosis and mental hospitals.
This sum will be gradually Increased over a 10-year period and will be available
to match sums appropriated by the States toward the cost of their respective
programs. No new Federal pay-roll taxes are authorized.

"In order to make the available funds serve the interest of those localities and
States which are in greatest need of the services, the bill authorizes grants on a
variable matching basis, depending on the relative financial resources of the several
States, as determined by the per capita income of their inhabitants. For the
various programs of public health serve ices and hospital construction the authorized
Federal grants will vary from 33% to 66% percent of the total sums expended by
the States: for general programs of medical care the matching ratio varies from
16% to 50 percent of total State expenditures. In this way the bill will raise the
general level of health protection throughout the country, while reducing the
existing wide variations among the States, and especially as between rural and
urban areas."

We can therefore come to only one conclusion, that this bill is for no other
purpose than to build up a political machine. It is an invasion of States' rights
and destructive to business itself. It will destroy private hospitals. It will
destroy the medical profession, the dental profession, and in the end, it will
include drugs and drug stores. It is the final milestone toward a communistic,
socialistic, controlled government.

The CHAIRMAN. That will conclude the testimony for the day, and
it also concludes the hearings.

The Chair will direct that certain communications and statements
received in relation to this bill shall be incorporated in the record at
the conclusion of today's hearings.

(Whereupon, at 11:55 a. m. the hearings were concluded.)
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TuE MASSACHUSETTS MEDICAL SOCIETY,

EXECUTIVE OFFICES,

Senator JAMES E . MURRAY Boston, AMass., May RD, 1989.

United States Senate, WIashington, D. C.
DEAR SENATOR MURRAY: I want to thank you for the ympathetic hearing you

gave me in my presentation of the material concerning the Wagner health bill.
At the very beginning I made one technical error in connection with the answering
of Senator Ellender's questions that might have been misconstrued by him
Senator Wagner, and yourself, and might get me In wrong with the medical
society back hone. When Senator Ellender asked me in regard to the divided
vote of our committee as to where the minority stood, I answered with a flat
statement they are against the bill which is perfectly correct. I, however, should
have gone on to explain that our division of opinion was not on the matter of
whether to oppose this bill but whether to take a position identical to that of the
American Medical Association or whether we should admit as I did, and as the
majority wanted me to that the bill had some good features and we might con-
sider supporting the bill if sufficient features we felt harmful are corrected.

Our society has its annual meeting next week. This whole matter will be gone
over then and following the meeting I will let you know at once whether the
position I expressed has been endorsed by the society or repudiated. In either
case I will communicate to you any resolutions or suggestions that come out of
the meeting.

I wish you would let Senator Wagner and Senator Ellender see this letter and
thank them for me.

Sincerely yours, CHARLES C. LUND, M. D.,

Chairman, Committee on State and National Legislation.

TiE MASSACnUSETrs MEDICAL SOCIETY,
EXECUTIVE OFFICES,

Senator JAMIES E. MURRAY, Boston, Mass., June 8, 1939.

United States Senate, Washington, D. C.
DEAR SENATOR Mu1RAY: You may be interested to know that my statement

to the subcommittee concerning the Wagner bill was presented to the council
of the Massachusetts Medical Society, which is our legislative body, and unani-
mously endorsed yesterday. At the same time the council adopted a resolution
urging the American Medical Association to prepare and have introduced in
Congress suitable legislation along the same line that is covered by the Wagner
bill. In due course following the meeting you will receive an official statement
from the secretary of the society concerning these two resolutions.

Thanking you again for your kind consideration at your hearing.
Sincerely yours, CHARLES C. LUND, M. D.,

Chairman, Committee on State and National Legislation.

UNITED STATES SENATE,
COMMITTEE ON THE JUDICIARY,June 14, 1939.

Hon. JAMES E. MURRAY,
United States Senate.

DEAR SENATOR: Recalling our conversation in which you advised me that a
witness appearing before your' committee had pointed out that the Carrie Tin le
Hospital In New Mexico was an example of the building of hospitals where they
are not needed, I contacted the chairman of the board ofdirectors of the hospital,
who has prepared a statement on giltl t htis been accomplished in the hospital.
I am enclosing this statement in the hope you can have it inserted in the hearings.

From this statement you will observe that approximately 600 cases have been
admitted and treated since the hospital was opened. There remain several hun-
dred, in fact available figures disclose 800 or 000, children in New Mexico yet to
be treated. When all these cases are treated, 1,400 or 1,500 children will have
received treatment at this hospital which they would not have otherwise received.
The witness who testified may think that spending approximately $000,000 for

144809--O--pt. 3-10
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building and equipping the hospital Is waste, but restoring 1,500 children to health
seems to me to justify the cost of the entire project, even if there are no more
children treated. Of course it is intended that the hospital will be used for the
treatment of children from States other than New Mexico.

I, myself, have every confidence in the Carrie Ti'Ingley Hospital and believe it
has served a worthwhile and useful purpose. I trust you can insert the statement
of Dr. Colvard in the committee hearings.

Sincerely yours, CARL A. HIATChl.

DR. COLVAnD'S STATEMENTS

The Carrie Tingley Hospital was constructed at Hot Springs, N. Mex., by
Works Progress Admiistration labor as a project which was approved, and cost
the Federal Government approximately $900,000 for building and equipment.
This includes the State's share of construction cost, and the hospital was opened to
receive patients September 1, 1937. A survey conducted by the Department of
Public Welfare examined children for crippling conditions, including children from
birth to the age of 21. These clinics have shown approximately 1,400 of the State
who are eligible for and have been recommended to the hospital board for admis-
slon to date. Since the opening of the hospital approximately 500 cases have
been admitted and treatment started. Obviously some of these patients will have
to receive treatment over a period of months but a large number have been
discharged as cured. The incidence of infantile paralysis has been found to
be approximately 33% percent as a basic cause for the physical defects found.
A large amount of tuberculosis of the bone, it is believed, can secure more bene-
ficial treatment productive of permanent cure at this hospital than in most ortho-
pedic hospitals, due to the excessive sunshine found in the State of New Mexico,
which is quite a factor in the successful treatment of bone tuberculosis. It
will be seen from the above figures that between 800 and 900 children are yet to
be treated, and it is my belief that within the next 3 to 5 years this accumulated
State load of patients will have been taken care of. Subso-quent to that time it is
probable that the normal occurrence of crippling conditio-is in the State will not
be sufficient to justify the full-time operation of this hospital, and it is believed
that some national foundation can be interested in utilizing its services and steps
have already been taken and the foundation laid for such utilization. During
the past 3 months the facilities of the hospital have been inspected by a represen-
tative of one of the large foundations and an entirely favorable report made regard-
ing such benefits for this institution.

The physical equipment of this hospital is unique in that all services required
in the treatment and care of these various crippling conditions can be cared for
under one roof. In many of the larger institutions, surgery, braces or one of the
facilities we offer have to be obtained from some other Insttution. The advan-
tage of these facilities all being available at the hospital during the child's one
stay there, or one period of stay there is obvious.

The degree of disablement of the child has varied from complete inability to
walk or stand erect to permanent deformities, such as hare-lip and cleft palate.
Of these 1,400 children we believe that a large percentage can be restored to useful
citizenship and to at least a semblance of normal physical makeup.

The Legislature of the State of New Mexico in 1937 appropriated approximately
$10,000 per month to operate this hospital, which was supplemented with funds
from the Crippled Children's Bureau of the Federal Department of Public Welfare.
The legislature of 1939 has appropriated $105,000 per annum for the next bien-
nium for operation of the hospital. The operative control of the hospital is under
a board of three directors appointed by the Governor for terms of 2, 4, and 6
years, respectively. GEoRoE T. COLVARD, M. D.,

Chairman, Board of Directors of Carrie Tingley Hospital.

PULADELPHIA BOARD Op TRADE,
Philadelphia, May 28, 1939.Ron. JAR. J. DAVIS,

United States Senate, Washington, D. C.
My DEAR SENATOR: I enclose you herewith certified copy of a memorial

adopted by the Philadelphia Board of Trade protesting enactment of S. 1620
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(to be known as tile National Health Act), and would appreciate your having
this presented and referred to the proper committee.Very truly yours, H. W. WILLS, Secretary.

PHItLADELPlIIA BOARD OF TRADE,
Philadelphia, May 22, 1939.

To the Honorable the Senate and House of Representatives, in Congress Assembled:
This memorial of tile Philadelphia Board of Trade respectfully represents:
That tile executive council of the Philadelphia Board of Trade has carefully

considered tile provisions of Senate bill 1620 (to be known as the National Health
Act) and which proposes that tile several States shall make more adequate pro-
visions for public health disease-preventive service, maternal and cliId-health
services, maintenance and construction of hospitals, health services, etc., including
disability insurance as well as amendment of the Social Security Act, and em-
phatically urges your unfavorable action thereon.

That our national economy requires retrenchment in Federal disbursements
and abandonment of the current paternalistic program; it is the people's business
to support the Government-not the Government to support the people.

That practical experience and all acquaintance with tleTnn-ritples-of-lemnicrato
government as established under the Constitution of the United States have led
this boar-l of trade to the conviction that the proposal submitted In this bill
would demonstrate a socially and economically unwise function on part of the
Federal authority.

That the proposed expenditure of not lens than $430,000,000 drawn from the
United States Treasury and distributed aniong the several States according to
to the financial resources of each, promises a political gratuity which Invites wanton
waste of public funds at the same time blazing a new avenue in the violation of
what we have so long recognized as the rights of the individual States.

That while we recognize the humane ideals which ostensibly motivate such
proposed legislation we most respectfully urge that such a program as that pro-
posed would initiate under a partial disguise a system of "State medicine" with
all the perversions and iniquities which such a paternal policy would encourage
and therefore Congress must shun the temptation of partisan political aggran-
disement in the sincere advancement of human welfare by refusing to promote
such a system as that now submitted, being confident that by proper educational
methods the essential facilities may be provided by the individual States as their
respective financial resources may permit and that thus sound and practical
economy may be conserved and a more responsible service secured for the proper
care ani decvelopment of the public health, morally and physically.

Therefore, for the reasons hereinbefore cited, the executive council of the
Philadelphia Board of Trade urgently represents that your honorable body dis-
approve enactment of S. 1620, to be known as the National Health Act.

The PHILADELPHIA BOARD OF TRADE,
[SEAL] GEe. L. MAnKLAND, Jr., President.
Attest: H. W. WILLS, Secretary.

(The following was requested to be furnished for the record. See

p. 275, pt. 1.)

STATE, COUNTY, AND MUNICIPAL WORKERS OF AMERICA

Affiliated with C. I. 0. New York District

Senator JAMEs E. MURRAY,
Chairman Subcommittee on Education and Labor, Washington, D. C.

My DEAR SENATOR MURRAY: May I take this opportunity to express my
appreciation for the courteous treatment accorded me at the hearings before your
committee on the 12th of May?.

Attached please find information regarding New York State and city hospitals,
which was requested by a member of the committee.

Sincerely and repectfully yours, UC" MGK• NMARY" LUCm .'McGoRK I", H. No#

Chairman, New York State Industrial Union Council,
Congress of Industrial Organizations.
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NEW YORK STATE DEPARTMENT OF MENTAL HYGIENE HOSPITALS

Patients Patients
Binghamton --------------- 2, 800 Marcy ------------------ 2, 400
Brooklyn ------------------- 2, 700 Middietown --------------- 3, 300
Buffalo --------------------- 2, 200 Pilgrim ------------------ 8, 600
Central Islip -------------- 8, 800 Rochester ----------------- 3, 100
Creedmoor ---------------- 4, 500 Rockland ------------------- 6, 700
Gowanda ------------------- 2, 200 St. Lawrence -------------- 2, 100
Harlem Valley ------------- 4, 500 Utica ---------------------- 1, 050
Hudson River ------------- 4, 400 Willard -------------------- 2, 900
Kings Park ----------------- 5, 700
Manhattan ------ _----_---3, 000 Total --------------- 69, 550

STATE SCHOOLS AND CRAIG COLONY

Patient. Patient*
Letchworth Village ---------- 3, 700 Wassaic -------------------- 4, 000
Newark _----------------- 2, 300 Craig Colony -------------- 2, 250
Rome ------------------- 3,400
Syracuse ----------------- 1,050 Total -------------- 16, 700

The daily patient population within these institutions is 86,250. The cost to
the State per patient, per day, is estimated at $1. The cost per meal per patient
6 cents,

All the above figures were taken from the official report of the State Department
of Mental Hygiene.

MUNICIPAL HOSPITALS IN NEW YORK CITY

There are 28 municipal hospitals in New York City, with a total bed capacity
of 18,836. There were 266,892 patients hospitalized during the year ending
December 31, 1937. There were 2,028,253 clinic visits made to these hospitals
during the same period. The average per-capita cost for in-patients was $3.58
per day. Our city hospitals function at 08-percent capacity at all times, thus
making it difficult and in some instances impossible to maintain sanitary
conditions.

Submitted by: MARY LUCIEL MCGORKEY,

Chairman, New York Stale Industrial Union Council,
Congress of Industrial Organizations.

THE AMERICAN ASSOCIATION OF MEDICAL SOCIAL WORKERS, INC.

Chicago, Ill.

NEW YORK SCHOOL OF SOCIAL WORK
New York, N. Y., May 2, 1989.

Re Wagner national health bill (S. 1620).

Hon. JAMES E. MURRAY,
Chairman, Subcommittee of the Senate Committee on Education and Labor,

United States Senate, Washington, D. C.
MY DEAR SENATOR MURRAY: The President of the American Association of

Medical Social Workers, Miss Agnes Schroeder) has authorized me to send you a
brief statement summarizing the reasons which medical social workers have for
supporting the Federal Government's health program.

Mediealsocial workers are employed in hospitals and in community health and
welfare organizations.

Those in hospitals know from first-hand experience of the difficulties en-
countered by both institution and patient in meeting the costs of adequate
medical care. They know of and often take part in the admission of patients,
which means also the exclusion of ineligibles, and, when hospitals assume respon-
sibility for seeing that refused applicants are advised where else to seek help it
is often the social worker who gives this advice as to resources available. They
know of the long waiting lists of institutions for care of chronic invalids and
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defectives, of the crowded wards of many public hospitals, and of the total lack
of some special facilities even in the better-supplied communities.

In the services outside of hospitals, medical scolal workers arc attempting to
aid in ease-finding and in the coordination and use of all existing health agencies.
To workers in tils field the lack of both curative and preventive facilities Is a
constant and an urgent problem. 'lhe beginning already made under Social
Security and State initiative is showing the need to be greater than we know.

The following summary is made from reports from a number of workers in city,
State, and Federal health and welfare services.

Rural communities show the greatest lack of facilities for medical care. Need
Is reported for the expansion of public-health services, maternal and child care,
construction of hospitals and clinics and a better general medical program.
There are areas in which there is no doctor, nurse, or hospital, and whole States
in which treatment centers are few. "There are many people who get no medical
service at all." There is also the problem of transportation. "Because of moun-
tain topography, funeral expenses, instead of hospital bills are sometimes paid."

In one State the diagnostic clinics set up under the crippled children's program
have found more than 2,000 children In need of treatment; only a fraction of them
can be cared for unless there is an expansion of present facilities and expenditures.
Long waiting lists are reported, of children needing surgical treatment of various
kinds. In some places the provision for care for adults is even less than that for
children.

A report from a medical social worker who has observed health work in 18 States
says that in clinics for crippled children in rural areas a great number of illnesses
are revealed besides the orthopedic handicap. "These clinics which have been
set up for specialized service represent the first opportunity of numbers of families
to consult any physician." The need for general diagnostic and treatment re-
sources Is thus revealed by the partial program made possible by the Social
Security rant.

We think the investment would be good, even in terms of money. One State
Initiated a hospital and clinic program in which dentistry is featured, because
social workers found that more than three-fourths of the relief recipients had bad
teeth. It Is said that during the first 3 months over 9 000 persons were treated
and that 110 families wore known to have been removed from relief rolls, returned
to health and employment through dentistry.

Differences In procedure are noted when medical care is the sole responsi-
bility of counties. Many counties cannot pay for doctors' services and so omit
even such important measures as care of syphilis, even though the State may offer
free laboratory tests and drugs.

There Is everywhere emphasis upon the need for a balanced and a general
program, both because of administrative practicability and economy, and because
of the danger of diverting money and interest Into certain services at the expense
of others equally necessary.

Yours verysincerely, ANTOINETTE CANNON.

VETERANS' ADMINISTRATION,Washington, June I, 1930.
Hon. JAMES E. MURRAY,

United States Senate, Washington, D. 0.
My DEAR SENATOR MURnAY: I have been informed that at a hearing held before

the subcommittee of the Senate Committee on Education and Labor, of which
you are chairman, Dr. Heyd of Now York, made the statement that "In the
Veterans' hospitals it takes 2U days to take out tonsils and discharge the patient.
In civilian hospitals it takes 3 to 4 days."

I think that Dr. Hoyd's statement was made without full knowledge of the facts
in this matter. The average period of hospitalization for tonsillectomy in facilittq
of the Veterans' Administration conforms to that In civilian hospitals of the better
class. When this average period of hospitalization for tonsil operation is exceeded,
it Is because of complications in the individual ease or because the patient Is re-
tained In hospital for associated treatment of some other disorder or to accomplish
a general physical examination, the report of which is to be used In the adjudica-
tion of a claim for disability compensation, pension, insurance, etc.

Very truly yours, FRANx T. HiNEs, Administrator.
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THE NATIONAL BOARD OF TIlE YOUNG WOMEN'S CIIRISTIAN ASSOCIATIONS OF TIlE
UNITED STATES OF AMERICA

600 Lexington Avenue

NEw YORK, N. Y., April 13, 1939
Statement from the National Board of the Young Women's Christian Associations

on the need for Federal aid for improving health conditions in the United States

The Public Affairs Program adopted at the 1038 National Convention of the
Young Women's Christian Associations of the United States of America, includes
tinder the heading, "Public Health " the following: "To encourage and support
Government and other agencies in the establishment of adequate low-cost medical
care; protection of maternal and infant welfare; * * * equalization of health
coverage among the various elements in our populationn * * *." This con-
vention also endorsed the princii)le of social insurance.

The promotion of physical health is one of the objectives included it the pur-
pose of the Y. W. C. A. Since the beginning of the Y. W. C. A. movement there
has been an active health program in practically every local Y. W. C. A. in the
United States. This long experience has given us an Intimate knowledge of health
needs.

In a study of budgets of business girls fin the Y. WV. C. A., made in 1931 and
1932, it was discovered that with a drop in income which occurred for a large
percentage of the group during the second year, the first item in the budget to be
drastically reduced was medical care.

Within tile Negro groups of our meenrship, health is a matter of major con-
cern. In communities where the local Y. W. C. A.'s have made studies of civil
rights of Negroes, the membership concerned has never failed to register the
restricted access Negroes have to hospitals, medical training, doctors, and public-
health service.

Our farm membership reports the acute problems which rural families face
because of lack of adequate or available hospital and medical facilities.

This experience within the Y. W. C. A. membership itself, in health education
departments, in the business and industrial girls' clubs, among our Negro members,
among our rural associations, all points to the fact that the present system of
private practice, voluntary group practice and Government help for the Indigent,
is not sufficient to cover the needs of our population for medical care.

It was this conviction which led the 1938 convention to advocate Governlnent
aid for low cost medical care and for the equalization of health coverage for all
parts of the population, and support of legislation for a system of social insurance.

[si MARY N. G. FRENCH,
Mrs. JoHN FRENCH. President.

THE 01110 SOCIETY OF OSTEOPATIIC
PHYSICIANS AND SURGEONS,

Marietta, Ohio, May 7, 1939.
Senator ROBERT TAPTr,

United States Senate, Washington, D. C.
HONORABLE SENATOR: Enclosed is a copy of the resolution adopted by tihe

Ohio Society of Osteopathic Physicians and Surgeons, May 6, 1939.
Your careful consideration of the same will be appreciated.

Yours very truly, THE 01110 SOCIETY OF OSTEOPATIIIC

PHYSICIANS AND SURGEONS,
[s] H. L. BENEDICT,

Dr. H. L. BENEDICT, President.

THE OHIO SOCIETY OF OSTEOPATHIC
PHYSICIANS AND SURGEONS,

Mlarietta, Ohio.

RESOLUTION OF 01O SOCIETY OF OSTEOPATHIC PHYSICIANS AND SURGEONS

Whereas the American Osteopathic Association, a democratic and representa-
tive federation of State osteopathle societies, by its house of delegates assembled
in forty-second annual session at Cincinnati, Ohio, in July 1938, resolved to
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cooperate "with employers and employees, with representatives of lay organiza-
tions, with other ned~ical organizat ons, and with those departments of Govern-
ment interested in the program, in working out a program of care (which will
include, for the individual, the option of free choice of physician) for those not
now relceving adequate medical care because of medical Indigenoy;" and

Whereas osteopathy is recognized, regulated, and licensed in tie State of Ohio
and osteopathic physicians are engaged in the practice of their profession in saidState; and

Whereas osteopathic physicians in this State are concerned with the promotion
of maternal and child health, maternity care, and care of infants, medical care
for children and services for crippled aiid other physically handicapped children
in need of such care, and public health work, am the construction and operation
of hospitals and health centers, and the furnishing of medical care to those unable
to provide adequate inedical care; an1(1

Whereas the national health bill, S. 1620, purports to extend and mnultiply
the medical care provisions of the Social Security Act and to that end authorizes
the Federal administrative agencies to set tip'Federal advisory councils com-
posed! of representatives of the professions concerned, and requires the State
administrative agencies to do likewise; and

Whereas said national health bill makes no provision for the representation of
the osteopathic profession on said Federal ar1d State advisory councils: Now,
therefore, be it

Resolved by the Ohio Society of Osteopathic Physicians and Surgeons, representing
the osteopathic profession in said State, That the United States Senators from
this State, the author of said bill, and the Senate Committee on Education and
Labor, and the President of the Senate, the Vice President of the United States,
be informed by transmittal of col)ies hereof that the aims and purposes of said
bill require amendments expressly )reserving freedom of choice of physician
and school of practice to persons'entitled to medical care, and expressly pro-
viding for osteopathic representation on said Federal and State advisory councils
to the e(d that the osteopathic profession in this State and in the United States
may be enabled to cooperate in Implementing the mnedical-social security program
of said bill.

Senator JAMES E. MURRAY, NASHVILLE, TENh., May 12, 1939.

Chairman of Subcommittee on Education and Labor,
United States Senato.

Greatly appreciate your invitation to appear as a witness at the hearing on
national health )ill but find it impossible to appear in person this afternoon.
However, would appreciate very much the privilege of having the statement
which Ian sending you made a part of the record.

HORTON CASPARIS, M. D.

VANDERBILT UNIVERSITY, SCHOOL OF MEDICINE,
Nashville, Tenn., Afay 18, 1939.Senator JAMES E. MURAYa,

Chairman, Subcommittee on Education and Labor,
United States Senate, Washington, D. C.

DEAR SENATOR MURRAY: Confirming my telegram, I do appreciate very much
the invitation extended me to appear before tile subcommittee of the Senate
Committee on Education and Labor holding hearings on the national health bill,
S. 1620. Since the committee was somewhat rushed and since it was practically
impossible for me to appear in person on Friday afternoon, May 12, I am sending
a statement of my interest and position covering that aspect of the hill about which
I feel qualified to have an opinion namely, that part concerning maternal and child
health. I hope it will be possible to have this made a part of the record for I
think my statement represents fairly well the attitude of a number of my colleagues
concerning this matter,Sincerely,

HORTON CASPARIS, M. D.,
Professor of Pediatrice.
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CASPARIS' STATEMENT

In being given the opportunity through invitation to make a statement to your
committee holding hearings on the national health bill, it is probably appropriate

* in the first place for me to identify myself and explain my interest in this matter.
I happen to be chairman of the public relations committee of the American Pedi-
atric Society. This society is an organization which has been in existence more
than 50 years. Its membership is made up largely of those physicians throughout
the country who are in the main associated with the better medical school, and
who are responsible for much of the teaching, preparation, and guidance of young
physicians, practicing physicians, nurses, health officers, and lay groups and or-
ganizations interested in the care of and promotion of health in children.

Since the health of children is indissoclably linked with the health of mothers,
I feel qualified to speak to that part of the national health bill only which concerns
maternal and child health. And, while I cannot speak officially for the American
Pediatric Society, I do feel the membership is deeply interested in any sane efforts
looking to the promotion of maternal and child health, since at its annual meeting
on April 27-29 1939, the society passed the following resolution:

"Resolved That the American Pediatric Society approves in principle the pro-
visions for the promotion of maternal and child health as contemplated in S. 1620."

Having been professor of pediatrics at the Vanderbilt University Medical School
Nasl'ville Tenn., for the past 14 years, I have had a rather unusual privilege and
opprtunfty to see and work with thousands of children in the South, especially,
children in various stages of health and disease, and children in all social and eco.
nomic levels. Also I have had intimate contact with many individual physicians,
physicians in small and large groups, health officers, nurses, lay groups, and or-
ganizations chiefly throughout the South, but also in most other sections of the
country.

Out of all of these opportunities for intimate and actual experience with children
on the one hand, and physicians on the other, this definite conclusion has become
very clear in my mind. That although we still have much to learn concerning the
care of children, most of our trouble today results from lack of general application
of available medical knowledge. To secure widespread application of available
medical knowledge we have two problems or two angles of approach.

The first is to get this working knowledge more generally into the hands of
doctors caring for mothers and children. Vhe medical schools certainly must
assume responsibility for adequate teaching and training of their students, and
likewise there must be developed means of devoting intensive efforts to keep prac-
tiotng physicians abreast of the times through various methods of post-graduate
education, because medical care can never be any better than the preparation of
the doctors who give it.

The second problem or approach is to make good medical care as widely so-
curable and usable as possible. This aspect of the problem concerns not only
the economic status of the patient, but also, and probably just as important as the
first, his education to see the advantage of good medical care and to seek it. In
other words making the services of good doctors available to the people, doesn't
mean that the people will use these services. We too often see examples of lack of
use of good available facilities, especially among those who need medical care
most. we have found that often iT requires a good deal of effort to teach people
to take advantage of good medical care, but through doing so, thdy gradually
learn to appreciate its value and slowly tend to seek It. People in general so
easily get accustomed to and even satisfied with the quality of medical care avalla-
able regardless of its level.

As I see It, then, improving the ability of physicians to give good medical care
and teaching the people, largely through demonstration the advantage of o0od
medical care, as well as making It possible from the economic standpoint for them
to secure It, are the base needs, and cover the purpose of the proposed amendment
to section V of the Social Security Act.

With this purpose in mind I hardly see how any of us responsible for the pro.
motion of maternal and child health could do anything except approve heartily
of any efforts in this direction, provided they were guided more by common sense
rather than sentinent, -nd provided they took into consideration the fact that
this problem Is educational with respect to doctor and patient, as well as economic
with respect to patient and doctor, and its solution therefore must move forward
slowly and gradually under the supervision of those properly qualified.

HORTON CAsPARTs, M. D.



ESTABLISH A NATIONAL HEALTH PROGRAM 947
NATIONAL DENTAl, ASSOCIATION,

Washington, D. C., June 1, 1930.]Lion. JAMeES E. MURRAY,

Chairman, Subcommittee on Education and Labor,
United States Scate.

SIR: I regret very much that the representative of the National Dental Asso-
ciation was not permitted to appear in person before the Subcommittee on Educa-
tion and Labor studying the Wagner health bill, S. 1620.

By request of your committee, I am enclosing a written statement of the public
relations committee of the National Dental Association for inclusion in the record
of the hearings to be published by the committee.

Respectfully yo, NATIONAL DENTAL ASSOCIATION,

By [s] WM. 0. CLAYTOn,
WILLIAM 0. CLAYTOn, D. D. S.,

Chairman Public Relations Committee, and State Vice President, for
District oP Columbia, for the President.

STATEMENT OF THE NATIONAL DENTAL ASSOCIATION COMPOSED OF OVER 2,000
NEGRO DENTISTS, COMMENTS BY REQUEST OF TIlE SUBCOMMITTEE ON EDUCA-
TION AND LABOR CONSIDERING THE WAGNER HEAILrH BILL, S. 1620, To BE
PRINTED IN TIE RECORD OF THE HEARINGS

NATIONAL DENTAL ASSOCIATION-WHY ARE DENTISTS INTERESTED IN THE
NATIONAL HEALTH BILL?

Modern dental science has revealed that many systemic diseases, if not caused
by diseased teeth, are greatly aggravated by them. Notable are statistics show-
ing that the highest death rate is caused by heart disease. A Mayo clinic report
issued not over 5 years ago shows that a number of their eases of heart disease
could be traced to disease teeth and gums from which infectious organisms are
carried to the heart by the bloodstream. Many other systemic diseases, according
to a report by Dr. John Oppie McCall, of New York were summed up as rheuma-
tism, heart disease, certain kidney ailments, neuritis, neuralgia, certain types of
headaches, dizziness, excessive fatigue, certain serious eye diseases, nervous pros-
tration, and St. Vitus' Dance are the result of diseased teeth and gums as either
primary or secondary cause. Consequently, any health program which leaves out
the dental services is entirely inadequate.

We would emphasize as most important a thorough system of dental health
education in agreement with the plan set forth by the American Dental Associa-
tion and that there may be a more effective and understanding knowledge ado-
qua tely presented by the dentists themselves to the general public in order that
the public be made fully aware of the importance of proper dental care.

0ITATIONS OF ITEMS IN B-1820

Page 2, line 15: "* * * including the training of personnel * b." The
National Dental Association is particularly interested I the training of its mem-
bers and asks that they be accorded proportionate representation in those States
and political subdivisions for which training facilities are established. Lack of
admission to hospital staffs and present clinical institutions has prevented the
proper training and experience of the majority of the members of our association.
We urge that the Surgeon General of the Public Health Service and the Chief of
the Children's Bureau insist that due consideration. be given to the training of
members of the professions among the minority groups before approving State
plans for grants or funds.

Page 4, lines 14, 15, and "10 * * * methods relating to the establishment
and maintenance of personnel standards on a merit basis * * *.1" We call
attention to the merit systtkn for employed personnel which is provided in the
bill. The past experiences of Negro persons properly qualified and eligible, reveal
there has discrimination In their recognition and selection for employment
under the civil service. The mere fact that the photograph is required contributes
to possible rejection even If the colored applicant merits the appointment. It Is
necessary, therefore, that certain specifications be Included in the fundamental
law of this national health bill to assure equitable participation of Negro trained
personnel.



948 ESTABLISII A NATIONAL, HEALTH PROGRAM

Page 4, lines 21 to 25: "* * * )rovido for all advisory council or councils,
composed of members of the professions and agencies, pulic and private, that
furni sh services under the State plan, and other persons informed on the need
for, or provision of * * *.

The members of the various professions and agencies which are placed on these
councils should be representative of all groups in the State regardless of race,
creed, or color. The obvious reason for this Is to give the members of the profes-
sions of the minority groups an opport Iit to safeguard their interests in the
very inception of the plan itself, not only regarding the present agencies but the
proposed facilities as well.

Whereas, over 05 percent of the hospitals and health institutions use no dis-
crihinatory practices in the acceptance and treatment of Negro patients, either
Indigent or otherwise, Negro doctors are excluded from these same health Insti-
tutions. The few remaining facilities open to the Negro doctors are those op-
erated primarily by ail for Negroes only.

SUMMARIZATION

(1) Endorsement of the general objectives of the national health program.
rhe National Dental Association, composed of Negro dentists who observe and

treat the millions of Negro men, women, and children, is cognizant of the great
need for adequate and efficient dental care and, therefore, st iscrihbes to the pro-
posal, based on reliable data of pertinent sitrveys, that ways and means should be
provided for the benefits that dental science and dental education have made
possible, but which the constituted authorities and agencies in the related fields
of health, co' onics, and social welfare have not made available to the people
who need theux.

(2) Endorsement of the American Dental Association's qualifications of tile
provisions of the national health program.

Tie National Dental Association has maintained intelligence of the discussions,
resolutions, and editorial comments of the American Dental Association, quail-
fying the provisions of the national health program with the view of )roteeting
the proper rights an( interests of the American dentists while agreeing to reason-
able and judicious l)articipation in the plan, and it is the sense of the National
Dental Association that the recommendations of the American Dental Association
are clearly and wisely stated.

(3) Qualifications proposed by the National Dental Association.
Formerly, many unfavorable, unwise, and sometimes unfair attitudes and

practices in the provision of public benefits have denied both the Negro doctors
and their patients, actual or potential, an equitable share of the public funds and
professional opportunities.

Therefore, the National Dental Association is constrained to petition the
administrators of both the Federal and the State phases of the national health
program to consciously consider and justly provide for the Negro dentists and the
Negro people in the operation of the national health program if and when It
becomes effective.

CONCLUSION

Representing as we do the largest minority group in our American Democracy,
which also constitutes the largest pro rata of Indigent and near indlignt, the Na-
tional Dental Association submits this petition to the effect that provisions of the
national health bill will require administrators of both the Federal and State
phases of the national health program to consciously and adequately Include the
Negro members of the dental profession.

Respectfully yours, NATIONAL DENTAL ASSOCIATION,

PUBLIC RELATIONS COMMITTEE,
CHARLES W. Donsny, D. D. S., Chairman.

By (s) WM. 0. CLAYTOn,
William 0. Clavtor, D. D. S., Cochairman,

and State Vice President for District of Columbia.
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NATIONAL ASSOCIATION OF COLORED GRADUATE NURSES, INC.,

New York City, June .0, 1930.Mr. (!IIm,Es A. M|UIRAY,

Secretary to Senator Jainie H. Mlrra!/,
Conmitlee on Education and Labor,

United ,States Senate, lWashington, 1). C.
)EAR MR. MURRAY: Enclosed is the statement from the National Association

of Colored Graduate Nurses which you requested in your letter of May 23.
Sincerely yours, MANEI, K. STAUIERS, R. N.

STATEMENT PIIESENTEI) TO TIlE SENATE COMMITTEE ON EDUCATION AND LABOR
ON Ti'e WAGNER IIEALTti BILL, 8. 1620, Bv TIlE N'ATIOXAi, ASSOCIATION OF
COLORED GRADUATE NURSES.

I. Fundamental position:
Favor passage of bill provided certain safeguards against diserinlnation are

included in the bill.
II. Safeguards made necessary by present practices of publ-health agencies

whose services the act proposes to extend:
A. In States where separate l)blic.health facilities are maintained for separate

races, provide for a just and equitable apportionment of such funds to carry out
the purposes of each part of each title of the act for ininority races without reduc-
tion of the proportion of State and local moneys expended during the fiscal year
ended in 1038 for such health services.

Supportlng data for this contention:
1. Field of maternal and child welfare: In Mississippi in the year of 1930, 85

percent of all Negro babies born were born without the aid of doctors, a condition
hard to believe in a civilized country, as against 10.4 percent of all white babies
born under similar conditions. Needless to say, if there was no doctor in these
instances, neither was there a nurse. Only 1.5 percent of all Negro births in
Mississippi in this year were in hospitals as against 13.6 percent of all white births.
Contrast this last figure with hospital births In the State of New York in this same
year-79.8 l)ercent for Negroes, 76.6 percent for whites-and you will get, some
idea of the medical aid available to Negro mothers in these two States. In
Mississippi the outstanding need for increased health service is in the Negro group
and the bill must specifically provide that increased facilities on a jost and
equitable basis will be extended to this group.

2. In those areas specified under title VI of bill S. 1620 we use one illustration:
The death rate per 100,000 persons in 10 Southern States in the period from 1031
to 1933 where the cause of death was respiratory tuberculosis was 137.48 for
Negroes as against 48.49 for whites. If we did not know how to reduce the death
rate from tuberculosis this statement of fact would be indeed tragic, but we do
know a great many things to do and in the face of our knowledge this condition
is criminal. Proper food, rest, nursing service, and medical care intended to be
provided under this act will go a long way to change the picture, but only If the
funds under the act are placed at the point of need and are expended fairly for
all people.

3. Title VII: Here the purpose Is to extend hospital facilities. We quote from
Tievor Bowen's study made under the Institute of Social and Religious Research:
"There is 1 hospital bed available for every 2,000 Negroes in this country, as
compared with 1 bed for every 150 of the white population." And we give one
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instance which happened in Atlanta, Ga.: A Negro was taken critically ill on the
street. Showing no visible signs of color, ho was taken to the white side of the
city hospital. While receiving care, a relative, showing color, arrived. Treat-
ment was stopped, a sheet thrown across the patient, and he was carried through
the rain across the street to the colored wing. It is unnecessary to say that the
exposure and delayed treatment took their toll on the life of the Negro patient.
It is this sort of existing practice that makes our support of the bill rest on safe-
guards written into the text of the act itself.

4. Title XIII-I"To improve medical care, including all services and supplies
necessary for prevention, diagnosis, and treatment of Illness and di ability."

To insure this being done this portion of the act, as some of the other sections,
carries a provision for "training of personnel." Those who know what a share
efficient nursing service has had in reducing illness and unnecessary deaths
know what a determining factor adequate training of nurses has been. Yet
what are the conditions a Negro nurse meets when she tries to prepare herself
for adequate and efficient service? Many nursing schools are closed to her.
Others maintained for Negroes often offer inferior training facilities. Adminis-
tration of funds now available for nurses' training under the Social Security Act
savor of discrimination and leave us distrustful of ever being treated justly under
general clauses.

B. Federal and State advisory councils must have members from sizeable
minorities present in the area served by the council. This pmr vsion gives Con-
gress some assurance that administration of the act will be just.

C. No discrimination in the salary and wages of personnel in the same classi-
fication and doing the same work or equal work shall be made on account of
sex creed, race, or color.

Tablo I: Health Department and Public Health Nursing Association employing
Negro nurses and salary paid Negro nurses as compared with salaries paid white
nurses. Compiled by Estelle Massey Riddle, president of National Association
of Colored Graduate Nurses, Journal of Negro Education, July 1937, page 487:

Place Agency

Virginia:
Lynhburg .......... City health department ...................
Newyjort News . Board of education ........................

Norfolk ............... City health department ...................
Suffolk ................ City and city health department ..........

North Carolina:
Charlotte .............. City health department ...................
Greensboro ............ d o ....................................

Georgia:
Albany ................ County health department ................
Atlanta ............... City health department ...................
Macon ................ County health department ................
Savannah ........ .... do ....................................

Florida:
Clearwater ............ City health department ...................
Miami ............... do ...................................
West Palm Beach..........do ...................................

Kentucky:
Lexington ............. Public health center ......................
Louisville ............. Public health nurses association ...........

Tennessee:
Knoxville ............. do ......................
Memphis .............. City health department ...................
Nashville .............. Public health nurses council ...............

Alabama: Birmingham .... City health department ...................
Louisiana: New Orleans_ Child welfare association ..................
Oklahoma: Oklahoma Public health nursing bureau ..............

City.
Texes:

Houston ............... City health department ...................
San Antonio .......... City board of health .......................

Nurses employed Salary of NegroNurss eployd I nurses

Negro Whito

(0)(?)
(?)
(?)

9
(?)

0t) 16
15

8

31
8
16
26
is11
27
12

Xo...

.o o° .

.. . o

X

Same ILower

x
x
x
x
x
x
x
x
x
x
x

.X
x

x
x

x

Table I is self-explanatory. Existing public health agencies are now paying
Negroes less for the same work than they pay white workers. Yet everyone
knows that the grocery clerk charges a Negro as much for his staples as he does
a white person. Furthermore, everybne knows that rents in Negro neighbor-
hoods are higher for services rendered than rents in white neighborhoods. There
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is simply no excuse for such differentials. One further thing, however, must be
noted in this table: Some public health agencies do pay the same wages for the
same work and some of the public health agencies arc southern agencies. So it
can be done because it is being done.

We end by adding that the above will not be realities without (1) Proper defini-
tions of "minority races" and "just and equitable distribution of funds," we
favor those given by Dr. Louis T. Wright in his testimony before this committee;
and (2) provision in the act that there be full publicity of any proposed change
in the administration of the act by each State before such a change is made and
that the accounts of all expenditures be such that adequate check on just and
equitable distribution can be made by Federal agencies disbursing funds.

NEW YOHX STATE DEPARTMENT OF HEALTH,
Albany, N. Y., July 2O, 1939.

AUGUST 6, 1939.

STATEMENT SUBMITTED BY THE COMMITTEE OF PiYSICIANS FOR THE IMPROVE-
MENT OF MEDICAL CARE, INC.

PROPOSALS FOR AMENDMENT OF THE WAGNER BILL S. 1620

The national movement for improvement of health services and provision of
better medical care for the people, which has been gaining force in the last years,
has now reached the point where legislation is pending. Hearings before the
Senate subcommittee have been held on the Wagner bill which was the subject
of the last statement issued by the committee on May 5, 1939. The bill has
received the general support of consumer groups (labor, farm, women's organiza-
tions, etc.) and has been subjected to criticism, sympathetic and otherwise by
professional groups of all kinds. Tie subcommittee of the Senate Committee
on Education and Labor, before which these hearings Were held, has submitted
a report. In this report It is stated that "the committee will continue its study
of S. 1620 so that a definitive report on the proposed legislation can be submitted
soon after the beginning of the next session of Congress." In addition, to quote
from another section: "We do not at this time have solutions for all of the prob-
lems which have developed in the study of the bill, but we are confident that
solutions will be found as we proceed with our study and as we continue to receive
critical advice and assistance which we welcome from public and professional
groups and individuals who have assured us of their cooperation." In the light
of these hearings and this report it IS not only possible but necessary to take a
more concrete position on this bill and other legislation which may be proposed.

The Committee of Physicians wishes to assert its sympathy with the general
purposes of the Wagnor bill and with the program of the technical committee,
upon which the bill is based. It appreciates the attitude with which the Senate
subcommittee conducted the hearings, the interest and receptiveness which its
members displayed, the lack of prejudice which characterizes their analysis of
the problem under the consideration and the evidence which was presented to
them, and the intelligent open-mindedness of the comments and conclusions of
their report. The Committee of Physicians recognizes certain compromises
were made in this first legislative draft to meet objections that had been raised
against the technical committee's program and to bring its proposals into con-
formity with the existing complex Federal machinery entrusted with the admin-
istration of health. The hearings have demonstrated that these compromises
have achieved no useful purposes and that they may jeopardize some of the most
desirable aims of health legislation, especially the continuous improvement of the
quality of medical care. rho Committee of Physicians, therefore, recommends
that the Wagner bill (S. 1620) be amended or redrafted in conformity with the
suggestions presented in this statement. '

GENERAL PRINCIPLES

1. There can be no doubt of the fact that good medical care is not now available
to a large portion of the population of the United States. This has been satis-
factorily established by repeated surveys, including that of the United States
Public Health Service, which were the basis of the technical committee's report
before the National Health Conference. It has been supported by the testimony
of representative members of the medical profession as given in the American
Foundation's report "American Medicine," 1937. Tie existence of this medical
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need was not challenged in the National Health Conference field in July 1938
under the auspices of the interdepartmental committee.

2. There can be no doubt that If good medical care is to be given to the people
of this Nation, the government (local, State, and Federal) must assist in devising
programs and sharing the expense. Many of the States are likely to be unable
successfully to finance improved medical care for their people. Experience has
demonstrated that Federal participation call beat be effected by grants-in-aid to
the States, carefully protected by the establishment of standards which must be
met bh the States in order that they ma qualify for the receipt of grants. Al-
though for the sake of coordination an to prevent abuses, these prerogatives
should be retained by the Federal Government, responsibility for the institution
and administration of programs should reside in the States as the Wagner bill
provides. In utilizing these two principles, the Wagner bol is sound.

3. The provision of moneys by the Federal Government to assist in medical
care at once involves the Government in the setting up of suitable machinery to
see that the moneys so appropriated are expended In such a way as not only to
improve the medical care offered .to the people but to maintain and improve the
standards of the institutions and individuals participating in this care. Only by
insistence upon this principle can the prudent use of public moneys be guaranteed.
Although provisions for this purpose are included in every title of the Wagner bill,
there are certain features in these titles and in the bill as a whole that militate
against the achievement of these objectives, namely:

I. Divide& control in the planning and execution of the program is incompatible
with any sound program for national health. There should be unified Federal
health authority.

II. As a corollary to this there should also be a General Health Council. This
Council should have authority to establish and enforce professional standards in
order to insure a good quality of medical care. The constitution of the Council
should be defined In the bill.

III. The establishment of the unified health authority and theGeneral Health
Council should be the first step taken in connection with the institution of a
national health program.

IV. Although special measures such as those contained in titles V, VI, and
XII,2 of the Wagner bill may be expedient, the objective should be to provide in
every community a unified program of health service and medical care which will
meet the standards approved by the General Health Council.

V. The lack of provision for support of medical education and research may
out the ground from under good medical practice. The achievement and mainte-
nance of high standards of medical education and research require additional
funds.

SPECIFIC PROPOSALS

1. There must be a unified Federal authority responsible for the institution and
execution of all parts of the health program.

Professional bodies and experts who have testified before the Senate subcom-
mittee have, with one accord, protested against the divided authority proposed
in the bill.

(a) Not only does the Wagner bill fall to recognize the need for consolidati6n
of the present agencies it further dissipates the administration of health and
medical services in the Federal Government by creating a new agency under the

Social Security Board for the administration of medical care under title XIII
"including all services and supplies necessary for the prevention, diagnosis, and
treatment of 'illness and disability" and the subcommittee report suggests the
possibility of another title (XV) under the Departnient of Labor dealing with

.industrial hygiene.
(b) The authority for a general health program Is properly the United States

•c Public Health Service. It is impossible to separate for administrative purposes
measures for the prevention frdm measures for the treatment of disease. Some
labor organizations and the United States Department of Labor have asked that
industrial hygiene be separated or kept separate under the Federal and State De-
partments of Labor by the addition of still another agency. The Senate subcom-
mittee in its report suggests the introduction of an additional title for this purpose.
Fear has been expressed that the able personnel and efficient work of the Children's
Bureau of the Department of Labor or of the Nblio Health Service or both may
suffer if the identity of either organization is lost by merger. Some formula must

I Title V, maternal and child health; Title V1, publio.health work; Title XII, hospitals and health centers.
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be devised by which the Federal agencies dealing with various aspects of tile same
problem may be coordinated and consolidated without impairing their efficiency.
Reorganization must recognize the varied professions and agencies involved in a
comprehensive program and provide that the interests of each are safeguarded inI
order that full advantage may be taken of the expert services of all who inhy con-
tribute to the success of the program.

2. A General Health Council should be established which shall have the power
to define and supervise standards of medical education, research and care when-
ever it is proposed to make Federal grants-in-aid and these shall not be made with-
out its approval.

The appropriation and expenditure of Federal moneys for the purpose of
extending the provision of medical care without assuring good quality can ac-
complish no useful purpose and may even do harm. Tile problems involved in
establishing the necessary standards for medical qd nation, medical research,
and medical care are highly technical and can be sitifiiatorily, determined only
by experts in these fields. It'is of frlt flnportance that, as the Foderal Govern-
ment increases its assistance in tlfge fields, standards and supervision should be
established and carried on by sofnie Impartial body of experts with k fiowledge,
experience, and wisdom. AV

(a) The Surgeon Genera bf the United States Public Health Service s ould
be the Chairman and exce ive officer of tho ener Health Council.

(b) Appointments to e General J ~t1thCoun should be made by tho
President with the advi ah ate I sucb~mne that repre,t# o f t ntesuborcl A mne hant rpre- '
sentation of special int 8 should ur I Ite t ore

e r o sed o i 1 c m ri f talt poidof assembling outstai in person Writ i t!6ii,* elligenc0 critical judg-ment, and e p r 1 T I
mntadexpert knc e in public health at~d dicrib3 i

(c) The Council sh lid be composed of etg tpersofds in adqd~tio to th executive %1
officer, a majority of hon should hold de of doctor of noiine.

(d) The term of cc should suffice t in lovg to Peri i of the :t
Council to look up their mndbmbrhiP e e ' t te office is
specified, it should provIde ath inted when their
terms expire.

(e) Members of t General Iealth .o neil slionld (0vp1 tme service.
Remuneration for th e services tusVtilorelo boe enoroul enoil, 4e attract
persons of the highest quality. J
(f) The Council ll charged With defining and aupervishlig the a ' 'dards ofall institutions and er es al ed by Federal gfits. tea

No Federal funds shou be made avail )e tb the Iates thpouglt graifts-in-qDi
unless the Council has cer ed to the Su on Generatthat thh standards se ip
by the Council have been plied withN bthe 8tate requesting FederaL Id.

(g) Whenever the Council do, after reasonable notice and opportu y for
hearing to the State agency con ored, that there has been failure on part of
such agency to comply substantia with any requirements of th ,(Juncl, the
Council shall recommend no further Tpts to such State for urposo until
it has been satisfied that there is no longe1"i(y .ifrin t6omply.
(h) Scientific and technical subcommittees co'verng the several fields for

which the General Health Council is responsible, shouldbeo constituted under the
authority of the Council to aid in its task of defining and supervising standards.

There should be provisions for paying members of the subcommittees for
specific periods of temporary service.

3, Within a reasonable period of time, tile several services provided under the
bill should be consolidated in one State health agency. Pending this consoli-
dation, the State department of health in every Stat should be the clearing
agency* for the Federal grants-in-aid made available upon recommendation of
the General Health Council.

(a) This principle is partly recognized in the Wagner health bill. Although,
within the standards set by the General Health Council, the States should have
the greatest freedom in developing and administering their own programs, ulti-
mate centralization of authority seems a minimum requirement in the interests
of efficiency. With the present organization of health and welfare services in
some States certain aspects of the State health plan may be delegated to agencies
other than ihe State department of health. However, provision should be made

For tlhe purpose of this draft the terms "medicine" and "medical care" shall be defned a Inclutng
preventive 0i service; medfilne and surgery with all specialtles; dentistry and other similar ancillary

specialtyi, s; Industrial mndicfne and other organized forms of medical noeavor; premedical sciences, sueh as
anatomy, physiology, ph"yilologioal chemistry, pharmaclog patholog , Immunology and bacterioloyt

hospital alminimllation; nursing; social service and public welfare activities essential to the proper adminis.
.troli of medfl sirvioeu.
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for consolidation and unification of health services under a single State health
agency after an Interval of not less than 5 nor more than 10 years.

(b) *While the individual States should be given freedom to set up whatever co-
ordinating organizations seem best fitted for their needs, it is suggested that a
State health council, following the pattern prescribed for the Federal[Health Coun-
oil would be most effective.

4. Under the supervision of the General Health Council, provisions should be
made to continue present Federal health activities, to expand specific activities
of proved merit, and to coordinate and merge all such activities into a future gen-eral program of health service and medical care.

(a) Titles V and VI provide for expansion of maternal and child health programs
under ihe Children's Bureau of the Department of Labor and for the development
of medical care programs for these groups. Since machinery exists for the con-
tinuation of the activities of the Children's Bureau and the Public Health Service
and they have proved their utility, their reasonable expansion is warranted. The
personnel and facilities involved shouldd, however; be incorporated in the recon-
stituted Federal health agency and their activities subjected to review by the
General Health Council. Public health and medical care should not be separated,
and the care of children and expectant mothers should be integrated with that of
the rest of the population.

(b) Construction of new hospitals and health centers with the aid of the Federal
Government may be a prerequisite, for the institution of an adequate program
for medical care in some areas. It should not, however, be regarded as a separate
project as title XII of the Wagner bill proposes but as part of the general health
program. Grants-in-aid for construction of these facilities should be given to the
States only upon the advice of the General Health Council through the central
Federal health authority which should establish principles and standards of
qualification of both equipment and personnel for receipt of such grants-in-aid.

It might be advisable to incorporate certain basic principles in the health
legislation.

(1) Hospitals or health centers must not be constructed to meet a temporary
local condition in a manner or place that will not servo the ultimate purpose of a
comprehensive program.

(2) They should not be constructed where there are existing facilities, public or
private, that are not utilized to their effective capacity provided that these facilities
can be made available at a reasonable cost and provided that these facilities
do or can be made to conform to the standards established by the General Health
Council.

(3) Provision should be made, with proper safeguards for the Government, for
the rehabilitation of existing public and private facilities provided that they do or
can be made to conform to the standards established by the General Health
Council.

(4) It is not consistent with good medical practice to deny a large group of
physicians access to facilities essential for the practice of good medicine.

As stated in the committee's last statement, May 5, 1039: "The hospitals must
be staffed by qualified physicians and surgeons and no person should -be allowed
to assume professional obligations for which he has not demonstrated competence.
Standards similar to those of the American Boards for Certification of Physicians
as Specialists might be established. If standards of competence are established
as qualifications for appointment to the staff of these hospitals and centers, every
effort should be made to permit those who can meet these qualifications to partici-
pate in the activities ot these hospitals and centers and to utilize their facilities.
Under the present system, In many communities throughout the country, highly
competent young surgeons and specialists are excluded from the local hospitals
which, although presumably quasi-public, philanthropic institutions are controlled
b small groups of physicians and surgeons, virtually as personal vested interests.
This tends to impair their educational value, to deter physicians from taking full
advantage of their facilities, and discourages highly trained men from establishing
themselves In practice In these communities." (III B-2, 3.)

5. Certain general principles which must govern the constitution of general
programs for medical care should be Incorporated In the bill.

(a) If a program to provide care of the medically needy is to function, it'must
be predicated upon the total population requiring service, with payment estimated
on a per capital basis.

In the words of our last statement of May 6, 1039: "If expenditures are con-
tingent upon illness, there will be a tendency to reduce services to a minimum and
to impose obstacles to qualification. The objective should be to provide care
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for all those that require it, not merely for those who demand it. There is evi-
dence that much of the uneet medical neIed anong tile poorer members of tile
POpulation arises front the unwillingness of these In(ividlals to sul)liit themselves,
winless they are seriously ill, to the administrative delayss to which they arc often
subjected. Sonic system will have to be devised for tile registration of those
entitled to tax-sapported care. But methods muustr be found whereby they may he
qualified with expedition and without Indignity." (Ill-l.)

(b) No arbitrary limitations should i)e placc(l UI)Oll tile States in determining
the groups of the I;opulatiln that inay be included in these programs nor tile met h-
ois that nlay be epllloyC(i to finance these llrogralls,

(c) The committee is agreed, however, on the general principle that, the propor-
tion of Federal assistance should 1)e greater to those States and those areas within
tile several States inI which the greatost need exists for tile services contemnplated
un(ler tile bill, and that the amount of Federal assistance in no instance should be
in excess of clearly (lelolstrate(d nied.

(d) All illtegrated Iprogram of health service an1id medical care should inclde-
(I) Ade(lllate pl)lllic health services under competent control:
(2) The services of an individual physician, in,(ling office and hone care;
(3) ('oordinated services of specialists and consultants with reference to thep~a t ie nt.;

(4) Availability of modern diagnostic and therapeutic facilities, including
hospitalization when needed.

(onplete le(lical services including l)reventiom, are no longer obtainable
through the ill(iividual practitioner alone. The rapid (levelol)nellt of modern
medical science has nad(e it imllOssible for the individual doctor to )rovi(le all
the facilities needed(l for modern scientific medical care. Good nliedical care now
re(llires tile integrated services of the individual (lector, lie laboratory, and the
hos )ital.
"T his naturally means that provisions Imust be madle for the utilization of existing

hospitals an (A oher institutions and facilities, public and private, as well as the
continue( development of srch facilities. hllere appears to he some doubtt
whether title XII] will meet these objectives.

6. Federal grants-in-aid to States for disability benefits should be made con-
tilf,ent 11)onl the esta)lishmlent of satisfactory provisions for the medical care of
the bene l6ciaries. But the power to pass upon the adequacy of the medical
sei vices available to mininiize disabilit among those covered In a State plani and
to make allotments of grant-s-in-aid must rest with the Federal health authority
acting under the dlirectionl of tile Genmeral Health Council, alid not with ally other
board.

7. It Is imperative that )rovisions be m1ade in a special title of tile bill for
general medical education and research. Grants for these activities should be
made by the General Health Council upon direct application from universities
other educational or research institutions, and individual investigators to Federal
authority.

To effect a real improvement in medical care, not only the distribution of
medical care but also the quality of medical care must be continually improved.
At time present time services that are rendered on the whole fall far short of the
actual values that medicine has to offer. The intellectual equipment and tech-
nical proficiency required to understand and apply the new weapons that science
has given us to combat disease have grown as rapidly or more rapidly than the
)hysieal appurtenances. The educational background that was adequate a

decade ago Is quite insufficient today. Knowledge becomes obsolete as rapidly
as apparatus. Greater opportunity must be given, not only for the initial train-
Ing of physicians and other professional workers hut also for their continuous
education. Already, however, medical education Is more expensive and time-
consuming than any other kind of education. Medical schools and other educa-
tional institutions cannot meet their full obligations to the students interns, and
residents entrusted to their charge; much less can they assume the burden of
continuing education for physicians. Philanthropy is quite as incapable, al-
though the value of extended education has been demonstrated by experiments
conducted under philanthropio auspices. Any comprehensive health program
will increase the demand for competent men and further overload the already
burdened educational machinery. It will avail us little to establish standards
of merit and competence if no efforts are made to enable men to meet these
standards. In fact, the practicable level of quality in our medical services will
ultimately depend upon the educational system. Investigation must also be
fostered In )rder that our means of combating sickness and disability may be

144809-39-pt. 8-20
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enhanced. Society cannot afford to neglect measures that will ourtail or eliminate
disability, to save the larger sums that it would otherwise be called upon to spend
in support of the results of this disability.
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