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Foreword

The ERIC First Analysis of the 1977-78 National High School Debate
Resolutions was prepared by the author for publication by the Speech
Communication Association in cooperation with the Educational Re-
sources Inforination Center Clearinghouse on Reading and Communi-
cation Skills. (ERIC/RCS)

The ERIC First Analysis, published . nnually since 1973, provides
debaters with guidelines for research on the debate resolutions selected by
the National University Extension Association's Committee on Dis-
cussion and Debate. This year the resolutions center on the problem of
health care for U.S. citizens. Through study of the author’s analysis,
students should gain insight into the breadth and depth of the issues
involved in the debate resolutions. Educators will also find the resources
useful in planning debate workshops or in teaching students about the
processes of research in argumentation. Individuals studying the problems
_of health care in contexts other than debate will aiso find the Analysis to be
a valuable guide to issues and resources.

This project fulfills the directive from the National Institute of Edu-
cation (NIE) that ERIC provide educators with opportunities for knowl-
edge utilization beyond that provided by the ERIC data base. NIE, recog-
nizing the gap between’ educational research and classroom teaching,
has charged ERIC to go beyond its initial function of gathering,
evaluating, indexing, and disseminating information to a significant new
service—commissioning from recognized authorities information analysis
papers focusing on concrete educational needs.

As an ERIC information analysis paper, this one has two unique
features: (1) itis intended for direct use by high school students as well as by
their teachers; (2) it must be written in the space of one month after
announcement of the national debate topic (on February 1). The author’s
thorough analysis of issues and sources in so short a time and his
adaptation to the needs of high school debaters are tributes to his
excellence as a forensics educator.

Barbara Lieb-Brilhart
Associate Director, ERIC/RCS

Bernard O'Donnell
Director, ERIC/RCS



National High School
Problem Area 1977-78

How can the health care of
United States citizens
best be improved?

Debate Propositions

Resolved:

Resolved:

Resolved:

vi

That the federal government shou!d guarantee comprehensive
medical care for all citizens in the United States.

That the federal government should establish a national
pregram of malpractice insurance for all health care pro-
Fessionals.

That the federal government should establish a comprehensive
program to regulate the health care system in the United
States.



Introduction

The source and quality of health care for citizens of the United States
will remain an arguable question until citizens quit worrying about their
health. As high school debaters and coaches begin their preparations to
debate the 1977 topic, they may find the following analysm helpful in
pointing out some of the questions which should be given consideration.
But the answers to the questions will be found only through continued
research and analysis by debaters. For the essence of argument, one must
look first to the interaction between the analyst and the problem, and then
to the actual clash between advocates. '

The material below is organized into five sections: (1) definitions,
including the problem area and the three potenual propositions; (2)
present structures, including brief remarks about the many approaches
which exist regarding care for our citizens; (3) problems, with some of the
directions teams might consider for developing cases on the propositions;
(4)solutions, noting a few of the approaches implied by the propositions as
well as the difficulties which suech policies might encounter; and .{5)
bibliography, including a selected set of potential reading for students
working on this topic area.

How can this material best serve the individual? The writer assumes that
his readers are debaters, beginning their preparation for the 1977 debate
topic. Even without prior debate training, a student should read through
the material rapidly, and return to specific segments afterwards for further
consideration. The beginning debater will notice unfamiliar terms and
concepts used within the text. Others, more familiar with the debate
activity, can clarify these terms. Hopetully, instructors can employ
portions of this text in discussions of theoretical concepts of argumen-
tation.

No work of this type can be done without substantial help from others.
Members of the advanced argumentation class at the University of
Houston dedicated uncounted hours to the development of their “'spe-
cialties” for this analysis. Most of the research is theirs; even language of
the units in some cases. They are, in a real sense, co-authors of this
preliminary analysis. Their names (and specialties) are James R. Hobbs
(medical cost), Sheleigh Carnichael (Medicare), Ina Schwartz (medical
research), Tim Cappolino (preventative care), Randy Beck (Medicaid),
Clay A. Merchant (malpractice), David Spofford (HMOs), Bridgett A.
Brown (mental health), Cheryl Gillum (veterans benefits), Joy Cowen
(drugs), Ted Isensee (group health programs), Margaret Dudar (Hill-
Burton), and Judy Sands (federal health care perspectives). David Burton
and Darryl Carter, two current University of Houston debaters, also
assisted with some details and bibliographic work.
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Special acknowledgmem is due to Dr. Lucy Keele, California State
Umversuy at Fullerton, for her continued support and encouragement in
this project. Barbara Lieb-Brilhart, Linda Reed, and Dorcas Rohn worked
in the editing of this analysis. Whatever errors persist are the writer's fault,
not the editors’.

To. produce this analysis within one month meant shortcuts were
necessary. There are probably errors of fact and judgment 1ncorporated
herein. The reader is cautioned to check the references, a piece of advice
given to this writer in 1950 and equally valuable today. .

This work is dedicated to my high school coach, Fern Reed Smlth of
Camarillo, California (nee Britton, Oklahoma).




The Overall Problem Area

The problem area to be discussed this year is How can the health careof
United States citizens best be improved? Selected by a vote of the several
state and national debate leagues, this problem area stimulated the
Advisory Council of the National University Extension Association
(NUEA) to formulate three propositions, one of which will be the national
high school debate topic for 1977.

At the December 1976 meeting, the NUEA Advisory Council confirmed
that “interpretation of debate resolutions should be within the context of
the overall problem area.”! This action is consistent with actions taken by
- the collegiate topic wording committee, which currently distributes a
“Parameters of the Topic Statement” along with the balloting procedure
for college debate coaches. If this policy position influences judges, the
debaters should respond to the implications. For that reason, the following
analysis of the overall problem area is included.

Two comments are necessary here regarding the implications of the
* judgment of the NUEA Advisory Council: (1) the confirmation employs
the word ‘‘should” rather than a stronger word. such as ‘‘must,” and (2) the
judgment regarding whether or not any particular case fits within the
parameters of the problem area would best be made within a particular
round, by the judge, rather than by those who assume they have mystically
discovered the “spirit of the resolution.”

“How can . ..”" The first of the four phrases of the overall problem area
places this year's debate problem area within the dimensions of a policy
resolution. Traditional debate theorists categorize debate subjects as
relating to problems of fact, value, and policy. These three categories are
usually thought of as being cumulative; in other words, a value topic
would incorporate both facts and values, and a policy topic would
incorporate facts, values, and policy within its dimensions. When the
problem area states that the advocates must attempt to determine “how
can,” one would suppose that affirmative teams would present a me-
chanism around which arguments would revolve. Further, use of the word
“can” would seem to force affirmative teams to consider practical
questions as well as theoretical issues in the development of the me-
chanism, or policy. :

The debater who responds to the question will be expected to present 2
specific policy when on the affirmative. But will the negative team be
expected to do the same? This writer would argue against such -
requirement. If the answer to the overall problem area is “No, the
affirmative policy is not the best way to improve health care of all United
States citizens,” then a judge should vote for the negative. Noalternativeis
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necessary, because the judge is merely rejecting the affirmative policy. He
need not compare two policies.?

“The health care . . . Onedictionary defines ‘‘health” as “‘physical and
mental well-being; freedom from disease . .. physical condition, as, poor
health.”® The same source defines ‘‘care’” as ‘“mental pain; worry
... watchfulness; heed ...a liking or regard (for)...charge; protection
... something to worry about, watch over, etc.”’4 Thus, combining the two
words from definitions provided in a dictionary would seem to provide a
debater with one starting place. The well-being, freedom from disease, and
physical condition of United States citizens would be watched over,
protected by some agency.

But one approach, which might seem reasonable to most debaters, is not
the only approach to the definition. Black’s Law Dictionary, Words and
Phrases, and other legal treatises, as well as court decisions, provide more
technical definitions. Current legal statutes, both federal and state, provide
viable definitions of the terms. Indeed, most private insurance policies
provide an exact meaning for “health care” on the policy face. Debaters
must consider alternative definitions, if for no other reason than to prepare
for alternative approaches by their opponents.

The phrase “health care” implies a broad set of categories. One could
start with the prenatal care of expectant mothers, continue through the life
of the child, into adulthood, old age, and even after death when
considering donation of usable organs.

The phrase might be interpreted to include natural or artificial forces
which influence the health of United States citizens. The physical and
mental well-being of our citizens is affected in adverse ways by conditions
which exist in the United States. For example, pollution harms the well-
being of citizens who live in our cities. Should such social problems be
included within the parameters of the overall problem area? Similarly,
crime causes injuries and deaths. Should watching over the health and
well-being of our citizens include policies related to the reduction of
violent crime? Clearly, the problem area implications of the phrase ‘‘health
care” are broad. Debaters who are not eager to carry massive amounts of
evidence might work harder on definitions.

“Of United States citizens ...’ Here, the straightforward meaning
would appear best as one begins an analysis of the phrase. The Constitu-
tion provides.a simple source for the phrase, and few would quibble about
the meaning. People who reside within the territorial limits of the United
States and possess citizenship would be the primary recipients of whatever
policy the affirmative team ultimately supports. Inclusion of aliens, to
avoid quibbling about recent court decisions and without claiming
advantages therefrom, might seem appropriate.

Thoughtful persons, however, will have a little additional work. What
about the citizen who resides outside of our boundaries? The absence of
the word “all’’ makes the exclusion of these citizens possible. The problem
area does not expressly indicate that every person who possesses citizen-
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ship must be given service by the program. Rather, the phrase modifies

“health care,” indicating that the recipients of the care would be “United .

States citizens."

A second question, less pleasant toadvocates of simplicity, also exists. If
the question being discussed is how the health care of United States citizens
can best be improved, some might answer that question by indicating
actions of other countries which impinge upon the health care we receive.
However tortured this definition might appear, such questions must be
considered. What international agreements about drug enforcements are
needed? How should food be distributed abroad? What immunization
policies should be followed in the world? All these might be legitimate case
areas if an affirmative employs this turn of the definition.

Most problem areas can be defined as consisting of fields of inquiry,
both varied and complex in nature. Some aspects of the problem area are
clearly centered in nature. Other aspects are peripheral in their import to
the overall question being considered. In defining the problem area, this
core/periphery concept would seem to be most useful. The problems
mentioned in the above paragraph would seem on the edge of the problem
area; those mentioned earlier would seem closer to the core of the problem
area. Why does this writer make these distinctions? First, common sense led
him to make the judgments; second, most discussions using the term
“medical care’ and “health care” center on the earlier meanigs; and third,
the context of the phrase suggests the earlier meanings mnore than the later
meanings.

When taken in context, the phrase “of United States citizens'' modifies
“health care’ within the problem area. As a prepositional phrase, limited
in power as part of the grammatical texture, it would most often be
thought to mean the people who would be recipients of the health care
introduced by affirmative teams in their debate cases.

“Best be improved?” This phrase may offer debaters some problems.
The modifier “best”” would seem to imply a more specific limitation than
most debaters would like. Accustomed to “‘improved,” “helped,” “signifi-
cantly bettered,” debaters expect their cases to be measured against their
opponents’ cases rather than against some absolute term like “best.”” Yet
that is the word chosen for the overall problem area. A similar difficulty
emerges when the second portion of the phrase is considered, for “be
improved” implies that the activity must already exist, eliminating
consideration of health care activities which are, at this time, non-existent.

To expand upon the two problems mentioned above, suppose that the
affirmative team has focused upon the immunization policies of the
United States. Citing the failure of the swine flu immunization program in
1976 as the risk area, the affirmative proceeds to identify inherent flaws in
the structure in the policy, implemented by all necessary means.

The first problem, relating to the choice of the word “‘best”’ in the overall
problem area, is whether the policy suggested by the affirmative is the one
which is the best of all possible solutions. A strict interpretation of the
problem area would seem to mean that if the judge had-a doubt that the
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policy proposed by the affirmative were the best policy, he or she should
vote for the negative, even if the negative policy was also less than the best.

The second problem, relating to the phrase “‘be improved,” can also be
seen within the above example. Had no national policy of immunization
been attempted on swine flu, would the affirmative team be ignoring the
problem area? For improvement might relate to existing structures. not
existing conditions. In the former instance, a structure to provide flushots
would have to pre-exist the change. In the latter instance, a condition (such
as the virus which caused swine flu) would have to pre-exist the change.
Most theorists would probably prefer the latter meaning of the phrase.

Improvement entails identification of a condition which is disturbing
10an observer. As most debaters now recognize, this improvement might be
a consequence of either remediation of an “evil”’ or generation of a “‘good.”
Either represents improveinent from the perspective of the debater. In
either case, the debaters would seem to be bound to provide the judge with a
policy which would make things better after its adoption. Whether that
policy is the “best” of al} possible worlds or merely the best of the worlds
discussed in a particular debate round will be decided by the judge. To this
writer, if a policy is better than what currently exists, and is worth the
trouble to adopt, that policy would be sufficient to meet the meaning of the
word “best” in the problem area.

Summary

The overall problem area provides debaters in 1977 with a broad field of
inquiry. The policy question would seem to center on the ways the
government could improve our health. The implications of the decision of
the NUEA Advisory Council are potentially significant. If the judges
respond to this advice, teams which ignore the territory established by the
Overall Problem Area will lose rounds.

Proposition One: Resolved: That the [ederal government should guar-
antee comprehensive medical care for all citizens in the

United States.

This proposition encompasses a complete range of medical care for
citizens in the United States. Limits exist, and the following discussion
should facilitate recognition of those limitations. Few debaters would
want to propose “‘cradle to grave”” medical care for all citizens. But does the

___resolution allow any alternative? Thatquestion, along with others, will be
discussed below. ) '

As with most propositions, three elements are present: (1) the agent of
change, (2) the territory within which the supposed problem area exists,
and (3) the individuals to be affected by the change. Additionally, this
resolution would seem to require a policy as the focus of the central
discussion, rather than the likelihood of that policy beingadopted by some
particular branch of government. The definitions incorporated into the
discussion below should be augmented by careful research of each debater.
The advice provided herein is intended as a starting point, notasanend in

13
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itself. As with the overall problem area, the proposition will be discussed
by considering the phrases included within the sentence.

“The federal government..." The agent of change within this
proposition is identified as “the federal government.” Since all three
propositions begin with this term, itis discussed here, only. First, a general
definition of the term will be provided, followed by three critical
distinctions: (1) the proposition employs the word “‘the,” not theword “a,”
(2) the proposition identifies the government in a generic rather than a
general sense, and (3) the proposition isolates government, not private,
actions as the agent of change.

In general, the phrase would seem to refer to the actions of the Congress,
the President, and the Supreme Court of the United States. Any high
school student should be aware that the action of that government
frequently consists of grants-in-aid to states and municipalities as well as
direct action by agents of the divisions of government. When the Corps of
Engineers develops a waterway, when the Coast Guard provides aid to
becalmed sailboats off the coast, or when the Internal Revenue Service
answers a taxpayer's questions, each responds to an authorization by the
federal government to meet the needs of United States citizens. Both
financial assistance and direct a. tion of federal employees represent federal
actions.

But when does a grant-in-aid program stop being federal? Is the
interstate highway system a federal or state project? Most citizens would
agree that the highways are federal, but management is significantly local.
No debater should ignore the implications of this question. The answer
probably lies in the extent of the regulation imposed by the federal
government as well as the amount of federal aid given.

The phrase uses the word ‘‘the,” not the word ‘“‘a.” In the previous
paragraphs few would doubt that the federal government being discussed
was situz ed in Washington, D.C. This is the federal government meant by
the termt included in this year's propositions, but further clarification
might be important to some debates this year.

Counterplans abounded in 1976-77 college debates. For many reasons,
high school debate practices are influenced by college debate practices.
Therefore, one might anticipate more counterplans on this year's topic
than were proposed in previous years. These counterplans may differ only
in the fact that adoption would occur on the state, not the federal, level. The
claim of non-topicality is based upon the distinction between *‘the” and

“a.” When the several states act in concert, they créate afederal-union-But
that union is not “‘the”" federal government mentioned in the topic. Issued
primarily as a justification argument, the counterplan provides anather
viable option for negative debaters.

The agent of change identified within all three propositions as “the
federal government' is generic, not general, in meaning. The affirmative
team will be expected to identify the particular agent which will be
emploved to implement the policy. Sometimes, that would be an existing
government agency. Other times, a new agency would be required. In all

14
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instances, the particular policy proposed by the affirmative would
probably require congressional action. No one would expect an affirma-
tive team to require action by the entire federal government. But to what
point may an affirmative reduce the action agency? For example, would a
change in an FDA regulation be asufficient change according to this topic?
One would suspect not. Would a funding program administered by the
states, but with a few federal regulations, be enough? Here, this writer
would suppose, substantial regulations, supervised by a federal agency,
would be necessary to meet the meaning of ‘“‘the federal government.”

Finally, debaters need to consider the fact that “the federal govern-
ment,” not non-governmental actions, is the change agent. Although later
comments may allow the affirmative teams to move toward government
activities which are less than total in nature, the specific change should
include governmental implementation. . .

“Should guarantee . .. " The second phrase of the proposition, “should
guarantee,” imposed two key obligations upon debaters. First, the
affirmative team must establish the desirability of adoption, the ‘‘ought-
ness” of the resolution. Second, the affirmative must prove the obligation
of the government to ‘‘stand behind” the proposed action.

The term “ought-ness” implies a meaning similar to that of the word
“should.” Most theories of the art of debate imply that the activity revolves
around the desirability of a proposed action, not the actualization of that
action. The result is that teams debate propositions which include the
word “should,” not the word “would.” The implication is that the teams
will debate whether the policy should or should not be adopted, not
whether the policy will actually become law as a consequence of balloting
in the appropriate legislative body. Similarly excluded from consider-
ation, given proper development of the affirmative policy, are such
questions as constitutionality, court sanction, and enabling clauses which
make the proposal practical. These excluded questions do not eliminate
the central question imposed by “should.” The policy must establish that
the judge ought to support the policy, given thearguments in the round of
debate.

Above, the notion that attitudes create behavior is implicit. Herein, this
writer wishes to augment that assumption. Although the policy debate
_ concerns itself with what should be done, the debate still must respond to

the question of what can be done. The mood and power of the various
governmental units, as well as powerful lobbies outside of government,

must be considered.
The word ‘“‘guarantee” provides the affirmative teams with some

latitude. As noted earlier, the phrase “stand behind” might be an
acceptable interpretation of “guarantee.” When a manufacturer guarantees
a product, the consumer expects replacement of defective parts. The
manufacturer ‘‘stands behind” the product. However, other definitions
may be acceptable for the term. ™

““‘Guarantee” may be interpreted to mean provision for that portion of
medical care which individual citizens could not cover on their own. If

15
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citizens paid a maximum of 10% of their annual income for medical care
and the government paid the rest, the guarantee provided by the
government would be in the form of a monetary subsidy. If citizens paid for
all save certain types of illnesses, the guarantee would be based upon
criteria other than dollars.

The federal guarantee might take the form of government standing
behind private insurance company policies. Provision for a stipulated
profit margin, irrespective of sudden increases in medical requirements for
the insurees, might be the guaraniee provided by the government. Debaters
are warned, however, that the rigor of the regulation made by the
government would determine the topicality of this approach.

Additional latitude exists for affirmative teams by reference to legal
precedent. Guarantees are absolved when customers ignore stipulated
conditions of the purchase. The government might well provide com-
prehensive medical care only when citizens maintain certain preventative
care for themselves. Thus, conditions betore the *warranty” could apply
might allow affirmatives latitude.

“Comprehensive medical care...” “Comprehensive medical care”
represents the condition anticipated following enactment of the prop-
osition. Clarification of this phrase includes a focus upon each of the three
words.

“Comprehensive” means “including much, inclusive,”% according to
one dictionary. Few would expect the term to incorporate every aspect,
however remote, of medical care. But how much is required of an
affirmative team would seem to be important in defining the terms. Here,
defining by residue may be helpful. Clearly, the topic does n.»t s “non-
comprehensive”’; therefore, that which is not comprehensivz would be
inappropriate. Also, the topic does not ask the debaters to propose a policy
which would correct merely one portion of the inadequacies in health care.
Thus, a debater who treats merely one portion of the inadequacies must be
prepared to prove thatall other inadequacies arealready guaranteed or that
the inadequacy corrected includes much and is therefore comprehensive.

“Medical” denotes curative action, usually in conjunction with an
illness and seeking of professional care. The many branches of medicine
continuously augmented by expanding technological sophistication would
seem to call for 2 broad system by which care could be obtained for illnesses.
But where does the debater stop the policy? Does it include hospital care?

~““Doctor treatment’ Drugs for tréatment of illhess? Medicare and Medicaid -

both would seem to support the broader interpretation for medical care.

“Care” emphasizes the treatment aspect of medication. Knowing
concern, informed action, and choice of action would all seem to be
constituents of the word.

When these three words are rejoined, the meaning becomes relatively
clear: an inclusive system of curative treatment seems most appropriate as
the meaning of “‘comprehensive medical care.”

“For all citizens in the United States.” The people who profit from the
adoption of this proposition should ultimately be the citizens of this

16
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country. The preposition “for” has many meanings. Most of these
meanings suggest a direct relationship between the giver and the receiver—
in this case, the federal government and the citizens. When the prep-
ositional phrase modifies another phrase, the relationship intended is
augmented by identification of the object; herein, the federal government
is expected to provide comprehensive medical care for all citizens in the
United States. - ‘

The phrase does not require that all citizens in the United States take
advantage of the opportunity for comprehensive medical care. That the
care is available for the citizens would seem to be sufficient. For example,
tax exemptions are equally availableforall eligible citizens, but all citizens
do not employ all tax exemptions.

Two groups would seem to be excluded by this phrase, at least in the
sense of representing the advantage to be obtained: non-citizens who reside
within the United States and citizens who reside outside the United States.
Such exclusions appear reasonable and straightforward. (As noted earlier,
however, recent court decisions may require the inclusion of aliens who
reside within the United States.)

Summary

The agent of change within this proposition is the federal government.
An affirmative team may se'ect the best mechanism within that framework
and may even extend the framework to incorporate non-federal actions, if
the core of the system is federal in nature.

The responsibility of the agent of change is to stand behind the
treatment of citizens’ medical problems. In one sense, the topic presses the
notion that health care is a right of all citizens which ought to be secured.

The desired action of the proposition is comprehensive, substantially
complete medical care. Whether this comprehensivity is merely aug-
mented by the direct medical program of the federal government or totally
implemented by the federal governmentremains the argumentative task of
the debaters.

Those who are the beneficiaries of the change are the people whoreside
in the United States and are citizens. The benefits these people will receive
are contingent upon the cases developed by the affirmative teams.

Proposition Two: Resolved: That the federal government should estab-
lish anational program of malpractice insurance forall

health-care-professionals:

Proposition two focuses upon a much narrower question than does
either of the other alternatives within the overall problem area. Here,
debaters are expected to argue about the relative merits of federal
intervention in the process by which health care professionals protect
themselves from legal suits. As with any proposition, rationales for such
intervention may vary substantially. But the thrust of the proposition
clearly leads to discussion of the allegations of citizens about medical
practices which may reach civil courts.
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Overall Problem Area 11

As noted earlier, the phrase “the federal government” will not be
included in this section. Students who have skipped the definitions of the
prior proposition should return there for definition of this phrase. By the
same token, material related to the word “‘should” is also omitted here.

“Establish a national program ..." The proposition asks affirmative
teams to establish, not to augment. The choice of the word “establish”
denies the affirmative team certain options. If a national program by the |
federal government already exists, then the affirmative would seem
required to establish a different program. Because establishment entails
some degree of continuity, setting up the machinery for a national
program would not seem sufficient to meet the obligations of this
proposition. Further, a simple takeover of an already existing national
program by the federal government would also seem inappropriate, given
the central meaning of the word *‘establish.”

The phrase “a national program’’ would also limit the affirmative team.
Herein, the obligation of the affirmative to support a program is evident.
But the nature of the program is further delineated—it is one which is
national in scope.

Some room for variation does remain for affirmative teams. A national
program need not require membership by all health care professionals.
The program must, however, be available for those health care pro-
fessionals who desire it. Further, ‘‘establishing’ a national program does
not entail permanence to the same degree as another verb choice might
have implied. . '

In brief, the phrase constrains, but does not specifically delimit, the
nature of the affirmative policy. The nature of that policy is clarified by the '
next phrase of the proposition.

“Of malpractice insurance . . . "’ Doctors currently pay very high insur-
ance premiums as protection from civil suits based upon negligent
medical practice. Insurance companies have chosen to increase their rates
as a consequence of their legal rights within the several states and their
judgment of the financial risks in :ioviding the insurance. The subject of
the insurance, malpractice, is defined by law.

A student debating this proposition will find a wealth of conflicting
statutes existing in the several states. But at base, an insurance policy isa
“contract whereby a person or company guarantees payment for a specified
loss.”s Malpractice insurance would be a contract whereby health care

““ﬁrﬁfé‘s‘s"i?jn"al's‘WO'u'ld‘be‘guarameed'paymenrof'damagesuitsinstitutedand’——
won by their clients.

“For all health care professionals.” The beneficiaries of the national
program envisioned by this proposition would be those covered by the
insurance policies. Health care professionals have generally been identi-
fied by their certification status in the several states. Doctors, surgeons,
nurses, and radiologists would be incorporated into the broad term—so
might dieticians, chiropractors, and individuals involved in rehabili-
tation. Whether the individuals who remain outside of the federal
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12 ERIC First Analysis

definition of ""health care professionals”” provided by the affirmative team
in a round of debate should have been included will have to be addressed by
the debaters in that round.

One approach which might aid debaters is to learn what malpractice
suits have been won in court. If a nurse has lost a malpractice suit, then that
person might need the protection of the federal government. By the same
token, if someone providing rehabilitative care has been sued successfully,
theri he or she might need the protective cover of a national program of
malpractice insurance.

Summary

Proposition two anticipates clash between teams regarding the desir-
ability of a national malpractice insurance policy established by the federal
government. That policy should be for all health professionals.

Proposition Three: Resolved: That the [ederal government should estab-
lish a comprehensive program to regulate the health
care system in the United Stales. ' .

The third and broadest of the three propositions is imprecise. The
ambiguity created by the phrase “to regulate’ is covered below. Omitted, as
in proposition two, will be terms treated within discussion of the first
proposition: *‘the federal government,”” “should,” and “comprehensive.”
Additionally, the terms within the phrase “establish a comprehensive
program” are defined with:n proposition two discussions and are omitted
below, o :

“To regulate . .. " Returning to the familiar dictionary approach, the

-word “‘regulate” is defined as *‘to control or direct according to a rule,
principle, . .. to adjust to a standard, . . . to adjust so as to make work
accurately.””’ The options available to affirmative teams would appear to
include almost anything from total rule to adjustment by specific
modifications. )

The word “regulate’ as it applies to governmental activity generally
means establishment of a regulatory agency. The powers of the various
federal agencies vary with the task assigned. The Food and Drug
Administration can totally ban the sale of a-dangerous drug. The Federal
Communication Commission determines, in quasi-judicial hearings,
whether radio or television station licenses are renewed. The Bicentennial

—— Commil iﬁi?m—ﬁr‘dm‘m‘ed‘dur—two—hundredth—birthday:—Yet—eaeh—ageney———
“regulated” activities within its perview.

We “regulate” a clock by adjusting parts of its system. An affirmative
team might regulate the health care system by adjusting some of its parts.
Clearly, the comprehensiveness of the program established to regulate the
health care system should be determined by the breadth of the program, but
an alternative standard of definition might be the extent of the effect upon
the system. Most theorists of debate expect topicality to be decided by the
nature of the policy, alone. But some would admit the effect of the policy
would be an appropriate standard. 1 9
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Overall Problem Area 13

“The health care system in the United States.” The final terms treated in
this first section on the 1977 topic are probably the most complex. For
purposes of clarification, the word “system” is treated first, followed by a
discussion of ‘‘health care.”

Men like Jean Piaget of the world of child psychology have been joined
by modern mathematicians in using the word “system’’ to describe many
different phenomena. Generally speaking, systems can be categorized as
open or closed. In political science, few systems are closed.

For example, Jimmy Carter’s election can be considered from a systems
perspective. The primaries, conventions, general election, and balloting of
the electoral college can be considered primary elements of the system of
electing the President of the United States. But that system is not closed.
Instead, many factors affect the election of a president in our country. The
1976 televised debates influenced the election. The 1972 election was’
affected, albeit incompletely, by Watergate. In 1968, a continuing war in
Vietnam influenced the presidential election. Clearly, certain factors
remained constant in all three elections, while other factors changed.

Those factors which remain constant would certainly be part of the
system, and those factors which do not remain constant might be thought
of as not being part of the system unless one could prove the likelihood of
their permanence. The system can be identified by consistency.

A second element of a system is the necessity of the particular aspect to
the continuity of the system. Could a clock continue without a main-
spring? If not, then the mainspring is necessary to the system we call a
clock. Could the health care system of the United States exist without
practitioners? If not, then they are essential elements in the system.

The third element usually associated with defining a system is the self-
regulation entailed by the system. Not to be confused with the prior
discussion of regulation, this term relates to the continued survival of the
activity being described. The elements of a system work to keep that system
operating. Pun notwithstanding, the health care system of the United
States has persisted for many vears. There is apparently some systemic
quality which keeps it operating. )

In summary, a “system’ can be defined as open or closed. When
advocates focus upon something as extensive as the health care system in
the United States, consideration of that system as open yieldsabsolutely rio
limitations upon the topic. Consideration of that system as closed does
vield limitations: (1) continuity limitations, (2) necessity limitations, and

(3) self-regulatory limitations. Affirmative teams should focus upon those™
elements which contribute to the closed system operating in the United
States which provides health care to people.

““Health care" as distinguished from “medical care’ is much broader in
its implications. Preventative actions would be included. So would
activities which enhanced good health. “The range of human behavior
relating to health care is txceedingly broad. Medical care, from this
perspective, would scem to be a sub-set of the broader term, ‘‘health care.”
A debate team which excluded the broader dimensions of health by

20



14 ERIC First Analysis

narrowing the focus to medical activities should anticipate negative
topicality attacks.

Summary

Debating the third proposition entails a grasp of the system by which
health care is supported within the United States. The debaters on the
affirmative side are expected to establish a program which includes much
of that system being regulated by the federal government. The type of
regulation, extent of the system affected directly by the regulation, and the
incumbent advantage of that regulation are all questions to be resolved by
the specific round of debate.
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Present Structures of Health Care

The health care “system’ of the United States can be examined from a
great many different perspectives. Getting a handle on the various
structures which are part of the health care system is critical to debaters in
1977. This section is designed to provide some of those handles. As
with any preliminary study of a broad subject, these materials merely
scratch the surface, but they will hopefully suggest directions for ad-
ditional research.

“The five topics discussed below are (1) health care costs, (2) government
and health care, (3) ill health in the United States, (4) the health
professionals, and (5) facilities and treatment. Clearly, when one discusses
health care costs, items relevant to ill healthmust beincluded. Similarly, to
discuss facilities and treatment entails reference to the health professionals
of our country. Thus, no single topic of this section will really be
independent of any other topic. Charts from one section will incorporate
data important to other sections.

In 1977, high school debaters will attempt to answer many questions
about the system of health care in the United States. For example, people in
the United States spent 8.6% of the gross national product on health carein
1976. “The average American works one month of the year to pay the bills
for health.”8 For their money, do Americans receive enough in the way of
health care?

Americans die, but few die without the attention of better techni-
cians. facilities, and medications than have been available throughoutour
history. Could these technological advances be improved? Should Ameri-
cans be expected to live better and longer? And what mechanisms should
our agencies of government be expected toemploy to obtain a more healthy
life for Americans?

Our government continues to be substantially involved in health care.
In 1976, 42.2% of total expenditures on health came from public sources.
But does the government employ the best structure for providing that

portion ol expendltures?l’s‘th‘e‘amounrprovided~by~the-government_well-

spent?
Health Care Costs

Health care costs have soared in the United States. Between 1929 and
1971 real income (spendable income) per capita rose 5.3 times. The cost of
living ros€ only one and one-third times. Within the health care area, per
capita expenditures on all health sources rose twelve times and hospital
care increased twenty-five times.® In 1929, Americans spent $29.16 on
health. In 1976, the figure rose to $637.97.
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Much of the information about this year’s debate proposition will come
from close study of charts. Note, for example, the trends within Table 1.
The percent of our gross national product expended upon health carehas
steadily increased. Reflected in both private and public figures, Americans
spend more now than in the past on health. But, when the percentages are
examined, they show that the trend of public expenditure is increasing
while private expenditure is declining.

Data from the Social Security Bulletin, Statistical Abstract, and a
number of documents from the Department of Health, Education, and
Welfare will be invaluable to debaters. As can be seen in Table 1, for
example, price controls influenced health care costs. The prices remained
relatively stable in 1973, then leapt upward after controls were removed.

Further data regarding the increased costs of health care can be found in
Table 2. The increases have not been across the board. Rather, certain
sectors of medical costs have increased substantially more than other
sectors.

Clearly, the careful researcher must learn to understand indices to make
appropriate comparisons of the data on this year’s topic. For example,
Table 2 contains significant information: among other things, the
substantial jump in costs of private room charges may well indicate a way
by which individual patients might reduce their hospital care costs, for
private rooms are a luxury, not a necessity, for many patients. Further, the
careful researcher will probe into the “hospital service charge” item,
attempting to discover whether additional modification of hospital costs
might occur without damage to patient recovery.

Hospital care costs increased more than any other aspect of health care
in 1975.'2 The increases were so substantial that Deputy Assistant Secretary

" Stuart Altman commented, “Costs are now 16% over a year ago and each

month they are going higher. There is the potential to blow our system
right out of the water.”’ !3 Physicians’ services accounted for another 12.9%
of the ¢xpenditures on health care in 1975. ' A further view of expenditures
by category appears in Table 5.

As noted earlier, these expenditures have been considered a public task
since 1930. Combining government and insurance payments accounts for
65% of all medical paymenis, 90% of all hospital costs, and 61% of all
doctors’ fees.'® And government spending increased twice as rapidly as
private spending.'® The questions which will require careful analysis of

- specific issues relate to why the prices are increasing. Inefficient govern-

ment? Augmented technological procedures? Greed? All these, and many
more, may serve as causal links to the increases.

Table 3 provides a graphic view of the upward spiral. The sharp
increases in 1965 and 1968 both represent puzzles the 1977 debater must try
to solve. One clue: increased services based upon demand often mean
increased prices. . :

Table 4, a companion graph included for comparison values, indicates
the increases in hospital costs compared to workers’ earnings.

A final view of national health expenditures is necessary. Table 5,
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" Table 1, Aggregate and Per Capita National Healih Expenditure, by Sourceof Funds, and Percent of Gross National
Product, Selected Fiscal Years, 1929-1976."
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- 18 ERIC First Analysis

Table 2. Percentage of Increase in Health Costs, 1965-1975.!

PERCENTAGE INCREASE

Fiscal CPL Medical Hospital Hospital Physicihns' Dentists’'

Year All  Care: Service Private Fees Fees
Items Total  Charges* Room
Charges
1965 1.3 2,1 - 5.3 3.1 2.9
1966 2,2 2.9 - 6.1 3.9 2.9
1967 3.0 6.5 - 17.3 . 7.4 4.5
1968 3.3 A6.lo 0 15.9 6.1 5.2
1969 4.8 6.5 - 13.5 6.1 5.8
1970 5.9 6.4 - 12,8 1.2 6.8
1971 5.2 6.9 - 13.3 7.5 6.0
1972 3.6 4.7 - 9.4 5.2 5.7
1973 . 4.0 3.1 3.2 5.0 2.6 3.1
1974 9.0 5.7 7.9 . 6.0 5.0 4.4
1975 11.0 12.5 15.4 16.4 12.8 10.8

" .*Index Information not available until 1973

prepared by the Division of Health Insurance Studies, provides a great deal
of data for analysis. The Social Security reports include the kind of
information that provides points of departure for arguments about our
health care system. Clearly, important details emerge as a result of careful
analysis of tables such as this one.

Note particularly thedifferences between funds expended by private and
public sources on the various items included in the table. For exa mple, the
1976 preliminary estimates indicate little public involvement with the
payments for eyeglasses and appliances. Yet these items are important
concerns for the elderly. Additionally, note the minimal public funds
expended in 1976 on drugs and drug sundries. Given the breadth of the
drug industry, discussed elsewhere in this report, debaters might wonder
that such a small portion of drug expenses are paid by the public sources.

Use of information such as that found in Table 5 is augmented by
specific data from other sources. Consider the implications of little money
applied from federal, state, or local public sources for eyeglasses, when
combined with the following statement: *“The average health care bill fora
person 65 or older was $1,360 in fiscal 1975, almost six and one half times -
the average health care expenses of persons under age 19 and three times
that of people ages 19 to 64.”2° The elderly need glasses, spend more on
health care than others, and yet receive no aid to offset the costs of glasses.
While the situation is oversimplified here, the implications for potential
argumentative use of data should be clear.
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Tabie 3. Quarterly Index of Consumer and Medical Care Prices, 1959-70.17
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Government and Health Care

Probing the health care system of the United States cannot stop with
general cost calculations. A second category which must be considered is
the activities of the government regarding health care. Herein, a sub-
stantial amount of attention will be given to federal activities. The debater ...
is cautioned, however, that there are many activities on the part of other
levels of government which affect health care. States, counties, and
municipalities play important roles in the availability of health care to our
citizens.

“Government spending for health care rose to $41 billion in 1975, an
increase of 22% over fiscal year 1974. The largest increase was for the aged
(27%) reflecting a rise of 31% in Medicaid spending and an increase of 29% in
Medicare expenditures for this group. Medicare payment accounted for
72% of hospital expenditures for the aged and 54% of doctor bills.”?! The
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. Table 4. Comparison of Increases in Hospital Costs and Workers' Earnings,

- 195969, '®
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100 J;,ﬁju/[//////////////////l
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'/ // AEarnings
: in constant dollars®
— Hospital daily

service charges

Sources: Social Security Administration and Bureau of Labor Statistics

* Average weekly take-home pay, after federal taxes, of nonsupervisory worker in private
employment.

C,
government accepts fiscal responsibility for much-of the current health
care in the United States.

In studying the role of government in health care, debaters will
encounter many problems that they may want to probe. For example, one
reason for the increased cost of governmental assistance can be found in the
current federal formula for aid: “Social Security Commissioner James B.
Cardwell said the increase was necessary to keep pace with hospital costs
that have been rising twiceas fastas thecost of living. His administration is
required to follow a federal formula each year in determining the future
cost of the Medicare program to beneficiaries.” 22 Thoughtful debaters will
become knowledgeable about as many of these problems as possible.  ~

Following are brief sketches of the major governmental programs of
health care today. Each is a part of the system of health care in our country.
Each deserves substantially greater treatment. But each is limited by space
within this preliminary analysis.

Medicaid

“The expense of medical care had reached a critical stage with the
Depression of 1929-32 when individuals found it increasingly difficult to
pay their medical bills.”? The Social Security Act of 1935 helped to “pay
the costs of the indigent sick, the disabled, the elderly and such special -
groups as veterans, migrant farmers and American Indians.”** »

By 1950 health care expenditures had risen to a new critical level, and
numerous Americans sought assistance from the federal government. “In



Table 5, National Health Expehditures, by Type of Expenditure and Source of Funds, Fiscal Years 1974-1976,"
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22 ERIC First Analysis

1950, the national health expenditures totalled $12 billion, 4.6% of our
gross national product, or $78 per capita.” 25 The government responded
by expanding the Social Security Act by amendment in 1950. The
amendment ‘“‘provided for the dependents of the uniformed services;
health insurance for civil servants; and expanded health programs for the
Indians and Alaskan natives.”’ 26 Like the prior act, the amended one
provided only temporary relief. .

By 1965, health expenditures *‘approached $39 billion, 5.9 percent of the
Gross National Product, or $198 per capita.”’?? Title XVIII of the Social
Security Act provided for a national medical and hospital insurance
program. The Title XVIII program “established the State-option medical
assistance vendor payment program popularly known as Medicaid.” 28

Medicaid is “‘a public assistance program which uses state and local tax
money as well as federal funds to provide medical care for the poor. Each
state is required to provide health care benefits to those persons who

_qualify for public welfare. If they desire, states may also extend coverage to
the ‘medically indigent'—those persons who do not qualify for public
assistance but whose incomes are too low to cover medical expenses. The
federal share of state Medicaid funds ranges from 50 to 78 percent
depending upon the state’s per capita income.” 2

Medicaid recipients must meet certain categorical relatedness require-
. ments. “To be categorically related, a recipient must be aged, blind,
disabled, or 2 member of a family with dependent children.”’3? These
requirements are waived for needy individuals under the age of twenty-
one. 3!

The program continues to expand. In July 1974, an estimated 7.8
million persons had medical vendor payments totalling 884 million
dollars made in their behalf. By July 1975, 8.5 million recipicnts had
medical vendor payments totalling $1.089 billion made in their behalf. In
January 1976, approximately 9.07 million recipients had vendor payments
totalling $1.231 billion made in their behalf.32

Questions relating to fraud, to abuse, and to those who still do not
obtain care despite the breadth of the categorical program must be
considered bv debaiers.

Medicare

Medicare is a federal health care insurance program for people sixty-five
and older and for some disabled people. The program has been plagued
with cost overruns, as noted by Stuart Auerbach: “Even in the first year of
the program the $3.4 billion in outlays was $400 million more than
anticipated.” % The bill, signed into law by Lyndon B. Johnson in 1965,
does not provide for costs of drugs, eyeglasses, dentures, and hearing aids,
according to Don Morphew of the Social Security Administration. 34
Another problem area is nursing homes, many of which are inadequate,
and some even inhumane.3*

But Medicare does assist in payment of health costs. “As a general rule,
after you have $60 in reasonable charges for covered medical expenses in

-
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“each calendar year your medical insuranee will pay 80 percent of the
reasonable charges for any additional covered services you receive the rest
of the year.” 36 '

A How do the elderly pay for the rest of their medical expenses? One
detractor of the present system noted that the usual method for younger

citizens, private insurance, is not available to the elderly. ‘‘Private health

insurance covering long-term care is difficult to obtain even for the young
and healthy. For the high-risk older population, it is virtually non-
existent.” 37 -

Hijll-Burton Act of 1946

The Hill-Burton Act, passed by Congress in 1946, authorized grants to
states for surveying needs and developing state plans for construction and
equipping of needed public and voluntary non-profit general, mental,
tuberculosis, and chronic-diseases hospitals and public heaith centers.

Each year since 1947 Congress has appropriated substantial federal funds
for this purpose, with the money being matched by from one-third to two-
thirds state or local funds. From 1947 until 1972, $3.8 billion were awarded
to some 10,939 projects totalling $13.2 billion investments. 3 A view of the
program from 1947 until mid-1971 is available in Table 6. '

One of the most pressing problems of the health delivery system of the
United States prior to the adoption of the Hill-Burton Act was theabsence
of proper facilities in rural areas. The iitent of the act was clearly to make
this situation change. As can be observed in Table 7, community size
significantly influenced the grants of this program.

Another important variable in the grants is the wealth of the individual
state. Further, county income is influential in grants. Low median family
income within a given county is illustrated in Table 8.

The major provisions of the Hill-Burton Act are as follows: (1) an
inventory of existing hospitals and a survey of the need to develop new
programs for construction are required; (2) funds are to be allocated on the
basis of population and per capita income; (3) grants are provided for
construction projects; (4) income is provided to states only-when the states
have designated a state agency, established a state advisory council, and
submitted a state plan; (5) the Surgeon General is designated to develop
regulations prescribing the number of beds, the number of public health
centers, the manner in which priorities will be determined for rural
communities, and standards for construction of and equipment for
hospitals; and (6) grants are made available only to states which enact or

" hive enacted legislation for providing minimum standards of mainte-
nance and operation of hospitals receiving federal aid under the program.

Five amendments to the act have been passed; each provided additional
input to the health care system of the United States; all relate to hospital
facilities, or their replacements:

In 1949 the Hospital Survey and Construction Amendments were
adopted to extend the program funding and authorize research and
demonstration programs.
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" Table 6. Hill-Burton Projects Approved, by Type, 1 July 1947-30 June 1.

Oulpatien! and Cost
Inpatient Care Other Health-Care
Total Projects  Beds Provided Facilty Projecls Hill-Burton funds

Number Percent Number Percent Number Percent  Totl  Amount  Percent
| (8 thousareJs)  ($ thousands)

Type of Facility

Total 1078 1000 470328 1000 3,083 1000 12765900 377,978 100
Short-derm hospitals S RS MAGD a2 e 42 92N 28K TO9
Long-term care 17 184 oryee A7 9~ - 1613008  S3M1 14
Units in hospitals 1000 102 583 1Y - - 004400 312499 84
Nursing homes o 40 SR 81— — ST TG 48
Chronic diseasehospitals 108 10 7,491 1§ - - 1BM BW 10
Menlal hospitals 0B 18 A4 45— - — UG TR 2
Tuberculosis hospitals w7 e 18 - B He T

Outpatient facllities 108 100 - 108 %0 8% 24068 5.6

Rehabiltation facilties w0 51— = 2119 uopg 185010 38
Public health centers 18 113 - = 181 46 09043 %600 27
State health laboratories 4 - - 4 13 o718 1448 4

8 Pyblic health canters built in combination with short-erm hospitas and o reported &5 separate projects
b Excludes 7209 longHer care beds built in conjuncton with shorterm and olher hospital projects, for which funds cannot be

vz

SISKIDIps IS2TF DI

separated from total project costs, These beds are teported n the followlr'lg'v categories of facllitiesl: general hospitals=T,113 beds,

mental hospitals=—60 beds, tuberculosis hospitals~36 beds.

¢ Previously designated “dlagnostic or reatment centers.”

Source: U, Department of Health, Educaion end Wellare, HilBurton Project Ragister (Washington, D, G.; US, Government Printing
Office, 1972), p. 2, -




Table 7, Distribution of Hill-Burton Projects and of Papulation, by Community Size, 1348:71,

(in percents)
Sample of Short-Term Hospitals
Supported, 1948-71 Total Projects, 1968-70
Costs
Tolal  methy Hill- Total Hill
1960 numbe;  Hill-Buton  Burton number  Buton  Ipafient 1960

Community Size  of projects funds finds  ofprojects  funds beds  Population®
Less than o
2,500 and rural 149 34 [/ IR T 97 96 3.0
2,500-4,999 141 300 93 132 93 96 42
5,000-9999 144 326 126 51 1 w1 5

10,000-24 999 198 03 20 152 {13 176 98
25,000-49.999 116 %59 163 99 102 122 83
50,000-99,999 69 K 00 73 B9 90 Al
100,000-249,899 14 237 106 T80 97 98 65
250,000 and more _19@ 2.1 _1_3._3 14_.2_ _1_@11 _1_7_.§ _ggg .
Tt 1000 - 100 000 1000 1000 1000

155 percent of the population fied in unincorporated parts o urbanized areas. However, 30.1 percent of the population lived In towns
smaller than 2,500, did not ive n urban frnges, and did nt live In unincorporated places with a population density of 1,900 per square
mile or more, that is, in rural areas. - L

Nole: Here énd In subsequent tables, detals may not add to totals due to rounding,

Source; Shorkerm hospitals data from HEW, Hill-Burton Projgct Ragister; nferences drawn from a one-fifh sample of hospitals ever
supported. Tolal projects data from HEW, Hill-Burton Progress Raport, 1 July 1947-30 June 1970, p. 23. Population data from U3,
Bureau of the Census, Slatitical Abstract of the United States, 1872 (Washinglon, D, G.: US, Goverament Prining Office, 1871), p. 17,
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26" ERIC First dnalysis

Table 8. Percentage Distribution of Funds to Short-Terim Hospitals, by
County Family Income, 1948-71.%!

1960 Median Family

Income of County Construction

in Which Hospital Hill-Burton Costs Financed

is Located Total Projects Grant Funds by Hill-Burton
Less than $3,000 13.0 8.2 45.5
$4,000-$4,999 15.0 1.5 41.7
5,000~ 5,999 23.0 23.6 33.7
6,000~ 6,999 29.8 30.3 26.7
7,000~ 7,999 13.8 - 17.4 21.5
~ 8,000~ 8,999 5.1 8.3 17.7
9,000- 9,999 4 5.7 20.0
10,000 and over 0.0 0.0 0.0
Total 100.0 -100.0 . -

Source: Based on a one-fifth sample of shortterm hospitals listed in HEW, Hill-
Burton Project Register.

The Medical Survey and Construction Act of 1954 granted funds for
construction of diagnostic and treatment centers, chronic disease hos-
pitals, rchabilitation facilities, and nursing homes.

In 1961, the Community Health Services and Facilities Act allocated
funds for nursing home construction and provided for improved services
for the aged and the chronically ill.

The Hospital and Medical Facilities Amendments of 1964 extended the
program with grants specifically for modernization of hospitals, with
priority given to urban areas.

The Medical Facilities Construction and Modernization Amendments
of 1970 provided a new program of project grants for emergency rooms,
communication networks, and transportation systems. *2

Veterans Affairs

In 1930, the Congress created the Veterans Administration by con-
solidating the Veterans Bureau with the National Home for Disabled
Volunteer Soldiers and the Bureau of Pensions. The Veterans Administra-
tion now provides mental hospitals, out-patient care, and hospitalization
to all veterans who qualify for these services. Currently, the health care
portion of the Veterans Administration provides skilled nursing care and
related medical care in Veterans Administration or private nursing homes
for convalescents or persons who are not acutely ill and not in need of
hospital care. Medical and dental care constitute the second major service
of the Veterans Administration. They are available on a priority basis, first
to service-disabled veterans, then to pensioners, veterans over 65, and
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indigent veterans, They account for roughly 20% of the agency’s budget. In
1974, this translated to nearly $3 billion, up from $1.9 billion in 1971.

The Veterans Administration runs the largest hospital system in the
nation.®3 Currently there are 171 hospitals, 213 clinics, and 84 nursing
homes in 176 towns and cities operated by the Veterans Administration in
the United States.** The Veterans Administration offers the same benefits
as a private hospital or physician would offer, except there is no service fee
or minimum charge.

Mental Health

““The necessity for estimating psychiatric bed needs has, if anything, in-
creased in recent years. A search of current journal literature by the
National Library of Medicine in January 1974 revealed only eighteen
articles during the decade between 1964 and 1973 which deal numerically
with psychiatric bed.needs.” ** This statement, from the National Institute
of Mental Health in 1975, indicates onedifficulty in reporting on the status
of mental health in the United States.

The National Institutes of Health (NIH), established by the federal
government, consists of nine specific categories. The National Institute of
Mental Health (NIMH) is one of these institutes. Bertram S. Brown,
Director of the American Hospital Association Advisory Panel on Fin-
nancing Mental Health Care, noted: “The future scope and extent of
mental health care available to the American people will depend on policy
decisions at all levels of government and on the kind and degree of
participation by people and private resource sectors in the financing of
mental health services.”’ 1

The Statistical Abstract does provide some statistical data on mental
patient care in the United States. As can be observed in Table 9, in 1973 1.6
million patients received in-patient services'in mental facilities. In the
same year, three million patients received out-patient services. Over 2.2% of
our population received in- or out-patient services in mental health
facilities of the United States in 1973. However, this calculation is not
trustworthy, for multiple entry by a single patient might reduce the
incidence of treatment. Further study of the data is necessary.

Public institutions for the mentally retarded also fall within this general
category. In 1950, 96 such institutions existed in the country, and by 1971,
there were 190. At the beginning of 1971, 185,855 resident patients were
maintained in these treatment centers (see Table 10).

A final view of mental care in the United States is available in Table 11.
In this table, numbers of patients in mental care facilities for the years 1971,
1978, and 1974 are given for fach state.

Medical Research

During the past seventeen years, the scope of biomedical research in this
. country has expanded tremendously. Medical research today requires
specially trained people in specially designated environments. The
national pool of qualified investigators and of institutions equipped to
undertake significant rescarch programs is strictly limited. The basic unit
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Table 9. Patient Care Episodes in Mental Health Facilities, by Type of
Treatment Facility: 1955 to 1973, '

{Patient care episodes are defined os the number of residents in inpatient facilities ot the bcxlnnlnf of the year (or
the number of persons_on the rolis of noninpatient factlities) plus the total additions to these facilities during

the year}

INPATIENT SERVICES OQUTPATIENT BERVICES
All
faci1- Mental Commu- Commu-
ITEM AND YEAR fties Gen- nity nity
Total eral 7] VA 3| menial | Total || mental | Other
State and | Pri- health health
county |vate! centers centers
819 123 | 266 83 (NA)Y 379 (NA) 379
805 1251 519 116 (NA) 1,071 (NA) 1,071
801 124 | 579 ] 128 271 1,480 97 1,383
7 12¢ | 535 187 851 1,894 291 1,603
745 | 127 | 543 ] 177 130 | 2,317 623 | 1,604
6521 1521 475 | 208 192 | 3,070 2,087
489! 731159 &3 (NA) 22,6 (NA) 22.6
30.5| 4.8 19.7] 4.4 (NA) 40.6 (NA) 40.6
255| 4.0{18.4| 4.1 09| 47.1 3.1 44,0
21.5| 3.5]150]| 5.2 1.8} 53.0 8.1 4.9
18,5 | 3.1113.4| 4.4 3.2 57.4 15.4 42.0
13.7 3.2|100] 4.4 4.1 64.6 20.7 43.9
505 76| 164 54 (NA) 234 (NA) 34
420 65| 271 60 (NA) 558 (NA) ~ 558
410 64| 206 (] 14 756 48 707
384 621 208 04| . 42 948 145 803
365 66 | 266 87 64 {1,134 305 829
313 73| 20| 100 92| 1,475 4721 1,003

NA Not available. t Ineludes episodes of care in residential treatment eenters for children. 2 With psy-

chiatric service. .
3 Veteruns ssdministration; includes neuropsychiatric and general medical and surgical hospitals.

Source: U.S. Natlona!l Institute of Mental lealth. Utilization of Mental Ifealth Facilities, 1971, series B, No. §, ~

and unpublished data,
Table 10. Public Institutions for the Mentally Retarded: 1950-1971. 4

{Preliminary data as submitted by many State sgencles; therelore, in many instances figures reflect estimates

rather then Substantisted figures, For example, resident patlents'at the end of & year do not equal the num-

ber at the beginning of o succeeding year. Includes estimates for underroporting wherever possible. Bee also

FHistorical Statistics, Colonial Timeatn 1970, serles B

mEM ' 1o50 | 1960 | 195 | 168 | %69 | 1m0 | 1em

90 108 143 170 180 120 190

103,377 | 158,682 { 181, 549 | 193,121 192,848 | 189,956 | 185,855
10,360 | 14,701 | 17,300 | 14,688 14,868 | 14,985

9,382 | 13,534 | 15033 | 12,359 12,226 | 12,0751 11,200

087 1167 | 2,267 | 2,329 | 2,642 2,910 4,170

Number of institutions............ .

Resident patjents, beginning of year,
Admissions, excluding transfers.
First admissions.
Readmissions. ..

Patients under treatment .

Deaths {n Institutions....... REE N ! 3, 202 3,583 3,614 3,621 3,496 3
Net live releases ! ...oovenennn £es1 | o4m | 73| 1,675| 14,7011 14, 702 | 17,080
Resldent patlents, end of yenr....... ‘| 107,094 | 163,730 | 187,273 | 192, 520 180,394 | 186,743 | 180,963
Rate per 100,000 population?_..... .| 3.0 91.9 97.7 97.7 | 05,1} 92.8 88,8
Average daily resident patients.............. 127,830 | 163,282 | 189,172 | 193,690 | 191,363 187,897 | 181,088
Persaﬁrl\el.lull-tllge, total !..d. el 25,744 | 54,277 | 79,056 | 100,804 | 107,737 | 117, 327 | 118,909
ate per average dally resident
POUCTIS . o eeemmeemmemmac oo macneaezen 20,1 33,2 41.8 52.0 5.3 62.4 68.7
M;lntenance e;pﬁndlt%es 1 ‘...I..mn. dol.. 92 266 442 673 765 7l 1,003
er average daily I; ent patlent:
Per year........ Ps ................. dol.. g | 1,6%0] 2,333 3,472 3,096 4,635 5,837
Verday...... e dol.. 2 5 [ 9 1 13 18

i Excess of ?Mlems released alive from hos&)lml over those returning to hospital.
3 ased on Bureau of the Census estimated civiiian populstion as of July

1 Reporting factiities only., ¢ Includes salaries and wages, purchased pro;rislons, fuel, light, water, etc,
Source: U.8. Social and Rehabllitation Service, Residents in Public Inatitutions far the Mentaliy Retarded,
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Table 11. Patients in Mental Care Facilities, 1971, 1973, and 1974.4°

MENTAL HOSPITALS PUBLI" INSTITUTIONS FOR
Qeneral [MENTALLY RETARDED, 19714
Out- |hospitals
patient with
Private, 1973 Private, 1974 psychf- | psychi-
ITEM AND 8TATE atric atric | Resident Net
- services, | service, | patlents, | Total | live
Resident{ Totol | Resldent| Total | admis- dis- end of |admis.| re-
patients, | addi- |patients, | addi- sions, | charges, year slons |leases?
end of | tions? | endof | tions? 1973 3 19731
year year !
Facliities, number.... 1 323 2,228 0634 190
United Statea...| 120,977 | 109,516 | ¢ 215,573 (9433, 663 1,209,271 | 455,619 | 181,009 | 15,370 17,080
Alabama... .o 7% 2,003 3,067 3,830 8, 06 5,870 2,218 108 57
Alaska... - 147 646 809 - 102 3
Aritona.. 179 770 1,564 10, 588 5,574 054 35 42
Arkansas - 403 2,485 3, 363 1,158 1,262 35
California.. 14,877 8,175 | 27,412 | 139,250 35,24 10,494 ™ 1,466
Colorad, . 2,301 1,260 6,007 12,733 4,310 2,050 115 154
Connectlcut 593 1,868 8,450 | 14,486 22,147 5,460 3,081 210 061
Delaware.. - - 998 2,208 3,015 5 570 37 b
Dist. of Columblia.... 114 762 8,039 5,438 8,919 4,062 1,202 105 125
Florlda e unnoeaeaeaeaes mn 745 | 46,507 . 25, 939 21,120 6,172 452 333
Qeorgio....... O 288 G, 247 7,813 | 23,477 25,554 10, 684 2,034 472 28)
Hawalf_ . - - 209 4597 5,781 1,104 761 49 29
- - 245 1,141 34 106 586 99 - 87
429 4,457 8,079 | 25,463 84,275 27,831 8, 669 525 1,560
21 424 4,878 8,847 15,721 19, 502 3,521 173 193
- - 1,227 5,817 16,195 8,027 1,552 134 193
32 586 1,547 | ~4.818, 12,73 4,7 2.002 265
1 4,580 1,047 921 1,881 3 T 982 179 176
272 3,125 2,851 9,279 21,841 4,987 3,019 2 1
8 241 . 1,457 2,011 673 54 89 142
600 2,199 5,702 13,367 28,758 4,760 3,258 509 498
685 6,192 6,340 | 14,508 46,799 4,270 7,219 | - 365 498
533 5,587 6,000 | 15,650 75, 459 14,908 10, 066
- - 4,375 7.747 27,050 15,401 3,991 25 563
21 827 4,057 3 768 1,041 1, 139 . 8
122 1,681 4,054 | 21,100 18, 265 12,550 2,257 | 1,343 1,581
- - 1,057 . 1,009 1,878 861 58 123
- - 636 3404 5, 545 4,483 11.4’.‘9 . A4 7
evada.... 19 201 332 %67 1,227 1,77 Y] Q) o
New Ham.oshire...... - - 1,306 1,180 6,177 4 31
New Jersey._... . 381 3,564 10,470 | 14,283 25,985 12,702 7.200 500 58
New Mexico. . 52 632 361 2,203 2,338 363 3 58 . 83
New York... B 025| 5,570 29,843 398 | 213,638 | 61,794 | 25,847 o 993
North Carotlna.. . 192 N 5,002 | 16,795 17, 660 8,417 4,862 542 417
North Dakoto... - - - 609 2,000 - 1,924 1,328 7 209
Oho.... 389 4,508 11,421 20,783 56, 365 24,018 9,074 454 474
Oklahom: “ 839 2,464 7189 28,894 5,782 1,916 197 187
37 H 1,204 5,551 14, 809 3,779 . 2,758 93 140
853 8,815 17,111 8,727 61, 462 22,607 10,339 554 686
123 1,003 1,741 4,716 5,924 805 859 58 42
- - 4,605 5,228 4,578 3,915 3,623 461 408
g - 718 1,835 5,089 1,34 1,172 144 148
125 1,477 4,562 10,035 18,869 6,421 2,852 283 156
456 4,347 9,018 | 25,015 36, 285 31,862 11,818 | 1,649 708
- - 310 534 4,482 3, BY7 95 w
211 449 1,172 4, 866 A7 575 63 112
Virginia... 6,850 7,300 | 14,560 | 17,662 | 10,817 3,688 309 194
Washington... 47 1,258 1.309 3,304 27,355 5,782 3,380 383 879
West Virginia. 471 1,002 3,065 4,514 5,264 2,564 489 0 14
Wisconsin..... . 2079 1,856 1,559 6,868 25,046 1,770 3,72 425 A2
Wyoming......ooo.... - - 303 719 1,689 - 705 28 12

- Represents zero. ! Includes returns from extended leave as well as first admissions and rendmissions.

3 Excludes v'A and federnlly funded community menta] health centers. 3 Provisional data. Excludes VA

« Source: U.8. Soclal and Rehabiitation Service, Retidents in Public Inatituti Jor the I j
annua). ¢ Excess of patients released alive from ital (direct d plus leave placements) over those
returning to hospitals. 9 Estimated, 7 Noinstitutions for mentally retarded, patients requiring hospitaiiza-
tion recelve care at State mental hospital.

Source: Except as noted, U.S. National Institute of Mental Health, Pr Isional Patient M t and Adminis-
trative Data, State and Local Mental Hospitals, In-Patient Services, July 1, 1978 to June 30, 1974, Staistical Note114:
and unpubfished data. -
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30 ERIC First Analysis

. of medical research today is a small team, consisting of an experienced
:investigator and his or her immediate associates. Their most frequent
habitat is the medical school or graduate school of a large university. A
lesser number thrive in a few research-oriented hospitals and research
institutes. : : '

Almost all of the thousands of research projects currently underway are
built around the research team, larger or smaller depending on the scope of
the project. Their costs range from $5,000 to $500,000, with perhaps 90% of
them costing between $15,000 and $100,000 per year. The total annual costs
of these thousands of research projects plus the supporting services which
maintain them has reached approximately $1 billion in the United States.
This represents a spectacular expansion in less than two decades, and with
rapid expansion has come awkward and patchwork organization.

In 1973, the Department of Health, Education, and Welfare (DHEW)
made significant changes in the organization of its health programs, the
effect of which was to consolidate those programs known collectively as the
Public Health Service (PHS) into six major agencies, including the
National Institutes of Health (NIH). The mandate of the NIH is to
* improve the health of the nation by increasing knowledge of health and
disease through conducting and supporting research, research training,
and biomedical communications. Biomedical research constitutes nearly
90% of federal health research and development, and most of it is carried
out by the NIH. Close to 90% of the NIH budget goes to help support
‘research and training in non-federal institutions. There are 44 review
groups or study sections established to screen applications for sciemifi&
merit. There are now 11 institutes, including the new Institute on Aging.

The largest in staff and budget is the Heart and Lung Institute. Together - '

their budgets total more than that of all other institutes combined. The
Institutes account for about 85% of the total NIH budget of $2 billion
annually. Althought the NIH is the world’s primary supporting agency for
medical research, the costs of medical research are paid from a great variety
of sources, including university endowments, individual and corporate
gifts, foundations, public and voluntary agencies, and state legislatures. 0

Table 12, which shows the organization of the PHS, may assist the
debater in understanding the broad scope of the responsibility for the
problems of health care which has been assumed by the federal govern-
ment.

The Federal Drug Administration (FDA), created in 1938, tests all new
drugs for safety before marketing is permitted. 5 It may ban drugs deemed
too hazardcus for public consumption, even with proper label warnings.%*
In 1962, efficacy requirements were established,>* and a recent stream-
lining of efficacy testing reduces the time lag previously observed bydrug
concerns.* An additional modification involves publicity of moderately
hazardous or questionable drugs when a full ban is not thought justified. 56
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Department of Health, Education, 'and, Welfare

Public Health Service

Center for
Disease Control
{cpc)

Alcohol, Drug
Abuse, and Mental
Health Administration
(ADAMHA)

Administration

Food and Drug

(FDA}

National Institutes

Health Resources

Health Services

of Health Administration Administration
{NIH) {HRA) (HSA)
National Institates of Health
Altergy and Arthritis,
Aging Infectious’ Metabolism and
Diseases Digestive Diseases
Child Health Dental Environmental
and Human 'Reseaach Health
Development r Sciences
General Neurological
Eye Medical Diseases
Sciences and Stroke

National Cancer
Institute

National Heart and
Lung Institute

National Library
of Medicine

a1

Cancer Biology and Diagnosis
Prevention
Cancer Cause and Treatment
Cancer Grants

Heart and Vascular Diseases

L.ung Diseases

Blood Diseases and Resources

Intramural Research
Extramural Affairs

Nat. Med. Audiovisua! Center
Extramural Programs
Library Operations
Lister Hill Nat. Center for
Biomedical Communications
Specialized Info. Services

Research and Service Divisions

R Computer Fogarty
(éhncal Research and I nternational RGesearch
enter Technology Center rants
Research . Research
Resources Services
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Il Health in the United States

Debaters in 1977 should become quite familiar with information from
the National Center for Health Statistics (NCHS), located in Rockville,
Maryland. A division of the PHS, the NCHS produces data from the
National Health Survey(NHS). The NCHS publishes a series of statistical
reports based on information collected from a continuing nationwide
sample of households in the Health Interview Survey (HIS).

“The Health Interview Survey utilizes a questionnaire which obtains
information on personal and demographic characteristics, illnesses,
injuries, impairments, chronic conditions, and other health topics. Asdata
relating to each of these various broad topics are tabulated and analyzed,
separate reports are issued which cover one or more of the specific
topics.’”57

The methodology in the HIS appears excellent, following a multistage
probability design which samples 376 primary units from 1,900 geo-
graphically defined units covering the fifty states and the District of
Columbia. Like all studies, however, there is some chance of error. Each
report of the NHS incorporates information relating to the reliability of
the estimates. Advanced debaters might wish to probe into this question
when attempting to base their arguments upon fluctuations observed in
the incidence of disease. Similarly, slight shifts observed in charts might
well be artifacts of the sampling methods, and negative arguments drawn
from this possibility might be useful during the season. 5

When do citizens of the United States need health care? From the
broadest perspective, there is no point from the moment of inception until
the moment that life stops when health care would be inappropriate. This
frame of reference would incorporate the full spectrum of preventative
care, from the minor irritations of the otherwise healthy person, through
any episode of illness, to the onset of old age, and even into death, when
organs might be used for transplants.

The material within this unit is divided into three categories: (1)
preventative treatment for health, (2) the major illnesses, and (8) less
serious illnesses. Drawing upon the data available, it is possible to
establish some general estimate of the reasons people are not as healthy as
they might be in the United States.

Preventative Treatment

There is a general lack of efficiency and utility in the nutrition programs
of the present health care system. According toa recent report issued by the
Senate Select Committee on Nutrition and Human Needs, nutrition
training in medical schools is inadequate, there are not enough nutritionists
and dieticians to serve the nation’s needs, the federal government’s means
of measuring nutritional adequacy in the American diet are spotty and
inefficient, and there are no effective mechanisms in the executive branch
for dealing with these problems. Moreover, the mechanisms that do exist
are designed to deal with the issue in economic, political, and foreign-
policy terms, rather than in terms of the health impact of America’s
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domestic and foreign food policies.*® Similarly, even when physicians are
aware of the importance of nutrition as a discipline, they are unable to
translate nutrition into foods and their relation to habits and patterns of
various socioeconomic and ethnic groups or into the nuances of micro-
economics and food distribution within the family.

The predominant victims of deficiency diseases and diseases caused by
malnutrition are the poor, the class least likely to be seen routinely by
physicians. When the poor finally receive medical treatment, usually very
late in the natural history of the disease process, the nutritional factors in
the etiology and pathogenesis of their health problems may be camou-
flaged by other, more dramatic medical conditions that have also gone
untreated, and the underlying malnutrition may be disregarded.! More
specifically, nutritional insufficiency takes a particular toll on poor
people, contributing to infant mortality and severe childhood diseases,
while limiting learning ability, growth, and the capacity to concentrate on
productive tasks. Unexpected effects also occur, such as a high incidence of
learning-hampering iron deficiency in black children between the ages of
one and five among families with incomes above the poverty line, and a
high incidence of protein deficiency in white adults between the ages of 45
and 59.62 . '

Vitamin programs, like nutritional programs, have been treated with
ignorance in many cases under the present system. Physicians have long
used vitamins in the prevention and treatment of diseases, but the present
use of megavitamin therapy—prescription of excessive doses of vitamins—
and its possible consequences pose danger to the patient, such as hyper-
vitaminosis (toxicity). As Dr. H.N. Ross says, ‘‘too many physicians have
attempted to use megavitamins by giving inadequate doses of a few
vitamins to the wrong people for an insufficient amount of time only to
achieve the failure that could be predicted.” % Drs. Levy and Rita believe
that orthomolecular medicine—megavitamin therapy in mental diseases
—particularly as it uses megadoses of vitamins, is an ‘experimental,
unproven, and potentially dangerous form of therapy for any disease.®
The fact that Americans spend 300 million dollars a year on vitamins,
however, proves that the initiative for vitamin consumption lies mostly in
the hands of the public.55 This vitamin phenomenon is undoubtedly
spurred by the production companies which advertise the health improve-
ment that vitamins will bring. Though vitamin supplements a1~ needed in
certain conditicns, such as pregnancy and old age, ignorance and abuse
has resulted in many cases of toxicity, with the FDA’s National Clearnng-
house for Poison Control Center reporting about 4,000 cases of vitamin
poisoning each year, 80% of them involving children. % On the other end of
the continuum, vitamin deficiencies of A and D occur in certain areas of
the nation.5” Many of the elderly recuperating in hospitals and nursing
homes lack adequate vitamin intake because of overcooked hospital
food. 58 C .

Another area of preventative medicine, vaccinations, is presently in a
regressive state; as a consequerice, many individuals, notably children, are
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‘not immunized against disease. According to Dr. Edwin D. Kilbourne, the

present vaccine policy is not carried out in practice. For example, the
policy recommends the preferential immunization, even in interpandemic
years, of the estimated 45 million Americans who are unusually susceptible
to influenza complications (pneumonia and death). But only about 20
‘nillion doses of vaccine are produced annually, and of this amount less
than half reaches the high-risk population. Kilbourne continues by saying
that present vaccines, which are 70% to 90% effective for about one year,
have never been systematically or widely used during pandemics. “If only
individuals abnormally susceptible to fatal complications (those over 65
years of age and those with cardiac or pulmonary disease) were selectively
immunized, many of the predictable thousands of deaths and millions of
illnesses could be prevented.’ 69

US. News and World Report recently reported ihat certain diseases,
such as measles and gonorrhea, are gaining ground because of new
resistant strains and a letdown in vaccinations. It reports that millions of
American children are unprotected from diseases, with one in three
children not having been given shots that would immunize them against
measles, polio, and rubella and one in two not having been immunized
against mumps. According to Dr. David ]. Sencer, director of the United
States Center for Disease Control, ‘‘many diseases that are now endemic
[confined locally] could easily reach epidemic levels if we relaxed our vigil,
with so many people not vaccinated.”” Dr. Theodore Cooper, Assistant
Secretary for Health in DHEW, told government doctors that one of the

-reasons for the current low level of vaccination was the “‘increaseéd

reluctance” of the country’s big pharmaceutical firms to help develop and
make vaccines.!

As in other areas of preventative efforts, the victims of vaccine
inadequacy are poor. Dr. John ]J. Witte, director of the immunization
division of the United States Center for Disease Control, has stated that
nearly all of the present cases are of unimmunized children, many from
low-income neighborhoods where parents often fail to take their children
to local health centers for their infancy vaccinations. Currently, health
officials say that 34% of all preschool children and $1% of all children under
fourteen years of age have not had a measles vaccination, leaving 13.8
million youngsters susceptible to a disease that could cause deafness,
blindness, brain disease, and death.?2 Similarly, vaccines for diseases such
as_hepatitis, gonorrhea, flu, and pneumonia are still in developmental
stages.”

Exercise therapy is a fourth type of preventative effort to control disease.
The prescription for exercises has taken the place of many passive forms of
treatment in total patient care since World War II, with the prescription for
exercise based upon the physician’s knowledge of the patient’s condition
as a whole and used in conjunction with whatever medical and surgical
measures are necessary.’* Exercise therapy is used in orthopedic, neuro-
logical, and general medical and surgical conditions. Orthopedic exercise
corrects such conditions as back pain, posture deviations, bursitis, and
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lumbago; neurological use of exercise corrects peripheral nerve injuries,
multiple sclerosis, cerebral palsy, and paraplegia; and general medical use
of exercise corrects cardiovascular, respiratory, and digestive problems, as
well as arthritis and rheumatism. It has been reported that prolonged bed
rest and complete absence from normal activity can spur problems such as
hypostatic pneumonia, pulmonary congestion and collapse, embolism,
lung edema, atrophy of bone, muscle and skin wasting, and phlebitis.?
There is a strong correlation between physical exertion and better health,
but the main problem lies in theapplication of certain exercises for certain
conditions. One of the most important causes for the inetfectiveness ofan
evercise program lies within the realm of poor prescription in that each
type of exercise has a unique physiological effect and, thus, a different
therapeutic objective. Exercise variahles to be considered are the pre-
cautions, duration, evaluation, nature of movement, range of movement,
rhythm, timing, progression, and intensity of stress. "¢ In addition, certain
considerations must be accounted for before_establishing_exercise_pro-
grams, among them the stability of the patient’s condition, whether the
exercise will affect the underlying illness or whether the illness will affect
the ability to exercise, and whether prescrited medication will affect the
exercise or whether the exercise will modify the drug’saction. Therapeutic
exercise programs are 'still in a developmental state because of these
variables.”? : :
‘Another view of preventative care, provided by material from the
Statistical Abstract (see Table 13), indicates the incidence of chest x-rays,

Table 13: Selected Preventive Care Services: 1973.7

BOTH SEXES MALE FEMALE
Percent with— Percent with— Percent with—
ITEM Popu- Popu- Popu-
lation lation lation

(1,000) { Caro | Care [| (1,000)| Care Care | (1,000) | Care | Care
at any | in past at any | in past at any | in pnst

time | yeor time | year time | year

CHEST X-RAY
Total, 17 years and over....| 141,802 80.1 a1.2 || 66,641 80.3 3.9 | 75,161 80,0 30,7
17-39 years... 67,854 76.5 28.8 || 32.724 76.4 28.8 | 35129 76.7 28.§
40-64 years. .. 53,608 85. 1 34.1 || 25.531 84,7 35.2 | 28,165 85.6 a1
65 years and over. 20,253 78.9 31.7 8, 388 R2. 4 33.5 | 11,867 7.5 30.3
EYE EXAMINATION

Total, 3years and over..... 195,775 87,7 41,3 |} 94,109 83,7 41,4 | 101,666 89.6 41,3
£-16 years. .. 53,072 70.7 60,3 || 27.467 78.9 50.4 | 26,505 R0. 5 oL

67,854 8%.8 33,1 |} 32,724 86.5 33.6 | 33,129 90,9 32.

53, 696 2.0 5.4 || 25,831 89.7 35.2 | 28,185 M1 35.

20,253 9.0 33.8 || £.388 92.6 31.7 | 11,867 95.0 35.

BREAST EXAMINATION )

Tota}, 17 years and over. ... | 141,802 2,7 25,4 x) (X) [34] 75,161 76.3 48

. 41.0 29,7 x) (¢ 4] x) 35,129 79.1 57.

42.0 2.3 x) x) (X) 28,165 80.1 4.

34. 16.7 ) (X) (X) 11,8687 59.1 b+ 8

X Not applicable.

=
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" Table 14. Persons Wearing Corrective Lenses: 1971.7¢

' {In thousands. except pareent. DNata refer to civilian noninstitutional population 3 years old and over- B'ased on
sample and eubject to sampling variability; see source. Excludes sunglasses worn only to filter light, safoty
glasses worn only for protection of the eyes, haud magnifying ginsses, and othor such devices

SEX AGE (in years)
ITEM Total 45and
Male | Female] 3-16 17-24 | 2544 9:&

Population, 3 years old and over. «oo.oeeamiaananas 191,602 || 92,121 | 99,481 | 85,788 | 27,278 47,4281 61,113
Wearing lenses. ....coeeeuccncacn .| 94,284 || 40,757 | 83,827 9,219 | 11,114 | 19,078 53, 04
Eyeglasses Only. ccocveeecicncmocerooneaaaaanan 00,313 || 39,660 | 60,644 | 8,020 9.308 18,588 | 83,632
Contact lenses (with or without eyeglasses)....| 2,403 654 | 1,750 138 ] 1,140 819 308
Percent wearing lenses..........- 49,2 44,2 83.8 16.6 40,7 42,1 83,3
Eyeglasses ON{Y..coceocecancnen ol 31| soel 0| 3tij 2391 8.6
Contact lenses (with or without eyeglasses).... 1.3 0.7 1.8 0.2 2 1.7 0.8

.sigum: U.S. National Center for Health Statistics, Vitaland Health Statiatics, serles 10-No. 79, snd unpublished

eye examinations, and breast examinations. Eyeglasses, another form of
preventative care, are vvom by a substantial portion ¢i our population. The
incidence is expressed in Table 14.

Major Ilinesses

We are accustomed to discussing the “majorkillers” when we talk about

disease. Heart and cancer problems have beeu the leading causes of death

“since the 1940sin"the United States. According to-information.published ...
by the National Heart and Lung Institute, the ten leading causes of death
in 1970 were as follows: (1) diseases of the heart, (2) malignant neoplasms,
including neoplasms of lymphatic and henmotopoietic tissues, (3) cere-
brovascular diseases, (4) accidents, (5) influenza and pneumonia, (6)
certain causes of mortality in early infancy, (7) diabetes melitus, (8)
arteriosclerosis, (9) cirrhosis of the liver, and (10) bronchitis, emphysema,
and asthma.#® Provisional causes of death in 1975 were listed in Table 15,
which is included in the World 4lmanac of 1977. The major cause of death
in the United States, heart, blood vessel and blocd diseases, zccounted for
more than one-third of the deaths in 1975.

A substantial amount of data is available from the National Center for
Health Statistics. Vital Statistics Ratesin the United States 1900-1960 (PHS
Pub. No. 1677), for example, provides significant breakdowns of the sortof
data included in Table 15.

Following is a brief description of eleven categories which are major
causes of death:

Atherosclerosis. Each year in the United States one million persons die
as a result of cardiovascular discase, and 84% of these deaths are attributable
to atherosclerosis. Coronary heart disease, stro’e, and occlusive disease of
the aorta and peripheral vessels are all caused by atherosclerosis.®?

Hypertension. Approximately 22 millicn Americans, or between 10%
and 15% of the population, have high blood pressure. The prevalence in
the black population is probably 30%. Hypertension is important becausc
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Table 15. Deaths and Death Rates for Selected Causes.*
Seurce: Division of Vital Statistcs, National Center for Health Statistics.
Rates per 100,000 population

137  Sukide
: . : 128
19 90 23

Cve to rounding estimates of Mt.munnymuddm *Provisional.
ommumatmmuummmatz-an(m -Dec.) period.

it is a major cause of death and disability and especially because effective
treatment is now available.8

Heart Attack. Myocardial Infarction and Angina Pectoris. Each year
over one million Americans have a heart attack (acute myocardial

--——-—infarction).-As-a-result,-375,000 - die:8*—-— -~ -~ -

Heart Failure. At least one and one-half mllllon Americans suffer from
chronic heart failure, and approximately one-quarter of a million new
cases occur each year. The problem is large in terms of disability, with
between 300,000 and 600,000 patients admitted to hospitals each year with
this condition. Heart failure is an important manifestation or consequence
of a variety of diseases of the heart, including coronary artery disease,
hypertension, and rheumatic and congenital heart disease.

Emphysema and Chronic Bronchitis. These are common -and still
increasing causes of death and disability in this country. Approximately
100,000 work-years are lost annually to the labo: force.%

Lung Disease of Infancy and Early Childhood. Hyaline membrane
disease affects about 50,000 infants a year. Half of these children are likely
to die unless they receive specialized therapy.®

Cystic Fibrosis. A genetlcally determined disease and one of the main
causes of «hronicillness in children and young adults, cystic fibrosis occurs
in one ou* of every two thousand live births and accounts for most deaths
from chrouic pulmonary disease in pediatric patients.8

Congenital Heart Disease. It is estimated that 8 out of every 1,000
newborn infants have congenital heart disease. Half of the children born
with congenital heart disease do not reach their first birthday, and 90% of
the half who die in the first year do so within the first six months of life,
most of these by the third month. The neonatal time is the time of greatest

risk.#
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Hemuophilia and other hemorrhagic diseases. There are at least 25,000
patients with moderate or severe hemophilia in the United States. The
disease constitutes a major health problem for two special reasons: (1) the
disease bankrupts the patient and his family economically and emotion-
ally, and (2) therapy, currently based upon the use of plasma fraction
obtained from human blood, represents one of the groatestsmgle demands
on the nation’s blood resources.% - e

Sickle Cell Disease and the Hemoglobinupathies. Inherited illnesses
which affect the red blood corpuscles of large numbers of Americans exist.
One out of every 400 blacks is born with sickle cell anemia, the most
common and serious of these diseases. !

Hepatitis. Hepatitis is the most [requent serious complication en-
countered in transfusing blood and blood products. Post-transfusion
hepatitis is estimated to occur annually in 20,000 to 30,000 patientsand to -
be fatal in about 3,000. There are approximately 500,300 to 1 million
chronic carriers of the hepatitis virus in this country.%? _

A different type of death, that caused by accidents, is the number four
“killer” in the United States. Table 16 provides data on this cause of death.

Less Serious Ilinesses

Lest the label mislead, the illnesses discussed below are serious. The
distinction made herein is merely the focus upon continued care, rather
than upon death. The PHS reported in 1974 on the incidence of acute

—__conditions_in_the_United_States. Table _17_reports_ those_data. The

Table 16. Principal Types of Accidental Deaths.
Source: Division of Vital Statistics. National Center for Health Statistics,

AN Motor Orown- Fire- Machin- Poison Other
types vebhicle Falls Bumas ing ame oy gmess  poisone
93.806 28,137 19.023 7.645 8.529 2324 1,951 1,253 1,679
108,004 49,183 19.98% 7,347 8.799 2,344 2.054 1,526 2110
114,838 54,633 18.928 8.718 8,301 2,408 1,620 3,67¢
115,448 56278 18,744 8.714 6.196 2.442 1,690 3.728
115.821 55.511 18.508 8,503 7.152 2618 1,652 3,683
104.622 48,402 16,336 8,236 8.463 2513 . . . . 1.518 4018

101.400 44.570 NA NA NA NA NA NA NA

Death Rates per 100,000 Population

521 21.2 108 4.2 38 1.3 1.1 0.7 09
55.7 254 103 3.8 as 12 1.1 08 0.1
56.4 269 83 3.3 3.1 1.2 . 08 1.8
554 27.0 80 3.2 3.0 12 08 1.8
55.2 265 79 31 34 1.2 08 1.7
49.5 20 7.7 29 3.1 12 . . .. 0.7 1.9
47.8 2.9 NA NA NA NA NA NA NA

Accidental Injuries by Severity of Injury
Seurce: National Safety Council

Public
Motor- Non-Motor-
Total* Vehicle Work Home Vehicle
10.800.000 1,850,000 2,200,000 4,050,000 2,800,000
102,500 48,000 12.600 25500 - 22,500
.. 10,700,000 1,800,000 2.200.000 4,000,000 2.800,000
impairments. . 380.000 150.000 80.000 100.000 70.000
Temporary total disabikties . . . . . 10,300.000 1.650,000 2,100.000 3,900,000 2,700.000
Certain Costs of Accidental Infuries, 1975 ($ billlons)
$47.9 1.2 $180 $60 $48
154 741 34 28 29
. 1.9 1.7 1.8 1.1
., 63 4.2 19 0.1 0.1
Dbetween molor-vehicle, wurk and home are slimi d in the Total col
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Table1, Incidenceof Acute Condtion and Number of Acte Condions per 00 Pérsous per ear, by Age, Sex, and
| ~ Condition Group: 1974

mmmmmmmwmmmmammmmmmmmmwmmmmmwmmmmwmmmmmmMmmmwmmﬁ
the simaesate given i appendi . Definionseoftem are given inappendi ]

UNDER 6 INDER 4

©SENAND CONDITION G | ALL S PRTS IETOTR I TR S ST VTR RS
wes | veme | vess | YRS | € ruen | ung || YERS| YES (YRS | W

INCIOENCF OF ACUT™ CONMITIONS NUeBER OF ACUTE CANRITIANS DER
BNTH SEXES [N THOUSANDS 100 DERENG OFY YU

ep——

AL, ACUTE CMDITINNSS | 366,278 || 61,020 |102,172 | 11,483 | 34553 175,71 300,0 ] 236,71 175.0 ] O3

INFECTIVF AND O4FASITIC
DISEASFGmnmmememevmmnnns | 400485 (| 90370 | 130062 | 124958 Gte | 19,5]) 4ne| 30.3( 163 B2

CESOIOATFY CPNDITICS=w | 195, T61 || 349149 | 58,671 | 74896 | 31223 04y [| 172,6[ 1313 | 92.5 [ 415

IP0ED PESP [PATEHY
COVDIT ION§emmnmmemmen | G4y 868 || 200237 | 774982 33,036 10,520 | 45,8 [ 100.3] o4a8 | L] 22

NEL BN hmmmmmemammae | 62,899 (| 11,028 | 21,228 | 33,605 Ty068 | 4haR || O3 1 630 | 4701 235
OTHER RESP[RATATY

CNDITION§ommme=sese A onos | vem| vesa| 2eme] nms| o kef 10| 34| N W
DIGESTIVE SYSTEM |
(ONDITIONGom e 10 | L | esos| Tote] 30M0| T8l nr| W] B b
NJUP[EGeeramunnnnsmsnsas o, 005 || 60697 | 160028 | 7| 120882 | 30a4 [ 30| Bl | B3R 180
ALL_THER ACUTE |
T S PRI P U A I T2 17 AT T A A

16
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Table 18. Specified Reportable Diseases—Cases Reported: 1950-1973.%

Prior to 1960, excludes Alatka and Iawall, escept for tubercutosts. Figures should be Interpreted with cautlon.
Although reporting of some of these diseases ix incomplete, the figures are of value in Indieating trends of disease
incidence. Sew Historical Statistica, Colontal Times fo 1970, series B 201-304 for related data]

DISEARE 1950 1965 10 1965 1969 1970 197 1972 1973

4508 | 3,348 34247 2,788 | 2,915 | 2,888 ¢ 2,752} 2.1W 2,
3,672 | 6,480 | 5,178 | 4.634 4.

BRe2d

Botulism...... 12 19 18 12 25 22
Brucelloais (undulant fever). 3,510 | L.444 751 262 8 213 13 108
Diphtheria. .o cceeeennnn...o wee| %7981 1,0%4 918 164 241 435 a8 152
Encephalitis: Primary in } 1,138 | 2,168 | 2341 { 1.7221 1.613 ] 1,580 1,524'| 1,05 | (NA)
ot Semom (Hepaiitis ' ' B! 0] 088 ] 0 | s
epal erum (Fepatitis 5, 3 3 . 3
Infectious (Hepatitis A). } 2,80 | 3100 | 41,606 | 33,8% [ g | 5,707 | soa0 | sh.074 | 50.749
s PPN 44 75 M ] 03 120 131 130 148
Loptospirosis........... (NA) 24 5 84 8 47 62 41 57
Malsris... 214 522 T 147 | 3,102 3.081 | 2.375 742 an
Mceasles. . . 319 555 442 262 20 47 7 32 27
M cningococe ns. 3788 | 3.455 | 2,250 | 3.040| 2.050 | .2.505 ) 2,262 | 1,31 1,318
Partussis (whoopling couph).. 20,718 | 62,788 | 14.809 | 6,799 | 3.285: 4,240 | 3,038 | 3,287 1,759
Pollomyelitla. acute. 33,300 | 28,985 | 3,190 2 20 3 21 31 8
Pajttacosis....... 334 13 60 57 35 52 33
Rables in animals 17,001 | 5.790 | 3,567 | 4.574 | -3.401 3,224 | 4.310| 4,369 3.640
Rheumatic fever. (NAY | (NA) o.022 | 4908 | 3.220| 3,227 ] 2,793} 2,614 2, 560
Rubella (German mensles) .oo.vee| (NA) | (NA) | 8A) | (NA) | 57.638 | 58,552 | 45,084 | 25,507 | 27,504
Snimonellosis. excl. typhold fover.| 1,233 | 5,447 | 6,920 | 17,161 | 18,410 | 22,094 2,928 | 22,151 | 23.818
11.946 | 13.845 | 16,143 | 20,207 | 22,

g

Shigellosis (bacillary dysentery)..| 23,367 | 13912 | 12,487 | 11,027
Streptococcal sore throat and scar-

100 64| ws| st 398

300

fet fever........ 450 4331 Na) } (NAY | (NA)
TotANUS. e .ccvvrmnrnrasasssvvonas 488 462 s 185 148 118 128 101
Trichinos!s. cooeecrrneeivaranosas an 264 160 199 222 109 103 89 102
Tuberculoais (newly repotted ace
tive cases)., NAy | 76,245 | 55,494 | 49,016 | 39,120 | 37,137 | 85,217 | 32,882 | 31.015
Tularemia. . 927 3% 264 149 172 187 152 171
Typhold lew 1,704 818 4% 3 0 407
Typhus fover: !
ea-borne (endemic-murine).,.” 685 138 L) 28 38 a 23 18 32
. Tick-borne (Rocky Mountain
spotted faver).. ..U 00 L L 54 | -—-298-1- —~ 204 -|-—281-|—- 498-{—-380-[ — 432-}-—-523-| - — 08B
e e e — W enerEAL disenges ( cases): . A .
QGonorrhea.... 1,000,.! 297 228 259 325|535 |- 600-| — 670} —- 707 —— MY - ——— e -
Syﬁhllﬂ. . 1,000.. 218 122 122 113 92 91 96 01 87
0131 S, 1,000, . 8.2 3.9 2.8 2.0 1.8 22 21 2.3 L8

NA Notavallahle. ! Figuresfrom U.8. Dept.of Agicultiire, Economic Rescarch Service.
1 Based on reports from States; 37 in 1060 and 1964; 36 In 1965, 1971, and 1973; 38In 1970: nnd 38 in 1972

Source: U.S. National Center for Health Statistics, Vitat Statistica—Special Reperts, vol. 37, No. 9, and U.8.
(;‘en!“rl' l-‘o& Dils?zu \Forg:t’rol. Atlanta, Qa., Morbidity and Mortality Weekly Report (annual supplements), vol. 13,
0.54, 80d vol. 22, No. 53.

categorization einployed in Table 17 is of special interest. A much broader
categorization appears in Table 18. Debaters would need to choose
materials from the proper set of data to have specific effect in arguments.
One frequent impact of illnesses such as those mentioned in these two
tables is a short stay in the hospital. In 1974 there were 221 million hospital
days attributed to persons with one, two, or three hospital stays during the
year.% One-quarter of these days were by persons over 65 years old; almost
one-third of the days were by persons between 45 and 64 years of age.%

Health Professionals

In 1970, there were over 1.3 million health professionals working in the
United States, according to a DHEW report.® Of this number, 323,200
were physicians, 102,220 were dentists, and the remaining number were
distributed among registered nurses, optometrists, pharmacists,. podia-
trists, and veterinarians. The two largest groups were nurses (54.4%) and
physicians (24.3%).%°

A 1973 breakdown of active physicians into type of practice and primary
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~ specialties yields a clearer view of the distribution of our practicing
physicians (see Table 19). ,

In 1974, there were 857,000 total registered nurses in practice, 608,000
‘full time. The number of nursing school students was 232,589. The
population/nurse ratio in 1974 was 1:246; a favorable trend from 1970,
when the ratio was 1:281.19! "

Dr. Kenneth M. Endicott, an Assistant Surgeon General in the PHS, is
Administrator of the Health Resources Administration of DHEW. In an
essay included in Health in America: 1776-1976, Dr. Endicott noted:

.

In 1976 the field of health and medical care will employ approximately 4.7
million workers, about 7 percent of the total work force in the United States.
This manpower is distributed among a number of diverse occupational
categories. Many of these categories, like the health industry itself, are in a
rapid growth phase, as indeed are all service industries in this Second
American Century. The growth will probably continue for several decades in
response to change in the age distribution of the population, to tech-
nological advances, and probably to the anticipated enactment of national
health insurance. !9

Table 20 is the product of Dr. Endicott’s work. He is responsible for the
federal programs that support health personnel training and education -
programs. '
. Affirmative_teams_which_choose to_argue_that there is a shortage of
- professionals.in specialized categories must respond.to another question: _._
. What ratio of specialist to patients would be cost-beneficial? Further, the
debaters must question the geographic distribution of these specialists, for
less population does not mean the specialty can be ignored.

One field omitted from the above discussions is chiropractics, the art
and science of spine manipulation. The Office of Education has given the
American Chiropractic Association recognition as an accrediting body for
chiropractors, and Medicare and Medicaid have approved chiropractic
treatment coverage; thus, the field of chiropractics should be a concern of
debaters in 1977. In 1974, Mississippi legitimized the practice by beginning
to license chiropractors, becoming the last of the states to take such action..
Government research may be forthcoming, and additional concern may
well be advisable for debaters. 1%

The system of health care in the United States once relied upon the
general practitioner. That situation is no longer true. The various elements
of the health profession as they relate to individuals who specialize must be
considered in depth. '

One area of concern to debaters this year is the necessity for health
professionals to obtain malpractice insurance. The dimension of the
problem for doctors is illustrated in data published on October 25, 1976, in
the New York Times: “Malpractice insurance premiums vary widely
according to a doctor’s specialty, but, on the average, each doctor paid

~ $1,905 a year for insurance in 1973. By 1975 the premiums had risen to an
average of $7,787. The AMA said that the cost of malpractice insurance
increased still further in 1976 and that the average doctor fee rose again.” 1% .
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Table 19. Type of Practice and anary Specialty of Active Physicians:
United States, 1973,100

Active M.D.s(Dec. 31, 1973)
Patient care Other
. 1 Hospital-based profes-
Total practice aional
Primary specialty Office~ Full-time nctivityz
.| based Training | physician
Number [Percenti practice | programs staff
Total ==—==—=—m—==—=== {324,367 100.0} 201,435 58,252 35,570 29,110
Percent ===-=<=—=v= 100.0 - 62.1 18.0 11.0 9.0
General practiced -------- | 69,823} 21.5| - 51,220 8,504 5,335 4,764
Specialty practice —==—==- 54, 544 78.5 150,215 49,748 30,235 24,346
Medical epecislties —--—-- | 86,924 | 26.8 48,689 19,333 9,576 9,326
Allergy 1,640 0.5 1,418 - 76 146
Cardio lar di 6,159 1.9 4,345 - 815 999
Dermatology ==—=——=--—======s== 4,340 1.3 3,188 623 268 261
Gastroenterology —-— — 1,983 0.6 1,348 - 257 378
Internal medicine - .- | 49,899 | 15.4 25,315, 14,163 5,328 5,093
Pediatricah ———-ve-- —me-m—-- 20,849 | 6.4 12,135 4,547 2,182 1,985
Pulmonary di 2,054 0.6 940 - 650 464
Surgical specialties ———-—- 103,745 32.0 71,700 19,428 8,369 4,248
Anesthesiology ====—===-"— —————— | 12,196 3.8 8,217 1,820 1,410 749
- ~Colon and rectal-surgery —=--——— cmre 6581042 f —-- 602_. _27_ 15 [ 14
————General- surgery -——==== .30,857.1 9.5 19,040 7, 385 2,740 1,192 -
Neurological surgery =-=-=-=-= 2,809 0.9 1,851 . 586 |~ 221 151 R
Obstetrics and gynecology =-=--- | 20,494 6.3 14,823 3,311 1,396 964
Ophthalmology ===—===== -—m=—=e= | 10,496 3.2 8,208 1,446 502 338
Orthopedic surgery == -- | 10,587 3.5 7,450 1,970 875 292
Otolaryngology ===—=—< - — 5,484 1.7 4,068 827 403 186
Plastic surgery - ~— 1,991 0.6 1,497 303 118 73
Thoracic surgery ----—--——-—---—-| 1,875 0.6 1,283 264 213 115
Urology 6,298 1.9 4,661 987 476 174
Psychiatry and neurology - 28,804 8.9 14,387 4,944 5,581 3,892
Child psychiatry ==—-=——===--===| 2,362 0.7 1,293 322 329 418
Neurology 3,741 1.2 1,614 91 542 644
Psychiatry =---=-=-===== ———————— 1 22,701 7.0 11,480 3,681 4,710 2,830
Other speclalties ——==—-=< 35,071 10.8 15,439 6,043 6,709 6,880
Aerospace medicine ———==—=-—==- 779 0.2 220 43 173 343
General preventive medicine ——- 769 0.2 212 50 51 T 456
Occupational wedicine ======-=- | 2,374 0.7 1,639 7 73 655
Pnthology 11,498 3.5 3,782 2,638 2,811 2,267
Phyaical medicine aand
rehabilitation =----=-=—=—==—| 1,569 0.5| . 554 286 572 157
Public health ~=-=w——====—=os=- 2,737 0.8 531 40 151 2,015
Radiology® —-===eew-emmme—ae=e= | 15,3451 4.7 8,501 2,979 2,878 987

T Excludes 5,644 M.D.s with addresaes unknown, 13 744 unclassified M.D.s, and an estimated
12,000 doctora of osteopathy, for whom recent data are not available.
2 yacludea medical teaching, adminiatration, research, snd other.
3 Includes no specialty reported and other specialties not listed.
! 4 Iaclvdea pediatric allergy and® pediatric cardiology.
5 Includes forenaic pathology.
6 fncludes diagnostic radiology and therapeutic radiology.
SOURCE: AMA Center for Health Services Research and Development: Distribution of Phyaicians

in the United States, 1973.
Regional, State, County, He:ropolitnn Areas. G.A. Roback, Chicago, American Medical

e Anlocinrion. 1976. »
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Table 20. Estimated Persons Employed in Selected Occupations within

Health field and occupation Active workers
Total* ... ... .. ... ... .. . ... . 4,672,850-—4,707,650
Administration of health Services «.....ce.0000.e 48,200
Admmlstrator public health dept . ..... ... . 5,200
Hospital Administrator and assistant . ..... 17,000
Nursing home administrator and assistant 16,000
Voluntary health agency administrator and
program representative ... . .. . o 10,000
Anthropology and sociology .. ...... ........ . 1,700
Cultural and physical anthropologlst . 700
Medical sociologist .. .. ........ ... .. o 1,000
Systems analysis, data processing 4,000--5,000
Basic research scientists in health fields? 60,000
Biomedical engineering . e 12,000
Biomedical engineer . .. . 4,000
Biomedical engineering technician . 8,000
Chiropractors .. .... 16,600
Clinical laboratory services . .. .. ... .... 172,500
Clinical laboratory scientist .. . 5,500
__..Clinical laboratory..technoiogist ... 97,000 .
Clinical laboratory technician and assistant 70,000 .
Dentistry and allied services e 279,800
Dentist ... ... .. e 107,300
Dental hygienist .. .. .. 22,500
Dental assistant 118,000
Dental laboratory technician’ 32,000
Dietetic and nutritional services ... .. e 72,700
Dietitian and nutritionist . 48,000
Dietetic technician and food service supeersor e 24,700
Economic research in the health field 400
Environmental sanitation . 20,000
Sanitarian .. 15,000
Technician and aide 5,000 -
Food and drug protective services 47,900
Inspector (health, food and drug, other) 16,400
Food and drug chemlst mlcrobmloglst . 1,100
Food technologist . . 7,000
Food technician 3,400
Funeral directors and embalmers .. ....  ...... 50,000
Health and vital statistics 1,350
Health statistician 1,100
Vital record registrar 150
Demographer . 100
Health education o . 22,500—23,000
Public health educator . . = .. ... ... .. ...... 2,500—3,000
School health educator, coordinator . ... o ,000
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Table 20. Continued

Health field and occupation

Active workers

Health information and communication ........ ...

Biomedical photographer ......... ..
Health information specialist and

7,400—10,500
2,000—3,000

Social work assistant and aide . ................

science writer ................... e 2,000—4,000
Medical writer ..... .............. DU, 1,400
Technical writer and editor ..... .. R 1,500
Medical illustrator ... .. ............. .. ... .. 500-—~600
Library services in the health field ............... 10,300
Medical librarian ......... ... ... .. 3,000
Medical library technician and clerk .. ... e 7,300
Medical records ....... ... ... ... 60,000
Registered record administrator .............. .. 5,600
Accredited record technician .... ... ... .. 1,600
Other medical record personnel .. ....... . ... 47,000
Medicine and osf:eopathy R 362,700
Physician (M.D) ... .. ... 350,600
Physician (D.0.) ... ... ... ...l 12,100
Midwifery .......... 4,300
Lay midwife .... . . o R 2,500
Nurse-midwife .......... ... .. ... ... ... 1,800
" Nursing and related services ... ..... 2,319,000
Registered nurse ... ... .. *857,000 - - -
Practical nurse . . ... ... ..., S 492,000
Nursing aide, orderly, attendant . .. . ... .... 936,000
Home health aide ..... ........... ..... A 34,000
Occupational therapy ...... ... ................... 13,5600—14,500
Occupational therapist .. ... .. ................. 8,000
Occupationai therapy technician, assistant ... 5,500-—6,500
Dispensing opticians . ...... ......... 12,000
ODLOMELTY .. . oot e i 25,100—25,300
Optometrist .. ........... R, . 19,300
Optometric assistant .... .. . .. . .. ....... - 5,000
Optometric technician ....... .......... ... 800—1,000
Orthotists and prosthetists . .... . ......... ..... 2,800—3,800
Pharmacists . . ... .. ..o 132,900
Physical therapy ..... ... ... ... ... ... 26,100
Physical therapist .. ... ... ....... P 18,000
Physical therapy technician, assistant . ... ... .. 8,100
Podiatrists ... ... e 7,100
Psychologists ............ ............. 35,000
tadiologic (X-ray) technologists, assistants 100,000
Respiratory therapists and technicians ........... 18,000—19,000
Secretarial and office services in the health field 275,000—300,000
Social WOTK ...t 38,600
Medical and psychiatric social worker ........... 34,300
4,300
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Table 20. Continued

Health field and occupation Active workers
Specialized rehabilitation services ............. . 11,250—13,250
Corrective therapist ......... ... .......... ... 1,100
Educational therapist . ... .. ... ............... 400
Manual arts therapist ........... ... .. ......... 1,000
Music therapist .............. .. ... ... ... ... 2,200
Therapeutic recreational specialist ........ ... ... 6,000—38,000
Home economist in rehabilitation ...... ....... .. 550
Speech pathologists and audiologists .............. 27,000
Veterinary medicine .. .......... ... oL 33,600
Veterinarian .-............... . ... ... ... .. 28,500
Animal technician ............... ... ... oL 5,000
Vocational rehabilitation counselors ............... 17,700
Miscellaneous health services .................... 323,950
Electrocardiograph technician ................ .. 9,500
Electroencephalograph technician ............ ... 4,000
Emergency medical technician .. ............... 269,000
Medical assistant ..... ...... [ 16,000
Operating room technician ......... . .......... . 12,000
Ophthalmic medical assistant ... .............. 20,000
Orthoptist .......... ... . ... .. .. .... ....... 450
Physician’s assistant ... ........ ... ... ... 2,000

. _3Each occupation is counted only once. For éxample, all physicians are in mediéine~and
osteopathy. = . o e e
1 Statistics are not available on what percentage of the estimated 250,000 physical scien- )

tests are employed in the health field.

According to an articlein Journal of American Insurance, “‘without this
professional liability insurance, especially today, the doctor cannot
practice, the hospital cannot admit the patient, and the host of other health
care providers cannot function.” 1% The reason for this claim, according to
the same article, is that *‘the patient is suing his doctor out of business.” 197
The problem, according to Elizabeth Bowman, 1s worst for surgeons. In
1970, 57.2% of the suits were brought against various surgical specialists.
An additional 20.5% were brought against general medical practitioners, .
and the remaining 22.8% of the suits were brought against radiologists,
pathologists, and specialists for all other treatments. '%

Much of the current legislation relating to medical malpractice rests

with the state:

A number of states have recently enacted legislation directed ‘at the
malpractice crisis. The new laws accomplish such things as clarifying
judicial rules, providing for stricter statutes of limitation and creating
mandatory review boards to examine malpractice cases before they go to trial
in order to discourage frivolous suits. It is likely that most of these reforms
will be largely ineffective in reducing malpractice awards.

A few effective cost-containment laws have been enacted. Theyreflect two
general approaches, exemplified by the statutes of Indiana and California.
Indiana’s law limits the liability of the ‘health-care provider’ t0 $100,000. In
addition a compensation fund was created by a charge of up to 10 percent of
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the malpractice premiums paid by physicians and hospitals; the patient can
receive compensation from the fund for as much as §400,000. Florida,
Louisiana, Oregon, Wisconsin, Idaho, Pennsylvania and Illinois have
followed this general approach. Unless a fund has no ceiling or a high one,
however, the statute is vulnerable to the challenge that it is unconstitutional;
a challenge of this Kind has already been successful in the Supreme Court of
Illinois.'*?

The situation relating to malpractice insurance for health professionals
is currently in flux. The system which exists is one in which the individual
is generally responsible for due care, and the application of strict liability
standards is contingent upon the general standard of practice in a given
specialty and area. There are a number of different state approaches to the.
problem, and the debater interested in this particular part of the problem
area will want to study the statutes as well as case law so that effective
arguments can be developed. ,

 States have attempted solutions. But “the system for disciplining
physicians set up by the New York State legislature in 1975 as part of an
effort to stem the increase in malpractice suits has failed to weed out
incompetent and unethical physicians, according to a report released

yesterday by the New York State Consumer Protection Board.’ 110
Despite efforts in 38 states and action of some sort in 7 more, ‘‘thesearch
____for viable solutions to approximately reflect the interests and concerns of
~all invaived is expected to continue for some time and may well include

. s <y t .

efforts by somie for Tederal relief as well.” 111 s i

The same article notes that one prompt remedy which could be initiated
lies within the power of the state courts to regulate attorney contingent fees
and may provide some negative teams with an inherency argument.

Doctors believe that the cause for the problem is “‘the expansion of legal
doctrines affecting malpractice suits [which] has made it easier for patients
to collect awards.”' 2 This view of the problem, expressed in an analysis
published in the Congressional Quarterly Weekly Report of April 5, 1975,
notes that “traditionally, the plaintiff in a malpractice suit—the patient
himself or a relative—must show under the torts procedure that he has been
injured as a result of negligence on the part of a doctor or hospital.
According to the HEW commission, however, legal precedents have made

" it easier for plaintiffs to establish negligence or collect awards without
establishing negligence.”’ 113

Health Facilities and Treatment
Facilities

Patients are treated in offices, clinics, homes, and even at the scene of
accidents. But the majority of the payments for medical care are made for
treatment in hospitals. In 1973 there were 7,123 hospitals in the United
States. Of this number, 5,891 were short-term, non-federal facilities. The

short-term facility intends to care for individuals with acute illnesses,
rather than to act as a nursing care facility. The occupancy rate for these
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facilities was 77.5%. This occuparncy rate meant that on any given day in
1973, there were 681,500 panems in these hospitals. 114

The costs of maintaining hospital facilities are staggering. In 1973, the
7,123 hospitals maintained assets of $44.3 billion."" The [acilities
employed an average of 315 people for every 100 patients.!'s Like
everything else involved with the health care system of the United States,
hospitals are big business in our country. ‘

Hospitals differ in intended service rendered, in profit expectation, and
in who controls them. Some hospitals, as mentioned above, are intended
for short stays. Other hospitals, such as those controlled by the Veterans
Administration, are federally operated. There are state and local hospitals.
There are private hospitals which are designed to make a profit, and others
which are voluntary non-profit facilities. Some hospitals are operated by

" group insurance concerns, such as the Kaiser Permanente Plan, which

orlgmated in California. Table 21 prov1des a breakdown of the types of
service and control for the hospital system in the United States.

The number of beds available in a given geographical area is important
for several reasons. The most obvious, of course, is that unless a bed is

Table 21. Hospitals—Type of Service and Conirol: 1950-1973.'"7

. [Prior to 1060, excludes Alaska and Hawall, Covers hospitals accepled for registration by the Amerlcan Ilospitai
Associatlon: see text,.n, 50. Short-terin hospitals have an average alnmlenz stay of 30 days or less; long-term,
an aveninu stay of lonwr dumuon See nlw Imﬂml Slamnu C onlal Thnu to 1977 serles B 30!»318 nnd B

331-34
ITEM 1950 1960 | 1965 | 1968 | 1969 | 1970 1971 | 1972 | 1973
7,123 | 7.097 | 7,061 7.123
1.616 | 1.556 | 1,850 | 1,838
8.0 7.5 7.4 7.3
Occupnncy rated ... 80.3 ] 70.5| 78 7.5
TYPE OF SERVICE AND OWNERSIIP
}'cd\-rnl hospllnls all types. 414 435 443 418 415 4 407 401 397
Beds............ 189 177 174 175 170 161 148 143 142
Uccupuncy a’e 80.4 | 87,2 861} #.7) 827 T.6] 83.2] 80.0 79.0
Non-Federal hospitals. 6,374 | 6,441 | 6,680 | 6,728 | 6,720 { 6,745 | 6,690 | 6,660 | 6,726
Beds 1,266 | 1,481 | 1,530 | 1,480 | 1,480 | 1,456 | 1,408 | 1.407 | 1,392
thrl -term m-ncml nnd 5.031 | 5,407 | 5,736 | 5,820 | 5,853 | 5,850 | 5,865 | 5,843 | 5,801
Deds. . .ooemnaiiiiiian.s 639 741 826 848 867 884
Rate per 1,000 population ! 3.3 3.6 39 4,1 4.1 4.2 4.2 L2 4.3
Occupancy rate 2.......... 73.7 77| 6.0 82 78.8| 780 767 752 75. 4
Lo“fi -term general and specinl. 412 308 283 %0 | 260 236 218 | 216 220
.................. 70 a7 63 60 54 54 57
Occu;mncy rate .. . 85.7 | 86.9| 8.3 826 .825]| 8§20} 83,4 8.0 821
Psychlatrie........ van 533 483 453 505 509 519 513 520 543
Beds...... 620 732 685 594 570 | - 527 469 457 422
Oceupan y7.0 | 03,1 ] 886 | 846 | 85.9 (| 84 83.8 | 82.8 811
‘Tuberculosis. 398 28 178 116 107- 101 04 2 63
e 7 52 37 ] 20 2 1B 13 10
Occup.mcy rate 2, 86.1 | 75.4| 70.0| 651} 67| 61,8} 60.7 ] 61.2 61.9
NON-FEDERAL OWNERSIIIP OR CONTROL
smle hospitals. ) 556 546 550 565 577 580 570 07
caeaaa (&) T52 708 629 508 4 482 449
OCCUPM 2) o1.8 | 87.5| 88.2| 84.4| 53.3| 822 | 816 0
Local government hospitals. 11,651 1,321 | 1.495 [ 1.631 | 1,665 | 1,680 | 1,700 } 1,730 | 1.758
Reds. .....ccovncrannns 4 2 216 Ny K 219 21 _21’) 1
Occupaneyrate? ... ... 3818 | 7.1} 76.3| 76.5[ 96 75.6] 74.2| V3.0 2.8
Nonﬂm erumentul nonprofit hmplmls 3,250 | 3,570 | 3,670 | 2, 3,650 [ 3,600 | 3,565 { 3,515 | 3,518
............................ X 482 | 5521 505 | 807 | 619 641 | 65
Ocnupnncy rate 2, 48| 7.3 | W2 .2 1 BLO .2 | 1| 7.6 78.0
For-prom hospitals. . 1.470 | 982w &7 B4 | 88 845
Beds..._......... 46 51 55 55 59 61 85 7.
Occumncy 213 (O ON 63‘ 6] 67.6] 6u1 738 S| 24 71.3| 689 68.6

! Based on Bureau of the Census estimated resident population as of July
2 Ratlo of averuge daily census to 100 beds, 3 State hospitals included Mlh “Local.”

Source: American Llospital Assoclution, Chlcago, TiL, fospitals, tiulde Issus, annual, beginning 1972, Hospital
Statistics, annual. (Copyright.)

L.
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- available, a patient cannot be admitted for treatment. Less obvious, but
" equally important according to many, is that when too many beds are
* available in a hospital, certain things happen: the hospital begins to lose
“money and the costs for other patients increase, doctors-begin to urge
- elective surgery to pump up business, and some necessary hospitals close
their doors. Because the system of hospital utilization is a critical aspect of
our health care system, debaters must examine the relevant information
carefully. _

Statistics gathered for the book Health: United States 1975 and
published by DHEW indicate the major types of service anticipated in
hospitals reporting (see Table 22). Special attention should be paid to the
categories included in Table 22, as well as to the trends for inclusion of the

. specific service mentioned. The specific sources for the compilation are
each useful to the debater interested in an intensive study of any of these
specific hospital services.

One of the most interesting trends observable in Table 22 is that of
number of hospitals"which provide open-heart surgery facilities. A few
debaters may wish.to question whether there is any necessity for so many
hospitals providing this care, given the relatively small number of
surgeons who provide this service. On the opposite pole, the fact thatonly -
3,721 of the 6,070 hospitals reporting maintained intensive care units
might tend io support the need for the broadening of the services
rmaintained by hospitals.

Nursing and related-care homes play an important role in the health
care service of the United States. The Statistical Abstract noted that in 1973-
74 there were about 16,100 such facilities with over 1.1 million beds
operating in the United States. These facilities accommodated something
over one million residents in the same year. About 114,000 of these
residents were under 65 years of age; the rest were over 65. These older
residents represented 89.4% of the nursing home population. These figures
exclude those homes providing personal care, domiciliary care, or room
and board only (an additional 5,000 homes in 1973-74).11°

Payments for nursing homes came- almost equally from Medicaid
(49.9%) and public assistance programs (46%). The remaining 4.1% was
provided by Medicare, according to the chart provided by the U.S. National
Center for Health Statistics, Vital and Health Statistics (Series 12, Nos.5,9;
21, and 28), published in the Statistical Abstract. One would presume that
little persnnal payment is made to this particular kind of nursing home. 120

Mental care facilities, identified in Tables 9, 10, and 11, represent
another aspect of the health care facilities of the United States. As will be
noted later, there are some serious problems relating to thedelivery system
of mental care in the nation.

Treatment

: “Treatment,” a broad and encompassing word, is employed here to
2 describe use of drugs, rather than torefer to the specific choice of service to
be provided to citizens by health professionals. Omitted, but clearly
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Table 22, Number of Hospitals Reporting Services: 1962-1973, 1

Hospital services

Number of hospitais reporting

ALl hospitals

Medical & surgicéi}.

i

1962 11970 | 1970 | 1972 [ 1973 | 1970 | 1971 |1973
Totalecsseacncasenncsece eeeenene | 6,814 | 6,993 | 6,964 | 6,622 ( 6,960 6,053| 6,008 | 6,070
Abortion servicesseccsnsnsecseanseccens weo| see| B10[1,033]2,626] | T793| 2,391
Bl0od banksesusssonsseenananacunsensens 3,420 | 3,785 3,862 | 3,840 { 3,972 ( 3,655 3,728 | 3,8
‘ Bum caAte unitno-n.oo--t --------------- wee LTTN 122 146 152 D) 120 148
Cobalt therappeesssancescesancesnes wews | e | J2T| 68| 84| V87| T2y M| T4
Dental serviceseeeccnencecencnanensaene 1,087 | owa| wee] 2,493 2,506 vee| wee| 2,005
Electroencephalographyessesesse srenenne 1,37212,302] 2,379] 2,500 2,619 | 1,978 2,040 | 2,297
Energency departhientesenseceasaccscenas 5,025 | - eue| 5,418| 5,023( 5,225 <ee| 5,368 | 5,189
"Extended care uniteseeesersecncnccnnens we | 974|812 833 834| 73 65| 7L
Feuily planning gervicesessaseecsnncens oo | wes| ST 5291 SA2| e S22 31
Genetic counselingasessseccnncecees seen | sea| wes| 136 1941 2101 eee| 1261 195
Histopathology laboratoryesesseasesaune | wee {3,066 | 2,922 2,985| 3,124 | 2,878 2,743 | 2,954
Home care prograiesseeessesasaacesses w| SI0 593 40| 4221 434{ 476| 91| 404
Hospital auxiliszysseeeeses vesnacsee woe [ 4,167 4,636 4,336 4,236 | 4,321 | 4,227 4,052 | 4,080
Inhalation therapy departmentessesssens | oae [3,523] 3,765 3,871 (4,312 3,378] 3,620 | 4,13
Intensive cardiac care unitessssees seen | wee 2,509 2,876 2,062 2,081 12,5091 2,853 | 2,064
Intensive care unitemsescosaeneasuacens | 1,313 3,068/ 3,275 3,518 3,838 | 2,919 3,143 | 3,721
Occupational therapy departmentese~esss | 1,471 (1,600 1,666| 1,7061 1,719 940{ 1,001 | 1,097
Open-heart surgery facilitiegeesseseene | e |* 442} 460 4974~ 512| 436 435| 508

SPATIIONAIS JUIS4F
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Table 22 Continued

' Nutber of hospitals reporting
| T
Hosptal services All hospitals Medical & surgleal
1962 11970 | 1970 | 1972 | 1973 (1970 | 1971 |1973
L v——— e ol 1020 1690 16| 164 1m| 19| 158
Ocgenized outpatient departnentessssses | wes (2,721 2,216 2,038 | 1,970 { 2,264| 1,940 | 1,759
Pharmacyeesassasecns wesessene eeesnnenne 3,668 | 5,764 | 5,768| 5,644 5,891 1 5,062 5,03 5,039
Physical therapy departmenteesese-s-s oo | 3,187] 4,176 4,364| 4,430 4,047 3,7631 3,899 | 4,214
POdi&trist serVices-u-.- ............. . T wen ase 1'023 1’118 aan T 8[‘6
Postoperative recovery roomesseses=s v | 3,820 1 6,770] 4,805| 4,756 | 4,972 (4,507} 4,563 4,764
T e rmm— renmmenee | 3303 | 2,471] 2,208 2,206 | 2,202 2,650 2,380 | 2,20
Psychiatric servicegessesensmecess ewees | 1,208 | 4,475 4,961 ] 6,487 | 6,642 | 3,144 3,783 5,016
Peychiatric foster and/or home caressss| ews! 2} 26| 209 2 0 66 73
Radiofsotope facilityeseesarensecnanse <1600} 2,175 3,677 3,902 | 4,263 2,132 3,607 | 4,180
Radium therapynessseusnaenassasecsecacs 9791 1,563{ 1,542 1,511 | 1,515} 1,562| 1,518 1,49
Rehabjlitation servicegessseencessenses 929 | 1,767( 1,165| 987| 973 |1,216| 833 78l
Renal diglygigeeeeseseennacsnsncnnaares oo |-1,079] 1,110{ 1,186 | 1,353 | 1,066} 1,097 | 1,33
Seltscare UMiteamessesessecnsneeeananee | SELL 623 3%3) 303| d97p 07| 240
Social work departmenteseussssassvenses e | 2,379 2,765 3,173| 3,479 | 1,678 2,026 2,784
Specch theraplst servicegessssasesssees cor| wee| wee|1,236]1,350| wee| eee| 1,102
Volunteer services departmentesesessses eo| wan| wee|2,678[2,785] tees| weef 2,200
Xeray therapyssssassssssensessassaseans 2,1%11,097{ 2,080 | 1,997 2,001 | 1,97 2,004 | 1,926

ol

'hate for 1962 and 1972 are not avatlable,

SOURCES: 1962 » Journal of Amerdcan Hospital Association, August L, 1963 « Cuide Issue, pages
4784401, table 5,
1970 - Health Resources Statistics, NCHS, 19%L issue, page 310, table 186,
1971 « Health Resources Statistics, NCHS, 1972+73 issue, page 370, table 207,
197) « Health Resources Statistics, NCHS, 197 {ssue, page 366, table 207,
1973 « Unpublished data from NCHS Health Statistics Naster Facility Census,
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important, are the various mechanisms which aid the health professionals
in both diagnosis and treatment. For example, the use of x-rays as
diagnostic devices has continued to climb within recent years—the
potential abuse of just this one device prompted federal legislation relating
to the design of the equipment. A second example, eyeglasses, represents an
item required by the majority of the American population; yet current law
does not provide assistance for the purchase of eyeglasses. The focus
included below is intended to provide the debater with insight into this
vital treatment area, drugs.

Drugs have become a regular part of most Americans’ everyday life; over
$9 billion is spent annually on prescription drugs. The drug industry,
“besides being one of the biggest industries in the country, is alsoone of the
most profitable. In fact, for all but two years from 1956 through 1971, the
drug industry was the most profitable U.S. industry, and in the off years,
the second most profitable.” 12! The drug industry consists of some seventy
firms and is dominated by about twenty of them. These twenty firms
account for 90% of all sales and are the industry’s profit leaders. Most of
these firms have international operations. These industry leaders are able
to control and, at times, manipulate the demand for their products, 122
According to a tabulation reported in the Yale Journal of Biology and
Medicine, Americans spend 20.7% of their health care dollars ondrugs and
appliances. 25 This estimate suggests the significance of the relationship of
drugs to the broader health care system of the nation.

Much of the money spent on drugs in the United States is for people
with chronic conditions. “Patients with chronic conditions contribute
more to the pharmacists making money than those with non-chronic
ailments. Statistically, individuals with non-chronic illnesses get only 1.7
prescriptions per year as opposed to 8.1 prescriptions per year for the
chronically ill.”’ 124~ '

Prescriptions can be quite expensive, especially for theelderly and poor.
“Today it's not unusual for people on chemotherapy, using cytoxin or
doxorubicin or whatever, to have prescription bills of $120 a month or
more. This type of customer is really up againstit.” 12> And once a patient
is out of the hospital, prescription prices are not generally covered under
present Medicare, private health insurance, or other prepayment plans for

the elderly. Therefore, prescriptions “‘account for an appreciable propor- =~ "~

tion of the out-of-pocket health expenditures which elderly patients or
their relatives must pay.” %

Physicians rely upon drug manufacturers for their drug information.
Since there is **virtually no clinical, psychiatric-pharmacotherapy training
in medical schools, doctors in training ‘pick up’ the information and they
get most of it from the drug companies”!¥—from detailmen, advertise-
ments, and elaborate direct mailings which flood their offices. The drug
industry spends at least $5,000 to persuade each doctor to prescribe drugs. 128

The generous use of psychoactive drugs by physicians has not met the
health care needs of the United States. *‘Far from alleviating the complaint,
however, psychoactive drugs tend to obscure the real problems—whether

58



~"~="5g " " ERIC First dnalysis - ' Lo e

social or interpersonal—and guarantee that they will continue to fester
below the surface until they burst.’ 129

As noted earlier, immunization is part of the system of health care.
According to Time magazine, in 1975 “forty states (plus the District of
Columbia) require[d] preschool immunization against polio, 41 against
measles, 39 against diphtheria, and 34 against rubella. Nine states [had] no
requirements; Arizona, Idaho, Indiana, Iowa, Utah, Vermont, Wash-
ington, Wisconsin, and Wyoming.”!3® The health care system of the
United States does, in a great number of states, include prescribed use of
drugs as immunization against disease. The swine flu episode of 1976
further illustrates the commitment to immunization by means of drugs. As
Assistant Secretary for Health in the Department of Health, Education,
and Welfare, Dr. Theodore Cooper was ultimately responsible for the
federal government’s crash program against swine flu in 1976.!3! The
Atlantic Monthly editorialized that “the government has no cogent
preventive medicine policy at all and is virtually incapable of dealing
rationally with such matters of scientific controversy.” 32

~ “During the early 1950s, some 38,000 Americans were victimized by
polio each vyear. ... There were only seven cases of polio in 1974.”133
Despite some distressing signs of drug company reluctance to continue
mass production of vaccines, the record of the industry is not all one of
searching for profits. Real problems, created by potential liability suits as
well as cash flow, influence drug companies in their judgments of what
product .to produce.

The final structure to be discussed within this section, the Health
Maintenance Organization (HMO) concept, represents a potential solu-
tion to some of the problems facing the health care system of the United
States. Health Maintenance Organizations are ‘‘comprehensive, prepaid
systems of health care with emphasis on the prevention and early detection
of disease, '1* or “‘group medical practices that contract to provide a range
of services in return for a fee paid in advance.”” % Since the organization
receives only a fixed amount from each member, HMOs usually provide
health care in a more efficient, less expensive manner t*:an other kinds of

.medical programs and are more effective in keeping people healthy.

-~ .. The proponents of the HMO concept claim that notonlydoes the HMO _ |
have a profit incentive, but, since future costs are influenced by current
utilization rates, so do members. Further, since members’ medical costs are
prepaid, they tend to go to the doctor before a problem becomes serious.
This would result in less member time in hospitals, i{ true.!36

The breadth of care expected within the HMO concept contributes to
the very high initial establishment cost. The Health Maintenance Organi-
zation Act of 1973, which has operated pilot programs, is intended to
stimulate growth of HMOs. The Act requires companies with more than
25 employees to offer workers a chance to join ““an ‘approved’ HMO—if
there is one in the area—as an alternative to any medical program the
company already has.”'37 Despite this incentive, by mid-1976 “only twelve
of more than 200 groups now in existence [had] qualified for federal
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certification; five of these [were] in serious trouble.” 13 One reason for the
apparent problem is that an approved HMO must accept all those who
apply for meinbership, regardless of medical condition and, in addition, is
required to provide dental care for children under twelve years of age and
extended mental health coverage.!*®

The largest of the prepaid group insurance programs, Kaiser’'s Per-
manente Health Plan, provides documentation for the effectiveness of such
programs. 1 An interesting study relating to use of HMO:s as a delivery
system for the pooris in The Health Gap: Medical Services and the Poor. %

Leon Warshaw provided clarification of the concept of HMOs in 1975:

“The term ‘HMO’ has come to have almost as many meanings as the -

number of people who use it. To many, itis a synonym for the closed-panel
prepaid group practice program which . . . limits its service to its enrolled
members.” 142 The HMO enrollment went from 5.75 million members in
January 1974 to 6.46 million members in January 1975, an increase of
12%.143 According to DHEW estimates in 1975, there were 173 prepaid
health care organizations across the country.!** Notall of the organizations
employed the same system. One rural HMO, in North Quabbin. “con-
centrated on bringing together existing medical facilities into a co-
ordinated-care system. As a result, capital expenditures have been kept
down.’ 145

The organizations have state support. By the middle of 1975, vwenty-five
states had enacted specific HMO enabling legislation. Additionally, fifteen
states had contracted with HMOs to provide health care to over 340,000
Medicaid recipients by May of 1975.146

The federal government has operated a demonstration project for five
years relating to HMOs. ““Outlays for the health maintenance organization
(HMO) program in 1977 will total $20 million. This demonstration
program supports HMOs. ... New HMO funding commitmerits under
this 5-year federal deronstration effort will be completed by 1977.""147

In the absence of a national program of comprehensive health in-
surance, people in the United States have used group healih insurance,
such as that provided by Blue Cross and Blue Shield since the 1930s. Many
of these programs have recently boosted benefits on major medical plans.
“Past practice has lcen for such plans to contain a lifetime limit on the

total amount of benefiv;a person could receive. According to one study, - -

only 14% of those covered by insurance group major medical plans in 1566
had maximum benefits of $20,000 or more. But to take care of rare
catastrophic illnesses, more companies are raising maxirmum benefits
available in group major medical plans to $1 million orevenan unlimited
amount.’ ¢

Summary .

Within thic section the “system” of health care in the United States has
been introduced. Health care costs, government and health care, ill health
in the United States, :he health professionals, and facilities and treatment
have been discussed. The data incorporated into this section should be of
use to the debatsr as he or she begins to prepare for the 1577 debate topic.
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Problems of the Health Care System

As must be clear from a reading of the prior sections, our health care
system is multidimensional. In fact, calling cur delivery of care a “‘system"’
is. at best, providing us with an umbrella term which covers diverse
elements. The debate cases of 1977 will, in fact, respond to specific
problems with specific solutions. In this analysis, broad generallzauons
occasionally developed with supports, provide some insight into areas
which may be developed into cases.

The evaluation of a system is almost totally dependem upon the
perspective of the viewer. If a child has the measles and is cared for by the
health care system, one view would commend the present system. Another
view would note that proper immunization policies would have prevented
the child from having a case of measles. Aid to Dependent Children,
available through Medicaid, is rife with tedious reporting mechanisms
and. assuch, might be an example of a failure within the health care system
if the child with measles were denied the immunization as a consequeyice of
those reporting procedures. Further, children born of mothers who
contracted rubella while pregnant frequently suffer from serious lmpalr-
ments and. consequently, suffer from current policies relatmg to im-
munization. The perspective of the viewer, in the foursituations described
above relating to measles and our health delivery system, determines the
direction of the “’problem’’ tc be discussed.

The same five categories discussed in iiie previous section relating to the
system of our health care will serve as categories for discussion of problems
within thatsystem: (1) health care ci:sts, (2) government and health care, (3)
ill health, (4) health professionals. and (5) facilities and treatment.

One final reminder is included for beginning debaters: the word “harm”
is used in most debate circles in twe different ways; a harm may be the
existence of an undesirable condition or the ~hsence of a beneficial
condition. That definiti i+ will be emiployed throaghout this section.

Health Care Cuis

“The effects of inflationary pressures and of fluctuations in employ-
men! levels in the general economy have been felt in the health care sector.
We «an expect these and other {orces for change to continue to operate in
the future.” ' Statements such as this are general indicators of the
prospects for continued cost increases within the area of medical care ir the
future. The implications of these increases apply toall citizens but those at
the top of the economic ladder in the United States.

People like Joseph A. Califano, Jr., President Carter’s Secretary of:
Health, Education, and Welfare, are aware of the dangers of additional
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government action in the health care field. In a press conference held on
February 19, 1977, speaking about a price control plan being discussed with
the heads of Blue Cross, the American Hospital Association, and the
American Medical Association, Califano warned hospital administrators

not to “‘rush to increase charges simply because we are coming forth witha

proposal like titis,"" 150

The general viewpoint s that ‘rising hospital chargesarea major factor
in the runaway inflation that has plagued the $140 billion health care
industry, and the administration believes those costs must be brought
under control before its promised National Health Insurance program can
be formulated and implemented.’’ !5}

Many people are having to tighten up their economic belts in order to
deal with the continuing rise in the cost of medical care. Witha cost of $547

per capita, 52 which represents one month’s salary of the average worker in -

the United States, '3 it is easy to understand why many people are turning
to third-party payments in order to find relief. Nine out of ten Americans
are covered by some form of third-party payment; by insurance companies,
Medicare, or Medicaid.!s Table 23 provides the data from which the
impact of the medical care component upon the general economy can be
observed. Table 24 shows the consumer price indexes from 1940-76, an im-
portant gauge of this country’s economic outlook.

Debaters must be concerned with “impact.”” Clearly, there are impacts
upon individuals and groups in the United States which are the con-
sequence of the soaring cost of health care. But identifying these harms
with *‘body counts,” *‘death and suffering,” or *‘economic deprivations’'is
the primary task for a debater who wishes to argue from the premise that
health costs are high.

As a theoretical sidelight, the reader is warned that neither of the usual
answers to this impasse is recommended by this writer. The first answer is
to look for a case which talks about a very narrow problem (the number of
angels which could exist on the head of a pin was a favorite topicat the turn
of the century). The second answer is to talk in banal generalities
(costliness is next to mortal sin, according to the generalist, and therefore
requires no impact).

If the impasse is to be avoided, and if the debater wishes to consider the
most obvious impact of the medical delivery system in 1977—itscost—then
vehere sheald he or she wurn for more useful arguments? This writer believes
that tcy =+ to be found in two general directions: citizens' pain and
suffering from deficient elements of the delivery system identified in later seg-
ments of this section and general economic imbalance directly resulting
from the inflationary effects of the health care system.

To exemplify the first of these two directions requires little more than

citing the link which exists between the cost of treatment, the tendency of -

working men ar:} women to postpone care when the cost is not prepaid,
and the later pair and suffering they experience when the inevitableillness
occurs. Both pain and suffering and economic deprivation from work-days
lost e ‘st within this simple model of the impact of our health caresystem.
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" Extensions exist within the increased likelihood of severe illness when

treatment is delayed. The problem which affirmative teams developing
this approach must face is establishing the links between (1) cost and not
seeking treatment, (2) not seeking treatment and eventual illness, and (3)
eventual illness and an augmented problem (pain, suffering, economic
deprivation). In addition, proving the breadth and intensity (significance)
of this condition becomes a proof problem for the debater.

Exemplifying the second direction is simpler. If costs in health care are
out of proportion to the general economic trends of the United States, then
they create an inflationary impact upon the total economy. The extent of
the impact, a problem of significance, requires careful research. So, too,
does the basic notion that inflation is undesirable in the United States. But
once these two problems of case development are resolved, the approach
might well be successful on this year’s debate proposition.

At this point, some might wonder how a case on the health care system
topic could present asan advantage “‘improving the economic condition of
the United States.” Two answers are provided here: (1) the advantage
responds to the statement of the problem area by indicating that the
modified health care system is best for the United States because it saves the
economy and (2) the advantage responds to any of the specific propositions

" in a similar way.

Many teams might wish to consider a multiple-advantage case which
addressed- itself to both economic benefits and reduction in pain and
suffering. Such an approach, while not specifically encouraged here,

would represent one way to escape the impasse posed above regarding

excessive narrowness or banal generality. .
The specific case areas which emerge from the spiraling costs of health
care would include a number of specific population groups. Prominent
among these groups would be the elderly, the poor, the permanently dis-
abled, the geographically isolated, and those suffering from catastrophic
illnesses. Also available as.potential problem categories would be those
in mental hospitals, those within the jurisdiction of Veterans Administra-
tion care, and victims of welfare frauds. Each of these areas represents
viable case prospects. In most instances, the various levels’ of government

government's Medicare program. Evidence is also given which indicates
that the states work to provide proper facilities for mental care.

Fairly sophisticated debaters might wish to develop casesrelated to costs -
- which are based upon the improvement in the system. Such cases, for

example, might argue that the programs, while providing health care, are
accomplishing the goals in less desirable ways than whatever system they

" propose. The advantages which such teams would argue as sufficient to

change the present system are difficult to quantify. For example, a national
insurance scheme proposed by an affirmative team might be claimed as a

* superior system of health care delivery. How many more people would get
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- have sought.solutions. Some of the programs have been more successful
than others. For example, there is good evidence, cited earljer, to indicate .
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. care in such a program? How much better would the care be in such a

>

program? These questions, premised upon the notion that numbers can

" tell everything about a proposal, are important but are not the only

questions. For there may well be virtue in systematic approaches which
escape quantification. The task of illustrating these virtues, of course,
remains with affirmative debaters who urge this approach. ’

Government and Health Care

As noted previously, our government actions are manifold. Medicaid,
Medicare, the Hill-Burton Act, the Veterans Administration, the various
Institutes of Health, the divisions of DHEW such as the training of health
professionals—all these federal actions and programs reflect upon the
question of how our government is tending to the health care business.
Add to these the many state and local actions,. as evidenced by school
immunization laws, and the task of evaluating the problems in govern-
ment care for our health becomes even more difficult.

Following is a discussion of some of the more obviousdeficienciesin the

governmental programs. Each of -the government programs provides

territory for case development.

Medicaid : .
“The cost of hospitalization rose 186% between 1960 and 1971, while

~ other consumer prices rose 37%. This is generally explained by the flood of

cost-plus money from Medicare and Medicaid which eliminates any
incentive for physicians, patienss, or hospital administrators to control
costs.” 157 Such cenditions provide the point of departure for indictments

. of the specific government program. Further, the affirmative team which

begins from such a base has a ready policy change available with which
comparisons might be made.

Hospitals are not the only problem area related to Medicaid programs.
Many nursing home operators have been accused of cheating their patients.
“Operators have been discovered spending as little as 27 cents per patient
per day on food, recycling untouched portions of meals, hiring in-
competent personnel at low rates, cutting heat inn winter and air condition-
ing in-summer.’’ 38— e SN e e

State commitment to the Medicaid program has declined in certain

areas. “Some have cut the number of services provided by the program,
others the number of people they serve. Still others have reduced the fees
paid to the physicians, hospitals, and other providers that treat Medicaid
patients.’’ 139 The specific impact of declining state commitment to the
program might well represent an area which is worthy of affirmative case
analysis. . .

With respect to fraud by ineligible recipients, there may well be some
room for argument. ‘‘Sen. William Proxmire (D-Wis.) said yesterday the
Department of Health, Education, and Welfare will pay more than $600
million in 1975 for illegal Medicaid benefits to poor despite proposed new
rules aimed at reducing an ineligibility rate now running at 30 percent.” 160
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Other abusive practices exist. “‘Involved on a scale far more vast than
earlier suspected is the wide range of abuses, including such things as bill
padding by doctors, kickbacks by medical laboratories, illegal claims by

- patients and massive swindles in the operation of nursing homes."" 16!

A particularly perplexing situation seems to exist in the program:
“Several witnesses told the subcommittee tha: Medicaid would pay to keep
them in nursing homes but would not heip finance efforts to live and work
independently outside such homes.”!$2 Dr. Chafin, chair of a Texas
Medical Services Subcommittee, said, ‘“The system seems designed to keep
people in the system. It's easier to go along and stay in it than try togoout
on their own....I'm pretty sure we're throwing too many people in
hospitals when they could be treated better under other conditions."” 163

Medicare

Much of the information above applies to the Medicare program as well.
Many health care homes are extremely inadequate and poorly run. The
aged who live in such homes frequently suffer from irregular serving of
meals, have little opportunity -for social contact, and arz often heavily
sedated and even ignored. Because Medicare does not cover nursing home
benefits to any substantial degree, many elderly avoid seeking badly needed
health care. Routine health examinations and preventative health careare
not paid for by Medicare. One clinic official has reported that “a
significant portion of people coming to the clinic are in im:nediate need of
medica! care. Overall estimates made by our medical staff indicate that
approximately 10 to 15 percent of the clinic patients require the immediate
attention of a physician and approximately 80 percent of the patient visits

_to the clinic subsequently result in hospitalization.” 164 ’

Exclusionary clauses provide affirmative teams with the territory of
harms which persist despite Medicare. “The custodial care exclusion
precludes payment for that type of care, wherever_furnisked, which 1s

“designed essentially to assist the individual in meeting his activities of
daily living.” ¢ Routine physical checkups are excluded. They include
“examinations performed without relationship to treatment or diagnosis
for a specific illness, symptom, complaint, or injury.” 1% ’

~ The fee payment system of Medicare also influences the general
evaluation: of the system. As Dr. Sidney M. Wolfe, director of Nadér's =~
Health Research Group, noted, *“The big differences in allowable charges
adds at least $1 billion a year to national health costs. It’s pure,
unadulterated lack of control.” !¢ The cost allowed for a blood transfusion
varied from $38 in Detroit to $10 in Houston. An electrocardiogram varied
in allowed cost from $15 in Chicago to $25 in San Diego. 158 Responding to
a complex formula essentially based upon what the physicians in a given
area are charged, the fee payment schedule may well conrtribute to some of
our nation's health care cost problems.

Hill-Burton Act

The biggest problem with thé hospital construction done under the
funding provided by the Hill-Burton Act is that there has beer. substantial

- 67




Q

ERIC

Aruitoxt provided by Eic:

Problems = 61"

over-building of rural facilitics. Since, in the 25 years the prograin has been
in operation, the pcoulation of the United States has shifted markedly into
urban centers, some of the urban hospitals are substantially overcrowded.

By reviewing Table 7, debaters can obscrve the application of Hill-
Burton projects, in terms of both the amount paid by the program and
community size. Table 8 indicates the percentage .of Hill-Burton funds
which were distributed between 1948 and 1971 to hospitals within counties
in which the median family income was less than $7,000. The 19.2% 2bove
the figure of total projects received 31.4% of the dollars. Although costs for
construction within the higher income counties might well account for
this distinction, debaters might want to pursue the matter further.

The various amendments to the aid program have facilitated better
hospital and care facility construction. The questions which must be posed
by debaters in this area are related to efficacy of the system. -

Veterans Administration Health Care
Staffing and bed space seem to be the biggest problems which currently

- affect the Veterans Administration hospital system. Affirmative teams

which choose to develop arguments relating to this system will be obliged
to focus upon the distinction between care from this source and care from
other sources. The existence of the program, on the other hand, is thought
by some to be an anomaly. These critics point out that the necessity for
operating more hospitals than any other single hospital system in the
nation escapes logic. The duplication of services, the direct tax costs to the
general public, and the prospect of substantial tax saving if the system were
integrated into the regular health delivery system of the naton are
appealing arguments for a systematic treatment of the health care needs of
Americans.

Other Government Programs
The Health Manpower Training Act, the NIH, and many more

measures have been enacted over the years by Congress. These various

measures are intended to provide needed services to the public. Health care
may be big business, but it is also the recipient of much congressional

. activity. The negative teams which consider these various acts as mech-

““anisms by which we can resolve various problems will find sympathetic”

audience from the more traditional inherency judges this year. But one
warning is necessary. The value of a mechanism is measured by the
likelihood of its use. If the negative attempts to expand a whole series of
mechanisms, some judges would expect them to (1) identify the propensity
of the expanded mechanism to resolve the problem, (2) defend the premise
that their modification does not representa counterplan (and the changed
duties that would imply), and (3) clearly avoid contradictions with the
second negative disadvantages. ‘

One example mignt clarify the theoretical observation made above. The

present system can provide funds for the training of paraprofessionals,

people who could provide the basic care for hospital patients with
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amrmative arguments ot doctor shortages by proposing a massive intusicn
of funds for tvaining nurses’ aides, would that infusion represent a change

"in the system? Many would believe that it would. Further, unless the

negative made a firm commitment to the expansion, including implemen-
tation details, shouldn’t the judge compare the certainty of the affirmative
proposal against the riskiness of the “potential” negative repair? Again,
many would make that judgment,

111 Health
Government Research

Despite a recent decline in the death rate from coronary heart disease,
cardiovascular disease continues to be the number one killer in the United
States. Arteriosclerosis and hypertension account for over one million
deaths annually, An estimated 30 million Americans have diseases of the
heart and bload vessels, resulting in a large burden of acute and chronic
illness and disability. Heart and blood vessel diseases cost the economy
more than $40 billion per year in wages, lost productivity, and expenses for
medical care.

Diseases of the lung constitute a major national health problem. An
estimated 10 million Americans, both youngand« 3, are currently affected
by these diseases, with an annual estimated cost to the nation of over $17
billion. In the newborn, the most common cause of death is neonatal
respiratory distress syndrome, and this syndrome is implicated in the
development of adult respiratory diseases, as well. Fibrotic and im-
munologic lung diseases are a major cause of lung problems in the young
adult and may cause chronic obstructive pulmonary disease. Of the adult
respiraiory diseases, emphysema and chronic bronchitis represent a
particularly pressing health problem, since the death rate and prevalence
of these conditions have increased at an alarming rate over the past fifteen
years. As a disabling disease, emphysema is the third leading cause of
worker retirement on social security disability pavments.

Bleeding and clotting disorders underlie or are a major contributor to
many disease processes and, as a consequence, are 2 major cause of death
and disability in the United States. No valid estimate of their adverse
economic impact can be realistically made, since disorders of the blood
affect not only the blood itself but all of the organs and tissues through
which the blood flows. Similarly, when estimating the economic con-
sequences of an inadequate blood resource system, quantitative figures are
difficult to determine, since the supply and management of blood and
blood products underlie much routine and emergency medical practice. A
small but significant segment of the population has sickle cell anemia or
other hemolytic diseases, and the suffering and economic impactof these is
also serious. '%?

The combined problems of inflation and recession and the economic
difficulties which confront us have created great pressure for the reduction
of federal exper:ditures on biomedical research. In a free enterprise system,
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basic biomedical research cannot be carried forward on the scale that is
required without federal support. Profit incentives are not there to support
adequate basic research, and philanthropic institutions must have govern-
ment help in order to stimulate their activities and to sustain them at the
level which the public interestrequires. It is also absolutely essential to our
success in biomedical research that a portion of our brightest young people
are brought into research programs, and fellowships and training grants
have proved to be the most effective and most economical ways of doing
that.

The cancer program is a vast undertaking which will require fong-term
support and great patience. Much has been accomplished in recent years.
““There is absolutely no question that cigarettes are carcinogenic and that
the epidemic increase in primary lung cancer is due to cigarette
smoking.” ' It is reasonably certain “that some portion of the bladder,
esophageal, pancreatic, and head and neck cancers arealso due to smoking.
Therefore, it is clear that a very large portion of the environmentally
induced cancers are associated with cigarette smoking.”!”' However,
increased funding is essentiai in coming years, if the work is to progress.
“We must pursue the identification of the substances that cause the
disease, and determine how they work, for that is a part of the knowledge
we must have in order to make progress against this disease.” '7?

Neither the cancer program nor biomedical research in general can
thrive if the budget for basic research continues to suffer funding cutbacks.
Debaters interested in developing cases based upon the urgency of
continued basic research are encouraged to review the structure of the NIH,
included in Table 12.

Mental Health

“The economic cost of alcohol abuse in the United States has been
estimated at $15 billion per year,” says a 1975 Task Force report.'?* That
alcoholism is a mental health problem is fairly obvious. But this is merely
one of the generally undeveloped areas of mental health within the general
approach taken by our government to this broad naiicnai problem. “The
National Institute on Alcohol Abuse and Alcoholism’s (MIAAA) First
Special Report to Congress on Alcohol and Health, presented in 1971,
estimated that nine million persons, including nearly 10% of the nation's
workforce, were alcoholics or abusers of alcohol.” !

Few welfare services exist for mental health problems of the poor.
“Individuals with mental health problems very often have other kinds of
problems as well. Financial, housing, employment and physical dif-
ficulties, to name a few, complicate and intensify the need for direct and
effective assistance along many fronts.”!” One study indicated that
multiple inadequacies which were affecting the judgment of welfare
recipients seeking medical care went untreated.'’s

The N. #:2al Institute of Mental Health estimated that each year
between } sr-i 8 million Americans suffer depressions severe enough to
keep them .. -.; performing their regular activities and to compel them to
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seek medical help. Perhaps 10 to 15 million others have less severe
depressions thai interiere to some extent with the performance of normal
activities.i"? Clearly, the rroblem of mental health is niassive in its
proportions. The questions which face affirmative teams ~jate to the
intensity of the problem and the mechanisms by which curr -at attempts
are made to control the problem.

Health Professionals

“Census tracts with lowest supply of physicians, both General Prac-
tioners and specialists, also had a population which had lower income,
education and occupation levels. The tendency to practice in upper class
intra-urban census tracts is more pronounced for specialists than for
Genezal Practitioners, although holding true for both.”'? The obvious
conditicn—that physicians would gravitate to the places where they could
eary: more money—creates special problems for citizens in the United States.
As noted earlier, funds have been provided to build facilities in rural areas,
and the bed-per-capita ratio is different for remote areas than for urban
centers. Yet funds for getting physicians to settle in theseareas are scverely
limited. Affirmative teams which develop data relating to these conditicns
may well have meaningful cases.

“In 1971 specialists comprised approximately 81% of all active non-
federal phvsicians. Specialists comprised the bulk of the physician
population and 88% of the specialists practiced in SMBAs. It is not
surprising then that 80% of all active non-federal paysicians practice in
SMBAs where only 72% of the resident population Jived."1? Shortages of
many of the various health p1ofessionals can be noted. Examination ot the
Jata available fror . ttie CHY is a woint of deg arture for information on
purses, clinicians, and thie =any other health professionals. Table 20
stiould aid students ini<iested in this subject.

A recent article in Time magazine points toward another nprotlem: the
quality of care in our hospitals. Reporting on a survzy in Nursing 77, a
professional journal, Time noted that “fully 38% ot the nur.es said they
would not, if they had # choice, be treated at their own hospitals. Wrote
one: "All I have to say is. Dear God, may I never haveto be a patient.’" %

Malpractice

The health profession1l, primarily the physician, faces another prob-
lem: malpractice suits. Unfortunately, according to an article in Scizntific
American, “it is ger+rally the ‘good” doctor who is sued: the less adequate
practitioner, who is Lkely to have a stable practice inz small community,
will escape lawsuits vegardiess ~f his mistakes.” !*: The reason for this
difference is that “'the best physicianzs are likely to be in charge of the most
difficult cases and sc may be the target of 2 nurnber of claims.” 18

Many people claim sigrificant harms have resulted frors i ciimate of
fear which has develoyed among some doctors. One, writing to the Neww
Englans Journal of Medicine, noted that “surgeons are writing up
wperative procedures to fit the textbook rather thun anaccurate description
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~f what was actually seen and d»ne, since the hiospiial record can be
subpoenaed for attorney's inspe«+'on at any time. The Guatity of medical
care is certain to deteriorate as ius.g as the present climate of malpraciice
stiits persists.’' 183

According to the Journal of American Insurance, one effect of the
atmosphere is an increasing ~osi for the custoruer: “*Meanwhiiz these is
another critical cost factor. It is the move by the doctor to order 1nore icsts,
x-rays and other treatment than necessary to protect himsel({ {rom
litigation. This defensive medicine cost now may run as highas $10 billion,

"annually. Like all costs, it is the patient who ultimately pays.' 184

Is there any reason for this climate? “Court data in Cook County.
Illinois, show that 522 malpractice suits were filed in 1973 and 818 in 1974.
In January-February 1975 alone 158 suits were filed, compared to 116 suitsin
the first twe nonths in 1974. Also significant: the average verdict per successful
plaindiff was $116,799 for 1974-75 midterm six months, compared to
$40,019 for 1978-74 full-term twelve months.’” 185

Other Fealth Professional Froblems

Debaters can develop an area of significance from a number of different
perspectives within this category. The paraprolessional who would
replace skilled nurses in hospitals has distinct advantages—in, cutting
costs, it developing rapport with the patient which the busier nurse could
not do, and ir: extending the service the nurse can give. The benefits which
flow from programs for training additional professionals are substantial.
The currens shortage can serve asa rationale for change in these directions.
In mos: instances, the shnrtages will be in the less-populated areas;
therefore, some add_tioral attention must be paid to the peculiar benefits
available from a federal, rather than a local. solution.

Facilities and Treatment

Much of the problein area noted above relating to health care costs is
relevant to this specific seciion, as well. That the hospital location,
equipment, staffing, and cost all interact with the prospect for good health
would appear obvious. The absenee of any single element in this delivery
svstern creates the prospect for anaffirmative case. By the same token, if any
specific category is being deprived, on a regular basis, of specific care
which would normally occur in the hospital setting. then the affirmative
debater is “’in good territory.”

The o-cupancy rate in facilities was high in 1973. When 77.5% ol space is
utilized, the hospitals are operating efficiently, The principal problem
which a debater may wish to consider is whether that rate is the norm or is
based upon almost 100% occupancy in the metropolitan centers and very
leex Jevels of ©ccupancy in the rural centers which have been financed by
the Hill-Burton construction of the past twenty vears. Careful con-
sideration of the details available in Tabies 6, 7, 8, 21, and 22 might well
assist the debater in his or her preliminary analysis. The tables relating to
mental health further illustrate the potential problem.
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The general inattention to preventative treatment may well be a
consequence of the delivery system which provides fee-for-service care
rather than a “health maintenance organization’’ approach. Exercise
therapy is simply nota partof the presentsystematic treatment forcitizens.
Within a different frame of reference, exercise, vitamins, and other viable
mechanisms of maintaining health rather than restoring it would be
appropriate. Tabiz 14 indicates that substantial portions of our popula-
tion, at all ages after seventeen, wear lenses. Many people, however, donot
get appropriate prescriptions for lenses. The incorporation of this
problem in a debate could equal effective argumentation.- As Thomas
Weges noted in hearings held by the Subcommittee on the Health of the
Elderly on June 25, 1974, “Hypertension is one of the most significant
public health problems i1 this country today, not only in just the geriatric
age group . . . waiting until 1arget organ damage has occurred, such as a
stroke or heart attack, is siraply disastrous. The early detection and
treatment of hypertension significantly reduces the mortality and the
morbidity from vascular disease.” 1*6 Such opinion is expressed in much of
the literature on this topic. From these opinions and statistics on the
number one killer in the United States comes the prospect for a very
significant affirmative case.

Treatment, whether preventative or curative, of individuals in the
United States involves drug companies. For example, one writer, com-
menting upon overuse of vitamins, noted: ““Megavitamin use eventually
can create an unnatural adaptation, a drug dependence; cessation of the
regimen then resultsina withdrawal situation—a self-induced deficiency.
We know that this can happen with massive doses of vitaminc C. We
strongly suspect it can occur with the B-complex vitamins also.”" 1%

Cases of vitamin deficiencies, especially deficiencies of C, D, and folic
acid, '8 still occur in various sections of the United States. These
deficiencies could stem from numerous sources, among slzem mal-
nutrition, interaction of vitamins with cer:ain medicines, ciiraare, and the
dictary programs of certain hospitals and nursing homes.

Inoculations might be another aspect of the problems within the world
of drug companies. As was noted in the Atlantic Monthly, “‘A clear-cut
policy in these areas may be urgently in order because, the pros and cons of
the swine flu controversy notwithstanding, the American performance on
-accinations against dangerous disease has slipped badly. Measles are on
the increase, supplies of safe polio vaccine have run low in many cities, and
it is estimated that as many as 40 percent of all children now start school
without the proper immunizations.” '8 The Committee on Interstate and
Foreign Commerce favorably reported a bill (H.R. 12678) to amend the
Public Health Service Act, which dealt with disease prevention and control
programs. 0 Further information is available in statements made during
the Senate Hearings before the Committee on Appropriations jor Fiscal
Year 1977, Part 8, where allergies and infectious diseases are discussed in
some detail.!?!

The impact of excessive sales tactics by drug company “detailmen” is

73



~ Problem-. 67
T~

chronicled in many sources. Adverse drug reactions represent an area
which might well be argued by affirristive teams. Essentially, the harm
develops as a consequence of the preszures placed upon the doctor by the
drug company detailmen to use thei: product. Lacking sufficientdata, the
doctors overprescribe, use a Dill less efiective than others, or simply .
misprescribe; they are aided and abetied by the de:ailmen, by aclvertise-
ments which flood their offices, and by the general public’s commiiment to
the “Pain-Pill-Fleasure” model of society. ~ ° T
“Physically, use of [psychotropic, or hallucinogenic, ].drugs. may also
pose a serious health threat. Besides the typical and sometimes severe side
effects, such as nausea, headaches, nightmares, and impaired neuro-
muscular coordination, many of the psychotropics pose graver dangers.
Doctors in mental hospitals have discovered only in the last few ycars that
the trembling muscles and slurred speech of a third of their mental hospital.”
patients do not come from their affliction but from the cure—chronic use
of psychotropic medicine.” %2 :

Private Insurance/ Group Insurance Programs

Substantial portions of our population are not currently covered by
health insurance. According to a report included in the May 1975 issue of
the Social Security Bulletin, 69% of all wage and salary workers have
surgical coverage, 66.5% have regular medical coverage, and only 32.6%
have major medical expense coverage. Of wage and salary workers in
private industry, only 46.7% have temporary disability coverage, including
formal sick leave. The figures are compiled from the Survey of Current
Business of July 1974 and represent figures for the end of 1973. 1#* Clearly,
these statistics ignore the other prospects for insurance bui do begin to.
cover the costliness to individuals who are incapacitated by illness. The
Committee (or Economic Development has concluded that ‘“‘the health-
care financial system clearly has not functioned well in distributing the
burden of expenditures among individuals or in allocating resources for
various services according to need.” %4 )

Health Maintenance Organizations (HMOs) are not new. The first
prepaid health care plan wasestablished in 1929 in Elk City, Oklahoma, by
a group of farmers who saw itasan extension of their farmers’ cooperative.
The most successful HMO, the Kaiser Permanente Medical Care Program
of California, is a non-profit organization serving some 2.5 million people
and has been operating since 1932. High start-up costs restrict the spread of
HMOs. The problem is to have enough start-up capital to provide
extensive and good care for the membership.

Federal aid for the HMO has been slow, usually limited to demonstra-
tion projects. Advantages of the system accrue from the fact that profits
occur only when members are kept healthy; therefore, the quality of care is
usually high. Members 6f HMOs probably get better preventative treat-
ment than do other citizens, most of whom must pay for preventative care.

But all is not perfect with pre-paid group practice (PGP) schemes.
“Laws now prohibiting corporate medicine or treating HMOs as in-
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surance companies may severely inhibit the growth of privately funded
and for-profit HMOs. Such laws currently exist in about 21 states.” 19
Further, investigations into the California Health Plan were discussed in
the Washington Post: *‘A key reason cited for the investigation . . . is the
state’s apparent inability to prosecute fraud and abuse in the prepaid health
plan system properly.’ 1% )

Another problern of the HMO is noted by W.L. Schweikert: “Although
many groups, particularly the larger ones, have taken steps to eliminate
clinic-like unresponsiveness to the needs of the patient, most of the
complaints which they receive concern the breakdown of the doctor/
patient relationship. Size alone frequently causes dissatisfaction with
group practice. Groups that are too large tend to give impersonal service,
become over-departinentalized, and lose the benefits found in informal
consultation.” ¥ He continues, ‘‘In many groups, care is provided by part-
time physicians. Since these doctors have both group and private-fee
patients, their attention and time is split, usually to thedisadvantage of the
group patient.’" 198

Health Insurance for the Unemployed

A final comment, prompted by hearings held in 1975. As Leonard
Woodcock testified: ‘“While the American worker is still probably the
world’s highest paid, he is also the world’s most insecure because
unfortunately his ability to protect his family with regard to health
coverage depends almost entirely upon his havingajob.”!*? Anadditional
area of harm might well be unemployed workers, who temporarily find
themselves unable to care for their families.
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Solutions for the Health Care Problems

Affirmative plans in 1977 will include certain generic features in
addition to the specific mandates which correct the problems ciied in the
case. This section concentrates on the generic, with brief remarks on the
potential mandates following. The generic categories are (1) restructuring
the payment system for health care, (2) reorganizing the delivery system for
health care, (3) introducing necessary elements into the existing health care
system. and (4) providing incentives which would substantially modify the
he:lth care system.

Befove procecding to the categories above, one general remark regarding
planks rnust be made. As most advanced debaters know, specific planks of
policy, when combined, should equal a system which yields the condition
supported by the case arguments. But even advanced debaters occasionally
ignore one problem: only planks necessary to the resolution should be
included within a plan, and planks unnecessary to the resolutional system
should be ignored when the judge evaluates the affirmative policy. Herein,
the word “‘necessary” means “entailed by,” and therefore extratopical
planks would be ignored since they would not be part of the resolutional
system. A careful review of the initial observations about “system"’
included within the definition section of this analysis might aid some
debaters.

Restructuring the Payment System for Health Care

Many teams will approach the problems posed by the costliness of our
health care by providing for National Health Insurance. Suchan approach
means restruciusing the way people pay for health care in the United
States. Today, as noted in the “*Problems’” section of this analysis, much of
the payment for care is by federal, state, and local government. Table 5
indicates the dimensions of current public payments. The fact that much of
our health payment comes from purchase of p.i:ate insurance policies,
group health programs, or charity does not negate the possibility of a
system which provides care based upon ability to pay in many instances.

_ Most systems which affirmative teams would propose would modify
.the underlying assumption of how care should be made available to the
citizens—{rom ability to pay to need for care. Given the increased costs of
hospitalization (Table 2), some teams may focus upon this specificaspect of
the total delivery system as the point where the change shoulc be made. In
either case, the policy would stand or fall upon the basis of wlhether or not
ability to pay should be involved in the question of obtaining health care.

One existing example of an attempt by the government to substantially
modify the health care system is Medicare. Many studies have evaluated
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this program; one study is strikingly vivid in its conclusions:

The major linding of the paper has been the disparity in utilization of
physicians’ services among income, racial, and geographic groups—even
with a uniform financing plan such as Medicare. Under Medicare, persons
with incomes above $15,000 receive reimbursement for physicians' services
twice that ol persons with incomes below $5,000. Reimbursements for
physician services are 63 percent higher for elderly whites than for persons of
other races. Elderly persons in the West receive payments 60 percent above
that received by elderly persons in the North Central region. Geographical
and racial disparities are also present in the Medicaid program, with white
recipients receiving payments for all medical services 76 percent above that
received by Medicaid recipients of other races. 200

As illustrated, absolute parity in treatment may not be a realistic goal, just
as it may not be a realistic measure of the present system.

A big problem is created by restructuring based upon changing the
payment system. The Medicaid system provides an example of this
problem: ‘“Medicaid abuses take place in socioeconomically deprived
areas. These people feel neglected. Many had little or no medical care
before the ‘mills’ arrived. The sudden plethora of attention by numerous
physicians and the many tests—whether needed or not—are welcome
changes.”' 29! Fraud or red-tape checking loom on the horizon of 2 paymen
scheme proposed by affirmative teams. ‘

Another problem would be the motivation of the physicians and health
professionals who would be forced to work within the system. Current profit
motives would work against the system or heighten the prospect.of fraud.
What would be the effect upon the services rendered if the payment system
allowed disparity between what patients within and patients outside of the
program were charged? Clearly, debaters will have to come to grips with
this sort of problem if developing a payment scheme to meet the needs
developed within the case. The National Health Insurance approach,
then. is viable as 2 mechanism to eliminate one problem but may have
additional prohlems unless developed thoroughly.

Reorganizing the Delivery System for Health Care

Whether proposing a national program of indeperident HMOs, in-
stituting 2 variation of the HMO concept involving one or more aspects of
PGP. or developing a national hospital system, any reorganization plan
will require careful effort by an affirmative tcam. Many vital statistics can
be provided which would indicate the effectiveness of existing HMOs, both
profit and non-profit. But at bas: = -ezch type is the assumption that the

participating practitioners pr .we by involving themselves in the
group approach. These prof.: ase ust .lly monetary rather than phil-
osophical.

One study, conducted by Norman Fuller and Margaret Patera, may
illustrate the data which are available. One thousand Medicaid benefi-
ciaries in the Washington, D.C., area were placed in a PGP between 1971
and 1974. With regard to utilization of medical care, costs of care per capita,
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patient satisfaction with the PGP, and drug prescriptions, improvements
over direct fee-for-service payments were noted. Ambulatory physician
encounter rates decreased 15%, drug utilization was down 18%, hospital -
admissions decreased 30%, and hospital days declined 32% after enrollment.
Substantial cost savings per capita were realized. In addition, the patient
satisfaction was high, both because the PGP provided dental care and
because medical care seemed to be more accessible. The voluntary dropout
rate was low *(2.5%) and out-of-plan utilization was low, indicating
acceptance of the PGP service.22 The report even noted monetary
improvement. “While over 50 cents of the D.C. Medicaid dollar goes to pay
hospital costs, only 35 to 39 cents of every dollar paid for the Study Group is
spent for hospital cost.”2% Clearly, such glowing reports would seem to
support the prospect of combining welfare and PGP, prior evidence

-notwithstanding. The catch, of course, is that the pre-existing program

still enjoyed the presumption of profitability.

As a DHEW report noted, “in all types of HMOs, the Health Service
Plan takes the financial risk and the basic responsibility for providing
health care. This gives the Plan an incentive to coristruct arrangements
with providers in ways which minimize expensive care procedures.’ 204

The obvious affirmative answer to the above problem is to incorporate

" profitability into the affirmative policy. Then, by use of evidence such as the

statement in the previous DHEW report, the value of the modification
should be established: “The HMO package is worth more in terms of
benefits, but it is also beyond the financial reach of many poor and lower-
middle income families unless subsidized health insurance can be obtained
to carry part or all of its costs.”’ 2%

Most proposals would probably incorporate a sliding scale payment
formula, to keep the proposal at a reasonable cost estimate. But all would
seem bound to incorporate some mechanism which would let profitability
remain an operating motive for efficiency, the underpinning of the HMO
approach.

The HMO apprcach, when applied to segments of a community, may
create implementation problems for an affirmative team. The problems
cited within the prior section of this analysis would still be relevant here.
How, for example, would the proposal deal with the problem of the part-
time practitioner within an HMQ?

Several distinct advantages might be claimed by broadening the scope of
the HMO program. Reduction of unnecessary surgery, reduced cost,
preventative care, freeing physicians from administrative burdens, patient
access to expert care, exchange of ideas between physicians within a
program, and many more seem viable advantages. 2%

Other forms of reorganization of the delivery system are possible, of
course. Modification of the hospital systems seems one viable alternative
approach. So, too, does modifying the primary care system which currently
neglects preventative health, a key in disease prevention. Each subset
within the broader framework of the health care system of the United
States provides an open option for change of our present system.
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Introducing Necessary Elements into the Ex‘isting Health Care System

One physician, noting a potential answer to the problem of malpractice
suits against health professionals, notes that ““Peer-review systemsare now
developing in this country to be far more powerful than before. If the peer-
review system can realize the potential for which its developers hope, it
may very well provide an excellent means for critically and constructively
policing the profession without the emotionally shattering tort system.’’ 207
In most states, “‘medical societies are quasi-official agencies endowed with
a few limited powers. As a rule, societies do not set standards for
physicians. State education departments do that. Medical societjes, usually
organized on a county level, can merely recommend to state education
departments that an erring physician’s license should be revoked.” 208

Two problems, one answer: peer review. The danger implicit in the
continuation of malpractice suits would appear to be excessive defensive
medicine. The danger from weak medical societies might be continued
unnecessary (and elective) surgery performed by unprofessional physicians.

The present system does not produce enough general practitioners.
Establishing a federal training program might be the answer, and such a
training program does not exist now. All sorts of additional ingredients
might be introduced—from the Health Associates concept currently
existing in an East Baltimore clinic under the aeg:s of Johns Hopkins
University, through middle level practitioners who could provide the
personal attention that physicians could not ever afford. Each represents
an approach to resolving. the problems which exist in the health care
svstem of the United States.

The approach which attempts to introduce elements into the existing

~health care system should yield an advantage which is necessary. Clearly,

all sorts of modifications might provide minor, insubstantial change. But
to meet the general requirements of this particular set of propositions
being debated in 1977, one would suppose that much more would be
necessary. Preventative medicine is necessary if this country is to have the
best health care system. Can the affirmative introduce elements into the
existing kiealth care system which would insure obtaining this condition?
If so, then the condition suggested herein would be met. Multi-phasic
testing procedures exist which could substantially reduce the incidence of
critical illness, and the use of thesg screening devices isdiscussed elsewhere.
Substantial change in the health care system might result if such systems
were implemented as part of the regular preventative maintenance
practiced in the United States. Similarly, immunization programs might
be an important part of such preventative maintenance.

Providing Incentives Which Would Substantially Modify the Health Care
Systemn '

Some affirmative teams may wish to attempt an approach which does
not significantly modify the delivery system or the payment system and
which does not introduce a substantially new element into the system; they
may wish to infuse money into existing programs and thereby claim a
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change. While doing something substantially different with such an
approach, there might well be reason to believe that the dollar increase, if
substantial enough, would actually represent a systemic change. Whether
traditional judges would accept this frame of reference is a debatable
subject, in and of itself.

The most obvious example of infusing money into existing programs’
would be in the area of research. The increased funding would clearly
permit attraction of additional researchers and would thereby enhance the
likelihood of discoveries which would substantially improve the health
care of citizens in the United States. The various Institutes of Health exist,
but the funding is not partieul:‘iy substantial. However, other approaches
-which called for systemic changes and then provided funding would
probably be more satisfying to many judges.

Some teams may combine this increased-funding approach with a
quasi-rational appeal.based upon faulty mechanisms. For example, the
structure of the Medicare system may include elements which make it
inherently flawed; therefore, a recasting of an aid program, including
significantly greater funding, would be a desirable incentive to better care
within the health system.

Final Remarks about Specific Mandates

The Medicare program does not provide full coverage for the aged.
Many teams might wish to broaden the coverage so that there could be no
question regarding the availability of care for these individuals. In
addition, the staffing at nursing care homes might become a critical issue
in broadening the coverage.

If malpractice suits were eliminated, and peer review systems es-
tablished, licensing power would have to reside in the reviewing agency.
Criminal liability would, of course, remain on the statutes.

Modifications of the Medicaid program might include the addition of
such items as mental care and even such devices as eyeglasses. Dental care
might be a viable addition to the current law. Care outside of hospitals and
clinics might be one way to reduce costs within such programs, but
potential fraud might make this provision undesirable.

Drug companies might be forced to restrict the activities of their
detailmen, reduce the size of their advertising campaigns, and eliminate
proliferation of minor changes in basic drugs. Such a change might create
First Amendment problems, since court decisions currently protect the
drug advertiser.

Use of computerized data regarding the prospect of adverse drug
reactions might be the subject of a mandate when the team argues the
frequency of either hospital or over-the-counter drug reactions.

Clearly, many other specific mandates might be developed on this topic.
The specific comments above, relating to some of the problem areas
mentioned earlier and not covered-within the general discussions, are
intended to stimulate the 1977 debater as preliminary analysis endsand the
work begins.

80



O

ERIC

Aruitoxt provided by Eic:

74

Footnotes

10.

. “lowa High School Forensic League Ballot'” (Iowa City: The University of

lowa, 1977), p. 1.

. Various theories of judging exist in debate. The one described here is

“hypothesis testing.” Two common types are the policy maker and the games
theorist.

. Webster's New World Dictionary of the American Language (New York:

Popular Library, Inc., 1959), p. 251.

. Ibid., p. 83.

. Ibid., p. 114.

. Ibid., p. 284.

. Ibid., p. 456.

. “Soaring Cost of Medical Care,” U.S. News and World Report 80 (June 16,

1975): 52. Hereinalter cited as *‘Soaring."

. From The Economics of Health Care ed. by Seymour E. Harris. Berkeley:

McCutchan Publishing Corporation, 1975, p. 10. Rcprinted by permission of
the Publisher. Hereinafter cited as Economics.

Robert M. Gibson and Marjorie Smith Mueller, National Health Expenditure
Highlights, Fiscal Year 1976, prepared [or the U.S. Department of Health,
Education, and Wellare, Research and Statistics Note. Note No. 27. HEW
Publication No. (SSA) 77-11701 (Washington, D.C.: Government Printing
Office, 1976). p. 2. Hereinalter cited as “National Health Expenditures.”

. Ibid., p. 3.
. Kenneth Duff, ed., The National Underwriter, Life and Health and Insurance

Edition, No. 33 (Cincinnati, Ohio: National Underwriters Company, August
14, 1976), p. 2. Hereinalter cited as The National Underwriter.

**Soaring,”" p. 52.

. The National Underwriter, op. cit.
. Lewis H. Young, ed., “The Sky s the Limit on Health Costs,” Business Wrek _

(May 26, 1975): 74.

. Nancy L. Worthington, “National Health Expenditures 1929:74,” Social

Security Bulletin 38 (February 1975): 3.

. Economics, p. 11,
. Ibid.. ;. 12,
. *National Health Expenditures,” p. 3.

81



O

ERIC

Aruitoxt provided by Eic:

24

25,

217.
28.

29.

30.

31.

33.

34.

37.
38.

39.

Footnotes 75

. U.S. Department of Health, Education, and Welfare, Aging (Washington,
D.C.: Government Printing Office, 1976), p. 23.

. Ibid.
. “Rise of 19% in Medicare Payments by Recipients Set by U.S. Agency,” New
York Times, 1 October 1976, p. 10. ‘

. John H. Knowles, “The Struggle to Stay Healthy,” Time 108 (August '9,

1976): 61.
. Ibid.

Building a National Health-Care System (New York: Commitiee for Eco-
nomic Development, 1973), p. 29.

. J. F. Follmann, Jr., Medical Care and Healthinsurance (Homewood, Ninois:

Richard D. Irwin, Inc., 1963), p. 74.
Building a National Health-Care System, p. 29.

Allen D. Spiegel and Simon Podair, Medicaid: 1.essovs for National Health
Insurance (Rockville, Maryland: Aspen Systems Corporations, 1975).

“Medicare and Medicaid After Ten Years,” Editorial Research Reports, July
18, 1975, p. 527.

U.S. Department of Health, Education, and Welfare, MEQC Manual-3000:
Medicaid Eligibility Quality Control, Section J, The Review Process (Wash-
ington, D.C.: Government Printing Office, 1975), p. 10.

Ibid. :
. National Center for Social Statistics, Medical Assistance (Medicaid) Financed

Under Title XIX of the Social Security Act (Washington, D.C.: Government
Printing Office, 1974), p. 2.

Stuart Auerbach, *Medicare: The First Ten Years,” Washington Post, 27 July
1975, p. Cl.

Don Morphew, Barriers to Health Care for Older Americans, Joint Hearing
before Subcommittee on Health of the Elderly and Subcommittee on Long
Term Cure, Senate Special Commuittee on Aging, May 25, 1974 (Washington,
D.C.: Government Printing Office, 1974). p. 1073. Hercinafter cited as
Barriers Hearings.

5. Marilyn Schiff, July 17, 1974, Barriers Hearings, p. 1572.
36.

U.S. Department of Health, Education, and Welfare, Your Medicare Hand-
book (Washington, D.C.: Government Printing Office, 1976), p. 9.

Wiley Criuenden, Barriers Hearings, p. 1549,

Lloyd E. Burton, and Hugh H. Smith, Public Health and Cormmunity
Medicine in the Allied Medical Professions (Baltimore, Maryland: The
Williams and Wilkins Company, 1975). ‘

Judith R. Lave, and Lester B. Lave, The Hospital Construction Act: An
Evaluation of the Hill-Burton Program, 1948-1973, Evaluative Study #16
(Washington, D.C.: American Enierprise Institute for Public Policy Research,

1974), p. 14. 89



76 ERIC First Analysis

* 40. Ibid., p. 20.
41. Ibid., p. 21.
42. The above is all paraphrased from the Lave and Lave report.
43. Alan L. Damon, “Veterans Benefits,” American Heritage, June 1975, p. 53.

44. Ibid.

45. National Institute of Mental Health, DHEW, Psychiactric Bed Needs: An
Analytical Review, Publication No. Adm 75-205 (Washington, D.C.: Govern-
ment Printing Office, 1975), p. 1.

46. Bertram S. Brown, Financing Mental Health Care in the United States: A
Study and Assessment of Issues and Arrangements, prepared for the National
Institute of Mental Health, DHEW, Publication No. (HSM 73-9117) (Wash-
ington, D.C.: Government Printing Office, 1973), p. 111.

47. 1J.S. Department of Commerce, Bureau of the Census, Statistical Abstract of
the United States, 1975: National Data Book and Guide to Sources (Wash-
ington, D.C.: Government Printing Office, 1975), p. 83. Hereinalter cited as
Statistical Adstract.

48. Ibid.

49 Ibid., p. 84. ——

50. See Warren Magnuson and Elliot A. Segal, How Much for Health (Wash-
ington, D.C.: Robert B. Luce, Inc., 1975); “*Program Announcement for
Young Investigator Research Grant,” National Heart and Lung Institute,
June 1, 1976; and Newsletter, Federation of American Societies for Ex-
perimental Biology (Bethesda, Maryland: February 1976).

51. National Health and Lung Institute, NIH, DHEW, Fact Book: 1974 (Wash-
ington, D.C.: Government Printing Office, 1974), p. 5.

52. National Journal Reports, 15 February 1975, p. 25.

53. Ibid. A

54. D. Rothschild and D. Carroll, Consumer Product Reporting Service, April
1974, p. 144.

55. Philip Walters, "Use ot FDA Advisory Committees: Present and Future,”
Food, Drug, Cosmetic Law Journal 29 (July 1974): 348.

56. Richard S. Morey, “FDA Publicity Against Consumer Products,” The
Business Lawyer 30 (November 1974): 167.

57. U.S. Department of Health, Education, and Welfare, Current Estimates from
the Health Interview Survey: United States—1974, Series 10, Number 100,
DHEW Publication No. (HRA) 76-1527 (Washington, D.C.: Government
Printing Office, 1976). Hereinafter cited as Current Estimates—1574.

58. Ibid., pp. 34-36. The material herein is representative of the sort of

. information which would allow a debater to question the significance ofa
change, since a +5% standard deviation is expected in much statistical data. If
the change indicated by an opponent is less then 5% variation, then there can
be no assurance that the change has, in fact, occurred.

59. “Food and Health,” New York Times, 9 January 1975, p. 30.

83




6l.
62.
63.

82.

83.
84,
85.
86.
87.
88.

Footnotes 77

. Johanna T. Dwyer and Jean Mayer, “Beyond Economics aret Muwition: The

Complex Basis of Food Policy.” Science 188 (May 9, 1975): 568.
Ibid. o
““Food and Health,”" op. cit.

Joseph V. Levy and Paul Bach-y-Rita, Vitamins: Their Use and 4! + ~ (New
York: Liveright Books, 1976), p. 53.

. Ibid., p. 55.
. Dodi Schuliz, *“The Verdict on Vitamins,” Today’s Health 52 (Ju.. i)

54.

. Vitamins: Their Use and Abuse, p. 96.

. Ibid., p. 6.

. Ibid., p. 83.

. Edwin D. Kilbourne, New Y2+% Times, February 13, 1976, p. 33.

. 1bid.

. “The War Against Discase: Many Gains—But Setbacks, Too,” U.S. Newsand

tWorld Report 81 (December 20, 1976): 43.

. Ibid., p. 44.
. Ibid., p. 43.
. Janet A. Wessel and Wayne Van Huss, " Therapeutic Aspects of Exercise in

Medicine.” in Science and Medicine of Exercise and Sport, edited by Warren
£. johnson . i E. R. Buskirk (New York: Harper and Row, 1974), p. 445.

. Ibid., p. 447.
. Robert Corliss, ""Medical Considerations for Adult Fitness and Cardiac

Rehabilitation Programs,” in Adult Fitness and Cardiac Rehabilitation,
edited by Philip K. Wilson (Balimore: University Park Press, 1975), p. 184.

. Ibid. p. 446.
. Statistical Abstract, p. 86.

Ibid.

\, Faci Book: 1974, p. 3.
. The World Almanac and Book of Facts 1977 (New York: Newspaper

Snterprise Association, Inc., 1977), p. 953. Reprinted with permission of The
world Almanac and Book of Facts 1977, p. 953; Copyright 1976.

U.S. Depariment of Health, } lucation, and Welfare, Report of the Panel
Chairman, National Heart, Blood Vessel, Lung and Blood Program, Report
No. 73:517 (Washington, D.C.: Government Printing Office, 1973), p. 3.

Ibid.

Ibid., p. 5.
Ibid., p. 6.
Ibid., p. 9.
Ibid., p. 13.
Ibid.

84



O

ERIC

Aruitoxt provided by Eic:

78

ERIC First Analysis

89. Ibid.. p. 14,

90. Ibid.

91. Ibid.

92, Ibid.. p. 18.

93. World Almanac: 1977. p. 953.

94, Current Estimates——1974. p. 8.

95, Statistical Abstrac?. p. 87.

96. Current Estimates—1974. p. 21.

97. Ibid.

98. U.S. Department of Health, Education, and Welfare. The Supply of Health
Manpower (Washington, D.C.: Government Printing Office. 1974). p. 15.

99, Ihid.

100. National Center for Health Statistics, Public Health Service. DHEW, Health:
United States 1975, DHEW Pub. No. (HRA) 76-1232 (Washington. D.C.:

~ Government Printing Office, 1976). p. 114.

101. Ibid.. p. 125, For further inforination about such items consult U.S. Burea .. of
the Census: Population Estimates, Current Population Reports. Series P-25,
No. 525. August 1974.

102. U.S. Depariment of Health, Education. and Welfare, Public Health Service,
Health.iri America: 1776-1976. DHEW Publicat .« No. (HRA) 76-616. p. 138.

108. Ibid.. pp. 189-141.

104. Sec Seience 181 (September 13, 1974): 922: Health Profession Education
Amendments of 1971, Part 2 (Washington, D.C.: Government Printing Office.
1971); Caveat Emptor. August 1976; and Lancet. August 28, 1974, p. 345.

105, Newr York Times. 25 October 1976, p. 22.

106, “Malpractice Insurance: A Medical-Legal Dilemma.” Journal of American
Insurance 51 (Spring 1975): 15, Hereinalter cited as **Malpractice Insurance.”

107. Ibid. _ 3

108. Congressional Quarterly Weekly Report. 5 April 1975, p. 709.

109. D. S. Rubsamen. “Meds- 11 Malpractice,” Scientific Amernican 236 (August
1976): 23.

110. New York Times, $7 January 1977, p. 39.

111. **Malpractice Inswiove.” p. 18,

112. Elizabeth Bowman, "“Malpractice Insuzance: A Medical Crisis.”” Congres-
sional Quarterly Weekly Report 5 (April 1975): 709.

113. Ibid.

114, Statistical Abstract. p. 80.

115, 1bid.. p. 79.

116. Ibid.

117. Ibid.. p. 78. _

118. Health: United States 1975, p. 138.

85




O

ERIC

Aruitoxt provided by Eic:

119.

© Footnotes 79

Statistical Abstract. p. 82.

120. Ibid.
121. Neville Doherty, “Excess Profits in the Drug Industiy and Their Effect on

122,

Consumer Expenditures.” Inquiry. September 1973, p. 19.
Ibid.

123. R. B. Fetter, ]J. D. Thompson, and R. E. Mills, “A System for Cost and

124.

Reimbursement Control in Hospitals.”” Yale Journal of Biology and Medi-

cine 49 (May 1976): 124. See also. D P. Rice and B. S. Cooper, “*National

Health Expenditures, 1929-71," Social Security Bulletin 35 (January 1972):

15.

Steven R. Kath and Albert I. Wertheimer. *"A History of Prescription Pricing

in the United States,” National Association of Retail Druggists Journal,
_November 1976, p. 38.

125. *You Pharmacists Are Ripping Off the Public.” American Druggist. Decem-

ber 1976. p. 55.

. U.S. Department of Health. Education. and “Welfare The Drug Users,

prepared by the Task Force on Prescription Drugs. (Washington. D.C.:
Government Printing Office. 1968), p. 19.

. Daniel Zwerdling.“‘Pill. Profits. and People’s Problems.” The Progressive.

—————s

October 1973, p. 45.

128. Ibid.. p. 46.

129. Ibid.

130. Time 106 (September 8, 1975): 18.

181. “Vaccination Blues.”” Atlantic 238 (December 1976): 14.

132. Ibid.

138. *Live Polio Vaccine: Debate Over Safety.”” Science News 108 (October 2, 1976):

134.

213.
S. L. Marcarelli, American Medical Association Journal 235 (February 2,
1976): 235.

135. New York Times, 31 July 1976, p. 44.

136.

U.S. Deparunent of Health, Education, and Welfare., Public Health Service,
“What You Should Know about HMOs,” DHEW Publicition No. (i4SA) 76-
13036. (Washington. D.C.: Government Printing G fice. 1976). p. 1.

137. *“One-Step Health Care—Millions More Eligible.” U.S. News and World

138.

139
140

141,

Report 81 (January 12, 1976): 64.
Martin Gold. in Letter to the Editor, New York Times. - June 1976, p. A2

. Ibid.

Greer Willinms. Kaiser-Permanente Health Plan: Why It Works (Palo Alto.
California: Kaiser Fanuly Foundation, 1971).

G. Sparer and A. Andetson, "Experience of Low-Income Families in Four
Prepaid Group-Practice Plans,” in The Health Gap: Medical Services and the
Poor edited by R. L. Kane, et al. (New York: Springer Publishin, ; Cu.. 1976), p.
202. This study repoits 0. four demonstrations in which a comprehensive

86




O

ERIC

Aruitoxt provided by Eic:

80

142,

148.
144.

145.

146.
147,

148.
149.
150.

151.
152,
153.
154.
155.
156.
157.
158.

159.

ERIC First Analyses

range of health-care services was purchased from prepaid group-practice
plans for 2 selected number of low income families.

“The HMO Concepi and Its Current Status, * Journal of Occupational
Medicine, Qciober 1975, p. 628.

Ibid., p. 630.
Health Maintenance Organizations—¥FProgram Status Report, DHEW, May,
1975.

“N- «d, Not Numbers: The Rural HMO,"” New England Journal of Medicine,
September 12, 1974, p. 580.

What You Should Know about HMOs. op. cit.

The Budget of the U.S. Government, Fiscal Year 1977 (Washingion, D.C.:
Government Printing Office, 1976), p. 131.

Wall Street Journal, 30 June 1975, p. 13.
Health: United States 1975, p. 1.

Michael Putzel, "Hospitals Are Warned Against Price Increases,” Houston
Chronicle, February 20, 1977. p. 22, v

Ibid.

“National Health Expenditures,” p. 3.

"Soaring,” p. 52.

Ibid., p. 53.

*“National Health Expenditures,” p. 70.

Ibid.. p. 69.

“*Unhealthy Insurance,” National Review 26 (March 15, 1374): 306.

“*Medicare and Medicaid Afier Ten Years,” Editorial Research Reports, July
18, 1975, pp. 530-531.

John Taft. “'States Pui Scalpel 1o Medicaid in Budget-Cutting Operation,”
Natienal Journal 8 (May 1, 1976): 583.

. The Washington Post, 28 March 1975, p. A3.
i. “Billions in Medicaid Ripoffs,” U.S. News and World Report 81 {March 22,

1976): p. 18.

2. “Crisis Grips Medicaid Program in Texas, Panel Chairman Says,"” Houston

Post. ¥ February 1977, n. A4
Ik:d,

t. Brrrers Hearings, p. 1269.
. 1974 Sociai Security and Medicare Explained (Chicago, Illinois: Commerce

Clearing House. 1947). p. 273.

. Ihid., p. 272
. Crage Hines. "Medicare Fees Vary Widely Across Nation,” Houston

Chrunicie. 2 Feovuary 1977, p. 22,

. Ibid. : 87




O

ERIC

Aruitoxt provided by Eic:

169.

170.
171.
172.
173.

174.
175.

179.
180,
181.

182,
183.

184.
§4%.
186.
187.
188.

. Ibid., p. 19.
. Jane E. Brody, “Feeling Down?"’ Houston Chronicle, New York Times News

Foatnotes 81

The material contained herein is an amalgam of aterials compited by Benno
C. Schmidt, Chairman, President's Cancer Panel in The Blue Sheet—Drug
Research Reports, vol. 20, no. 7, “Text of Report to the President” (Wash-
ington, D.C.: Government Printing Office). See also: Report of the National
Heart and Lung Advisory Council, Vol. 11, Departinent of Health, Education,
and Welfare Publication No. 73-516, April 12, 1973; Departments of Labor,
and Health, Education, and Welfare, and Related Agencies Appropriation
Bill, 1975, Calender No. 1096, National Institutes of Health, p. 34.

The material, compiled by Ina Schwartzafter consultation with and access
to the papers of Dr. Arnold Schwartz, Chairman, Department of Cell
Biophysics, Baylor College of Medicine, is included herein with very minor
editorial discretion by this writer.

The Blue Sheet—Drug Research Reports, lbid.
Ibid.
Ibid.

U.S. Department of Health, Education, and Welfare, Research in the Service
of Mental Health: Resori of the Task Force of the National Institute of Mental
Health, DHEW Publication No. (ADM) 75-236 (Washington, D.C.: Govern-
ment Printing Office, 1975), p. 219.

Ibid., p. 218.

Bertram S. Brown, “The Troubled Family in River City (N.W. USA),”
prepared for the U.S. Department of Health, Education, and Welfare,
Publication No. (ADM) 75-156 (Washington, D.C.: Government Printing
Office, 1975), p. iii. ’

Service, 20 February 1977.

. James S. Morrow, and Ann C. Lawler, “Literature on Geographic Mal-

distribution—A Summary Survey,” prepared for the Department of Health,
Education, and Welfare. Report No. 75-176 (Washington, D.C.: Government
Printing Office, 1975), p. 14.

Ibid.. p. 12.

“How Nurses Rate Hospiial Care,” Time 109 (January 17, 1977): 73.

D. S. Rubsamen, “Medicai “falpractice,” Scientific American 235 (August
1976): 23.

Ibid.

George E. Shambaugh, New England Journal of Medicine 294 (March 4,
1976): 562,

“Malpractice Insurance.” p. 18.

Ibid.

Thomas Weges, June 23, 1974, Barrierr Hearings, p. 1290,

“The Verdict on Vitamins,” p. 3.

Vitamins: Their Use and Abuse, p. 61.

88



O

ERIC

Aruitoxt provided by Eic:

82

189.
190.

191
192,
193.

194,
195.

196.
197.
198.

199.

200.

203.
204.
205.
206.

208.

ERIC First Analysis ) -

Atlantic 238 (December 1976): 16.

**National Health Promotion and Disease Prevention Act of 1976,” House
Report No. 94-1007, April 2, 1976 (Washington, D.C.: Government Printing
Office, 1976).

Departments of Labor and Health, Education, and Welfare and Related
Agencies Appropriations on H.R. 14232 (Washington, D.C.: Government
Printing Office, 19765, p. 5487.

*Pills, Profits and People's Problems,™ p. 46.

Walter W. Kolodrubetz, ""Employee-Benefit Plans, 1973, Social Security
Bulletin 38 (May 1975): 23, N

Building a National Health-Care System, p. 40.

John L. Swift, Ramiro A. Nontalvo, and John R. Ward, HAIOs: Their
Potential Impact on Health Manpower Requirements, prepared for the U.S.
Department of Health, Education, and Welfare, DHEW Publication No.
(HRA) 75-4 (\\’us_hing[on. D.C.: Government Printing Office, 1974), p. 4.11.

“U S Begins an Investigation of California’s Health Plan,” Washington Post,
31 May 1976, p. B6. :

Allan Easton, ed., The Design of a Health Maintenance Organization: A
Handbook for Practitioners (New York: Praeger Publishers, 1975), pp. 48.49.

Ibid., p. 49.

Health Insurance for the Unemployed and Related Legislation Hearings.

Subcommittee on Health of the House Ways and Means Commiittee, 1975,

p- 91.

Karen Davis, “Financing Medical Care: Implications for Access to Primary
Care,” in Primary Care: Where Medicine Fails, edited by Spyros Andreo-
-oulos (New York: Jobn Wiley and Sons, 1974), p. 179.

. Xarl Neumann, “Physician’s Viewpoint,” American Druggisi, Déceinber,

1976, 1. 14.

2. .S. Department of Health, Education, and Welfare, “Report on a Study of

Medicaid Utilization of Services in a Prepaid Group Practice Health Plan”
(Washingion, D.f.: Government Printing Office, 1976), Abstract.

Ibid., p. 38.

HAO's: Their v otential Impact on Health Manpo: -1 Requirements, p. 27.
Ibid., p. 85.

Specific supports for each of these advantages exist within an essay by W. L.
Schweikert in The Design of an HMO, edited by Allan Easton, pp. 47, 48, 42,
45, 46: and “Is There an HMO in Your Future,” Forbes 111 (March 15, 1973):
29,

" Sidney H. Rosenberg, “No-Fault ‘Malpractice Insurance,” . Letter, New

England Journal of Medicine, January 1975, p. 163.

“Physician’s Viewpoint,” p. .

89




O

ERIC

Aruitoxt provided by Eic:

83

Selected Bibliography

Law Journals

Annas, G. ].; B. F. Katz; and R. G. Trakimas. “Medical Malpractice Litigation
under National Health Insurance: Essential or Expendable.” Duke f.cw
Journal (January 1975): 1335-1373.

Bishop. S. W., and A. Khachadour. “Potential to Mislead—Life and Health
Insurance Advertising Regulation.” The Forum 11 (Summer 1976): 1040-53.

Bovbjerg, R., “Medical Malpractice standard of Care: HMO's and Customary
Practice.” Duke Law Journal (January 1975): 1375-1414. '

Brook, R. H.; R. L. Brutoco; and K. N. Williams. “Relationship Between Medical
Malpractice and Quality Care.” Duke Law Journal (January 1975): 1197-1231.

“Congress Takes a Lead at a No-Fault Proposal for Medical Malpractice: Some
Observations.” Akron Law Review 9 (Summer 1975): 116-13€.

“Cost and Quality Control in Medicare and Medicaid Programs.” Harvard Civil
Rights Law Review (Suminer 1976): 664-700.

“Current Problems in Health Care.”” Northwestern University Law Review 70
(March/April 1975): 1-219.
Hirsh, H. L. *Health Maintenance Organizations—Legal Hazards.” Medical Trial
Technique Quarterly 22 (Winter 1976): 31-41. '
Hoffman, R. B.; M. L. Scott; and }J. Springer. **“Model Health Professions Practice
Actand State Regulatory Policy.” Admin istretive Law Review 28 (Spring 1976):
167-205.

“Incontestability Clausc.” Chicago-Kent Law Review 51 (Summer §974}: 186-199.

“Insuranse Regulation and Employee Benefit Plans.” Arkansas Law Review 38
(Winter 1275): 515-520.

Kissom, P. C. “Physicians Assistant and Nurse Practitioner Laws: A Study of Health
Law Reform.” Kansas F.aw Review 24 (Fall 1975): 1-65.

Muthieson, Mark J. “Health Mzintenance Organization Act of 1973.” Vanderbilt
Law Reviiw 27 (Qctober 1974): 1056.

Meyer, R. N. “Group Prepuid Health Plan Liability When a Physician Provider
Mculpsactices.” New Mexico Law Review 6 (November 1975): 79-112.

“Kegrlation of Mursing Homes—Adequate Protection for the Nation’s Elderly?”
st elary's Law Journal 8 (1976): 309-327.

Journals

American Heritage 28 (June 19765,

Bickman, D., et al. Jowrnai Oklahoma State Medical Association 89 (March 1976):
96-101.

90



O

ERIC

Aruitoxt provided by Eic:

84 ERIC First Analysis

“*Compulsory Health Insurance in Hawaii.” Social Security Bulletin (December
1975); 23-24. )

Cullis. T. G. ""Demand for Health Services and the Theory of Time Allocation.”
Applied Economics 8 (June 1976): 81-87.

Davidson., A. T. “The Malpractice Crisis: Alternative Solutions.™ Journal of the
National Medical Association 67 (November 1975): 417-422,

Davis, K. *Medicaid Payments and Utilization of Medical Services by the Poor.”
Inquiry 18 (June 1976): 122-135.

Donobedian, 4. “Effects of Medicare and Medicaid on Access to and Quality of
Health Care, * Public Health Report 91 (July-August 1976): 329-331.

Doody, M. F. "Delivery Systems: Will Providers Change the System.”” Hospitals 50
(April 1976): 51-54.

Dornette, W. H. “The Medical Malpractice Problem, and Some Possible Solu-
tions.” Anesthesiology 44 (March 1976): 230-237.

“Economic Cost of llIness Revisited.” Social Security Bulletin 39 (February 1376):
21-56.

Falkenstein, Gary. *Vitamin E Retards Aging.” Science Digest (September 1976):
19-20.

“Health Care: A Special Issue Devoted to the Current Management Scene and
Trends in the Health Care Industry.” (Four Articles) Management Controls 23
(April v 1976): 54-67.

“Health Manpower Development.” (Six Articles) WHO Chronicle 30 (Novemiber
1976): 433-467.

Heinwz. D. H. “Study Points to Potential of Arbitrating Claims.” Hospitals 50
(April 1976}: 53-56.

Inglehart, John K. “HEW Takes Final Step Down Road to Local Health Planning
Network.” National Journal 8 (April 1976): 436-439.

Journal Maine Medical Association. 67 (March 1976): 69, 82. Medical Association
benefit program expanded.

Knapp. T. A. “Personal Liability of the Individual Military Physician—Past,
Peesent, Future.” Military Medicine 141 (July 1976): 443-447.

Kolodrubetz, Walter. "Employee-Benefit Plans, 1973, Social Security Bulletin
(May 1975): 22-30. )

Lane, D. S.. et al. American Journal of Public FHealth 66 (May 1976): 465-468. The
community hospital s a fucus for health planning. JRSae

Lesparre, M. “Senator Talmadge Talks about His' Medicare Reform Biil.”
Hospitals 50 (June 1976): 49-50. 54-5.

“Malpractice Decisions You Should Know About.” g(\’ledical Times 104 (April
1976): 128-129. i

“Malpractice Insurance Problem Studied.” joumal’Oklahéma State Medical
Association 68 (November 1975): 432

Mathews, F. David. “"Gurrent Operating Statistics.” Social Security Bulletin 40
(January 1977): 75-76. 9 1



O

ERIC

Aruitoxt provided by Eic:

Selected Bibliography 85

McCurdy, D. K. “Report of the Attorney General on Medical Malpractice and
Insurance.” Journal Oklahoma State Medical Association 69 (January 1976): 3-
12. .

“Medicare and Medicaid Afier Ten Years.” Editorial Research Reports (July 18,
1975): 525-5-1,

Navarro. V. “The Political and Economic Determinants of Health and Health Care
in Rural America.” Inquiry 13 (June 1976): 111-121.

Renaud. M. "*On the Structural Constraints to State Intervention in Health.”
International Journal of Health Services 5 (1975): 559-571.

Rockefeller. Nelson A. “Priorities for a National Health Policy: Controlling Costs.
Extending Coverage.” National Journal 8 (May 1976): 762-763.

Rubsamen. D. S. *Medical Malpractice.” Scientific American 235 (August 1976):
18-23.

Sowers. W. H. “Professional Liability: Legislative Charge Needed to Stem
Malpractice Crisis.” Journal Kansas Medical Society 76 (December 1975): 309-
310. 313.

Talt, John. “States Put Scalpel to Medicaid in Budget-Cutting Operation.”
National Journal (May 1, 1976): 581-586.

Teeling-Smith, C. "The Cost of 11l Health.” Zvuyal Society Health Journal 96
(April 1976): 62-66.

Zimmerly. J. G. “Lesscning Liability Associated with New Drugs and Drug
Reactions.” Journal Legal Medicine 4 (January 1976): 25-27.

Books

Blacchman, Barry M.. et al. Setting National Priorities: The 1975 Budget.
Washington, D.C.: The Brookings Institution, 1974.

Burnes. Eveline M. Fealth Services for Tomorrow: Trends and Issues. ~New York:
Dunellen Publishing Company. Inc.. 1973,

.Burton. Lloyd, and Hugh Smith. Public Health and Community Medicine.

Baltimore: The Williams and Wilkins Co.,1975.

Coe. R. M.. and H. P. Rehm. Prevéntative Health Care for Adults. New Haven.
Conn.: College and University Press Services, Inc.. 1972.

Duff, Kenneth. ed. The National Underwriter, Life and Health Insurance Edition.
Cincinnati: National Underwriter Company. 1576.

Easton, Allan. ed. The Design of a Health Maintenance Organization: 4
Handbook for Practitioners. New York: Praege: Publishers. 1975.

Fried. John J. The Vitamin Conspiracy. New York: Saturday Review Press: New
York: E. P. Dutton and Co., Inc.. 1975.

Goerxe, Lenor S.. Rosabelle Price Walkley, and Daniel M. Wilner. Introduction to
Public Health. New York: Macmillan Publishing Co., Inc.. 1973.

Grant. Murry. Handbook of Community Health. Philadelphia: Lea and Tebigir.
1975.

Helmes. John. Bringing the War Home. New York: The Free Press. 1974,

Magnuson, Warren G.. and Elliot A. Segal. Flow Much for Health. Washington:
Robert B, Luce. Inc.. 1974, ,



O

ERIC

Aruitoxt provided by Eic:

86 ERIC First Analysis

Shenkin, Budd. Health Care for Migrant Workers. Cambridge, Mass.: Ballinger
Publishing Co., 1974,

Skidmore, Max J. Medicare and the American Rhetoric of Reconciliation.
University: University of Alabama Press, 1970, .

Starr, Paul. The Discarded Army. New York: Charterhouse, 1973.

White, Virginia P. Grants: How to Find Out About Them and Whai to Do Next.
New York: Plenum Press, 1976. _

Willinms, Greer. Kaiser Permanente Health Plan. Palo Alto, California: Kaiser
Family Foundation, 1971.

Wilson, Florence A., and Duncan Newhounser. Health Services in the United States.
Cambridge, Mass.: Ballinger Publishing Company, 1974.

Government Documents

All of the following can be obtained from the Government Printing Office in

Washington, D.C. They are also available in all government repositories of

documents. Check with your local librarian,

Administration of Medicare Cost-Saving Experiments; Hearings, Subcommittee
on Oversight of th: tlonse, May 16, 19, 1976.

Barriers to Health Gare for Older Americans. Sixteen Parts, 93d Congress, 2d
Session.

Barkhuus, Arne, and John A. Daly, “The Dynamics of Health.” DHEW
Publication No, (OS ) 76-50025.

A Comprehensive Summary of the Legislative Origins and History of the Hill-
Burton Act. Senate Health Subcommittee, 1973.

Departments of Labor, and Health, Education, and Welfare, and Related Agencies
Appropriation Bill, 1975, Senate Report No. 93-1146. 1975.

Drug Safety Amendments of 1976, Hearings, House Subcommittee on Health and
the Environment, March 29, 30, April I, June 22-4, 1976. :

Emergency Medical Services Amendments 1 976, Hearings, Senate Subcommilttee
on Flealth, January 23, 1976.

Health Resources Statisties, Health Manpower and Health Facilities, 1974, DHEW
Publicar®  No, HRA 75-1509, 1975.

Hill-Burton 1s ... DHEW Publication No. (HSM) 73-4007,1973.

Improvements Needed in Medicaid Program Management Including Investiga-
tions of Suspected Fraud and Abuse. DHEW Publication No. B-164031(3),
April 14, 1975,

Inflation of Health Care Costs 1976, Senate Subcommittee on Health, April 2, 19,
May 17, 1976.

Issues in the National Financing of Health Care. Compilation of Working Papers
for Subcommittee on Health and Environment bv a University of North
Carolina Study Group, November 1976.

Medical Care Expenditures, Prices and Costs: Background Book, DHEW Publica-
tionr No. (¥3A)75-11909, September 1975.

Medicaid Eligibility Quality Control (MEQC), Manual. DHEW, March 1975.

93




O

ERIC

Aruitoxt provided by Eic:

Selected Bibliography. 87

Medicare: Health Insurance for the Aged 1967, Sec. 4.1; Short Stay Hospital
Utilization.

Lledicare: Health Insurance for the Aged 1969, Sec. 1: Summary Utilization and
Reimbursement by Person. -

Medicare: Health Insurance for the Aged and Disabled, 1973. Sec. 2.

Medicare and Medicaid Frauds, Part 1, Heatings, Subcommittee on Long-term
Care and the Subcommitee on Hezlih of the Elderty (House), September 26,
1975,

Monthly Statistival Xeport Summary of Selected Price, Cost, and Utilization Data
for the Healtl: Care Market in the United States. Division of Health Insurance
Swudies, Office of Research and Statistics, Social Security Administration, July
1976.

Moral, ‘Ethical, and Legal Questions of Extraordinary Health Care, 1975.
Senate Subcommiuee on Health, November 6, 1975.

National Genter for Social Statistics. Medical Assistance {Medicaid) Financed
Under Title XIX of the Social Security Act, January 1976.

National Health Insurance, Volume 2, February 3-5, 1976; Volume 3, February I8,
1976. Hearings Before House Subcommittee on Health and the Environment.

National Health Insurance Proposals. Provisions of Bills Introduced in 93d
Congress as of July 1974; by Saul Waldman, 1974; DHEW Publication No.
(SSA) 76-11708.

Public Protection Activities of HEW . Hearing, United States House Commitiee on
Interstate and Foreign Commerce, Subcommitiee on Oversight and Investiga-
tion, April 8, 1976; Serial No. 94-86.

Mueller, Marjorie Smith, and Robert M. Gibson. Division of Health Insurance
Swudies “Research and Statistics Note.”” Note No. 5 U.S. DHEW, April 14, 1976,
Doc. No. HE 3.28-2: 976/(NOS). .

Social Security and Medicare Explained, 1974.
TheState of Aging. 94th Congress, st Session, June 9, 1975.

Working Papers on Major Budget and Program Issues in Selected Health
" Programs. House Congressional Budget Office Staff for the Task Force on
Human Resources, December 10, 1976,

Your Medicare Handbook. DHEW Publication No. (8584) 76-10050, January 1976.

Newspapers and Newsmagazines

£ weult the Readers Guide to Periodical Literature, the New York Times Index,
Yall Street Journal Index. the Washington Post Index, and various indexes for

ASPAPCrs.

94




SERIC A “Valuable “Research “lool

The acronym ERIC/RCS stands for the Educational Resources Infoyma-
tion Center/Clearinghouse on Reading and Communication Skills. ERIC
is a national information system designed and supported by the National
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