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INTRODUCTION

Passage of the 1965 amendments to the Social Security Act
(P.L. 89-97), incorporating health insurance for the aged,
brought to fruition many years of conflict to assure health care
"as a statutory right for this grou_. Although the ot fell short
- of the program envisaged by its early proponents, it was by far
the broadest extension of the social insurance principle in the
. 30-year history of American social security. For most persons
65 years of age and older, Medicare provides payment for a basic
program that includes inpatient diagnostic services, hospitali-
zation, and post-hospital benefits in an extended care facility
and at home.

The principle of reasonable cost reimbursement for the
providers of services offers many opportunities to assure the
quality and continuity of patient care. Each health care insti-
tution will have the opportunity to insist on comprehensive
dietetic and nutritional counseling; not only for therapeutic
purposes, but for balanced diets and proper nutrition for pa-
tients of all ages.

The past decade has been marked by increased concern for
identification of health needs and development of new approaches
in providing health care. During this period, dietitians and
nutritionists have been challenged time and again with new
opportunities for service and with the need to explore and iden-
tify their roles in "newer™ health programs (Piper and Youland,

1668). As health affairs move into the area of social and



political planning, the measure of the success or failure of the
dietetic profession to survive may well be its ability to adapt
to new responsibilities and to develop new ways of providing
SEEViEes .

Discussing an overview of Medicare at The American Dietetic
Association meeting in 1967, Dr. John Cashman of the United
States Department of Health stated "As individuals and as members
of The American Dietetic Association, you must move to meet the
new and exciting challenges to your profession' (Cashman et al.,
1968). Piper and Youland (1968) added that in this milieu of
progressive health legislation and changing pattern for providing
health care, the dietetic profession must scrutinize its goals
and functions and identify anew its place in medical care. The
basic question is how can the profession extend itself to meet
present and future needs?

A survey published in the Journal of The American Dietetic
Association in 1964 estimated between 3,000 and 3,500 positions
for dietitians in hospitals were then unfilled. In 1956, liess
than 1 per cent of the nursing homes and related long-term care
facilities employed dietitians (Cashman et al., 1968). Dietetic
persconnel needs in hospitals over the next five to ten years
have been estimated. In view of the projected growth and re-
placement needs, and assuming that utilization of dietitians
continues as at present, 11,900 more will be needed in hospitals
in 1972 and 17,922 by 1977 (Hubbard and Donaldson, 1968). A

recent survey by the American Hospital Association and the Public
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Health Service indicated that 1,600 hospital dietitians a
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€
urgently needed and 3,600 are required for optimal care (Piper
and Youland, 1968). Public Health Service estimates that 1,000
dietitians are needed to provide full- or part-time consultation
to certified extended-care facilities.

Emphasis on improved health care and increased availability
of government funds have tended to heighten existing shortages of
all health professionals., Wagner (1967) stated

All categories must look critically at their profession

and develop new ways of providing their specialty serv-

ice. They must delegate traditional activities to sub-

professionals and in turn zccept activities from other

disciplines.

The objectives of this report are to review and report liter-

ature concerning Federal Health Legislation and assess its impact

on the dietetic profession.
REVIEW OF LITERATURE
Legislative History of Federal Health Insurance

Legislation pfoviding health insurance for social security
beneficiaries was first introduced in Congress in 1952. It first
attracted extensive public attention seven years later, when
Congressman Forand, for the second time, introduced legislature
that provided hospitalization insurance for the elderly through
the social security system. By 1961, the Forand bill had evolved
into the King-Anderson bill, the official proposal of the Kennedy

and Johnson Administration to meet the special problems of the
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zged (Social Security Bulletin, 1965).
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Conflict for Enactment. The Forand and King-Anderson Bills,

as well as the various other bills that have proposed alternative
methods of paying the medical bill of the elderly, had their
predecesscrs in the proposals for government financed medical
care for the entire population. These similar proposals were

put forth in the United States from time to time during the first
half of the twentieth century.

The agitation for and against adoption of a compulsory system
of medical care insurance in the United States began shortly be-
fore World War I. The first period, 1910-1920, reached the legis-
lative stage in several states, but no bills were passed. Action
for compulscry medical care insurance appeared to be ill-prepared
and hasty, and subsided abruptly as soon as unexpected opposition
mustered its forces effectively. The second period, 1921-1933,
was a quiet one devoted to the study of basic facts and problems
that were only superficially comprehended in the first period.
The third period, beginning in 1933, has been characterized by
action similar to that of the first period, but on a much broader
base of support and opposition and in a profoundly different
social, political, and economic context (Feingold, 1966).

During the first period, 1910-1920, according to Anderson
(1951), the American Association for Labor Legislation (AALL) was
the chief group calling attention to problems of medical care

insurarnce and making concrete suggestions for its solutions. The

< 222 over 3,300 members consisting of economists,
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lawyers, political scientists, historians, and members of octher
fields concerned with social problems. It passed out of exist-
ence in 1942, It is important to note that the AALL was dedi-
cated to the improvement of various phases of society within

the contemporary economic and social structure and ideology. In
1912, the AALL established a Committee on Social Insurance, the
first of its kind in the United States, which in the next few
years carried the main burden of the medical care insurance study
and activity.

In 1914, a sub-committee of the Committee on Social Insur-
ance was appointed to draft a bill in preparation for an active
campaign in the states and in Congress. By the end of 1915, a
model bill was drafted to be introduced in several state legis-
latures in January, 1916. At the same time, Anderson (1951)
reported that the American Mediéal Association had appocinted a
committee to cooperate with the Committee on Social Insurance in
putting finishing touches on the medical sections of the bill.

Opposition emerged rapidly after the AALL unknowingly ex-
posed itself completely. It was naively assumed that a reform
which they thought would be deemed good by everyone would triumph
on its own merits (Feingold, 1966).

As long as medical care insurance was discussed without
relation to specific and concrete action, the potential opponents
apparently were not aware of its implications. However, when

state commissions were established to study the subject and make

H

eccmimencations, the proponents were surprised at the opposi-

v.on's vehemence and gathering strength.



By 1918, the movement reached its peak of activity. At this
point, the seemingly favorable attitude of organized medicine
turned into vigorous opposition. In 1920, the American Medical
Association developed a basic policy and expressed it in the form
of 2 resolution at the annual session of the organization. The
end of the controversy over compulsory medical care insurance was

just as abrupt as the American Medical Association's resolution

}J

was final.

During the second period, 1921-1933, the American Medical
Association, at several annual meetings, considered resolutions
concerned with definitions of state medicine and similar forms of
medical care organized and operated by the government (Burrow,
1963).

In 1921, the Sheppard-Towner bill to provide grants-in-aid
to states for maternal and child health programs was up for con-
sideration in Congress. The bill aroused bitter controversy at
the hearings and many physicians testified in opposition
(Anderson, 1951). Nevertheless, the Sheppard-Towner Act was
passed in 1922 with active support from citizens' groups.

Problems regarding the economic and social aspects of medi-
cal care were discussed on several occasions in 1925 and 1926 at
conferences attended by physicians, members of the public health
professions, and economists. The conferences were called to

for a study of the structure of medical services
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of the country, especially the economic aspects (Anderson, 1951).

As a resul:t of the deliberations of these conferences, the Com-

2

e on Costs of ..edical Care (CCMC) was established.
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From 1928 to 1932, the CCMC released 28 reports on the inci-
dence of illness, the cost of medical care,; and related aspects
of health (Anderson, 1959). The period seemed to be one of
watchful waiting. The effect of the final report dealing with a
recommendation for action on the basis of the findings was imme -
diate. Majority and minority reports split the CCMC and support-
ers of its objectives into fractions. The lead in opposition to
the majority was taken by the American Medical Association and
some of the physician members of the CCMC.

In the third period, which began in 1933, the recommenda-
tions of the Committee of Cost of Medical Care and the reactions
to them for.ied the beginning of the compulsory medical care
insurance movement. The main issues and factions were brought to
the surface as the movement gained momentum and breadth during
the following years. The Federal Government spearheaded the
re-opening of the issue of government-sponsored medical care
insurance through official committees and legislative activity
and later state governments. Accomplishments during this period
had conditioned the attitudes and actions of other groups. There
had been a general agreement that a problem existed and the de-
pression made it more acute; but there had been profound dis-
agreement as to the solution.

The depression and deliberations over the nature and scope
of the impending social security program provided the framework
for discussions and action on compulsory medical insurance. The

precedent-setting Federal Rules and Regulations No. 7 of 1933
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defined policies and procedures under which care might be given
to those receiving unemployment relief in the states (Feingold,
1966). Representatives of the American Medical Association
participated inm the formulation of the rules and regulations and
gave their sanction. Access to medical care was then recognized
by the government as a basic minimum right, together with food,
clothing, and shelter.

In 1934, the President appointed a Committee on Economic
Security to recommend a program against misfortunes that cannot
be wholly eliminated. Additional committees were established as
advisory to this committee with a range of representation from
fields of interest and organizations. The research duties of the
committee were divided into several problem areas, among them,
medical care.

The Social Security Act was passed in 1935. Thereafter the
Government sponsored a series of activities which either delib-
erately or coincidently resulted in the introduction of the first
compulsory medical care insurance bill in Congress to attract
widespread attention. The following series of activities were
enumerated by Anderson (1959):

1. The National Health Survey was made in 1935-36 - a large-
scale study of the incidence of illness and the underlying social
and economic problems.

2. In 1935, the President appointed the Interdepartmental
Committee to coordinate healith and welfare activities. They were

entrusted with the task of making sure that the provisions of the



Social Security Act were being effectively applied, and suggest-
ing improvements. One of the chief interests of the committee
was the problem of medical care.

3. Out of the Interdepartmental Committee was created the
Technical Committee on Medical Care in 1937, consisting chiefly
of experts from the Federal agencies concerned in whole or in
part with health.

4. ZEZarly in 1938, the Technical Committee recommended,
among other things, a need for a general program of medical care
and insurance against loss of wages as a result of illness.

5. Thereupon, the Interdepartmental Committee called the
National Heaith Conference in Washington D. C., in July 1938, to
discuss the findings and recommendations submitted by the Tech-
nical Committee. Invitations were sent to large groups of people
from the medical profession, from agencies working in health, and
from labor, industry, agriculture, and other groups of citizens.
The purpose of the conference was to clarify issues and stimulate
constructive criticisms. No specific recommendations were ex-
pected from this conference. The Wagner Bill of 1938 (S. 1620)
was the legislative result of these activities.

In 1940, Senator Wagner (New York) introduced a hospital
construction bill, requested by President Roosevelt. It was
favorably reported by the Committee on Education and Labor and
passed by the Senate. It died in the House Committee.

Companion bills, providing for a comprehensive postwar

social security program, including a national health insurance
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plan financed through a payroll tax, were introduced in 1943 by
Senator Murray (Montana) and Senator Wagner and Congressman
Dingell (Michigan). The bill died in committee, although it was
strongly supported by organized labor.

In 1944, the "economic bill of rights,” included in Presi-
dent Roosevelt's State of the Union Message, specified the right
to "adequate medical care," and the eighth annual report of the
Social Security Board called for compulsory health insurance.

In May 1945, Senators Murray and Wagner introduced S. 1050
which was similar to their 1943 bill. Later in the same year,
President Truman proposed a broad legislative program for
nationzl health insurance, and the two Senators introduced
S. 1606, known as the National Health Act of 1945. Title I pro-
vided for expansion of public health services, maternal and child
health services, and a system of personal health services to be
developed on a social insurance basis. Congressman Dingell intro-
duced a companion bill in the House.

Hearings before the Senate Committee on Labor and Education
extended from April through June, 1946. The testimony made a
printed record of 3,000 pages. A large majority of witnesses
reaffirmed the need for a national program of personal health
services to be financed on an insurance basis. No action was
taken by Congress.

President Truman's three major messages to the 80th Con-
gress: the State of the Union Message, the Budget Message, and

the Economic Report, all called attention to the need for health



insurance. The President submitted a broad public health pro
and recommended that the Congress lay the legislative groundwork
for a national system of compulsory health insurance. Again in
May, 1947, in a special message on health, he called attention
to the health needs of the nation and recommended enactment of a
broad national health program. These recommendations were in
line with the popular opinion of the time. A number of poils
had indicated growing interest in a comprehensive health program
and particularly in a system for the prepayment of medical costs.
Hearings were conducted on the bill S. 1320 but no action was
taken. |

In 1949, President Truman called again for a national health
insurance plan financed by social security taxes, and the Murray-
Wagner-Dingell bills were cnce more introduced as S. 1679 and
H.R. 4312. Hearings by congressional committees evoked sharp
controversy. Organized labor, many northern Democratic Congress-
men, and private organizations of professional workers in the
social welfare field favored broad federal responsibilities in
this area. Strongly opposed, in addition to the American Medical
Association, were the American Dental Association, the American
Pharmaceutical Association, Blue Cross-Blue Shield commissions,
the U. S. Chamber of Commerce, the American Legion, the Farm
Bureau Federation, National Grange, Health Insurance Council,
Zealth and Accident Underwriters Conference, and others. No

action was taken on either bill.
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During his campaign for president in 1952, General
Eisenhower opposed compulsory national health insurance as
""socialized medicine,'" but promised to help needy persons meet
the costs of health care. 1In 1954, he proposed that the federal
government reinsure private insurance companies against unusually
heavy losses on health insurance; and H.R. 8356, incorporating
the proposal, was introduced in Congress by Representative
Wolverton of New Jersey. The theory underlying the bill was that
insurance carriers would become more enterprising in their cover-
age and benefits if protected by reinsurance.

The President's reinsurance proposal was reported by both
House and Senate committees. Following a floor debate, the House
voted 248 to 134 to recommit the bill, and no further action was
taken.

In 1952, the first bills that would have provided hospital
care only for Old Age Survivors Insurance beneficiaries aged 65
and over were proposed to the 82nd Congress by Congressmen
Dingell and Celler (New York) and Senators Murray and Humphrey
(Minnesota). These were H.R. 7484 and 7485 and S. 3001. The
program would have functioned through the Social Security Systemn,
but certain administrative aspects would have rested with the
states, acting as agents of the federal government whether in
making payments to the hospitals or in using nonprofit health
insurance plans to make such payments. No action was taken on
the bills. Identical or similar bills were introduced in 1955,

1956, and 1957.



In 1957, Congressman Forand {(Rhode Island) introduced a bill
(H.R. 9467) that would have provided OASI beneficiaries with up
to 120 cays of combined hospital and nursing home care, plus
surgical benefits. Administration was to be solely through the
federal government, using such nonprofit agencies as might be
found desirable. It was the debate on this bill that created a
more general interest in the subject of providing health care
for the aged. The House Ways and Means Committee held hearings
on the bill, but failed to report it out. The 1959 Forand bill,
slightly modified, was reintroduced and hearings were held. No
action was taken by the committee.

In 1960, Senator McNamara (Michigan) introduced a bill
(S. 3503), based on the Senate subcommittee's report on the aged,
that was designed to overcome certain criticisms of the Forand
biil. It was sponsored by 18 other senators, including Senator
Kennedy (Massachusetts). Benefits for persons covered by social
security would have been financed by higher payroll taxes and for
other aged people by appropriations from the general revenues.

Other bills introduced that year would have increased OASDI
cash benefits so that the aged and disabled might arrange for
their own medical care; would have provided for credits on fede;—
al income taxes for health insurance premiums; would have pro-
vided for federal grants-in-aid to assist the states in establish-
ing protection for their aged citizens; or would have increased
existing federal grants to the states to aid the medically

indigent.
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The Committee on Ways and Means held no hearings but gave
executive consideration to the Forand bill and to several other
proposals having to do with medical care of the aged. On
September 13, 1960, the Kerr-Millis bill (P.L. 86-778) was ac-
cepted by both houses and approved by President Eisenhower.

President Kennedy's Health Message to Congress in February
1961 recommended the addition of health insurance for the aged to
the social security system. Senator Anderson and Congressman
King (California) then introduced another version of the program
to provide medical benefits to the aged with social security
financing H.R. 4222 and S. 909, The House Ways and Means Com-
mittee was opposed to the bill, 18 to 7, and did not report it
cut.

President Kennedy's State of the Union Message in January
1962 again called for health insurance for the aged added to
OASDI. His special message on health in February repeated the
request for health insurance protection for the aged through the
social security system.

Besides the King-Anderson bill, numercus other proposals for
hospital insurance were before the Congress. Among those with a
social security approach were the McNamara bill (S. 65), the bill
introduced by Congressman Lindsey (New York) (ﬁ.R. 112538%, and
one by Senator Javits (New York) (S. 2264).

Continued inaction by the House Ways and Means Committee led
to an attempt to obtain hospital benefits for the aged by amend-

ing the public assistance amendments, then on the Senate floor.
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The amendment was tabled by a roll call vote of 52 to 4&. For
the second time, the social security approach had been taken to
the Senate floor and defeated.

In a special message to Congress called "Aiding our Senior
Citizens," President Kennedy in 1963 again urged passage of
Medicare, and Representative King and Senator Anderson introduced
H.R. 3920 and S. 880. This was essentially the compromise plan
offered on the Senate floor in 1962. The bill remained locked in
the Ways and Means Committee.

In January 1964, a group of Republican senators who favored
the social security approach introduced a mew bill that would use
both governmental and private insurance, with benefits available
to all citizens 65 or over. No action was taken on this bill.

Instead, the House Ways and Means Committee, in June 1064,
voted to add a 5 per cent increase in social security benefits,
financed by increased payroll taxes, but no health benefits. A
higher benefit presumably would have permitted social security
beneficiaries to pay their own doctor bills or buy insurance.

The average social security benefit was $77.00 per month. Rais-
ing it by 5 per cent would have given $3.85 more, hardly enough
to pay the premium on the least expensive insurance.

The House of Representatives approved the bill, but when it
reached the Senate, amendments were added. The Senate approved
the amendments and adopted the bill by 60 to 28. The bill then
went into conference and failed to reach agreement before

Congress adjourned, with the result that neither health benefits
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nor higher social security benefits were provided by the Congress
in 1964.

President Johnson's Stzte of the Union Message in 1965
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listed as an iten of high priority '"help for the elderly, by
providing hospital care under social security and by raising
benefit payments .o those struggling to maintain the dignity of
their later years.'" His measage on the nation's health also
strongly supported hospital insurance for the aged.

Congressman King introduced H.R. 1 to provide hospitzal
insurance under social security and an increase in cash benefits.
Senator Anderson introduced S. 1, the Senate companion Bill. The
bills embodied the Administration®s hospital insurance proposals
and contained many of the provisions extensively considered by
the Congress in 1964. The bill did not include a separate pay-
roll tax but was to be financed by a specified proportion of
social security contributions to a separate hospital insurance
trust fund.

The American public appeared to favor Medicare. The Gallup
Poll in December 1964 had asked the following question of a
sample of the nation's adults, including both old and young:

Congress has considered a compulsory medical insurance

program covering hospital and nursing home care for

the elderly. This medical care would be financed out

of increased social security taxes. In general do you

approve or disapprove of this program?

Approval was voiced by 63 per cent of the respondents; disapprov-
zl by 28 per cent; and no opinion by 9 per cent (Greenfield,

1968).
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The House Ways and Means Committee considered H.R. 1 for
six weeks, nolding extensive hearings, and then approved by a 17
to 8 vote a bill to replace the Administration's proposal with an
unprecedented package of health benefits and social security
improvements. From then on the bill, introduced by Chairman
Mills as H.R. 6675, had smooth sailing despite the continued
sniping by the American Medical Association.

On July 27, 1965, the House approved the bill and the Senate
voted to aﬁprove it the next day. President Johnson signed the
bill July 30, in the presence of former president Truman at
Independence, Missouri, in recognition of Truman's effort in be-

half of health insurance.

Overview g£ Medicare and Medicaid. The term ''Medicare!

itself is somewhat ambiguous. It was first applied to a program
of federally subsidized medical care for dependents of military
personnel (Fiengold, 1966). During the discussion of proposals
for hospital insurance for the aged in the last years of the
Eisenhower Administration, the Secretary of Health, Education
and Welfare, Arthur Flemming, applied the term to these proposals.
Since then, the term has been used by headline writers and others
to refer to a wide variety of medical-care programs which range
from the complete provision of all medical services for the
entire population to the provision of selected services for a
portion of the population.

For most persons 65 years of age'and over, the new law pro-

vides a basic program that includes out-patient diagnostic tests,



hospitalization, post-hospital care in an extended care facility,

and certain post-hospital health home care. A supplemen
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voluntary, medical insurance

'

rogram covers physicians' fees,
including surgery, and various other services not provided in the
basic plan.

Total social security taxes were raised by three-fourths of
1 per cent the first year of operation, and the earnings were
based on 36600, Trust funds, separate from the old age and sur-
vivors' insurance and the disability insurance trust funds, were

.

)

set up for each pl
ine Two programs are based on the principle of co-insurance.
The patient must contribute to the cost of diagnostic tests,
hospitaliization, and nursing home care during any illness. For
medical benefits, he must pay a monthly premium, plus a deduct-
ible amount and 20 per cent of the remaining costs during any
calendar year. Out-of-pocket costs for both programs may be
raised in the future to keep the program self-supporting.
Individuals entitled to insurance benefits under the act
are guaranteed the right to obtain health services from any in-
stitution, agency, or person gualified to participate in the
program if the institution, agency, or person has undertaken to
provide service. The right to such free choice has been offered
in virtually every health insurance bill before the Congress.
he act sets up a Health Insurance Benefits Advisory Council,
composed of representatives of the professions and the public, to

advise the Secretary of Health, Education, and Welfare on general



