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Mr. Stuart Eizenstat 
Carter Campaign 
Box 1976 
Atlanta, Georgia 30301 

Dear Stu: 

September 27, 1976 

There were two substantive points that came up in the first debate 
that seemed to me important for me to comment on: 

!. It seems to me unwise and inconsistent to attack Ford for the 
scheduled increases in social security contributions that have taken 
place in the past. These increases accompanied major benefit improve
ments and were a necessary part of social security advances which are 
part of the Democratic Party's tradition. Governor Carter is also on 
record as favoring increasing the maximum earnings base to add additional 
income to social security and,in the jargon of the tax economists, this 
also would increase "payroll taxes." It seems to me that social 
security financing needs to be kept 100 percent separate from tax 
policy and dealt with as a separate issue. As a separate issue, 
Governor Carter in favoring a higher wage base is making social 
security financing more progressive, is not imposing any additional 
burden on the 85 percent of earners who now have less than maximum 
social security wages, and for the 15 percent who have more,there will 
be additional benefits as well as additional contributions. I would 
be very cautious about accepting the views of some of our economist 
friends on this issue. I believe they are way out of step with the 
great bulk of the American people. Most people like social security 
and are glad to pay their fair share toward it. Unless we are prepared 
to put large amounts of general revenue into the system, which I think 
would be unwise, at least at this time, it is inconsistent to attack 
"payroll taxes." This is especially true when the Democratic Platform 
calls for financing part of the national health insurance plan, as I 
would favor, out of additional contributions from workers and employers. 

Incidentally, the terminology of"payroll tax"seems to me accurate when 
applied to the employer, but deductions from workers' earnings are 
hardly a "payroll tax." Workers don't have payrolls. ·This is just 
economic jargon. 

2. I noticed that Governor Carter in the debate did not make the 
national health insurance exception that he has been making in the 
past about the $60 billion ceiling on increased expenditures. I assume 
that this was just a decision not to debate the issue on television 
rather than a change in policy. As I've indicated earlier, a reason
ably comprehensive national health insurance plan would increase 
government expenditures,if it went into effect today, some $45 to $50 
billion, but by 1981 would be something over $70 billion .. This, of 
course, is 90 percent or so;' money which would otherwise be spent 
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.. - - �-��:!'!!'""-"''-- so that it is not a net additional cost to the 
economy, but it would be a transfer from private to public expen
ditures. There is just no way that a comprehensive national health 
insurance plan, financed through government, can be fitted into a 
$60 billion ceiling in 1981. I have written on this before. 

cordially, 

Robert M. Ball 
7217 Park Terrace Drive 
Alexandria, Virginia 22307 
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August 24, 1976 

TO: MISS MARY KING 

FROM: HELEN L. SMITS, M.D. 

RE: APRIL 16th SPEECH 

One issu�, not touched on in the speech, which I find to be of 

great concern to consumers, is that of the existing bureaucratic 
�omplexity in health insurance schemes, both public and private. 
Some health'professionals are also sensitive to the problem, 
although their complaints tend to focus more on "paperwork" than 
on the innate unreasonableness of the a·rrangements. Discussion 
of this issue would be entirely consistent with other campaign 
themes and would be asking of Blue Cross only as much as is being 
asked of HEW. 

The overall problem is one of perceived indifference--slow payment, 
great difficulty in settling a disputed claim, mountains of forms 
to fill out and sign. Some more specific issues follow: 

1. Unexpected limitations on payment 

Ambulatory ancillary fees. Almost all healthy individuals 
with Blue Cross/Blue Shield believe themselves to be better 
covered for ambulatory care than they actually are. The 
bewildering array of plans, even within Blue Cross/Blue Shield 
makes it difficult for even the most responsible physician 
to predict payment or to maximize return to the individual 
patient. As a result, large bills for ancillary services 
are often generated before it is clear whether or not they 
will be paid. 

- --.__ 
To cite a single example, some Blue Shield policies consider 
tests done within a four day period of one another to be part 
of the same evaluation and therefore subject to a single 
deductable. As a result, a brief delay in scheduling an 
X-rrty can ctouble the cost to the patient by doubling his 
deductible payments. 

, 

Physician's fees. Few consumers are aware of the large spread 
in some states between Blue Shield payments and the usual fees 
charged by most physicians. As a result, sizeable out of pocket 
payments often come as a complete surprise. 
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2. Unexpected or unreasonable exclusions 

More serious are cases where major medical expenses are 
denied retroactively despite the fact that both the 
patient and the physician or institution believed there 
was full insurance coverage. A case in point is a young 
woman �dmitted to the hospital in 1975 for elective 
surgery on a long standing chronic back condition. She 
had been admitted to the sa�e hospital in 1972 for the 
same condition; at that time she was cov�red by Blue Cross. 
She entered the hospital in 1975 with what �ppeared to be 
full Blue Cross coverage. The claim was den�ed because 
she had allowed her policy to lapse during a prolonged 
stay in England, making her subject to exclusion on the 
grounds that the condition existed before she took out 
insurance. The failure of Blue Cros·s in this instance 
to clarify to a consumer the limitation on benefits is 
not, in my experience, unusual. 

Medicare exclusions,while clearer and easier to remember, 
can be equally frustrating. This year's free flu vaccine 
only highlights the fact that last year and next year the 
high risk elderly patients will �ay for shots themselves 
because Medicare excludes coverage for immunizations , 
despite the fact that vaccination is very cost-effective 
(and life-saving) preventive medicine for many of the 
elderly. 

3. Costs of the bureaucracy 

These are difficult to evaluate exactly, but may be much 
greater than we realize. One indication about which 
consumers are particularly sensitive is. the common practice 
in many physician's offices of charging a fee in the $3.00 

to $10.00 range for filling out insurance forms. While the 
physician's time may well be charged for in a fair manner, 
consumers feel that they have already paid their insurance 
premium and are entitled to collect benefits without further 
cost. 

In an outpatient setting , detailed claims review of each 
individual test may double or triple the cost of that test 
to the physician's office and therefore to the consumer .. 
An example is the Blue Shield form to be filed on a $2.00 

urinanalysis. One cannot help but speculate that some of 
the cost savings of HMO's can be explained by the vastly 
simpler methods of record keeping and charging available 
to such a self-contained organization. 
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4. Rigidity 

From the perspective of those concerned with health policy, 
a particulaily disturbing effect of the current insurance 
structure is the ability of the carriers to effectively set 
policy by influencing patterns of medical care, usually by 
resisting needed changes in the system. 

Nurse �ractitioners and physicians assistan�s are faced, in 
many states, with reimbursement patterns which discourage 
or even prevent their practice. Payments to these professionals 
are often at a lower rate of reimbursement than payment to 
physicians for the same work. Any payment is in many instances 
so closely linked to immediate on-site supervision by a 
physician that the real benefits these new practitioners offer 
to consumers are effectively eliminated. 

Extended care facilities provide another example of the in
fluence of regulatory detail on service. One goal of the 
original Medicare legislation was to increase the use of 
these less expensive facilities; the results have been dis
couraging. One multi-hospital corporation in this city found 
that its acute beds were full when its excellent rehabilitation 
center was almost empty. Physicians, who could be reimbursed 
for daily visits to patients in the hospital but for only one 
visit per week to those in the Rehabilitation Center actively 
resisted transfer until the patients were well into convalescence. 
No utilization review program can eliminate the impact of such 
an effective disincentive to the use of extended care. 

Solutions to the problems are harder to come by than definitions. The 
elimination of some Medicare exclusions and the universal extension of 
Medicare B payments to nurse practitioners should be easy enough to 
achieve because control of Medicare already lies at the Federal level. 
The critical choice in approaching issues relating to insurance carriers 
will be whether to move for direct Federal control of insurance, at .least 
in the area .of health, or to attempt to use the incentive of National 
Health. Insurance dollars to lead to change while continuing to le.ave actual 
regulation to the States. The ·policy implications of either choice are 
complex; the decision is probably not an appropriate one for a campaign. 
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Jimmy Carter for President Campaign 
Box 1976 
Atlanta, Georgia 

near Stu: 

September 7, 1976 
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·you will remember that as the meeting with Governor Carter and the people 
from Health, Education, and Welfare was breaking up, I indicated to the .. 
Governor that it would be impossible to include·a comprehensive universal 
health insurance plan through Government within the overall limit of 
keeping total Federal expenditures.at the same percentage of. gross national 
product as is the case today. I noted that at the press conference fol
lowing our meeting he made an exception of national health insurance from 
the overall limitation. This was picked up in the AP report, The New 
York Times, and other papers. 

It seems to me very important that this exception be continued. As I 
indicated to Governor Carter at the meeting, personal health care eppen
ditures for the year ending June 1976 were in the neighborhood of $125 
billion, or between 7 and a percent of the gross national product. Of 
course, most of this is now being spent in one form or another, but only a little over $30 billion of this amount is now being spent by the Federal 
Government. Then, too, some of the services included in the figures 
should not be covered by national health insurance, but certainly for a . 
comprehensive, universal national health insurance system we would be talking 
in the neighborhood of $70 billion in new Federal money, although perhaps 
only $6 or $7 billion would be expenditures that were not already being 
made in the private sector. This is around 4 1/2 percent of GNP. 

It would be possible to cut this figure to $45 or-$50 billion in taking 
a major initial step by using substantial coinsurance and eeductibles for 
major parts of the plan, but I don't see how much less would be thought of 
as a major step toward the pledged goal. 

All in all, it seems to me we are talking about a 3 percentage increase in 
the part of the GNP going through the Federal Government if in the next four 
years we are to make a major start on national health insurance. 

I wanted to be sure this was clear to Governor Carter. At the press con
ference he turned to me and said, 11What \-rould that be, another 1 or 2 
percent of GNP?.. I said, 11At least ... What I should have said was "About 
three, at least ... 

7217 Park Terrace Drive 
Alexandria, Virginia 22307 

��� ............ >-
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Robert M. Ball 
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P.S. As I indicated-in the article I sent you published in the American 
Lung Association Bulletin the �ixon-Ford plan would support national 
health insurance off the budget by requiring employers to take out 
private insurance. I also explain in that article why I think this is 
a very bad idea and why Labor is completely opposed to it. On the 
other hand, Al Ullman sees merit in this off-budget approach. 

.. , --.�-• l'' : 
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Mr. Stuart Eizenstat 
Jimmy Carter for President 
Box 1976 
Atlanta, Georgia 

Dear ·stu: " -

Campaign 

· . · .  �· :. : ' . · . .  

August 26, 1976 

� . ; 

One area of considerable importance that we did not have time 
.to talk about when the Health, Education, and Nelfare people were 
at Plains is the subject of the care of the very old and the 
chronically ill, sometimes called-the "frail elderly." I am 
enclosing a relatively short background paper on this subject 
that I wrote for a recent Anglo-American Conference held here 
in the United States_under the· joint auspices of the Royal 
Academy of Medicine and the Institute of Medicine of the National. 
Academy of,Sciences. 

· 

This has been a greatly.neglected area in our health and welfare 
planning, and now that we have 1.9 million people over 85 years 

.of age, with the nwnber growing, it is becoming a very important 
area. If you think well of the paper, I thought you might want 
to pass it on to Governor Carter. 

Enclosure. 

' . 

Cordia.lly, 

Robert N. Ball 
7217 Park Terrace Drive 
Alexandria, Virginia 22307 
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U. S. POLICY TONARD THE ELDERLY 

Anglo-American Conference on the Care of the Elderly 

Introduction 

Robert M. Ball 
Senior Scholar 

Institute of Medicine 
- National Academy of Sciences 

May 17, 1976 

---.. _ 

__ _ ., --- -

This conference will be concerned primarily with the care of 
those among the elderly who have such physical or mental limitations 
that they need help from family, friends/ or social agencies toper;.. 
form the ordiniry tasks of daily living.· Out of a population of 23 -

million persons over 65 ·in the United States today,. they number 

- - -- . -_ .. · 

- between 3 and_ 4 million� _-About 1. 2_ million, 5 percent of the tlOPU-

1ation 65 and over, are in long-term care institutions, with about 1 
million in that uniaue American institution, the nursinq horne, typically 

_ _  a for
1
-profi� ins;:itution for, chrc:>ni

_
cally ill pa-tients ���ll

y
�i�¥s 0�v�����£� __ 

---- . ·The number who have such limitations and who are l1.v1.nq 1.n - -

their o'WI'l horr.es or with relatives is more difficult to determine, --but -
-

the approximate size of the group is clear. !n the Health Survey for 
1973, nine percent of the persons 65 and over and not living in insti
tutions classified themselves as in poor health as compared to others 
of the same age. Adding those self-classified as in poor 
health to those in intitutions gives us 14 percent, or 3.2 million 
when applied to the population 65 and over today. If-instead of this 

p · a�proach, we add to the 5 percent in"long-term care institutions the-5.2 
�rcen�he non-institutionalized persons over 65 who in 1972 were bedfast or -

homebound, and the 6.7 percent who could not leave the house without· · 
help, we get 16.9 percent, or 3.9 million of the population over 65 
today. A range of 14 percent to 17 percent as the proportion of the 
elderly who need help to perform the tasks of daily living is slightly 
larger but generally consistent with other estimates based oh earlier 
surveys. 2/ We cannot, of course, be precise. A few pecple in long-

l/ Except as otherwise noted, the data in this paper are from "Health, 
United States 1975," National Center for Health Statistics, DHE\v 
Publication No. (HRZ\.) 76-1232, and "Social and Economic Characteristics 
of the Older Population, 1974," Bureau of the Census, "Current 
Population Reports, Special Studies," Series P-23, No. 57. 

21 See the discussion in "Reflections on the- Sick Aged and the Helping 
System," Odin W. Anderson, prepared for the Conference on Social 
Policy, So,.:;iQl Ethic:.;, c.ud t:hc Aging So(.;iet.y, I·lCJ.}-' 30-June 1, 19'75, 
to be published by the Committee on Human Dev:lopment, University 
of Chicago. 
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term care -�nttitu_tion_s may not n�ed t:he degree of help 9pecified and. _ 

some not in such "I.nst"I.tuti.ons ·may be I.ncorrectly classi.fi.ed. However, I.t 
seems plausib�e that the size of the group of primary concern to this 
conference is from 3 to 4 million persons# 14 to 17 percent of the 23 
million people 65 or over in the United s·tates today. 

Federal Policy 

For good or ill, the policies of the federal government toward 
the elderly have been focussed primarily on making life better for the 
19 to 20 million elderly who are not -- at least not yet -- in the un
fortunate position of the other 3 to 4 million. u.s. policy for the 
elderly has been primarily an income policy. Our emphasis has been on 
retirement, widows' and widowers' benefits under a nearly universal 
social security system (9 out of 10 jobs are covered under social 
security), the establishment of a federal minim�� income floor for all 
the elderly under Supplemental Security Income, the promotion of private 
pension plan supplementation to sociaJ,_ security through tax incentives, 

--�nd the establishment of,J:Sareer-_-pensign� for the- military and employees 
of government at all jurisdictional levels. The idea has been that with 
adequate incomes most retired people can make their own lives. 

' Even our national heaith insurance plan for the elderly and dis
abled, Medicare, conceptually has been an extension of retirement in
surance, protecting the retiree against the cost of episodic illness 
on the rationale that such costs are unbudgetable and cannot reasonably 
be met by a regular monthly pension. The l-1edicare plan has not been 
designed to cover the cost of long-term care for the chronically ill. 
Its coverage of nursing horne_ care is only for post-hospitalization 

, for the s�me condition as tre�ted i_� .tl!e hospital, anc;l lasts for only _ 

.· 20 days wi.thout copayrnents and an aa.a.I.ti.onal 'EO days wi.th copayments. 
' f.1edicare is the primary source of payment for only about 1 percent of 

the nursing home residents who have been in a home for more than 30 
-�_days. We-have chosen to finance long-term nursing home care on a 

means-tested basis, primarily-through the state-operated,_but partly fed
erally financed program :.of--Medicaid.·-··- Medicaid and public assistance 
together-are the primary -source of f.fnancing for 60 percent of the 
nursing home residents who-have been in a home' for more than 3 0 days. 
In almost all other such long-term cases, the patient or his family 
are the primary source of f�nancing. 

In the design of Medicare, there are two exceptions to its 
orientation toward episodes of acute illness: physicians' services 
are paid for wherever performed, in· a nursing home or other long-term 
facility, as well as elsewhere, and perhaps most importantly for the 
future, Medicare fostered the development of the home health agency 
and is the major source of support for such agencies today. 

These two exceptions have worked to the very considerable benefit 
of the chronically ill. Most nursing home patients, thanks to Medicare 
and Medicaid, are visited frequently by physicians. According to the 
Nursing Home Survey of 1973-74, three-fourths of the nursing home 
patients had been visited by a physician within 2 months of the survey, 
60% within a month, even though of those who had been in the horne for 
a year or more 9 percent had not been examined by a physician for at 
least a year prior to the survey. 

· 
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The number of home health agencies approved for reimbursement 
under Medicare has increased greatly from the beginning of the program 
in 1966, going from 1,275 to 2,311 in 1970. Since 1970, the number has 
stayed about the same, with some 2,200 approved today. Of the 2,200, 
1,270 are operated by state and local health agencies, 541 are private, 
voluntary visiting nurse services, 244 are hospital based, and 187 
have a variety of sponsorship. All .of the agencies provide nursing 
care, 1,600 provide physical therapy, 1,500 home health aid services, 
480 occupational therapy, 682 -speech therapy, and 518 medical social 
serviceso ' - •._ 

It needs to be remembered that these agencies are medical agencies. 
The services are prescribed by doctors, and if-all a person needs is 
help with household tasks, or shopping, or home repairs, or transpor
tation, Medicare does not pay the bill. Thus, even in the major area 
where Medicare has supported efforts to keep the chronically ill at _ 

home and avoid institutionalization, it is limited by being a medical 
program, when what is needed is an integrated medical and social 
agency. Yet this can be changed. We do have this one nationally· 
financed program of services for the elderly in their own homes, and 
there is no logical reason why we cannot add a variety of social ser
vices for inclusion in federal reimbursement, starting perhaps with 
homemaker services. 

· 

But, as I said, the home health agency is something of-an excep
tion from the general emphasis in Medicare. The primary object of 
Medicare is to protect the elderly and disabled against the cost of 
short-term hospital stays and other costs associated with episodic 
illness, not to pay for long-term care or support services for the 
chronically ill in their own homes. 

· 

Although not designed primarily for the 3 to 4 million elderly 
people who are the focus of this conference, income provisions and 
the Medicare program are of great importance to them as well as to 
the 19-20 million elderly who can live independently. An adequate 
pension and a general health insurance program like Medicare, while 
not enough to meet the special needs of the chronically ill, will make 
it much easier for us to build special programs for the chronically 
ill in the future, particularly programs designed as an alternative 
to institutional living. So in spite of the emphasis of this con
ference on the special needs of the chronically ill, it is perhaps 
reasonable first, as general background, to address U. S. income 
policy toward the elderly. Here we can be quite optimistic. 

Income Programs for the Elderly 

The income programs of the federal government for the retired el
derly are being increasingly successful. One may say with considerable 
confidence that for those retiring in the future the great majority 
will have reasonably adequate incomes measured against their level of 
living \·lhile ,.,orking, as long as th8y do not require the special ser
vices needed by the very old and those with severe chronic disabilities. 
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The percentage of the elderly population below the government� 
defined, rock-bottom, low-income level has been more than cut in half 
in just 15 years, from 35 percent in 1959 to 16 percent in 1974. And 

the mechanism. now exists at the federal level to reduce that 16.per
cent to zero. All we have to do is raise the income standards of the 
Supplemental Security Income program to the poverty level, and poverty 
among the elderly would be abolished, at least statistically. State 
supplementation would still be required where living costs were above · 

average and to cover emergencies, or where a state wished to guarantee 
a level of living above the bare-bones standard. It would cost from 
$3 billion to $3.5 billion a year -- not at all a staggering amount as 
we return to a full-employment economy -- to raise the standard to the 
poverty level for both the elderly and the disabled. Over time, very 
gradually, the proportion of persons needing Supplemental Security 
Income under the improved standards should decline.as social security 
is improved. 

· But the arrangements that we have created to provide the elderly 
with a secure income go considerably beyond the goal of the abolition 
of poverty. Income security, after all, is not a matter for most 
people of having enough to meet a budgetary minimum defined in subsis
tence terms. Security for most means having an income which makes it 
possible for the individual to maintain a level of living near that 
attained while working. The wage replacement ratio needed to accom-

. plish this objective will differ among. retirees. Some differences 
·:between the money income ·needs of retired people and workers are 

nearly universal: for example, differences in tax treatment, the 
/·absence of expenses of working, and the ability to partly substitute 

one's own labor for purchasedgoods and services. Other differences · 
. exist for a co11siqerC!,ble proportion of· the elderly, but are __ not universal: 

for example, lower housing costs because of home ownership {77 percent 
of elderly couples own their own homes, 80 percent mortgage free), 
fewer people in a family dependent on retirement income than on the 
previous work income, and a decreased need to buy home furnishings and 
durable consumer goods. Other differences exist only for a minority 
of the retired elderly, and are, therefore, not useful in helping to 
determine a reasonable ratio of retired income to previous earnings. 
For example, for the large majority who have very little, if anything, 
in the way of earnings, it is not significant that 10 percent or so of 
elderly people work regularly and have substantial earnings. Taking 
the proper items into account, it is likely that, for most people, 
retirement income of from two-thirds to three-fourths of previous gross 
income will produce for the elderly who are in good health an ability 
to live independently at a level roughly comparable to what.they had 
attained while working. Of course, the benefits then must be kept up 
to date at least with the cost of living, as now provided by social 
security and most government career plans, but not pension plans in 
private �ndustry. 

I don • t believe there is yet· general·· awareness of how 
far we have advanced toward this goal for those now retiring and those 
who will retire in the future. Because social security benefits are 
inadequate for so many people now receiving them, and because for so 
long the amounts payable have been so low, it is no wonder that the 
public generally has not yet caught up with the fact that for those 
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who retire in the future, social security.will be a much more nearly 
adequate program than it is for those now drawing benefits. 

The ratio of social security benefits to previous earnings will 
more than anything else determine the income security of older people. 
Even in the long run, probably 40 percent of retired persons over 65 
will b� dependent on social security alone for a r�gular re�ire�ent 
income. An additional 10 percent will find that soc�al secur�ty �s not 
enough �nd will need help from the-rieeds-tested Supplemental 
Security Income prog:r;am. Another 45 percent will be getting both 
social security and retirement protection through either private 
pensions or government career plans. Perhaps 5 percent, under present 
policy, will get only a ·government career pension • .  

Since private pensions and ·government ca-reer pensions are more 
likely to supplement the social security benefits of higher-paid workers 

_than of those. with ave�age wa�es and below, it is pa:r:tic�larly impor- · .. c 
1 tant that soc�al secur�ty by �tself be adequate· to ma�nta�n pre- _ . .... . 

. vious. levels of living for -those earning low wages. . For married workers 
who work regularly under social security and work until age 65, the 
present formula now achieves this goal for both the low-wage earner and 
the worker who earns the median wage for men. For those workers re
tiring at age 65 next month who have been earning the federal minimum 
wage, a husband and wife will get about 90 percent cf the earnings in 
the year before retirement and the single worker something over 60 
percent of the earningS in the year before retirement. The dollar 

!figures are about $3,900 and $2,600 a year. 
'I 

i 

'i For a husband and wife, with the worker earning the median wage 
•for male workers, benefits will be about two-thirds of the earnings 

in the year before retirement; for the single worker, 45 percent of 
earnings in the year before retirement. The dollar figures are about 
$5,700 and $3,800 a year. 

At maximum earnings, the dollar figures are about $7,000 a year 
for the couple and $4,600 a year for the single worker, with the couple 
getting almost 50 percent, and the single worker about 33 percent of 

:earnings in the year before retirement. But it should be remembered 
· that a high proportion of those earning above the median wage will have 

1 supplementary retirement orotection and that in total their retirement 
pay for a husband and wife will also approach the two-thirds to three-
fourths level. _ 

Most importantly, the 1972 amendments provided for keeping social 
security protection up to date with wages and prices. . . 

as this 
Now, income for the retired aged in the future is not quite as _aood I 

sounds. More than half the retirees claim benefits before age 65, and 
thus get actuarially reduced benefits which, for those retiring at the 
earliest possible age of 62 are 20 percent lower than the figu�es given. 
And, if workers are out of a job, or for any reasons are not covered 
under social security for a total of more than 5 years during their 
working career, their benefits will also be less than indicated. But 
all in all, the retirement income position of the elderly in the future, 
certainly as compared with the past, looks encouraging. The biggest 
remaining r.eed is fer improved benefits for the single worker, par
ticularly single women workers, and for widows. 



In the last 10. years we have also greatly improved protection for· . 
the elderly against the cost of medical bills. Although we may be correctly 

concerned with how mucn Medicq:re has cost, from the standpoint of the 
elderly it has_done a good(job in meeting a very high proportion of the 
cost of short-term care in)general hospitals, for after the payment of 
a little over $100 as a de�uctible, the full costs of care are paid 
fQr up to a 60-day stay. tr'he major benefit improvement needed in . 
hosp

. 

ital insurance under �dic

·· ·

are is to cover without coinsurance the 
few cases where long stay{ in general hospitals, or a series of shorter 
stays within-the same " spell of illness," are required. There are not many·· 

:fses involved, but the few there are should be protected, and without the 
patient having to pay part of the cost, as is now the case. 

Protection against the cost of physician care covered under the 
supplementary medical insurance part of Medicare is mu�h less satis
factory. The retired person has to pay a monthly premium for this 
protection, there is a $60 annual deductible before any bills are 
paid by the plan, and there is 20 percent coinsurance. Actually; the 
individual may be called upon to pay much more than 20 percent, because 
a physician who wants to take .. a chance on collecting his own bills, 
rather than being reimbursed directly by Medicare, is allowed to charge 
the patient more than the fee on which Medicare reimbursement is based. 
Onder these circumstances,·. the plan pays the patient,· not the doctor, 
but the physician can bill for any amount he pleases. · Thus, many 
elderly people under Medicare are now paying not 20 percent of their 
physicians' bills after a deductible, but 30 percent or 40 percent. _ 

. The wors� of it is that the phy�ician can C1foose pa:t�ent by pat�ent and . 
·procedure by procedure. This should be changed to the Canad�an app:r;:-oach wh�ch 

requires each physician to choc;>se one way or the �ther f<;>r a�l pat�ents and 
�rocedures. In Ontario, 88 percent have chosen to be pa�d d�rectly by the pla� 

r�as 

I would also propose-that-the supplementary medical insurance 
program be combined with hospital insurance and that the combined pro
tection be financed partly by a contribution paid by the worker and 
his employer throughout his working career, and partly.by a government 
contribution. Thus, the worker would have paid-up protection for 
physician coverage in retirement,just as he does now for hospital 
coverage,without paying a premium after he is retired. This proposal 
was endorsed by the 1971 Advisory Council on Social Sec.uri ty. 

Medicare needs to be broadened to cover additional health costs. 
Prescription drugs, for example, are now covered only while an indivi
dual is in a hospital or receiving covered care in a nursing horne. 
For many elderly people with chronic illnesses, the regular drug bill -

·$30, $40 or even $50 a month, month after month -- may be a very serious 
drain on income. The cost of prescription drugs for at least chronic 
illness should be covered now. 

· 

With all their limitations, Medicare and the inco�-tested Medicaid 
programs have done much to equalize the availability of services among 
the elderly regardless of income. Between 1964 and 19 3, the rate of 
hospitalization increased by almost 40 percent for the elderly poor whic; 
and by 16 percent for the aged who were not poor. The hospitalization rate/ 
higher for the not poor in 1964 was higher for the poo·r in 1973. And in 

-

1964, the elderly poor averaged 6 physicians visits per person per year, 
as compared with 7.3 for those who were not poor. By 1973, the gnp had , 
been decreased to 6.5 for the poor and 6.9 for those who are not poor. 
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·Medicaid, as well as Medicare· has been an important program for the elderly, 
filling in for lower-income people_the coinst:rance and deductibles of Medicar( 
and supplying for the low-income elderly in rnany_states additional services 
not covered under Medicare, including those which are of particular impor
tance to the chronically ill.· As I have already indicated, Medicaid, not 
Medicare, is the major program that pays for long-term nursing care. Per;..· 
haps it should continue to be so, at least for a time. I, for one, would 
have concern about extending Medicare to cover l\�mg-terrn nursing care as a 
matter of right and without .regard to ine.orne, unless such an extension were 
to be accompanied by universally available and effective support services 
designed to keep people out of institutions. It seems to rne quite possible 
that an extension of Medicare to cover the cost of long-term nursing horne 
care might lead, under present circumstances, to over-institutionalization. 
I· can easily imagine that some of the elderly now being cared_ for. at horne 
might be transferred to nursing homes if such care were paid for under 
the contributory insurance program without regard to need. It is doubtful 
whether such a transfer on a large scale would be a net gain to elderly 
persons. 

A main difficulty with Medicaid is that its scope depends on state 
initiative and the availability of state funds, and today the level of ser
vice is being cut back in state after state. Perhaps the best thing that 
could happen with this program in the near future would be for Medicare 
to take over some of its functions by extension of coverage and by filling 
in deductibles and coinsurance for low-income people, but leaving to 
Medicaid the long-term care function, at least until we have in place com
munity services that would help provide for many a reasonable alternative to 
the nursing horne. 

But in spite of these needs for reform in the Supplernental.Security 
Income program, the cash benefit social security program and Medicare and 

Medicaid, we will do quite well even under present policy for the retired 
elderly who can continue to function independently without special help. 
Let me turn, then, to focussing narrowly on the group the rest of the con
ference will be concerned with--the 3 to 4 million who need help to perform 
the tasks of daily living. 

The Chronically Ill and the Very Old 

First of all, it'seerns to me remarkable, although perhaps only a co
incidence, that in both the U.K. and the U.S. the proportion of the elderly 
population in long-term care institutions is not strikingly different, per
haps three to four percent in the U.K. and five percent in the u.s. Yet, 
the United Kingdom has assiduously pursued a general policy of discouraging 
institutionalization and has made support services for people who remain at 
horne generally available, whereas, in the United States, I can detect no 

. general policy on this point. 

The United States has a variety of important and helpful demonstrations 
and experiments in support services,and in some places good, comprehensive 
services are available to substantial numbers of people, but except for 
horne health services under Medicare, we have not, as a matter of federal 
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policy undertaken to make·generally available the social and health ser-. 
, . .  v:ices that are intended to make it possible· for the very old and the chroni

cally ill to remain at home if they wish. In the United States, the avail
ability of meals-on-wheels, friendly visiting and telephone services, home
maker and handiman services, the provision of .out-patient mental health ser
vices, rehabilitation, counselling, transportation services, d·ay-care centers-
all support services--depend on the happenstance of where you live. More 
often than not, comprehensive services are not available. 

Yet we have only five percent of the elderly population in long-term. 
care institutions._ Perhaps in the absence of a deliberate policy of adequate 
institutional care and promoting its acceptance--for ex'ample,.as in'sweden, 
which, as Sir George Godber indicates in his paper has three times as many 
elderly in institutions as does Britain--the ·elde�ly themselves and their 
families and friends make do with what they have as long as they can, to 
some extent regardless of how much help they get from outside. Certainly in 
the United States the typically unsatisfactory nature of long-term care 
arrangements and their cost create- a strong incentive to remain at home 
if at all possible. Few families can afford the average cost of $6,000 a· 
year per person, and there is considerable reluctance on the part of many to 
turn to public assistance or Medicaid. 

This is far from an argument against making it more satisfactory to 
stay at home if that is ·one's choice,_but the fact that the proportion of 
elderly in the U.K. and the u.s. is not widely different may indicate that 
reducing the proportion of older people who are institutionalized. is very 
difficult to accomplish, particularly as the elderly population itself ages. 

".Clearly there is some irreducible minimum percentage of the population which 
-should be in long-term care·institutions; if not five percent, then four 

percent or three percent. It behooves us then not just to attack institu
tionalization, but to improve the institutions. Our need for such an improve
ment in the United States is well documented by both federal and state 
investigations. We have some good nursing homes, but we also have. many that 
are a disgrace. 

From 1963 to 1973, nursing home beds in the Unite� States more tJ:an_ 
doubled going from 569,000 beds to 1,328,000, reflect1ng the growth 1n--and 

the agi�g of--the older population, the shift fro� state and.county mental 

hospitals (between 1964 and 1973 the resident pat1ent rates 1n state and 

county mental hospitals per 100,000 persons 65 and over dropped from 805 

to 331))/ the advent of Medicaid, and perhaps to some small.extent the 

advent of Medicare. Medicare, however, has ai?prove� for ::e1mbursement.only 

3 960 skilled nursing homes to give the relat1vely 1ntens1ve post-hosp1tal 

c�re required under the Medicare program out of a total of abo�t.l�,OOO 

nursing homes (or nearly 22,000 if personal care homes and dom1c1l1ary care 

homes are included). 

Because of the 1973-74 Nursing Home Survey, we have much better infor

mation about nursing home residents than ever. before, and I must say that 

the characteristics of that population do not give one much reason.
t<;> hoi?e 

for returning large numbers of elderly nursing home r7sidents to l1v1ng 1n 

the community. It is quite possible, however, that w1th.proper sui?port . 
services a sizeable percentage might have chosen to rema1n longer 1n the1r 

own homes or in the homes of friends and relatives. 

� National Institute of Mental Health, Statistical Note 112, March 1975. 
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The percentage of those over. 65 in institutions varies greatly 
by age. Only 2.l percent of- those 65 to 74 are in institutions, and 
7.1 percent of those 75 to 84; but 19.3 percent of those 85 and over 
are in institutions, mostly nursing homes. First of all, then, 
nursing horne residents are very 6ld. Seventy-four perc�nt are 75 or 
older, and 38 percent are 85 and older. Women outnumber men in nursing 
homes 7 to 3, and 64 percent are widows; for the group over age 85, 
80 percent are widows. 

The most common primary diagnosis among the residents was har
dening of the arteries (22.5 percent), followed by ill-defined con
ditions such as "senility" and "old age" (13.6 percent), strokes 
(10.5 percent), and mental disorders (9.6 percent). Few are com

pletely blind (2.8 percent), completely deaf (1.0 percent}, or unable 
to talk (3 percent), but many have serious impairments of sight, 
hearing, and speech. Over one-fourth cannot read ordinarv orint even 

_ _  with glasses, about 30_ PE!!_<?_�_f1_t _ _  c:ar1J:10t hear conversation on an· ordinary 
telephone, and 22.8 percent have impaired spe�ch. 

About 41 percent of the nursing horne residents received intensive 
nursing care -- full bed bath, catheterization, intravenous injections, 
tube feeding, and the like� 32 percent routine nursing care such as 
enemas, blood pressure readings,. etc.; about 10 percent limited nursing -
care services such as hypodermic injections� and practically,all the_ 
rest receiv€dpersonal nursing care such as a rubdown or massage, or 
assistance in personal hygiene or eating. Few receiv�therapy ser
vices -- 15 percent recreational therapy, 10 percent physical therapy, 
and 6 percent occupational therapy. Eight percent received profes
sional counseling. 

What of the Future? 

I would like to turn now to the question of whether we can con
tinue the policy of adequate retirement income for the elderly that 
we have adopted, improve the protection where it is_needed, expand 
and improve Medicare and Medicaid, and at the same time improve-the 
general quality of institutional services for the elderly and add the 
broad range of community services needed for the non-institutionalized 
elderly who cannot live entirely independently. Have we serious prob
lems in meeting the needs of the elderly because of the growth in both 
the number and proportion of persons over 65? 

The conclusions to be drawn from the demographic facts presented 
in Professor Jeffrey's excellent paper also apply generally to the 
United States. The demography of all western industrialized countries 
is similar. We share the fact that the over-65 population is itself 
aging, increasingly female, and non-married, and the fact that an 
increasing proportion will need special care because of disabling 
conditions. 



I would add from demography only a. few points that are, perhaps, 
of special importance to the United States. While the growth of the 
population 65 and over since 1900 has been very large and quite 
steady -- rising from 3.1 million in 1900 to 23 million today, �n 
average increase of more than 30 percent every 10 years -- futufe 
growth will·not be a straight-line projection of the past. After 
1980, the rate of increase begins to drop sharply, so that it takes 
three decades for another 30 percent increase, with the population 
over 65 reaching a total of about 30 million people between 2005 and 
2010. Then, as the generation born in the post-war11baby boom"reaches 
retirement age, the numbers will shoot up from 30 million to 50 mil-. 
lion in about 20 years. And this is quite certain. _This group has 
already been born, and its size has been estimatqd on the assumption .. 
of only modest improvements in mortali�y,rates. �/ · 

By the measures of either the percent of the total population or 
the ratio of those over 65 to the population of usual working age, the 
increase in the number of elderly during the next thirty years does 
not, in itself, present substantial difficulty. As a percent of the· 
entire population, those over 65 have gone from 4.1 percent in 1900 · 

to 10.5 percent today and will rise to an expected 11.9 percent in 
2010. For every 100 persons aged 18 to 64, there were 7 above 65 in 
1900, 18 today, and there will be about 19 thirty years from now. 

Although during the next 30 years the total population over 65 
does not increase at a rate to cause concern, shifts within the over 
65 group are significant. The increasing proportion of the very old 
among the over 65 group continues the trend of the past, and the ratio 
of females to males continues to increase. 

By 2010, those over 8 0  will make up about 25 percent of those 
over 65 as compared to 20 percent today, while those. 65 through 69 
will have dropped from 36 percent to 31 percent. Later on the propor
tions will reveise as the baby-boom generation begins to reach.65 and 
increases first the proportion in the 65 through 69 age bracket. 

The comparatively few males among the.elderly is. well known, but 
the size of the sex differential is worth noting. Today in the 65 and 
over group there are 69.3 males per 100 females, and among those 75 
and over, 58 .4 males per 100 females. Thus it fol lows that elderly 
men usually live with a spouse, whereas elderly women are very often 
living alone, without the kind of support and holp that one elderly 
person can give another. The gap between the number of males and 
females will continue to widen. By 2010, it is expected that the 
ratio of males to females will have dropped to 65.5 men per 100 women 
over 65, and 51.8 over 75. 

The population figures in. this paper are from �Demographic Aspects 
of Aging and the Older Population in the United States", by Jacob 
s. Siegel with the assistance of Mark D. Herrcnbruck, Donald s. 
Akers, Jeffrey s. Passel, Bureau of the Censu::.;, "Current Population 
Reports, Special Studies," Series P�23, No. 59. May, 1976. 
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Although the changes are not major, overall, up to about 2005 or 
2010, beginning then we will have over the next 20 years this one-time, 
tremendous increase in the total number over 65,-followed by a leveling 
off in the number of the elderly as we approach a relatively stationary 
population. By 2030, assuming a continuation of fertility rates that 
do not exceed the replace�ent rate of 2.1 children per.woman, the so· · 

million people over 65 will probably be at least 17 percent of th� 
total population, and there will be around 30 people in this age 
group (as compared with 19 in 2010) for every 100 persons in the age 
group_l8 to 64. 

The sudden jump in the ratio of those over 65 to those of usual 
working age could have a serious impact on the relative cost of caring 
for the elderly, since the support of those who are retired must come 
from the goods and services produced by those at work. There are some 
mitigating factors: the lower fertility rates that produce the problem 
in the first place will mean that there are fewer children to support, 
so that the total number of non-workers -- the elderly plus children -
will be about the same proportion of the 18-64 age group as today, and 
then, too, with fewer children,· a higher proportion of women will work, 
so that more people in the 18-64 age group will be producers� But_ I 
would not want to count on these factors to completely offset the 
sudden growth in the proportion of the elderly. Fewer children might 
make it possible for the working.population to do more for the elderly, 
but they might not want to. They might want more for themselves while 
at work and for their children even if there are fewer of them. 

I believe, if we want to continue retirement plans that replace 
wages to the extent we have.promised, improve health insurance and 
long-term institutional care for the elderly, and add the services 
needed to allow people to be cared for outside institutions if they 
prefer, we had better give high priority over the next thirty years 
before the crunch comes to reversing the trend toward earlier and 
earlier retirement. 

It is one thing to be abie to -support such programs under con
ditions of a major increase �I1- the pop.ulation over. 65. if most people 
work up to 65 or later. It 1s someth1ng else aga1n 1f people 
generally stop working at 60 or younger. 

I believe older people would welcome increased employment oppor
tunities,, and, if we pursue a policy of full employment, such oppor
tunities should become available as the 18 to 64 age group stops 
growing, under conditions of zero population growth, while the number 
of the elderly greatly increases. What we need to avoid is acceptance 

,of the notion that people ought to stop work at 65 or earlier. As a 
society we need to avoid extending compulsory retirement age policies 
and making retirement benefits available at earlier and earlier ages. 
We need, instead, to be in a position to respond to the need for more 
older workers that is very likely to develop in the next century. 
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Taking all this into account, •. what should our national policy be 
toward the chronically ill and the very old? How can we organize to 
provide the combined.social and health services to make it possible 
for people to function in their own homes as long as they can and 
wish to? How do we organize to support residential centers for those 
who would choose this arrangement in later life? And how do we pro
tect the individuality, humanity, independence, and dignity of those 
who have no other recourse but prolonged institutionalization? 

It is not my task at this conference to answer these questions 
but rather to pla'ce the problem of the chronically ill and the very 

·old in the larger context of our policy toward the elderly in general, 
and to highlight the neglect. I will say, though, that it is past 
time that we made these questions a matter of central concern. 

Whatever we propose to do that is generally effective will cost 
money. And to do it well, on a national basis, may cost lots of money, 
easily, I would say, in the.neighborhood of $6 billion to $7 billion. 
It has become fashionable today to point out that problems are not 
solved by "throwing money at them," but I submit that they are not 
solved without money -- the wise and judicious .. use of money. 

A final question: Will the increasing drain on resources 
necessary for adequate care of those of advanced age and with chronic 
illnesses lead to tension among the generations? Will the middle-aged 
and the young resent the cost needed for the care of the very old? 
Perhaps, but perhaps not. No one stays young, or even middle-aged. 
We are all moving in the same direction. Life is a continuum, and a 
cross-section analysis, so often �een in economics, pitting the wage 
earner against the retired elderly �s not a very useful abstraction. 
Planning social arrangements like pensions and the care of the very . 
old and chronically ill ar�_of great importance to all of us, not only 
because such arrangeme_nts ·help re]ieve us of an immediate burden of caring 
for relatives that can become overwhelming for an individual family, but _ __ _ 

because such institutions shape:our own future. There is no real dichotomy of in-
erest between the wage earner andthe elderly retired. The issue is how 

much should be given up ,in earlier life to provide for l�ter life, not 
only for someone else, but in support of social arrangements that we 
will want for ourselves/if we survive to become a part �f the group 

.that needs special care. 

. '--· 

�,��·��-------.. -- -------- ---------------- ---..-----·-------------··-----
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SUBJECT: Controlling Health Care Costs and Improving s,ystem· Performance 

As requested, I am preparing a background paper on "Controlling Health 
Care Costs and Improving System Perf:>rmance.11 This paper will cover: 

(1) 

(2) 

: 
. 
(3) 

trenda in health care costs in the Jast ten years and underlying causes; 

future predictions of health care costs in the absence of fundamental 
systems change; ' 

alternative suggested approaches to controlling costs (reinstitution _ . . 
of ·wage and price controls, .restricted payments for Medicare and 
Medicaid beneficiaries, utilization and capital expenditure controls) 
with an analysis of why these approaches.are li� ely to be ineffective 
and/or undesirable; and . - . 

(4) recommendations for changing the health care system. 

These recommendations are based on the premise that future control over 
the total health care bill can best be achieved by: 

(1) keeping people out of institutional facilities such as hospitals and 
nursing homes, wherever possible; 

(2) promoting salaried physician practice and gradual elimination of the 
fee.-for-service system; 

·(3) shifting the composition of health personnel from more specialized to 
·:·· . _less specialized personnel; .. 

. ·(4) making the health system more responsive to patients at the local level 
through promotion of smaller units of primary health deliver�, 
geographically dispersed, nonprofit in character with strong community 
control, a mechanism for channeling patients to higher levels of · specialized care when necessary, and heavy emphasis upon patient 
education, self-help activities, and primary health services. 

These recommendations are likely to encoQ�ter strpng opposition from those 
forces w hich are currently responsible for spirally health care costs. Implementation 
of these recommendations will re·qu ire 

·
coordinated, extensive, dedicated efforts, 

but they hold out the promise of a better health system which Viill improve the 
state of the nation's health, make the system more responsive to people, and 
yield substantial savings in health care bills. Specific reco��endations include 
the following: 

Refor:n reimbursement and E�dministreUve practices of Yedicare and �.1edicaid. 

(1) Convert reimbursement of hospital-based physicians to a reasonable. 
salary basis (as does the Talmadge bill). \ • 

I 
I 



·. 

• ._ ... 

: . . 

(2) Make physicians economically neutral with regard to ordering' 
laboratory tests, X-rays, C-T scans, other tests, writing 
prescriptions, giving injections, or referring patients to 
specialists by: · · 

a. Replacing physician fees for these ancillary services with 
flat payments per patient visit or per episode of illness. 

b. ·Prohibiting physicians from benefitting financially from 
relationships with independent organizations or personnel 

· providing these services. 
. · .. · 

-2-

. . 
· 
(3) Require all physicians and other health providers to complete 

·participation agreements, accepting allowable charges as payment 
in full, in order for services to be covered by the program • 

.· · . .  

. - : ·. ·:· (4) Establish a process for rescinding the eligibility of any 
providers discriminating among patients on economic or racial/ 

=ethnic grounds, using unscrupulous tactics, engaging in fraud, 
··or providing inferior care. . .· � . . . . . 

-
Experiment with flat payment to physicians for services to 
hospitalized patients based on discharge diagnosis. _. - . 

:·. '· .: 

• . . . : (6) Equalize fees of physicians in urban and rural areas. . . -_ 

. , . 
,. . ---�-

.. 

_(7) 

(8) 

. ' : 
Equalize Medicare and Medicaid physician fees • 

Equalize primar,y care physician fees and specialist fees for the 
same services. 

(9) Reduce physician fees for all services provided in hospitals and 
nursing homes. 

• .  

(10) Extend Medicare and Medicaid coverage to primary practitioner 
services (those provided by certified nurse practitioners or 
physician assistants) when provided in nonprofit, community
controlled, primary health centers in which pri.:�ary practitioners 

.· are employed on a reasonable salary basis • 

'· . · (11) Recognize all nonprofit 1 community-controlled ambulatory health 
centers employing physicians, primary practitioners, and other 

.health professionals on a salary basis as participating providers 
· with separate cost reimbursement or capitation payments. 

. . -. 

(12) Experiment with "efficiency-bonus" reimbursement schemes for hospitals · 
in which medical staff and h9spital employees would receive bonuses 
if. hospital costs were kept under a .target level. 

(13) Move toward the elimination of depreciation expenses as a reimbursable 
expense for hospitals and nursing homes with adequate provisions for 
capital grants for modernization or expansion through planning agencies • 

.(14) Eliminate for-profit organizations as eligible providers of services. 
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(15) 

(16) . . 
· . _ ... . ... 

. · ·- . 

. .  ' '• . · '. 
(17) 

. . • . . ·· .... . _ 
·, . . 

-
: 
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Reimburse· nursing home services at reasonable cost, (and if for
profit '\lomes are -retained) with no differential for profits or 
return to equity. _ ... __ 

Establish utilization review procedures for nursing homes and 
promote alternatives to institutionalization such as nonprofit· 
home health services. . . . . 

· . . . •, -- _ ... 

Establish fraud and abuse monitoring systems targeted on selected 
known problems such as high incomes earned by some physicians, 
overprescribi� of certain drugs, resell of transferable items, 
'injections in physicians' offices, and hearing aids and dentures 
in nursing homes • 

Require second opinions on all non-emergency surger,r • 
::;-:. __ . . 

Foster the Development of Primary Health Centers and Training of Primary Health Worker� 

Provide development funds for the establishment of nonprofit, 
. . ··>. ·.' . .. .· .. community-controlled nrimary health centers throughout the U.S. . . -�� 

Centers should be staffed with salaried primary practitioners 
_ , . _ _ (nurse practitioners or physician assistants), a full-time or 

- ·-. · .  : ' . . : . -�. . .. / . part-time primary physician depending on the size of the patient 
,· population and location of center, and community he a 1 th workers 

•' . · - - ; . ··. ·. ·  .. :-. selected by the commtLY'lity to receive training in health education, 
· · 

.·
· ···.first aid, nutri tiona 1 counseling, advice to young mothers in 

. · · · 
�· : /--prena.tal care and care of infants, identification of and technical ., 

. .  ·. :,_·.:·'assistance for eliminating environmental health hazards in the home 
· · 

·. -' · · _ . or community, home health services, and other basic health services 
:··.; '/ · ·:; .·:·: which can be provided by community health workers under the super-· 

� :: :" .. · .:.· vision of primary practitioners. 
. �--. -· :. . . . 

. . . �- :- .. : .' (2) Provide training funds for community health workers and primary 
practitioners (nurse practitioners or physician assistants) with 

... 

... training centers located in or near underserved areas. Provide 
. .  ··� . stipends for students selected by local communi ties or community-

,. / controlled primary health cen"t.ers to receive training in exchange 
for a commitment to serve in the area at the completion of training. 

:--·-:-• . .. · . _· . ... . 

. ... 

(3) Provide start-up support for nonprofit, community-controlled groun 
health pr actices with two or more primary care physicians employed 
on a reasonable salary basis, primary practitioners, community
health workers, and other supporting workers for larger communities 
to serve as sources of referral for patients who can not be · 

adequately treated at a primary health center • 

'(4) Expand the neighborhood health center program to fund additional 
centers in high poverty areas and areas with serious health problems. 
Establish adequate reimbursement methods for centers from governmental 
funding programs. 

. ) 
(5) Provide scholarship support for disadvantnged persons to counter the 

. low proportion of physicians and other health providers currently 
choosing to practice in underserved ·areas. 

-- ----��-:""::"':::-:__-.. '""-
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(6) Make more. vigorous affirmative action efforts in the National 
Health Service C�s and other governmental health programs. 

Implement National Health Insurance Program 

· , 

·
. •··. · 

._ .. ' 
.. :-: . 

--.

. 
- :  , ·  

.
. . 

'· 

(1) Incorporate the reimbursement and administrative reforms outlined 
above and a health resources development fund in a national health 
insurance plan taking full advantage of the potential of a 
universal financi�� system to discourage instit utional care, 
move away from the fee-for-service practice of medicine, make 
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Dr. Antonio M. Gotto 
Baylor COllege of Medicine 
�thodist Hospital 
Mailing. Station B-202 
Houston, TeXas 77030 

Dear Dr. Gotto: 

Sept:etri:lez: 3 I 1916 

'1hank you for your offer of help. I am pleased to h� you on 
our Health Policy Task Foroe. 

·�·· 

I lookdfo:rward to your paper on bianedical :researdl. A focUs 
on curi:'ent pa:i>lems and on areas in which better. administration 
and a revised. perspective an responSive research �d prod\lCe improved 
and less oostly methodology 

·
ana delivery of care Would be very helpful. 

As I nentioned- during our oonversation yesterday,· any other ideas 
or. problem areas to wh.i,.ch you wish to. call our attention would be 
greatly appreciated. · 

. '!hanks again for your help and support. 

Sincerely, "- . 

BOb llavely .... �\. . . Health Issues OJordinator 
National Issues and Policies· 

Encl: National Health 
l"'licy Statenent 

.I 
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TO: 

FROM: 

DATE: 

v;;OB HAVELY 
JOE LEVIN 

Tom Joe 

September 24, 1976 

HENORANDUN. 

The attached brief attack on SSI administration was done upon my 
request by a person working in the SSI program. Although I do not necessarily 
agree with all of his recommendations, I do believe that Carter will have to 
deal with it if he is elected, and could get some good political press on the 
subject of "cleaning up the SSI management mess." Enumerable editorials have 
been written about the complete breakdown of this program. I hope you 
understand that I personally played a major role in the development of this 
legislation and that virtually all the Democrats still support this new 
program, which we all feel does move in the right direction, both policy-wise 
as well as administratively. Nonetheless, major criticisms can be and ought 
to b e  made about how this program is presently being managed. 
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SSI Simplification and Improvements 

The SSI program was created to provide income assist�ce to older Americans, 
the disabled, and the blind who have inadequate income and savings. SSI 
was intended to: 

Eliminate the attacks on the dignity of the aged and disabled 
poor such as detailed investigations of personal living habits, 
expenses, and arrangements; and 

Administer income assistance in a simplified, efficient way, as 
much as possible like social security benefits. 

Unfortunately for the millions of needy disabled, blind, and aged, SSI 
has not met these goals. SSI needs major changes, both to correct 
problems in the law that this Administration has refused to deal with, and 
to correct problems that this Administration has created itself by the 
halfhearted and inefficient way it has handled SSI. 

SSI penalizes people for living with their relatives or with friends. It 
cuts payments by one-third. Federal programs should not discourage people 
from living with their families. And Federal programs should not pry into 
people's living arrangements anymore than they have to. Except where 
Medicaid is paying all of a person's room and board, SSI should pay the 
aged and disabled regardless of their living arrangements. This will also 
simplify SSI administration. 

In many States some of the worst problems with the old programs continue 
in State supplement programs that pry needlessly into personal matters and 
are so complicated to administer that the Federal Government makes constant 
errors and neither the Government, nor the State, �o� the individuals know 
what the right payment amount is. SSI State supplements should be under
standable to the needy recipient and no more complicated to administer than 
SSI itself. It doesn't make sense to have a simplified Federal program 
only to cancel out all its advantages by having the Federal Government 
administer a State supplement that is almost as complicated as the old, 
abandoned programs.· We can save money wasted through errors and inefficiency 
and use it to help those who need and deserve help. 

The Federal Government should encourage the States to supplement SSI by 
paying 55 percent of the cost of the supplements they're now paying and 
the same share when the State increases the supplement for cost of living 
when SSI is increased. 

The.disabled under SSI sometimes have to wait months to get help. In many 
cases they wait longer now under a Federal program that was supposed 
to improve efficiency than they waited under the old State programs. SSI 

.. 



should use a simplified disability procedure, basing payments on a 
person's need and a statement from his or her doctor that he suffers 
from a condition listed as disabling. 

2 

Another area where SSI has failed to go far enough in simplifying is in 
treatment of earnings and other inco�e. The rules are so complex the 
Federal Government makes many errors in trying to apply them and people 
who get help can hardly understand them. SSI should have a single, simple 
rule: one-half of all earnings or income would be counted, the other 
half disregarded. This will encourage those who can to work, and reward 
those who have worked in the past and earned social security benefits. 
People who are getting help because they are disabled should be allowed 
3 months during which they can work and their earnings won't count against 
their SSI payment. This \·.'ill encourage those who can return to work to do 
so. Under SSI now, if a landlord lets an SSI recipient pay less rent than 
other tenants, the- SSI payment is cut by the same amount. This is foolish 
and should be stopped. A Federal program should not discourage people from 
helping each other. 

Many other smaller improvements and simplifications can be made in SSI 
that will make it fairer and easier to administer. For example, savings 
and other spendable resources can be limited to the annual SSI payment 
amount so that the limit will automatically increase when the payments 
increase. A person's home, one car, and personal effects can be 
disregarded. The Federal Government can pay part of a State's administrative 
costs if it wants to handle its own SSI supplement program instead of 
using SSI rules. 



Mr. Stuart Eizenstat 
Carter Campaign 
Box 1976 

Atlanta, Georgia 30301 

Dear Stu: 

September 27, 1976 

As you may or may not know, the Institute of Medicine of the 
National Academy of Sciences where I am located, put out a 
very interesting .study in May of 1975 on "Legalized Abortion 
and the Public Health." If you think well of the enclosed 
summary and conclusions you might want to pass it on to 
Governor Carter if he has not seen it. 

I thought it might give additional weight to his position 
that abortion is not a matter for legislation, but a matter of 
personal morality. For those who seek abortions, whether they 

,�H. 

are legal or not, the health risk of illegal abortion is obviously 
much, much greater. I would be glad to get you the full study, 
which is quite interesting, if you have any interest in it. 

Enclosure 

7217 Park Terrace Drive 
Alexandria, Va. 22307 

Cordially, 

Robert M. Ball 
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INSTITUTE OF MEDICINE 

REPORT OF A STUDY 

Legalized 
Abortion 
and the 
Public Health 
SUMMARY AND 

CONCLUSIONS 

MAY 1975 

NATIONAL ACADEMY OF SCIENCES WASHINGTON, D.C. 

Jimmy Carter Presidential Library
Sticky Note
To view this document in its entirety, please contact the Jimmy Carter Presidential Library
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Denrett Gccpl 
Mea� Services 

407 N Street. SW 
Wosh1ngton. DC 20024 

202/484-3344 

October 22, 1976 

Mr. Robert Haveley 
Issue Staff 

Carter Mondale Headquarters 
Box 1976 

Atlanta, Georgia 30301 

Dear Mr. Have I ey: 

At the request of George Goodwin, we are enclosing 
a copy of Ed Wi lsmann's testimony before the Counci I 
on Wage & Price Stabi I ity. This may be extremely 
helpful in your health pol icy issues. 

BVB:sg 
Enclosure 

. Bennett 



LeRoy A. Pesch, M.D. 

70 East Cedar Street 

Chicago, Illinois 60611 

Mr. Bob Havely 
Issues Staff 
Carter Presidential Campaign 
P.O. Box 1976 

Atlanta, Georgia 30301 

Dear Bob: 

Since receiving a copy of Governor Carter's speech before the Student National 
Medical Association in Washington, I have given considerable thought to the 
text of the speech and how my own analysis of it would be most helpful to the 
Governor. I have decided to be critical and, I hope

'
, thought-provoking. I have 

decided to take this tack because I believe the substance of the speech to be weak. 
One which does not form an effective basis for the construction of a substantive 
program to achieve the goals and objectives which the Governor has espoused. 
Political speeches are frequently not substantive, but if the Governor is to provide 
effective leadership as President, his approach to central issues has to be specific. 

With that introduction, let me begin by stating emphatically that I believe a federal 
program of National Health Insurance which guarantees comprehensive services 
to every American should be a goal of the Carter administration. However, because 
of the complexity of the existing health programs in this country and the many 
definitions of National Health Insurance, the likelihood that National Health Insurance 
could become a national health catastrophy is a very real possibility. Therefore, 
the construction of the administration's position in this vital area must be carefully 
conceived and planned so that further chaos and financial prodigality do not 
occur. 

With this in mind, the concept of the program and its implementation must be 
directed at the primary problems preventing this country from achieving the 
goal of comprehensive medical care, even though massive amounts of public 
money are now being expended in that effort. At the risk of being overly simplistic, 
I would like to derive those primary problems and outline what I feel must be 
the strategy for an effective solution to them. I do this being fully alive to the 
fact that a few brief paragraphs cannot touch on all of the factors involved. 
But I believe my brief analysis can be amply documented by data available from 
the historical evolution of medical care in this country, the government's relationship 
to it, and the plethora of critiCism leveled at the system today. Mr. Carter's 
speech itself is an example of the latter . 
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Problem #1: The Passive Role of Government 

The lack of major health legislation as a part of the Social Security Act of 1935 

was a failure on the part of government to anticipate the forces that would work 
over the next four decades to create political acceptability for some form of National 
Health Insurance . The subsequent piecemeal approach by government to providing 
for the health needs of Americans through program implementation rather than 
planning, created a national policy of income support rather than one guaranteeing 
the provision of comprehensive services and set the pattern for the major inflationary 
factor in the health care system, i. e. , the infusion of large amounts of money 
into a disorganized, inefficient, and uncontrolled system. The constant effort 
by the federal government to purchase services through categorically created 
agencies has created a system of welfare medicine for this country, wherein 
direct or indirect cash payments are made to the poor, the elderly, and other 
"unamerican" elements of our society for the purpose of securing medical care. 
In essence, these programs are the product of our corporate, capitalistic conscience 
continuing to provide the dole for people who cannot by reason of some disadvantage, 
compete successfully enough in our free enterprise system to achieve a decent 
quality of life. Because the professions and institutions of our health care system 
perceive the government's role as supporting a welfare system of medicine, a 
set of second-class welfare standards have been established by those professions 
and institutions for the provision of care to people entitled to federal medical 
aid programs . When the Medicaid amendments attempted to ensure certain services 
and not just provide financial subsidies for care, the central authority of the 
federal government had been diluted further by delegation of responsibility for 
Medicaid program administration to the states and further inequality in the level 
of care resulted, primarily because of the notch effect of arbitrarily determinined 
eligibility. In fact, arbitrarily determined eligibility has created an additional 
gap in care accessibility - a new class of medical indigence - the low income 
worker. Thus, the passive governmental role to date has intensified the inequities 
of our medical care system - at least as it is perceived by the public. 

PROBLEM #2. The lack of clear National policies and planning at the federal 
level has led to the establishment of a medical care and educational model. which 
has not been effectively implemented. This has led to the perception of a medical 
care system that is unresponsive to the needs of our people. 

The categorical programatic support by the federal government for research 
and educational development, in large measure since the second world war, 
has resulted in the establishment of scientific and technological advances, as 
well as a specialized source of professional manpower capable of delivery of 
an extraordinarily high quality of medical care. Scientific advances have in 

addition, eliminated significant amounts of illness in our society, resulting in 
an immeasurable benefit to the American people. However, because of the absence 
of policies and planning, the delivery system has thus far been unable to couple 
these benefits and advances with an effective delivery system. Rather,· the professional, 
institutional, and private financing mechanisms of the medical care system have 
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created an effective monopoly whereby selective distribution policies have emerged 
by default under the influence of self-interest motives of the professions, institutions, 
and financing interests of the private sector. In fact, the major medical centers 
of this country and their trade associations have emerged as the most powerful 
force directing national �ealth policy. This has occurred because of the corporate 
monopoly , this union between the professional and the institution where he practices 
has upon resource distribution. Thus, the bulk of federal, state and private 
financing resources has been guided by these self-serving policies into the creation 
of an inpatient, in-hospital, illness-oriented medical care service delivery system. 
Furthermore, the monopoly has excluded effective development of countervailing 
forces or incentives to create a more cost-effective or efficient service delivery 
system by these institutions. In fact, the system breeds professional and institutional 
greed and competition which perpetuates institutional disorganization and has 
prevented an effective response by these same institutions to attempts by the 
federal government to impose plans for regionalization of medical services or -

comprehensive health planning. Furthermore, the warfare for subsidies available 
under governmental categorical program support has contributed to the haphazard 
mechanism for reimbursement of costs as the professions and institutions continue 
to feed their insatiable egos and a:r:rogance through acquisition of products of 
technology and application of professional procedures which have not been demonstrated 
to be in any way cost effective or of benefit to society. The extremely high cost 
of providing needed medical care in this system has diverted resources into 
the coffers of unscrupulous professionals and business men by fraudulent exploitation 
of the poor. The net result of these factors has led to the perception by the public 
of a medical care system which is incapable of responding to legitimate needs 
of the consumer. As these cost increases have virtually bankrupt the system, 
we find ourselves at the point where investigative bodies are seeking to identify 
villains in this scheme, redressment is being sought in the courts, (i.e. , the 
malpractice problem and the investigation of Medicaid) , the attitude of the state 
legislatures and the Congress is to enact restrictive legislation, and the previous 
administration set about to dramatically slash federal categorical programs where 
abuse appeared to be rampant. 

Problem #3. The mechanism for financing the present system has made it virtually 
impossible to determine cost or fair market value of the services provided to 
the consumer because the contract between th,e payers and providers condones 
a system of provider subsidies for program costs unrelated to service delivery. 

The policy for reimbursement of providers which has espoused reimbursement 
for "reasonable costs" has allowed practitioners and institutions to determine 
the magnitude of the bill for medical care in this country with little regard for 
accountability. As a result, duplication of charges, payrolling, and double 
and triple reimbursement for services rendered is the rule, rather than the exception. 
For the professional or institution willing to undertake serious and honest cost 
finding and cost allocation, there has been the disincentive of risk of losing his 
share of providers 1 subsidies. For institutions engaged in research and education, 
the risk has been one of losing resources to support these vital non-reimbursable 
activities. These factors hav� led to mass confusion as to what it would actually 
cost to finance a program of comprehensive health care benefits for all Americans. 
However, the magnitude of provider subsidies can be estimated at between 20 
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and 30 percent of the total expenditures for health at the present time. Justification 

of these subsidies has created a game playing attitude by the providers which 

has allowed for the construction of a cost reporting mechanism analagous to expense 

account padding. The existence of this system and the provider interest in perpetuating 

it has been a principal deterent to effective cost estimating for any mandatory 

system of service delivery under consideration by the Congress. 

In developing these problems, I have not attempted to catalog a laundry list of 
difficulties facing the health delivery system. Rather, I have attempted to delineate 

what I feel to be the primary problems facing any idealistic plan to provide universal 
high quality medical service to the American people. Other problems must be 

faced in the process, but they are, for the most part, derivatives of these three 

primary issues. Let me then, address the strategy for the solution through the 

enactment and implementation of National Health Insurance . 

. The Strategy for Solution: 

I do not believe that the present situation in this country is one which mandates 

either government take-over or government operation of the health care system . 

This conclusion is based on the assumption that institutions in the system are 

still professionally and financially viable and are still capable of a response 

to new direction and initiatives within existing resource allocations . Inherent 
in this assumption is the belief that major new financial resources are neither 

needed nor desirable in the initial stages of revamping the present system. 

However, if new financial resources are not used as leverage on the system, 

then that leverage must be established in a different manner. Radical change, 
therefore, must occur in terms of government policy, legislative authority, and regulation 

and governance of the system. 

Such a change in the stance of government with respect to this major industry cannot 

be achieved in a piece-meal program of additions or minor changes in existing 

programs or activities. It must be achieved through a major new legislative program 
under the leadership of the administration. National Health Insurance can be that 

vehicle for bringing about the needed change, but only if it avoids the primary 
responsibility for running the system. 

In seeking the legislative initiative and authority to establish a program of National 

Health Insurance, a clearly articulated national health policy must be established 
creating manda�ory eligibility for all Americans to receive a comprehensive set 

of medical services and health benefits. This is necessary in order to do away 

once and for all with the concept that government has established a welfare medical 

system and that its interest is in achievement of second-class medicine for specific 
population groups within our society. 

The implications of moving toward this objective are monumental. For government 

it means a shift from categorical program support to a program of comprehensive 

medical services and health benefits for the entire population. To achieve this 

goal two primary commitments are required. First, a total reorganization of government 
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activities related to medical and health care and second, the commitment from all 
elements of the existing system to work with a reorganized government in achieving 
those services and benefits. 

The first can be achieved by reorganization within government and this has been 
a clearly stated objective of Mr. Carter. The second requires establishment of 
additional roles for government and must also be put in place. Government must 
shift from a passive role of relative non-interference to one which establishes clear 
authority and clout to change the organization and governance of the existing system 
to one which creates efficient management of resources and directs the provision 
of services where they are needed. This centering of authority in the federal 
government must occur if the current provider monopoly is to be changed. The 
key to effective centering of authority of this magnitude is the linkage of directive 
authorities and policies to the mechanism of financing. 

Therefore, the correlative priority of government must be to establish a rational 
mechanism of financing wherein an appropriate mix of public and private funds 
can be so allocated as to secure medical services and health benefits at their true 
cost. At the same time, the financing mechanism must recognize the need for financial 
support of capital needs, research, educational and future system development. 
In short, the program of financing must be as comprehensive as the services provided. 

The source of revenues is not as important as how they are allocated. Therefore, 
the question of financing through a tax base, general revenues, or employer and 

employee contributions is premature until the expense of operating an efficient 
and effective system is established or confidently estimated. Establishment of 
true cost depends upon the cooperation of the professions and institutions in the 
current system. I believe that serious consideration should be given, therefore, 
to a policy of financing government's portion of the system through a policy of 
last dollar support, rather than first dollar support, and the abolishment of the 
intermediary mechanism and insurance indemnification against the risk of illness . 
These later mechanisms have only established a non-cost related or determined 
pool of resources for distribution in the system and have skewed and inflated the 
cost of operating the present system. However, the last dollar mechanism has 
the advantage of providing the institutional stability, without threat, which will 
be necessary in order to bring about effective organization and governance of 
the system and responsive participation in the establishment of cost benefit resource 
allocation to the meaningful needs of our society. The current demand for financial 
resources is being driven by technology and the insatiable greed of the provider 
monopoly, and has little relationship to the true requirement for resources necessary 
to maintain and develop a rational system of health care responsive to needs of 
people. The provider segment of the system must have an incentive to admit that 
they can do more for less. That incentive can be established best by a policy 
of last dollar support from government resources. 

Finally, the system must be accountable both from a fiscal and quality standpoint 

to the public being served. The role of government in this regard should be regulation 
of the industry and assurance that it operates in the public interest. But the responsibility 
for financial and professional accountability should be established in a way that 

audits of professional and fiscal affairs can be represented creditably to the public. 
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Therefore, the fiscal and professional auditing responsibility must rest with a 
system established outside of government and the system. It is in this area that 
public participation can effectively monitor the implementation of science, technology, 
and education as advances are made either in the elimination of disease or improvements 
in health. Furthermore, professional participation in this process with respect 
to the setting of standards will provide ethical goals against which the performance 
of the system can be measured. For example, in the professional area, specialty 
and licensing boards, together with academic societies of the profession would 
set standards. Institutions where professionals practice would monitor the performance 
of its staff members by maintaining records of the care they deliver and independent 
audit boards would assess performance by comparing the two, that is, by comparing 
the record of performance against the established standards. New technology or 
therapeutic drugs and devices would be thoroughly evaluated before becoming 
part of the standards of professional care. Educational institutions would have 
the responsibility for certification currently called licensure, so that educational 
programs would have to be responsive to professional needs of the system. Government 
funding would not be available to those institutions, professionals, or medical 
schools wishing to stay outside the mainstream of responding to public need. 

Such a system does not exist anywhere in the world, but is one which I believe 
can be established in this country and we should accept no less. It is a system 
which would provide comprehensive care to all Americans through its organization, 
would provide uniform quality of care at guaranteed high professional standards 
through regulation and would guarantee access to that care through its governance. 
If properly financed, such care can be attained economically and efficiently as 
well. 

' 

In addition to my comments regarding National Health Insurance, you also asked 
me to comment on programs relating to our rural and occupational health needs. 
I am presently in the process of putting my thoughts together in. these two areas 
and will forward them to you shortly. 

LAP: rs 
c . c . Governor Jimmy Carter 
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LeRoy Allen Pesch,M.fil 
70 EAST CEDAR STREET 

CHICAGO, ILLINOIS 60611 

March 17, 1976 

The Honorable Jimmy Carter 
Plains, Georgia 

Dear Jimmy: 

Congratulations on a great victory in Illinois! I am confident 
that it will be just as great a victory in November and I am proud 
to have been able to contribute in some small way to your success 
to date. I will, of course, continue to provide financial support 
to the extent allowed by law, as well as to encourage others 
to do likewise . 

My purpose in writing, however, is to offer support of another 
sort. When we talked early in your campaign, we discussed 
the need to bring about radical change in certain domestic programs 
of the federal government, especially in the health care field. 
As of the end of January I have resigned my position as President ). of Michael Reese Medical Center in order to devote a major portion 

. of my time to developing and implementing those needed changes 
, on a broader scale. I wo like ver much to have an opportunity 

'11 J)}'"IJJ t�t!LY-Q..l!.illl,<;,Ly:ou 
.. L.§I.taft�!,,!>�}�cY�J.9 .. "JLt -Et,4��" !Tis 

lJ" 
if!_J.h!L.e.:r&€!e ... QL!!l�.digfi.L�uu:�.,5H:l�tJ:t��<lm_�c'�-�l.Y�F�� .. ,cieJiy�_:r,y...,�9 
tO&_ p SOP!!=: of. t��,E.�tiOf! .. �!lf!..�!Jse£�,.,�-t;:gt§gy�_.§Q.lti_:g,g 
them. Lbelieve my ideas are in keeping with your own and 
can be of help to you as you approach the responsibilities of 
the Presidency. If you have an interest in exploring this further, 
please contact me through my office in Chicago (312 791-3362) 
and I will be happy to meet with you and your staff at any time. 
Meanwhile, this letter comes with my very best wishes for every 
continued success. I believe you will be a great leader. 

Sincerely yours, 



.. 
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April 10, 1976 

To LeRoy Allen Pesch 

I deeply appreciate your commitment to my campaign . 
Your continuing advice and support mean a great deal 
to me. 

I appreciate your offer to help develop a health 
care program, and look forward to the opportunity 
of discussing this with you persor.ally. In the mean
time I have asked Steve Stark on my Issues Staff to 
contact you. 

I will do my best to deserve your confidence . 

JC:mmc 

P .0. Box 1976 Atlantcl, Georgia 30301 404/897-7100 
A copy of our report is filed with the fede-ral Election Commission end is avoi!abl� for purchase from the Federal �lection Commissi�n, Washir,oton, D.C. 
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"Y,ale.University NewHaven,Connecticuto65Io 

May 27, 1976 

Mr. Bob Haveley 
I_ssties· · s�taff 
Garter Campaign 
P.o-.-. Box 19.76 
Atlari�a, Georgia 30301 

Dear Bob.,.· 

SCHOOL OF MEDICINE 

Department of Epidemiology 
and Public Health 

6o College Street 

I don't know if" Go.ve��or Carter wants to get 'into a· hassle 
as. far-removed from day-to-day· problems as ,international health, 
but if he does, it might be as·part of:a.long range discussion 
on foreign policy. • We don ':t ha.ye any. international· health 
stance - just a series of p0sitTons 0n:scatter·ed,. issues. Part 
of the problem is that AID is generally more concernecf about 
supporting allies a,nd punishing putative enemies, and AID is 
practically the only_ source of funds for international health 
activities. The Public Health Service•has only slender connections 
with organized public.health internationally: the Office of 
International Health in.the Office of the Secretary of HEW 
relates to internatio�al bodies like WHO or supervises bilateral 
arrangements (Sovigt Unio-n, Japan). The.·agencies with�n HEW 
hoard· little sums. for studies here and� _the.re in foreign countries. 

��: ' ·'<, • 
• 

•' 

'1, , • 
I 

. •.: . ;.- • :., >, �-· ':(\� • , , ' 
• · ' •  

Yet it is-clear that h_e;alth and nut.rition are the giant problems 
of the- near future, once> .we ge-:t Ou�, Q-f· the, Kissinger era of 
Talleyrand· typ_e jockeying for power groupings. We don 1 t have 
a mechanism for dealing with health or hunger on that inter
national basis. 

. ' . 

Perhaps there should be a suggestion 'that.a.full scale review 
of_ our governmental.. international health activities- is�· in order' 
to fac-ili:ta:te .- Affieri'ca·' s contribut-ion to .world peace throil'gh 
C()hc·entro3;tion-. 6n he-alth and hunger.• More effective; efficient 
op�rations wi:th a. national focus is the a1m, a trim ship - not 
larger. �xperiditures, necessarily. 

-

Sincerely, 

�eohilver, M.D. 
Professor of Public Health 

GAS/bjh 
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Yale University NewHaven,Connecticuto65ro 

M:ty 12, 1976 

Bob Havely 
Issues Staff 
Ji.nirey Carter Presidential �gn 
P.o.Box 1976 
Atlanta, Georgia 30301 

Dear .13ob, 
\' 

SCHOOL OF MEDICINE 

Department of Epidemiology 
and Public Health 

6o College Street 

!read the·.itralk and I think it's great•·· I have no suggestions for changing 
this pitch only that it might be that in future talks: of this kind the candidate 
would want to emphasize equity anq. put more ernph�sis on the fact that prices are 

going to be controlled so tfiat there Will be' rrore discussion of that as an issue 
arrong the opposition. Too Iriariy �s�tations on national health insurance, or a 
national heal. th . service' or a Changing rnediea�r': care 'system, attempt to flatter 
the doctors by introducing statenents like ''nothing in this is intended to change 
Or influence the rrethod of practice'" which_ esseri.tially castrates the proposal 
before it ever gets started (can you castrate a proi)oscil?). · 

· 

.;1 
lDoking forward to victory in November, I would suggest that some of your staff 
work be devoted to consideration of just exactly how HEW can be "slenderized" 
and the sort of instructions that Will need to be given _the transition staff so 
that when Carter cones to office he qan charge : aheaq. the way Roosevelt did in 
the first htmdred days and have a sensational impa�� · 

' '  

"H'' of the HEW will need lots of ,help. I dcm 't· belle'Ve that legislating the 
�parbnent of Health can be carTied out inlmediately :because there are so many 
road blocks.· and various consti tuendes · Who wi_ll_seek advantage and position in 
the negotiations ;that an end run might be(_iise'fl4!> I think adding one or two 
unde�eeret¥'i�� _to _HEW, and giving each _of them. a _responsibilit:Y'.for one of the 
segnents could get off the ground 'Very quickly. · The proposal . could be made in 

· the guise of ad�d ·administrative skills required� · 'Ihis would then give the 
secretary the pOwer to decentralize agents ito the regi6ns al,Trost "inimediately, 
assigning budgets and administrative authority to ass,istant secretaries in the 
region. · · · · · · · 

I would poll}}: out that Wilbur Cohen �ied to sneak . in . an. Undern,ecreta.Jy for 
Health in 196 7 but the plot was leaked and that skirinish lost. In any case, it's 
something the transition team should be 1:hiitkiitg aooUt • .  ·Among some other consider
ations, a revieW of Civil Service requirerrerits rnight�.be tmdertaken so that more 
Schedule C people could be put into regional jobs. The problem With the regions 
in the past has been that too few people of competence could be p:roJroted from 
Within and it was too difficult to get slots for people from outside. 



, ,  

. - .. 

-2- Havely, 5/12/76 

Another area for cost saving lies in the concept of profit sharing which, while 
pennitted by scme sections of the Medicaid-Medicare Act, are still inadequately 
pursued and stimulated by the people in responsible positions. 

And finally, if . the candidate would really like to work on child health as a 
begi.nnirig phaSe of improvement of health for all people in the United States, scme 
thought.· might be given. to adding a percentage to the local school tax as a 
"�:;cpool health· tax" which would be applicable only to parents with children 
rather than ,to all property Own.ers: the totality of this to be used to develop 
camprehensi ve hea:J.th care for children ' based on the schools. There are a number 
of plans . floating arotmd the colmtry for the development of a child health service 
in WhiCh:· the ·School would play. a,.promirient· ·part cmd this would be another way of 
fuhdi,ng it :so· that .  fedel'C!l:'�ef:(,o/6Uid'n<;>;t have to .be levied� Title I of the 
Eleineritary and Secondary Educat;ort 'Act· cOuld .. be used .to supplement the school 
ftmds so as to equalize rrt0re . impOverished areas. .. If you like, I can give you 
nanes of people who have been working with the child health program. 

' 

I hope these ideas are helpful and that you don't think I'm prestm�ptuoils in 
offering so many different pieces of advice right now. 

Cordially, 

~ George A. S�lver, . MeD. �\. 

Professor of Public Health 

/avs 



Jimmy Carter Presidential Campaign 

6 August 1976 

To Dale·Farabee 

It was good to hear from you, and I appreciate 
your willingness to share your expertise in 
health policy with me. Please contact Mary 
King, director of our task force on health, 
and Bob Havely of the Atlanta issues staff 
at the addresses listed below. 

Your friendship and support mean a great deal 
to me. Give my love to Laura. 

Sincerely, 

------

�.$'?C.: 
Jinuny Cart 

JC/mw 

cc: Ms. Mary King 
Carter-Mondale Campaign 
2000 P Street, N. W. 

Washington, D. C. 20036 

V �r. Bob Havely 

/�a-£-£ -
/ C�rter-Mondale Campaign 

Post Office Box 1976 

Atlanta, Georgia 30301 

• 

P.O. Box 1976 Atlanta, Georgia 30301 404/897-7100 
A copy of our report h flied with the federal Election Com minion ond Is ovollablo for purchase from the federal Electlon·Cammlnlon, Washington, D.C.' 
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AMERICAN FEDERATION OF LABOR AND CONGRESS OF INDUS TRIAL ORGANIZATIONS 

EXECUTIVE COUNCIL. 

GEORGE MEANY LANE KIRKLAND 

PRESIDENT SECRETARY-TREASURER 

PAUL HALL 
PAUL JENNINGS 
A. F. GROSPIRON 
PETER BOMMARITO 
FLOYO E. SMITH 
JAMES T.-HOUSEWRIGHT 
MARTIN J. WARD 
JOSEPH P. TONELLI 
C. L. DELLUMS . 
SOL C. CHAIKIN 
CLYDE M. WEBBER 

I. W. ABEL 
MAX GREENBERG 
MATTHEW GUINAN 
THOMAS W. GLEASON 
JERRY WURF 
GEORGE HARDY 
WILLIAM SIDELL 
ALBERT SHANKER 
FRANCIS S. FILBEY 
HAL C. DAVIS 
ANGELO FOSCO 

Mr. Bob Havely 

HUNTER P. WHARTON 
JOHN H. LYONS 
C. L. DENNIS 
FREDERICK O"NEAL 
S. FRANK RAFTERY 
AL H. CHESSER 
MURRAY H. FINLEY 
SOL STETIN 
GLENN E. WATTS 
EDWARD T. HANLEY 
CHARLES H. PILLARD 

Issue Staff 
Carter-Mondale Campaign 
P.O. Box 1976 

Atlanta, Georgia 30301 

Dear Mr. Havely: 

SIS SIXTEENTH STREET. N.W. 

WASHINGTON. D.C. 20006 

(202) 637·15000 

August 17, 1976 

This is a follow-up letter to your request 
for material-�on the AFL-CIO's position on occupational 
safety and h�alth. Material has beeri sent to you, which 
you should have received by now, if not, the� shortly. 

A more·detailed, in-depth letter w�ll be 
forth coming on occupational safety and health, which 
will set forth:those issues which we feel are the most 
important for Govenor Carter's attention. 

If you have any questions, don't hesitate 
to contact me. 

GT/bw 

Sincerely, 

�-\\t.,�w 
George �. -R. T�lor 
Executive Secretary 
AFL-CIO Standing Committee on 

Occupational Safety and Health 
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LE!aders, for a change . 

Embree H. Blackard, MD. 
2 300 California Street 
San Francisco 94115 

Dear Dr. Blackard: 

October 2 8, 1976 

Thank you for your note of October 2 6  and the information 
you sent along. 

I appreciate all your help. We look forward to November 
2 and beyond. Hopefully we can make a few long-needed changes 
in health delivery and financing in the coming years. 

Thanks again, 

Robert S. Havely 
Health Issues Coordinator 
National Issues and Policy 

P.O. Box 1976, Atlanta, Georgia 30301, Telephone 404/897-5000 
Paid for and authorized by 1976 Democratic Presidential Campaign Committee, Inc. 



EMBREE H. BLACKARD, JR., M. D. 

2300 CALIFORNIA STREET 

SAN FRANCISCO 94115 

WALNUT 2-4554 

INTERNAL MEDICINE 

October 26, 1976 

Dear Mr. Havely: 

Enclosed is a letter to the editor - a summary 
of a talk given in Chico to me mbers of the Butte 
County Medical Society. 

In the process of getting some facts, I called 
Kennedys office in Washington and talked with some 
people there and they thought we ought to call your 
attention to the Ford Readers Digest quote. 

Copy to Dr. Peter Bourne 

_Sincerely yours, 

Embree H. Blackard, MD 

Member of Steering Committee 
for California Health 
Professions for Carter 
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EMBREE H. BLACKARD. JR., M. D. 

2300 CALIFORNIA STREET 

SUITE 206 

SAN FRANCISCO 94115 

AREA CODE 418 

TIILIIPHONB: 922·4884 

HEALTH CARE COSTS - FORD OR CARTER 

The cost of medical care in this country is now 133 billion, greater 
than the defense budget and 8% of the gross national product. It is 
expected to increase 95 billion more in the next five years. This is 
due to inflation, labor costs, new advances and other factors. As 

·we are going now there is little hope to stop this cost rise. At the 
present, one third of all this cost comes out of the patient•s pocket. 
Forty percent is already being managed by the government and not entire
ly satisfactorily. \vhat happens in the future? Will this extra amount 
come out of our po9kets, from more government management, higher in
surance premiums or less medical care? 

Any estimate of the cost of national health insurance has got to take 
into account that health care costs money, that has. got to come from 
somewhere. 

What are we getting for this 133 billion dollars at present? 

22 million, 1 out of 8 Americans has no health insurance or plan of 
any kind. 

22 million are on Medi-care which covers 38% of the total costs (Health 
care over 65 averages over $1200 per year -- three times that of a per
son under 65) 

45 million (estimated out of 150 million with private insurance) are 
underinsured. 

So we pay a lot for spotty coverage. If you include the 22 million 
who are on Medicaid, this represents almost one half of the American 

_ people with problems in this area. 

Ford said in the October issue of Readers Digest, 11About 90 or 95% of 
our population is covered by either private plans or some version of 
Federal assistance to citizens who need health coverage. The only 
health area il',l WY judgmeflt.where there is an immediate need for addi
tional federal help is in catastrophic illness." It does not seem that 
he even knows about the problem yet. At any rate, in four years of 
another Ford administration we can expect. little change and a worsen
ing problem. He cannot keep the Congress from responding to public 
pressure for a national health insurance, especially as costs go up 
and if the economy improves. We will have a national health insurance 
plan no matter who is elected. 
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\vith Carter , we should have a better and less expensive plan. He 
listens to doctors an.d other health professionals. He is a business 
man who understands cost controls and efficiency. At the same time 
he is really concerned about quality of care and has plans to maintain 
this. His health proposals so far seem sound. 

The cost? 

1. Of the 47 billion the government is already spending-- 40% of 
the total. we can expect cost � or�� for the dollar. 

2. Of the expected rise·in costs, no matter who is President, you 
can expect less cost or more care for the same dollar. under Carter. 

2. As to any nE� increase over that, it would depend on how compre
hensive the coverage and the state of the economy. Carter wants to 

. go slowly and cautiously, but feels we have t� plan and start. At 
least he is aware of the problem and informed. 

The concern of the federal government spending the country into 
bankruptcy or into more inflation seems to reflect more fear of the 
past and present administrations than a reasonable fear of Carter• s 
health plans. 

Embree H. Blackard, M.D. 
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Yale University NewHaven,Connecticuto651o 

April 26, 1976 
SCHOOL OF MEDICINE

" 

Mr.: Bob -Haveley 
. P.C).· Box. 7667 
i1 Atlanta:;. Georgia 30 309 ' r  · . .  

·�· ··F··-· - - -- · ·  

}! .Dear· /�ob., 

Department of Epidemiology 
and Public Health 

6o College Street 

u . . . . . · -
�- It occurred to me that there were a couple of approaches to 

the- health issues that most other candidates .were missing 
and_. s':i:rice they didn't promise any financial investment.· they 
might be worth exi:>loring. -

I thought it might be wise t9 emphasize in the next talk or 
TV spot on health insuraiic�, that while insurance was necessary 
and important, it wasn' t·.·the most. irriportarit part of the program 
the candidate has in mind. The most important thing about a 
national health program, was its effect on health and the quality 
o£ th� care that �ould be given. That the dignity of the 

_patient and the integrity of the purveyor would be maintained. 
That we need to ·r_es·t·ore more of the old-fashioned element to 
practice; tl:la;t- maybe(' we need less emphasis on finances and more 
emphas-is oh the. sympathetic and humanistic nature of the medical 
system·> It was, a- great ,physic±�n· who sa:id, "The secret of the 
Care· Of the pati-�nt lS• Caring for the patient' II . and We don t t 
want to lose §ight' of· t_hat -in setting up· any system. 

' 
Second, the candi¢-ate might want to _emphasize that he· intends 
to make-full use of the presidential science advisory group 
Congress has recently legislated. And that it should be a 
pres-idential health advisory group as well, with membership 
tl:lat reflects that. That he means health in all its aspects 

. w:i:l·l be a concern of tliat advisory group: cleaning up . the 
environment,. eliminating carcinogens from air, food and water; 
heal:th and safety -in_ the workplace, nutrition of- our children; 
as well- as medical care services organization and distribution. 

Sincenely, 

Geor�er, M.D. 
Professor of Public Health 

GAS/bjh 

I 
j 
\ .-



,�} Ji1n1nv Cc••·te1· 
�.\ Preside11tic1l Cc••n•:»c1ig11 

For A1nericc1's third century, why no\ our 6est! 

April 27, 1976 

Dr. George Silver 
Professor of Public Health 
Department of Epidemiology and Public Health 
School of Medicine 
Yale University 
New Haven, Cbnnecticut 06510 

Dear Dr. Silver: 

Thank you again for your assistance. I have been reading 
articles of yours for several years, and it was a pleasure 
to speak to you last week. I appreciate your offer of further 
help� we will be calling on you again soon. 

I am enclosing a copy of the Governor's health care statement 
of the 16th. These kinds of positions constantly undergo 
refinement and expansion, and with a copy of the paper before 
you some comments, corrections, or additions.may come to mind. 
Please let me know your reactions. 

I ha�e xeroxed your occupational heal�h m�terial and am re
turning it. The occupational health and safety statement was 
preempted by a more specialized mine safety statement in 
Pennsylvania last week, sb we have plenty of time now to.work 
on the general health and safety paper. Again, your further 
input would be very valuable to us. 

· 

Give me a. call after you have reviewed the speech. Thanks again. 

Very truly yours, 

-� I 
tS.�./L-J 

Bob Havely 
Issues Staff 

P. 0. Box 1976 Atlanta, Georgia 30301 404/897-7100 
A copy of our report is filed with the Federal Election Commission and is available for .purchase from the Federal Election Commission, Washington. D.C. 



Yale University NewHaven, �onnecticuto651o 

April 15, 1976 

•• ' J � • 
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' · · .. 

< .. Mr\: /Bob .. H_av:eley 
· .  . ;'-Isf:fuei:> Staff·. · 

.: .. 8arter campaign�· 
•.R·�:,d. · Box -. 1 9'7.6 

Atl-anta,· 'Geb:rgia· 30 301 

Dear Bob, 

SCHOOL OF MEDICINE 

Department of Epidemiology 
and Public Health 

6o CollegeStreet 

I enjoyed our conversation.the other day and I want 
to assure you aga-ln of .iny intere·st in the Carter 
campaign and of{ my wil1ingness to· help. 

The attached· mat.erial may be of he·lp in reaching some 
perspective o��Ke prevention issue and also the related 
occupational <he�lth and safety issue. _ Would you send 
the Occupationa-1·,-.Heal th mat_erial. back. after yOu've 
reviewect·it and ·maybe xeroxed what was useful? .The 
Ford Founqatiort .report can. be obtain�d ·by. .�< t::eJi�phone 
ca-ll, I- suppose�-�-; _':f-here. i_s· a ·-rather ;elar.ge· _book:�·-by the 
same tit-le:- an¢ -.same:·.author, but T 'dop 't think you need 
the whole·: �hing. 

· 

Good luck! 

Sincerely, 

Geo�ilver, M.D. 
Protessor of Public Health 

GAS/bjh 

Enclosures 8 
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Yale university New Haven, Connecticut o6 5I,O 

March 24, 19 76 ;J,)O c�\\ ,k �· fl 

X' r; i��e�r'�:t ? � 

SCHOOL OF MEDICINE 

Department of Epidemiology 
and Public Health � O-s) cf ""56 � g 21) 

. 
· J irnmy C�rte r. f f<ft 1 b'� ·I-ll \17 

6o College Street 
Cf )b � "5bllf • 

· . ·Governor . · 
. · �� 

· · Executive _Department 
. f.tlanta·;; ·t;eor.gia< ·30 3 34 

pear Governor: 
. 

You may remember our conversation;. with. regard to the 
need f6r dec�ntralization and esp¢cially the�value 
in bringing effective hea·l th se-rv;i.ces closer to the 
people -- a theme you have ·pursue.d ··admirably during 
your campaigns. The encl.ose.d may give you more 
ammunition. ·I hope too th.it your staff has shared 
with you some of my other papers submitted at your 
request, in which I point out also the dangers of 
leaving. administrative responsibilities to private 
insurance companies. 

' . ' 

Best of luck�·�r'm looking forward to helping write 
the health. plank� in the Democratic ,,party platform! 

er, M.D • 

. :Public Health 

GAS/bjh 

Enclosure 

-rs& � --sG 3' . 
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·October 22/ 1976._ 
: .  

: . I'·· . 

\ 

· ·James T. Carter O.D. i 
;\ 

·· .. 

· 21 Bolinas Rd. 
Fairfax, California .94930 

I 

·''. ' 
\_ 

' I  

• Dear Dr. Carter: 
.· \ 

Thank you for your letter of o�tober .13, to Stu Ei ��nstat'�:
· 

.· \ 
He has forwarded it ..-to mee as I am ·in 'charge of· health issues for > 
the campaign. · ' 

.� . . . 

I appreciate having the m�terials you and your·colleagues 
enclo�ed. They are most helpful, and I believe GovernoriCarter 
shares. your intense commitment . to preven'ti ve care. I am · epclbsing 
a copy of his speech this week on�preventive·care to the Amer.i.9an 
Public Health Associ-ation for your review. t think it reflects · 

his understanding of the critical problems and opportuniti�s in 
reforin of health deli very and financing. · · 

· Thank you for your interest and support as the campai'gn. 
reached it conclusion.· We look forward to a big turnout'and a 
successmul 'outcome on November 2. If I·can be of further assistance 
please call on me. . -.. 

\. 
' 

,,\\ 

. \. 

\. 
·�. 

i. 

\ 
l 

· .  

Sincerely, 

Robert9S. Havely· 
Health Issues Coordintor 
National Issues and Policy 

' I I 

\ , .  



].AMES T CAR1ER O.D. 

Doctor of Optometr� 
21 Bolinas Rd. - Fairfax, Calif. 94930 

456-2312 

Dear Rosalynn Carter, 

13 October 1976 

Mrs. Rosalynn Carter 
Plains, Georgia 
31780 

As concerned health professionals interested in clarification 
of the Governor's position on health, we have met with 
Stu Eisenstadt in San Francisco in the beginning of October. 
These meetings were an attempt to generate needed clarity 
from the Carter family and essential support from the many 
Americans who cross all party lines and who have a dire 
concern for the quality of health in this nation. 

Since we have been unable to hear back from Mr. Eisenstadt 
upon repeated occasion and being aware of the tremendous 
work effort this late in the campaign, we are forwarding 
to you the information given to Mr. Eisenstadt in San 
Francisco. 

We are able to mobilize an extensive public media campaign, 
energizing millions of supporters. However time is critical. 
Therefore, please review this material and contact us as 
soon as possible. 

Let's make sure we know who the next president is. 

T L-r--L �· F ._rt� 
r ;:"" . , - J/ �u<- )g'����" .... ;J.._;� ''J .(__ 

With warmest regards, 

James T. Carter, O.D. 

te_g;-'1_ 6,;· 0 ��- f) t:: 
,,.. 
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··NRC NATIONAL RuRAL CENTER 
40 MARIETTA ST.N.W. • SUITE 1606 • ATLANTA, GEORGIA 30303 • 404/688-8250 
OFFICES •N WASHINGTON, D.C. AND AuSTIN, TExAs 78712 

Mr. Robert Havely 
Health Issues Coordinator 
Jimmy Carter Campaign Headquarters 
P. 0. Box 1976 
Atlanta, Georgia 

Dear Mr. Havely: 

October 8, 1976 

Dr. Karen Davis asked me to send you the enclosed summaries 
of the Health and Nutrition chapters of the final report of the 
Task Force on Southern Rural Development. 

Please acknowledge receipt of these materials. If you need 
any additional assistance, please do not hesitate to contact me. 

LG:pyw 
Enclosure 

X:J"� 
Lamond Godwin 
Southeastern Regional Director 
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Octobe� il, 1976 

Mr. Lamond Godwin· . . 
South��st,ern·Regiorial_Direet,or 
Natibn�l Rural�C��t�r 
sui.te' 1606 · · · .·-· · · · · . . -.· 

46 M�ri�tta Street 
AtJapta, Ge9rgia . . :30303 _· · ·  · 

Oear.Mr. Godwin: 
• .. . ·. 

. 
. - : 

: .' � : ' :' 
. ,· .. : -·,._:, 

. . . : . 

.··_·
._ Tha�k. y�u for sending ·rn� the information on rural· beal th

. 
care· . . .

.
. · 

. .• 

that: Dr. ·oavis recommended. - ·  It has b�en most helpful i� the 
. pr�par<iti�rt of br:i_E;!fJng mi1tt:erial and ,,pthe_r. ftell1S. :f?r (;(?,.y���pr 

. Carter� · · ., ·
. · · .  . · · . • . .  ,.-., · _ ·•_ -. ·. ·· · ; · . . . · . . · 1:· 

, I apprecL:tte• your h�lp, and I would' l:>e.' p:I,eased .to !(3C�fv __ --� __ : -.. -·.
:

_
·
_
�.-:.. ' .

·
-.· 

furtl'ler informa.tion you think we ID(:iY�:·fi_nd, 1.1Setl1,1· · 

_Thanks again.: 

:;;::r-· s1L�0 
. �obert S. Havely . . Health Issues Coordinator 
National Issues and Policy ;,.., 
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LeRoyA. Pesch, M.D. 

Mr. Bob Havely 
Issues Staff 
Carter Presidential Campaign 
P.O. Box 1976 

Atlanta, Georgia 30301 

Dear Bob: 

70 East Cedar Street 

Chicago, Illinois 60611 

�· . .  

Since receiving a copy of Governor Carter's speech before the Student National 
Medical Association in Washington, I have given considerable thought to the 
text of the speech and how my own analysis of it would be most helpful to the 
Governor. I have decided to be critical a,nd, I hope, thought-provoking. I have 
decided to take this tack because I believe the substance of the speech to be weak. 
One which does not form an effective basis for the construction of a substantive 
program to achieve the goals and objectives which the Governor has espoused. 
Political speeches are frequently not substantive, but if the Governor is to provide 
effective leadership as President, his approach to central issues has to be specific. 

With that introduction, let me begin by stating emphatically that I believe a federal 
program of National Health Insurance which guarantees comprehensive services 
to every American should be a goal of the Carter administration. However, because 
of the complexity of the existing health programs in this country and the many 
definitions of National Health Insurance, the likelihood that National Health Insurance 
could become a national health catastrophy is a very real possibility. Therefore, 
the construction of the administration's position in this vital area must be carefully 
conceived and planned so that further chaos and financial prodigality do not 
occur. 

With this in mind, the concept of the program and its implementation must be 
directed at the primary problems preventing this country from achieving the 
goal of comprehensive medical care, even though massive amounts of public 
money are now being expended in that effort. At the risk of being overly simplistic, 
I would like to derive those primary problems and outline what I feel must be 
the strategy for an effective solution to them. I do this being fully alive to the 
fact that a few brief paragraphs cannot touch on all of the factors involved. 
But I believe my brief analysis can be amply documented by data available from 
the historical evolution of medical care in this country, the government's relationship 
to it, and the plethora of criticism leveled at the system today. Mr. Carter's 
speech itself is an example of the latter. 



i, 
Problem #1: The Passive Role of Government 

The lack of major health legislation as a part of the Social Security Act of 1935 

was a failure on the part of government to anticipate the forces that would work 
over the next four decades to create political acceptability for some 'form of National 
Health Insurance. The subsequent piecemeal approach by government to providing 
for the health needs of Americans thro).lgh program implementation rather than 
planning, created a national policy of income support rather than one guaranteeing 
the provision of comprehensive services and set the pattern for the major inflationary 
factor in the health .care system, i.e. , the infusion of large amounts of money 
into a disorganized, inefficient, and uncontrolled system. The constant effort 
by the federal government to purchase services through categorically created 
agencies has created a system of welfare medicine for this· country, wherein 
direct or indirect cash payments are made to the poor, the elderly, and other 
"unamerican" elements of our society for the purpose of securing medical care. 
In essence, these programs are the product of our corporate, capitalistic conscience 
continuing to provide the dole for people who cannot by reason of some disadvantage, 
compete successfully enough in our free enterprise system to achieve a decent 
quality of life .. Because the professions and institutions of our health care system 
perceive the government's role as supporting a welfare system of medicine, a 
set of second-class welfare standards have been established by those professtons 
and institutions for the provision of care to people entitled to federal medical 
aid programs. When the Medicaid amendments attempted to ensure certain services 
and not just provide financial subsidies for care, the central authority of the 
federal government had been diluted further by delegation of responsibility for 
Medicaid program administration to the states and further inequality in the level 
of care resulted, primarily because of the notch effect of arbitrarily determinined 
eligibility. In fact, arbitrarily determined eligibility has created an additional 
gap in care accessibility - a new class of medical indigence - the low income 
worker. Thus, the passive governmental role to date has intensified the inequities 
of our medical care system - at least as it is perceived by the public. 

PROBLEM #2. The lack of clear National policies and planning at the federal 
level has led to the establishment of a medical care and educational model which 
has not been effectively implemented. This has led to the perception of a medical 
care system that is unresponsive to the needs of our people. 

The categorical programatic support by the federal government for research 
and educational development, in large measure since the second world war, 
has resulted in the establishment of scientific and technological advances, as 
well as a specialized source of professional manpower capable of delivery of 
an extraordinarily high quality of medical care. Scientific advances have in 
addition, eliminated significant amounts of illness in our society, resulting in 
an immeasurable benefit to the American people. However, because of the absence 
of policies and planning, the delivery system has thus far been unable to couple 
these benefits and advances with an effective delivery system. Rather, the professional, 
institutional, and private financing mechanisms of the medical care system have 



created an effective monopoly whereby selective distribution policies have emerged 
by default under' the influence of self-interest motives of the professions, institutions, 
and financing interests of the private sector. In fact, the major medical centers 
of this country and their trade associations have emerged as the most powerful 
force directing national health policy. This has occurred because of the corporate 
monopoly' this union between the professional and the institution where he practices 
has upon resource distribution. Thus, the bulk of federal, state and private 
financing resources has been guided by these self-serving policies into the creation 
of an inpatient, in-hospital, illness-oriented medical care service delivery system. 
Furthermore, the monopoly has excluded effective development of countervailing 
forces or incentives to create a more cost-effective or efficient service delivery 
system by these institutions. In fact, the system breeds professional and institutional 
greed and competition which perpetuates institutional disorganization and has 
prevented an effective response by these same institutions to attempts by the 
federal government to impose plans for regionalization of medical services or 
comprehensive health planning. Furthermore, the warfare for subsidies available 
under governmental categorical program support has contributed to the haphazard 
mechanism for reimbursement of costs as the professions and institutions continue 
to feed their insatiable egos and arrogance through acquisition of products of 
technology and application of professional procedures which have not been demonstrated 
to be in any way cost effective or of benefit to society. The extremely high cost 
of providing needed medical care in this system has diverted resources into 
the coffers of unscrupulous professionals and business men by fraudulent exploitation 
of the poor. The net result of these factors has led to the perception by the public 
of a medical care system which is incapable of responding to legitimate needs 
of the consumer. As these cost increases have virtually bankrupt the system, 
we find ourselves at the point where investigative bodies are seeking to identify 
villains in this scheme , redressment is being sought in the courts, (i.e. , the 
malpractice problem and the investigation of Medicaid) , the attitude of the state 

· legislatures and the Congress is to enact restrictive legislation, and the previous 
administration set about to dramatically slash federal categorical programs where 
abuse appeared to be rampant. 

Problem #3. The mechanism for financing the present system has made it virtually 
impossible to determine cost or fair market value of the services provided to 
the consumer because the contract between the payers and providers condones 
a system of provider subsidies for program costs unrelated to service deli very. 

The policy for reimbursement of providers which has espoused Teimbursement 
for "reasonable costs" has allowed practitioners and institutions to determine 
the magnitude of the bill for medical care in this country with little regard for 
accountability. As a result, duplication of charges, payrolling, and double 
and triple reimbursement for services rendered is the rule, rather than the exception. 
For the professional or institution willing to undertake serious and honest cost 
finding and cost allocation, there has been the disincentive of risk of losing his 
share of providers• subsidies. For institutions engaged in research and education, 
the risk has been one of losing resources to support these vital non-reimbursable 
activities. These factors have led to mass confusion as to what it would actually 
cost to finance a program of comprehensive health care benefits for all Americans. 
However, the magnitude of provider subsidies can be estimated at between 20 



and 30 percent of the total expenditures for health at the present time. Justification 
of these subsidies has created a game playing attitude by the providers which 
has allowed for the construction of a cost reporting mechanism analagous to expehse 
account padding. The existence of this system and the provider interest in perpetuating 
it has been a principal deterent to effective cost estimating for any mandatory 
system of service delivery under consideration by the Congress. 

In developing these problems, I have not attempted to catalog a laundry list of 
difficulties facing the health delivery system. Rather, I have attempted to delineate 
what I feel to be the primary problems facing any idealistic plan to provide universal 
high quality medical service to the American people. Other problems must be 
faced in the process' but they are' for the most part' derivatives of these three 
primary issues. Let me then, address the strategy for the solution through the 
enactment and implementation of National Health Insurance. 

The Strategy for Solution: 

I do not believe that the present situation in this country is one which mandates 
either government take-over or governmemt operation of the health care system. 
This conclusion is based on the assumption that institutions in the system are 
still professionally and financially viable and are still capable of a response 
to new direction and initiatives within existing resource allocations. Inherent 
in this assumption is the belief that major new financial resources are neither 
needed nor desirable in the initial stages of revamping the present system . 
However, if new financial resources are not used as leverage on the system, 
then that leverage must be established in a different manner. Radical change, 
therefore, must occur in terms of government policy, legislative authority, and regulation 
and governance of the system. 

Such a change in the stance of government with respect to this major industry cannot 
be achieved in a piece-meal program of additions or minor changes in existing 
programs or activities. It must be achieved through a major new legislative program 
under the leadership of the administration. National Health Insurance can be that 
vehicle for bringing about the needed change, but only if it avoids the primary 
responsibility for running the system. 

In seeking the legislative initiative and authority to establish a program of National 
Health Insurance, a clearly articulated national health policy must be established 
creating mandatory eligibility for all Americans to receive a comprehensive set 
of medical services and health benefits. This is necessary in order to do away 
once and for all with the concept that government has established a welfare medical 
system and that its interest is in achievement of second-class medicine for specific 
population groups within our society. 

The implications of moving toward this objective are monumental. For government 
it means a shift from categorical program support to a program of comprehensive 
medical services and health benefits for the entire population. To achieve this 
goal two primary commitments are required. First, a total reorganization of government 



activities related: to medical and health care and second, the commitment from all 
elements of the existing system to work with a reorganized government in achieving 
those services and benefits. 

The first can be achieved by reorganization within government and this has been 
a clearly stated objective of Mr. Carter. The second requires establishment of 
additional roles for government and must also be put in place. Government must 
shift from a passive role of relative non-interference to one which establishes clear 
authority and clout to change the organization and governance of the existing system 
to one which creates efficient management of resources and directs the provision 
of services where they are needed. This centering of authority in the federal 
government must occur if the current provider monopoly is to be changed. The 
key to effective centering of authority of this magnitude is the linkage of directive 
authorities and policies to the mechanism of financing. 

Therefore, the correlative priority of government must be to establish a rational 
mechanism of financing wherein an appropriate mix of public and private funds 
can be so allocated as to secure medical services and health benefits at their true 
cost. At the same time, the financing mechanism must recognize the need for financial 
support of capital needs, research, educational and future system development. 
In short, the program of financing must be as comprehe_nsive as the services provided. 
The source of revenues is not as important as how they are allocated. Therefore, 
the question of financing through a tax base, general revenues, or employer and 
employee contributions is premature until the expense of operating an efficient 
and effective system is established or confidently estimated. Establishment of 
true cost depends upon the cooperation of the professions and institutions in the 
current system. I believe that serious consideration should be given, therefore, 
to a policy of financing government's portion of the system through a policy of 
last dollar support, rather than first dollar support, and· the abolishment of the 
intermediary mechanism and insurance indemnification against the risk of illness. 
These later mechanisms have only established a non-cost related or determined 
pool of resources for dist!ibution in the system and have skewed and inflated the 
cost of operating the present system. However, the last dollar mechanism has 
the advantage of providing the institutional stability, without threat, which will 
be necessary in order to bring about effective organization and governance of 
the system and responsive participation in the establishment of cost benefit resource 
allocation to the meaningful needs of our society. The current demand for financial 
resources is being driven by technology and the insatiable greed of the provider 
monopoly, and has little relationship to the true requirement for resources necessary 
to maintain and develop a rational system of health care responsive to needs of 
people. The provider segment of the system must have an incentive to admit that 
they can do more for less. That incentive can be established best by a policy 
of last dollar support from government resources. 

· Finally, the system must be accountable both from a fiscal and quality standpoint 
to the public being served. The role of government in this regard should be regulation 
of the industry and assurance that it operates in the public interest. But the responsibility 
for financial and professional accountability should be established in a way that 
audits of professional and fiscal affairs can be represented creditably to the public. 



Therefore, the fiscal and professional auditing responsibility must rest with a 
system established outside of government and the system . It is in this area that 
public participation can effectively monitor the implementation of science, technology, 
and education as advances are made either in the elimination of disease or improvements 
in health. Furthermore, professional participation in this process with respect 
to the setting of standards will provide ethical goals against which the performance 
of the system can be measured. For example, in the professional area, specialty 
and licensing boards, toge�her with academic societies of the profession would 
set standards . Institutions where professionals practice would monitor the performance 
of its staff members by maintaining records of the care they deliver and independent 
audit boards would assess performance by comparing the two, �hat is, by comparing 
the record of performance against the established standards. New technology or 
therapeutic drugs and devices would be thoroughly evaluated before becoming 
part of the standards of professional care. Educational institutions would have 
the responsibility for certification currently called licensure, so that educational 
programs would have to be responsive to professional needs of the system. Government 
funding would not be available to those institutions, professionals, or medical 
schools wishing to stay outs�de the mainstream of responding to public need. 

Such a system does not exist anywhere in_ the world, but is one which I believe 
can be established in this country and we should accept no less. It is a system 
which would provide comprehensive care to all Americans through its organization, 
would provide uniform quality of care at guaranteed high professional standards 
through regulation and would guarantee access to that care through its governance. 
If properly financed, such care can be attained economically and efficiently as 
well. 

In addition to my comments regarding National Health Insurance, you also asked 
me to comment on programs relating to our rural and occupational health needs.· 
I am presently in the process of putting my thoughts together in these two areas 
and will forward them to you shortly. 

Sincerely yours, 

LAP: rs 
c. c. Governor Jimmy Carter / 



CROWN QUADRANGLE STANFORD, CALIFORNIA 94305 

Mr. Robert Havely 

Carter-Mondale Campaign 

Issues Staff 

P.O. Box 1976 

Atlanta, GA 30301 

Dear Bob Havely: 

August 5, 1976 

As you requested I am inclosing three reports prepared 

by or for subcommittees of the Advisory Council of Elected 

Officials of the DNC. One is the report of the Drug and 

Alcohol Abuse subcommittee which I chaired; the second, 

Rural Living and the Family Farm, is my submission to the 

Agriculture subcommittee and the third is the only portion 

of the work of the Crime and Personal Security subcommittee 

which got as far as final typing. The Drug and Alcohol report 

also appears in the Congressional Record of July 29, 1976, as 

part of the floor discussion which created the Select 

Committee on Narcotics Abuse and Control. 

In addition to these completed documents I would call 

your attention to our efforts to create two other subcom

mittees, both of which were vetoed but for which there are 

research persons and materials. The policy fields were the 

American family and foreign intelligence. As you know from 

1968-1972 I had been in charge of the work of the Committee 

on Intelligence and Security for the Policy Council of the 

DNC. That report, now out dated, was published as Surveilillance 

and Espionage in a Free Society, (Praeger 1972). I remain 

interested in all of these areas and would be delighted to 

work with the Issues Staff. I expect to be coming East the 

first week of September and could meet with you or others in 

Washington or, if you have travel funds, in Atlanta. 



• 

Robert Havely page 2 

Please tell Dick Holbrook that I might be able to 

volunteer a week or so of my time for preparation of issues, 

briefing and policy matters in the foreign intelligence 

area. This would be done, of course, in consultation with others. 

Please give my personal greetings to Paul Jensen. 

RHB:kw 

3 enclosures 

Good luck, 

Richard H. Blum, Ph.D. 

Director: Programs in 

Drug, Crimes and Community 

Studies 



Governor Jimmy Carter 
Plains, Ga. 

Dear Governor Carter: 

August 9, 1976 

The best thing you could do as president for millions of American men would 
, e to initiate a research program to see if the cause and cure of baldnes� 
can be discovered. 

This isn't as frivolous as it sounds. Baldness, especially if it's premature,·· 
can be a very demoralizing thing. Socially, it can be devastating, and it's 
a definite handicap in business, since it hurts a man's appearance and makes 
him appear older. 

Worst of all, the prematurely bald man gets no sympathy • • •  only ridicule. 

Consider. There must be hundreds of millions of dollars spent annually on 
worthless hair-loss cures and on degrading cover-ups such as transplants and 
hairpieces. 

It seems frustrating that a society as technologically advanced as ours can 
put a man on the moon but can't grow hair on his head. 

I daresay that if the country's bald-headed men ( and a surprisingly large num
ber of women, too) were to vote on whether they'd rather the Government find 
life on Mars or a find a way to put life into their hair, that the vote would 
be overwhelmingly for the latter. 

Of couree:it's quite possible that there is no possible cure, short of re-scrambling 
the DNA code. But even if such a research program failed, it would not be a 
complete loss. For one thing, it should yield some basic information about gen
etics, cell regeneration, etc. And even if everything came up blank, at the very 
least it would settle the matter once and for all and still save all the money 
people now squander desperately looking for remedies. 

But if the solution were found, and given to the world, this would generate more 
good will for this country than all the foreign aid we could offer. 

I do hope this letter will be at least considered seriously and not tossed into 
the crank basket. 

ifi/;{� J. ).LJ.. _ : 
· Maxwell J. Shapiro """"r 

THE MARKETING/MEDIA GROUP • 9581 W. PICO BOULEVARD • LOS ANGELES, CALIFORNIA 90035 (213) 277-3842 



September 29, 1976 

. Maxwell J. Shapiro 
The Marketing/Media Group 
9581 West Pice Bou:J,.evard 
Los Angeles, CA 90035 

Dear Mr. Shapiro: 

Thank you for your letter of August 9. I apologize for. 
taKing so long to reply. Governor Carter has re¥erred it to me. 
as I will he handling health care issues on the staff· level 
during the campaign. · \ 

I appreciate your interest in the problem with which balding � 
men and women must deal. If you have further ideas or information::'\. 
you might wish to send, it would be most helpful. ·,· """ 

Thank you for your interest. 

sinc�rei!Y ,·- . I 1. 
rn_,._ d j /(1 ./.( . 

. I 

Robert. S. Hovely 
Health Issues Coordinator 

·National Issues and Policy 

I, 

� 
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II 

· -

A\]gust 16, 1976 

· Mrs. M. Bensen 
P. 0. Box 1375 
Bellingham, Washington 

Dear Mrs. Bensen: 

Thank yqu for your letter. ·Governor Carter agrees that alcoholism 
is a major problem. ije hppes to address this issue directly 
during the course of tije campaign: He· agrees that moderation . 
is essential. 

· 

Thank you for your interest. 

RSH:dan 

Sincerely'· 

Robert S. Hav:ely . . 
Nationa� Issues·and·Policies· 
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· Miss Pauline Van Meter . 
P. o. Box 363 

· · Elizabethtown, Kentucky '42701 · 

Dear Miss.Van Meter: 

August 16, 1976' 

Thank you for your letter to_Governor·carter. The Governor· 
agrees that alcoho1ism is a major problem. ·He hopes to 
address this issue directly during the course of·the.campaign. 
He agrees that mode.ration is essential. 

Thank you for your interest. 

Sincerely, 

Robert s: Havely 
National Issues and Policies 

RSH:dan 

• !.-
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Jimmy Carter 
Presidental Candidate 
Atlanta, Georgia 

Dear Nr. Carter, 

JW1e 27, 1976 
387 Neponset Street 
Norw·ood, I·iass. 02062 

I recently heard on the ne\·m you state that there was really no point to in
vestigate the Kennedy assassination. I feel there is and if you had been furn
ished. vrith the right inforrnation before you made this statement there would be se
rious doubts in your minm. Let me state some reasons vrhich are very important and 
also very obvious. 

The latest inforrnatcilon printed in the newspaper was an artiCle about CIA and 
B'BI i..11vol vement in covering up facts from the viarren Corrmission,wb.i ch in itself 
was a joke. Getting back to CIA involvement in a coverup ,President Ford ap
pointed a. special comnission,headed by Nelson Rockefeller, to investigate the CIA 
and any possible involvement in the Kennedv asssassina.tion. In the Rockefeller 
Coimnission' s conclusions it states that th�re is no credible evidence of any CIA 
i.nvolvement. This conclusion is false. After months of investigation the eo
nmission only repeated what the Vlarren Corrmission had done earlier. If i have not 
convinced you yet that there should be a full scale investigat1.on there is much 
more. 

Allen Dulles, one of the t·Iareen Coromission members and the former head of the 
CIA greatest asset to the Comrnission was to steer the investigation clear of the 
C If\_ whenever any evidence pointed to it 's involvement. He really didn't have to 
worry si.t1ce the Conmis sion didn't bother to investigate. During the proceedings 
a question was put to Dulles whether Lee Harvey Omvald Has a CIA agent or in
former. Du�les did not al1SNer this question but instead told the corrrrnission to 
1'!I'ite a letter to the CIA Director and find out. In the six months of its ex
istence which followed after the writi.t1g of the letter it received no reply from 
the agency. After the Warren Conmission finished its jnquiry, submitted its re
port to the President and disbc:mded, the CIA responded by letter explain i.ng that 
Lee Harvey Oswald was not a CIA employee. V<.by did it ta'ke six months to find out 
whether Oswald was a CIA errployee? 

In conclusion I would like you to answer several questions and just what do 
you base your statement on. Here Lee Harvey Oswald's fingerprints found on the 
gun which. supposedlyti··TaS used in the assassination? h�1Y is informtion classified 
top secret hidden in the National Archives on the grounds of national security 
if one lonely warehouse employee shot ahe President: There are many other questions 
which will finally be answered b[ilcause of pressure put on t'he government but why 
does it have to be brought out like this. I s�___gest before you make another state
ment concerning the assassination you read up on your facts. I lvould appreciate 
you ans-v.rering my letter. 

'f --LJL j Cl u 

� :::t�.e.�ctJ 
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Mr. Keith Fitzgerald 
397 Neponset Street 
Norwood, Massachusetts 

Dear Mr. Fitzgerald: 

02062 

. ; 

.. August 1�, 1976 

,· 

Thank you .. fQr your letter to Governor Carter •
. 

Governor Carter believes that all facts and information 
·concerning the Kennedy assassfnation should be made public. 
·If such disclosure produces justification that the investi
gation should be reopened, he �ould consider it at that time. 

Thank you .f.or your interest. 

Sincerely, 

Robert s. Havely 
National. Issues· and Policies 

. RSHidan 
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Governor Jimmy Carter 
Plains, Georgia 

Dear Governor Carter, 

Mrs.· Howard Boyle 
2106 Horn Road 
Bay City, Texas 77414 

My husband and I have watched and read all the news onaall the Democratic 
and RepublicAn Parties. At first, we were going to support Governor 
Wallace. We are Born-Again Christians and love our Country. Therefore, we 
have been praying for Gods guidance, for a man of Gods choice. Not ours. 
"Long before the primiaries in Texas, we knew you were Gods choice as a 
Christian leader for this Nation. 

In all your campaigning, we have not heard you evade a question or even so 
much as throw dirt at your opponent's, whether Democrat or Republican. This 
is also true of Governor Reagan. Let me say, I thank God· that two Christi8n 
men are running for both Republican Rnd Democratic Ticket's. 

Now, to the question I want to ask. What will you do about the Federal 
Government stepping into the States and telling the shcools what to teach. 
I suppose all Texas Schools have accepted a Federal Funded Program in 
Physic·al Education. Boy's and Girl's are taking P.E. together� They are 
also taught health. They will discuss Veneral Disease,Pregnancy, Reproductive 
Organs and all intimate subjects. This is required so that the children 
can _obtain credits to graduate. 

This is agnnist our Spiritual and Moral convictions and dening us the Rief1t 
to educate our children in the way we see fit. Because if we can't get our 
d aup-,hter into something else ·where she can get the credits she needs to 
graduate, she won't graduate. 

Governor Reagan said he would tell the Federal Government to leave the 
States alone. What is your opinion on this matt�r. I believe statistics 
spee.k very well. W!hen this so-called "HEALTH" began to be tque-.,ht in schools, 
Veneral Disease began to rise, Illegitimate Pregnancies began to rise. 
Abortion laws being pushed and passed. The immorality rate is at an all 

·time high, and getting worse •. 

We would like to know we're voting for a man with some "GOD GU IDED GUTS", 
who won't be afraid to stand aganist these things· and won 1 t be afrR id or 
ashamed to get on his knees before God when it comes tome to ma�e decisions. 
(2 Cnronicles 7: 14) 
kJ40{: p � �� AJof tk � 
q "�I s iZJU--\ � �� �( 

tM � G,ocJ..e..v� 'J iF· 
au �4� �F� 

T hank You-God B less You, 
Yours for this Nation, 

))];._.,_. �au£ ;e�u_ Mrs. H oW9i'dOyl e 

� <if_ -dJ J'MA Uw./2_ (j� iA �f, -tiA�V L; � ro� � , 
� 0  Gov. �� �� M..-r /VIAA:>ct.wa:n_/ d�1 Ow� io.ekc.c-r 
c/1 c.�ru( -Co C</YU� V1A (�-� d. �--<M�tJ� 1 � va4ad. >��J�i�J 
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Mrs. Howard Boyle 
2106 Horn Road 
Bay City .. ; Texas 77414 

Dear Mrs� Boyle: 

.< . 

August 16, 1976 

In his' autobiography, Governor Carter said that .. he: spent· 
more time on his knees :praying for guidance while he was" 
in office than at ·any oth.er time. · ·'-

·., 

Thank you for your letter. Governor Carter is deeply troubled 
by the problems you mentidned. He believes that moderate, 
decent, ·christian behavior is central to assisting .in restoration 
and preservation of our values. 

Sincerely, 

Robert s. Havely 
,National Issues and.Policies 

. RSH:dan 

-� '· 
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Dr. w. J .-·wiechetek 
Medi.cal Director· 
Abraham & Straus:' 

420 Fulton Street 
Brooklyn, Nww York 11201 

Dear Dr. · Wiechetek: · 

. August 16, 1976 

Thank you for your letter of July 30. ·Any informati'on you 
rnigh:t wish to send would be most helpful� 

·Your inte.rest is appreciated. 

Sincerely, 

Robert ·s·� Havely 
National Issues and Policies 

RSH:dan 

,) 



\ 860 UNITEO NATIONS PLAZA 
. 

NEW YO
.
RK, N.Y. 10017 

··June 30, 1976 

Governor Ji�my Carter, 
Box 1976 
Plains� ·Georgia 31780 

Dear-Governor Carter: 

On June 23 I came to hear you and support 
your c_andidacy 'for President. I was impressed. 
I trust you will-recall I asked the follo�ing 
question: "Cancer is our modern plague. Are you 
aware of the role"of politics and vested interests 
in ·cancer research?" 

· 

As one whose family has been affected by 
cancer, and.a scientist who has been involved in 
cancer research, I am sure you know that : 

. a) · Cancer strikes ·1 out of every 4 
Americans, 2 out of every 3· families,kills 1 out 

. of. every 7 citizens, or 1, 000 people a day; 

. . b) Our ·present approach to cancer therapy can 
provide "terminal" cancer cases with OJJ.ly a 7.5 percent 
chance to survive for 5 years, and this on the basis 
of harmful cytotoxins and radiation. 

c) In·our entire history, despite a public and 
private expenditure of $5 billion for the "war on 
cancer" we are faced with both the highest incidence in, 
and fatalities from cancer. · · 

d) The average cost of cancer treatment is 
$15,000 per victim, but the figure may run as high as 
$50,000, 

. 

e)· Accepted medical practice has failed to 
reduce the cancer pandemic, and yet NO research funds 

.of any kind have been-allotted to examine the claims_ 
made .for alternative cancer therapies here, even when 
a number of t�ese therapies are routinely used in 
other countries and show promise. In fact proponents 
of such therapies are being forced out of practice, 
harassed and ridiculed• 

c,<>ntinued 
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.-. 

You have stated your sincere interest in 
the nation's problem of unemployment. About one 
in every four.Americans is on some kind of relief. 
Equally, one out of every four Americans gets cancer. 
Why is there so little concern over the cancer 
tragedy a·nd so much emphasis on unemployment? 

The State of Alaska on· June 21 legalized 
the use of non-toxic alternative cancer.therapies 
in a "freedom of choice" act. I believe, as do many, 
that the entire nation should have "freedom of choice" 
as a policy. 

I believe that the 53 million Americans 
expected to get cancer will be eternally grateful to 
you for a .thorough probe of the national cancer 
program and your support for a "freedom of choice" 
bill. 

I am offering this rough sketch because you 
asked us for our co-operation and participation. 

I am anxious for your .leadership. 

l=Y·R.�L
c MiTR-<A �:�t; 

P.S. The above figures can be substantiated in detail 
if you so wish. A packet of information on two 
promising alternative therapies -- Revici Cancer Control 
and Laetrile �- is being sent to you separately. 



·�· 

Ms. Maria Rolfe 
860 U�ited �ations Plaza 
New.York, New York 10017 

Dear Ms. Rolfe: · 

August 16, 1976 

Thank you for�your- letter of June 30. Governor Carter has 
referred it to me as I will be handling health care,issues·on. 
the� :staff. level during. the campaign� _ : 

· · 

·I appreciate your advice and your support ·for Governor Carter's 
campaign. I would be pleased to have any additional information 
�ou I_night wi-sh to send on cancer treatment methodologies •. 

Thank you for your interest. 

Sincerely, 
. •" 

Robert s. Havely 
National Issues and Policies 

RSH:dan 
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. Leaders, for a change. 

Mr. Mark Segal 
Publisher 
Gay News 
8111 Fayette Street 
Philadelphia, Pennsylvania 

Dear Mr. Segal: 

October .4, 1976 

r apologize for any confusion or inconveniehce that 
may have arisen by recent reference to correspondence from the 
Carter Campaign to the Gay News. 

I am pleased to outline Governor Carter's position on 
gay rights. The Governor has repeatedly expressed his opposition 
to discrimination in all forms, including discrimination on the 
basis of sexual preference. 

As he has pointed out� Governor Carter is not entirely 
comfortable with homosexuality for personal reasons, but he has 
st�ongly expressed his feeling that gay �eople should not be 
�ingled out for special harassment, abuse, or discrimination. 
He supports the principles of H.R. 5452 and will sign'the bill 
if it reaches his desk. 

I hope this information is helpful. 

Sincerely, 

Al Stern 
Deputy Issues Coordinator 
National Issues & Policy 

P.O. Box 1976, Atlanta, Georgia 30301, Telephone 404/897-5000 
Paid for and authorized by 1976 Democratic Presidential Campaign Committee, Inc. 
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. . 
Reverend Kenneth D. Proffitt 
Pastor . . 
Plymouth Baptist-Church 
13030' 47th Avenue North 
Minneapolis, Minnesota 55442. 

Dear· Reverend Proffitt: 

August 17., 1976-

·' . 

Thank you for your letter to Governor.Carter. We· are enclosing 
Governor Carter's statements on abortion, foreign policy, and. 

·health care. 

_ The Governor opposes discrimination in any form, including 
disc�imination on the.basis of sexual preference. 

Thank you for your interest in the campaign. 

sincerely, 

Rober_t s. Havely 
Nation�! Issues and Policies 

RSH:dan 

' . 



plymouth Be\ pt1st 
chu�ch- sml€ mstltUt€- ch�1st1an t>ay school 
13030- 47th AVENUE NORTH MINNEAPOLIS, MINNESOTA 55442 

Rev. Kenneth D. Proffitt, Pastor 612-544-lll&l 

Presidential Nominee Jimmy Carter 
Plains, Georgia 3178o 

Honorable Mr. Carter: 

Congratulations on your nomination by the Democratic Par�y as its candidate for 
President of the United States! 

In an effort to keep abreast of the issues and thus be able to inform my people, 
for a statement from you or your office pertaining to your stand 

issues in particular: 

Thank you for providing this and any other 

A sinner saved by grace, 

t!�fP� 
Kenneth D. Proffitt 
P astor 

met 

i��onF u�: ar�d�
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··Mrs • Iva Hubbard 
163 North 5th street 
San Jose, California 95112 

Dear Mr�. Hubbard: 

\ 

' ' . 
I ·,, 

August 16·, 1976 

Thank you for your ·letter to Governor Carter. As a Deacon of
the Plairis, Georgia Baptist Church, Governor Carter sh-ares your 

·views. He has been a Sunday·School teacher for many, many 
years and has witnessed ·for Jesus in numerous communities, both 
in the north and in the south • .  In addition, he, stated in his 
autobiography that during his term as Governor, he spent more 
time-on his knees praying for guidance than ·at any other time 
inhhis life. 

· ' 

He believes that moder�te, decent Christian behavi�r is central .. 
. to assisting in restoration and preservation of our values. 

· Tijank you. fo·r your i-nterest. 

'sincerely, 

Robert s. Haqely 
Natibnal Issues and �olicies 

RSH:dan 

/ '  



Hon. Gov. Carter, 
Dear Sir: 

San Jose, Calif, 
June, 1, 1976, 

Because you are a born again Christian, I will 
vote for you. 

A Methodist minister of San Jose, circulated a 
petition, to be sent to the White House, requesting 
our leaders to stop the flow of alcoholic beverages, 
and cocktail.parties. 

I would appreaciate knowing if you would abolish 
that custom? I know the lobbyists would be a strong 
enemy. Alcohol is ruining our country. 

We all know the leaders of the welfare system 
is another enemy. They are destroying our desire to 
help others, and our ability to continue • 

Many people, who are not in need, are receiving 
money, food stamps, and other ben�fits. · 

I t  is breaking the little business man, and 
discourageing honest young married couples. 'l'hey have 
to work to pay their own bills, de�ng their childrens 
needs to give to a lot of greedy wasters. This is a 
part of the enemy's plan to destroy our nation. 

If someone had the courage to speak out againist 
all of this, they would be doing a great service. 
They may not become President,-- but GOD has other 
placeB �for people to be a blessing to others. 

I t  may be with our system the way it is a good 
man can't withstand the enemy, which is in many of 
the leaders of this country-- Supreme Court, on down 
through our churches. 

I would appreciate knowing if you could speak 
out on these issues? Would it hinder you being elected1 
'l'here are many who would like to see an end to all 
of this fraud. Thank You, in Jesus' Name. 

A Fellow Christian, 

lhM.�� 
; b 3 n. stf �) 

.��ri.L/· 9S/I� 
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Mr. R. Fred Smith 
Beer Marketer's Insights 
55 Virginia Avenue 
West Nyack, New York 10994 

Dear Mr. Smith: 

·, 

August 17, 1976 

Thank you for your letters of June 11 and June 30. I am 
sorry to be.so late in �esponding to your questions; we have 
been preoccupied with the convention and with moving and 
expanding our· headquarters in Atlanta. Dave Moran has' left 
our staff, and your·correspondence has been referred to me. 

The following comments are in reference .. to your questions 
of June 11: 

. ' 

1 and 2 :;_ Governor Carter believes th.at the. consumption 
of alcoholic beverages is a personal matter. He is aware,. 
however, of the problems of excessive consumption, and I am 

currently preparing a briefing paper for him on alcoholism. 
Any comments you may wish to share with me on the subject would 
be appreciated. 

3,4, and 5.- These quest�ons are u3der study by persons 
with expertise in regulation1taxation, and environmental protection. 
The Governor will take or advise action in these areas only 
after further study and oonsultation with his advisors, industry 
representatives, and other interested groups. Again, I woulq 
welcome your ideas and suggestions. 

6 and 7 - I do not know t,he answers to these questions. I 
do know that Governor Carter has enjoyed alcoholic beverages 
in moderation in the past, but I am not aware of any decisions 
regarding alcoholic beverages in the White House. 



Mr. ·R.' Fred Smith 
August 17, 1976 

Page 2 · · ·  

·' 

· . .. .. 

' . 

. I· hope this information is heJ.pful, Again, I· apo_logize for the 
delay in responding. !':look forward to hearing from you again. 

RSH:dari 
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Sincerely, 

� . 

..; ) Robert s. Havely . _ 

National Issues and Policies 

�. . .. . - . 
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W
E ar.e living in an er� ?f 

GOD HATH . •  GIVEN US . • •  THE SPIRIT OF POWER, AND OF LOVE- 2 Tim. 1:7. June, 1976 

Christ For· The 
providing a pathetic wreath.;' 
' . 

Plenty of Money -
Little to Buy 

. cnses . . . one cns1s 
right after another ... each 
crisis more serious than the 
preceding one - until now, 
America faces her ...most ser
ious crisis . · .  . THE INFLA
TION CRISIS ... the CRI
SIS that can spell defeat -
and disaster for the U.S.A. 

In Ill!/�� l!J! t,f r!� {�s .. 
An adviser to the world bank stated that the present global econom1c 

The only way to correct situation is· confounding all the experts. "Heretofore," he said, "two 
our nation's financial and· or three countries might have been in trouble at the same time. Now 
economic disorders in order f · · · d" W d ' k h. t t d " the whole world aces econom•c 1saster. e on t now w a o o 
to avoid an inflation catas-

In answer to the question, 
"What causes-inflation," the· 
writer said, "There have been 
scores of catastrophic infla
tions throughout history. 
There are good records· of· 1 · 
them going back eleven hun
dred years. Every single 
one has had. the same cen
tral feature: A sudden and 

. 
I 

enormous increase of money trophe is to first correct our Past economic crises have been corrected by tidal waves of spir.tua among a people without a moral and spiritual dis- power. It can be made true once again in today's world-wide crisis corresponding increase of orders. Only a moral refor- things to buy. mation and spiritual awak- Sinful nations cannot hope to escape a visitation of Divine judgment and 
ening can save America frorri wrath, or a wave of holy chastisement. But a spiritual revival could "We are all aware, person-
inflation �atastrophe.. In- cushion the blow. An act of Divine intervention can reverse the order ally, that the goods we can 
flation. is a sudden, ungov- buy are fast diminishing: 
ernable increase in living Yle must present -Christ for the Inflation Crisis! Few of us are alive to the 
�osts, or to put it in another other. and graver side of the 
way, a sudden decrease in Repeats Itself," he contin- spread to the point of social savings banks and life iri- picture - how swiftly and 
the purchasing power of ued, "Back in 1789 France disorder. The infant repub- surance companies. We have how greatly the money we . 
money. had an era of inflation the lie finally fell victim to �he directly and indirectly in- all use is being increased, 

. . . 
' totalitarianism of Hitler, vested billions of our savings unavoidably." 

Scrops of Paper n�rrative of which reads al- who capitalized on the in the natio. nal and pu_blic Inflati'on I·s· usually- ac-most identically like that h , When the purchasing pow- f . . c aos. de. b.t. To this mu. st be added companied by tu_rnioil, hun-we read . o m our newspa- b II d d er of paper money is dimin- pen:; today. One writer made the fol- I lOllS mo�e Ill ema� g·er, strikes, crimes, looting ished, it becomes a mere lowing comments concern- bank deposits, commercial - and finally revolution. scrap of paper - a· scrap of "Real estate val.ues soared. ing the dangers of inflation: debts, and loans 0� farms During times of national uppaper which ·will not buy W�ges �ent sky high. Sp�cu- I hope that w� shall be able and homes. But at a very heaval inflation becomes food, clothing or provide IatiOn m stocks was Wid�- to avoid sinking to the minimum. if the dollar goes, the dt:iving force which in-
-shelter. The housewife ha,s spr�a�. 'Tl!� _ whqJe

. 
GYCle 'depths to. whlch European half the wealth �f, ·the peo:· cites· men to< deeds of vio

to pay ten dollars for what �ent Its tragic way for 
_
a per- nations sank .as the kronor, pie of. the Umted States Ience. In Russia, eGon,omic formerly cost ten cents. She IOd of several years till 

·
the the mark; and the ruble be- would be lost to those who breakdown produced Com

has to pay sixty dollars in- cra�h came .. ��e crash was came worthless. But when have at present saved it. munism. In Germany, eco
stead of sixty cents for ·a a fmal recogmbon that val- I say that. the coming de- "Finally, tens of millions nomic breakdown produced 
pound of butter.· She pays ues . had to be . measured pression is going to make of families, dependent upon Naziism. In Italy, economic 
one thousand dollars instead agam by a yardstick of sub- the worst years of the de- the government for old-age breakdown produce<;! Fasc
of ten dollars for· a dress. stance and not theory. The pression which began in pensions, for unemployment ism. 
The wage earner has to pay people took their losses, ac- 1929 seem like the recollec- relief, for civil service sala- The soundness of the 
a hundr�d dollars for an cepted their privations the tion of a pleasant but excit- ries, will find that the dol- American dollar . the item that formerly cost one hard way in a period of suf.: ing summer picnic, I mean Iars they will receive will purchasing power of our dollar. The business man fering and self�denial. The precisely that. not begin to buy a fraction money, is determined in the has to pay a thousand dol- infant republic finally fell of what they need in order · 1 · b t t f victim to the totalitarianism "At the worst of that de- last ana ys1s y the s a e o lars for an article that for- pression (when every bank to keep alive. · the nation's character. merly cost ten dollars. Fi� of Napoleon. 

in the United States was "At every step of the deep- Religious Decay nancial depression and mar- "Another inflation hap- closed by order of President ening tragedy, distrust will Precedes Economic Discister al chaos are the result. pened in 1923 in Germapy. Roosevelt), confidence in grow. We would distrust not 
History Repeats Itself 

Five years after World War the dollar never wavered. Its only our banks and big bus�- If we are struggling und€1" 
I, the German people tried value and purchasin-g power nesses as we did in the last a staggering national debt 

"The pattern of an infla- to escape the consequences actually in.creased as the depression, but we would dis- . . . if our national govern
tionary period is all too fa- of war debt. They repudiat- process of deflation contin- trust our Congress, our Pres- �ent is s?ending 

_
more �han 

-miliar," wrote. David Law- ed it all. But they did not ued. · ident, our governments, It takes m .. · . 1f busmess 
renee in one of his editorials escape the consequences. 

, t h t Id 'f ·state and ·n·ational Worst and industry are frightened 
S U d th Th too f d Sh and 'Bu w a we wou see 1 · · m U.S. NEW . n er e ey, , ace a era . d . . t of all we would distrust our- by the sceptre of. currency 

_edi·to· ri'al capti'on·, "History by 1933 economic chaos had there lS a epresswn Is no ' . fl t '  't . b use · · · . . selves simply because we did m a Ion . . . I IS eca deflation, With nobo�y able 
t th ·t to f . our citizens collectively no 

D 
... 

to obtain enough dollars no have e WI . ace, m 

b t · fl t' 'th ' time the necessity of pre- longer have a proper sense u 1n a Ion, WI every- ' 
f 1 1 Th h bo t · to· t 'd f paring ourselves for the in- o mora va ues. ey ave dy rymg ge n o t · · f th · ·t · d b · bl evitable and inescapable." los a VIsion o e 1mpor :-their dollars, an emg a e nee of national integrity. to obtain less and less tangi- One writer has commented a 

t . 
ble goods of any value for on what catastrophic infla- . A gover

to
nm

th
en 

1
1s no 

f
more 

· . . Immune e aws o eco-them. We would agam have tion could mean to us as m- . · t · di-armies of the unemployed, dividuals. "If a dollar could n?
d
mic

l
s :an a pn�a e m 

d bread lines, shanty towns, buy only a tenth of what it VI ua 
t
. 
h 

e :;a
t
� 0

. 
spen s 

runs on the banks, long lists now does, nine tenths of the more 
t 
-�� e 

d
es n;· m� • 

of bankruptcies, foreclosures, savings each one of us has exJ?ec ��e a. ay 0 rec -
and suicides. slowly accumulated would onm

t
g · · · 1 ewiSe a govern-

b . d t 
.
h . men . "Most of what we have e w1pe ou as pure asmg · .. · 

saved individually and what power. The only sure way to hold 

other people and i�stitutions "Life insurance policies in destruction in check is to 
owe to us, wQuld become al- force in the nation would return to the God o.f our 

most worthless. provide enough money _;, Colonial Founding Fathers, 

most of them _ for our fu- and start building once· 
. What Happens nerals· and the millions of again upon the old-fashion-

If the DoUar Goes? these being carried by poor ed Bible foundations. 

"We have saved for our people for no other purpose . The .responsibility of the 
old age and for our depend- than to provide a decent Christian forces in America 
ents billions of dollars in burial WOUld end perhaps by <Continued on Page Three>. 

-------------...,....--------""'-,---- -·- ---
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, I am full of power by the Spirit of the Lord, and of judgment, and of might - Micah 3:8 � .. ERALD OF HIS_ COMIHG - June, 1976 Page Three 

�:�continued from Page One) 
_ 

in the present almost zero 
lies in the necessity of re
building the national char
acter. High religious tides 
are always accompanied with 
economic stability, domestic 
tranquility and widespread 

prosperity. The opposite is -
true . . . low religious tides, 

periods of moral and spirit
ual declension, are invaiiably 
associated with turmoil, un
rest and economic disaster. 

Christ For. The 
hour, when everything pre
cious to your heart and my 
heart, as Christians and pa
triots, is at stake. May the 
great and good God Who 
moves in the shadows, pre
siding over the destinies of · 

America's Soul 
Is At Stake 

Past economic crises have 
been corrected by the releas� 
ing of new spiritual energies 
• • • tidal waves of spiritual 
power. This was true in the 
year 17 40 . • • it was true in 
the year 1800 . . . it was true 
in the year 1858 , • •  and it 
can be made true once again 
in today's crisis. 

The United States cannot 
hope to escape a visitation of 
judgment and an outburst of 
unrestrained wrath, a wove of 
holy chastisement • , • but 
proper enlightenment, and a 
spiritual �evival c'ould cushion 
the blow. Only an act of Di-

.., 

Inflation Crisis 
tastrophe of inflation, it has 
been recommended that we 
buy only what we really 
n�ed, pay off our debts, and 
save the rest of our �oney. 

In paying off our debts, 
let us n�t forget that the 
Christian American public 
has robbed God and needs 
to make restitution. 
"Wherein have WE1 robbed 
Thee? In tithes and offer
ings." (M�Iachi 3:8). 

No wonder, God said 
through, Malachi, the prophet, 
"Ye. are cursed with a curse" 
• • •  Therefore, "Bring ye all 
the. tithes into the storehouse, 
that there may be meat in 
Mine house, and prove Me 
now herewith, saith the Lord 
of h_osts, if I will not open you 
the windows of Heaven, and 

. . . . men and nations, give to us 
fell into the depths of moral cal} .citie�, and It Is a matter 1 a special dispensation of Di-
degradation. They lost all �f h�stoncal record t�at new· vine Grace, that will bring 
sense of inoral values: In- life n:�stantly came illto the about another great spiritual 
temperance, profanity, las- Colomes. revival in America _ before 
civiousness, drunkenness, Benjamin Franklin wrote it is too late. 

Oh that we may see Ameri� 
ca saved and spared until the 
coming of the Lord!- The only 
One who can save America is 
God. It is Christ for the In� 

and every form of vice pre- about the sudden change in . 
vailed as never before in the his Journal. He said he 
history of the Colonies. couldn't even walk down the 
Moral restraint was cast off streets of Philadelphia with
and the conscience of the out hearing people singing 
Colonies seemed smothered, and praying. The Colonies · fiction C_risis - - there is no 

When a Dollar Was Less were saved ... the yoke of 
K. G b k other _way out! 

Than Three _ Cents- illg eorge was ro en ... 
Then Revival Came! The Constitution of the In these perilous times -

· United States was written. when nations fall into the-
. W�th this loss df �pirituai The Liberty Bell proclaimed hands of cruel dictators, they VIt-ahty,_ the' people became freedom throughout the never return the same. There� helpless. It was then that land. "The Spirit of 1776" fore, l_et's cooperate and wor!t colonial money lost .its value. was felt around the world. together, pray together and The dollar went down to less The year 1800 was another/ sacrifice together. Let u"s than three cents. The Colo� critical time in American sound this clarion call to every nies became the laughing hi'story The pop I t· h d . u a IOn a nation in order to awaken stock of the world. .The peo- increased to about five mil- Chr.istians around the world. 

-

vine intervention can · reverse 
the order. America's soul is 
at stake! We must present 
CHRIST FOR THE INFLA
TION CRISIS! 

pour you out. a blessing, that 
there shall not be room enough 
to receive it,"· (Malachi 3:9, 
10). 

pie were so weak so lion_ Another moral sag I May they join their prayers beaten · · · so defeated · · · o.c�urred. ':fhen another re-I with ours and ask God to save so humiliated that they llgwus reviVal took place.! America! Pray that her peo� could., not even complain Thi's wa the th' d t' , 
. . s 

.
Ir grea 1 pie will repent, co_�fess their publicly against the tyranny spmtual awakenillg that. sins and seek the Lord!-M. of George III. had occurred in the history Mo · ( · d) Historians tell us ·that . . ms rev1se • , It was then, like the sud- of America. Again we dis� . there was a time when the den ringing of . a b�ll, that covered that spiritual revival "If My people, which are 

To help prevent the ca- struggling Thirteen Colonies · 11 d b M .,., h 11 

· Present Day Signs 01 The last Days 
_the voice of Jonathan Ed- was a�companie�. ·by. new j ca e _ Y Y ..... ame, s a 
wards began to be. heard in economic and political forces humble themselves, and pray, 
New England. His message which saved the Nation. . .and seek My face, and turn 
probed the con�cience of the from their wicked ways; then 
people. The effect of his 

. American history shows will I hear from Heaven and 
THE apostle Paul gives a detajled . description. o� the sermori: "Sinners in the tl:lat high moral tides • • • per.:.-� will forgive their·_ sin, ·and will 

last days of this dispensation, but our Lord refers to Hands of an Angry God," is iods of great- religious revivals heal their land" (2 Chron. 7: 
the days of N<;>ah and the days of Lot to give a brief in� still being felt. · · have always been accompa!l� 14). · 

sight into worlq conditions ied by financial prosperity. ' 
•---

and affairs in the period im- exemplified by the great It was then that Goorge There is an intimate connec� · · 

mediately preceding His re- business take-overs and Whitefield- started traveling tion between moral conscious- How To Invest Your 
turn (Luke 17: 26-30). property deals, the lust for from Maine to Georgia, blaz- ness and sound economics: Possessions Wisely 

In the days of Noah "They gain and .profit by no means ing new spiritual trails with there is an intimate· connec-
did eat, they drank, they lacking. the flaming Gospel of the tion, between' national intreg-

Give God Your Talents, 
Lord Jesus Christ. · . Your Time, Yourself -married wives, they were But .more remarkable is rity and -national well-being.: 

· 
· · e, L k 17· It _was then that mighty Your ALL! given ill marnag · · u e · the word "planted". It is . . Will History 27 0 th f f ·t ·t revivals broke out in New · ------------. n e ace 0 I • 1 quite usual � buy and sell, Repeat Itself Again? would seem that that gen- York, Philadelphia, Boston, M. �'4 even to build, but here the · AliA r � eration· was doing nothing Savannah, arid other Ameri� Facing the INFLATION . "' "1 "' Holy Spirit, likening ·the 

above or below the general days of Lot to the days when CRISIS and the . related Al� r .lA, t '!'A, 
nprm of 'life, but a glance · · problems of today, the ques� - Vl �tll!t'll I" 

. the Son of Man will · be re- more spacious premises. 
at Genesis 6=5 reveals "that vealed, uses a word which So we get before us an era ti?ns that haunt me d�y and fOR distributi�n among the the wickedness of man .was cannot be mistaken when of buying and selling, plant- mg

t
�t are �hese: Will o�r ·� - unsaved, we have YOUR great in the earth, and that the time arrived. ing and building on a scale na �onal

_ 
hiStory �epeat It- ANSWER, HOW . and THE every imagination of the 

v-A Forestry Commission re- not known before. No ser- se�f. Will the nati�nal con- WAY OUT. OF THE DARK thoughts of his heart was · science of the Amencan peo- . ' 
port states that 70 million iously-minded Christian, if pie agai·n be probed? Will and for Jew1sh p_eople,

. 
HEAR, only evil continually." How 

ft - d f' t t ·t· trees are planted every year he gazes thoughtfully upon th . 't 1 . k . 0 ISRAEL. For those •n false o en o we illd. ha legi 
I- in Britain. and this has been the modern scene, can fail ano er spir.I ua_ awa enillg doctrines, we have HERE� IS mate things of life hold 

th . to notice how our present-_ take place ill trme to s�. v_e THE "''EWS, and BROAD� t t t. d th t th e normal figure for several . f th ,..,. emp a IOn, an a e 
t It · d day civilization corresponds us rom e- grave cnsis CASTING GOOD NEWS root Cause Of the evi.l I·s -I·n� years pas . IS propose through which we e o . 

in a remarkable degree to ar n w There are ·about 15 to a half d I d to plant a million trees in · ? W'll Ch · t· u gence an excess. 
Israel to mark the Queen's the days of Noah and the passillg .  I ns Ian pound, and 30 to a pound. -

· -The day� of Lot were days of Lot and how wonder- Americanism triumph . over Send for a parcel to prayerful-1' ht d 'ff t "th d'd Silver Wedding annjversary. d '  1 It· th h t th s Ig ly 1 eren : - ey I 
This is a gift to Her Majesty. fully accurate is our. Lord's IS oya Y roug ou e ly distribute. eat, they drank, they bought, predi'cti'on �and? Will we wake up in 
In the United States there · · they sold, they planted, they I. f these are the _days re- time

_ 
to avoid writing some And send us lists of names 

b 'ld d " L k 17 28 Th is a continuous program of f th bl d h t th t d dd f d Ul e . u e : . ere ferred to by our Lord, a crisis o e oo � c ap ers a an _a resses o unsave pe�� 
is no mention of marriage reforestation going on. These .t b . 1 . . t Th lhave been wntten ill Europe? .pie - to whom we may ma1l 

I·nstances alone gi've some Is o vwus y Immillen . e Wil k . t' to 
-

• here. Omissions in the Word d f N h d d . ·th I we wa e up In Ime these papers, Be sure to g1ve 
'd' - f th ays o oa en e m e . . of God are often- important, I ea 0 e enormous . avert a revolution? Now as Zip code numb_ers for every 

amo nt f r t ·  · th flood the days of Lot with · 

_ and it is more than probable u s 0 Pan illg ill e ' . . . never before, let us pray for address in the U.S:A. 
that in the four or five hun- present era. th
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s a sweeping revival of apos-

d d . th d 1 Th "th b 'ld d , Th' o e P am, oug tol' Ch . t '  't These Salvation heralds are re years Sillce e e uge, en ey m e · IS men, being believers,. were IC ns Iam y. not periodicals, but are print-marriage was ._much on the needs. very little comment. sav· ed. Lot had to flee ·from· 0 11. t' d ty' • 1 d · · d d ur co ec 1ve u , IS .c ear e '" quantity as nee e • d
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t-�_see sin and wickedness. Noah as crystal. Eacl1 of us, under rend m t�1s direc IOn has e. o y an ma_ssiVe e I Ices had to enter in for safety. God, must do our bit to help Send for a supply of these 

already set m. How accurate which are gomg up all papers for house�to-house, precipitate a new spiritual are the words of ·scripture! around us. Notable land- Jesus said: "Watch ye there� .... jail, and hospital visitation awakening • • . a revival of 
· Then follow some striking marks once clearly visible fore, and pray always, that t 1 Ch "t' 'ty t work, and to give to the milk-. 

d h superna ura r1s 1an1 , o d 
· . · d . statements: "they. bought, are now dwarfed by the ye may be accounte wort y · . . man an postman - an VIS-probe the national consc1ence . 

· h · d they sold, they· planted, they blocks of buildings that half to esc�pe all these things that . •tors w o come to your oor. 
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:r-fr. James L. Newland 
109 Fortson Circle 

. Athens, .Georgia 30601 

Dear Mr. Newland: 

September 25, 1976 

Thank·you for forwarding the two books concerning 
abortion. I appreciate your interest and concern about 
the issue. 

Any f'l:lrther·ideas or information you-might wish to 
. · send would be most helpful. 

. '/RSH; j 

.. / 

Sincerely, 

Roeert s. Havely 
.'.Health Issues Coordinator 

National Issues and Policy 

__ --/ 
. i' 

j 

I! ,/ 
., 

•, 

/ 



Beer Marketer's INSIGHTS 

the beer industry newsletter 

55 VIRGINIA AVE. WEST NYACK. NY. 10994 
(914) 358-7751 

June 30, 1976 

Mr. Dave Moran 
Carter For President Campaign 
P.O. Box 1976 
Atlanta, Georgia 30301 

Dear Mr. Moran: 

As you may recall, I spoke with you concerning Mr. 
Carter's views on various issues involving the beer 
and alcoholic beverage industry. I also wrote to 
you,eenumerating questions on policy that I piinned 
to use for publication. After that, I made many 
phone calls to you in Washington and Atlanta; none 
were returned. 

In light of all that is said and written about the 
vagueness of Mr. Carter's views, (see Columbia 
Journalism Review, Aug. 1976), one would think 
his staff would be eager to allay such criticism-
apparently not. 

Enclosed is a copy of the last issue which covered 
some political aspects 0f the industry. If no re� 
sponse to my questions is forthcoming soon, my report 
will have to center on the fact that Mr. Cartersideas 
on the alcoholic beverage industry are not for public 
knowledge, as evidenced in his staff's non-response. 

&s truly, 

Rob�h 
Associate Editor 

RFS:si 
Encl. 
cc: Gerald Rafshoon, media director· 

Jody Powell, press secretary 



Coors in Tex Up 86% in April; Old Markets Up 29.4% 

Gain more than you'd expect even with A-B strike on. While A-B down 65,000 bbls, Coors up far 
more: 115,000 bbls. In old Coors markets, up 39,000 bbls, 29.4%. In other words, in just the old 
markets, Coors picked up more than half of April A-B dropoff during strike, even tho Coors had only 
15% of old market before strike. For last ? mos thru Apr 76, Coors up in old markets 81,632 bbls, 
11.7%. For 4 mos 76, up here 63,000 bbls, 13.2%. New markets have had 184,562 Coors bbls shipped 
in in 76. In April, 9 starting-up Coors wholesalers got 332,232 bbls, 31% of shipments to their 
markets as they filled pipelines. In San Antonio, 4 wholesalers got 25.1%. Other wholesalers 
ranged from a low of 13.5% in Austin to 50.6% of Nacogdoches. 15 new wholesalers had combined mar
ket share of 27.7%, with 30.77% of all Coors Tex bbls. 

State Secretaries Group Working With Washington Lobbyist 

Tho some state secretaries did not join the group, enough of them got together to begin working 
with Washington rep. Several state secretaries we've talked to delighted with info input they're 
�ow getting from Washington--input they nrver saw before. From their new Washington source, got 
�nfo on status of SEC investigation, Mikva bill, ATF, 21st Amendment, etc. They hope that non-
participating state secretaries will see benefits, join group. 

· 

Soft Drink Territory Bill That NBWA Opposed Approved in House Committee 

While NBWA pushing Mikva Bill, House Commerce Committee has approved bill g�v�ng exclusive terri
tories for trademarked soft drinks and certain food products. Bill provides that such territories 
are not per se violation of antitrust laws. Senate bill differs slightly. Mikva bill is in 
committees, not yet voted on. 

You Can Help Fight One Crucial Referendum on One-Ways: Important fight affecting your future. Go
ing on in 4 states. So far, one committee organized to do fighting in Massachusetts. You can help 
it fight battle important to entire industry by sending money. Corporate funds okay where corpor
ation has direct interest in outcome, we're told. Send money to Committee to Protect Jobs and Use 
of Convenience Containers, at 21 Beacon St., Boston, Mass. 

Happy Bicentennial! Early Americans Drank Far More Alcohol Than Americans Do Now 

Have a happy 4th. Enjoy. Enjoy our great bicentennial. And as you have a few beers, just remem
ber that way back when we were becoming a country, Americans drank in amounts that none of us can 
conceive of now. In 1790, American adults over 15 drank 5.8 ounces of absolute alcohol. In 1815 
and 1830 drank 7.1 oz per cap over 15. Contrast with modern days when people scream about alcohol
ism problem. In 70--average US adults over 15 drank 2.5 oz absolute alcohol. In 60, drank 1.9. 
In 65, drank 2.2. Tho we all like to think back to the stories about George Washington's and Tom 
Jefferson's own little brewhouses, truth is that beer wasn't important part of Americans' absolute 
alcohol intake till mid-19th century. In 1790, Americans hardly drank any beer. As late as 1840, 
per capita consumption of beer in US: 0.1 gallons. Beer first accounted for half of absolute al
cohol intake in 1890. By 1915, 63%. In post World War II, about half of absolute alcohol con
sumed has been beer. 

Wholesale Driver Strike in St Louis in 3d Month; Other Labor Problems and Settlements 

They're talking. Strike began Apr 12. Genesee and Blitz still out. Other NW breweries operating 
tho no agreem�nt. Heileman signed $1.70 increase over 3 years in Newport, Ky plant, says Pete 
Staaf of Loew�. Pabst signed 10-11% increase in Newark, says Joe Frazzano of Oppenheimer. 

Booboo in our figures on workers' loss. A-B workers with 75¢ increases in ea9h of 3 yrs get $9360 
more--not $4680 we listed. We just boobooed. Don't ask how. Silly. Thank John Canale of Mem
phis for pointing out error. Similarly, it wasn't just $3+ million party workers could have 
thrown. Was $30+ million. Biz Week said over $50 million including fringes. 
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letter IMPACT, can get it from us. Price: $40. In meantime, have a good time. Next issue in 
3 weeks. Happy Bicentennial. Best wishes, 

Jerry -::) C R � >' 

beer m.arketer's 

Publisher: Jerry Steinman 
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With Carter Virtually Assured of Nomination, How Will Baptist President Affect Brewing Industry?? 

The U. S. has had Baptist presidents before. Whiskey-loving Warren Harding was Prez during Pro
hibition. Then there was Harry. Last name Truman. Also Baptist. Didn't harm ale bev industries 
But we'll bet you didn't know he was Baptist. Didn't advertise fact. Carter does. so bee% in
dustry has to question what this devout Baptist, a member of group against ale bevs will do for oz 
agai?st ale bev industries?? �as good chance to become prez just when headlines may pop about 
poss�ble payola, corrupt pract�ces. As prez obviously in position to call for more investigations 
of ale bev industries. Who would he appoint to head ATF? What policies would he demand? Would 
he strengthen SEC and Justice Dept investigations? Would he pursue smell of Watergate in the in
dustry? Would he try to use this as opportunity to lead crusade? Would he back deposits? 

To find out wha� Carter's attitudes about ale bevs are, we contacted his press office a week be 
fore our presst�me. It asked us to submit written questions. We did. Spokesman out traveling 
when we called four times for answers. Obviously has more important things to do than answer lit
tle ole beer industry newsletter right away. (Dem program was being hammered out.) so we turned 
to Paul Hanes, state secreta�y for �eer wholesalers in Georgia. Says that when Carter was gover
?or te�ded to �eave ale bev �ndustr�es alone. Passed several pieces of legislation and reform, 
�nclud�ng a un�form taxation system on beer that industry members wanted. Hanes believes that 
Carter would be fair-minded administrator! "If we have any problem we'll have an opportunity to 
have a voice." Added his belief that Carter as a small businessman believes in the small business 
man and knows the frustration of dealing with regulation on regulation. Affirmed belief that 
Carter is primarily an administrator and a very fair one. Another knowledgeable source tho in Ga 
felt that Carter wishy-washy, subject to changes of mind. 

NY Times recently reported that Mrs Carter, a teetotaler, did not serve liquor in Governor's Man
�ion • .  Once in a while a little wine. Not sure now, she says, whether she'd continue that policy 
�n Wh�te House. But she did tell Times: "I'm a Baptist, and I've always been a religious one." 
Carter also used to sip Scotch occasionally, according to Time, and Carter spokesman said he had 
beer occasionally after tennis. Hasn't had a drink since he began campaign, tho, we're assured! 
Last, but not least, important Baptist preacher at recen·t convention railed, as you'd expect, at 
Americans "rolling in pleasure, reeling in drunkenness • . . .  Something must happen to the ·!soul of 
America before it is too late." 

New Info on Investigations into Beer Industry Practices in WSJ Article 

Tho fair number of subscribers read Wall Street Journal, we highlight its BANG BANG lead article 
on beer industry payola because many readers don't see WSJ, and because some background on article 
worthwhile. Had new info not printed elsewhere before or since. Article started by quoting one 
industry source who said there was a lot of small payola, but "if what you were doing was wrong, 
well, at least you knew you had a lot of company." Then article reiterated Biz Week theme: "fed
eral agencies have marked the multibillion dollar beer industry as the first major target in th;ir 
drive to extend their exposure of foreign bribery and kickbacks by American'co;porations in the 
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u. s. itself." 
ords subpoenaed. 
questioned execs 
quoted SEC exec: 

(Our underlining.) WSJ also pointed out that Emerson's not the only one whose rec
So were United Airlines, Ramada Inns, and Sports-Service Corp. Said.SEC has 

at "a number of fast-food chains about their beer-purchasing practices." WSJ 
"the investigation is far from over." Falstaff and A-B's records subpoenaed. 

Same WSJ Article Detailed More About Milwaukee Grand Jury Investigation 

Said Milwaukee probe focusing on Schlitz' sales efforts in Milwaukee, at several big racetracks 
and at O'Hare International Airport. Said that those close to probe admit outcome far from cer
tain, particularly because Federal Alcohol Act exempts brewers from licensing and that wholesalers 
hampered because they could lose licenses. But SEC has fastened on national accounts because they 
are often negotiated directly by an official of a brewing company rather than by a local wholesal
er, making responsibility for them clearer. 

Then a Blast From WSJ Itself. Interviews with more than 50 makers and sellers of beer, it said, 
"leave no doubt that commercial bribery was a way of Zi[e in the industry [or at least 15 years� 
presumably between 58 and ?3 or ?4.11 Quo"tfed bar owners who said they got cash and other gifts, in
cluding one who got $14,000 over a 15-month period. A campus-bar owner in 2 southern cities says 
he took money from wholesalers of 3 of top brands, including $12,000 in just one month alone. "It's 
agreed," said WSJ, "that deals of this sort are widespread particularly at sports arenas." Noted 
that it recently came to light that early last year Miller paid fine of $20,000 for paying more 
for advertising at Madison Sq Garden than Marlboro paid for same space, tho Miller official dis
agreed with interpretation. Then quoted beer wholesaler: ,"Sometimes the brewery helps me out 
with a sales allowance, sometimes I carry it myself." 

Also quoted ATF director Rex Davis in surprise statement. Says Davis said: "you couldn't say that 
unfair trade practices also didn't contricute" to industry concentration. One other question con
cerns both this WSJ article and several that have appeared in Milwauk�e Journal talking about such 
practices. All quoted insider or ex-insider in the industry. Some people wonder who he is. 

Beer Industry Stocks Stinko Lately, But Rebounded Last Few Days 

WSJ article did not knock stocks down. Just kept them mired that week. Stocks hurt most after 
article were Pabst and Schaefer which weren't mentioned. But for 4 weeks ending Jun 11, A-B 97th 
worst performer among listed stocks, with 12.6% dropoff. Schlitz lllth worst performer, with 
12.1% dropoff. Pabst !28th worst performer with 11.3% dropoff. In same period, Philip Morris 
down 4.3%, worst of any of cigarette stocks. Big 3 did improve tho as market surged earlier the 
following week. This year Coors dropped 10.8%. In meantime, other regionals doing fine. From 
Jan 1 thru Jun 11 Schaefer up 117%, Heileman 33%, Oly 15%, Carling 25%, and Rainier 93.8%. 

Total Supermarket Sales Not Going So Great; Neither Are Eating and Drinking Places' Sales 

If you look around and think you're not seeing as much sold in places you normally visit, figures 
bear out your hunch, even tho most economic figures humming along. Supermarket News reported re
cently flattening of sales in supermarkets across the nation. Quoted supermarket execs as saying 
1st qtr slower than expected, and that biz now "substantially more competitive than it was two 
years ago." Figures add to picture. From Feb 28 thru Jun 5, food stores' sales and chain store 
units up only 6%. Same rate as inflation. No real gain. But for May 8-Jun 5 up only 3%. Simi
larly, eating and drinking places up 9% from Mar 1 thru Jan 4, but for May 8-Jun 5 eating and 
drinking places �K only 4%. Another thing: virtually half the gain in US retai� dollar sales this 
year are in auto sales dollars. First Nat�onal City Economic Week

.
noted th�t wh1le slowdown

.
"do�s 

not in any way threaten the recovery it po1nts to a lower rate of 1ncrease 1n consumer spend1ng. 
Other info tells you what may have occurred. In last 3 years real earnings of workers decreased 
in part because they work about half hour less per week. In meantime, all consumers spend smaller 
portion of retail dollar in food stores tho food inflation among highest. Among financial ana
lysts, Andy Melnick looking at similar questions about future industry growth, recently �re�ared 
a scenario he expects if industry growth only 3% in coming years instead of 4% many pred1ct1ng. 

Barley Prices Up and Down Again on Fear of Poor Crop 

In May, barley prices dropped to $3.35 a bushel. 
One reason brewers could hold beer_ prices in line. 

Real pleasure. Compared to $4.45 in May 1974. 
But with hot and dry period in Dakotas and 

<Mi"nn barley growing country, barley prices started shooting up. Hit $3.90 in 2d week of June. 
Down to $3.65 at presstime. If no rain comes in time, one malt industry expert tells us--could 
mean increase in cost of malt perobbl of beer of who knows what--maybe 25-50¢ a barrel. Will 
brewers eat that? A 30¢ increase per bushel of barley costs the industry about $36,000,000. �
ley not the only farm product whose prices rose for a while. Corn grits and flakes up this year 
too. Adds up to about another 25¢ per bbl cost over Jan 1. Compared to year ago tho, cost about 
same. Most analysts had counted on agric prods prices being down. Andy Melnick, who has had pos
itive long-term view about big brewers, forced to reconsider and look at various possibilities. 
Notes that "even with 4% industry growth it seems unlikely the major brewers could both speedily 
and sufficiently recapture sharp cost increases that might occur in agricultural • • •  supplies." 

Studies Going On To Determine If Any Statistical Correlation Between Beer and Cancer 

Under auspices of Int'l Agency for Research on Cancer, says NY Times. "Assessing a suspicion that 
very heavy beer drinking may predispose men to cancer of the rectum and the bowel." Studying work 
ers at Carlsberg and Tuborg breweries, and at Guinness just in case different reaction to stout. 
Studies prompted by 1974 study (which we reported) comparing bee.r consumption with local patterns 
of cancer in us. That study concluded: "the strongest single association was between rectal can
cer and beer consumption," but cautioned against "the hazards of attempting to draw sound scienti
fic inferences from such data." Doctor doing new statistical study of Danes and Guinness workers 
noted recent statistical study of 12,000 Norwegians. Found that heavy ale bev drinkers (which 
bev not specified) tend more often to develop cancer of colon or rectum. When that 1974 study hit 
wires in Nov 74, USBA sent out statement by Dr Thomas Turner, Chairman of USBA Medical Advisory 
Group and Dean Emeritus of Johns Hopkins Univ School of Medicine. Said: "Studies such as this 
represent only gropings to find the key to the cause of cancer • • . •  It is much too early to know 
which, if any, correlations will prove to be meaningful. Until such time, the general public 
would be well advised to adopt a scientifically critical attitude and demand more information be
fore incriminating products which have been in common use for many generations." 

Another cancer study also hit big headline in Wall St Jnl. MD from natl heart and lung institute 
developed theory that alcohol and tranquilizers lead to breast and other cancers. Found drinkers 
had 20 to 60% higher incidence of breast cancer, depending on how much consumed. Drinkers also 
had a higher incidence of thyroid cancer and melanoma. If theory right, WSJ said, could account 
for 1/4, 20,000, of breast cancers. Other recent studies of Mormons and Seventh Day Adventists 
show lower breast cancers. The doctor stressed: "I want to emphasize it is a theory and just 
that. In fact, I'm still undecided myself whether it's correct." And still a 3d study. Aff�rmed 
that heavy drinkers· die younger. But lifespans of mo�erate drinkers do no� di�fer f7om nondr1nk
ers. Question is at what level any heavy drinker's l1fe-span changes. Be1ng 1nvest1gated. 

we bring you this data for one reason: to emphasize the difficulty of seeing tomorrow, that good 
or bad news can come from such studies. But we must recognize that if anyone finds statistical 
link between cancer and beer, could lead to lowered consumption, lower per capita, etc. In 75, 
only 39.3% of male adults smoked cigarettes. Down from 42.2% in 70, 52.8% in 64. Only slight 
dropoff in % of women smoking during period to 28.9%. 

A-B Production Curtailed by 6.2 Million Bbls in 1st Half, Says Griffith of Merrill Lynch 

says A-B shipped about 3.7 million bbls less than expected in 2d qtr. Was off 2.5 million bbls ls 
· · h 12 5 '11' bbl for A-B in 1st half, 20 million in 2d half. "Little like qtr. Gr1ff1t expects . m1 10n s 

. " . . lihood of A-B using price as a weapon to rega1n shelf space, says Gr1ff1th. Noted that Schlitz 
didn't raise prices while defending in Tex against Coors and that it can't promote over wide area 
without sacrificing substantial potential earnings. Believes A-B can ship 95% of 43 million bbls 
capacity in 77. To do that, A-B will have to gain about 8.5 million bbls next year, be up 26%. 

'11 ' F lt NY Plant Will Add Only About 1,250,000 Bbls By Year End Analyst Says M1 er s u on _ _ 

Putting out about 100,000 bbls in Jun, then building toward 200,000 bbls a mo by year-end, says 
Allan Kaplan of Goldman sachs. As result, says Kaplan, Miller onl� �le to sell about 17 million 
bbls this year, gaining 35%, and reaching "slightly more than 17 m1ll1on bbls." Believes because 
of capacity limitations Miller will be up only 23% in 2d qtr. Also said several Schlitz lines 
were down for maintenance in April. 



Jimmy Carter 
Plains, Georgia 

Dear Jimmy Carter: 

Department of Family Medicine 
Uhiversity of Miami 

School of Medicine 
P.O. Box 520875 

Miami, Florida 33152 

16 July 1976 

I listened to your acceptance speech last night with great interest. 
I found myself hoping that you were speaking honestly about turning 
the government back to the people. I do want to say that if you 
do not mean the beautiful things you said last night that I believe 
a great deall of harm will have been done to our people. We have 
been fed lies for so long that it would be a disaster to raise our 
hopes as you are doing without following through to the best of 
your ability. 

At this point I know little about you but I like what I heard you 
� and I am eager to hear and see more of you and your way of 
dealing with people in our rapidly changing world. 

I am enclosing a rough draft of some ideas that I and two of my 
colleagues have put together. We are planning to begin a rural 
community health program in January, 1977, that will belong to the 
people. J would like to hear your comments on our proposal and 
on the other things I have said. 

In my opinion, the most important issue you mentioned last night 
was love. I hope you will direct your efforts with love to a 
people that so badly need it. 
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INTRODUCTION 

This proposal presents a community-oriented approa�h to health care 

delivery .. It is possible that in reeding this proposal one might conclude 

that little emphasis i.s placed upon traditional care of medical.illnesses. 

This is not the case. However, it is our feeling that most professionals 

h�ve a good grasp of traditional medical care and there is no need to 

outline this system and methodologies here. �fuat we are proposing goes 

several steps beyond the episodic care of medical illnesses. It is our con-

tention that it is f��itless to treat only a specific organ or disease entity. 

One must t�eat the whole patient in the context of the total environment. 

In doing this, one cannot rationally stop with the treatment of the individual 

be!:ause ea!:!l indiYidua.l is an integral part of a family and coomunity net\lork 

\lhich ult�ately affects the health of the individual greatly. 

Ee�lth care and health care professionals enjoy the status and financial 

prestige they currently have only because the people of this country have 

allo«ed it to be so. Health care belongs t o  the people for it is their 

interests that it serves. �nis paper outlines a health care system of, for 

and by the community and its people. 

---
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I. COMMUNITY 

The basic premise of this proposal is that health care is provided 

for the people and that control of the system should b e  in the hands of 

the community. In addition, it is the intent of this proposal to place 

the actual provision· of health care in the hands of' the community to the 

greatest extent possible. 

A. Governance 

The system would be ·g:)verned by a non-profit community orga."'lization. 

The exact make-up and selection of the governing body would be deter

mined by the comounity but Yo�d be primarily composed of actual· 

recipients of health se�ices. The governing body would have fiscal 

responsibility as well as responsibility for setting policy for system 

operation . 

Though the co�cept of community governance has been a popular one 

in some sectors of health care since the lo.t e ]960�s, r ec ent years t.ave 

produced much disenchantment with this concept . Our feeling has been 

that the alleged failures of corr�unity governance _have st�ed primarily 

from the co�ious· or uncon�ious: diff'icii.i.ty that providers have:" had "in 

relinquishi ng- their":·long-standing c6ntrol::..or health care. This can tate 

many forcs fro� that of overt hostility between provider and comnunity, 

to very passive (and sometimes very carefully r�tionalized) withholding 

or information from the CO!imlunity. O"::>viously, community governance 

requires that the flow of information be continuing, open and complete. 

A major eff'o� of this proposal is the recruitment of health providers 

(at all levels) ·,.;ho are comfortable, e:;...-perienced and secure ego-wise 

with the concept of real co�unity imrolve::1ent . 
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Built into the initial governing system will b� the ability to 

constantly evaluate and re-evaluate the entire structure and programs. 

This is absolutely essential in a society as rapidly changing as ours. 

Both the governing structure and professional group must constantly keep 

this in the :orefront of their thinking • .  Ongoing �valuation of health 

care outcomes (see section III) vill be a key instrument for change 

in ;;hich all interested parties wtll take part. 

B. Participation in Provision of Health Care 

roe explosion of medical technology in recent years has given to the 

public an image that medicine in general almost always requires this. 

sop�isticated technology. Saddest of all, many in medicine hold very 

si�ilar views. It has been our continuing feeling, co�firmed over and 

over again, ��t only about fifteen per cent of those patients presenting 

t��selves to the pri�ary care provider will have their health care out

comes significan�ly altered by the technology of modern �edicine (e.g., a 

pill or a procedure). �ne remaining eighty-five per cent have illnesses 

primarily of a s��ic-e�otional nature, ar� self-linited, or there is no 

proven helpful �edical intervention. It is thi3 eighty-five per cent 

that flood the o�fices of practitioners with interpersonal relationsaip 

problems, URI's, chronic illnesses, etc. There is no reason we can 

discern why the cor::;:::mity cannot learn to manage the majority of these 

problems on thei� ow�, or with minimal professional assistance. Our 

prcposed metc�ds fer i�plementing this is spelled out in the 

section on Fro•ision of Health Care (Section II). 

C. Locatiun 

I::. theory t!:is systen could be applicable to any ccJ:;Jmunity. •ile ha.ve 

chosen to i�pl�ent this in a rural area primarily because in this setting 
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ve are relatively certain Qf huving a readily identifiable co�J�ity 

vith vhich to vork. This is nece�sary to insure a feeling of community 

spirit, but also to isolate a population that can be readily identified 

for purposes of evaluating and documenting the largely undocumented 

theories of primary care. In o.ddition, the inaccessibility of mllllY of 

our rural citizens to health care has been vell established. This com

m�ity approach to health care may also be the most applicable form 

of health care availahle to many rural communities given ourpresent 

medical-social situation. 

On a more personal level, our desires are to live in a rural area. 

We believe that this project vill take a long term commitment on the paTt 

of both the providers and the community before any meaningful conclusions 

can be dravn. We see rural America as a generally more healthy environ

ment in which �e ��ll feel'comfortable in making this co�itment. 

In developing this proposal we have concluded that three or mor-e 

physicians are the appropriate number to implement these concepts in a 

r�al setting. �;s nunber will p4ovide adequate health care resources 

to the community end also allow adequate opport1.mity for the providers 

to enjoy their o"� personal lives. It has been our impression that 

professio::1al isoletion end overwork have been a..mong the major detern.ining 

factors in the decline of the rural physician in America. 



rough draft 
. .  

II. PROVISION OF HEAL�H CARE 
T�ughout this section the underlying philospphy 

is that of educating and training community members to provide 

more and more of their own health care. The role of the 
• 

physcian as teacher assumes a larger and larger proportion 

of ef��r��
erg@Ilcl[ Medicine 

. 

// f"� :c, ' ' <?.,f'v__, 
In addition to traditional emer�cy medicine methods 

/ 
a major community effort will be d�rected at training in 

emergancy medical technology. D��nding on the population 

and area served, one or mor� will recieve training 

at a formal EMT program. The·community may sponsor an 

ongoing sreries of American Heart Association CPR courses. 

for the co��unity at large. Coordination with larger service 

systems will be discussed-under Organization , but one of 
the key concerns in thi{area will be an emerg1ncy. transport 
system. Since the area served wil) tindoubtably be in · 

some ways inaccesable to a sophisticated emerg�cy service, 

a transport system will be an initial priority. 

B. Episodic Care 
\· Episodic care of minor illnesses or sudden problems 

with chronic illness willb�ealt with on a first come first 

served basis during certain hours of the day. Evening hours 
may be a necessity. As discussed below,- one of the aims 

.. . 
of the syste�s health education program would be to reduce 

utilization of episodic care. (Yfuen does a URI require 

medical attentionJ) In addition, episodic visits will be 

used as a nethod to encourage entry into the compfhensive 

care system .. 

C. Comprehensive Care 

1. periodic health examination (PHE) 

The concept of periodic health screening has been 

a very popular one. Outcomes of this effort are .largely 

· , 
,· 
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undocumented, however. Our feelings lead to the belief 

that the major emphasis of the PHE should be on health 

education with only a necessary minimum of physical 

screening procedures. 

2. chronic illness 

A good portion of primary care is devoted to the 

management of chronic illness such·as hypertension or 

diabetes. Rather than the traditional monthly doctor

patient.�isit, our approac;h. would utilize groups of 

individuals with common problems. Much of the group 

time would '1)(!'" Jt@ts�d in educational areas su
.
ch as 

looking at the problems of compliance, or the very 

person�l meaning of a chronic illness. A mutual learn

ing and sharing experience would involve both provider 
;ti ).,�,.-

and patient, with each contributing hisrown experience 

to the process of the group. Routine things such as 

blood pressure .checks or medication refills, could be 

taken c�re of on an individual basis before or after the 

,. group. T"ne opportunity for individual consultation ses�ions 
WOUld always be available �r.J. $om �f-�f'fltt5 �,-.corJt"�Jr!..J b,..v rf.� f0";.Ja.r, 

Similar approaches would be used for health areas 

not necessarily defined as "illness" such as prenateJ., 
or weljbaoy care. 

. . 

3. groups with special care needs 

Certain groups within a cornmunit:>J by virtue of 

their physical
_ 

and/or mental infirmaties-, common�ly 

require special types of care. Examples include the very 

young, the very old, and the mentally or physically 

handi.capped. For these groups we envision a sp_ecial 
support system relying very heavily on minimally trained 

community people (home health aids). This group would 

augment the traditional system of nursing homes and 

day cC?J:e centers; and actually involve these same individuals 

in their own care·. Again, the emphasis would be on 
. 

prevention, such as hygeine, recreation � child abuse. 

,_. 

·--. -·--�-�--.. -- .... 
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4� social-emotional problem� 
As anyone experienced in p·rimary care is well 

aware, social-emotional problems make up a great bulk 
of primary care.· encounters, though they may be often 
masked by physical p�oblems. Not only are they numerous 

but the,time needed to care for these probl�ms is extensive. 

�his large time requirement is why many providers have 
difficulty. in. .a'ccepting the World Health Organization's 
definition of. health which includes social and emotional 
well-being • • .. . : . 

Agai�, ·our approach involves returning to the 
community the care of those problems that can r·easonably 
be expected to be amenable to community expertise. Group 
work is an obvious method that can be used in this setting. . 

p�if.i_�� {-e_ __ � ---For those who find group work �� indiyidual 
counsel��g will be utilized • • 

In addition, the self-discovery methods of an 
education::al a.!!d thera/utic approach called Interpersone.l 
Process Recall (IPR) is very attractive. This method 
utilizes audio and/or video tape replays of interperson�l 
conversatio�s. These might ·include doctor-patient, 
couple, or family Jetj[,ih�J&�oRs. The tape is then 
reviewed with a·facilitator or inquirer. This individual's 
role is to help expand or elaborate upon the unspoken 
thoughts or feelings of the participants as they recall 
them while watching or listening to the tape. The inquirer 
does not interpret or ask ''why" questions, and in contrast 
to many existing techniques the control of the session 
is in the hands of the individuals who made the tape. 
It has been shown that this technique can be used in 
many_ settbg_s, a.."rld that the inquirer role can be taught 
to relatively unskilled people in this area. We would 
anticipaz� training community members such as clergy or 
teachers in this role. Taping equipment would be made 

· available for pl��ed or spcntanious IPR sessions. 
Health professionals would be available as back-up. 



Other thera�tic interventions,in which we have 

expertise include family therapy and psydo drama. In all 
of t8�� situations careful! assessment will be made 
of the applicability of�� technique before implemen
tation. 

During the past several years we have come to 

appreciate greatly the added expertise of the social 
service and behavioral science people. We plan to make 
extensive use of these individuals and agenc� if 
available in the community, or employ them as direct 
members of the provider group. 

5. hospital care 

The traditional emphasis
. 

of medical education and research� in this 

co:mtry has been the hospital. Some of the results of· this have 

hecnkhe develepement of the highly increasing te�hnological skills 

and the ever-increasing costs of health care. A negative result 

of this emphasis has been the limitation of educational and research 

·experiences in primary care. In contrast our training and experience 

has been to a large degree ambulatory in nature. Our interests 

include documenting the educational, research, and service advantages 

of ambulatory programs to providers and communities. We would prefer 

to devote the majority of our energies .to these areas. 
• 

' I 

In those tnevitable instances in which hospitil�zation is 

required, we would preferc·to utilize the ex-pertise of hospital;.. 

based consultants. We see the primary care physcians role in the 

hospital as primaril�y one of coordination. This might mean the 

coordination of the management of health care concerns in multiple 

specialty areas, and the coordination of pre and post hospital 

planning. 
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Thoug�at this point i� time we feel .r�l ati "?1)' confident 
I 

of our hospi tal expertise, we are concerned tr.at hospital practice 

will divert a good deal of our time away from the ambulatory programs 

we are developing in this proposal. This would be particularly 

true if the hospital facili ty were not geographical1y accessable 

to the site of the model practice. 

\ 
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III. .ACADEMIC COl·1MITHENT 

A commitment to academic pursuits· cf evaluation anC. education will be an 

integral part of the system from the beginning. . The "IJ·ID" has ·an infamous 

place in American medical circles. Some of this reputation is perhaps deserved. 

Much is not. By �king an academic commitreent from the onset it is hoped that 

th!s system vill not only continually stay on top of medical progress, but 

actually provide academic develppments that will ndvance medical knovledge. 

A. Evaluation 

Withi9 a short time of initiation of the systen, funding vill be 

sought for several proje.::t!3. Initially, the entire corununity will be 

surveyed to es�ablish a de�ographic profile upon vhich to base future 

projects. Care�� atteution to the details of record keeping vill include 

a pre-determined, cefi�ed data-base. With basic demographic details 

a7ailable along w�th a significant data base, the stage will be set for 

rnany projects to e-vel'.J.ate the process of health care delivery in its 

various aspects as detailed in this outline. To evaluate the process the 

final factor needed is a tlethod to measure the outcome of the process 

on the defined po:pulation. At this noint the outcome measures utilizkd 
-

' 

�ght consist of the assess�ent of patient satisfaction developed at 

��e University of North Carolina by Hulka, et al., the Sickness Impact 
I 

Profile deve:c.ped by Gi.tlson at the University of Washington and the 

tra�itional �easure o: outcome such as mortality,'perinatal �ortality 

and dise�se inci�e�ce. 

Dt:.ring the ::;e:::-iod of development of these relatively sophisticated 

eval-:.;.atior.. ;..·e :plan to itl:F·lement a syste:n of process eva2.1J.ation. 

f-.pp•:ndices A a:J.d 3 are copies of two process evaluation forms that ..-e have 



.· 

rou.e;h drai't 

used extensi·;ely for chart audit. These forms can be used to c'ompile 

data on the syst� as a vhole and also on individual provider s. In 
I 

I 

addition, an encounter form combining administrative, medical and so�al 

data vill provide infonn�tion on utilization, types of health care prob-

lems encountered and services delivered. 

B. Education 

It is difficult to separate the academic pursuit. of evaluation, 

just described, from other educational endeavor's. However, �here is a 

need for providers anfcorrrmunity to keep abre�st of{esearch advances in 

other areas 3uch as traditional medicine, socJal sciences, administration, 

·and health care delivery. With this in mind, from the beginning a 

committment to devote one hour a day to educatior.�l enlightment will be 

made. This might be used for guest consultants, )ournal reports, team 

conferences, or peer review. As always, the conur'unity will be invited . 
• 

, 

An up to date library will be mai��ned. 

For those recieving .health care training in the community, attempts 

��11 be made to secure academic credit. and degrees from local schools 

or perhaps innovative programs that offer external degrees 

Affiliations with university medical centers will be sought immediately. 

Resources utilized w�ll include epidem�olo�.:. and health care evaluation 

research potential, the family practice program, and continuing education 

programs. 
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IV • .  Onf..J\NIZATIClN 

A. Regional 

Every effort will be made to coordinate health care at all possible. 

levels to maximize available resources. On a regional level this , .. .,uld 

include working with the local Health Services Administration, any federal 

projects in the area, c?mmunity mental health programs, area hospitals, 

and the tertiary care facility for the region. The exact working 

relationships will obviously depend on the local characteristics of the 

community finally identified. 

B. Local 

Initial efforts will be aimed at developing relationships with all 

existing community resources such as the public health department, welfare, 

com:;m..:!!i ty service agencies, churches, schools, e..gricul t1;1ral extension 

service, folk healers, dental and optometric professionals, visiting nurse 

association etc. Later efforts might be to attract some of these people 

to the community, if not already present. 

C. Intracenter 

The day to day workings within the center will be carried on in a 

representative fashion with all members participating in decision-making. 
' 

J 

The core unit of function will be the health team. Non-phy5tian providers 

will form the majority of health professionals. As always, the first year 

or so can be expected to require a lot of energy for health ream developement. 

Core team members �ill probably consist of physcians, expanded role 

practioners, and behavioral�y oriented individuals (such as social workers 

or clinical psychologist). E��anded team members (probably on a part-time 

basis) might include dieticians, educators, pharm4cist and trained community 

people. 
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One of the key factors in the delivery of personalized health 

services, we feel,is to keep the system small. Big systems rapidly 

dehumanize both staff and community alike, as well· as becoming linmanageabl e. · 

The gain in sophisticated technology and consultation is probably not 

enough to offset this dehQ�anizing process for primary care organizations. 

D.financing 

The goal would be for self-suffiency within a period of three to 

five years. Pre-payment �ould be an ideal ·fin�cial mechanism, but it is 

not yet clear if small systems can carry the risks of pre-payment. It is 
nfrer 

the aic of this proposal t�care for all community members and national 
(!./e.�,

health insurance would obviously be a plus, but it is not yet �inul�e 

what form this �y take. If all social-economic classes of people come 
c)C\.S.S 

. 
to"the same center for care, perhaps some of the � differences will 

be eli::ni.."'lated. 

T)�ical third party sources will be utilized (medicare, medicaid, 

private:".insurance) as well as potential foundation, federal, or research 

funds . .  Important cost-lowering factors will include salaried positions 
• 

for all and extensive utilization of non-physcian providers. 
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CONCLUSION 

This prorosal is not intended as a "finished product'' in the 

developement of this community health program. .It is hoped that it will 

always �emain a system in evolution. 

There is one further concern we would like to deal with: will the 

demands of the traditional health care system be so overwhelming that 

th�re will not be .eno�gh time to implement the concepts outlined here? 

We think not for the following reasons: _first of all we plan to match the 

total community needs with a realistic number of providers; secondly;·. 

by making all providers salaried .we hope to remove the financial incentive 

foJ' an ever-increasing ratio·of patient visits per provider; if 

financial rewards increase we plan to increase providers or services; 

·finally � we see the ever- increasing community expertise as eventually 

reducing the de�and for traditional services. We see outside funding as 

d 
. h . . . 1 . d. f h 

. . . k .:,";:.), lfJ... 
=ecessa�to un er�71te t e 1n1t1a per1o o t 1s commun1ty system. 

At this point none of us knows if this form of health delivery will 

really work. We are living in an ever-changing,: highly technological, 

and increasingly complex society in which individual and human concerns 

seem to �e taking a back seat� This situation has taken us as a world 

co�ity to the brink of many cris£5 including war and ecological 

disaster. It is our belief that if thete·is any hope for our society 

it lies in the na��l resources of our people. Our pro�sal is built on 

a carefully tho�ght out and planned community health system that has far-

reaching implications for our society. We believe in it and are willing 

to invest our energies collectivelty in it. 

--- -------- - ---- ·--·-- · -- - --------· · -
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Jeffrey c. Rubin, M.D. 

I ' 

Sep$ember 25, 1976 

Department of Family Medicine 
·university 'of Miami School of Medicine 
P�b. Box·5208.75 
Miami,. Florida· 33152 

Dear Dr. Rubin: 

Thank you for your letter of July 16. -·I apologize that 
it h.as ·taken so long to reply. Governor Carter has referred 
it to me as I will be handling Qealth care issues on .the 
staff level during the c�paign� 

I appreciate the material you sent· concerning a 
community-oriented approach to health care delivery. As you 

. may know, Governor Carter was born and rassed.in rural , 
Georgia. He appreciates the problems· of rural health care · · ·  

delivery. Your proposal will'/be of great value in helping" 
us to consider these issues: 

·. 

- .  

Any further ideas or information you might wish to send 
would be most heipful. Again, thank 'you for your assistance 
and support. 

RSH:j 

Sincerely, 

Robert s. Havely 
.Health Issues Coordinator 
National Issues and Policy 

. - . .  ' 
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· · 2525 N. Stemmons Frwy. 
Suite 425 
P.O. Box 35948 
Dallas, Texas 75235 
Phone: (214)638-8070 

June 11, 1976 

Honorable Jimmy Carter 

Re: National Health Policy 

Dear Governor Carter: 

Dallas - Houston 

Unimark General Agency, Inc. 
Unimark Group Services 
C&T Financial Systems 
Terrell Agency 
UnimarkjCaldwell 

I have talked at length with Bob Havely of your staff and 
carefully read your news release on this subject matter. 
Frankly, I misunderstood your position from earlier press 
reports and it had caused us to question our support - due 
to the importance of the matter to us. 

We are a $25,000,000 ·a year marketer and administrator of 
group life and health insurance programs to small employers 
and trade associations. We believe that improvements in our 
health system are essential but we are violently opposed to 
the Kennedy approach for both professional survival and a 
basic concern for the economic future of our Nation. We 
greatly appreciate your resistance to an endorsement of the 
Kennedy approach and admire you for it. This subject is 
too vital to risk a quick decision. 

I hope you will allow me to give you some input as you study 
this complex issue and formulate your strategy on it. 

I will discuss it under the topics of current conditions and 
causes; professional supply; cost reductions in delivery of 
services; and possible improvements through combined efforts 
of private insurance and the Federal Government. The overall 
solution lies in a carefully planned phase by phase process. 

I. Current conditions and causes: 

Today, we find ourselves in a climate of rapidly increasing 
costs in the delivery of health care. Insurance carriers had 
one of their worst loss years in history last year, because 
they were not able to raise rates fast enough to keep up with 

Insurance Professionals: Employee Benefits " Fire and Casu:!lty o A�sociation Group Insurance o Life • IRA. Pee-paid Legal 
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claims trends. Physician charges and hospital costs have 
spiraled upwards. Much of this is caused by the great in
crease in malpractice premiums for both professionals and 
health care facilities and more important, the new concept of 
defensive medicine now being practiced that results in many 
unnecessary tests and x-rays. This is passed on to the cbn-

-sumer and then on to the group insurer. Minimum wage increases 
have a great effect-since two-thirds of hospital budgets 
center on personnel costs. Every minimum wage increase forces 
increases at every other job level. Another factor is the 
overall shortage of professional personnel and the unbalanced 
distribution of doctors and nurses. The small towns and rural 
areas of America are in bad need of help in securing profess
ional personnel to care for the sick and injured. ·Costs are 
further effected by overlapping of services and duplication of 
facilities. And as you have already recognized, our current 
system emphasizes care after the horse is out of the barn 
rather than correct preventative care. 

With these factors in mind, a logical conclusion is that we 
must seek an overall plan that reaches a goal of better health 
care for all Americans in a phasing of improveme�ts in pro
fessional supply, cost control, prevention, and insurance. 
The Kennedy concept would add to the problem rather than correct 
it and would result in financial chaos for the Nation. It 
would also add unlimited payroll tax burdens on both employers 
and employees in a time when citizens have grown tired of such 
increases and face ever increasing taxes to keep Social Security 
stable. 

One basic ing�edient in an overall plan should be the creation 
of a National Health Council to coordinate all efforts toward 
improving our system. This council should include represen
tation from physicians, hospitals, nursing, insurers, business, 
labor, and government and report direct to your Administration. 

II. Professional Supply: 

Our current system centers on the sick person seeking a qualified 
and approved physician. The following would be possible steps 
to increase our professional supply. 

A. Government incentive programs for doctors and nurses 
to encourage them to locate in rural areas. The 
basic reason they don't do so now is that they can 
make much more money in the city. 

B. More emphasis on the development and use of para
professionals and general practice doctors. This 
could include government grants to medical schools 
to allow for immediate expansion and implementation. 
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c. The key ingredient is to center our efforts on 
preventative medicine and one of the basic methods 
is more emphasis on the development and strengthening 
of Health Maintenance Organizations. 

III. Cost reductions in deliveryi 

A. Once again - emphasis on prevention rather than 
cure will have a great effect. Hospital costs will 
continue to increase but overall health care costs 
can be controlled if we keep people out of the 
hospital. 

, B. Some sort of Federal pool for physicians whose 
malpractice premiums have reached intolerable 
levels should be explored. 

· · 

c. Strict adherence to current Health Planning Act 
standards to eliminate duplication and unnecessary 
construction in health facilities will have a marked 
effect. 

D. The government should develop -a plan in conjunction 
with hospitals and doctors that results in strong 
cost controls. 

E. More emphasis should be placed on coordination of 
efforts, equipment uses, building uses, and all 
medical facilities. 

IV. Insurance Protection 

All· reliable surveys indicate that the vast majority of working 
Americans are now protected by medical insurance on a group · 

basis and that most are covered for catastrophic events up to 

$100,000, $250,000, or $1,000,000. This is not to say that many 
vital improvements aren't necessary. Some to consider are as 
follows: 

A. For working Americans covered· through the private 
sector: 
1. Minimum approved standards of coverage for 

all group plans so that all working people 
hav� adequate coverage. 
(a) Major medical coverage on an 80% 

coinsurance basis to at least $500,000. 

I. 
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(b) All coverage to include payment of 
at least 80% of reasonable and customary 
charges. 

(c) Inclusion of coverage for psychiatric 
care, dental care, and vision care. 

2. Discontinuance of the use of waiting periods 
to eliminate new employees from coverage. 

3. Requirement of a minimum level of employer 
participation in the cost - 100% of the employee's 
cost arid at least 50% of the total cost for 
employees and dependents. 

4. A requirement that all carriers involved in 
health insurance be required to meet certification 
standards and the prohibition of phony re
insurance fronts as are being used by many 
Multiple Employer Trusts selling to small businesses. 
An insurer would be required to have a stipulated 
amount of surplus for each million dollars of health 
premium in force. 

5. Insurance carriers would have a limitation of 10% 

to 15% profit on an overall company basis on medical 
insurance - whether it be group medical or supple
mental plans. This would be on an overall company 
-resul,ts basis and not per risk .. 

B. Federal Involvement 
1. A medicare type pool supported by monies from 

payroll taxes and the general revenue to provide 
coverage for the poor and unemployed and those 
between jobs. 

2. State pools for small employers or self-employe� 
who can't get group coverage and also for certain 
industries or occupations insurance carriers do not 
want to cover. All companies operating in the state 
would share in the assignment according to premiums 
written. This w�uld, of course, include Blue Cross. 

3. Expansion of medicare and medicaid benefits and 
limits. 

I appreciate your reading of this outline. I would hope that it 
would give you ideas of value to you in your development of a phased 
approach to the improvement of our health system to make sure 
every American has the best possible health while not resulting in 
outrageous new tax burdens or the nationalization of the health 
insurance industry. 
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I am most pleased to be supportive of your Presidential efforts 
and look forward to working for you anyway desired. I will also 
be pleased to visit with Bob Havely or other staff members at 

.anytime if I can be of value on the subject of health policy. 

Sincerely, 

. /?,/?/ . ...r-.:_ ?--// 
�� 7 .. c ..... Y�c;:r 
Charles T. Terrell 
Chairman of the Board 

CTT:sr 
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M. E. King 
Jimmy Carter Campaign 
2000 P Street, N. W. 
No. 400 
Washington, D. C. 20056 

RE: Comments on Carter• s Medical Malpractice Paper 

Anne Murray 
1326 Third Avenue 
San Francisco, CA. 
94122 

April 27, 1976 

It is not entirely clear who the audience for this paper is. If it is intended 
as a background paper for Mr. Carter, it is not specific enough; .it does 
not clarify the issues in enough detail; and it skims over sticky questions 
such as the potential cost of the recommended non-negligence system. (See 
xerox pages, attached, for example, for more specific information about 
California1s malpractice problems.) 

If, however, the paper is intended as a draft speech for Mr. Carter to 
deliver in California, which I take it to be, it seems to me generally good. 
It covers the essential issues and reaches a conclusion with which most 
students of malpractice would agree: that the present tort law/liability 
insurance system cannot cope with the malpractice problem and will only 
break under the strain, no matter what tort law changes are made; and that 
a new system must be devised. 

The recommendations in the paper in general are far-reaching and may even be saic 
. to be courageous, since the possibility of the adoption of such a non-negligence 

system in the near future in California or elsewhere is probably politically 
unrealistic. (Most legislators are lawyers; the recommended system seems 
to them to open the wedge for such fundamental changes in the tort law system 
and to present the possibility of such cost that they cannot accept- it yet�
Secondly, if medical malpractice liability is dealt with this way, what about 

products liability and other liability lines? This solution is seen by many as 
a. Pandora 1 s box.) 

The sense that the recommendation is politically unrealistic leads me to a 

basic point: why would Mr. Carter or any other candidate want to raise the 

malpractice issue? The public just wants it solved, wants health care to 

remain available, and wants costs kept down. But the details of the issue are 

not clearly understood by the public. Thus, to raise the issue and to actually 

offer recommendations would be to be speaking to doctors and lawyers, which 

groups could easily nitpick this statement to death. Better perhaps not to 

raise the issue but be prepared to deal with it if it arises. 

-· ...,..._ ..,.._... ....... _ ..... . ...... � 
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April 27, 1976 

In whatever way the statement is to be used, there .are some points in it 
that should be clarified. 

J. Here and there throughout the paper statements are made that are 
open to challenge. ·One such appears on page 2, lines 15-18: "Thus, it has 
been estimated • • •  result inclaims. 11 The estimates in that sentence can hardly 
be substantiated; the to.tal pool of ''negligent occurrences, 11 for example,· is 
simply unknown. There are estimates, but they are extremely unreliable. On 
page 3, line 13, there is another sentence which should not be made without 

.·clearer definition of terms: ''Nationwide, perhaps • 05 of all physicians are 
incompetent. 11 Such a statement, without cited sources or definition of terms 
can only cause antagonism and a loss of credibility. In other words, throughout 
the paper there is a need for more precise use of language so that the interested 
groups will not pick the paper apart on details and miss the central, important, 
point. 

2. As for the recommendations themselves, there are, in my view, 
three major weaknesses in the concepts as presented: 

(a) If the present system is replaced by an administrative system that 
would "make awards based on the determination of unanticipated results rather 
than negligence, 11 (recommendation 1. d), critics will cry about the uncontrollable 
cost of such a proposed system. It might be better to word that recommendation 
more precisely, perhaps as follows: 11make awards based on the determination 
of certain adverse outcomes, whether or not caused by negligence. 11 The 
phrase 11certain adverse outcomes11 allows for the development of a system 
that could limit costs by defining precisely schedules of compensable events. 

(b) Combining a system that would award without regard to negligence 
(recommendation l .  d) with a system that would use the courts for claims of. -,. 
gross negligence (recommendation 1. a) runs the risk of getting the worst of -).· 

both systems. (In New York, for instance, the no-fault auto system combines both 
with bad results: people inflate their injuries to qualify the case for court-trial, 
thus causing inflated costs. Also, the line between gross negligence and 
negligence can be drawn and redrawn by lawyers and juries randomly and on 
the basis of emotion.) Perhaps the system that is recommended should award 
claims on a basis unrelated to negligence and punish negligent providers by 
way of a separate system altogether. This leads to the third point, below. 

(c) Recommendation 2, page 4, gets at the question of disciplining 
providers. This recommendation is good and should probably be instituted 
regardless of the malpractice situation. In my view, however, it does not go 

·2'> ...... ....._ _____ -=��'=----··--· ... 
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far enough. If the compensation system is to be put on a basis unrelated to 
negligence (thereby letting the doctors off the hook), then somehow the question 
of preventing injury must be dealt with more strongly. Perhaps an additional 
recommendation should be added having to do with instituting injury prevention 
programs in hospitals (where the vast majority of injuries occur) and tying 
injury prevention programs to the self-insurance programs recommended in 
recommendation 3. 

AFM/sla 

��-,...,-·-·�··-_...�--------·�-------

rl-(MR �lWMj-
Anne Firth Murray 
Consultant 



G. D. WISDOM, M, D. 

Mr. Bob 1-Iavely 

WISDOM CLINIC 

ISDS IEABT MATTHEW& 

JONESBORO, ARKANSAS 72401 

May 17,- 19 76 

Jimmy Carter Presidential Campaign 
P.O. Box 1976 
Atlanta, Georg1a 30301 

Dear Mr. Havely: 

R. T. WISDOM, M. D. 

I am involved in Jimmy Carter's Campaign in Arkansas, having 
circulated a petition to help secure a place on the ballot and 
am a member of his steering committee, one of two in Jonesboro, 
Arkansas. There are several questions that I am unable to 
answer, especially among my physician friends. 

It would be helpful if you could define for me, Jimmy Carter's 
philosophy on comprehensive health care. How many does he 
plan to put under comprehensive health care? How much will it 
cost? Who will pay for it? This very day a letter carne to my 
desk from ARKPAC, the Arkansas Political Action Committee of 
physicians, showing where their money is being pledged. This 
doesn't represent unanimous opinion, but the majority of this 
group made a contribution to Gerald Ford. It is my thinking 
that the medical profession, must have an answer to our candidate's 
position on this vital issue� or else their money, vote and 
influence is apt to be directed in another area. Dick Kaufman 
called you for me on 5/ 13/76 and was advised that Jimmy Carter 
does not favor the Kennedy-Carman Bill. This very comprehensive, 
expensive Bill might well represent the end of the private practice 
of medicine. A position paper in which he defines his stand on 
areas of health care would be beneficial to me in trying to exert 
any influence on my fellow practioners. 

GDW/lm 

Sincerely yours, 
-

�U21/V� 
� rf.1�rr-; darn-, M.D. 



2525 N. Stemmons Frwy. 
.. Suite 42 5 
P.O. Box 359•1R 
Dallas, Texas 75235 
Phone: (214) (i3R-8070 

September 27, 1976 

Ms. Mary King 
1800 M Street N.W. 
Sixth Floor 
Washington, D.C. 20036 

Dallas - Houston 

Re: Health Insurance and Payroll Taxes 

Dear Mary: 

Unimark General Agency, Inc . 
. Unimark Group Services 
C&T Financial Systems 
Terrell Agency 
Unimark/Caldwell 

The Kennedy-Corrnan approach and the approach of certain labor 
leaders uses payroll tax as a basis for funding whatever costs 
the Federal Government decides to absorb on health insurance. I 
am also reminded that your polls showed that Americans would 
not obj ect to payroll taxes for health insurance. I sincerely 
question the reliability of these polls. Asking a person if he 
wants better health care or asking him in a particular way if he 
would like to be covered under a Social Security program or a 
shared payroll tax coverage reaps some false results - particularly 
when he doesn't know the ultimate amount of dollars that is in
volved. I doubt Americans want additional tax burdens, although 
some might be necessary to provide for the several million people 
not covered. \ve have discussed this previously, but here are some 
additional fiqures you might consider: 

1. The initial first year tax cost of the Kennedy-Corman 
proposal is estimated at $80 billion in tax cost - no 
Federal program yet - to my knowledge - has ever not ex
ceeded original estimates given by a politician trying 
to sell a program. 

2. The Social Security payroll tax system is bursting at 
the seams today - due to inflation and decreased birth 
rates. A great many thinking Americans don't have 
any confidence in it as it is now. 

3. The combined employer-employee Social Security tax 
on a worker's wage has now more than doubled in the 
past five years and is still increasing. 

4. Over one half the families in the United States are 
paying more in Social Security taxes, than in income taxes. 
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Two more statistics: 

1. The total individual annual earnings from people 
employed in the health industry are almost $3.5 

billion a year - this pertains to the 500,000 

people across the country employed in this in
dustry. 

2. I previously gave you 1a fiqure of $290 million 
a year in state premiUm taxes on health insurance; 
the correct fiqure exceeds $300 million. 

Sine� 
Charles T. Terrell 
Chairman of the Board 

CTT:sr 



PAINE 
WEBBER 

JACKSON 
&CURTIS 

INCORPORATED 
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140 Broadway, New York, N.Y. 10005 (212) 437-2121 

Ms. Mary King 
Mary King & Associates 
2000 "P" Street, N.W. 
Washington, D. C. 20036 

Dear Mary: 

May 19, 1976 

I enjoyed talking with you on the telephone yesterday about capital financing 
for hospitals and the potential impact of Jimmy Carter's national health policy 
on the ability of non-profit hospitals to raise funds for capital projects. 

As you know, interes t payments on borrowed funds are a fully reimbursable 
item under present reimbursement plans and in many instances represent as 
much as 10% of the hospital's total operating budget. The implications of 
this are obvious. If a national health care plan significantly reduced the 
security backing hospital debt, it would most certainly result in increased 
interest costs which would be directly chargeable against the reimbursors. 

I am not suggesting that national health insurance is either undesirable or 
impractical but merely that any plan give due coi?sideration to the impact 
on capital financing needs of individual hospitals. In this regard, I have 
begun outlining some of the specific areas which might be affected and 
will deliver to you a memorandum on this subject very shortly. 

I am regularly in Washington on business and would like to visit with you 
further in the near future. 

With kindest regards, I am 

TEG:er 

cc: Bob Havely 

Yours very truly, 

� (}r.tf{-{.,-
Tom E. Greene III 
Vice President 
Public Finance Department 
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COMPANIES 

Dallas · Houston 

2�25 N. Stemmons Fnvy. 
Suite 425 

Unimark General Agency, Inc. 
Unimark Group Services 

. P.O. Box 35948 
Dallas, Texas 7�23� 

C&T Financial Systems 
Terrell Agency 
Unimark/Caldwell Phone: (214) 638-8070 

September 27, 1976 

Ms. Mary King 
1800 M Street N.W. 
Sixth Floor 
Washington, D.C. 20036 

Re: An Assessment of the Current Health Maintenance Organization 
Development Program 

Dear Mary: 

BACKGROUND 

The traditional health care delivery system is characterized 
by extreme pluralism and fragmentation and is burdened with in
herent inefficiences formed by duplication and uneven utilization 
of limited and maldistributed resources. Economic incentives of 
the traditional system reward overutilization and penalize the 
more efficient approach of preventative medicine. 

Resultant costs have become onerous and threaten to soon 
reach impossible levels. 

Four major national legislature actions have attempted to 
address this subject since 1971. 

* 

* 

* 

Section 1122 of the Social Security Amendments of 1972 
(P.L. 92-603) required favorable review and recommendation 
from the designated state planning agency if the facility 
is to receive reimbursement for capital expenditures under 
Titles V, XVII, and XIX of the Social Security Act. 

The Health Maintenance Organization Act of 1973 
(P.L. 93-222) established the legal predicate and 

and financial assistance intended to foster the emergence 
of HMO's as a viable alternative method of health care 
delivery. 

The National Health Planning and Development Act of 1974 
(P.L. 93-641) seeks to facilitate the development of 

recommendations for a national health planning policy, 
to augment areawide and state planning for health services, 
manpower, and facilities, and to authorize financial 
assistance for the development of resources to further 
that policy. 
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* The HMO Amendments presently up for congressional action 
are targeted to enable HM01s to be more competitive in 

·the market place with higher potential to become eco
nomically viable. 

Should this presently existing legislative predicate fail to 
proliferate quality care, enhance accessibility to primary care, 
and introduce cost containment, it is predictable that a bitter 
confrontation soon will emerge between the providers of health 
care and the general public and/or the businesses and industries 
who pay a significant portion of the nation•s health care bill 
through contributions to employee benefits programs. Should such 
a confrontation emerge between consumers and providers of health 
care, it appears likely that a concurrent political backlash of 
major proportions may be expected. 

Within the context of this volatile background, respondent 
attempts to render in this memorandum a responsible critique of 
the present federally supported HMO program. In doing so, re
spondent notes that our perceptions are based on direct experiences 
as an HMO grantee in Dallas, Texas since March 1, 1976 and on 
direct and indirect evaluation of other HMO projects based on in
£ormation gained through industry literature, seminars, news media 
and direct interviews with upper and middle management personnel 
of other HMO plans. Respondent concedes that the subject is not 
only complex in the general sense, but it is further burdened with 
problems of semantics, function, law, and emotions, all of which 
can and do vary within relatively narrow sectors of geography . 

. THE CRITIQUE 

Strengths of HMO Concept 

The HMO concept of organizing and managing the cost-efficient 
delivery of health care had ·been amply demonstrated by certain 
operating models which preceded by some thirty plus years the 
passage of P.L. 93-222. Without the presumed benefit of either 
Federal legislation or the incentive -of Federally funded research 
and develop�ent money, several programs came into existance, ex
panded enrollment and service areas and attained a stable economic 
system of high quality health care delivery to the apparent sat
isfaction of both consumers and providers. 

The initiative for such programs tended to stern from two sources: 

1) An organized group practice approaching industry (e.g. 
Ross Loos) 

2) Industry encouraging physicians (e.g. Kaiser, Santa Fe). 

In either case, the emergent HMO organizations resulted from free 
choice decisions of physicians, employers and enrollees. Hospitals 
per se demonstrated little initiative toward implementing the HMO concept 
of health care delivery. 
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nEme rge nce of P.L. 93-222 

The visible pre dicate for P.L. 93-222 was laid Fe bruary 18, 
1971 in a me ssage to the House of Represe ntative s from President 

.Nixon re lative to building a national he alth strate gy. As one 
compone nt of that me ssage , Pre side nt Nixon propose d e ncourage me nt 
of HMO de ve lopment as an option to the traditional syste m and a 
program of grants and loans in support of that purpose . The re 
followe d a se rie s of regional se minars on HMO's unde r the spon
sorship of HEW, the disse mination of conside rable information on 
HMO's through ne ws me dia, and the normal proce sse s of lobbying 
and �e bate le ading to the passage in 1973 of P.L. 93-222 and 
its subse que nt imple me ntation. 

"Polarization of Attitude s 

From our pe rspe ctive , the well-inte ntione d passage of a 
law inte nde d to foste r HMO's as one meaningful alte rnative to 
the traditional syste m has had se ve ral significant ne gative 
re sults. Not the le ast of these is to make the e xpre ssion "HMO" 
a "bad word" at worst and a highly "controve rsial word" at best. 
Initial re action1by publics e sse ntial to the succe ssful e me rge nce 
of an HMO proj·e ct is in the following vein: 

* Physicians within the dominate fe e - for - se rvice s se ctor 
of me dical care e quate an HMO proje ct with "anothe r fe de ral 
program aime d at socializing the practice of me dicine ." 

* Hospitals pe rce ive a propose d HMO as anothe r approach to 
the Me dicare le ve l of re imburseme nt. 

* Employe rs conside r the force d offering of an HMO option 
as anothe r infringe ment of gove rnment into the . domain of 
private e nte rprise. 

The se mantic proble ms and additional factors �re such that 
focus has shifte d from a joint e ffort of the se vital publics toward 
health care proble m-solving to an alignme nt of "for" and "against" 

�HMO 's, and all :too few -of the involve d participants can agre e on 
the de finition of an HMO. 

"The GAO's Asse ssme nt of Factors Impe iding, DHEW Imple me ntation 
Of HMO Program 

In a Se pte mbe r 3, 1976 re port to the Congre ss on Factors that 
Impede Progre ss of Program De ve lopme nt Unde r P.L. 93-222,1 the 
Ge neral Accounting office summarize d findings and re comme ndations in 
the following fashion. 

1 HRD-76-128 

-�1 



"This act authorized $325 million for fiscal years 
1974-77 to help financ� a 5-year Health Maintenance 
Organization demonstration program. 

"By June 30, 1976 -- 2-1/2 years after passage of the 
act--only 17 Health Maintenance Organizations were 
certified as complying with the act's requirements. 
During this period, 168 projects received grants for 
feasibility �tudies, planning, and early development 
activities, and it is anticipated that additional 
projects will receive grants during the remaining 2-1/2 
years of the demonstration program. 

"On several occasions the Department of Health, Education 
and Welfare {HEW.) revised its estimates of the number of 
Health Maintenance Organizations that will be opera
tional by 1978; it now anticipates that only 80 might 
be certified under the act by the end of the demonstration 
program. 

"Several complex and interrelated factors have impeded 
and will continue to impede the program. 

-�Respons�bility £or administration has 
been fragmented and efforts to put the 
program into operation have not been 
coordinated. {see p. 8.) 

-�The staff to administer financial assist
ance and regulations has been limited in 
numbers .and in expertise. {see p. 12.) 

--Issuance of final regulations and guide
lines to implement and enforce the act 
has not .been t�mely; in fact, some regu
lations still have not been issued. {see 
p. 18.) 

--State laws have been restrictive. 
p. 24.) 

(see 

--Di£ficulties have been perceived with 
the Health Maintenance Organization ad
ministrative and operating requirements 
included in the act. (see p. 29.) 

--Financing has been lower than expected. 
(see p. 3 3. ) 
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Furthermore, of the $2SO million authorized 
for grants and contracts under the act, HEW 
has requested only $70 million through fis
cal year 1977. Many grant applicants have 
not been able to comply with the require
ments of the act and, thus, moneys appro
priated for grants and contracts were not 
obligated. 

Sections 1314 and 1315 of the act require 
. ·extensive program evaluations of Health 

Maintenance Organizations by GAO and HEW. 
Several GAO evaluations are to be reported 
to the Congress by December 1976. During 
the first 2-1/2 years, HEW has not devot�d 
enough resources to fulfilling section 1315. 
This low priority appears to be �ontinuing 
into fiscal year 1977. 

However, in view of the slow progress in 
establ�shing Bealth Maintenance Organiza
tions .under requirements of the law and the 
lack of a means to determine reliably the 
impact of health delivery systems on the 
public he�lth, GAO's reporting on the re
quired evaluations by December 1976 is not 
feasible. 

II RECOZ..1MENDATIONS 

The S.ecretary of HEW should 

--obtain additional staff, especially in 
the regions, with expertise in marketing, 
actuarial analysis, and financial manage
ment; 

--issue all final regu�ations and guidelines 
required to administer the nationwide 
Health Maintenanc� Organjzation program 
more effectively and:uniformly; and 

--identify how much State laws restrict the 
development of Health Maintenance Orga
nizations and seek whatever legislative 
amendments are appropriate to correct the 
situation. 

I 
i 
i 

I 
I 
I 

i 
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"AGENCY COMMENTS 

HEW maintained that the report is negative 
in tone and cited four areas in which HEW 
believes unsubstantiated inferences are drawn. 
GAO agreed that HEW's failure to utilize all 
appropriated grant funds should not be implied 
as a fault of the Department. However, the 
facts .developed by GAO more than adequately 
support the findings and conclusions concern-
ing fragmented program administration, inadequate 
program resources, and delayed publication of 
regulations. 
(see pp. 37 to 40.) 

HEW agreed with the first two recommendations 
but suggested that the third by deleted . · (see 
p. 57.) GAO believes, however, that if the 
recommendation is not implemented considerable 
Federal grant funds could be awarded in States with 
restrictive laws before the laws are tested. 
(see p. 40.) 

"MATTERS FOR CONSIDERATION BY THE CONGRESS 

GAO testified on specific aspects of the House (H.R. 
9019) and Senate (S. 1926) bills to amend the Health 
Maintenance Organization Act and concurred in the need 
to revise the legislation. These bills recognized 
that the slow program progress was partly due to 
complexities in the act. 

Because of the problems HEW experienced in attempting 
to carry out the act, the Congress, in developing 
legislation to achieve a program goal by_ a specific 
time, should 

--provide time needed to develop and issue 
regulations and guidelines and 

-�synchronize funding with the status of 
program implementation. 

The Congress should consider an amendment to section 1311 
exempting Health Maintenance Organizations from additional 
State laws that might restrict a Health Maintenance Or
granization's development. This should not be done until 
HEW has implemented section 1311. 
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Amendments to the Health Maintenance Organization Act 
were passed by the House on November 7, 1975, and 
by the Senate on June 14, 1976. These proposed 
amendments, ordered to be reported by the House
Senate Conference Committee in September 1976, will 
alter the Federal Health Maintenance Organization 
program significantly. GAO's views on some of these 
amendments are discussed on the following pages.l 

--Restrictive State laws (p.29.) 

--Principal activity of a medical group 
(pp. 29 and 30.) 

--Basic and supplemental health services· 
(pp. 30 and 31.) 

--Open enrollment (pp. 31 and 32.) 

--Community rating (pp. 32 and 33.) 

-�Evaluations (p. 45.)" 

Respondent's.Assessment of Factors IMpeding Development of HMO's 

Clearly the Health Maintenance Organization Act of 1973 was 
less than perfect. The contemplated amendments if passed will 
alleviate some of the more critical obstacles to the emergence 
of HMO's. Neverless, there remain serious questions regarding 
the ability of DHMO's to provide the expertise and leadership 
requisite to effective program implementation. 

Critically important questions--posed as if the amendments 
were not contemplated--for which responsible economic legal and 
functional answers must be developed include the following key 
areas. 

1 

1. .BREAKEVEN POINT 

Based on the Congressional intent of P.L. 93-222 HMO's 
must be given a fair �arket test according to federal 
law. The act allows funds for development purposes, and 
for initial operation yet they require a beginning pay
back on principle by the 36th month which natuarally 
assumes a breakeven also by this month. How many HMO's 
have, after large infusions of capital, been able to 
breakeven by their 36th month of operation? 

Referenced pages are attached at the end of this memorandum. 
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2. RATE STRUCTURE 

Why should federally approved HMO's have to develop 
a rate structure which is not based on group experience 
as their competitors do? Nhy should HMO's which are 
federally approved have to provide such comprehensive 
services which no other insurance carrier has to provide? 
Why can't they pattern their benefits to what the enrolled 
population desires and can afford? 

3. OPEN ENROLLMENT 

Why should HMO's and not insurers be forced to openly 
enroll 30 days every 12 months? These questions become 
.more complicated when one considers the following factors 
in program development. 

a. DHMO's apparent inability to select even a majority 
of its applicants who will in time be able to become 
legal entities in their state and to be qualified for 
purposes of an operating loan or for Section 1310. 

b. DHMO's lack of criteria for deciding who should be 
funded. 

c. DHMO's inability to deal with the differences of 
prepaid group practices and individual practice 
associations as evidenced by funding requirements: 
Individual practice associations real.ly don't need 
the 12 month time lag required by the initial de
velopment funding cycle. 

d. Lack of state involvement in the decision making 
for the granting of funds. 

4. STATE REGULATORY INVOLVEMENT 

a. How can entity start up in a state without having 
to face the massive myriad of current restrictions 
on federal funding requirements? 

b. An ·entity in most states must meet an initial 
capitalization requirement (pure dollars in most 
cases). How can you do this fairly and also take 
into consideration the precarious financial balance 
that one of these organizatrions has during the 
first five years of operation? An outgrowth of 
the above would be the question: "Should a state 
assume a certain percentage failure rate among HMO's 
and not concern itself exclusively with financial 
viability?" 
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c. As a follow up to the above points, since insurance 
commissioneris usually regulate, is it not necessary, 
to educate the regulator and also to provide a new 
standard of valuation of assets since most �o by old 
statutory requirements which do not take into con
sideration the unusual nature of the entity? Would 
it not be reasonable to regula.te an HMO' s accounting 
procedure so as to comply with generally accepted 
accounting principles rather than statutory requirements 
as is usually the case in most states? 

d. How does a state regulator deal with a federally funded 
HMO in regard to this fiscal solvency? i.e. the 
question of fiscal solvency is delayed until the third 
year. On the first day of the 37th month assuming there 
were no marketing, provider or other administrative 
difficulties, the HMO is at $0 and owes around $1.75 million 
to the federal government. How does it plan to meet 
this debt, and how can a state consider it solvent? 

e. Marketing requirements must be fair but also protect 
the general public - leading to the question of how 
to effectively regulate (to license or not)? When 
do you begin to cost and btirden the organization with 
overregulation, excessive monitoring and reporting 
requirements? 

f. Can any and all restrictions of state laws per
taining to the physician component and how it 
participates with the organization be removed? 
There will always be physician barriers anyway. 
Even if a state medical society allows passage of 
a law they will resist development of a system on 
the local level in light of their all pervading 
"just leave us alone" philosophy. 

· 

g. Finally, should not the continuing regulation of HMO's 
be handled at the state level rather than in 
Washington? This should not encroach upon the con
tinuing requirements of the HMO Qualification and 
Compliance Office. This particular office, as 
opposed to DHMO's, has dealt very closely with states, 
realizes the weaknesses and strengths of state 
regulation and, as a part of a team, has been quite 
effective in keeping HMO's in line. 
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5 • LEVELS OF FEDERAL FUNDING 

Grant and loan funding increments are inflexable 
and unrelated to the size of population to be 
addressed by proposed projects. Is it not poss
ible to establish feasibility funding criteria 
based on a weighted sliding scale with consider
ation for two factors: a) total square miles in 
a service area, and b) population density? For 
planning, initial development and operational phases, 
is it not desirable to fund according to the merits 
and projected requirements of individual programs, 
rather than by inflexible ceilings in total budget 
and by job definition? 

6. PRIVATE SECTOR FUNDING 

SUMMARY 

Rules and guidelines require project proponents 
to seek private funding, at least to the extent 
of 10 percent of grant funds. Would it not be 
wise to establish a tax incentive to business and 
industry -- perhaps graduated in ratio to total 
funds required -- in order to significantly increase 
the generation of risk funding from the private 
�ector? Such firms already are the primary pri
vate funding mechanism for health care services. 
These are the firms legally required to offer the 
qualified HMO option. Encouragement of their fin
ancial involvement should resul·t in .the more 
e£fective input of their total managerial skills 
into Hr10 programming with resultant significant 
.enhancement of probable success, project by pro
ject. 

It is the respondent's view that the central goal of the Health 
Maintenance Organization Act of 1973 is to introduce change in the 
traditional ·method of health care delivery in order to gain the 
efficient management of health care resources. 

Against that goal, the respondent believes that little progress 
has been achieved and significant road blocks have emerged in the 
regulations thus far promulgated and by reason of the uncertainty 
introduced by the absence of final regulations and guidelines re
garding the continued regulation of HMO's. 

Respondent holds that little meaningful progress will be made 
until such time as HMO program development and implementation 
matches the "real world" in terms of the market place. Such matching, 
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in respondent's view, requires not only a further modification 
of the legal and regulatory climate bu·t the effective incorporation 

.of the skills of business and industry in this problem solving process. 
Stated bluntly, neither the physician sector nor the hospital sector -

except for certain well-known and relatively isolated HMO's and/or 
prepaid group practices -� have shown both the inclimation and the 
ability to introduce cost-efficent management into our otherwise "cottage 
industry" health care system. Even an adpquate climate and approp-
riate incentive to all parties, it should be possible to achieve a 
wedding of interests between physicians, hospitals and employers to 
achieve what has not yet been broadly achieved: contain the rate of 
incred in health care costs. 

Sin� 
Charles T. Terrell 
Chairman of the Board 

CTT:sr 

cc: Honorable'Jimmy Carter 
Mr. Bob Havely 
Mr. Joe Hawkins 
Mr. Doug Barnert 
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Dallas · Houston 

2525 N. Stemmons Frwy. 
Suite 425 

Unimark General Agency, Inc. 
Unimark Group Services 

P.O. Box 35948 
Dallas, Texas 75235 
Phone: (214) 638-8070 

C&T Financial Systems 
Terrell Agency 
Unimark/Caldwell 

September 21, 1976 

Ms. Mary.King 
1800 M Street N.W. 
Sixth Floor 
Washington, D.C. 20036 

Re: National Association of Insurance Commissioners Model 
Bill and adjustments that could be made in it to 
provide a combined State and Federal mechanism 

Dear Mary: 

The National Association of Insurance Commissioners has adopted 
a Model Bill for Health Care which is called the NAIC Model 
Comprehensive Health Care and Cost Containment Act. Our Texas 
Insurance Commissioner, Joe Hawkins, is chairman of the NAIC 
committee on Accident and Health . The NAIC Bill is a state 
by state approach to National Health Insurance. It has two 
major parts - Cost Control and Containment and Comprehensive 
Health Care. The NAIC approach could be an alternative to 
provide state administration of standards and regulations and 
for Federal subsidies for insurance coverage pools estabilshed 
under the Model. Let me emphasize I am well aware we have a 
National Health Planning and Resource Act (Rogers-Hastings Act) 
which is law 93641. It is intended to cover much of what the 
NAIC Bill covers, but implementation has been slow. 

A summary of the NAIC Model Bill would be as follows: 

I. Cost Control and Containment 

A. A State Health Care Cost Commission is 
created with representatives from Govern
ment, providers, and the public. 

1. There is a program for provider rate 
reviews. 

2. A program is established for facilities 
and capital expenditure reviews. 

3. A uniform accounting method is established. 
4. A program for quality control is established. 

B. A certificate of need and peer review mechanism 
is established for control of charges and facil
ities. 

Insurance Proft.·�sionals: Employ,·c Benefits • Fire and Casualty • Associatio� Group Insurance • Life • IRA. Pre-paid Legal 
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c. Under the Act, hospitals would submit budgets on 
a uniform accounting basis to the State Com
mission. The rates in the budget would have to 
be approved by the Commission and the Commission 
would set up approved cost profiles by areas. 
Texas has developed profiles. Most other states 
would need a year or so to provide their profiles 
with professional help. I might also add Blue 
Cross opposes the Cost Commissions because 
they would lose their hospital discount advantage. 

D. There is no immediate direct control on 
physicians and this is an area Governor 
Carter should study. The Federal 
PSRO could be extended on all cost beyond 
Medicare and Medicaid to establish a formal 
system of peer review. I might add that 
the deadline for implementations by HEW 
on the PSRO rules and regulations was April 
of 1975 and.this has still not been done. 
When there are so many abuses in Medicare 
and Medicaid programs, you must know a good 
part of the blame rests with our Washington 
bureaucracy and its failure to properly im
plement programs. 

A detailed report by our State Insurance Commissioner, Joe 
Hawkins, might be of great value to you. The second part of 
the proposal is as follows: 

II. Comprehensive Health Car� 

A. The Bill provides a state alternative to the 
federal program. 

B. The Bill makes available Comprehensive Health 
Care. 

1. It speaks to minimum levels of benefits. 
2. It provides for a major medical package. 

a. $200 calendar year deductible 
b. A maximum {out-of-pocket) mechanism 

of 20% of expenses but for a maximum of 
10% of a family's adjusted taxable income 
with 100% coverage thereafter or for a 
choice of deductables of $300 - $500 - $750, 
and 80% reimbursment after that with 
no limit. 

3. There is no subsidy of premium cost by 
the Government. 

4. Disabled persons and unemployed go into a 
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pool shared by carriers in the health 
business in the given state. 

5. It does not provide for extension of coverage 
for those who lose their jobs and it should 
be added. 

6. Employers must continue the same percent of 
cost contribution as they have with their 
current group program. 

7. There is some limitation on pre-existing 
conditions. 

8. On groups of 25 or more employees the 
employer must provide comprehensive coverage 
if 50% or more desire to have it. On 10 

to 25 employees it must be provided if 10 

want it. 

Mary, the NAIC Model Bill may not have all the answers, but it does 
offer certain controls and some definite improvements at a reasonable 
cost. 

Sincerely, . . 

� 
Charles T. Terrell 
Chairman Of the Board 

CTT:sr 

cc: Honorable Jimmy Carter 
Mr. Bob Havely 
Honorable Joe Hawkins, Texas State Insurance Commissioner 
Mr. Doug Barnert, Assistant Deputy Commissioner 



Dallas - Houston 

2525 N. Stemmons Frwy. 
Suite 425 

Unimark General Agency, Inc. 
Unimark Group Services 

P.O. Box 35948 
Dallas, Texas 75235 
Phone: {214) 638-8070 

C&T Financial Systems 
Terrell.Agency 
Unimark/Caldwell 

September 17, 1976 

Ms. Mary King 
1800 M Street N.W. 

Sixth Floor 
Washington, D.C. 20036 

Re: Some economic fiqures related to health insurance today 

Dear Mary: 

These fiqures and statistics will not be in any given order, but 
are simply some fiqures important in assessing health care and 
health insurance. 

I. 500,000 persons is an estimate of the number of 
individuals in insurance companies and agents 
making a living in the health insurance business. 
Texas has 32,400 of them. 

II. The premium tax revenue to states in 1972 was 
$290,000,000. That is money the states would 
have to have replaced if the current system 
of insurance was deleted. $21,000,000 applies 
to Texas. The Kennedy-Carman approach completely 
ignores that loss of tax revenue to states in its 
program, and ignores the loss of job factor and 
its effect on the economy. Tens of thousands of 
those jobs would have to be replaced by Federal 
Bureaucracy. Governor Carter has stated many 
times he plans to decrease Federal Bureaucracy -
not add to it. 

II�. The Federal Government has not yet been effective 
on cost controls for Medicare and Medicaid and its 
cost for administration is much higher than that 
of insurers. 

IV. A sample of administration expense ratios 
is listed below: 

A. Medicare - 6% (3.9% for fiscal intermediators 
and carriers and 2.1% to S.S.A.); this includes 
no marketing costs or premium taxes. 

Insurance Professionals: Employee Benefits • Fire and Casualty • Association Group Insurance • Life • IRA. Pre-paid Legal 
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B. Federal employee programs - 3.3% for private 
insurers and 4.5% for Blue Cross. 

c. Private health plans covering 50,000 or more 
people - 2.9% average. 

· D. Private health plans covering all size groups 
down to 1 to 3 lives - 8%. 

During the last six years ending in 1975, the insurance 
industry profits for group coverage averaged 
.55% and on individual health it averaged 2.63%. 
I have stated to you that insurance companies 
use life production as an offset to adverse health 
coverage experience for the life volume and leads 
for life agents. This is not possible for the 
Federal Government. 

VI. Out of an estimated 212,000,000 people, 170,000,000 
Americans have health coverage and an estimated 
30,000,000 are covered under some form o£ Govern
ment program such as Medicare and Medicaid. There 
are probably 12,000,000 people not protected by 
any form of insurace who are from economically 
disabled areas or who are unemployed. These 
12,000,000 people are the ones I have referred to 
before as a priority to give them coverage by some 
form of tax and through a pool of insurers. 

VII. About 75% of the American people insured are covered 
by group plans and 50% of them are reimbursed for 
at least 90% of their expenses and 3/4ths· for 70%. 

Governor Carter has the full support of labor and labor has 
complete health benefits. 

VIII.I do not have national numbers on medically under 
served areas - which you will recall is another 
priority I have suggested. However, I can tell you 
that 24 counties out of 254 in Texas have no doc
tors and 35 counties have no nurses. 

Mary, I hope this information is of �alue to you and particularly 
to Governor Carter. 

Sine{?� 
Charles T. Terrell 
Chairman of the Board 

CTT:sr 



2S2SN. Stcmmons Frwy. 
Suite 42S 
P.O. Box 3 5948 
Dallas, Texas 7S23S 
Phone: (214) 638-8070 

September 17, 1976 

Ms. Mary King 
1800 M Street N.W. 
Sixth Floor 
Washington, D.C. 20036 

Dear Mary: 

Dallas. Houston 

Unimark General Agency, Inc. 
Unimark Group Services 
C&T Financial Systems 
Terrell Agency 
Unimark/Caldwell 

I have mentioned before that I feel that Governor Carter is 
stepping in�o an economic trap when he talks of no deducti
bles and no coinsurance. I also believe that the same trap 
extends to the availability of medical services. I would like 
to recommend to you the Rand Study of "Policy Options And The 
Impact Of National Health Insurance" published in June of 1974 
under grants from the Department of Health, Education, and 
Welfare and the Office of Economic Opportunity. The authors 
are Dr. Joseph P. Newhouse, Dr. Charles E. Phelps, and Dr. 
William B. Schwartz. It is very interesting reading. I 
would attempt to summarize the details for you, but I believe 
it is more valuable for you if you read it yourself. 

Sin� 
Charles T. Terrell 
Chairman of the Board 

CTT: sr 

cc: Honorable Jimmy Carter 
Mr. Bob Havely 
Honorable Joe Hawkins, Texas State Insurance Commissioner 
Mr. Doug Barnert, Assistant Deputy Commissioner 
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