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Report on the Nation’s Health

The Federal Security Administrator, Oscar R. Ewing, sub-
mitted on September 2 the study requested by the President
on “‘possibilities for raising health levels and on feasible
goals that might be realized by the American people in the
next decade.”” The report, which draws heavily on the find-
ings and recommendations made last May by the National
Health Assembly, itemizes the debits and credits to our na-
tional health, noting the great achievements made by medical
science over the past few years and calling attention to the
possibilities still unrealized because of the limited avail-

ability of medical services.

THE CENTRAL PURPOSE of the program
set forth in the report, The Nation’s
Health—A Ten Year Program,' is “to
promote the highest possible level of
national health.” To this end the
report assesses our health and medical
resources—the manpower, facilities,
knowledge, and funds used for pro-
moting health; considers the eco-
nomics of health and medical serv-
ices; states the 10-year health goals
proposed; and outlines programs that
will enable the Nation to meet those
goals. The first chapter, The Health
of the Nation, sums up the material
in the body of the report; a summary
of this chapter follows.

The Health of the Nation

During the last generation the
United States has steadily improved
its health record. Years have been
added to the average life expectancy
at birth, certain disastrous epidemics
have been virtually eliminated as a
threat to health, and many diseases
high on the mortality lists of the past
have been sharply reduced.

Good as the record is, plenty of
room for improvement remains; the
Nation and its people still suffer se-
vere losses through sickness, disabil-
ity, and death—much of which is un-
necessary. Every year, some 325,000
people die whom we have the knowl-
edge and skill to save. Every year the
Nation loses about 4.3 million man-
years of work, approximately $27 bil-
lion in national wealth, through sick-
ness and disability.

1 The Nation’s Health—A Ten Year Pro-
gram.: A Report to the President by Oscar
R. Ewing, Federal Security Administrator.
U. S. Government Printing Office, Septem-
ber 1948, 186 pp. (Avallable from the
Superintendent of Documents, U. S. Gov-
ernment Printing Office, 81 a copy.)
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The problem is both national and
individual. For the Nation, prosperity
and the national security depend
heavily on maintaining health at the
highest possible levels. For the indi-
vidual, no one has the equality of
economic opportunity that is the
tradition of our American democracy
if, through being unable to obtain the
health or medical services he needs,
he suffers ill health or disability.

Conclusions on Key Health Problems

Manpower.—Our health man-
power—Dphysicians, dentists, nurses,
and supporting personnel—is insuf-
ficient in numbers and so poorly dis-
tributed that large sections of the
country and many millions of people
are without even minimum health and
medical services. We have only 80
percent as many physicians as we
need and even greater shortages of
other medical personnel.

Moreover, we do not have enough
medical colleges, training schools, and
teaching hospitals to close the gaps
between need and supply at any time

- in the foreseeable future. The finan-

cial condition of most training institu-
tions is such that they have great dif-
ficulty in maintaining standards of
quality and, without help, can rarely
even consider increasing their produc-
tion of needed manpower.
Hospitals—Our hospitals and other
health facilities have not kept pace
with our needs. We have only about
50 percent as many acceptable hos-
pital beds as we require. Only
through the recently enacted Federal
Hospital Survey and Construction
Act has there been any Nation-wide
effort to plan construction on a State
or a regional basis. For the most part,
hospitals have been planned, con-
structed, and operated without refer-

ence to the economic and efficient pro-
vision of the wide variety of services
expected in modern institutions. They
operate mostly as independent units,
without reference to one another,
without arrangements to provide their
patients, through integration with
other institutions, the services which
they individually lack.

Local organization.——The Nation’s
health resources are not used at full
efficiency. Public and private services
alike have for the most part grown
up without effective plans. Some 18,-
000 local political units provide some
form of health and medical services.
About 20,000 voluntary health organi-
zations and some 6,000 hospitals are
operating in different communities,
each segment generally independent
of the rest. The lack of organization
in many communities throughout the
country makes it impossible for them,
and for many of their citizens, to ob-
tain even those services that are
available in their regions. There are
grave shortages in such fundamental
provisions as local public health de-
partments; where these departments
exist, they are largely understaffed
and underfinanced.

Research.—Our search for new
knowledge about man and his human
need is feeble compared with our
search for knowledge that will con-
tribute to material wealth. Nationally,
we spend more than $1 billion on all
types of research; only a little more
than 10 percent is devoted to medical
and related sciences.

Individual cost of care.—Perhaps

" the basic lack of our entire health

effort is the absence of any method
that would permit the individual, re-
gardless of the level of his personal
income, to obtain the kind of services
he needs to achieve better health.

A scant 20 percent of our people
are able to afford all the medical care
they need. About half our families—
those with incomes of $3,000 or less—
find it hard, if not impossible, to pay
for even routine medical care. An-
other 30 percent of Ameriean families
with incomes between $3,000 and
$5,000 would have to make great sacri-
fices or go into debt to meet the costs
of a severe or chronic illness.

For the community, this lack - of
purchasing power helps to limit the
number of doctors and other person-
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nel who will practice there. Equally,
it places high barriers in the path of
building up adequate health facilities.

Basic Goals for the Health Program

The emerging pattern of commu-
nity-State-Federal cooperation for
improved health provides the frame-
work in which the following basic
goals of the national program are
drawn up.

Manpower—To increase. sharply
our total professional manpower
through training programs and
through financial and other support;
to expand medical colleges, training
schools, and teaching hospitals and
establish new ones until, by 1960, our
annual production of medical man-
power in all categories has increased
by 40 to 50 percent. .

Hospitals.—To double the number
of acceptable hospital beds as rapidly
as possible, certainly within 15 years,
and at the least by 1960, to have
added 600,000 beds to our hospitals
and built such additional health cen-
ters and auxiliary facilities as State-
by-State surveys have shown to be
necessary throughout the country.

Local organization—To provide
Federal assistance by counsel, dem-
onstration, and other means for the
establishment of citizen health coun-
cils in every State and community,
and to provide Federal assistance in
establishing and maintaining ade-
quate local health units everywhere;
and to assist in increasing and im-
proving the training of public_health
workers to the end that their num-
bers shall be doubled. :

Individual costs.—To provide that
all people shall have-access to such
health and medical services as they
require through a system of insur-
ance covering the entire population.

Research.—To increase our invest-
ment in medical and related research
as rapidly as scientists can be trained
until total national research is ade-
quate to keep pace with our expand-
ing needs. By 1960, Federal nonmili-
tary research should reach a total of
$80 million to $100 million if enough
qualified scientists are available.

Special Programs To Promote Health

.Our basic health needs will be met
if we reach the goals already set forth.
No effort to raise the levels of na-

tional health will be complete, how-
ever, without special effort in certain
areas of increasing importance. Fol-
lowing are the goals in these areas:
Mental health.—To focus attention
on mental health as a leading area for
medical progress in the last half of
this century; to promote research in
the field of psychiatry and in the
mental-emotional aspects of physical

illness; and to expand manpower and ~

facilities for both preventive and
curative work throughout the country.
Healthy maturity—~To enable ev-
eryone to enjoy a healthy, active, and
productive maturity, by controlling
chronic disease—the greatest single
barrier to achievement of this goal—
and by relieving other physical and
mental problems of adult life.
Rehabilitation.—To provide re-
habilitation services for the 250,000
men and women who become disabled
through illness or injury every year
so that they can be restored to the

' most nearly normal life and work of

which they are individually capable.

Maternal and child health.—To0 as-
sure to every child in the country the
utmost degree of health, a condition
in which all his physical and mental
powers are functioning at their best;
to do this through ga-national plan
that will build progressively toward
complete medical care and social,
psychological, and health services for
all children and for mothers in child-
birth, wherever they live and what-
ever their race or income.

Other programs.—Qur program for
national health must also lay special
stress on fields in which progress has
been- great, but in -which extra effort
can still pay large rewards. Accident
prevention is one of these fields; the
others include sanitation, control of
venereal disease and tuberculosis, and
better nutrition.

Financing the Health Program -

" This expansion of health and medi-
cal services will, of course, cost more
money-than is now spent, but before
the details of this increased expendi-
ture are estimated, we should examine
what i1l health costs ‘the Nation in
actual dollars and cents.

The value of all goods and services,
including wagés-and salaries paid, last
year amounted to $230 billion. About
60 million workers were employed, so

each one produced an average of about
$3,800. By applying this figure to days
absent from work because of illness
and disability, we can get a rough idea
of the national loss.

Short-term sickness—sickness or
injury that lasts 1 day to 6 months—
resulted during 1947 in an average
loss of 6 days per worker. At 1947
rates of production, this type of sick-
ness cost the Nation at least $5 billion
in lost production and wages. Long-
term sickness or injury that keeps a
worker away from his job 6 months
or longer affected some 3 million
workers and resulted in a national
loss of $11 billion. The cost to the
Nation of partial disability, which
prevents people from working and
earning at full capacity, is conserva-
tively estimated at $11 billion. The
Nation thus lost during 1947 a total of
$27 billion in potential production and
wages through sickness and disability.
In addition, an estimated $11 billion
was lost because of premature
deaths—deaths occurring before age
65, which is generally recognized as
retirement age—from preventable
causes.

Against these losses from sickness
and disability, which last year
amounted to more than 10 percent
of our national product, the Nation
as a whole spent from public and pri-
vate funds a trifle more than 3 per-
cent, or approximately $8.5 billion,
for medical and health services. Of
this amount, the local, State, and
Federal Governments spent almost $2
billion for. medical care and preven-
tive services (table 1), and private
individuals and organizations spent
the rest, $6.5 billion.

From.a purely financial angle, in-
vestment in the greatest of all our re-
sources-—the health of the people—is
at least as profitable as conservation
of our natural resources has proved
to be in .the past; even if ‘we ignore
the relief of human suffering and the
preservation of lives that an expand-
ed health program will bring.

To make a beginning on reducing
these human and material losses, a
gradual expansion of health services
and resources is proposed. This ex-
pansion will. involve both an increase
in spending—impossible to estimate
exactly—by local, .State, and Federal
Governments and the institution of
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TaBLE 1.—Guvernment expenditures for civilian health, 1947

Federal State and local Total
Medical care of the needy (noninstitutional) _..__.________ $25, 000, 000 $125, 000, 000 $150, 000, 000
Community health protection. ... oo ool 69, 000, 000 247, 000, 000 316, 000, 000
Rehsbilitation..coeeeo ... 18, 000, 000 7, 000, 000 , 000,
Hospitals:
Authorized construction, 77,000, 000 150, 000, 000 227,000, 000
Maintenance of hospitals for tuberculous, mental, and
chronie patients. ..o o e cccemceemaccen 373, 000, 000 373, 000, 000
Maintenance of general hospitals. ... . oo oo oo raeaae , 000, 000 300, 000, 000
Maintenance of Federal establishments, including
veterans’ medical care. ..o .. oooeeaicaoooo 534,000,000 [oceeeoommeanoan 534, 000, 000
Health manpower (training) ... .. __._____ * 15, 000, 0600 15, 000, 000
Research oo 20, 000, 000 2, 000, 22, 000, 000
Total. .t ceiaanes $743, 000,000 | $1,219,000,000 | $1,962, 000,000

* Less than $1,000,000,

a prepaid system of Government in-
surance. Table 2 shows the estimated
expenditures, exclusive of Federal
contributions to Government health
insurance, that governments would
be making for civilian health by 1960
under the program laid down in this
report.

The extent-to which a system of
national health insurance will reduce
certain categories of direct govern-
mental expenditure cannot be accu-
rately calculated, but certain costs
would be cut sharply. The reduced
expenditure for medical care for the
needy, shown in table 2, is based on
the assumption that welfare agencies
would pay into the insurance fund
the premiums for the needy at the
average per capita rate. Other re-
ductions would depend on the extent
to which insurance funds help to sup-
port medical and other training
schools and research. Much would
depend also on the amount of im-
provement in the general health
through expanded health and medical
resources and services and the greater
access to their help that would be af-
forded people through a system of
Government health insurance.

The various programs considered in
the outline of costs, and the expendi-
ture involved, are briefly discussed
in the paragraphs that follow.

Community programs.—A well-
rounded public health service is nec-
essary in every community. In ad-
dition, further State-Federal expend-
itures will be needed for tuberculosis
and venereal disease control, indus-
trial hygiene, mental hygiene, ma-
ternal and child health and crippled
children programs; for new programs
in the fields of dental care, diabetes,
nutrition, heart disease, arthritis,

r

rheumatism, accident prevention, and
medical care of migratory farm work-
ers. These items would increase the
present grant programs for health to
$840 million a year. State-Federal
financing should also include $310
million annually for grants and loans
for the abatement of water. pollution
and $100 million for special grants
and loans for rural sanitation facili-
ties.

Hospitals.—Increased hospital con-
struction and the recommended
changes in the matching would indi-
cate an annual Federal, State, and
local outlay of $485 million for hospi-
tal construction, of which the Federal
share would be between $200 million
and $240 million. Federal grants-in-
aid to the States for the maintenance
of general hospitals and tuberculosis
and mental hospitals, and for the hos-
pitalization of other chronic disease
patients, should provide 40 percent of
maintenance cost. A Government
system of health insurance would
eliminate most of the need for subsi-
dies to general hospitals by 1960, but
some will remain necessary. Health
insurance will also absorb most of the
present State and local expenditures

for general hospital care. The re-
maining costs to States and localities
probably would not total more than
$30 million—about 10 percent of the
present $300 million costs. If the
hospital construction program is suc-
cessful in expanding its facilities by

1960 to include 100,000 tuberculosis

beds, 880,000 mental beds, and special
assistance to help finance hospitali-
zation of chronic patients, the outlay
for maintenance of these types of
hospitals by all governments in 1960

-would amount to slightly more than

$1 billion.

Other programs—It is hoped that
enough research manpower will be
available in 1960 to justify a Federal
nonmilitary outlay of $80 million to
$100 million. No estimate has been
included for State appropriations for
medical research, and expenditures by
the armed services are not included.

The annual State-Federal outlay for
training of medical manpower should
approximate $135 million by 1960, of
which the Federal share would be $90
million. This sum would provide Fed-
eral assistance to schools of medicine,
dentistry, nursing, and public health
for defraying the cost of annual main-
tenance, estimated at $60 million. It
would provide for construction outlays
of $10 million and grants of $12 mil-
lion worth of scholarships to 10 per-
cent of the undergraduate student
body and for graduate fellowships.

Government expenditures for civil-
ian health on this basis would rep-
resent about 1.6 percent of a total
personal income of $250 billion—a
reasonable expectation for 1960—and
would still constitute a negligible pro-
portion of the amount the Nation
loses every year through ill health.
Of the $6.5 billion now spent annual-

TasLE 2.—FEstimated government expenditures for civilian health, 1960*

General medical care for the needy
Community health protection. ...
Rehabilitation
Hospitals:

Construction grant program. . . ___.ooo-_._..
Maintenance of hospitals for tuberculous, mental, and
chronie patients_ .- ...

Maintenance of general hospitals.________
Maintenance of Federal establishments,

veterans’ medieal care. . aa.__

Health manpower (training)
Research. ..

Federal State and local Total
$40, 000, 000 $40, 000, 000 $80, 000, 000
570, 000, 000 680, 600, 000 1, 250, 000, 000
70, 000, 000 30, 000, 000 100, 000, 000
210, 000, 000 275, 000, 000 485, 000, 000
335, 000, 000 695, 000, 0600 1, 030, 000, 000
25, 000, 000 30, 000, 600 55, 000, 000
900,000,000 |___ . .. __..____ 900, 000, 000
82, 000, 000 45, 000, 000 127, 000, 000
80,000,000 | .ooooall. 80, 000, 000
$2,312, 000,000 | $1, 795, 000, 600 $4, 107, 000, 000

‘Exc!usive of Government health insurance
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ly by private individuals and organi-
zations in direct payment for medical
care, it is estimated that two-thirds
would, in the future, be paid for by
insurance premiums,

Realizing on Health Investment

Analysis of the costs of the na-
tional health program laid down in
the report shows that we may rea-
sonably expect that an annual invest-
ment of $4 billion by State, local, and
Federal Governments can ultimately
produce an annual return—in na-

tional wealth—of several times that
amount. Thisis a good investment in
terms of cash, and the returns to the
Nation in terms of human welfare, of
added national strength and vitality,
are beyond dollar value.

Specific recommendations for car-
rying out the proposed program are
spelled out in more detail in the re-
port. ‘The total goal—both for the
individual and the Nation, since the
welfare of the individual and of the
Nation are one and the same thing
in health—is clearly expressed in the

statement of our aims for every
American:

To assure for every individual his
utmost degree of health—a condition
in which all his physical and mental
powers are functioning at their best—
through providing complete health
and medical services to everyone in
the Nation; to do this for every man,
woman, and child, without regard to
his race or religion, the color of his
skin, his place of national origin or
the place he lives in our land, and
without regard for his personal eco-
nomic status.

Trends in Recipient Rates for Aid to

Dependent Children

By Elizabeth T. Alling*

The article that follows discusses trends in the number of
children receiving aid to dependent children since 1940 in

relation to the increasing child population.
article on old-age assistance in the October Bulletin.

It parallels the
The

recipient rates shown are based on unpublished estimates of
child population recently made by the Bureau of the Census.
Because of revisions in the population base, the new rates
are more nearly comparable from year to year than were
those published periodically over the same years and based
on annual estimates of child population made by the Social

Security Administration.

THE NUMBER of children receiving
aid to dependent children in June
1948 was 37 percent higher than in
June 1940. Measured against an in-
crease of about 12 percent in United
States population under age 18, the
increase shrinks to 25 percent—a
change from 20 children aided per
1,000 in June 1940 to 25 children per
1,000 in June 1948. The increase in
the proportion of the child population
aided under this program is in sharp
contrast to the slight drop during
the same period in the proportion of
aged population receiving old-age
assistance.

Growth in Number of State Programs

One explanation of this contrast is
the difference in many States in the
status of the two programs in 1940.
By June of that year, all 51 jurisdic-
tions had State-Federal programs of
old-age assistance, whereas nine juris-
dictions* had not yet replaced moth-

*Statistics and Analysis Division, Bu-
reau of Public Assistance.

1Including Alaska, which initiated a
program with Federal participation in

ers’ aid or mothers’ pension programs
with aid to dependent children. Be-
cause most of the earlier programs
were not State-wide in operation and
some were in effect in only a few
counties, the proportion of children

- ailded under some of them was very

low—less than 1 per 1,000 in Missis-
sippi and Texas.

By June 1942, five more States—
Connecticut, Illinois, Mississippi,
South Dakota, and Texas—had State-
Federal programs in operation. For
the country as a whole the number and
proportion of children aided in that
month were near their highest points
before the beginning of the rather
precipitous wartime decline. Iowa
and Kentucky began to operate pro-
grams with Federal participation be-
tween June 1942 and June 1944, In
both States, extraordinary demands
for labor postponed the normal growth
in the programs until after 1945.
Even with the marked postwar in-

1945 but which is omitted from this anal-
ysis because estimates of child population
are not available..

crease in the number of children
aided, the national recipient rate rose
only 2 per 1,000 children in the popu-
lation from June 1942 to June 1948.

How much the States that were late
in initiating the State-Federal pro-
grams affected the national trend in
recipient rates is clear when the trend
in the rate for 50 States is compared
with that for the 42 States that had
such programs as early as 1940 (chart
1). The rise in recipient rate for the
42 States from June 1940 to June 1948
was equivalent to' that for the 50
States from June 1942 to June 1948-—
2 per 1,000 children in the population.
Nevada, the only State that has not
started a State-Federal program, had
the only recipient rate below 12 in
June 1948.

Early Limitations on Eligibility

Aid to dependent children grew
more slowly than old-age assistance
for other reasons. In both programs
the Pederal law provided for Federal
participation in payments to broader
age groups than were eligible under
many earlier State laws. For old-age
assistance, the Social Security Act
when passed in 1935 permitted States
to operate under age limits as high as
70 until January 1, 1940, when a 65-
year limit was to become effective. In
anticipation of the liberalizations in
the age limit for Federal participation,
most States started in advance of
January 1940 to operate with the 65-
year limit. However, not until the
amendments of 1939, efiective January
1, 1940, was the age limit for Federal
participation in aid to dependent chil-
dren liberalized by raising it from 15
to 17 years for children regularly at-
tending school. When this amend-



