with a transfer from the 1969 capital construction fund, The Governor warned,
however, that unless hospital costs wer e
- - : _kept down and Federal regulations re`laxed, the program would have to b e
curtailed during the next fiscal year . The
alternative, he said, would be a fisca l
1969 deficit ,which could reach $15 million . To recommend longer range solutions to the Medicaid crisis and othe r
pressing health problems, the Governo r
announced the appointment of an emer.gency "blue ribbon" citizens committee ,
requested to report within ninety days . l l
MiCrucAN . The Michigan Medicai d
program, initiated in October, 1966, very
quickly outran its initial appropriation, 1 2

million increase over the previous year ,
finance technicians were said to be i n
agreement that extra funds—ranging up
to $15 million—would be required fo r
the program before 'the end . of ;June,

-1968,1a .

NEVADA. The Nevada Medicaid program, initiated July 1, 1967 to provide
medical care for regular welfare case s
only, had run into fiscal difficulties before the end of its first year of operations .
A special session of the legislature appropriated $600,000 for Medicaid to
finish the current year . 15 Accompanying
the appropriation were resolutions as
follows : (1) to the State Welfare Division, declaring legislative concern over
the trend of Medicaid costs and supporting administrative controls ; (2) asking
the State Legislative Commission for a
continuing study of Medicaid, with a
report in time for consideration by the
1969 legislature; (3) calling attention o f
the Federal government to the financia l
crisis prompted by Medicaid; and (4 )
urging the Western Conference of Stat e
Governments to support Congressiona l
reforms in the program, 1 6

According to the Citizens Researc h
Council of Michigan, the original Title
19 program costs for fiscal 1967 were
underestimated by as much as $70
million. Although the 1966 legislature
adopted a schedule providing for gradualism in phasing in the program over
a period of seven months, the fiscal 1967
costs were still underestimated by som e
$40 million . When informed of this situation, the Governor on December 15
ordered an indefinite postponement of
',certain features of the medical assistance
NEw Yomc . Costs of the New York
;;program, Even with this action, the Gov- Title 19 program, which began April 1 ,
~ernor reported in his 1967-1968 budget 1966, have repeatedly exceeded advanc e
message that Title 19 would "result in budget estimates. When the bill which
an $18 million deficit this (1966-1967) became the Medicaid law was before th e
year." He attributed the problem to legislature, it was accompanied by a n
"uncertainties of federal information and official fiscal note which stated that th e
of costs coupled with the timing of the effect of Title 19 during fiscal 1967 would
program late last fall which prevented be to raise total public assistance medimore accurate analysis ." 13 Although -cal costs by $36 million, to increase th e
state Medicaid costs were budgeted at Federal share by $114 million, and t o
$62,5 million in fiscal 1967-1968, a $23 decrease the state and local share by
11, Ibid .
12, As in Maryland and Now York a large share of Michigan costs (three-fifths) were on behalf of persons not o n
regular welfare roles ,
13, The Executive Budget, State of Michigan, July 1, 1967-June 30, 1968, p . xxi .
14, Council Cunttnents, Citizens Research Council of Michigan, No, 802, October 5 6 1967 .
15, " p ublic Assistance and Welfare Trends," up, cit ,
16, Ibid.
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.$78 million- 17 The actual outcome wa s
quite different, and costs increase d
sharply for all three levels of govern . . ment, The amount budgeted for th e
program (from Federal, state, and loca l
=funds) of $350 million in fiscal 196 7
proved insufficient and a deficiency appropriation was requested in the sue eeding year' s budget, because " th e
medical assistance program enacted o n
April 30, 1966, authorized a progra m
considerably broader in scope than wa s
;provided for in the budget ." 18 Total outlays in the first full fiscal year (1967 )
reached $461 million . 19 Originally budg- eted at $658 million, fiscal 1968 costs
-were revised upward to $687 million ,
and a deficiency appropriation was again
requested in January 1968,20 These results occurred despite the fact that th e
-number certified for Medicaid services
in New York in 1967 was less than 'hal f
the official estimate of numbers who
_ _ would be eligible if they applied (se e
page 32) . As of August 1967, nearly
three-fourths of New York ' s Medicaid
payments were made for persons not on
the regular welfare rolls.
Financial problems at the state an d
local levels, together with cutbacks i n
the scope of Federal participation in
Medicaid, 21 led the 1968 New York stato
legislature to make material changes in
the New York Medicaid Act, The ne w
law would reportedly result in a reduction of about $300 million a year in pro gram costs and the cutting off of abou t
1 million persons from the 3,5 millio n
already certified for Medicaid services . 22

Among the major provisions were ; (1 )
employed adults between the ages of 21
and 65 are disqualified from Medicaid ,
except in cases of "catastrophic illness "
in which medical costs exceed 25 percent
of a patien t's annual income ; (2) those
in the 21 to 65 category who are not on
welfare (about 1 million persons) wil l
have to pay 20 percent of their medica l
bills except for inpatient hospital car e
(previously 1 percent of their annual
gross income, up to $4,500) ; and (3) income limits : for determining eligibility
were reduced ; for a family of four, for
example, the level was lowered from
$6,000 to $5,300.
A compulsory health insurance plan ,
financed through increased payroll taxes ,
was recommended to the 1968 legislature by the Governor, but did not secur e
.approval. According to some opinion,
this move was designed to cushion th e .
impact of the cutback in Medieaid, 23
OKLAHOMA. Recent reports indicate
that Oklahoma's Title 19 program cost s
in the current fiscal year are outrunning available revenues.24 The Welfar e
Dapartment 's cash reserve of unprogrammed money reached a point so lo w
that it became necessary to draw Fed oral funds in advance to make monthly
welfare payments, To bring expenditures back within the available revenue ,
the Public Welfare Commission cu t
back the Medicaid program by $12 mil lion a year . This balance was achieve d
by reducing both the scope of medical
benefits for all persons receiving the aid ,

17. For Your Information, press release by Citizens p ublic Experutiture Survey, Inc, of New York State,-Januar y
24, 1968, p, 1 ,

18. New York State Executi ve b fidget, 1967-1968 ,
19, Medicaid ; Year in Review, op, cit, p, 15 ,
20 . New York State Executive budget, 1968-1969 ,
21, see page 71 ,
22, "Public Assistance and Welfare 'trends," op, cft ,
23, An aid to the Governor was quoted In the New York Times (March 17, 1968), as saying "this act will pick up
everyone for hospital coverage who was lost in the Medicaid cutback ." The Governor himself has expressed th e
view that such a compulsory health Insurance plan would mean that Medicaid would be relied upon only in th e
case of catastrophic Illness ,
24, "Public Assistance and Welfare Trends," Bethune Jones, Asbury Park, New Jersey, June 17, 1968, p, 5 ,
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and the number of persons classified a s
categorically related . The cut was to b e
made primarily in payments to hospital s
iilld physicians and affected-both-stat e
and local spending levels .
The Oklahoma program had begun o n
January 1, 1966, and was then expected
to serve some 8 percent of the state ' s
population . Total,costs of the programt o

the state in the first year were expecte d
to decline from previous levels of medical payments, because of the substantia l
rise in Federal grants to the state ; and
total costs were estimated to increas e
in the first year by only 38 percent
(Table 12) . By the third quarter of
.1967, program costs were running at a
rate twice as high as before Title 19 be came effective, (See "Append ,Table,ll )

STATE-LOCAL FINA N LING ARRANGEMENT S

One of the questions to be resolved i n
state Medicaid programs was the alloca :tion of responsibility for financing th e
;programs as between state and loca l
levels of government, and determinin g
the source of funds to meet the costs o f
'Title 19 services.25 The Federal law required that in initial programs the stat e
-must finance no less than 40 percent o f
the non-Federal share of costs and that
eventually the state would make arrangements to insure that lack of funds
from local sources would not interfer e
%with the program . 26

dicated that the state had assumed a
larger share of non-Federal medical
assistance costs than before Title 19.27
In Michigan and Ohio, the state too k
over all of the non-Federal costs of the
Title 19 program. In 1967, the' Massachusetts legislature approved a shiftin g
,of responsibility for financing and ad ministering all welfare programs (including Title 19) to the state level,
effective July 1, 1968 . 21 North Dakota
reported that local financial participation had been reduced to little inor e
than a token amount ,

In the Tax Foundation survey, th e
states operating Medicaid program s
were asked about changes in state-local
arrangements for financing public assistance medical care and whether taxe s
had been increased as a result of Titl e
J 9. The replies are summarized below ,

In Oregon, the cqunty share of medical assistance on behalf of the categorically needy was reduced from 30 to 1 5
percent in the initial program, and th e
state will assume all medical costs be ginning July 1, 1969, On October 1 ,
1.968, Vermont will assume the costs o f
general assistance medical care, formerly borne by counties (the Federa l
government does not share in the cost s

Coat Sharing
Fourteen of the 27 reporting states in -

25,, In 1965, the states as a whole paid 73 percent of the non-Federal share of all public assistance costs (includin g
medical aid), and local governments the remaining 27 percent, For Individual states, however, the local govern•
ment shares were highly variable, ranging from zero in 7 states and less than 5 percent in 10 other states to clos e
to 50 percent or more In 10 others , in Minnesota and Montana, where localities had the largest role in financing ,
the local shares were 65 and 71 percent, respectively ,
26, The social security Amendments of 1967 advanced the date on which state plans must meet the requirement s
for state financial participation from July 1, 1970 to July 1, 1969, By that time the states must either finance al l
of the non-Federal cost wholly from state funds or establish a tax equalization plan for local government sup port of the program ,
27 . California, Connecticut, Iowa, Maryland, Massachusetts, Michigan, Minnesota, Montana, North Dakota, Ohio ,
Oregon, Rhode Island, Vermont and West Virginia, 'three other states reported that the state had assumed a
greater role In administering, though not in financing, welfare programs-1111nois, Nebraska, and Wisconsin ,
28, In 1965, local governments in Massachusetts had financed $51 million of public assistance services, about 4 0
percent of the state and local total, The new welfare system is expected to cost the state $82 million annually ,
and will be administered through a series of regional offices .
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sis has apparently been directed to state :level resources for support of the ne w
programs. There have been, however,
in at least one state, reports of significan t
increases in local taxes said to be attriOnly one state—Utah—reported that
butable to Medicaid. In New York, covthe county share ,of costs was expected
, erage extends to medically indigent per.
to incrbase ; recent 'legislation there re.21 and 65 years of age, for
counties to provide additional sons between
whom there is no Federal sharing in
, Ifor expanding the :medical procosts; thus the Federal share of the
grams
:entire program, instead of being 50 per cent, is only 36 percent, and the stat e
Tox Effects
and local governments share equally in
None of the 27 states .(all operating
the remainder of the costs . According to
,
;Medicaid pregrams) reported that new
press reports, 29 of the state s 62 counor higher state-level taxes had been nnties in the past year or so have enacte d
posed to date solely m support of the local sales taxes or raised property taxes ,
:Medicaid program, but several :indicated prmarlyto meet the .cost of Medicaid .3o
sthat recent tax increases ere linked in
"part to the Medicaid programs .29 In
Ina number of states, it appeared tha t
California, pit was anticipated that a por- the imposition of higher tax rates may
,tion of a 1-cent increase in the :state , -have been avoided ,either by not author ;general sales tax would 'be needed to
zing a Medicaid program to date (se e
support the medical program 'in future pages 10, 12) or by limiting the 'scope
`;years . Recent state ;tax increases uI of the p
. rogram. In at least 6 of the 1 3
'Hawaii were attributable in part to a states not ,operating Medicaid program s
"much larger budget for increased medi - as of January 1968, reports indicated that
cal care." The state take-over of welfare new revenue sources would be required
costs in Massachusetts was reported to
the program were adopted .3'1 Further,
be a major factor in the $94 million tax -7 states with Medicaid programs reincrease program enacted in that state ported that the initial legislation ha d
,during 1967. And in Pennsylvania, medi- included ;authority to expand the procal assistance costs were reported to be ,gram to cover additional persons, bu t
refiected in a threatened general fund that funds had not yet been made avail deficit for fiscal 1967-1968 which led to able by the legislature for funding mor e
the enactment late in 1967 of :a ,$264 !liberal programs . 32 For the most part ,
million tax increase .
these states had establisl.ed minimum
In view of the relatively large, and programs, covering only the medical
,growing, role of state governments in care of regular welfare cases, eXc lusive
financing Title 19 services, most empha- of medically indigent persons .
of general assistance) . Proposals for a
,.greater state financial role, taking over
local costs, -are currently under consider..ation in several additional :states.

~gi~ired~
funds

_

29. More than half the states enacted new taxes or raised the rates of existing state taxes in 1967 legislative session xs
alone for added annual yields estimated at $2 .5 billion, Tax Review, Vol, 28, No, 8 (September 1967), Ta
Foundation, Inc, A survey in Febru . .ry 1%8 revealed that some two dozen states were considering tax-raisin g
measures in their 1%8 sessions . Most such increases are associated with expected expenditure growth In mor e
than one government program.
30, The New York Times, March 13, 1%8 . In statewide public hearings before the Joint Legislative Committee o n
Public Health and Medicare, many local officials testified that Medicaid had forced tax increases . On at least
one occasion, however, the chairman of the committee countered with the argument that Medicaid was a
"scapegoat" to hide tax rises, and that the revenue pro aced by the new taxes was sometimes found to be fa r
in excess of medics : iwst% . The New York Times, January 24, 1%8, p . 53 ,
31, Alabama, Arkansas, Colorado, Florida, New Jersey, and Tennessee ,
32, Idaho, Iowa, Louisiana, Maine, North Dakota, Ohio, and Oregon .
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Other Operati4&Problems,
Apart from their fiscal effects, Medicaid programs in some areas came under
severe attack shortly after their ineeption, The haste with which programs
=were implemented meant that there was
'often little lead time available for admh' trative planning and for organizing
„
the available resources to supply the
_p stepped-up demands for medical services. Further, little information : and experience was -available for :advance
administrative planning for a program
so unprecedented. The technical proviions of Federal and state laws and regulations governing Medicaid programs
were complex, and were apparently little
understood by either the general public
or those directly involved in administering the programs or providing medical
services . A spokesman from California
commented as follows :
One of the objectives of Medi-Cal
was to consolidate the various medical
care programs offered at the state and
local level. . . . However, in accomplishing this, the program became mesmerized by federal and state law an d
county rules and regulations . This has
resulted in a situation in which less
than a handful of individuals (out of
a state approximating 20 million) really understand the program. 1
In his 1968 budget message, the Governor of New York commented as fol= lows on demand and supply conditions
,affecting the Medicaid program :
Potential demand for medical services for persons in lower-income brack-

ets is great and growing rapidly . This
growth and .demand have put extrem e
pressure on available medical services ,
i
di 'and pprices have, therefore ,
'Over, medical facilities have undoubt redly found it difficult to expand rapidl y
,enough to meet this demand. Our university and other training facilities fo r
medical personnel have as yet been un able to provide all of the personne l
necessary to meet the total.demand.for :
medical ;services ?
Evidence of further operating prob lems in New York state was brought out
-in .a report of the State Department of
Social Services, based on a sampling o f
opinions over the state about Medicaid
and its faults. The survey, according to
the Department, indicated "basic dis satisfaction generally with lateness i n
_payments to providers of medical serv ices ; dissatisfaction with fee schedules ;
;a feeling, in the case of doctors and hos pitals particularly, that abuse of th e
program is prevalent ; and belief that the
.eligibility standards. are too all-embr..ac„3
Dozens of press reports called atte n
tion to various shortcomings of the pro .
gram, including many sources of irrita tion, confusion, and delay. Indeed those
following newspaper stories from day t o
day—as well as persons involved in car vying out the program—would have bee n
inclined to agree with the followin g
appraisal of the program, published a
year and a half after the first state Medicaid programs were launched :

1 . Dave L . Cox, "Medi-Cal or Medi-Quandry," Tax Digest, California Taxpayers' Association, Vol, 45, No, 4
(Fourth Quarter 1%7), P . 33 ,
2, New York State Executive Budget, Fiscal Year 196 .8.1969, p, M47 ,
3 . Medicaid,, Yearn Review, May 1966-April 1%7, New York State Department of Social Service, Albany, 1%7 ,
P64 .
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Table 20
Some Criticism of Title 19 Program Operation s
as Reported from 26 State r
'NaWrs of wMallsan

A.

reporting criticism

'General conditions of supply, demand, pricing, payments :
1.'.Unwillingness of physicians or other suppliers of services to participat e
Reasons reported:
a. Fees are held inadequate
b. Payment is too slow
c. Excessive "red tape'.',
d. Other

2.

Shortages of personnel — doctors, nurses, auxiliary medical helpers, etc .

.3.,' :Shortages of facilities
nursing homes, etc .

and

equipment, such as .hospital beds, clinics, ,

4. ;Availability of medical care has led to unwarranted use or over-use o f
"free" services (e.g., a visit to the doctor for a minor cold)
5., Fees and charges (doctors, hospitals, etc .) have risen sharply. Amon g
causes reported are :
a . "Profiteering" (i.e.., raising of fees to take advantage of maximu m
allowable)
b, Increase in charges for hospital care to take into .account allowances
for depreciation of buildings and equipment
C . General cost-push inflation, e .g., rising salaries
6. "Racketeer I,ig" on part of some medical practitioners (e .g., reported
payments for doctors' visits never made)
7. Delays in payments of vendors (doctors, hospitals, etc ., for service s
performed)
8. Lack of coordination of rate-setting among different state agencies
9. Conflicts between Federal and state allowances for fees and other costs
10. Problems associated with auditing medical records

,

14
,1 1
7
10
3
9
8
1
17
8
5
16

:

18
7
4
6

8. Enrollment of persons eligible
1. Failure of "medically indigent" to enroll and establish eligibility, Rea sons reported .,
a. They are unaware of the fact that they are eligible
b. They wish to avoid the "welfare" stigma which they feel is associated with receiving aid .

8

2. Difficulties in determining eligibility of applicants for medical assist ance with resulting delays in certification
1 Shortage of state-local welfare personnel who are screening applications

3
6

C. Other "complaints"

9

8

a . At the time of the survey, only 21 states had experienced as much as one year's operations under a
Title 19 program ,
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fights with the doctors, dentists, and
pharmacists.
Much of the trouble with Medicaid ,
say both its administrators and critics ,
stems from the fact that almost fro m
its inception it has been a spur-of-themoment program with few of those involved realizing its vastness, 4

How do you begin the broades t
and perhaps one of the most expensiv e
government medical programs in th e
nation's history ?
Start with a total lack of preparedness, move quickly into chaos, add a
little' apathy and then stir " up some

GENERAL PROBLEM S

To some extent problems such as the
"foregoing may have been associated wit h
conditions in California and New Yor k
which were not altogether 'representative of other states . They are the tw o
most populous states, and both under took Medicaid programs on an extremel y
large scale, in contrast to the more modest initial programs of many other states .
To determine how general such problems were among the states with som e
operating experience under Title 19, the
4. Wall Street Journal,

Tax Foundation survey listed specifi c
criticisms as reported in the press, an d
asked state respondents to indicate
whether the indicated problems wer e
applicable to their states . Respondents
were asked to supply other comments o r
"complaints ." A tabulation of the replies
from 26 reporting states appears i n
Table 20. Some states reported that their
experience, at the time of the survey,
was too limited to permit them to pin point specific problems . ' .

August 8, 1967, p . 28 .

Table 2 1
Medical Care Price Change s
Selected Items and Period s
dune 1965 — December 196 7

Annual rate of change

Index, 1957 . 59 = 100
Item

Consumer price index ,
all items
Medical care, total
Medical care services
:Physicians' fees
Dentists' fees
Daily hospital servic e
charges
Drugs and prescriptions

Jun e
19$5

June
198$

June
1967

Dec.
1087

110.1
122.2
127.0

112.9
127.0
133 .0
128.0
120.9

116.0
136.3
145.2
1373
126,9

118.2
140.4
150.4
141.0
130,7

121 .1

117.4

152,5 164,2 200.1 211 .4
98.6
98.1
98.1
97.7

source ; Bureau of Labor Statistics,

June 1985• June 19$$- June 1967June 1966 June 1967 Dec. 196 7

+2,5
+3.9
+43
+5.7
+3.0

+2.7
+7.3
+9.2
+73
+5.0

+3.8
+61
+73
+5.5
+6.1

+73 +21 .9 +11, 5
+ .5

—.9

+ .8

u,s, Department of Labor, Computations by Tax foundation .
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Table 22
Percent of Physicians Reporting Fee Increase s
and Average Increase in Fee s
June 1966 — June 196 7
Percent o f
physicians
Procedure

Family doctor, office visits
Family doctor, house visits
In-hospital medical care
In-hospital surgical procedures

fee
Increases

Average
percentage
Increas e
In fee s

32,4
27.2
26,5
35,8

23,3
20, 7
18,0
16.6

, " Source : U .S . Department of Health, Education, and Welfare,

The problems emphasized most in the
states reporting were related to the rapid
increase in medical care costs, the hesitancy or unwillingness of certain medical
uppliers to participate, and scarcities of
>- personnel and facilities. A host of other
"complaints" were reported from a_few
states,

Rapid Increases in Costs
The source of most general concern
, among the states, according to their responses, was the sharp increase in the
costs of providing medical care . Although the increases were not attributed
solely to Medicaid, many respondents
were of the opinion that the programs
contributed to the already existing pressure on medical prices by enlarging the
demand for services, 5
State Title 19 programs began to get
under way shortly before Medicare,

although on not so extensive a scale in
the beginning, and both programs were
in their developmental stages in the 12
months ending in June 1967, During that
period medical care prices rose 73 percent, in comparison with a 2,7 percen t
rise in the over-all consumer price index ,
The medical care services component o f
the index, however, rove 9,2 percent, an d
daily hospital service charges by a n
alarming 21 .9 percent, 6 (See Table 21 . )
Even though physicians ' fees over-all
went up only 7.3 percent, nearly one third of the physicians increased thei r
fees for regular procedures during th e
12-month period by amounts ranging from 17 to 23 percent . (See Table 22 . )
Most of those reporting concern abou t
rising medical fees and charges held at
fault g eneral conditions contributingg to
~
, ,,
cost-push inflation, such as rising Sala ries of medical practitioners . About hal f
of them, however, believed that a con-

5, In studying the conditions behind recent rapid increases In medical cure prices, the Department of Health ,
Labor, and Welfare attributed the Increases to the pressure of the rising demand, the relatively slow growth i n
the supply of physicians, rising wage costs In hospitals without commensurate Increases in productivity, an d
Increasing complexity of medical care provided t- , the patient, A Report to the President ; Aledicut Cure Prices ,
Washington, 1967, memorandum of transmittal, The Report held out little hope for an early end to the rapi d
rise in medical prices, partly as a result of "the public commitment to assure adequate medical care for al l
citizens," which would continue to put pressure on medical prices ,
6, Except for drugs and prescriptions the rise in major components of the medical care price index was substantially more than in the preceding 12 months ,
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"

tributory factor lay in the increases imposed by medical suppliers to take ad vantage of maximum charges allowable
under state fee schedules. The increase d
allowance fur reimbursement of hospital
costs, to take into account allowances
,for depreciation, etc ., was indicated as
a factor in higher hospital charges in five
states.
There was some opinion to the effect
that rising costs had not been accompanied by a commensurate improvement i n
. quality, One critic charged that patient s
have not been getting any better medical
and hospital care than they received be fore Medicare and Medicaid, that "patients go to the same doctors who are
still providing the same care, but fo r
higher fees," and that "there is no improvement in the quality, in the amenities of human considerations, that should
be expected from higher fees," 7 In his
opinion the increased fees and charge s
had resulted in financing more adequately the health industry, rather than
in. extending and: improving care for all .
Some who have been concerned wit h
the rising costs of medical care hav e
cited other factors in their continuin g
increase. The criticism has been fairly
widespread that doctors have been to o
hasty in hospitalizing a patient rathe r
than in keeping him on his feet, The
Department of Health, Education, an d
Welfare has cited two factors whic h
have been operating to increase hospital
use in preference to less expensive forms
of care : (1) more patients have hospitalization insurance than have coverag e
for other types of medical care, and a
doctor may put his patient in the hospital
rather than treat him at home or in the
office since the patient's insurance com pany will pay the bill ; or (2) hospitals

may be overutilized to suit the convenience of physicians; a busy doctor may
put a patient in the hospital to conserve
his own time.g
Critics of sharply increasing medica l
costs have called attention to the lack of
methods and procedures for measuring
the quality of medical care, to determine
-if the added costs are justifiable in terms
of improved quality. Medicare and
Medicaid, it has been charged, do not
allow for innovations to provide better
care at less expense, nor for any sort o f
. . ;incentive payments to reward efficiency
in hospital and other services . '
UnwiUingneaa of Phyaickou and
Others to Participat e
More than half of the reporting state s
indicated that, for one reason or another ,
some physicians and other suppliers o f
medical services had been unwilling to
serve Medicaid patients, The most frequently cited reasons were the feeling
among doctors and other medical sup pliers that the fees were inadequate ;
that there was excessive "red tape" in th e
form of record-keeping, etc . ; and that
payments were too slow.
The fixed-fee schedules set by individual states have led to increased pressure for "reasonable and customary fees "
prevailing in a given area, to complaint s
that the amounts represent a bonus t o
rural doctors who customarily charg e
lower rates than urban doctors, and to
claims that the fees offered would pro vide only "second-class" medical care ,
Two-fifths of the reporting states indicated that existing fee allowances wer e
considered so" low as to discourage par ticipation in the Medicaid program b y
suppliers of medical services, includin g
physicians,

7, The New York Times, April 18, 1967, p, 36, Comment by Dr . Howard J, Brown, City Health Services Adminis•

trator In an address before a national conference of labor leaders ,

8 . A Report to the president, Medical Care p rices, op, cit ., p, 33 ,
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Excessive "red tape " was said to be a
factor discouraging participation o f
medical practitioners in more than a
third of the states reporting, and slowness of payments was noted in abou t
one-fourth of the states . In New York
City, the press reported six months afte r
the program began that "perhaps half "
of the still small number of doctors par ticipating had quit because their paymerits had been delayed, 9 There als o
appeared to be a general dissatisfactio n
among doctors with provisions of th e
law requiring them to bill the welfare
department for services rendered to a
Medicaid patient, rather than to send
the bill to the patient directly.
Scarcity of Supply Facilities
one third of the reporting states indi cated that shortages of medical personnel had been experienced in operatin g
the Medicaid program, and a similar
portion cited shortages of facilities an d
equipment as impediments to the pro gram . Shortages of nurses were said t o
be particularly acute in some areas . Con tributing to the problems of facilitie s
shortages were reported instances o f
"wasteful multiplicity of services, maldistribution of facilities, fragmentatio n
of services, and obsolescence" (of hospi tals). 10 The lack of long-term care facilities, including nursing home and home care programs, as wall as facilities fo r
ambulatory and emergency patients,
was said to be especially acute in som e
communities .

Other Problems of Supply,
Demand, and Pricing
Other problems noted by a half dozen
or more states included a lack of coordination of rate-setting among differen t
state agencies, and problems associate d
with auditing medical records . Some
members of the medical profession had
voiced strenuous objections to the prospective requirement that their record s
of patient treatments be subjected to
outside review, and the question of utilization review was being studied fro m
the standpoint of developing profiles fo r
both practitioners and patients as a substitute for detailed audit of individual
records. Deviants from "average" woul d
be subjected to special analysis, rathe r
than all records, It appears, however ,
that the medical audit to determin e
whether patients receive appropriate
and competent treatment is still in th e
stages of early development. Complaints
that the availability of "free" medical
services had led to unwarranted or over=
use by patients, or that there was "racketeering" on the part of some medical
practitioners, were not general amon g
the states, l l
Enrollment of Eligible Person s
About half of the reporting states ex pressed the view that some medicall y
indigent members of the population wh o
would be eligible for medical service (if
they applied) had riot made applicatio n
for aid. The unawareness of potentia l

9 . The New York Times, April 12, 1967, p . 51, The statement was attributed to ,in official of the Citizens Committee for Medicaid, nit organization which seeks to enroll both patients and physicians, The City Welfar e
bep Wment reported at that time that 5,500 of the City's 15,000 doctors had enrolled since the program ha d
been started, but gave no estimate of the number who had withdrawn ,
10, The New fork Times, June 23, 1966 ,
It, The following report of "abuses" in New York City was disclosed ; a physician who billed Medicaid for n n
average of 65 house calls daily had been examining every member of the families he visited whether they wer e
sick or nut ; a number of physicians had overcharged for penicillin shots, etc . A City health department spokesman acknowledged the charges, but said that offending practitioners nude up only "u tiny percentage" of th e
doctors participating fit Medicaid, The Newt , York Times, August 16, 1967, p . I .
A recent report of the Missouri state welfare director listed over-utiliratian of services by welfare patient s
as one of the chlef problems during Missouri's brief experience with Medicaid, beginning in November, 1967 ,
Cited in the report were too frequent office calls, excessive laboratory and diagnostic checku is fn doctors '
offices, and excessive use of shots, particularly vitamin Injections, "Kiblic Assistance and Welfare Treads, "
Bethune Jones, Asbury Park, New Jersey, June 1, 1968 ,
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eligibles and the wish to avoid the "weltare stigma associated with receiving
aid were approximately equal in thei r
influence . A nnmher of the states note d
that shortages of welfare personnel t o
screen applications had held up the certification of persons who might be eligible for medical assistance, Complicated enrollment forms and procedures
in processing applications also were re ported as a problem ,
Other Complaints Registered
Eight states listed a variety of criticisms .that had been leveled at the Medic -

aid programs, including the belief tha t
eligibility standards were too liberal ;
that divided control of the progra m
hampered coordination and understand .
ing between health and welfare agencies ; and that administrative mixups an d
repeated delays and billings resulte d
from the fa(,t that Medicaid recipient s
were not required to identify themselve s
when seeking aid . Still others called attention to the general lack of under standing of the program by the publi c
and by providers of services because of
difference's in eligibility and benefits .
provided under the state . programs ,

STEPS TAKEN TO DEAL WITH OPERATING PROBLEM S

The major changes which have bee n
made in response to criticisms leveled a t
Title 19 programs appear to have been
in an effort to eliminate or shorten th e
delays in payments to those supplyin g
medical services and supplies . (See Tabl e

23) . More than a dozen states reporte d
that some such efforts had been made ,
most often through the use of a financia l
intermediary for expediting payments .
Eight states indicated that the red tap e
associated with enrollment had been

Table 23
State Reports on Measures To Deal with '
Certain Operating Problems under Medicai d
Use of fiscal intermediary to handle billing and collections (6) :
California, Louisiana, Michigan, New Mexico, Pennsylvania, Vermont .
Other arrangements to expedite payments (7) :
Idaho, Illinois, Maryland, Massachusetts, Ohio, Oregon, Rhc .,a Island.
Measures to increase supply of personnel and other facilities (7) :
Hawaii (a), Illinois, Louisiana, Massachusetts, New Mexico, Oregon, Pennsylvania ,
Steps to ease red tape associated with enrollment (8) :
California, Hawaii, Illinois, Massachusetts, Michigan, Ohio, Oregon, Pennsylvania ,
Measures to encourage enrollment and remove welfare stigma (4) :
Connecticut, Hawaii, Massachusetts, Michigan .
a,

Requests for more welfare personnels there was no reported shortage of medical personnel ,
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lessened, through such measures as sim plified application forms, Seven reported
that concrete measures had been take n
to attempt to increase the supply of personnel and other facilities itivailable ,
In five states attempts had reportedl y
been made to encourage greater enrollment in the program among the medically indigent . The New York State Department of Social Services commente d
as,follows on such efforts;
In obedience to legislative mandate ,
we have informed the people of th e
State of New York of the availabilit y
and benefits of Medicaid through th e
distribution of more than 8 millio n
pieces of Medicaid literature in both
English and Spanish ; through numerous press releases and TV-radio spo t
announcements; through a New York
City subway poster campaign; through
a mailing which reached every rural

resident of the State, And dissemina tion of information will continue, 1 2
In New York City, a somewhat unusual arrangement was made for encouraging persons to enroll in the Medicaid
program through the device of imposin g
a fee for the first time on persons reporting to the city 's clinics for what were
formerly "free " services: 13 Persons foun d
eligible for the Medicaid program wer e
subsequently forgi ;len payment of the
fee,
In addition to state policy revisions t o
ease some of the operating problem s
under Medicaid, Federal amendment s
to the law in 1967 were aimed in part a t
correcting some of the provisions of th e
initial legislation which had given rise
to criticism in the states such as tha t
reported above ,

:12 . Medicaid ; Year to Review, op, cit ., P . S ,
13, The Imposition of the fee was said to be reqquired as a condition of receiving some $40 million a year i n
Federal and state reimbursements for Medicaid patients served .by the City's clinics, The New York Ttrnex ,
April 21, 1967, p, 41 ,

48

vi.
Recent Federal Policy Revision s
And Some Title 19 Effects to Date
Congressional action in 1967 took cognizance of some of the fiscal and opera.ting problems experienced in the earl y
stages of the state Title 19 programs, as
discussed in the two previous sections .
Some of the changes enacted were aime d
directly at removing provisions of the
1965 law which had been the butt of
sharp criticism in the states, I Among the
changes relevant to the focus of this re port were provisions (1) limiting Federal matching support in state Medicaid
''programs to persons below certain in come levels ; (2) preserving the individual doctor-patient relationship in certain
respects ; (3) tightening the procedure s
and controls of Medicaid services an d
costs in the states ; and (4) allowing the
states somewhat more flexibility in administering some other aspects of Titl e
19: programs .
1 . Limiting Federal matching support .

The 1967 amendments provided tha t
Federal sharing will not be available fo r
families whose income exceeds by mor e
than one-third the highest amount a
state ordinarily pays to a family of th e
same size in the form of money payments
under the aid for families with dependent children program . For state plans
already approved, the limit of Federa l
sharing would be 150 percent effective
July 1, 1968 ; 140 percent on January 1 ,
1969, and 133 1/3 percent on January 1 ,
1970,

state Medicaid programs will have fre e
choice of qualified medical facilities and
practitioners, including community pharmacists., Further, physicians' and dentists' services on behalf of medicall y
indigent patients (but not regular welfare cases) may be billed directly t o
the patient, who in turn will be reimbursed by the welfare agency . Previously, the law required the state to pay
the welfare department directly . According to some critics, the arrangement s
under the 1965 law violated the right t o
privacy in the doctor-patient relation ship.
3. Tightening state procedures an d
controls. The 1967 amendments require d

the states to establish methods ,and procedures to safeguard agai ast unnecessary utilization of health care and services, and to assure that payments no t
exceed reasonable charges and that the y
be made on a basis consistent with efficiency, economy, and quality of care .
The law also set conditions for participation in Medicaid programs on licensed
nursing homes, requiring a professional
medical audit for periodic medical evaluations of the appropriateness of care
given to Title 19 patients in nursin g
homes, mental hospitals, and other institutions .
4 . Relaxation of some Federal re-

strictions, In several other respects the
states were given more flexibility than

2 . Doctor-patient relationship . Effec- previously in establishing Medicaid
tive July 1, 1969, persons eligible under provisions ;
1, See Appendix H for a summary of the medical assistance provisions of the Social Security Amendments o f
1967, which were approved by Congress on December 15, 1967, and signed into law by the p resident on
January 2, 1968,
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a, Under the 1967 amendments, the
states have greater discretion in the selection of services to be provided for the
medically indigent (not for regular welfare cases) ; further, the states can impose deductibles or other cost sharing
for hospital care received by the medically indigent (previously prohibited),
'Instead of the five basic types of service's
specified in the 1965 law, the states can
elect to offer any seven of 14 listed services,
b . The states were also given permission to establish different Title 19 eligibility levels, which recognize variations
in shelter costs between urban and rural
areas. According to some opinion, the
use of the same income limits statewide
':had given preference to residents of
rural communities in securing free Medicaid services which were not available
'to urban residents in similar, economic'
circumstances,

„

c. The 1967 law also extended Federal
sharing for certain welfare recipients
who are living in facilities which are
more than boarding houses, but less than
skilled nursing homes, Such payments
had previously been limited to 'Medical
facilities such as skilled nursing homes .
Shortages of long-term care facilities had
reportedly been a major problem in cartying out the Title 19 program in some
areas.

d. Another relaxation in controls o n
state programs was in the so-called
" maintenance-of-effort " provision of th e
1965 law, under which states were re quired to pass on added Federal funds
received as a condition to obtainin g
'them. 2 In order to comply with this ,
some states found it necessary to expan d
more rapidly than they otherwise migh t
have, 3 The 1967 amendments modified
the previous provisions, allowing state s
to count money payments alone in de termining whether they are satisfyin g
the "maintenance-of-effort" requirement,
Apart from the "medical assistance
changes, one other provision of the Soeial Security Amendments of 1967 stands
to influence the future numbers of persons to be served in public assistance
programs, incluiling Medicaid. That is
the so-called "freeze" imposed on future
increases in the families with dependent
children group . The amendments set a
limitation on Federal financial participation on the AFDC program related to th e
proportion of the child population unde r
age 18 because of the absence from th e
home of a parent. Federal aid would no t
be available for any excess above th e
percentage of children of absent parent s
who received aid, to the child populatio n
under age 18 ina state as of January 1, ,
1968.4

MEDICAL INDIGENC Y
The most significant of the 1967 vendor payments in the Title 19 state s
changes appears to be the newly im . in late 1967 were made on behalf o f
posed limitation on the extent of Federal persons not on -the regular welfare roll s
cost sharing in programs for the medi- for financial aid, '(See Table 17) . 5
cally indigent, Well over, half of medical
The concept of "medical indigence "
2. This provision applied to combined expenditures for money payments and medical care ,
3. "Social Security Amendments of 1967, " Report of the Committee on finance, United States Senate, 90t h
Congress, 1st Session, Report No . 744, November 14, 1967, p . 179 ,
4, originally scheduled to go into effect July 1, 1969, the effective date of this limitation was postponed to July 1 ,
1969, by action of Congress in 1969, The AFDC category is the largest and must rapidly growng of all publi c
assistance groups, constituting 43 percent of all medical assistance recipients in 1967 (see 'Table 14) .
5 . Not all of these cases, however, were medically indigent, Some were not eligible for financial aid under pro visions of state laws which were prohibited in the Federal 'title 19 law ,
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was of central importance in the initiation of Medicaid, even entering into the
expressed goal of the entire program .
As a condition of Federal participation ,
the states were to develop program s
offering comprehensive health care b y
1975 -to all those who needed and wer e
unable to afford it (i .e ., the medicall y
indigent as well as the financial assistance cases) . Despite the key importanc e
of the concept, the original Federal legislation did not define medical indigenc e
: .in terms of income and resource limits ,
but left it to the discretion of the states ,
subject to administrative approval b y
ahe U .S . Department of 'Health, Education, and Welfare ,
Who are the medically indigent? 6
Strict definitions of the term will no
doubt be arbitrary at best. According t o
poverty dat . t prepared by the Socia l
Security Administration, there were 45
million persons, 23 percent of the nation' s population, who were either poor
or near poor in 1966 (of the total, 30
million were considered poor) ,7 Although no official estimates of the potential numbers eligible for Medicai d
were promulgated, Federal welfare officials have stated that some 35 millio n
persons would be potentially eligible
tinder the 1965 provisions. s
Adopting what appeared to be a generous definition of medical indigence,
New York first embarked on a progra m
considered by the State Department o f
Social Services to be available to some

6 million persons, about one-third of th e
state's population, By late 1967, despite

the fact that fewer than one-half of th e
expected eligible persons had signed up
for aid, costs of Medicaid in the stat e
were at an annual rate of $42 per capita .
A. program so comprehensive in coverage and benefits, if extended to all states ,
would require total annual outlays i n
excess of $8 billion . Further, if the New
York program had succeeded in enrolling all those considered eligible (a s
medically indigent) under the 1967 laws,
projection of its per capita costs to a
nation of some 200 million persons sug gests total outlays in the neighborhoo d
. of, $20 billion in 1967,9
The concern of Congress over rapidl y
rising costs of the medical assistance pr o .
gram in its first year led to consideratio n
of various alternative ways of definin g
medical indigence . According to the Re port of the Senate Finance Committee ; ;
The tendency of some states to identify as eligible for medical assistance
under title XIX large numbers of per sons who could reasonably be expecte d
to pay some, or all, of their medica l
expenses has not only significantly in creased the amount of Federal fund s
flowing into this program currently bu t
has developed future cost projection s
of a level totally inconsistent with th e
expectations of the Congress when i t
enacted title XIX in 1965, 1 0

There was controversy over the typ e
of limitation which was to be imposed .
Under the House bill, the states woul d
have been limited in setting maximu m

6 . For a discussion of alternative projections of 'title 19 caseloads, see Fiscal Outlook for State and Local Government to 1975, Tax, Foundation, Inc„ 1966, pp, 60-65 ,

7, The Index of poverty, identifying the "poor," is described by the Social Security Administration as "far fro m
a generous measure," It is the minimum Income per household of a iven size, composition, and farm-nonfar m
status, as set by the SSA . The implied level of living Is that afforded shy an income in 1966 of about $65 weekl y
for an average nonfarm family of four, The slightly less stringent measure, labeled "near poor," requires abou t
$20 a week more for a family of four, Mollie Orshansky, "The Shape of Poverty in 1966," Social Security
Bulletin, Vol, 31, No, 3 (March 1969), pp, 3-6 ,
8, Fred H, Steininger (Director of Family Services, U, S . Department of Health, Education, and Welfare), "Th e
New Medical Assistance Program," reprint of a speech prepared for presentation at u meeting of the Berge n
County Medical Society, Englewood, New Jersey, May 10, 1966, p, 2 ,
9, Without allowance for a sharp increase in prices which would undoubtedly be experienced under such circumstances, In the absence of rigidly enforced controls, Cases of medical indigence are more costly than regula r
welfare cases, See discussion, pages 25-26.
10, "Social Security. Amendments of 1967," op, cit„ p, 176,
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income eligibility levels for Federal
matching purposes to the lower of, first
133 1A percent of AFDC payments, or
second, 133% percent of state per capita
income applied to a family of four . The
Senate modified this test by eliminating
the test based on per capita income and
.by providing that eligibility be limited

to persons whose income does not exGeed 150 percent of the state old-ag e
assistance standards . In addition, th e
Senate provided reduced Federal match ing with respect to Title 19 recipients
who are not cash assistance recipients .
The conference report, which subs e
quently became law, accepted the Hous e

Table 24
Comparison of Present Income Levels for Medical indigence with
Restricted Amounts Indicated under 1967 Federal Revision s
Income limitations for Madicsid
state
(1)

-

California
Connecticut
Delaware
Hawaii
Illinois
Iowa
Kansas
Kentucky
Maryland
Massachusetts
Michigan
Minnesota
New Hampshire
New York
North Dakota
Oklahoma
Pennsylvania
Rhode Island
Utah
Washington
Wisconsin

Hishest
pa •nt
for AFDC (a)
(2)

_ $ 2,580
2,764
1,788
2,366
2,248
2,283
2,221

1,940
2,010
2,654
1,920

2,427
2,196
3,068
'1,796
1,956
1,961
2,011
2,112
2,516
2,709

Indicated
bfr 1187
revisions (c)
(3)

$3,440
3,686
2,384
3,155

2,998
3,044
2,961
2,186
2,680
3,539
2,560
3,236
2,928
4,090
3,728
2,608
2,614
2,681

2,816
3,355
3,612

Actwl
1287
(4)

$3,900
4,400
3,300
3,000
3,600
,"13,60,0

3,000
3,420
3,120
4,956
3,540
3,036
4,056
6,000
3,000
2,448
4,000
4,300
2,640
3,000
3,700

tb )

Actual
compared to
revised level (d )

(a)

$+ 460
+ 71 4
+ 916
- 15 5
+ 602
+ 55 6
39
+
-}-1,23 4
+ 44 0
+1 1 41 7
+ 980
-- 200
+1,12 8
+1091 0

- 728
--- 16 0
+1 1 386
+1,61 9
-- 17 6
-- 35 5
+
88

a . Family consisting of mother (age 35) boy (14), girl (9), and girl(4), living in rented quarters, and :receiv.
ing cash income support under aid for families with dependent children program ,
b. Family of four .
c, Amount In column (2) times 1Vs ,
d, Column (4) - column (3) . Positive entries represent amounts by which the 1967 levels exceed th e
new Federal standards, negative entries show amounts by which state could raise ceiling for medica l
Indigence and still meet the new terms for Federal sharing ,
Source : Hearings before the Committee on Ways and Means, House of Representatives, 90th Congress ,
1st sess,, on H .R . 5710, Part 1, 1967, p . 119, Material prepared by U .S . Department of Health ,
Education and Welfare,
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bill but eliminated the limitation based
on state per capita income and provided
that persons eligible to receive cash assistance would be exempt from the limi tation,l l
It appears that the great majority of
the state programs which include som e
medically indigent persons have bee n
more liberal in their interpretation of
.,the numbers needing care than is alloweJ for in the 1967 revisions (se e
Table 24) . Seemingly, there are three
different alternatives available to a
state with a more liberal definition o f
medical indigence than that indicate d
under the new standards : (1) cut back
the numbers eligible to conform to th e
new law so that Federal sharing wil l
continue in the same ratio to total costs
as before; (2) continue the progra m
as originally conceived, accepting a reduction in Federal sharing, and increasmg state and local funds to make up th e
.,difference ; or (3) raise the cash living
allowance for families with dependent
children to a level equal to three-fourth s
the amount of income set for Title 1 9
eligibility.
There is little indication to date as t o
how the states will respond to the 196 7
Federal revisions . The last two of the
above alternatives would undoubtedly
prove costly to state and local governments, although there is little basis fo r
determining the added amounts involved in the case of the second alterna tive. 12 Moreover, in view of the some what arbitrary nature of any attempt to
define "medical indigence," and the con troversy experienced in Congress 's initial effort in this respect, a reconsidera -

tion of the concept in the future seem s
probable.
Tying the medical assistance income
limits to those for regular welfare case s
directs attention to one of the majo r
problems faced by some states i n
broader aspects of their welfare pro grams : that is, the allocation of available
financial resources to pay for food, shelter, and living allowances versus medica l
and health services . At present, for ex ample, 33 states provide less support fo r
needy children than the standards th e
states themselves have set as necessary
to meet basic human needs .13 While
payments for both living costs and fo r
medical care are of paramount importance, a number of states apparently
have lacked the financial resources o r
the motivation to finance both programs
fully, to the degree that would pleas e
advocates of more generous welfar e
policies. If a choice must be made be -tween comprehensive medical care an d
adequate living allowances, the criteri a
for the decision are not at all clear .
Future considerations of medical assistance policy, including concepts o f
the medically indigent, thus relate to
the entire system of welfare programs
in the United States, which is increasingly being subjected to attack on al l
sides. Proposals for reforms include a
negative income tax, government-guaranteed income, substituting a simple
declaration of need for present restrictions on eligibility, establishment o f
Federal standards (for financial assistance and medical assistance) in al l
states, and complete Federal assumption
of all welfare costs . Alternative pro-

11, Congressional Record, December 13, 1967, p, H 16838 ,

12, Presumably, though, state welfare agencies have income data for the medically indigent patients who hav e
been certified or actually received aid under the program . In some States, however (see Section VI), there were
believed to be many potentially eligible patients who had not applied for medical assistance .
13, "President's Proposals for Revision in the Social Security System," Hearings before the Committee on Ways
and Means, House of Representatives, 90th Congress, 1st Session, on H . R . 3710, March 1, 2, and 3, 1967, Par t
1, P . 118.
1A, Legislation for such a system in New York state, financed by employer payroll taxes, was introduced in 196 7
but did not secure approval,
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Table 25
Personal :HealthCare Expenditures by S,ource,of +Fund s
Fiscal Years 1960 . 1967
Amount (billions)
Fiscal Year

1960
1961
: . 1962
963
1964
,
1965
1966
1967

Percent of total

Total

Privets

Public

Private

Public

1$23 .4
,24.7
:26.3
:28.2
30.9
33.9
36.8
41 .5

$18.4
19 .2
:20.5
`22.1
24.2
26.8
28.6
28.8

'$ -4.9
15 .4
5.7
6.2
` ,6.7
7.1
811
12.6

'78.9
>'77.9
78.1
78.2
78.4
79.0
77.9
69.5

21.1
22 .1
21.9
21.8
21 .6
21.0
22.1
30. 5

-

J

Source, U .S . Department of Health, Education, and Welfare .

posals for medical care involve primarily
:some -type of compulsory` health insur:ance .system, '.:financed.. ;either:through

employer or employee payroll taxes or
.by general tax revenues for those wh o
are unable :to pay .the.premiums.14

SOME - EFFECTS of MEDICAID . To DATE_

In view of its limited life thus far, how
. :can the Medicaid program 'be evaluated? It is difficult to isolate the effects
. ..:of a single program in 'health and medical care under any circumstances, in
view of the multiplicity of other pro~grams operating simultaneously and
,other concurrent influences on health,
Neither inputs nor outputs-costs and
:benefits - lend themselves to neat quantitative measurement. In some opinion,
advances in living standards and in pubis health have been as important a fac;tor in increased loog evi as better medi cal care, lS
Certainly the social legislation of the
1960's has accelerated the creation of
new government programs of health

;and medical care. In signing a recent
bill, the President remarked that "mor e
health bills have been enacted in -the last
four years than all the preceding years o f
our Government put together . . . :''16 By
Some measures, Medicare -the social..security financed program ; for the
-elderly -- and Medicaid are the two
most innovative and potentially largest
of any previous government health .programs available,
Clearly the number of persons gettin g .
government-supported medical care ha s
increased significantly since 1985, bot h
:through Medicare and Medicaid, What
is not known is the amount of medica l
care such persons were receiving previ ously, A spokesman for the New York

15 . 16e ported in Herbert E . Klarmen, The Economics of Health, Columbia University Press, New York, 1965, p ,
U,
16, "The President ' s Remarks Upon Signing Bill Amending , the Public Health Service Act, December $,, 1%7, "
Weekly Compilation of Presidential Documents, Vol, 3, No, 49 (December 11, 1967) p, 1662 ,

54

-

