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Foreword

IN recent years the negotiation of many types of health and welfare

programs in collective bargaining contracts has brought to the at-
tention of the general public the interest of management and labor in
the field of employee health and medical care. This interest has been
regarded by the public as a new development in labor relations—an
extension from the traditional concern of managements and their
employees with wages and hours and working conditions.

(Close observers of the field of medical care as well as labor relations,
however, have long been conscious that the interest of management and
workers in health and medical care programs was not a new thing.
Some companies and unions established programs of this type more
than a hundred years before the surge of interest in voluntary health
and welfare plans that came during World War IL.

This volume is an effort to trace the origin and growth of health
and medical care programs under management or employee sponsor-
ship and to describe selected programs. It is the third in a series of
gtudies produced by the Public Health Service dealing with the broad
area of health and medical services in industry. It is hoped that it
will be valuable not only to management and employee groups, but

to other interested persons.

Surgeon General,
Public Health Service.



Preface

HIS volume is the third in a series on health and medical facilities

in industry. The first two dealt largely with the facilities avail-
able to employees within their working environment, generally re-
ferred to as in-plant services. Industrial Health and Medical Pro-
grams, published in 1950, covered the broad field, and was followed two
vears later by the second volume, Small Plant Health and Medical
Programs, in which problems peculiar to the small plant were
presented. ;

Management and Union Health and Medical Programs presents the
results of yet another exploration into the area of employee health,
this time with emphasis on the provision of medical care outside of
the plant, for the workers, and sometimes their families, under the
sponsorship of employees’ organizations or unions, or of management,
or both.

The development of early programs is traced and mention made of
the significant events which brought about the current practice of
including health and welfare provisions under collective bargaining.
Management and union sponsored health and medical programs have
gone through several distinet phases. In the early years, many em-
ployee groups as well as management, alone or in cooperation with
employees, sponsored health programs. Later, stimulated especially
by wage control legislation, health and welfare programs were pro-
vided for employees in lieu of wage increases. Also discussed are the
development of State workmen’s compensation laws and their gradual
extension to inelude coverage of occupational diseases.

The 10 health centers described in detail in this volume were selected
as representative of plans providing different kinds of service. The
inclusion of certain plans and the omission of others in no way imply
a judgment as to the merits of either group.

Numerous questions concerning health plans have been raised by
medical directors, company executives, trade-union leaders, insurance-
company officials, and directors of voluntary health insurance pro-
grams. More specifically these questions dealt with the development
of the programs, the kind and amount of benefits provided, methods
of providing care, methods of administering and financing programs,
and the relationship of these programs to other health services avail-

able to employed groups. This volume provides material useful in
answering such questions.
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This report is based on an analysis of published and unpublished
material, correspondence, and personal interviews. Its preparation
was made possible only through the generous cooperation of the medi-
cal directors of the health programs described and other authorities
in the field of medical care, for which the authors are deeply appre-
ciative. Grateful acknowledgement is made to Dr. William M.
Gafafer, Mrs. Amy W. Firfer and Mr. Herbert Borchardt of the
Division staff for their assistance. Appreciation also is expressed to
Dr. William A. Sawyer, former medical director of Eastman Kodak
Co., now medical consultant to the International Association of Ma-
chinists, for his critical review of the manuseript and for his construe-
tive suggestions.

Seward E. Miller,
Medical Director,
Chief, Division of Occupational Health.



Organization of Material

This report is in five sections. The first presents information on the
development of health and medical programs for employed groups.
It describes the early efforts of employers and employees to provide
services for both occupational and nonoccupational illnesses and the
significant events which brought about the current practice of includ-
ing health and welfare provisions under collective bargaining. It
discusses, too, the development of State workmen’s compensation laws
and the gradual extension of the laws to include coverage of occupa-
tional diseases. The development of voluntary health insurance for
employed groups is also traced.

Section IT defines the extent to which employed groups have medical
protection through management- and union-financed programs and the
types of benefits provided.

The third section describes methods of providing benefits and the
characteristics of insurance company, Blue Cross, and Blue Shield
contracts under which most employees having insurance are now
enrolled.

Section IV covers contract negotiations between management and
labor for the provision of medical benefits and the various methods of
financing and administering the benefits provided.

The fifth section describes in detail several programs, principally
health centers, that have been developed to provide preventive and
diagnostic services and in some instances treatment. Both the back-
ground and present status of these plans have been outlined.

Since detailed information is readily available on benefits provided
through Blue Cross, Blue Shield, and insurance company contracts,
only general and nationwide information of this specific type has been
presented. References to the literature in this field, however, are in-
cluded in the bibliography.

Appendixes contain detailed information that may be of assistance
to persons interested in or responsible for the development and direc-
tion of employee health and medical programs. The material avail-
able has determined the detail in which information has been provided
on the various programs.

The bibliography is restricted to general information in the field
and does not include all references following the description of each of
the programs included in section V.
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Early Industrial Plans

Management and labor have long had a common interest in employee
health extending far beyond care for industrial injury and occupa-
tional disease. Earliest efforts by employers and employee groups
to bring health services to employees and their families date back to
the middle of the 19th century. During the latter part of the 19th
and the 1st part of the 20th century, an increasing number of individ-
ual employers and small employee groups established medical care
programs.
Lumbering, mining, railroading, and other hazardous industries;
usually located in remote areas where medical facilities were not avail-
able, established the first prepaid medical care programs to care for
employees and usually for their dependents. The programs were
often jointly financed by employer and employees and in some in-
stances grew out of employee organizations,
The factors which led to the establishment of the first prepayment
plans also influenced the type of benefits they provided. Regardless
of the method by which the programs were financed—whether by
employers, by employees, or jointly—the majority of them offered
such medical care as might be needed in the home as well as in the
physician’s office and in the hospital. Almost without exception, these
programs served the employees of the one firm directly concerned with
the program, and many times included service to the dependents of
the employees. Physicians usually were employed on a full- or part-
time basis. Some organizations owned their own hospital facilities,
and a limited number included among their benefits visiting nurse
service and dental care. Later on, medical services for workmen’s
compensation cases were frequently provided by the same medieal
staff, but not as part of the prepayment program,
Many of the early prepayment programs are still operating, their
importance undiminished, but in the past 10 years they have been
overshadowed by the expansion of employee health and medical eare
plans which have frequently assumed industry-wide and even nation-
wide proportions.
Examples of early medical care programs associated with industry
follow :
1865—PFirst major industrial medical care prepayment program that is still in
existence—that of the Southern Pacifie Railroad Co—was organized in
Bacramento, Calif. Other early railroad programs still in operation are
the Missourl Pacific Hospital Association, established in 1872, and the
Northern Pacific Beneficial Assoeiation, in 1882,

1887—The Homestake Mining Co. of Lead, 8. Dak., established a company-

financed medical department with full-time staff to provide complete medi-
eal gervice to its employees and their families,



1801—The employees of New York City gas companies affiliated with Consolidated
Gas Co. of New York (predecessor of Consolidated Edison Co. of New York)
to form a benefit program. The society engaged its own physician in 1906 ;
in 1916, it opened the first of a number of dispensaries where members
received treatment, or when necessary, arrangements were made for treat-
ment at home; in 1922, dental services were added to the benefits. The
company began to contribute to the program in 1902, The current collec-
tive bargaining agreement provides that management shall continue the
existing program for the duration of the contraect.

1897—The forerunner of the present Roanoke Rapids employees medical fund,
covering the Patterson Mills, the Ttoanoke Mills, and the Rosemary Manua-
facturing Co. of Roanoke Rapids, N. C., was established under joint em-
ployer-employer spongorship.

1913—The health department of the Tennessee Coal, Iron & Railroad Co. at
Birmingham, Ala., was established to provide complete medical service
to employees and their dependents through joint contributions from em-
ployees and employer.

1918—The workers medical and relief department of Endicott-Johnson Corp. of
Johnson City, N. Y., was established to provide complete medical service
to employees and their dependents at the expense of the company.

1924—The Stanocela Employees Medical and Hospital Association, Ine., Standard
0il Co. of Louisiana, was established to provide complete medical services
to employees and their dependents under a program jointly financed by
employer and employees.

Mutual Benefit Association and Umnion-
Sponsored Health and Welfare Programs

Late in the 18th century, many groups of workers throughout the
country organized mutual aid associations, such as loan, sick benefit,
or burial societies. In effect, these programs were an outgrowth of
the friendly societies developed earlier in England. One of the first
organizations in this country was the Free African Society, a mutual
benefit association formed in Philadelphia in 1787. Cash disability
benefits, which replaced part of the income lost during illness, were
the first health benefits provided, but medical service programs soon
followed. Some of these associations extended their activities and
assumed what today would be called “industrial functions,” thus
becoming forerunners of modern labor unions, Examples follow :

1806—The Pennsylvania Society of Journeyman Cabinetmakers of Philadelphia
was established as a benevolent society ; in 1829, the society set itself up
constitutionally “as a criterion for workmen to endeavor to settle all
disputes arising between them and their employers.”

1810—The Philadelphia Typographical Society was incorporated as a benevolent
society ; it was reorganized in 1833 with its primary purpose described as
“the determination and support of adequate wages for journeymen print-
Era‘ll

1859—The Iron Molders' Union was established ; it operated an extensive benefit
system before assuming industrial functions. All benefits were suspended
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by the union in 1880 on grounds that such features interfered with in-
dustrial tasks of organization ; they were resumed after ten years.

1873—The Brotherhood of Locomotive Firemen and Enginemen was formed
as a benevolent society ; in 1885, it assumed the role of labor union.

Carpenters, shoemakers, printers, and other crafts began to organize
during the late 1700's, but these unions were confined to local areas and
were usually weak because they seldom included a large proportion of
workers. Most of them existed for only a short time, but many charac-
teristic union techniques were first developed in this period. From
the beginning, health and welfare benefits were a recognized part of
union programs. Over a hundred years later, union leaders seeking
to organize mass production industries found that many members of
local unions were reluctant to join unless they were promised health,
welfare, and other benefits which the smaller unions were providing.
Among the early unions providing benefits were the following:
1877—The Granite Cutters’ Union established the first of national union sick

benefit programs.
1887—The Barbers’ Union was established ; a sick benefit system was organized
in 1895.

1880—The Plumbers’ Union was established; a sick benefit program began in
1903.

1805—The Tobacco Workers' Union was organized; a sick benefit program
established in 1896.

1913—The New York locals of the International Ladies’ Garment Workers' Union
started the first union-sponsored service type of medical care plan; the
union health center was incorporated in 1917,

Workmen’s Compensation and Temporary
Disability Laws

Since 1948, some form of workmen’s compensation legislation has
been in force in every State. The first laws were enacted in the early
1900’s and covered accidents only. Gradually, their scope has been
extended, and laws now in effect also cover all, or at least specified,
occupational diseases. By January 1952, legislation in all but four
States provided for some form of occupational disease coverage, and
over 50 percent of the States provided full coverage. (See appendix
x)

In 1951, workmen’s compensation benefit payments were estimated
to be $707 million, or 15 percent above the 1950 total, the payments
reflecting both high wages in recent years on which compensation pay-
ments are based and the inereased costs of hospitalization and medical
services. Of the estimated $707 million, 63 percent was paid by
private insurance carriers; 24 percent by State funds; and the balance,
by self-insurers.



Workmen’s compensation laws have had a decided influence on the
development of both inplant preventive health programs and prepaid
medical eare plans which provide benefits during nonindustrial ill-
nesses. Temporary disability benefit laws, which provide cash benefits
during nonindustrial illnesses, undoubtedly will also stimulate the
development of preventive health services. These laws have now been
enacted in 4 States and similar legislation has been under considera-
tion in at least 20 others.

Significant events relating to workmen’s compensation and tem-
porary disability legislation were as follows:

1906—Montana passed a law providing for State cooperative insurance funds
for workers in and around coal mines; the law was declared unconsti-
tutional in 1911.

1908—Congress enacted a Iaw granting to certain employees of the United States
the right to compensation for injuries sustained in the course of em-
ployment ; in 1916, it replaced this law with one covering all Federal
civilian employees.

1910—New York State enacted 2 workmen's compensation laws—1 compulsory,
1 voluntary ; the compulsory law was held invalid by the New York Court
of Appeals in 1911 ; an amendment to the State constitution made possible
the enactment of a compulsory law in 1914,

1911—8State of Washington passed the first effective compulsory workmen's com-
pensation law., New Jersey passed the first elective type of workmen's
compensation law with certain penalties attached for non-election. Eight
other States enacted laws during the same year—~California, Illinois,
Kansas, Massachusetis, Nevada, New Hampshire, Ohio, and Wisconsin,

1917—Hawaii enacted the first legislation covering occupational disease. Oecu-
pational disease legislation was enacted in California in 1918, and in
Connecticut and Wisconsin in 1919,

1942—TFirst State temporary disability benefit law was passed in Rhode Island,
Other State laws were passed in California in 1946, in New Jersey in 1948,
and in New York in 1950.

1948—Mississippi was the last State to adopt workmen's compensation,

1951—=8tate of Nevada enacted legislation providing for rebates in workmen's
compensation insurance preminms up to 20 percent, or twice the previons
rate, to any plant maintaining for 2 years a “high standard of safety
or accident prevention as to differentiate it from other like establishments
or plants.” Rebates up to 30 percent, or twice the former rate, are speci-
fied for plants which maintain such standards for more than 2 years.

Health Benefits Under Colleetive Bargaining

Both unions and industry have developed their most distinctive fea-
tures and have had their greatest growth since 1900, during an era
of great economie, social, political, military, and scientific changes.
By the end of the 19th century, mass production and mechanization
were being applied to some industries, but, with a few possible excep-
tions, the large, nationwide, highly mechanized industries have been
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products of the last 50 years. By 1900, a number of unions were
operating, but the large national and international unions had not yet
taken their place in the economic life of the United States. Informa-
tion on the growth and distribution of the labor force and union mem-
bership (appendixes 2-T) indicates the vast changes that have taken
place since the turn of the century.

Although union interest in health and welfare benefits is as old
as the unions themselves, the practice of including such benefits under
collective bargaining agreements is a recent development.

Events influencing this trend inelude the following:

1915—The War Labor Board, established during World War I, recognized the
right of workers to organize trade unions and bargain collectively, as
well as the rizght of employers to orzanize associations for bargaining
purposes. General prineiples under which the Board operated were signifi-
cant as a reflection of a new governmental attitude toward labor.

1026—Congress enacted the first Railway Labor Act which included many of
the principles developed by the War Labor Board.

The Public Service Corp. of Newburg, N. Y., and the Amalgamated
Aszociation of Street and Electric Railway Employees adopted the first
collective bargaining agreement containing a health and welfare clause,
It provided for life insurance and weekly cash benefits.

1835—The Wational Labor Relations Act set up the National Labor Relations
Board and recognized the richts of workers to organize and bargain col-
lectively with employers through representatives of their own choosing.

1942-45—The National War Labor Board was established to determine proce-
cedures for settling disputes. DBoard laid down the “Little Steel” formula
for wartime wage adjustments based on a 15 percent rise in living costs
from Janunary 1, 1941, to May 1, 1942, With wage increases blocked,
“fringe issues” assumed importance. The War Labor Board originated
the term “fringe izsues"” to decide what it defined as “miscellaneous ad-
Justments, mainly related to working conditions, which directly or in-
directly affect employees’ compensation and which are normally desizgned
to meet a special situation or problem within a company or indnstry.”
Favorable policy toward “fringe issues” adopted by the War Labor Board,
ag well a5 a ruling of the Bureau of Internal Revenue that, for income
tax purposes, money advanced by employvers toward legitimate insurance
plans for employees conld be deduncted from gross income as a proper
business expense, stimulated the growth of union health and welfare pro-
grams under collective bargaining.

1946—The Krug-Lewis agreement established health and pension funds in the
hituminons coal industry.

147—The Labor Management Relations Act, 1047 (Taft-Hartley Act), was
passed, requiring that funds appropriated for health programs (and other
gpecified programs) be administered by boards with equal representation
from union and management.

1948—In April, the National Labor Relations Board held in the Inland Steel case
that pension and insurance henefits were included in the terms “wages™
and “conditions of employment” under the Wagner and Taft-Iartley Acts.
Employers were, therefore, under statutory obligations to bargain with
the employee representatives concerning the terms of a retirement pro-
gram. In June, the Board also ruled that employers were required to
bargain over pensions and a group insurance plan and, in addition, that
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they could not institute a group insurance plan withont consulting the
statutory bargaining representatives. Subsequent ruling by Board and
courts upheld this deeision.

1940—The Presidential Board of Inguiry, investigating a labor dispute in the
basie steel industry, concluded that “industry, in the absence of adeguate
Government programs, owes an obligation to the workers to provide for
maintenance of the human body in the form of medical and similar bene-
fits and full depreciation in the form of old-age retirement—in the same
way as it does now for plant and machinery. This obligation is one
which should be fulfilled by enlightened business management, not when
everything else has been taken care of but as one of the fixed costs of
doing business—one of the first charges before profits.”

1051 —Health program provisons in labor-management agreements were nc-
celerated by regulations of the Wage Stabilization Board, which ruled
that the inclusion of health and welfare benefits nnder collective bar-
gaining was not in conflict with objectives of the Defense Production Act.

Growth of Voluniary Health Imnsurance

The growth of voluntary health insurance has coincided with the
growth of health and welfare programs under collective bargaining
agreements. During the 10-year period, 1942-52, hospital coverage
increased from about 20 million persons to more than 92 million, and
surgical coverage, from about 8 to 73 million. The number of persons
eligible for some form of medical care, prineipally for hospitalized
illnesses, also increased greatly during this period—from 3 million
persons in 1942 to 36 million in 1952, The growth of these three types
of coverage during and after the war is shown in figure 1.

Coverage varies considerably by State (appendix 8). In States
with the higher per capita income and the larger proportion of their
population living in urban centers more of the people are insured
against the cost of hospital, surgical, and medical care.

The growth of each of the three types of voluntary health insur-
ance is shown by the fact that enrollment at the end of 1952 repre-
sented the following increases over enrollment 2 years earlier:

Percent
Hospitalization o e = - 19
Surgical coverage. o oo __ =y et = — 34
Medieal Shpe. . - - o e SR el S A

The 92 million persons in the United States estimated to be eligible
for hospitalization at the close of 1952 represented about 59 percent of
the civilian population; surgical and medical coverage had been ex-
tended to 47 and 23 percent, respectively. With the exception of
approximately 5 million persons enrolled in several other types of
programs, the entire coverage was under Blue Cross, mediecal society,
and insurance company contracts. Distribution was as follows:
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1 With few exceptions, Blue Cross plans donot provide medieal or surgical coverage and medieal socloty
plans donot cover hospitalization.

Details as of the end of 1952 on the coverage of subscribers and de-
pendents under individual and group insurance company contracts,
under Blue Cross plans and plans sponsored by medical societies, and
under industrial and other types of programs are given in appendix 9.

Voluntary health insurance is based on the principle of group cover-
age. Although, as a result of operating experience, the programs
have been able to liberalize their policy regarding individual mem-
bership, group enrollment remains the core around which the programs
are built. Since industrial workers and their dependents are the most
numerous and accessible groups, the membership in these programs
is predominantly among employed groups. Union members and their
dependents alone represent a substantial part of the membership in
Blue Cross, Blue Shield, and insurance company plans.

The proportion of persons having hospital insurance has been found
to be twice as high per unit of population in urban as in rural States.
A similar ratio between high- and low-income States also indicates
that the bulk of the coverage is in areas where there are steadily em-
ployed moderate- or high-income groups.

Insurance Company Contracts

The first health insurance contracts offered by insurance companies
covered accidents only. Sickness insurance began to develop about
1890. The first policies provided very limited benefits and partially
reimbursed patients for time lost from work during disability. Dur-
ing the early 1900’s, some insurance companies extended their con-
tracts to cover weekly indemnity payments for hospital and surgical
care. Today, health-insurance contracts may be purchased by both
individuals and groups. Insurance companies and associations issu-
ing health and accident protection include nearly every type of insur-
ance organization—health and accident companies, life-insurance com-
panies, casualty companies, fire-insurance companies, and various
fraternal societies and other organizations.



Significant events included :

1011—First group insurance contracts were written. Life insurance was the
first type of benefit to be offered by companies and received widespread
acceptance,

1914—First group insurance contracts for temporary disability benefits were
written.

1015—The National Convention of Imsurance Commissioners, which was com-
posed of representatives of State insurance regulatory boedies, adopted a
definition of group insurance and laid down certain basic prineciples to
guide its development. Most life-insurance companies accepted the defini-
tion and prineiple immediately, and laws incorporating these provisions
were passed in many States,

19356-37T—Large life-insurance companies began to write group hospital expense
insurance. At first, contracts were not sold separately but were written
to supplement group life and disability contracts already in force. They
covered employvees only.

1936-858—Companies began to write surgical expense contracts and to cover
dependents,

1040—Experiments in medieal expense coverage began about this time; the
practice became more general by mid-1940's.

1046—The Health Insurance Counecil was established primarily to provide insur-
ance companies with a means of communicating with doetors, hospitals,
and their organizations. The council is composed of representatives of
nine insurance company associations.

1950—Companies began to write major medical expense contracts covering long-
term expensive illnesses. The insured pays initial cost of illness up to a
specified amount, varying according to cost of policy.

Blue Cross Hospital Plans

The first prepayment hospital service plans were developed by in-
dividual hospitals. Hospitals in northern Minnesota sold such insur-
ance to lumberjacks as early as 1880. These early plans were success-
ful at first, but they failed eventually because of overutilization.

The predecessor of the present Blue Cross plans was a hospital pro-
gram established at Baylor University, Dallas, Tex., in 1929. The
vice president of the university developed a plan at the request of
teachers in the community. For a prepayment fee of $3 per semester
or $6 a year, members were eligible for 3 weeks’ hospitalization.
Other employed groups in the city asked permission to join. Similar
programs began to spring up in other sections of the country. Hos-
pitals serving these communities soon realized the advantage of de-
veloping community-wide programs instead of operating individual
hospital plans. By 1941, 65 approved hospital service plans, with an
enrollment of more than 6 million persons, were in operation in the
United States.

The following events were significant in the development of hospital
plans:



1932—The first citywide plan was offered by hospitals of Sacramento, Calif.
Plan developed out of an effort by one hosgpital in the eity to provide hos-
pital insurance for its own employees. Other hospitals asked to partiel-
pate; later the general public was allowed to participate. The plan was
set up as a mutual insurance company, and initial capital was supplied by
the hospital.

In the fall of 1932, the couneil on community relations and administra-
tive practice of the American Hospital Association appointed a consultant
on group hospitalization.

1033—At the request of a small group of business men, a plan was started in
Newark, N. J.,, in Janvary. In 1957, this plan became the Hospital
Hervice Plan of New Jersey.

Eight hospitals in St. Paul, Minn., began a program which later became
the Minnesota Hospital Service Association. During the early years of its
operation, the plan developed the idea of a Blue Cross symbeol. Other
programs started in 1933 in Durham, N. C.: San Jose, Calif.; and two in
West Virginia. The San Jose and West Virginia plans later were dis-
continued or merged with other plans.

In February of 1983, the board of trustees of the American Hospital
Association adopted a resolution approving the principle of hospital in-
surance and referred the subject to the council on community relations
and administrative practice for study and recommendations. The Asso-
clation also published a small publication, Essentials of an Acceplance
Plan for Group Hospilalization, during the same year.

1934—The Hospital Service Association of New Orleans was started in February ;
it took over certain contracts of Touro Infirmary, which had initiated a
program in 1932,

A plan was also started in Washington, D. C., with initial capital pro-
vided by the Community Chest; and in Cleveland, Ohio, were the Cleve-
land Hospital Counecil sponsored the program and funds were lent by
Cleveland Welfare Federation.

1935—New York passed the first enabling legislation exempting plans from ordi-
nary insurance regulations. Legislation was necessary because the State
superintendent of insurance was the first anthority to rule that proposed
hospital service plans were engaging in insurance.

Nine plans were organized during this year—three in New York State,
two in Virginia, and one each in Delaware, North Carolina, Pennsylvania,
and Tennessee.

1987—The Commission on Hospital Service was organized. Originally, it was
called the Committee on Hospital Service; in January 1946, it became the
Blue Cross Commission.

Executives of nonprofit hospital service plans met in Chicago and an-
nouncement was made that the American Hospital Association aunthor-
ized associate Institutional membership. The outgrowth of tais meet-
ing was an approval program, initiated in 1948, permitting use of Blue
Cross name and symbol for nonprofit hospital service plans.

1849—Health Services, Inc, was authorized. It provides means of enrollment
through which uniform rates, benefits, and payments are provided for
organizations with national coverage. First national contract was issued
on November 1, 1950, to certain employees of the United Press Association.

1050—Nationwide agreements were made by the United Steelworkers of America
and various steel companies in cooperation with local Blue Cross plans,
providing all eligible workers of a company with uniform hospitalization
benefits at uniform rates.



1951—The revised Inter-Plan Transfer Agreement became effective, superseding
a 1949 agreement which most plans had observed to some extent. The
revised agreement was developed to meet the need for nniform regulations
regarding transfer of members. It is administered by Blue Cross Com-
mission through a Transfer Board appointed annually.

Medical Society Sponsored Plans

The first prepayment medical society sponsored plans were organ-
ized by county medical societies which sought various methods of
helping low-income families in the community meet the cost of ill-
ness. During the 1930%s, local medical societies in Washington and
Oregon contracted with employers to provide medical service for em-
ployees; the programs later expanded into prepayment plans with
eligibility for enrollment on a broader basis. During the 19407,
medical societies in most States began to sponsor medical society
programs.

The following significant events influenced the development of
these plans:

1939—The first State medieal society sponsored plans were established in Cali-
fornia and Michigan. In the same year, Connecticut, New York, Penn-
gylvania, and Vermont enacted enabling legislation.

1040—Medical society plans were established in Buffalo and Utica, N. Y., in
Pennsylvania, and in North Carolina,

1043—Approximately 1,000,000 persons were then enrolled in medical society
sponsored plans. The house of delegates of the American Medical Asso-
ciation created the council on medical service to facilitate the exchange
of data and to provide accurate information to everyone on the develop-
ment of plans affecting the distribution of medical care.

1M3—The Associated Medical Care Plans, Inec., was formed under the gponsor-
ship of the American Medieal Association as central agency for approv-
ing programs and coordinating their activities. Plans meeting council’s
gtandards are now known as BElue Shield plans,

1951—0ne or more plans were in operation in 48 States, the District of Colum-
bia, and Hawaii.
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Growth of Programs

A United States Department of Labor study shows that by mid-
1950 practically every major union in the country (excluding unions
representing railroad and government employees for whom special
Federal, State, or municipal legislation exists) had to some extent
negotiated pension or health and welfare programs, providing one or
more of the following: life insurance or death benefits; accidental
death and dismemberment payments; accident and sickness benefits
(but not sick leave or workmen’s compensation); cash or services
covering hospital, surgical, maternity, and medical care.

The rapid growth of such programs is shown by the fact that the
number of persons covered had more than doubled between 1948 and
1950. In the latter year, at least 7.7 million workers (about 50 per-
cent of all union membership) were estimated to be eligible for some
type of health, welfare, and /or pension benefit. At that time 4.6 mil-
lion workers were eligible for health and welfare as well as pension or
retirement benefits; 2.5 million, for health and welfare benefits alone;
and 0.5 million, for pensions alone.

Differences in benefits provided were found to exist between the
unions afiliated with the two major labor groups. Of 2.7 million
AFL members reported to be covered by some kind of employee benefit
plan under collective bargaining agreements in 1950, about a third had
both health and welfare benefits and pensions, about half had health
and welfare benefits alone, and about a sixth had only pensions. On
the other hand, of the 3.6 million CIO members with coverage, more
than three-fourths were covered by both types of benefits; about one
fifth had only health and welfare benefits ; and a very small proportion
had pensions only. A pattern somewhat similar to that of the CIO
was evident for the 1.3 million covered members of unafliliated unions.
In appendix 10, covered workers are classified according to type of
benefit and union affiliation.

Of the more than 7 million workers eligible for health and welfare
benefits, 4.8 million were estimated to have hospitalization, and 4.4,
some type of medical coverage. In addition, an unknown number of
dependents were eligible for hospitalization and medical benefits
through such programs.

Current coverage for health and welfare benefits is estimated to be
between 9 and 10 million (about two-thirds of all union membership),
‘with 7 million estimated to have hospitalization and 6.5 million, some
form of medical protection. Growth of the programs was greatly
stimulated by relaxation of Wage Stabilization Board regulations in
1951 to permit inauguration or amendment of approved health and
welfare plans without the necessity of including funds used for this
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purpose in the 10 percent permissible increase in worker's
compensation.

Information is not available on the duration of the collective bar-
gaining agreements that include the various types of health and wel-
fare benefits, an item of great importance to persons planning
programs, but a recent report of the Bureau of Labor Statistics shows
the prevalence of long-term agreements.! A listing of 177 significant
current agreements, each involving more than 5,000 workers, indicates
that approximately three-fourths were negotiated for a term exceed-
ing 1 year, and almost 60 percent were to cover a period of two years
or longer. Almost a million workers are covered by the 25 agreements
with a term of 4 years or more.

The typical agreement with a duration of 2 years or more provides
for automatic wage adjustments or for a reopening of the contract by
either party on wage issues. The 177 agreements by duration are
shown in the accompanying table.

Number | Namber of Nuamber | Number of

Term of agree- | workers Term of agree- | workers

menis covered ments covered
Total.. Rt S 177 5, 523, 050 |! Dwr&andlmthm!ymrs. 4 B, D00
1 year or ]P.‘J-! 45 1, 193, 650 2 &, 600
Ovarluu:lla.uthanﬂymm b} 778, 000 Dvur%mdlmthmﬁym. 10 B0, 00D
____________________ 40 Bab, 400 || B years. o oceacsmc e e 10 4348, 700
{}wr Eaudlm than 3 years. 12 1,45, 300 || Over 5 years.. e 3 18, 000
ey PSR S b || 437,700 || Information notavallable. .. 4 10M, TOD

Coverage By Size of Industry

An analysis of 9,000 labor-management agreements (with and with-
out health and welfare clauses) on file with the Bureau of Labor
Statistics, United States Department of Labor, at the end of 1950,
shows a great concentration of workers under agreements covering
large groups. Although more than three-fourths of the 9,000 agree-
ments covered less than 500 workers, less than one-sixth of the 7,000,000
covered workers came under these small agreements. As the following
table indicates, more than three-fourths of the workers were under
agreements covering 1,000 or more workers:

Percentage distribution

Agreement coverage
Mumber of | Workers
apreements | coversd

b 11 | et A T Sl A S S AR Al WA L R AT LR 100.0 {IILI.‘I
e e rr S b e e S o 24.4
B e e e e 5.2 u
SODEE < e AT e e e T S e e B T e e e LY 10,6 fi.1
1T T L S e e e e e e e S e T 11.8 7.5

17, B Department-of Labor, Burcan of Labor Statistics, Collective Bargaining Agree-
ments: Bepiration Reopening, and Wage Adjustment Provisions of Major Agreements, BLE
Report No. 17. Washington, The Department, June 19563,
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About 50 percent of the 7,000,000 workers were under contracts each
covering 5,000 or more workers and negotiated with large employers
or employer associations. In fact, 11 agreements, each covering 50,000
or more workers, accounted for about one-fifth of the total coverage
under the 9,000 agreements. Among the contracts studied were 499
classified as “interstate.” Many of the largest contracts fell into this
category. Additional information from the study is given in appen-
dix 11.

A comparison of workers under these 9,000 agreements with workers
in units reporting to the Bureau of Old-Age and Survivors Insurance
during approximately the same period, further illustrates the concen-
tration of workers under agreements covering large numbers.

e - e e — —

Muamber of workers covensd
{In thonzands) Persanit of
nll'l-:;‘l:e m:ﬂ
w, SUEUrvivors in-
Bize of worker group E;‘L’I"lfg";ﬂ SUTANCE COVer-
old-age ang | 9000 sgree- | age under
survivers ments agreements !
insurance
R L 35, BOG 7. 180 2.0
e L R WP SUS S 14, 219 46 28
e L L 11, 0856 a12 B.2
I s s 2 L s T e e e 43,012 5L 21. 6
U T R R e O e S e e e S 7,480 5, 508 74.3

—

1 With few exceptions workers covered by agreements were in units reporting to old-age and survivors
insuranes.

Although the workers covered by these 9,000 agreements represent,
only about 50 percent of all union members, most of whom are under
some form of bargaining contract, the comparison seems worthwhile,
If all or most of the other union members were under contracts with
less than 1,000 workers, the predominance of coverage among workers
in large groups would still be evident.

The results of a survey of personnel practices in the Cleveland,
Ohio, area indicate that collective bargaining issues tend to vary with
company size. The study is considered significant because the indus-
try of Cleveland is diversified and union activities there are considered
typical of such activities throughout the country. The study shows
that labor has placed great emphasis on employee group insurance,
but that the type of insurance a company has is governed almost com-
pletely by its size and financial ability to pay. Employees of small
companies had less chance of being covered by an insurance plan
than those working for a big manufacturer, but a large number of
firms in all groups had instituted insurance programs for their em-
ployees, and in companies of more than 500 employees it was found
to be almost standard policy. The average insurance program pro-
vided in 1950, the time of the survey, was described as follows:



Employee A working for a plant of less than 100 persons, if he enjoys insur-
ance protection, can expect §1,000 in life insurance; sickness and accident bene-
fits for 13 weeks; a surgical maximum of $150, and hospitalization for 31 days.
The benefits to Employee B, whose job is in a plant of from 100 to 500 people,
are about the same. Neither is covered by a pension plan. But Employees ¢
and D, in companies having more than 500 workers, may get up to $2,000 life
insurance, and a surgical maximum of $200, although the standard even in these
cases is $150. Naturally, hospitalization and sickness and accident beneiits are
gimilar in all company size groups.?

Coverage By Major lndnstry Groups and
Labor Markets

In 1950, more than two-thirds of the 7.7 million workers eligible for
health, welfare and/or pension benefits under bargaining agreements
were employed in three major industry groups. The number of
workers covered in these three industries and the types of benefits for
which they were eligible were as follows:

Percent eligible for—

Industry group Number | Health, | Health

of work- | welfare and Pensions

ers (thou-{ and welfare only
sands) | pensions | only

M-:tnl products (including steel, and automobile and machin-

........................................................... o 481 T48 18. 0 6.3
ot g G v e S o Yl S 1,401 48. T 532 1
Transportation, communication and ntht’-r Duhli(: utilities

(oxelUAIng TlI0BAS. o - eeemecsemneeemonameseanmnanansnnns| 1,380 63.7 2.3 10.2

In all but one industry group, 90 percent or more of the workers
were eligible for health and welfare benefits either alone or in com-
bination with pensions. Additional information on the distribution
of covered workers by industry group is included in appendix 12.

In most parts of the United States, the percentage of plant workers
covered by health insurance and hospitalization benefits is higher in
manufacturing establishments than in other types of employment.
For pensions there is less difference between the manufacturing and
other industry groups. The proportion of workers in manufactur-
ing establishments with formal provision for sick leave is extremely
low in all sections of the country.

A more recent survey, in 40 labor markets, of variously employed
persons, most of whom were under collective bargaining agreements,
brought to light substantial differences in types of coverage according
to type of employment. The percentage of workers in different types
of employment and in specified locations who are eligible for health

t "apes, Hubbard: Perzonnel Practices as Related to Company B8Slze. Personnel,
27:113-123 (September) 1950,



insurance follow. Additional information for other areas as well as
similar information for hospitalization and paid sick leave is given
in appendixes 13 to 15:

Percent of plant workers covered for health insurance
Type of benefit and area
© | Allin- | Manufac| Public | WHOW- | Retan | o .o
dustries | turers | utilities trade trade

L T R R P T R 57.4 6e. 1 3.3 427 48.3 .5
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In 6 of these 7 areas approximately two-thirds or more of the
workers in manufacturing and public utilities had health insurance
coverage; for the wholesale trade, retail trade, and service groups, the
percentages were with few exceptions much lower in each area.

The predominance of health insurance and hospital benefits among
manufacturing groups is not new. A study made in 1946 showed that
40 percent or more of the workers in most manufacturing industries
were already under some type of bargaining agreement. A large
number of manufacturing groups reported 80 to 100 percent coverage.
For nonmanufacturing groups, a much smaller proportion of the in-
dustries reported high coverage. (See appendixes 16 and 17.)

The survey of 40 major labor markets, previously referred to (ap-
pendixes 13 to 15), showed that more than three-fourths of the areas
had 50 percent or more of the plant workers in all industries eligible
for health insurance and for hospitalization. The proportion of
workers having sick leave and private pension coverage was much
smaller.

The proportion of workers eligible for benefits varied according to
region as well as according to markets within each region. The fol-
lowing table shows the distribution of the 40 markets according to
region and the number of markets having a specified proportion of
workers covered by health insurance and hospital benefits:

Number of markets with specified proportion
vered

of workers co
tg?g;m Health Insarance Hospitallzation
Reglon lets re-

Porting | .5 76 per- | Less 75 por-

than | 50-75 | eent than | 50-76 | cent
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R e e B e e e 9 [ 3 0 4 5 0
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The proportion of workers with paid sick leave provisions was ex-
tremely low in all markets. Only three markets reported more than
20 percent of workers with this type of benefit. All of them were in
the Far West: San Francisco-Oakland, 27 percent; Salt Lake City,
25 percent ; and Los Angeles, 21 percent.

Hospital, Surgical, and Related Benefits

Studies of health and welfare programs under colleetive bargain-
ing indicate that workers formerly covered by only one or two bene-
fits have in many cases had both the amount and type of their bene-
fits extended. This trend was quite evident by mid-1950, when an
analysis of benefits availablz to 4.3 million members in 140 unions
showed that about three-fourths of the members were eligible for
hospitalization and an almost equal number, for surgical and /or medi-
cal care. In addition, 96 percent of them had life insurance; 64 per-
cent, cash sickness benefits; and 46 percent, accidental death and dis-
memberment coverage. Appendix 18 provides additional informa-
tion from this study.

Since 1950, benefits have continued to grow, and have been greatly
influenced by two factors—the Wage Stabilization Board policy with
regard to health and welfare programs, and the increasing cost of
hospital and medical care.

Asa result of an analysis of plans now in effect in 67 corporations—
all of them underwritten by msurance companies and 18 of them in-
corporated in union agreements—the National Industrial Conference
Board reports that a strong trend toward raising group hospital, surgi-
cal, and medical benefits is seen when 1953 benefits are compared with
those of 1949; new types of benefits have also been added; and cov-
erage has been extended to employees’ dependents. The statement
is based on a comparison of current information with the results of an
earlier study by the Board.

With regard to hospital benefits, the National Industrial Cen-
ference Board reports that in 1949 one-third of the plans with uni-
form benefits for all employees provided a daily hospital benefit of
less than $5. All of the recently surveyed plans paid $5 a day or
more, with 55 allowing $8 or more. Allowances for incidental hos-
pital expenses have also been liberalized.

A study of the hospital benefits now provided by the eorporations
covered in the recent survey shows that 40 percent of the 67 plans
permit a maximum duration of 70 days or more hospitalization for
the employee. However, the most common allowance, as granted by
35 of the plans, is 31 days. Half of the plans allow at least 15 times
the daily benefit for incidental hospital expenses, with a few going
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considerably higher—100 times in 1 plan. Here again, however, a
lower amount—10 times the daily benefit—was the most common
figure, and was paid by 18 of the 67 plans. Further information on
the amount and duration of hospital benefits and the allowance for
incidental expenses is given in appendixes 19-21,

In 1949, the maximum surgical benefit allowed by approximately
80 percent of the plans was $150; in contrast, about 70 percent of the
recently studied plans reported their maximum surgical benefit as
$200 or more (appendix 22).

An analysis of 8 companywide hospital-surgical-medical plans, 4
entirely financed under collective bargaining and 4 jointly financed
by employer and employee, was included in the National Industrial
Conference Board’s report. Hospital benefits for the employee were
found to average $10 a day for a maximum of 31 days in most plans,
with dependents also covered in all cases, although with a slightly
lower daily allowance. Widely varying amounts were allowed for
miscellaneous hospital expenses, the range extending from a flat $40
in one plan to $300 plus $25 for X-ray in another. The maximum
surgical benefit, on the other hand, was usually $225 for both the em-
ployee and his dependents. Maternity benefits ranged from none in
one plan to $14 a day for 14 days, plus $200 miscellaneous charges,
plus $225 obstetrical fee. The main provisions of these eight pro-
grams are given in appendix 23,

Other sources of information on health and welfare programs bear
out the Board’s statement relative to increased benefits. For example,
the New York City DBuilding Trades reports a number of major
changes in benefits available to more than 70,000 members of 28 union
groups during 1950 and 1951 (appendix 24). Although there was
considerable variation among the groups in benefit coverage, by Jan-
uary 1952, most of them had hospitalization, medical and/or surgi-
cal coverage, life insurance, accidental death and dismemberment
benefits, and sickness and aceident benefits.

Hospitalization insurance for these building trade workers ranged
from $5 to $10 a day, with the higher figure being more common ; the
maximum number of days was usually 31. Nine of the groups had
Blue Cross coverage, permitting 21 days in a semiprivate room and
paying 50 percent of the charge for an additional 180 days. Twenty-
four of the groups had surgical benefits, the maximum amount averag-
ing slightly more than $200, and nine had medical coverage as well.
Further information on the benefits available to the New York build-
ing trades workers is given in appendixes 25 to 27.

The average life insurance benefit for the groups was $1,000, al-
though one group had a $150 benefit and another $3,000. The most
common payment for accidental death and dismemberment was
$1,000. Of the 24 groups reporting accident and sickness benefits, $26
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a week for 13 weeks’ duration was the usual payment allowed. Pay-
ment normally began on the eighth day for sickness; for accidents,
payments more often began on the first day.

Another study, conducted in 1952, gives other recent data on the
extent of coverage and type of benefits in one major city. It en-
compassed 64 health and welfare plans negotiated under collective
bargaining by unions afliliated with the San Francisco Labor Council,
AFL, and it indicated that approximately 88,500 workers, represent-
ing about half of the council’s membership, are covered by some
type of plan. Coverage is provided by 24 different commercial com-
panies and service agencies. All 64 of the plans provide for health
insurance (defined to include hospital, surgical, medical, and related
health benefits). In addition, 55,763 members, or 63 percent of the
total, are covered by life insurance, and 47,020, or 53 percent, by
accidental death and dismemberment coverage. In 16 cases, auto-
matic coverage for dependents is provided in the basic plan, and in
38 others, coverage for dependents is voluntary at the employee’s
expense. Additional data on the San Francisco survey may be found
in appendix 28.

Healih Benefits for the Older Worker and
the Permanenily Disabled

Officials of prepayment programs of all types are now giving greater
consideration to the health problems of the permanently disabled
as well as the older worker. Many workers who retire at 65 or some
other fixed retirement age face the prospect of increasing medieal
costs without health insurance protection. The Health Information
Foundation recently stated that the inclusion of our aged in the
voluntary health insurance movement has real possibilities as an
economic boon to the individual and his family and as a means of
realizing more effective utilization of health services and facilities for
the benefit of the entire community.?

A major difficulty in continuing health benefits for older workers
1s that they are denied coverage in some plans when they reach a
designated age (usually 65), presumably because of fear of excessive
demand for services. The Health Insurance Plan of Greater New
York, which from the beginning has had no age barriers for admis-
sion or for retention of coverage, has found through experience,
however, that the combination of prepayment, group enrollment,
family coverage, group medical practice, and capitation payment of
the medical groups, if carefully worked out, permits the inclusion

! Progresg in Health Services, Health Information Foundation, July 19453,
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of the aged in their proper proportions without undue risk to the
premium rate structure of the plan.

According to a recent report Michigan Blue Cross and Blue Shield
plans have pioneered in the development of new methods to meet the
needs of retired workers by having deductions for premiums made
from their pension checks. Their agreement with the Bell Telephone
Co. 1n Michigan whereby retired employees could continue coverage
at the same rates and with the same benefits has been so successful
that it has been adopted almost nationally by all the Bell Telephone
subsidiaries and the Blue Cross-Blue Shield plans which serve tele-
phone workers. In Michigan the same plan for deductions from pen-
sion checks has been worked out with 15 or 20 other companies and
governmental agencies of the city of Detroit and the State of
Michigan.?

The continuation of coverage of older workers will become increas-
ingly important if more of them continue in the work force as is being
urged. In a recent address at the sixth annual conference on Aging
at the University of Michigan for example, Mrs. Oveta Culp Hobby,
Secretary of Health, Education, and Welfare, stressed the social and
economic value of continuing the employment of the older workers.®
She indicated the desire of the retired worker to continue in employ-
ment when she cited recent studies made among beneficiaries of Old-
Age and Survivors Insurance which indicate that less than 5 percent
of the workers in good health who had retired had done so because they
wanted to do so. :

Secretary Hobby quoted the experience of several firms that show
older workers excel in such matters as accuracy, dependability, steadi-
ness, stability, loyalty, judgment, eraftsmanship, and regard for tools
and equipment. She also quoted the following finding of the Wel-
ford study on age and skills being made at Cambridge University,
England, which coincide with experience in this country:

First, the Welford study has found that decline in physical
energy is not nearly as important as had been thought because it
has been scientifically proved that older workers with experience
are able to develop valuable compensations. It is significant to
point out in this regard that increased use of power machines
lightens tasks and brings more jobs within the range of older
workers, in agrieulture as well as industry.

Second, older workers, according to the study, can learn new
jobs with comparative ease when the new jobs involve elements

i Bachr, George, and Deardorff, Neva R.: What the Health Insurance Plan of Greater
New York Offers Older Peraons. Publiec Welfare, 9 :81-65 (March) 1951,

2 Berbein, Oszcar: Payments for Medical Care in the UUnited States, New York, N. Y.
Columbia University Press (in press).

? Hobby, Oveta Caolp: The Health and Welfare of our Senlor Citizens, In Proceedings of
Biwth Annual Conference on Aging of the University of Michigan. Ann Arbor, The
Unjversity of Michigan Press, 10563,
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similar to the old ones. This proves that employers can shift
older workers to different but related tasks and have competent,
reliable employees.

In referring to the growing economic problem arising partly out
of rigid retirement regulations the Secretary stated:

More and more people are being shoved off the payroll, only
to land in greater or less degree on the taxpayer of preretirement
age,

Shall we increase payments or taxation on younger workers to
meet the need, or shall we decrease pension payments to the old?

Both these solutions seem unjust. The best answer surely is to
increase opportunity and encouragement for older workers to
remain self supporting and productive members of society. . . .

If a young man has a heart attack or loses the use of an arm
in an automobile accident, society expects him to make a come
back—to find some sort of independence even if it is in a different
career from the one in which he had started.

If an older man has a heart attack or by arthritis loses the
use of his hand, society crosses him off as having outlived his
usefulness. We ignore the fact that his brain still holds priceless
memories and skills left by experience, that his wisdom is as
great as ever, and that he probably needs his work now as much
as he did at 45,

The irrational accent on youth in this country and the lack of
appreciation for the gifts of wisdom and age which characterize
our modern society are at the root of our problem. We are less
wise in this area than we were when our Nation was truly a young
nation. Proof comes in the fact that 80.6 percent of the males 65
and over were working in 1870. Today only 41 percent of the
men 65 and over are in our labor force,

(Greater consideration is also being given to the influence that health
plans could have on the total amounts paid for permanent and total
disability benefits. Pointing to the high cost of such disability
benefits, Martin Segal * says that a great deal of this cost could be
eliminated if there were in effect a medical service program which
provided the kind of care, at the early ages, which could either elimi-
nate or arrest conditions which might later develop into total and
permanent disability claims. In his opinion, this is a long-range
thinking. He says, “When we discuss pension plans, we are not talk-
ing about cost today or this year. We must project these costs,
actuarially, far into the future. Those who finance or participate in

! Segal, Martin E.: The Administration of Disabllity and Penslon Programs, In Pro-
ceedings of a Conference on Current Problems in Administrative Medicine, sponsored by
the Institute of Administrative Medicine, School of Public Health, Columbia University,
New York, 19562, pp. 33-87.



the establishment of pension plans, whether they like it or not, are
planning for contingencies that lie 25 and even 45 years in the future.”

Mr. Segal noted that, even where it is too late to prevent or diminish
total and permanent disability, a medical program has a very useful
function, for example, in enabling the disabled employee to live
longer. He cited the experience of the pension and welfare fund
negotiated by 205 milk companies and 5 locals of the International
Brotherhood of Teamsters, AFL, in the New York area. The board
of trustees of the fund, in discussing the type physical examination
necessary to determine total and permanent disability, decided to give
the employee a complete medical examination and to make the results
available to the employee’s own physician for his gunidance in treating
the patient. As a result of the medical examination, the trustees not
only verify the disability status of the employee, but also assure con-
struetive action in regard to the employee’s health needs. The findings
brought to light by the periodic examination of these disabled workers,
have enabled some workers to take lighter jobs in the milk or other
industries.

Matdernity Benefits

Maternity protection of employed women has taken on greater
significance with the increasing proportion of women in the labor
force, Such protection has been achieved in the United States chiefly
through voluntary health insurance programs rather than through
legislation. The recent development of such coverage is indicated
by the fact that less than one-fourth of the 43 firms included in a 1952
study, made by the Women’s Bureau, United States Department of
Labor, have had maternity benefit provisions for more than 10 years,
and more than one-fourth have had them for less than 5 years.

Maternity benefits included weekly cash payments to compensate
for some of the loss of income during pregnancy, hospitalization, and
surgical (obstetrical) benefits. Weekly cash benefits for pregnancy
in most plans were for ¢ weeks, and the amounts paid were usually
related to earnings, weekly payments ranging from $22 to $26. Hos-
pitalization was the most commonly provided benefit, and most of
the plans also contributed toward obstetrical costs,

Each of the 43 plans covered in the Women’s Bureau study had
hospitalization, and all but 3 had obstetrical benefits. The types of
benefits provided by the plans covered in this study were:

111, 8 Department of Labor, Women's Burean, Maternity Protection of Emploped Women,
Women's Burcan Bulletin No. 250, Washington, U. B. Government Printing Office, 1952,
pp. 3, 12, 14,
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Benefits provided : of firms
Weekly cash, hospital, obstetrical, and mediecal - _____ .l 2
Weekly cash, hospital, and obatetrical oo 26
Weckly eanh and Boapitale oo ioaoaoo o sooloiaanl daan mene B 2
Hospital, obstetrical, and medical______ e L e i
Hoapital and obabetm e oo o nln o bin i b e S B s e e 11
Hoapital only ccceameeam- e R - 1

A study of union- and union-management administered health-
insurance plans by the New York Department of Labor in 1951?
indicated that maternity benefits were available to women members or
wives of members in 217 out of 306 plans. Most of the plans giving
benefits to wives extended them also to women members. Where this
was not done, it was because there were only a few women employees
or none at all.

The maternity benefits included in the New York State plans
varied as to types of services and amounts allowed. Cash disability
benefits, usually for a 6-week period, were provided by 94 plans. Hos-
pitalization was the most common benefit, provided for by 132 plans,
About half of the hospitalization plans were Blue Cross, and most
of the others provided cash reimbursement on a fixed maximum al-
lowance for periods of 10 to 14 days. Surgical benefits were in-
cluded in 116 plans, with the benefits tending to follow a pattern of
$25 for miscarriage, $50 for normal delivery, and $100 for a Caesarean
operation. A flat cash allowance of from $25 to §75 toward maternity
expenses was made by 16 organizations. General medical care during
or after pregnancy was not usually reported under maternity benefits.

The United Steelworkers of America and the United Automobile
Workers, both of the CIO, have health insurance plans with nation-
wide coverage providing maternity benefits. The inclusion of such
benefits is of special significance because of the influx of women into
the metal working industries during war and defense periods.

In 1951, the Bureau of Labor Statistics made a study in the auto-
mobile industry of 63 collective-bargaining agreements which con-
tained health and welfare plans. It showed that only 4 plans, with
a combined coverage of about 1,000 workers, had no maternity cov-
erage. Four had a separate maternity benefit, with the rest providing
such a benefit in connection with accident and sickness disability,
hospitalization, and/or surgical benefits. Service-type hospitalization
plans, in a majority of instances, granted employees the same priv-
ileges in maternity as in other cases. Cash plans either allowed the
game daily benefits (generally limited to 14 days) and extra allow-
ances, or provided reimbursement up to a stated maximum (usually
10 times the nonmaternity daily allowance) to be applied against all

i New York Depariment of Labor, Division of Research and Statistics, Union and Union-
Management Administered Health Imsuronce FPlana in New York State, New York, the
Department, 1851, and U. 8. Department of Labor, op. oit., footnote p. 27. .



hospital charges. Surgical benefits were granted in all plans covering
maternity for hospitalization. The amounts payable varied from $40
to $125, with $40, $50, and $75 being the most common.!

In the basic steel industry, maternity benefits were included in all
but 2 of the 46 health and welfare plans studied in 1951 by the Bureau
of Labor Statistics. A summary of the maternity benefits, based on
52 agreements in the steel industry containing 46 health and welfare
plans is given in the accompanying table.

Workers covered Waorkers covarad
Benefits provided Momibec Benefits provided Tambec
(in thou- | Percent (in thou- | Percent
gnnds) gands)
i g - R P S 4341 100, 0 lT italization and surgieal . . 16,6 3.8
ekly accident and sickness
Weekly aceldent and sickness, nnd surgleal. . .0 ?}
hﬂ&ﬂilﬂlimﬂﬂn and surgi- Wneklr accident and sickness. .8 1y
2111 A | P R S RS R R LR 3.3 (1)
“Hklimmﬂnt and. aiﬂknm
ospitalization......... 201.3 46. 4

! Less than 1 percant.

All benefits in this industry were made available in connection with
weekly accident and sickness disability, hospitalization, or surgical
benefits, Accident and sickness disability plans providing maternity
leave for 6 weeks covered 95 percent of the workers. A similar pro-
portion were under hospitalization plans which included maternity
coverage. Under the 70-day uniform Blue Cross contract (covering
three-fifths of the workers), the only limitation on maternity cases
was to restrict the stay in the hospital to 10 days. Some cash plans
(covering over a fifth of the workers) limited hospitalization to 14
days, while the remaining cash plans (with less than a sixth of the
workers) granted an allowance for all hospital charges, generally
from §75 to $100. Only three programs with surgical benefits failed
to extend such benefits to cover maternity cases. The amounts payable
for normal delivery in surgical schedules varied from $50 to $75;
plans covering 3 of every 4 workers specified $50.2

Maternity benefits negotiated by collective bargaining in some of
the leading women-employing industries were summarized by the
Women’s Bureau in 1952 as follows:?®

1. The American Federation of Hosiery Workers (independent)
had an industry-wide health-insurance plan for workers in the full-
fashioned hosiery branch which provided weekly cash maternity

1 Rowe, Evan Eeith: Health and Welfare Plans in the Automobile Industry, Monthiy
Labor Revicie, 78 : 2T7=282 (September) 1061,

2 Eher, Manuel and Paine, Thomas H.: Health and Welfare Plang In the Dasle Steel
Industry, Monthly Labor Review, 78 : 447-451 (October) 1851,

217, B, Department of Labor, Women's Bureau, Maternity Protection of Employed
Women, Women's Burcau Bulletin No. 240, Washington, U. 8. Government Printing Office,
1962, p. 12.

29



benefits based on 60 percent of average earnings for 6 weeks, a maxi-
mum of $7 a day reimbursement for hospitalization for a maximum
of 12 days, and an allowance of $15 for delivery room charges.

2. The Amalgamated Clothing Workers of America (CIO) had a
nationwide welfare plan for most branches of the industry, providing
cnly obstetrical benefits of from $25 to $100 in maternity cases.

8. The International Ladies’ Garment Workers’ Union (AFL) with
most of the membership covered by health and welfare benefits paid
less than 1 percent of local benefit funds for maternity cases. They
usually consisted of a $50 cash allowance, but most locals did not
include such protection. Health centers established by the union did
not usually have prenatal clinics or any special services for pregnant
members.

4, The Tewtile Workers Union of America (CIO) has no fixed plan
of benefits, although almost 90 percent of the membership is covered
by insurance plans financed by the employer. Union representatives
estimated that more than three-fourths of women members had ma-
ternity benefits, which usually included weekly cash benefits for 6
weeks, hospital benefits with maximum daily allowances from $3.50 to
$9 for a maximum of 2 weeks, and maximum obstetrical allowances of
#50 for normal delivery, $25 for miscarriages, and $100 and $150 for
Caesarean and ectopic deliveries.

5. The New York Hotel Trades Council (AFL) had negotiated an
insurance plan providing weekly cash maternity benefits for 6 weeks,
Blue Cross hospitalization, prenatal and postnatal care at the health
center, and free obstetrical care for delivery.









Methods of Providing Benefits

Insurance company, Blue Cross, and Blue Shield programs provide
most of the protection that exist today against medical and hospital
bills. Membership in the older type programs developed by employers
or employees or both of a given firm has remained the same or dimin-
ished. The continuation without change of some of the older plans has
been guaranteed by clauses in collective bargaining agreements. In
other instances older programs have been replaced by the newer type.

Because of the rapid development of health and welfare funds and
the desire to provide benefits without too long a delay after funds have
been set up, most unions have purchased their coverage from insurance
companies and from Blue Cross hospital and Blue Shield medical
care plans. These programs are designed principally for coverage of
hospitalized illness, therefore affording little opportunity for health
education, early detection of disease, and treatment in the early stages
of an illness. Unions have recognized these limitations and have
worked with varying degrees of success with the voluntary programs
in an effort to secure greater benefits through them.

In some instances, coverage has been obtained from cooperative
prepayment organizations and from group practice clinies. As a rule,
these programs provide some preventive and diagnostic services and
often physicians’ services in the office and the home as well as in the
hospital. The Health Insurance Plan of Greater New York, the Per-
manente Health Plan, and the Group Health Cooperative of Puget
Sound are examples of cooperative and group-practice programs
serving union groups. Details on the services provided by the Health
Insurance Plan of Greater New York to one union group are given
in section V.

A limited but growing number of union groups handle their own
benefits. In somne instances, reimbursement is made in cash, either
from a fund or from an insurance company set up by the union; in
others, the unions have established health centers to provide pre-
ventive, diagnostic, and various other services to their members,
Services at the center are usually supplemented by some form of
voluntary health insurance covering hospitalization and physicians’
care during hospitalized illness. Section V of this publication de-
scribes some of these programs in detail.

Characteristies of Major Voluntiary Health
Insurance Plans

Insurance company, Blue Cross, and Blue Shield programs pro-
vide protection chiefly against illness cared for in the hospital. The
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principal physicians’ services provided are for surgery and obstetrical
care. Physicians are in private practice, and the patient has free
choice of hospitals and physicians associated with the plan. In most
instances, this means that the patient has free choice of all hospitals
and physicians within the area served by the plan.

Benefits provided by these programs fall into one of three
classifications:

1. Cash indemnity: Payments are made in cash, according to a fee
schedule, either to the insured or to the hospital or physician as a
eredit toward the patient’s bill,

2. Service: Specified types and amount of service are guaranteed
to the insured regardless of cost. Hospitals and physicians receive
payment for these services from the plan,

3. Combined service and cash indemmity:

Medical care: Payments are made on the basis of a fee schedule; where
insured’s annual income is below a specified amount, payment is ac-
cepted by physician as full payment for services rendered, but where
patient’s income exceeds specified figure, the sum is applied as credit
en his bill and attending physician may make additional charges,
Hospitalization: Plan pays a specified daily rate toward hospital
charges for room and board, and guarantees specified types and
amounts of supplemental benefits regardless of cost.

The selection of a particular type of program depends on many
factors, including age, sex, marital status, and sociceconomic charac-
teristics of the employees to be covered, the amount and types of bene-
fits to be provided, and the method of financing the program. These
same factors influence the cost of the program as well. A detailed
consideration of these points is included in appendixes 29 and 30.

Insurance Company Hospital and Medieal
Care Coniracis

With only one or two exceptions, insurance company contracts pro-
vide indemnity benefits. The provision of such benefits and the large
areas covered by the companies have made it possible for them to as-
sure uniform coverage to large and scattered union groups. Policies
are adapted to meet the needs of special groups, and “package con-
tracts” offer unions and other employed groups a chance to purchase
hospitalization and medical coverage along with life insurance, sick-
ness and accident, and various other health and welfare benefits.
There is great variation in contract provisions, but the salient features
of hospital and medical coverage under insurance contracts were re-
cently summarized as follows:?

i Editorial Btaff of Prentloe Hall, Inc. : Successfnl Employee Benefit Plans. New York,
Prentice Hall, Inc., 1932, pp. 49-53, 60-63.
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When the insurance company underwrites a hospitalization plan,
it issues a group policy to the employer, setting forth in detail the
terms of the contract. Kach employee who is covered by the group
policy receives a certificate summarizing the provisions of the group
poliey that principally affect him. . . .

Daily benefits—The policies provide for reimbursement to
the insured of a flat daily benefit for a stipulated number of
days for continuous hospital confinement or for each admis-
sion for a different illness. Any daily benefit desired by the
employer is available; the daily benefits may run for any num-
ber of days. Usually the payments range from $4 to $7 per
day for 31 days for any one hospitalization period. There is
usually no limit to the number of days that benefits are pay-
able during the year if each hospitalization is for a different
illness. A few policies provide for reimbursement up to a
certaln amount, the rate per day and the duration not being
specified. The trend is to increase the benefits to meet union

emands. :

Special hospital services—Cash indemnity plans make a
specific reimbursement for additional hospital charges. The
amount is usually based upon the daily benefit, ranging from
5 to 31 times the daily indemnity. There is no restriction as
to the type of service except that coverage is not granted for
doctors’ tleus or nurses’ room or board.

Choice of hospitals—~The insured may be hospitalized in any
legally recognized hospital located anywhere in the United
States or Canada.

Waiting period.—There is usnally no waiting period, except
for maternity cases and removal of adenoids or tonsils. Some
policies waive the maternity waiting period.

Maternity benefits.—Maternity benefits are usually not pay-
able if pregnancy exists on the effective date of the policy, or
if it occurs within 9 to 12 months after the employee joins the
insured group. On the other hand, some policies place no re-
strictions on employees who become members on the date the

lan goes into effect. The daily benefit payment is usually
Fimited to 10, 12, or 14 days for hns}l)itzl,l confinement caused
by any one pregnancy or resulting childbirth or complications.

T'onsils and adenoids.—Insured plans usually provide for a
waiting period before hospitalization for 1'emm'ufﬂf tonsils or
adenoids. The number of days for which benefits will be paid
is also limited.

Outpatient service—Insured plans do not usually include
outpatient service unless the employee receives emergency care
within 24 hours after an accident, or undergoes an operation in
the hospital. Even then, only part of the cost is covered.

Ezelusions—Insured plans exclude hospitalization for in-
dustrial injuries or diseases for which the employee is entitled
to benefits under workmen’s compensation laws, hospitalization
for military service-connected disabilities, and for plastic oper-
ations for cosmetic or beautifying purposes.

Female employees—Female employees receive the same ben-
efits as male employees. If the employer pays part of the pre-



mium, the cost fo the female employees is usually the same. . . .

Dependents—Under almost all cash indemnity hospital ex-
pense insurance plans that cover dependents, the daily benefit
allowance for dependents is less than that for the insured em-
ployee. As the maximum allowance for special hospital serv-
ices 1s usually based on the daily benefit, this allowance is also
lower for the dependents than for the insured employee. Of
course, a plan providing equal benefits for dependents can be
written. A dependent need not be financially dependent upon
the subsecriber. . . .

Uniformity of benefits and premiums.—Under insurance com-

Enny plans an employer may procure any benefits he chooses for
1s employees. Although rates may vary among insurers, each
carrier offers the same %eneﬁts for the same premium through-
out the country. As the benefits are a c-asﬁ indemnity, it 1s
customary to vary them with the locality. For example, em-
ployers in two different cities might want a policy that pro-
vides 75 percent of the daily cost of a semiﬁrivata room. In
one city the policy would provide a daily allowance of $8; in
another, $4. A national employer may have one group policy
that provides proportionate benefits, but different cash indem-
nities, for his employees in various communities. Benefits and
premiums to the employees covered by a group hospital insur-
ance policy may be on a sliding scale in relation to salary.

T'ransfer termination.—All hospital expense insurance
underwritten by a regular insurance company automatically
ceases on the date of the termination of the employee’s employ-
ment. For the purposes of the insurance, termination of em-

loyment means cessation of active work, except under the
?ﬂlﬁ;win circumstances:

1. If the employee is absent from work on account of sick-
ness or injury, he is considered employed until the employer
terminates his employment.

2. If the employee is absent from work because of a tem-
porary layoff, he is considered employed until the employer
terminates the employment. The group policy, however,
limits the layoff period during which an employee may be
considered employed. . . .

(?Eaims.—W'gitten notice of hospital confinement must be
given to the insurance carrier within a definite number of days,
usually 20, after the commencement of the hospital confine-
ment. . . . Insurance carriers usually furnish the insured with
forms on which a hospitalized employee may authorize the
carrier to make payment direct to the hospital. In several
large metropolitan areas, insurance companies have made ar-
rangements with cooperating hospitals to pay them direct.
The insurance companies furnish the hospita,}Js with the names
of the group enrollments and a telephone call by the hospital
to the insurance company verifies the contract.

When an insurance company underwrites a medical care plan, it
issues a group policy to the employer, setting forth in detail the terms
of the contracts. Certificates issued to the covered employees sum-
marize the provisions of the group policy that principally affect the



employee. . . Since the policies vary widely in scope of benefits,
analysis of a specific plan would not be helpful. The features that
require special consideration are summarized as follows:

Income limit.—Employees earning any income may be cov-
ered by an indemnity plan underwritten by an insurance com-
pany. Some employers, however, choose to vary the benefits
according to the salary of the employee.

Benefits—The indemnity policy most commonly written re-
imburses the insured for surgical expense only. The insured
employee is reimbursed for the surgical fee up to the amount
listed in the “Schedule of operations” for the operation per-
formed, but in no event is the allowance more than the actual
fee charged by the doctor. Typical schedules are the “§150
maximum” plan and the “$250 maximum®” plan. Each specifie
operation in the higher maximum plan is increased proportion-
ately. The policies also specify a maximum amount that will
be paid during any one continuous period of disability, should
more than one operation be required. This amount ranges
from $150 to £300. Furthermore, if two or more operations
are performed in the same operative field, the reimbursement
will not exceed the amount specified in the schedule for the
operation for which the largest amount is payable. The phrase
“continuous period of disability” includes successive periods of
the same or a related disability.

As previously mentioned, almost all medical care plans pro-
vide reimbursement for surgical expense only. Among those
that offer reimbursement for medical nonsurgical expense, the
majority are limited to reimbursement of costs of physician’s
visits while the employee is in the hospital, or to “inhospital”
benefits. Some provide for reimbursement of the cost of a
physician’s visit at the home of the insured, at the physician’s
office, or in the hospital. Under a cash reimbursement program
providing nonsurgical care, payments to employees are usually
up to $3 for a hospital or home visit and $2 for an office visit,
not exceeding 50 visits per year. The number of visits per
week is also limited. Coverage generally excludes the first two
or three visits in illnesses, but includes the first treatment in
accident cases. Some policies also provide limited reimburse-
ment for additional costs such as X-rays, electrocardiograms,
laboratory analysis, and so on.

Ewclusions.—Medical expense insurance written by insur-
ance companies generally excludes oceupational injuries or 1ll-
nesses that entitle the insured to benefits under workmen’s
compensation or occupational disease laws. It also excludes

lastic surgical operations for cosmetic or beautifying purposes,
1f the condition existed at the time the policy was written. The
coverage in the policies written by the large insurance com-
panies 15 otherwise usually all-inclusive, even covering chronic
conditions, alecoholism, a heart condition, and nervous break-
downs. Some small companies offer very limited policies for
low premiums, in an effort to get business. In some cases, the
exclusions under these contracts permit the carrier to evade al-
most any claim. An employer should study the exclusions in a
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policy very carefully so that he will not be tempted by a cut-
rate premium to buy a policy that is not satisfactory.

Choice of physician~The employee may choose any legally
qualified physician or surgeon.

Waiting period.—Nearly all cash indemnity dplans equire a
waiting period for maternity cases, tonsils and adenoids, and
known preexisting conditions. ;

Maternity benefits—The indemnity policy reimburses the
insured, up to the amount listed in the schedule of operations,
for surgical fees for delivery, Caesarean section, abdominal op-
eration for extrauterine pregnancy, and miscarriage,

Tonsils and adenoids—The insured is reimbursed for surgi-
cal fees paid for the removal of tonsils or adenoids, up to the
amount listed in the schedule of surgical operations.

Female employees.—Female employees usually receive the
same benefits as male employees. If the employees are pre-
dominantly female, the cost of the insurance is higher,

Dependents—Group medical expense insurance policies
usually have the same requirements and provisions for depend-
ents as group hospital expense policies have.

Uniformity of E&mﬁ.ﬂ& and premiums. Insurance companies
will underwrite surgical care or surgical and nonsurgical
medical care plans with any reasonable benefits desired by the

employer. 1e same benefits and the same premiums are avail-
able throughout the country, but may vary with different
companies.

Insurance companies will also write a group policy containing
a sliding scale of benefits and premiums. For example, one
plan now in effect classifies the employees into four classes ac-
cording to the work performed by each. . .

Claims—Claims for physicians’ fees are filed in the same
manner as for hospital expense. To date, the insurance com-
panies have not established a system whereby they pay the
physician direct.

Insurance Company Major or Execess
Medieal Expense Contraets

Insurance companies have recently begun to issue group medical
expense contracts usually referred to as “catastrophic™ coverage to
cover unusually expensive or long-term illnesses. The contract is sim-
ilar to other group insurance contracts in that a master policy is
issued to the employer and certificates are issued to the insured em-
ployees. No physical examination is required. The insurance is de-
signed to meet the costs that normally exceed the protection of the
usnal group insurance plan. It is anticipated that the usual group
hospital and medical care plans will pay the deductible amount, or
that the employee can pay that amount without undue finaneial strain.

The distinctive features of excess medical care insurance are:®

1 Editorial =taff of Prentice Hall, Ine. : op. cit., pp. G3-66,



1. Deductible amount.—The policy has a deductible amount
of $300 to $500, which is paid by the insured individual.

2. Coinsurance clause—~The carrier pays, for each separate
illness or injury by any one cause, 75 percent of the expenses
in excess of the deductible amount, to the maximum stated in
the policy. The coinsurance clause serves as a check on incur-
ring needless expenses.

3. Maximum amount~The maximum amount of the policy
is large, 52,000 to $5,000,

Income limit—Excess medical expense plans impose a min-
imum income limit for eligibility, instead of a maximum limit.
Tests made by employers and the insurance carrier show that
the employee who earns less than $5,000 per year is not sufli-
ciently interested to enroll in the plan. One company that
adopted the plan established a classification of department
heads, managers, salesmen, and executives. Of the 150 eligible
with earnings under $5,000, only 1 enrolled, whereas 80 per-
cent of those earning over $5,000 enrolled.

Benefits.—As stated above, the insurance carrier pays 75 per-
cent of the medical expense for any one illness, in excess of
the deductible amount, up to the maximum stated in the policy.
Each new illness or injury is entitled to its own maximum.
Medical expense is defined as any expense incurred by the in-
sured for the diagnosis, treatment, or care of a nonoceupational,
accidental bodily injury or disease. This ineludes physicians’,
surgeons’, and nurses’ fees, hospital and clinie charges, X-ray
examinations and treatments, laboratory tests, anesthesia, drugs
and medicines, and all other therapeutic services and supplies.

Fxelugions—The policy has these two provisions:

1. The charges must be reasonable.
2. The service must be necessary.

From a practical standpoint, a charge is considered reason-
able if it is one that would be charged under similar circum-
stances by good hospitals, physicians, or nurses residing in the
same area. The policy coverage is very broad: only accidents
and illnesses covered by workmen’s compensation insurance are
excluded. Preexisting conditions are covered, provided the em-
ployee is at work when the policy is written. Even psychiatrie
treatment is covered, and also dentistry, if directed by the in-
sured’s physician.

C'hoice of physician.~The insured may choose any physician
licensed to practice medicine.

Waiting period.—There is no waiting period. All conditions
are covered from the day the policy is written, provided the
employee is at work that day.

Dependents—A plan may or may not cover dependents. The
employee’s spouse and all unmarried children under 21 years
of age are considered dependents. If dependents are included,
the premium is double that for the employee alone.

Uniformity of benefits and premivms—Txcess medical care
plans are flexible. The following four policy plans are offered
as examples :
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Deductibla Maximum Monthly preminm
& For emploves, $£2.10.
Plan 1: 300, .cemeecnennmnnnenrenae| 32,000 Fmpln}r%gym&féa cndents, $4.20.
. ‘or employee, $2.25,
Plan 2: $300........ -- 5,000 Employes and dependents, $4.50,
’ or employves, $1.75.
Plan 32 $500. oo ieeeceeeeeee 2,000 Employclﬂnu&;llcgndmts.#.m.
i OT ST oIy -,
Plan & $800--comeooomn oo 5,000 ({mployee and dependents, $3.50.

C'laims.~Excess medical care plans are indemnity plans, but
the carriers will pay the hospital and doctors’ bills direct if
requested by the insured. In cases of prolonged illness, the
bills are paid from time to time, as received.

Termination and retirement.—Like the usual group hospitali-
zation and medical care insurance, the insurance terminates
when employment is terminated. Unlike the usual group
policy, a retiring employee may remain in the insured group
and continue to ?a}' the regular premium through the em-
ployer. The employee also has the privilege of converting to
an individual policy within 31 days.

A clue to the interest in these excess medical expense contracts is
found in their recent adoption by three major companies—Sears,
Roebuck & Company and the Socony-Vacuum Qil Co. for all em-
ployees, and the General Motors Corp. for salaried employees earning
$5,000 a year or more.!

Under the Sears, Roebuck plan, the benefits payable under the basic
hospitalization-surgical plan are deducted from the total cost of the
illness; an additional 5 percent deduction is made of the employee’s
annual earnings, subject to a minimum of $200 and a maximum of
%500, according to yearly income. The employee collects 75 percent
of the balance of the cost of the illness, up to a maximum of $5,000.
Dependents are not covered. The cost to the employee is 35 cents
per each 4-week period, in addition to the basic hospital-surgical
charge of $1 for an employee alone, $2 for an employee with 1 de-
pendent, and $3 for an employee with 2 or more dependents.

The Socony-Vacuum Oil Co.’s extended medical insurance plan
provides for the payment of 75 percent of the employee's medical
expenses during a single medical expense period, up to $5,000, after
first deducting benefits paid under the basic hospital-surgical plan
plus $100. If the employee’s basic annual earnings exceed $10,000,
the $100 deductible amount is increased to $150. Dependents are
covered, as well as retired employees who had been covered under
the basic plan for at least 5 years immediately preceding retirement.
The cost for single employees is $1.44 a month in addition to the $1.04
monthly cost for basic hospital-surgical insurance; for those with de-
pendents, it is $3.44 a month plus $4.20 for the basic plan.

I Major Medical Expense Planz are Adopted by Three Large Firms, Employee Benefit
Plan Review, T : 11-12 (Fall) 1852,
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The General Motors plan for salaried employees earning $5,000 or
more a year also covers dependents. After deduction of the amounts
paid or the services provided under its basic Blue Cross-Blue Shield
hospital and surgical expense program, $1U0 additional is deducted
from the total expenses for employees with salaries up to $12,000 a
year. For those earning more, there is a graded additional deductible
amount up to $300. After the deductions are made, the supple-
mentary plan pays 80 percent of the expenses up to $10,000 incurred
during a single medical expense period by an employee; the top limit
for dependents is $5,000. The cost to a single employee is $1.25 a
month in addition to the basic charge of $1.50 for hospital-surgical
coverage; employees with 1 dependent pay $2.61 in addition to the
basic $3.89; and those with 2 or more dependents pay $4.11 in addition
to the basic $3.89.

Blue Cross Hospiial Plans

Blue Cross plans were originally organized as service programs,
but about one-third of these plans now provide cash indemnity or
combine service with cash indemnity benefits. Most Blue Shield plans
combine service with cash indemnity. In 1951, the percentage dis-
tribution of Blue Cross and Blue Shield enrollment according to type
of benefit was about as follows:

Percent of members eligible
Type of benefit
Blue Cross | Blue Shield
D L it i o e o o o s B i 100, 0 1043, 0
R B s s e e e b e e B e i e e | 19.0 a1.2
g e e T LG e T s S R G iy Rl Bt e T 7.8 29
Combined service and cash Indemnity ..cccceccisncinnmcnscinncsnnccnnssnnns 13.2 5.0

Most of these plans offer three types of contracts—individual, two-
person, and family. Benefits are generally the same under each type
of contract, except for provision of maternity benefits under family
contracts. Premiums vary according to the type of contract and
also according to whether enrollment is on a group or nongroup basis.
A plan may offer several contracts providing various types and
amounts of benefits.

Although the plans must meet certain standards in order to use
Blue Cross or Blue Shield insignia (appendixes 81 and 32), each
plan determines its own benefits and premium rates and administers
its own program. Blue Cross enrollment is available to national
groups through Health Services, Inc. Outstanding features of Blue
Cross contracts are summarized as follows:?

2 Editorial gtaff of Prentice Hall, Inec. : Op. clt., pp. 54-50.
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As the }Ehms vary widely with the locality, there is no
“typical” Blue Cross plan, but the salient features to which
consideration should be given when selecting a plan may be
summarized as follows:

Daily benefits—Blue Cross plans usually provide for room
and board, including special cfiets and general nursing, in a
semiprivate room or ward in a member hospital. Benefits are

ayable for a stipulated number of days, ranging from 21 to 30,

or each admission for a different ailment, with partial benefits
for an additional period. The partial benefit period runs as
high as 180 days under some plans. Partial benefits are in the
nature of a stipulated dollar or percentage discount from the
hospital’s cha per day. In some plans a uniform amount is
payable throughout the benefit period. Some plans limit the
number of days for the year, but the current trend is to allow
a maximum number of days for each illness, instead of for
the year.

Blue Cross makes a daily allowance toward the room charges
to subscribers who take a private room in the hospital. Durin
the partial benefit period the daily allowance is cut about 5

ercent. Some plans allow a maximum total amount or the

aily allowance, whichever is greater. Thus, if a member is
i)n a [?Eivata room only two or three days, his entire bill might

e paid.

Special hospital services—All Blue Cross plans provide for
room and board, general nursing care, use of the operating
room, laboratory service, and routine medications and dressing.
In addition to these basic services, plans provide for specified
extra hospital charges, which vary with the plan. There is no
limit on the cost of the services provided, but only those specified
in the contract are allowed. Under some plans special hospital
services are not allowed to members who are in private rooms.

Services usually allowed are the following :

Oxygen and use of equipment for administering oxygen.

Anesthesia supﬁlies and use of anesthesia equipment; admin-
istration of anesthesia only if administered by an employee of
the hospital.

Dressing and plaster casts.

Use of cardiographic equipment.

Basal metabolic examinations.

Use of physiotherapeutic equipment.

Laboratory and X-ray examinations consistent with the diag-
nosis and treatment of the condition for which hospitalization
is required.

Use of e¢ystoscopie room and equipment.

_ Choice of hospital—Blue Cross plans require hospitalization
in a local member husEita!, that is, one with which the hospital
association has a working contract. Almost all legally recog-
nized hospitals are member hospitals. If these are all occupied,
the subscriber is put on a waiting list, or occupies a private room
and pays the additional cost.

Through reciprocity of services, Blue Cross plans provide
hospitalization in member hospitals located out of the area
covered by the hospitalized subsecriber’s plan.



Waiting period —Maternity care, tonsil and adenoid cases,
and preexisting conditions usually require a waiting period
ranging from 6 months to a year. In all other cases, benefits
ave available immediately after employment. Some plans
waive waitinﬁ periods in groups of 25 or more when the em-
ployer contributes toward the subscription costs, if 75 percent
of the employees are enrolled and 75 percent of the married
employees have family contracts.

Maternity benefits—The plans usually reduce the number of
days for W%iﬂ]l daily benefits are available, but allow special
hospital services, including use of the delivery room. Some
plans limit the total amount allowed. . . .

Tonsils and adenoids—The daily benefits, in many instances,
are limited to 1 day for members under 12 years of age and 2
days for members 12 years of age and over. Necessary special
hospital services are also allowed. Usually, the benefits are not
available until the member has been enrolled continuously for
6 months.

Qutpatient service—Benefits are not provided for outpatient
service, except (1) for emergency service within 24 hours after
accidental injury and (2) for use of the operating-room fa-
cilities, Usually, the full cost is not paid, but an allowance is
made toward the hospital bill.

Ewclusions.—DBroadly speaking, Blue Cross covers any ill-
ness that is treated in a general hospital. DBenefits are not
provided for mental or nervous disorders; workmen’s com-
pensation cases; communicable diseases requiring isolation or
quarantine ; hospitalization furnished under Federal, State, or
other laws; rest cures; and admissions primarily for diagnosis
or physical therapy.

Female employees—TFemale employees usually receive the
same benefits as the male employees, at the same subseription
rate.

Dependents—A family contract entitles dependents to the
same benefits as the subscriber, except maternity benefits, which
are available only to the wife enrolled under a family contract.
The wife may be the employee who subscribes to the plan.
A gll;apendent need not be financially dependent upon the sub-
scxiber. . . .

Uniformity of benefits and premiums.—DBenefits and premi-
ums to employees in a group cannot be on a sliding scale. Thus,
the highest paid executive and the lowest paid clerk pay the
same Eremium for Blue Cross hospitalization and receive the
same benefits. . . .

Transfer and termination—~When a subscriber changes his
job, he may continue his membership by making payment direct
to the plan at a slight increase in rate, or he may apqu for
transfer to an existing Blue Cross group at his new place of
employment. There need be no lapse of coverage. If the sub-
scriber moves to another community he may enroll in the Blue
Cross plan there without a waiting period. He may continue
his membership after retirement and after he reaches the age
of 65, although he cannot enroll after the age of 65, except in
large Blue Cross groups where the age limit is waived. . . .
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Claims—A member need only show his Blue Cross identifica-
tion card to be admitted to the hospital. No questions are
asked ; no financial references, no advance payments, no em-

loyer verification of illness, no other claim forms are necessary.
Ii“ne member pays only the portion of his bill that is not covered
by his contract; Blue Cross pays the balance direct to the
hospital. . ..

Blue Shield Plans

Blue Shield, like Blue Cross, usually has three classes of contracts:
(1) individual, which covers only one person; (2) husband and wife,
whichcovers the employee and his or her spouse; and (3) family,
which covers the employee, his or her spouse, and all unmarried chil-
dren under 18. The benefits under each are the same, except that
the family contract offers maternity benefits. IFeatures of these con-
tracts are summarized as follows:*

Income limits—There is usnally no income limit for enroll-
ment purposes, but the benefits are applied as credit to the
total charges for professional services if the income exceeds a
specified limit. These income limits range from a low of $1,500
for a single subscriber and $2,500 for a family, to $2,500 for a
single subscriber and $6,000 for a family. The most usual
limits are $2,500 and $4,000, respectively.

Benefits.—Blue Shield plans provide fene-ral surgical care
only, or surgical and medical (nonsurgical) care. A few plans
also offer home and office services. The surgical care allows a
specified amount for general surgical services, which usually
include treatment of fractures or dislocations and maternity
care. The amount allowed for a specific operation is limited
to the amount listed in the schedule of operations ineluded in
the contract. Employees earning above a certain amount must
Ea{ the difference between the allowance and the physician’s

ill. The contract also specifies a maximum amount that will
be paid for any one disability. Some plans require that the
patient be hospitalized to receive allowance for surgical and
obstetrical care,

Some plans require that the patient be hospitalized to re-
ceive benefits for nonsurgical medical care; others pay for
home or office, as well as hospital visits of physicians. The
plans limit the allowance per daily visit and the number of
visits. Patients whose income exceeds a certaln amount are
responsible for higher fees charged by the physician. Iar-
ticipating physicians agree not to charge patients whose in-
come is below a certain amount a fee higher than that specified
in the contract.

In some Blue Shield plans, allowance is not made for the first
two or three visits. ans that offer “other services” usually

1 Editorial sialf of Prentice Hall, ITne. : Op. cit., pp. 6609,
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make an allowance for anesthesia, diagnostic X-ray, allergy
tests, and the like, with a maximum allowance for each service.

Eaclusions.—Plans exclude industrial injuries or diseases
that are covered by workmen’s compensation laws and care fur-
nished under Federal, State, or other laws, or by a medical de-
partment maintained by the employer. Most plans also ex-
clude dental or nursing services ; plastic or cosmetic surgery for
a condition existing at the time of enrollment ; alcoholic or drug
addiction; congenital anomalies; drugs, appliances, and eye-
glasses; functional disorders of the mind or nervous system:;
rest cures; preexisting conditions during the first 11 months of
enrollment, unless waived in the group contract because of a
large percentage enrollment.

Choice of physician.—The subseriber may choose any “par-
ticipating” physician. A participating physician is one who
has entered 1nto a service agreement with the organization ad-
ministering the plan. A nonparticipating physician is often
paid the same allowances, but he may make an additional
charge to the subseriber, regardless of the income status of the
subseriber. Almost all of the best physicians in a community
participate in the Blue Shield plan.

Waiting period.—Plans usually provide a 10-month waiting
period for maternity cases and 6 months for tonsils and ade-
noids. Some plans provide a waiting period for elective opera-
tions, other for preexisting conditions. Plans usually provide
waivers of the waiting period under certain conditions.

M aternity benefits.—Maternity cases are given the same bene-
fits as any other illness. The schedule of operations includes
obstetric delivery, Caesarean section, abdominal operation for
ectopic pregnancy, and miscarriage.

Tonsils and adenoids—The schedule of operations includes
removal of tonsils and adenoids.

Female employees—Female employees receive the same
benefits as male employees, for the same premium.

Dependents —DBlue Shield plans usually have the same pro-
visions and requirements for dependents as the Blue Cross
plans, since they are sold together as one “health package.”

Uniformity of benefits and premiums—DBlue Shield plans
vary with the organization sponsoring the plan. Occasionally
an organization offers more than one type of plan. For ex-
ample, the United Medical Services, Ine., which covers the
New York metropolitan area, offers three types:

1. Surgical plan, which pays a specified amount toward the
physician’s fee for surgical operations,

2. Surgical-medical plan, which offers the same surgical ben-
efits as the surgical pllun, and, in addition, provides specified
medical care for nonsurgical hospitalized cases.

3. General medical plan, which provides surgical benefits
and mediecal benefits for physician’s calls at the home or in the
hospital and for visits to a doctor’s office.

The monthly subscription rates for an individual, at this
time (April 1952), are 56 cents, 72 cents, and $1.60, respectively ;
for a family, $2.56, $2.96, ﬂ,ﬂ? $4.00, respectively.
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Transfer and termination.~Blue Shield plans have the same
provisions for transfer of membership and change of contract
as do Blue Cross plans.

C'laims.—A subscriber merely shows his identification card
to his doctor. Blue Shield pays the doctors the scheduled al-
lowance and the subscriber pays any difference between the
doctor’s fee and the allowance.

Poteniialities of Blue Cross. Blue Shield and
Insurance Company Coverage

The advantages and disadvantages to both the company and its em-
ployees of Blue Cross and insured hospitalization plans were enum-
erated by 123 executives interviewed in a recent study made by the
University of Michigan. In companies which had both types of cov-
erage the executives were asked to compare the merits and shortcom-
ings of each. The following represents their views:?

Advantages of Blue Oross—The advantages most often mentioned
for Blue Cross plans were as follows:

First, employees severing employment can continue their
Blue Cross protection on a direct payment basis. It was
thought that such employees, especially young women leaving
giinful employment and old employees nearing retirement,
appreciate the privilege of continuing their hospitalization
coverage even at the higher rates normally charged them on an
individual basis. Under an insured hospitalization plan the
coverage is usually terminated upon termination of employ-
ment. However, in a few limited cases insured hospitalization
and surgical plans have been written to cover groups of retired
employees.

Second, an employee who leaves one firm for another may
apply his former membership against the waiting period in
Blue Cross plan of the second firm, even if it is in another
community.

Third, it is very simple for the employee to make use of
Blue Cross. If his physician recommends hospitalization, he
need only present his Blue Cross identification card to a par-
ticipating hospital in order to be admitted. There is little of the
delay and questioning often otherwise necessary in order to
determine the applicant’s credit. The Blue Cross organization
pays the hospital and other incidental expenses of the insurance
within the limits specified in his certificate. He pays the re-
mainder of his hospital bill. Under an insured plan, the em-
ployee normally pays the hospital charges, then files a claim
with the insurance company or employer and is later reim-
bursed up to the limits outlined in his certificate. However, in
a few areas arrangements have been made to have some insur-

1 Btrong, Jay V.: Employee Henefit Plans dn Operation, Washington, D, C., Burean of
National Affairs, Ine., 1951, pp. 186190,
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ance companies make payment directly to the hospital rather
than to covered employees.

Fourth, under Blue Cross, the benefits to which an employee’s
dependents are entitled are usually the same as those available
to him. This is not necessarily an advantage over all insured

lans, since some of them also provide the same benefit for
ep&mdﬁnts as for employees if the appropriate premium is
paid.

Fifth, many Blue Cross plans proteet new-born babies from
birth and also provide coverage for collateral dependents,
such as mothers and fathers. In addition, most Blue Cross
plans Erwide that children who reach the age of 19 or marry
can take out certain Blue Cross contracts in their own names,

Because Blue Cross plans operate under a nationally known
symbol, some subscribers no doubt feel that they are being pro-
tected by one national organization. As was mentioned earlier,
each Blue Cross organization actually operates on a loeal basis.
However, they are all required to meet certain preseribed stand-
ards and in a sense are bound together in that they share com-
mon help and advice. Nonetheless, in any Blue Cross plan
it ig the local management which occupies a place of paramount
importance, and the better such management performs its func-
tion the better will be the Blue Cross organization in that
loealitv.

Advantages of insured plans.—Some executives interviewed pre-
ferred insured hospitalization plans rather than Blue Cross plans.
They gave several reasons for this preference, as follows:

First, under an insured plan a eompany is able to obtain uni-
form coverage throughout its organization even though its
lants are located in different States. Usually this is impossi-
le under Blue Cross plans, even though an effort is being mase
to unify their terms throughout the country. Representativas
of multiplant companies stated that uniform coverage is im-
portant, especially if employees are transferred from one loca-
tion to another. Also, union negotiations on the subject may
be easier if the plan is companywide. However, it should be
noted that, due to different local conditions, benefits considered
adequate in some communities will be inadequate in others. If
the benefit schedule is geared to the high-cost communities,
overpayment in low-cost localities can be prevented by S]llecify-
ing that reimbursement will be made for only the actual char
up to the stated maximum. Some employers had shifted to
insured programs in order to secure companywide, uniform
hospitalization coverage for their employees,
econd, some employers prefer insured plans because they
think these involve less administrative work. Under an insured
Erﬂgram an employer may purchase accident and sickness bene-
ts, group-life insurance, hospital, surgical and medical reim-
bursement coverage from the same insurance company. Under
this arrangement the employer deals with only one organiza-
tion in the settlement of claims and the payment of premiums.
A multiplant employer would have to deal with a number of
local Blue Cross organizations separately, and, of course, Blue
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Cross does not offer all of the above-named coverages to any
employer.

Third, although probably about 4,000 hospitals, with perhaps
85 percent of all general hospital beds, participate in Blue Cross,
some employers pointed out that not all of the hospitals in
communities where their plants were located were Blue Cross
participating hospitals. Thus, if members are restricted to the
use of only participating hospitals, the usefulness of Blue Cross
is limited. Under an insured hospitalization plan the employee
is free to choose any hospital, A few employers mentioned
that some hospitals were dissatisfied with their present agree-
ments with Blue Cross. In some cases, contracts made between
Blue Cross organizations and hospitals contained specified fees
which were inadequate to cover the increased cost of the desig-
nated services.

Fourth, female employees who are on the payroll when an
insured hospitalization plan is established anh who apply for
membership within 31 days after they become eligible have im-
mediate maternity coverage. In Blue Cross plans a 9-month
waiting period is usually required for all maternity benefits,
although some Blue Cross plans waive this restriction where a
large number of subscribers are covered. Also, the maximum
duration of maternity benefits under Blue Cross is usually 10
days as compared with 14 days under insured plans. But be-
cause of the crowded conditions of many hospitals, maternity
cases are seldom kept in the hospital over 10 days under either
type of coverage.

It is extremely difficult to make cost comparisons between a
Blue Cross and an insured hospitalization plan, largely because
the benefits under the two types of coverage are not identiecal,
It is interesting to note that some employers with Blue Cross
coverage contended that it was cheaper than insured plans while
other employers with insured programs claimed that their costs
were lower than the cost of Blue %ms& One point often made
by advocates of Blue Cross coverage was that administrative
expenses are low. Blue Cross officials claim that, out of every
dollar of subscription income, a national average of 86 cents
is paid to hospitals for subseribers’ benefits, On the other hand,
some officials of Blue Cross admit that in some communities in-
sured rates are lower than the Blue Cross rate, but for family
coverage it may be higher.

The policy followed by either a Blue Cross organization or an
insurance company in guilding up contingency reserves will
reflect itself in current rates charged for hospitalization bene-
fits. Insurance companies have traditionally felt the need for
establishing contingency reserves. Under Blue Cross certain
service benefits are provided. In an inflationary period, the
dollar cost of these services is likely to rise. Evidence of this
can be seen in the advances in Blue Cross rates which took
place in 1947-1950. To the extent that insurance companies
charge dollars for “dollar benefits,” their method ought to give
more rate stability than would be found under Blue Cross.
Of course, if the “dollar benefits” are increased under an in-
sured plan, the rates charged therefor would also need to rise.



It should be remembered that insured plans are written on
an experience rating basis so that the cost for a particular group
with very favorable experience may be reduced substantially.
On the other hand, Blue Cross rates are based on the experience
of all subseribers to a given Blue Cross organization. Thus,
strictlf from a cost point of view, an employer who expects a
high claim rate might prefer Blue Cross while an employer who
anticipates a very%uw claim rate might favor an insured plan.

In discussing the potentialities of Blue Cross, Blue Shield, and
insurance companies in meeting union health needs, Harry Becker,
then director of the UAW-CIO Social Security Department and of
the UAW-CIO Health Institute, as well as labor representative on
the board of trustees of the Michigan Hospital Service (Blue Cross)
and of the Michigan Medical Service (Blue Shield), stated that Blue
Shield, as a medical society-sponsored organization, could, more easily
than most organizations, develop a comprehensive medical service
through contractual arrangements with physicians on an areawide
basis. In Mr. Becker’s opinion, if Blue Shield is to meet these needs,
provision must be made to assure that payments to physicians under
the program constitute full payment for services provided ; that cov-
erage is extended during periods of layoff and sick leave; that there
is an integration of coverage with Blue Cross to eliminate gaps such
as chronic illness and care in home and office, including diagnostic
services; and that the base of its policymaking boards of trustees be
broadened to include a substantial representation of the persons for
whom the program is intended.

The difficulties which unions experience in securing adequate medi-
cal coverage is exemplified by the recent experience of one automobile
union. This group subscribed for surgical benefits through the local
Blue Shield plan, which provided full payment for services to indi-
viduals whose annual family income was $2,500 or less. Since the
great majority of workers in the union earned more than this, Blue
Shield payments amounted to about 62 percent of the actual bill for
the average operation. DBlue Shield later raised the income limit
to $5,000 for workers with families and $3,750 for single workers.
The unions purchased this program and supplemented it by coverage
for nonsurgical hospitalized cases through an insurance company
group contract. The two contracts combined provide relatively com-
plete protection for hospitalized illness of average duration.?

The need for additional benefits has likewise been stated by insur-
ance companies and medical groups, as well as by management
representatives.

1 Pecker, Harry: Organized Labor and the Problem of Medieal Care. The Annals of
the American Academy of Political and Social Sciences, 278 : 122-130 (Janunary) 1961,

! Pollack, Jerome: Kalser-Frager UAW-CIO Soclal Security Program, Fndustricl and
Labor Relations Review, 6 ; 894=-108 (October) 1052,
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Edmund B. Whittaker, vice president of the Prudential Insurance
Co., told the American Management Association that despite a
phenomenal increase in the number of wage earners covered by group
insurance, American businessmen must constantly review such pro-
grams to make sure that they provide the protection for which they
were intended. Among the factors especially mentioned by Mr. Whit-
taker were the need for (1) increased hospital and surgical-medical
benefits to cover rising costs, (2) realistic appraisal of the individual
burden, and (3) more understanding between insurance carriers and
the physicians and hospitals that furnish the service financed by in-
surance funds.?

A report of the committee on medicine in the changing order of the
New York Academy of Medicine states that few plans provide
anything like complete medical coverage for the entire family and
that experience has shown that, even when it is offered, most people
are unwilling or unable to pay the high premium required for such
comprehensive care. The committee recognized the primary impor-
tance of extending the range of both services and coverage and advo-
cated that, where employees of business or industrial organizations are
involved, their families should be included and that coverage should
be extended to include preventive and curative services in office, home,
and hospital.?

= 1EEEEB- Need to Expand All Group Protection, Fastern Underwriter, November 24, 1050,

Eﬂjﬂyﬁﬂﬂm in the Changing Order. New York, The Commonwealth Fund, 1047, Pp.
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Health and Welfare Clauses

Unions bargain for health and welfare programs in several differ-
ent ways. Some agreements are negotiated with employers and others
with employers’ associations. Definitions of the following types of
collective bargaining are contained in appendix 33 : industrywide, in-
dustrywide on an area basis, areawide, employer associationwide, com-
panywide, pattern, and local. A chart is presented in appendix 34
showing the employer structure for bargaining. Appendix 35 gives
data on the percent of production workers under union agreements in
1946 covered by multiemployer agreements under industrywide, re-
gionwide, and city or local area bargaining. Some national and inter-
national unions have developed a uniform plan and have attempted to
have it written into local contracts; other nationals limit their activities
to providing the locals with information and other types of assistance.
Where industrywide plans have been established, the unions concen-
trate their efforts on bringing uncovered locals into the program and in
arranging for identical benefits for all members,

Multiemployer Negotiations

The great increase in the number of industrywide and multiemployer
negotiations is considered one of the most distinctive results of col-
lective bargaining on welfare plans. Organization of a welfare plan
on an industrywide or marketwide basis is said to be particularly
useful where the employing units are small or it is common for workers
to shift from one employer to another. It is a means of providing
continuing benefit coverage on a realistic basis for workers who must
look to industrywide employment. It also serves to bring the econ-
omies of group insurance on a large scale to small employing units
and equalizes the cost of the program among a number of employers.
However, negotiations of this type result in a number of distinctive
problems, some of which have been briefly described as follows:?

1. A trust agreement must be worked out governing the or-
ganization and powers of the board of trustees.

2. The composition of the employee group must be canvassed
in order to provide a basis for estimating the cost of various
benefits.

3. A plan of benefits must be decided upon, bearing in mind
the composition of the employees, their various needs and de-
sires, and the relation of such a plan to any preexisting benefit
systems.

1Tilove, Robert: Recent Trends in Health and Welfare Plans. In Proceedings of the
New York University Third Annual Conference on Labor, (FEmanuel Stein, Bditor).
New York, The University, 1950, Pp, 153-157.
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4. A system must be created and effectively maintained for
receiving, checking, and policing employer contributions. . . .

5. Rules of eligibility for benefits must be worked out and a
system created for determining the status of individual
claimants. . . .

6. An insurance carrier must be selected, if the benefits are
to be insured. This has sometimes been done apparently in a
rather haphazard manner; in other cases it has involved very
careful shopping. Care and knowledge in this phase make a
significant difference. In a recent case on which several car-
riers bid, involving almost a million dollars of annual premium,
one company predicted that it would retain roughly 17 percent;
another predicted that it would retain roughly 5 percent.

7. If an insurance contract is involved, its details must be
worked out. This sort of coverage, where the policy holder is
an industrywide board of trustees, is relatively new. There are
insurance carriers to which this is an entirely new class of
business. . . .

8. If the fund is to be self-insured, its rules and regulations
must be worked out, actuarial projects prepared, and appro-
priate reserves created against the contingencies U'f the risk. . ..

9. Reserves must be determined against the possibilities of
economic adversity. . . . Reserves must also be invested if the
fund is to realize maximum income. Trustees should know
enough either to direct investments or to fix intelligent policy
on 1nvestment.

10. The role of the fund in the administration of benefits
must be worked out. There are some cases in which the fund
performs minimum functions, such as making claim forms
available: in other cases it actually pays each of the claims by
drafts drawn against the insurance ecarrier.

11. The relation of the fund to the legal obligations of the
covered employers under disability insurance laws, in the States
in which they exist, must be resolved.

A chart showing the extent of multiemployer bargaining (appendix
35) is included in a recent publication entitled Contemporary Collec-
tive Bargaining. The author, Harold W. Davey, states, “All the
academic argument for and against multiemployer bargaining will
not change the concrete fact that the trend in bargaining agreements
is strongly in this direction. More inclusive bargaining units will
probably become increasingly common because of strong pressures
not only from unions but also from employers. It appears safe to
conclude that over 30 percent of all workers covered by union agree-
ments are working under agreements of the group employer type.”

Health and Welfare Provisions

Bargaining agreements vary considerably in the extent to which
they outline health benefits for which funds are to be allocated, the
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amount of the funds often being the principal point considered. A
few contraects go into considerable detail regarding the type of plan
to be set up, but others are very general. In order that the programs
may be flexible, some agreements create a union-management com-
mittee which is invested with power to investigate health programs
and recommend a plan, to work out the details of the selected plan,
and later to suggest modification as needed.

Some contracts also include such items as conditions regulating
coverage, the appointment of a board of trustees, and provisions for
collecting and compiling statistics, for settling disputes, and for ad-
justing the plan to possible future legislation in the health field.

In an analysis of union agreements received by the National In-
dustrial Conference Board from September 1949 to April 1950, an
attempt was made to determine the characteristics of the health in-
surance provisions included in the contracts. The wording, however,
was frequently so vague that it was impossible to determine either
the types of benefits to be included or the extent to which the em-
ployees share in the cost of the program. Moreover, even where the
health program was outlined in considerable detail, important fea-
tures were sometimes missing. For example, only about a third of
the 503 union agreements referred in any way to the subject of in-
surance (appendix 36). Nevertheless, this represents a distinctive
change over the situation in 1948, when a similar survey of 373 union
agreements revealed that less than a fifth of them contained group
insurance provisions.

In the 178 contracts that contained some type of insurance clause,
in the later study, the provisions varied considerably (appendix 37) ;
about one-third of the contracts incorporated the text of the entire
insurance programs. In 109 contracts, information regarding benefits
was detailed enough to be analyzed (appendix 38).

Adminisiration

The agreement usually provides for separate administration of the
health fund established under the contract and of the plan which re-
sults, but sometimes the two are combined. Under the terms of the
Taft-Hartley Act, funds set up to handle sums appropriated for health
programs after January 1, 1946, must be administered by boards with
equal representation from union and management and must provide
for settlement of deadlocks by some neutral party. Iunds established
prior to that date are administered in other ways: (1) by union repre-
sentatives only, (2) by union and employer representatives, or (3)
by union, employer, and some outside community group or agency.
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Active participation by employers in program administration de-
pends to a large extent on union-management relations in a particular
plant or industry. Often, it is limited to the joint administration
of the health funds through which the medical care benefits are
financed. It is important that both management and labor work to-
gether to appraise current programs carefully and to develop objec-
tives upon which to base contract negotiations, administrative policies,
and cooperative arrangements with members of the health professions
and representatives of other community health groups.

One plan covering a large group of workers which has operated
for b years under a board of trustees composed of equal representation
from management and labor is the Kaiser-Frazer UAW-CIO social
security and retirement programs. Previously, the employee benefit
plan in operation from 1946 to 1948 had been administered by the com-
pany and the insurance carrier. But in the collective bargaining
agreement concluded on June 1, 1948, a joint board of trustees, with
equal representation from labor and management, was constituted and
assigned responsibility for developing and administering the program,

A consultant for the program, summarizing the benefits of this joint
administration, said, “The agreement created a new framework for
employee benefit planning in the industry. . . . The assurance of a
substantial employer contribution made it possible to apply higher
standards of adequacy in selecting benefits than ever before in the in-
dustry. Under the new program, the board of trustees as policyholder
could receive any dividends and use them to provide additional bene-
fits. Not only were costs brought out into the open, but, for the first
time, a health plan was developed with primary concern for meeting
employee needs, instead of the usual haphazard purchase of ready-
made benefits.” *

A well-planned, well-administered program that provides care of
high quality is important to management and labor. On the other
hand, poor planning may bring dissatisfaction to both. The tripartite
panel on health, welfare and pension plans, for example, warned
against inadequate programs in its report to the Wage Stabilization
Board, by stating that they can promote dissatisfaction and unrest as
great as or greater than that resulting from no plan at all.

Method of Finaneing

Employer financing of benefit programs under collective bargaining
agreements may take either of two forms. The agreement may pro-
vide for employer contributions based on a given percentage of the

1 Pollack, Jerome, op. ¢it, p. 97.
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payroll or a flat amount per worker, or it may specify that certain
benefits will be provided without reference to their cost.

Under “funded plans” contributions are placed in funds from which
benefits are paid directly or from which insurance is purchased. Re-
ports indicate that industries with a large number of small employed
groups have found these funded plans feasible and, in some instances,
the only possible type of program that could be put into effect, since
many States require a minimum number of individuals to be covered
before a group policy is issued. The funded method is said to be
almost a necessity if employees are to obtain continuous coverage in
industries in which there is a high degree of mortality among employ-
ers or a high degree of mobility of the working force. In some cases
the policies have been written by insurance companies established by
the union itself.

Funded plans are often administered by trustees who are empowered
to collect contributions, purchase specified types of benefits, and
invest funds not required for current expenditures. Fund money and
records are kept separate from those of the union, with neither em-
ployers nor unions having any right, title, or interest in or to the trust
estates, except the right of the covered union members or their bene-
ficiaries to the benefits provided. The administrative procedure of
several funded programs recently studied by the department of eco-
nomics and social institutions, Princeton University, is as follows:?

Sheet metal workers fund and folding box fund : In these two
plans equal numbers of union and employer representatives
serve as cotrustees. The employer trustees represent the asso-
ciations whose members are under contract with the locals.
Should deadlocks over policy decisions occur, the two trust
agreements provide for arbitration by a third party appointed
by the mayor of New York City.

New York hotel trades funds: The board of trustees consists
solely of members of the executive board of the New York Hotel
Trades Council, but employers are represented by a nine-man
advisory commiitee which gives approval to the board of trus-
tees before any dialjmsitien 1s made of property forming part of
the principal of the trust estate, before any investments are
made in securities other than those issued by the United States
Government, and before any insurance contract is entered in or
changed. With respect to all policy decisions the board of
trustees and the employers’ advisory committee vote as separate
bodies. A majority of each body is needed to ratify a proposal.
The trust agreement does not provide for arbitration should
the parties ﬁecume deadlocked unless a deadlock occurs after
the employers are no longer required to contribute to the fund
and termination or liqmidation of the trust estate is being
considered.

18lavik, Fred: The Operation of Hickness Benefif Plana in Collective Bargaining,
Princeton, The University, 1051. Pp. £2-38,
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Cooks, pastry cooks and assistants fund, and upholsterers
international fund: Employers play no part in the administra-
tion of these two funds. In each plan the social security
department of the union acts as trustee in handling the em-
ployers’ contributions. Two-thirds of the contributions were
immediately paid to the insurance company for the purchase
of accidental geath, weekly aceident and sickness, and hospitali-
zation and surgical insurance. The balance is retained to pay
death benefits and to cover costs of administration. Since Jlljﬂ
1, 1947, the social-security department of the unions has turn
over the entire 3 percent payroll contribution to one and later
two insurance companies. imbursement for administrative
expenses incurred by the social security department is included
in the “experience rating refund” returned by the carriers at
the end of the policy year. The department has the responsi-
bility of handling any surplus from the refund.

United Hatters, Cap and Millinery Workers, local No. 8:
The plan is administered by the union’s executive board, with
the local's secretary-treasurer acting as chief administrative
officer. No formal trust agreement has been drawn up, but the
union segregates the employers’ contributions in a separate
account which is used to pay only the insurance premiums and
administrative expenses. The amounts and types of benefits to
be provided, cholce of insurance company, and reserve and
investment policy are determined by the union, but the execu-
tive director of the employers’ association must countersign all
checks in payment of insurance premiums and administrative
expenses. He does not, however, play any role in the plan’s
day-to-day operations, and rarely confers with the union officers
concerning the program.

International Ladies’ Garment Workers’ Union: The union
has established a welfare and health benefit department in its
international office, the director of which is responsible to the
general executive board. The director and his staff receive and
analyze reports on the gg&ratiun of the local fund&,] audit their
financial records periodically, and administer the interna-
tional union’s rules and regulations dealing with welfare funds.
Benefiits are paid directly from funds without having the in-
surance underwritten by commercial carriers or an insurance
company of their own. Local autonomy is encouraged. The
program contains about 90 local or joint board funds through-
out the United States and a few miscellaneous plans under
which employers provide benefits through policies purchased
from insurance companies. The international office exercises
a considerable degree of supervision over local and joint board
plans. The constitution of the union requires that health and
welfare funds be completely segregated from general union
funds and be used only for specified welfare purposes and re-
lated administrative expenses. Investments are limited to se-
curities approved by the general executive board. Bylaws of
local funds must be approved by the international before be-
coming effective.

In non-funded plans, as contrasted with funded plans desecribed
above, the employers agree to purchase insurance themselves directly
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from a carrier without an intermediary fund being set up. The plans
are more likely to be found among large firms and among firms with
low labor mobility. The employer’s financial obligation under such
programs may take several forms. Ie may spend a given sum, such as
a specific amount per worker or a percentage of the payroll, or he may
be required to provide specific benefits which are written into the
collective bargaining agreement, regardless of the cost. Often, where
a group insurance plan is already in operation, it is incorporated into
the collective bargaining agreement.

The administrative procedures for several nonfunded plans re-
ported upon in the Princeton study are as follows:

American Federation of Hosiery Workers: The program
officially consists of numerous local and area plans but 1s, in
effect, national in scope. The union negotiates a national labor
agreement with the Full Fashioned Hosiery Manufacturers of
America covering 36 mills employing 11,000 members. It
negotiates additional agreements with one other employers’
association and 45 indeijendents covering 15,500 employees;
these follow the national labor agreement closely. ith few
exceptions, policies are written by the National Casualty Co.
and are partially reinsured by the Union Casunalty Co. Choice
of insurance company under the national labor agreement was
made by a committee representing the union and the Full
Fashioned Hosiery Manufacturers of America. The policy is
held jointly by the parties.

Both the agreement and the insurance policy run concur-
rently for 2-year periods. Ninety days prior to the expiration
of these agreements, the representatives of the EmElnyers’ asso-
ciation and the union meet to decide on possible changes in the
amount of the employer insurance payments under the collec-
tive agreement. The joint committee then decides on changes
in the insurance policy which it will request from the carriers.
The employers’ association and the union receive periodic
reports from the insurance company concerning benefits paid,
loss ratios, and reserves. On the basis of these reports the
joint committee negotiates with the carriers in regard to a new
policy. Premiums are stated in terms of the percentage of
the payroll which the employers are required to pay under
terms of the agreement. Payments are made by employers to
the carrier.

Teawtile Workers Union of America: Plans are negotiated and
administered by local unions and groups of locals with indi-
vidual employers and employer associations. Ninety percent
of the plans are n-:}ncnntri]fmtnry. The international office has
attempted to develop uniform benefit and administrative stand-
ards for its local plans, and although some headway has been
made, progress in this direction is difficult due to a wide variety
of economic and social conditions in the numerous industries
under the union’s jurisdiction, and the absence of industrywide
bargaining. The international office has an insurance director
who serves as advisor to locals on matters concerning their
insurance programs. He conducts surveys of benefits obtained
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by other unions and assists the locals in formulating their

welfare demands. In some cases he participates in the collec-

tive bargaining negotiations themselves. e director has no

direct responsibilities for administration of any of the local

Elsms but is called upon for assistance when administration
ifficulties arise.

Eighty percent of the insured membership is covered by
plans under which benefits are specified in the collective bar-
gaining agreements, with the employer required to secure a
group insurance policy incnr]'l)lumting these benefits. Except
in a few instances, the union has no voice in selecting the in-
surance company or in the administration of the policy, which
is held by the employer. In a few instances, payment is based
on a Eamentuge of the payroll or a flat amount per worker,
and the employer purchases the best available policy, with
representatives of locals frequentlﬂ participating in negotia-
tions between the employer and the insurance carriers.

United Hatters, Cap and Millinery Workers Union: The
grogram is exempiiﬁe,cf by a contract between Local 60 and the

ohn B. Stetson Co. covering 2,800 employees in its Phila-
delphia plant. The present plan is an outgrowth of an old
employee benefit program, which had consisted of a jointly
financed mutual benefit association, employer-financed hospi-
talization insurance, and a contributory group life insurance
policy. The company now purchases a single “package” pol-
1cy; 1t pays about 70 percent of the gross cost, retains all cfi)gi—
dends, and has agreed to bear an{r future increases in cost. The
bargaining agreement does not list the benefits to be provided
and does not mention the amount of emlzloyer or employee con-
tributions, but refers to the separate booklet deseribing the plan.
The union does not participate in negotiations with the insur-
ance company, and the policy is held by the employer. The
union, however, must give its consent before the policy can
be changed. Asis the case with most of the plans in the textile
industry, the union plays almost no role in the plan’s
administration.

The Princeton study lists five basic standards of operation for
assuring that a plan will be able to continue fulfilling the funetions
for which it was created :

Security—Protection of assets of a plan against inherent
finaneial risks or possible mismanagement.

Stability—The ability of a plan to continue payment of
established benefits regardless of fluctuations in its assets or
income,

Flexibility—Adaptability with a minimum of delay to
changes in the economie, legal, and social environment in which
it operates.

Administrative  facility—Administrative arrangements
which lend themselves most easily to the attainment of a plan’s
objectives, and which minimize points of possible friction.

Feonomy.—The maximum protection that can be obtained
from the available resources.



Nonfunded plans are said to have the fewest potential problems
with respect to security, since the employer discharges his obligation
by purchasing the insurance directly from an insurance company.
The coverage is purchased on a pay-as-you-go-basis. Soundness is
insured by choosing an insurance company that is able to bear the
risk and meet its liabilities under all circumstances.

Funded plans necessitate the safeguarding of assets not paid out
for benefits. Under such programs there is no requirement that those
administering the fund spend the entire income for premiums or for
benefits, and it is a comon practice to retain a certain portion of the
funds for future needs. Under the Taft-Hartley Act, all funds estab-
lished after January 1, 1946, must be trusteed and include employer
representatives on the board of trustees. The act also specifies the
purposes for which the trust estate may be used.

Extent of Finanecing

Annual employer contributions to nongovernmental pension and
health and welfare funds, both those collectively bargained and others,
increased over the past 20 years from $113 million to $3.4 billion.
These payments which declined from $128 million in 1929, the last
big “boom™ year, to $103 million in 1933, increased to $169 million in
1936. They fell off after that date until 1940, but thereafter, and
especially during World War II, they increased rapidly. Contri-
butions almost doubled between 1943 and 1944; by 1947, they were
four times as great as in 1943, and during the next 5 years they more
than doubled in amount, reaching a total of $3.4 billion. Data on
contributions for each year, 1929 through 1952, are given in ap-
pendix 39,

The degree to which employers should carry the responsibility for
financing health and welfare programs recently has become a major
issue in collective bargaining, and at present there is a growing tend-
ency for benefits to be financed entirely by employers. Although the
phrases, “employer financing” and “employer contributions” are com-
monly used, the employees regard the contributions as money which
is theirs since it is provided in lieu of wages. It should be recalled
that the amounts reported as payments by employers represent both
the amount paid under collective bargaining agreements and contri-
butions to other prepayment plans financed by employers alone or
jointly by employers and employees. Employer payments for pen-
sions and health and welfare programs during selected years were
as follows:
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As the Department of Commerce points out, these figures do not
take into consideration the decrease in dollar value, nor can they be
used as a measure of the recurrent annual cost of plans now in opera-
tion, because of large contributions to cover the past service liability
of older workers. Nevertheless, they do indicate the influence of col-
lective bargaining on the provision of such benefits.

The $3.4 billion paid in 1952 included employer payments for pen-
sions as well as health and welfare plans. It is estimated that about
$1.3 billion of the total contributed by employers covered health and
welfare plans only, and that at least $750 million of this amount repre-
sented employer contributions for hospitalization, surgical and medi-
cal benefit plans.

These payments are part of total employer (exclusive of Govern-
ment) contributions for social insurance and other supplements to
wages and salaries which amounted to a total of $8.3 billion in 1952.
There have been marked changes over the years, especially since the
passage of the Social Security Act, in the total amount paid by em-
ployers for such items although, as figure 2 indicates, such payments
since 1937 have represented a relatively stable proportion of wages
and salaries; namely, from 4 to 5 percent of the total. In 1929, in con-
trast, such payments amounted to 1 percent of wages and salaries.

The proportion of the total supplements to wages and salaries repre-
sented by payments for pensions and health and welfare benefits also
has varied over the years. Before contributions to unemployment
insurance and old age (later old age and survivors) insurance were
paid as provided under the Social Security Act, employer payments
for private pension and welfare funds represented one-fourth to one-
third of all employer supplements to wages and salaries. DBetween
1937 and 1942 they were less than one-tenth of the total. Thereafter
they increased rapidly, representing 34 percent in 1947 and 42 percent
in 1950 and 1952. Details on employer contributions, including those
by government, for the various types of supplements to wages and
salaries for the years 1929-52 are given in appendix 39.

The method of financing health and welfare benefits obtained under
collective bargaining agreements is known for programs covering
nearly 6.5 million workers in mid-1950. Of these, nearly 60 percent

177, 8, Department of Commerce, Burean of Foreign and Domestic Commeree : National
Imcome: 1951 Edition, A Supplement to the Survey of Current Busincss, p. 201 and

Survey of Current Business, July 1953, p. 24. Washlngton, U. B. Government Printing
Office,
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Figure 2.—Supplements to wages and salaries by private industry, and ratio of
supplements to wages and salaries, 1929-52
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were covered by plans financed entirely by the employer. Of the
unions for which data are available, about half had from 80 to 100
percent of their workers covered by health and welfare plans which
were entirely financed by the employer (appendix 12).

The industry groups vary in the extent to which employers carry
the entire cost of the health and welfare programs covered under col-
lective bargaining agreements. In mid-1950, in the industry having
the largest number of workers covered by some type of health and
welfare plan, namely, metal produets (including steel, automobile, and
machinery), 15 percent of the workers were in programs financed en-
tirely by the employer, 72 percent were in jointly financed programs,
and 13 percent, in plans with unknown method of financing. In the
textile, apparel, and leather industry, another group with large cov-
erage, over 90 percent of the employees were in programs financed
entirely by the employer. In transportation, communications, and
other public utilities (excluding railroads), the industry group with
the third largest coverage, over T0 percent of the employees were in
plans financed entirely by the employer, The tendency since mid-
1950 has been for the employer to assume a larger share of the cost.

In mid-1950, about 80 percent of the workers covered by any type
of health and welfare program had protection against all or part of
their hospital bill. Almost 65 percent of these workers were covered
by programs financed entirely by the employer, and 35 percent were
covered by programs jointly financed by employers and employees.
About 72 percent of the workers covered by any type of health and
welfare program had protection against either surgical or medical
bills or both. A slightly larger proportion of those having this type
of coverage were in programs financed entirely by the employer,
namely, 71.5 percent (appendix 18).

To what extent do the existing programs meet the hospital and medi-
cal bills of those who are eligible for benefits? No information is
available to answer this question as it applies to union members only.
However, according to a recent Senate report, in 1949 Blue Cross hos-
pital plans paid from 70 to 80 percent of the average hospital bill for
all subseribers; during the same year, insurance companies paid from
45 to 55 percent of the average hospital bill for all policyholders en-
rolled under individual and group policies. Both Blue Shield medi-
cal society plans and insurance companies paid about 45 percent of the
average total physicians’ charges to their subscribers?

Information also is lacking on the total amounts paid for hospital
and medical services received by persons covered under colleetive bar-
gaining agreements. It is known, however, that in 1951 over $1,352

1 Committee on Labor and Publie Welfare, U, 8. Senate: Health Ingurance Plang in the
United States (Report No, 359, part 1), Washington, U. 8. Government Printing Office,
1851,
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million was paid to hospitals, physicians, and other persons providing
health services under all prepayment arrangements. About $897 mil-
lion of this was paid for hospitalization ; and $456 million, for services
of physicians and other personnel. Blue Cross plans paid almost 50
percent of the total amount expended by voluntary insurance plans
for hospital benefits ; about 28 percent of the total were payments made
under group commerecial insurance contracts, and 13 perceut, under
individual insurance policies. The payments made under group con-
tracts of commercial insurance companies represented the largest pro-
portion of the $456 million (36 percent of the total) paid to physicians
and other personnel, while the Blue Shield medical society program
payments represent 32 percent of the total. About 12 percent was
paid by commercial insurance companies under individual insurance
contracts (appendix 40).

The Health Insurance Council has recently estimated that during
1952 $1,075 million was paid for hospital care and $546 million for
surgical and medical care by all types of voluntary health msurance
programs.* There was little change in the proportion of the total
payments made by the different types of programs. Asinthe previous
year, expenditures by Blue Cross hospital plans represented about 50
percent of the total expenditures by all plans for hospitalization.
Payments made by insurance companies for surgical and medical cov-
erage under group and individual policies represented 48 percent of
the total, the same proportion of the total as in the previous year.
Payments by the medical-society-sponsored plans represented a
slightly larger part of the total expenditures for surgical and medical
care, an increase from 32 to 34 percent. Estimated payments by each
type of program during 1952 were as follows:

Item Hospltaliza- | Surzical and

thon medical cara

R e e o TR L R OO O |- 0 OO0 D
Insnrance com ns'wn e e 437, 000, 000 2631, 000, 000
Bluoe Cross mtrnponmred p T R S D R 545, D00, D00 187, 000, 000
e i 0, OO0, 000 B8, 000, 000

1 Health Insurance Cowneil, Survey Commilttee : dceident and Health Coverage in the
United Sltates. New York, The Counecil, 1853, (In press.)












Loeal Programs Classified by Services

Summarized information

The following tables summarize some of the major characteristics of
nine selected management- and labor-financed health and medical pro-
grams desecribed in this section of the report. Each of these programs
provides prepaid medical services on the basis of group medical prac-
tice at a health center. Beyond this common characteristie, the pro-
grams vary widely in scope of services offered, method of financing,
organization, and other features,

Any summary of diverse programs necessarily glosses over differ-
ences since program characteristics cannot be readily presented in
tabular form. There is the additional difficulty of lack of uniformity
in the definitions used by the programs in recording costs and services
provided. The summary tables should therefore be interpreted in the
light of these inherent limitations. A detailed description of each
of the nine programs will be found later in this section of the report.
However, in order to make these summary tables more meaningful,
some of the characteristics of the plans are briefly outlined here,

For the purposes of this comparison, the plans have been grouped
in five broad classifications, depending on the scope of services offered.
The least comprehensive plan provides only diagnostic services; the
most comprehensive plan prmrides complete medical care as well as
hospitalization and dental services. The plans may be bllFﬂ]F de-
seribed as follows:

Group I—Diagnostic services

A. Health Institute of the United Automobile Workers, CIO, De-
troit: Program was started in 1944 ; diagnostic services are provided
for 350,000 Detroit United Automobile Workers members. Mental
hygiene and optometric services are available in separate clinics. The
center is financed by the union locals.

B. Union Health Center, International Ladies’ Garment Workers’
Union, Boston, Mass. : The center opened in 1949 to provide diagnostic
and optometric services to union members in the Boston area. The
program is financed from union health and welfare funds.

Group I1—Medical care for ambulatory patients?

A. A. F. of L. Medical Service Plan of Philadelphia: Preventive
services and medical care have been provided since 1951 at the center

1 Plans are listed in order of size,



to members of affiliated locals and their dependents. All A. F. of L.
unions in the Philadelphia area may affiliate with the plan; most locals
finance the program from health and welfare funds. Starting with
a membership of about 3,000, the plan by April 1953 had about 18,000
members,

B. The Sidney Hillman Medical Center of the Male Apparel In-
dustry, Philadelphia: Preventive services and medical care are pro-
vided at the center, opened in 1951, to members of 16 locals and, in
part of the industry, to dependent spouses as well. Operating costs
are financed by funds obtained under collective bargaining agree-
ments. Current membership is approximately 23,000.

C. The Sidney Hillman Health Center of New York: The center
opened in 1951 to provide health and medical services to ambulatory
patients. Members of 26 locals and their wives are eligible for bene-
fits. The center operations are financed from per capita premiums
paid by the 83,000 eligible persons and, since April 1953, from em-
ployer contributions,

D. Union Health Center, International Ladies’ Garment Workers’
Union, New York. Operating since 1913, the center now provides
unlimited preventive services and medical care at the center to about
201,200 union members and limited services for their dependents.
Services are financed by the locals from health and welfare funds,

Group III—Medical services at center and hospital

The New York Hotel Trades Council and Hotel Association Health
Center, Inc., New York: The center was opened in 1950 to provide
medical care to the 35,000 members of the New York Hotel Trades

Council. All costs are paid from an industrywide health and welfare
fund.

Group IV—Medical services at center, home, and hospital

Moving Picture Machine Operators’ Union, Loeal 306 (administered
through a pension and welfare fund) : Members of the local and their
wives receive comprehensive medical services through the Health
Insurance Plan of greater New York. The local contracted with the
health insurance plan in 1951 and at the end of the year had enrolled
8,005 persons. All costs are paid from the local’s health and welfare
fund.

Group V—Medical services at center, home, and hospital; dental
care and hospitalization

Labor Health Institute, St. Louis: Program was established in
1945 by the union (now local 688 of the Teamsters, A. I. of L.); it
provides comprehensive services to members and their dependents.
All costs are paid from health and welfare funds negotiated by the
local with the individual employers. During 1952, approximately
14,000 persons were enrolled in the plan.
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Summary table 1 shows, for each of the nine medical programs, the
broad categories of services provided and the average annual cost of
those services for each eligible person. The annual cost per eligible
person appears to be related not only to the scope of the services
provided but also, within a given category, to the size of the member-
ship. Of the 4 plans providing medical care to ambulatory patients,
the plan with over 200,000 members reports a per capita cost of less
than one-half the costs of 2 plans with similar services but with a
membership roughly equivalent to 10 percent that of the larger plan.

The per capita costs represent all expenses of running the health
centers, including depreciation charges and administrative and house-
keeping expenses, as well as the costs of providing medical services.
Where the center operates a pharmacy, any net cost of pharmacy
operation is included. Costs exclude capital accumulation and, to the
extent identifiable, expenditures made for services such as sick benefit
certification.

It should be noted that the programs have different accounting
systems and allocate costs in different ways. One program, for ex-
ample, allocates a fixed percentage of total overhead costs to the phar-
macy, while in another program the pharmacy is considered a com-
pletely separate operation. Similarly, depreciation charges are fig-
ured in different ways, and two plans make no charge for depreciation
of the plant or equipment. Costs of special services, such as disability
certification, preemployment examinations, and premembership ex-
aminations should be handled uniformly if the plans’ financial data
are to be comparable ; however, in some cases there is no way of iden-
tifying these expenditures.

Only those services that are provided through the medical center
program are listed. No inclusion is made of benefits covered under
other union health and welfare programs, which in all cases cover hos-
pitalization and in almost all cases, in-hospital surgical care,

The income of the plans is determined in one of three ways: (1) an
annual per capita premium—4 programs are so financed; (2) a fixed
percentage of the employers’ payroll—3 programs are so financed;
and (3) a cost basis, the center billing the loeal union for the approxi-
mate cost of services provided—2 programs are so financed. Pre-
miums vary with the services provided and with the extent of reserve
accumulation (summary table 2).

In general, the charge for dependent wives or husbands is the same
as that for the union member. In the two plans covering other
dependents, there is no extra charge for any dependents beyond the
first in one plan, and beyond the second in the other plan.

The extent of coverage of dependents is presented in summary
table 3. With the exception of the two diagnostic centers and one
other program, all programs provide some coverage for dependent
wives or husbands. The coverage of other dependents 1s, however,
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Summary table 2.—Selected management- and union-financed health and

ical programs: Average annual premium
Avw Average annual preminums
an
Program Perlod | number of

eligible Union | Member Family
persons | member | and wife

United Automobile Workers Union, Detroit_ .. .. 1052 350, 000 Ml oo e

International Ladies’ Garment Workers' Unlon,

Boston...... = i 43 i 1052 16,000 | 85 B |aceecmmea]ennaannna
ATL, Philadelphia_ ___ o - 18852-53 13, 19 15. 00 £30. 00 £37.50
;Elrh:m:;r ﬂﬂlman, Philadelphla. . oo ... _.__.| 1051-52 22712 1600 i1, ] e
Sldney Hillman, MNew York Cli¥ . o coeecaecauan 1951-52 33, 356 10. 00 - R (R
International Ladles’ Garment Workers' Union,

1L i v e | o e P -y A e o S 1952 201, 200 ey | (e SR, | I
Hotel Trades, New York OltF...occocmeeeccennaes 1952 B SR 0 e aee
Moving Pleture Machine O tors’ TUnlon

ghmu:h Health Insurance Plan), New York

[ R e A : EEH T 1951 12 160 35.08 vy 11 | ) [
Labor Health Institute, 8t. Louls. o coeeecaaaoo| 1051-52 14,6006 | 960,00 | 9130.00 | *130.00

118 to 30 conts per member plus an annual registration fee of $2 pald by each person registering for service
at the Institute,

! Income equals costs.

: Annual preminms equal to fixed percent of payroll; per capits preminm payment is approximate.

i Equivalent in full years of coverage: approximately 3,500 different persons covered by the end of the
Fear,

Summary table 3.—Selected management- and union-financed health and

medical programs: Coverage of dependents
Coverage of wives or Coverage of other
husbands dependents
Regular | Benefits at | Reguolar at
bepefita  |reduced fecs| bencfits rm.;:umd
il
Tnited Automobile Workers Union, Detrodt. . ool e e e e | e e
Internation Ladies' Garment Workera' Union, Boston. .. | cccessccccc|occssnsnssss|orsssnsnssss|ocrsanssss
J.FL oI AR A e RS T | - (S B - EEERCRRA] Jea - FREESI Yea,
dney Hll':man, Phl:la.daln‘nla B AR R ) S e | e
Ein:lnery Hlllman, New York CHy . v oo e T e -2 O | L S RSN
International Ladies’ Garment Workers" Union, New |ceeeceee-.. b R 55
York City.
o e e D e e b e e L e e
H_mgig Pleture Machine Operntors’ Union (through | Yes. oo locccccaaaa.. e L L
Health Insurance Plan), New York Clty.
Labor Health Institute, 8t Louls ¥ ...eveccccncncnnncnnes] ¥ii8oana... et Sy 'y JEeR | |l S S

1 De

receive technleal services a

t eost,
1 Ellgible Mar. 1, 1953 1|1 the clothing Industry; not yet eligible in cotton garment industry.
¥ Dependents of 94 percent of the unfon members are covered.

pendents are mvur&d for regular benefits by 5 out of 13 participating locals; other dependents may

very limited. Only one program has full benefits for virtually all
dependents; in one other program, dependents are covered for full
benefits by about one-third of the participating unions. In several
of the programs, however, plans are underway for more extensive
coverage of other dependents.

The plans vary widely in the manner of staffing the medical depart-
ments. Some programs have a large number of physicians who serve
only a few hours a week or who keep no regular hours at the clinie.
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Other plans have several full-time physicians supplemented by a
smaller number of part-time physicians.

The relative number of general practitioners and specialists also
varies considerably among the plans. Three of the programs have
no general practitioners; the work normally done by a general prac-
titioner is performed by internists. In the other programs the num-
ber of general practitioners varies from less than 20 percent to nearly
60 percent of the medical staff. This, however, does not necessarily
give a clue to the relative number of specialist and general practitioner
hours, since the general practitioners are more likely to be on a full-
time or half-time basis (summary table 4).

Excluding the diagnostic centers, the annual number of physicians’
hours per 1,000 eligible members in 1951 or 1952 is estimated to have
varied from a little over 300 to over 1,400. These are hours spent in
actually seeing patients and make no allowance for administrative
duties, study and research, vacations, and the like. The time spent
by special consultants, not on the regular center staff, is not included
in the estimated hours for some of the programs. The data, therefore,
should not be considered an exact count but an approximation of the
physicians’ hours used in the various types of programs.

Summary table 4.—Selected management- and union-financed health and medi-
cal programs: Number of physicians and physicians’ hours per 1,000 eligible
persons

Average | Number of full-and | Annnal
annusl |Part-time physicians I!Il;ra!;
clans
Program Period | DUmber hours
eligible %‘Em“gml Bpecial- P&[;&%ﬂ
persons | foo o ists persons
United Automobile Workers Unlon, Detrolt ... 1952 350, 000 24 1 135
International Ladles’ Garment Workers' Unilon,

Boston. o ———maa ErERaR R W 1 ] B0 |anmicmneim 34 1280
AFTL, Philadelphla. .o oo e cememm e ram s mnanmbmmnas| LBSI~52 55 SRR 30 BET
Bldney Hillman, Philadelplis____ . _.____.__._____| 1951=62 | 28712 |..._____:: 48 g5
Sldney Hillman, Mew York CIbY ccccccccccnccnnea-. 1951-52 33, 356 a7 i 554G
International Ladles' Garment Workers” Undon, Mew

', o <8 [ SRR R RS S e R s [ | 201, 200 &7 85 317
Hotel Trades, Wew York Clt¥...cccemmcmcamcocboea..| 1062 24, T2 30 145 1 510
Movi Picture Machine Operators’ (through

He::ft.h Insurance Plan}, New York Clty .- ccccea-- 18951 &2 160 NA NA NA
Labor Health Institute, 5t. Louls. .. cocicececane..| 19561-52 [ 614,203 10 132 11,441

1 Estimated

3 Annual rate of hours scheduled in January 1953 divided by fizeal year 1952 enrollment.,

¢ Excludes g{]ﬂ:lzsl.cimm and estimated physiclans' hours devoted to sick benefit certifieatlion.

& Does not ude (1) consultations with approximately 100 physicians who do not keep regalar hours at
the center or (2) hours at the hospital.

¢ Equivalent in full years of coverage; approxXimately 3,500 different persons covered by the end of the

BAT.
. # Members eligible for medical servieess; a small additional number of persons are eliglble only for hoapital-
Ization.

* Excludes 5 assoclate physicians who make home, hospltal and office calls In East St. Louls.

¥ Based on 1951-52 physician hours at the conter and 1951 honrs at hoeapital, home and doctor’s office,

Summary table 5 gives data on the extent to which the membership
of each plan used the services offered. In the plans providing medi-
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cal care to ambulatory patients, from 23 to 81 percent of those eligible
for service received care at the center during the year. Among the
two plans providing services not only at the center but also at the
hospital and home, there was remarkable similarity in the propor-
tion of members who used the services. Fifty-eight percent of the
moving-picture machine operators and their wives saw a physician
during the first 1014 months the union was affiliated with the Health
Insurance Plan. In St. Louis, 62 percent of the members and de-
pendents covered for benefits used the services during a 12-month
period.

Data on the number of services provided for each 1,000 eligible per-
gons, also presented in summary table 5, show much less consistency.
This variation may be attributed in part to differences in the scope
of services offered and in part to differences in definition and in the
-~ manner in which services are counted. One plan, for example, may
consider a “complete blood count” one service, while another consid-
ers it 4 services.

The greatest use of physicians’ services occurred among the mem-
bers of the Moving Picture Machine Operators’ Union, who received
services through the Health Insurance Plan of Greater New York.
Their utilization (7,500 visits per 1,000 eligibles) was about 40 per-
cent higher than that of the program with the next highest utilization
(5,300 visits per 1,000) and nearly 50 percent higher than the utiliza-
tion of all Health Insurance Plan enrollees. The Health Insurance
Plan points out that three conditions probably played some part in
the high utilization rate of the moving picture machine operators
union enrollees. First, men in the older age groups are known to
kave higher utilization than younger men. Second, the union mem-
bers were in the initial period of coverage, which often, though not
invariably, has higher rates than obtain in later periods. Third, per-
sons whose occupations leave them free to visit physicians during the
early part of the day have been found to visit doctors more frequently
than persons who either have to take time off during the day or who
obtain medical service in the evenings after working hours.

For the programs which provided medical care only at the center,
visits to physicians ranged from about 1,200 per 1,000 members to
approximately 2,000 per 1,000 members,
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Diagnostic services

Health Institunte of the UAW-CIO*

T30 East Jeflierson Avenne
Detroil, Michigan

This is a diagnostic center set up in Detroit, Mich., pri-
marily to provide diagnostic medical services for work
connected illnesses to approximately 350,000 members of
the United Automobile Workers of the CIO. The center
is financed by per capita contributions from the locals.
During 1952 approximately 11,000 persons visited the
center. The average cost of diagnostic services was
about $22.00 per patient. Not included in this cost are
mental hygiene and optometric services offered in sepa-
rate clinics.

In 1943 the United Automobile Workers established in Detroit a
Medical Research Institute which was incorporated in March 1944,
as the Health Institute of the UAW-CIO. The center grew out of
the union’s concern with occupational disease and their belief in the
importance of health education and improvement of safety conditions
in the plants.

BAs1c OBJECTIVES OUTLINED BY PLAN

Development of the concept of health as a positive attribute. The
program calls for “. . . labor’s full participation in the extension
of preventive medicine and methods for the elimination of industrial
disease and accident hazards as well as methods for the improvement
of the health of the workers in the community.”

EvicieiLiTy

Any member of a United Automobile Workers Local in the Detroit
area which is affiliated with the health institute is eligible for diagnos-
tic services, (With very few exceptions, the locals have affiliated with
the Institute.) Union members’ dependents are not covered. United
Automobile Workers locals and other unions which are not affiliated
with the health institute may secure services for their members by
payment of an examination fee. Services of the mental hygiene elinic
are available to all union members and other adults 18 years of age or
over in Detroit and the metropolitan area. Optometric services are
available only to members of the United Automobile Workers.

*], A. Katzive, M. D,, Director, Health Bervices Division.
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MEMBERSHIP

The membership of the United Automobile Workers in the Detroit
aren was approximately 850,000 in 1952; members had an average
weekly income of $81.76.

MeTHOD OF FINANCING AND COST OF CARE

Method of finaneing—Local unions pay the health institute a
monthly per capita assessment varying from 114 to 215 cents. In
addition, a registration fee of $2 is charged each person registering
at the institute. This fee entitles him to diagnostic and consultation
services for 1 year. For union members who are not members of the
afliliated locals, the Institute charges $25 for a diagnostic examination,

No charge is made for services at the mental hygiene clinic, which
is financed by the Community Chest and the International Union.
The eye clinic is self-supporting ; a charge of $3 is made for each eye
examination and glasses are provided at cost.

Operating costs.—Total costs of operating the institute in 1952 were
about $379,000. Expenditures of the medical department for diag-
nostic services—including laboratory procedures and X-ray examina-
tions and consultations—were about $243,000. Costs of the eye de-
partment were about $80,000 and of the mental hygiene department,
$37,000. Expenditures do not include any reserve for depreciation
¢f the building and equipment but represent actual cash outlays.

Depart ment: Ezxpenditures
Medloal . oml Bt e e e b Rl S O S
Profocalomal fees and salardes e 145, X4

8u S e e e S TR e TR 27, 00

- 1 e e W g e e e S ol L e I ey v, 48
.............................................................................. B0, (W)
H,égtalhyglmn __________________________________________________________________ 37, 000

Average cost per patient.—For each patient registering at the insti-
tute for diagnostic medical services, the average cost was $22.07
during 1952.

PAYMENTS TO PHYSICIANS

Part-time general examining physicians are paid at an hourly rate
ranging from $4 to $7.50. Total payments to physicians during 1952
were $83,364. Physicians associated with the medical department
received $77,124 ; optometrists in the eye department received $16,000,
and the psychiatrists on the staff of the mental hygiene department
received fees of $6,240.

SERVICES PROVIDED

Medical diagnostic services—Appointments at the diagnostic clinie
are arranged through the local union offices. Each patient is seen first
by a registration clerk who takes a detailed occupational and per-
sonal history. The patient is then given routine laboratory work and
is seen by a general physician who prepares a medical history, does a
complete physical examination and arranges for any additional

8



laboratory procedures, diagnostic X-rays or consultations with spe-
cialists which he considers necessary. Specialities are: general medi-
cine including ecardiovascular and gastro-enterology; psychiatry;
neurology and neurosurgery ; dermatology and syphilology ; eye, ear,
nose, and throat; orthopedies; general surgery ; gynecology ; urology.

Should further medical care be indicated, the patient is referred to
his personal physician. If he has no personal physician, he is given
a list prepared by the health institute, with the advice of the county
medical society or other qualified physicians,

The eye department provides eye examinations and preseriptions
for glasses.

The mental hygiene department offers diagnostic and therapeutic
psychiatric service to persons who present medical or employment
problems that have a social, emotional or psychiatric basis. Most
patients are referred from the medical department by the examining
physicians. Referrals are also taken from other health agencies, as
well as from labor and management sources.

Aneillary services—Standard laboratory procedures and diag-
nostic X-rays are made in connection with establishing medical
diagnoses.

Cooperative services—The institute places special emphasis on
education in health and safety in cooperation with the union’s depart-
ment of Industrial Health and Safety. The program is carried out in
the plants, and at the institute, through special courses and through
distribution of education materials. Group examinations and plant
inspections are made where special industrial hazards are thought to
exist.

The results of all examinations and laboratory studies are available
to the patients’ physicians upon their request and with the approval
of the patient.

Other medical services—Eyeglasses are provided at cost.

Services not provided.—Institute gives no medical treatment.

Facinrries

The institute owns and occupies a three-story building in Detroit.
The building has 15,386 square feet, including a central waiting room,
13 examining rooms, X-ray and laboratory equipment, a small techni-
cal library, and necessary office space for clerical help.

The institute is open from 9 a. m. to 5 p. m. on Mondays, Wednes-
days, and Fridays; and from 9 a. m. to 7 p. m. on Tuesdays and
Thursdays.

STAFF
Administrative staff —The institute has an administrative staff of
18, including a full-time medical director.
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Professional staff —The medical department is staffed by 35 part-
time physicians, including 24 general physicians and 11 speeialists.
In addition, there are 1 registered nurse, 1 practical nurse, 4 labora-
tory technicians, and 3 X-ray technicians, The eye department has
2 full-time optometrists on the staff; the mental hygiene department
has 3 case workers and the equivalent of 1 half-time psychiatrist.

Qualifications for physicians—Physicians are selected by the medi-
cal director. General physicians are required to have 3 years’ experi-
ence either in private practice or as residents. Specialists are required
to be Board certified.

P hysicians’ howrs.—Approximately 250 physicians’ hours are sched-
uled each week at the institute; more than 75 percent of the hours
are in general medicine. See table 1 for the number of physicians on
duty each day and the average number of hours scheduled each week
by specialty.

Table 1.—Weekly time schedule of physicians’ hours at health institute of

UAW-CIO
Taotal FPhysiclans on duty
gcheduled | Number
Department honrs of
ke physlelans | yonaay | Tuesday wfg?,“' Tg:f" Friday
% m.—ﬁt % m.—gé._ %m:ﬁ % m.:g_. %mj %m:ﬁ . :
m.— LA,—. | . m. . . i X —%..] F. I, e o 0 =0
General medieine 1. Evenings Evalréug; ik Ev_aa:‘ings ___________ Eﬂrgjn;s P.m.~—bL
Aom-1z. A=t | Am~—l.|Am—1|Am—1]|Am—1
Psychlatry............ ] S N (o Sy e | [t g B oot | e bt | il ot e F.m.—1__
Menrnlogy and macen- (oo at it o Ll e sl s e e
SUFEETY. Poo=—f | Pm=]__ 1 .. F.m.—1 = R
Dermotology and |fJA.m—2_ (A m~—1__|A m—1 _________.| _.__ PR
syphllogy. Pm—6.. | Pm—1___ e e | Pom—1__|.. =i B
E%’ﬁ- ear, nose, and [fA. m—3..| A.m.—I... ) s SR e = A.m,—1
hront. P, m.—4 Pom=—l...l|.. T [N et | [ S st FP.m,—-1
___________ A, W= __|.. £ o o S e L = -
Orthopeddes. ... N5 8 Pimiet o [eoorr el oottt e M ek
General sorpery and |[JA. m—6. | A.m—2 .| A m—1_ | ceeuuemnn I B S |
gynecology. P.oo—12 AP M—2 leeccass 0 LT T [ | I L
Drology.-.- - nsemmren f’.fl._.?:: ?.’E."—'ﬁ.'.'i P e eSS, (e
|

I Includes cardiovascular and gastrointestinal clindes.
Boures: Health Institute of TAW-CIO, Detroit, unpublished data.

UTILIZATION

Persons receiving care—In 1952, 11,019 different persons (including
about 100 to 125 persons who were not members of the afliliated locals)
visited the institute for diagnostic services. This represented about
3 percent of the United Automobile Workers Detroit membership.
There were 4,950 persons who visited the eye department and 1,203
individuals who used the mental hygiene department. It is probable
that most of the persons visiting the eye and mental hygiene depart-
ments also received diagnostic services.

Total services provided.—The 11,109 persons receiving diagnostic
services made 15,032 physician visits, about 1.4 visits per patient.



Most persons did not require consultations with specialists but were
taken care of by the general practitioner. Each person saw the gen-
eral practitioner once and approximately 4,000 specialty consultations
were given, nearly one-half of them being in general medicine or eye,
ear, nose, and throat. The number and type of specialty consultations
is shown in table 2.

Table 2.—Diagnostic visits to physicians, Health Institute of the UAW-CIO,

Detroit, 1952

Number
Specialty of risits
A0 T R AT SR S T S e SR 5 AN St Yty R el S O | B
Ganeral pracéttloners. . . .. .. ... . .. gt o s Bl SR e S e e L R 11, 019
Specialty consultation. . ek SR R R R R B [
FIM?hr_?iM;nedlcma lnc!udlnz ¢nrdlwm:lu.r and guslmintam.lua] T R e S 1, %ﬂ

¥ e e e e L SRR P e SRR N T T I
HNeurology and naumsurgm * u 2 i A I S e T
Dermatology nnds:rghljnl-ugy e e It e e e A 8
iy T T T T e o o N e Dl S T g N o L R Sl T
Urthupad:bm ____________ e o] P £il.b - s L O R R |
Gieneral surgery and g}rnmlugy ey e e L e AT R R T oo e e 162
T T T T !

Source: Health institute, UAW-CIO: Unpublished dats, ..'a.pril 1953

Patients received more than 45,000 laboratory procedures; nearly
every patient had at least one serology, blood and urine test. Chest
X-rays were given to each patient and represented more than one-half
of the 21,000 X-ray examinations given. Detail on laboratory and
X-ray procedures is continued in table 3.

Table 3.—Laboratory procedures and X-ray examinations, Health Institute of
the UAW_CIO, Detroit, 1952

= I?mbmr J\;};mm
ocedire Pro=
Laboratory procedures: c:dg; Procedure cediires
e+ [ RN e SR 7 i ) Iqayeun.mlnaﬂons
MO s e e )
(=, gt s SR T e R Ry ot ELNET e P P 10, 970

15[ G e o A S P Ay | 1 1] Barium onemas. . ..o ecee e ———— 30

7y e SR T TN S e AR TR L 5y M e e e sk e ST
L T SR e S e A e S B D L I = e e e e 1, 165
Electrocardi T e e T e LR e T T T e P e o e 87
Basal Motabolizm 2N i 408 Gastrolntestinal ... ..o oo ooicaooa 535
Misrallangous. ..o c e cc i es s mn s s e 452 Kidney, ureter, and blnddw S E T FT 464
Pyalograms.....ccememnsas Eimm e 345

Bource: Health Institute, TAW=CIO; unpub- | Sinuses. ... ccovcccmceicsoncccmesnannnnes 493
lished data, April 1953. Ekﬂs;ﬂ ?Blruunua ........... B e ot 4, ‘Sl;g

The mental hygiene department had 1,444 visits, an average of 1.2
visits per patient. This does not include 224 consultations with psy-
chiatrists which are counted in the 4,000 specialty consultations under
the medical department. The eye department made 4,950 refractions
and sold 4,724 pairs of glasses.

ADMINISTRATION

The board of trustees, composed of five members of the Interna-
tional Union, sets board policy. A medical advisory council consist-
ing of physicians and engineers assists in establishing governing poli-
cies. There is a labor consultative committee of representatives of
organized labor that meets to discuss policy and further needs of



nnion members. The medical director eoordinates the services and
activities of the institute.

OTHER HEALTH AND WELFARE BENEFITS

Financed by employer or jointly by employer and employee, de-
pending on the local’s contract.

Hospital eare—~Through Blue Cross and other nonprofit service
plans, and through group insurance. Provides up to 120 days in
semiprivate accommodations, use of operating room, drugs, laboratory
services. Dependents are usually covered.

Medical-surgical care—Provided through Blue Shield, other non-
profit medical service plans, and group insurance. Medical and sur-
gical services in the hospital. Dependents are covered by most
contracts.

Life insurance—The average worker is insured for $3,200 until
retired and for $500 to $2,000 for the rest of his life. (During 1952
average benefits of $3,100 were paid to the families of persons who
died in 1952.)

Temporary disability—Most United Automobile Workers are eli-
gible to receive $35 per week for up to 26 weeks.

Retirement.—Average monthly retirement pension of all members
in 1952 was $41 from pension trust funds. This is in addition to an
average of $82 from old-age and survivors insurance.

Permanent total disability—All United Automobile Workers pen-
sion plans include such benefits. Income varies from $50 to $120 per
month for employees who meet specified eligibility requirements based
on age and length of service. The age requirement varies from none
at all to 55 years; required years of service range from 10 to 25 years.
The benefits are payable to age 65, when the normal retirement pen-
sion becomes effective. Additional disability benefits have been added
to some life-insurance contracts, but, in these cases, payments made
for disability reduce amounts of survivors’ benefits; in a few instances
a residual amount of $500 i1s earmarked for survivors.

SOURCES

Fagin, I. D.,, M. D., Miller, Myrtle, R. N., and Fisk, Bernice: The Health
Institute of the UAW-CIO. Public Health Nursing, 38:466—469 (September)
19486,

Health Institute of the UAW-CIO: The Healih Institute of the UAW-CIO,
1946,

U. 8. Congress, Joint Committee on Labor-Management Relations: Labor-
Management Relations Welfare Funds (Report 986, part ). Washington, U, 8.
Government Printing Office, 1948. Pp. 53-57.

Correspondence and personal interviews.



Umion Health Center®

International Ladies® Garment Workers® Union

33 Harrison Avenae
Boston, Massachuselis

This is a diagnostic group clinic which opened on May
15,1949. It provides diagnostic and optometrie services
to about 15,000 members of the International Ladies’
Garment Workers’ Union (A. F. of L.) in and around
Boston. Dependents are not included. It is financed
from union health and welfare funds obtained under col-
lective bargaining agreements. Operating costs for the
program, including sick benefit certification, in 1952, were
about $5.60 per person eligible for services.

The wartime controls, limiting wage increases but permitting cer-
tain types of fringe benefits, stimulated the locals to secure employer-
financed health and welfare funds. In 1944 the International Ladies’
Garment Workers’ Union convention adopted a resolution urging
unions to bargain for pooled health and welfare funds.

BAsIC OBTECTIVES OUTLINED BY PLAN

The center was set up to give the following four types of exami-
nations:

1. A complete annual diagnostic examination.

9. An annual eye examination.

3. Special procedures at the request of the family physician.

4. Examination for certification of sick-benefit claims.

Evigmriry

All members of the 26 International Ladies’ Garment Workers’
Union locals in the Boston area are eligible for the diagnostic and
optometric services at the center. Members must have belonged to
the local for six months. Dependents do not receive benefits,

MEMBERSHIP

There were approximately 15,500 ILGWU members during 1952,
an increase of about 3,000 over 1950,

Most members work in small shops and the industry is characterized
by seasonal employment.

METHOD OF FINANCING AND COST OF CARE

Method of financing—The building which houses the center was
purchased jointly by the Boston joint board and the northern New

- *Philip Kramer, President and Chairman, Board of Trustees; Mary Levin,
Treasurer ; Joseph H, Kaplan, M. D., Medical Director.



England district council in 1947 for $315,000. The space used by
the center was equipped and air conditioned at a cost of $173,000.
Funds for purchasing and equipping the building were contributed by
the locals.

The health center operation is financed from the locals’ health and
welfare funds secured under collective bargaining agreements. Em-
ployer payments to the funds equal 2 percent of payrolls. The health
center receives from the locals amounts equal to approximate costs.

Operating costs—Costs of operating the health center were about
$75,000 in 1952. Physicians’ fees and salaries of ancillary personnel
represented about 55 percent of the operating costs.

Ttemn 18568 Ttem 1852
Total...oeomccmeccmcceececeacaanaa $14, 085 | Medical supplies and equipment............ 7.571
8tafl physiclans’ f 28, T02 e e e e e E'éé.ﬁ
tall p [ R —— ] PR o R e e T e o e o RS
X-ray consultant.. ... B o SR bl ) Dtﬁf e L e e e N R l-l:ﬁ&T
Ealarim. ancillary personnel:
MNurses. . -- 4,807
X.ray and laboratory technicians____ 7,011

Awverage cost per member—The average annual cost per member
in 1952 was $5.64 including the cost of sick-benefit certification,

Among the locals the cost per member-patient ranged from $8.96
to $32.66.

Payments to pﬁyswmna,-—-])urmg 1952 physicians on the staff of the
health center received $28,702 and a consulting radiologist received
payments of $2,183. Physicians are paid on an hourly basis; the min-
imum hourly rate is §7.

SERVICES PROVIDED

Diagnostic and optometric services are provided at the health cen-
ter. Services are available only by appeintment. The findings are
sent to the patient’s personal physician if medical treatment is indi-
cated or if the services were provided on the physicians’ request.

Diagnostic services—FEach patient is seen by an internist who is
responsible for requesting any special procedures and who summarizes
the recommendations and makes the final report. The standard diag-
nostic examination, given annually at the patient’s request, includes:

Complete history and physical examination by internist.
X-ray examination of chest, 14 by 17 film.

Urinalysis.

Complete blood count.

Sedimentation rate by Westergren method.

Blood serology.

In addition consultations may be requested by the internist in any of
11 other specialties: radiology, surgery, orthopedic surgery, thoracic
surgery, gynecology, proctology, urology, ophthalmology, dermatol-
ogy, neuropsychiatry and otolaryngology. :

Eye examinations are provided annually at the request of the
patient.
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If no abnormal findings are present a note to that effect is mailed
to the member, but if abnormal findings necessitating treatment are
present, these together with all the recommendations are sent to the
family physician for his disposition. At the same time a note is sent
to the member indicating that a condition is present which requires
treatment and that the findings have been forwarded to his doctor.
In the event that the patient has no family physician, a letter is
sent to that individual indicating the necessity of selecting a physician.

Aneillary services—The internist may request any procedures, in
addition to those contained in the standard examination, necessary
to complete the diagnosis. Such special procedures include X-rays,
basal metabolism, electrocardiograms, audiometer tests, blood chem-
istries, examination of sputum, feces, gastric contents, and special
smears.

Cooperative services—~Upon the request of the family physician a
member may have any laboratory procedure, X-ray examination or
consultation. A report of the findings is sent to the family physician.

Other medical services—The by-laws of the health and welfare
funds indicate that each member applying for sick benefits shall be
examined at the discretion of the medical authority.

Glasses are provided at special rates; members receive $5 for lenses
through the union’s health and welfare program,

Transportation costs for two trips paid only to members who reside
outside greater Boston (85 to 100 miles).

Services not provided.—No medical treatment is given.

Facmiries

The center occupies 6,500 square feet in the eight-story building
owned jointly by the Boston joint board and the northern New Eng-
land district council. The building is in the center of the garment
district. There are six double examining rooms and special rooms for
services in otorhinolaryngology, ophthalmology, gynecology, urology
and proctology. The available diagnostic equipment is comparable to
that of a small hospital.

The health center is open all day, on Mondays through Fridays,
and some medical personnel is on duty, but the actual elinic sessions
are from 5 p. m. to 7: 30 p. m. daily except Wednesday and from 10
a. m. to 12: 30 p. m. on Saturdays except for every other Saturday
when the sessions run from 9 a. m. to 2 p. m. These hours are selected
to minimize time lost from work. The rest of the day is used for
special procedures and examinations.

STaFP

Administrative staff—Includes a full-time executive director, a
part-time director of public relations and 3 medical secretaries, 2 of
whom are full time.



Professional staff—~Includes a part-time medical director who av-
erages about 20 hours a week. There are 34 part-time physicians in-
cluding 11 internists and 23 physicians representing 11 other
specialties.

In addition to the staff physicians, the center employs a clinic
supervisor who is a full-time registered nurse and who is responsible
to the medical director for the coordination of all the clinie activities;
a part-time registered nurse; a full-time X-ray technician; a full-time
laboratory technician; and a part-time attendant who assists the
supervisor.

Physicians’ hours.—Generally three internists are present during
each clinic session and the other specialties are scheduled for varying
numbers of sessions depending on the demand. A regular clinic ses-
sion is 214 hours with a double session on alternate Saturdays. See
table 1 for a schedule of clinic sessions.

Table 1.—Total number of scheduled hours and number of physicians on duty
each weel:, Union Health Center, Boston, 1952

Number of physicians at center
Total | Number

Diepartment {gcheduled | of physi-

hours ! clans Mon- | Tues- \Wednes| Thurs-| Fri- | S8atur-

day day day day day day
Internal medicing. .- - 40 11 b b IS 3 3 3
LR T Ak i i N
GYIOIOET . o ccccicesasiansain- REESRER S I 1
[ Gan e T o S s el 214 4 bt i AESERCES ESETNS ) EnR i e
Ear, nose, and throat ... _..__ 5 1 I ) (- SR SR B
General ; g ; T e e
0-5 -3 I scaten M A Al SRger 1| aktaee
204 1 R | L et BERES
o & % ........ ® | F [ e apamEEE
e R it B 2% 1Y [t il [ e 3 v el T

| Estimated. Assumeseach physlelan iz present for full session, 24 hoars, except on alternate Saturdays
when internists® sessions run for 34 hours,

# Scheduled on alternate weaks,

! When necessary physiclan comes in for sesslon.

Source: Union Health Center: Boston, 1953, Unpublished data.

The internists see about 4 new patients during a session. The
average number of patients seen by other specialists ranges from 4
to 14

Average number of patients seen during each regular clinie session
by specialty is listed below.

Average Average

nmber number
of patients of pafienis

per per

Specially sezsion Specially rezgion
Internal medioine. « o oo ceeceean e L g e 4-7
R e e e e e e R A [ R e e e S S T 57
Eurgeﬂr___ Uptof | OphtBRImologY. . - oo oo oes H-12
Orthopedis SUrEATY .- cee e ceceamcnnamanan 58 | Dermatology .. ooeo .o i o 48
"Thorael sminmery. -l fi o R ) Neuropsy [ P e L e B g T 41
R N BN o e s i i 14 | Otolaryngology .. oo oo -8

1 New patients.
t Flouorograms taken and read.
1 Mo regular sessions.



Qualifications for physicians.—Physicians are selected by the medi-
cal director. Specialists are required to be board certified or have
equivalent qualifications.

UTILizATION OF SERVICES

Persons receiving care—From the time the health center opened
through December 1952 (4314 months), 6,194 members have used the
center. During the calendar year 1952, 3,843 members or 24.7 percent
of the eligible persons received diagnostic services. Sick benefit cer-
tifications were made for an additional 49 members.

Total services provided.—During the time the health center has been
in operation, the 6,194 patients have made 29,561 visits to the center
and received 79,956 services. Each patient made, on the average, 4.8
visits and had 12.9 services. During 1952, the 3,843 patients received
23,534 diagnostic services, 1,570 services per 1,000 eligible persons.

Services provided by medical departments—During 1952, patients
made about 9,070 visits to physicians, or about 605 visits per 1,000
eligible persons. Of these visits, 5,100 were to specialists other than
the center’s internists. Of the 5,102 referrals to specialists, visits to
the gynecologists and eye specialists each accounted for more than 10
percent of the total. Table 2 shows for the years 1949-52, the number
of referrals to each specialty.

Table 2.—Number of patients referred to specialists, Union Health Center,

Boston, 1949-52
Epecialist 149 1850 1051 1952

o T A e A G R B e e S i 2508 | 2,084 | 4,843 5,102
o e e e e e 24 16 10 22
T I e o e e o i e i e o 136 144 A 176
Eﬂ ,,,,,, T ................................................... a3l 1, 533 1,623 1, 6346
By e e e o e e 514 1,024 1,472 1,674
N?crum'papﬁ e e e s e e R S s e | i 122 101 71
Ll AT T R S S S e L | 370 i 448 7
T e N PR B S B N 167 257 XK 312
PO - == = o= m i i m i i i i A e e e 132 134 14 240
Su.rgers;.----_...........""."..---r-",---------------------_ 172 165 ESE Eﬂ

T T e e S PR e B L SR e R e ) SR e | e
Ol o cccsmassssssisssssmassmsnsansssEne s S . ] G 151 kL 1]

Source: Unlon Health Center: Boston, 1953, TUnpablished data.

Services provided by ancillary departments—The center made
nearly 3,700 X-ray examinations during 1952 in addition to about 400
fluoroscopies. Chest X-rays, included as part of the initial examina-
tion, accounted for about 75 percent of all X-rays. The laboratory
department did about 10,000 laboratory procedures during the year.
Ancillary procedures are shown in more detail in tables 3 and 4.

ADMINISTRATION

The three directors outline the policies of the center, subject to the
approval of the two-member board of trustees. The directors are
the executive director (primarily responsible for the business admin-

280501—064——7 87



Table 3.—Number and type of x-“fp;?m Union Health Center, Boston,

Num- | per 1,00 Num- | per 1,000
um- | per nm- | per

Type of service bar eligible Type of service ber ﬂisi'nh

persons persons

Total X-r8¥8.cccccncenaaa| 4413 204.2 || Gastrointestinal. ..o ceeeveeeeean o | 15.4

I Y. pgelwmms_ £t ot Tl 52 3.6

Barivm enems. ... ccaceresssss 113 7.5 i LA T 47 3.1

111 N R s g P PR R 82 5. 6 E‘Inus- 108 Sl ol e S 58 3.0

FT R R L S & 718 00,9 || Exall . i3 25

FIuOr T AINS. . cne e e e em e mm memm 350 | DR e e e e s 185 13.0

Gallbladder. ccececcacescnnannns 169 11.2 P e e p.i} 1.7

Spurce: Union Health Oenter: Boston, 1853, Unpublished data.
Table 4.—Number and type of laboratory services, Union Health Center,

Baoston, 1952

Number Nuomber

Type of service i oo Type of service “bec | Tligible
persons persons
Total. o ooeooeeeencanaeea-|110,410 | 16640 || Bodimentation rate. ... z,-mla ]Hﬁ.'
i L 1
'Blmdﬂhamlut-rranﬁ Sugars. ... a4 063 i TRl : a9 26
Differential count_ . _.._.._.. 2, 400 164. 6 tool. ... e e 42 25
Gastric analysls ... 3 0.2 || Urine.. BEARER SRR R | B 170.8
H i 1 e S R T E s 2 481 165. 4 || White blood count.. ... 2,471 164, 7
Hinton (taken only) ... o.._.. 2,273 1615 || Miscellaneons. ... e 133 8.9

Red blood count._..._..._.._. 2, 480 185, 3 |

1 Each “complete blood count' (made 2,468 times) eounted as 1 servica in totals, and 4 services In sub-
totals, Subtotals therefors add to 17,514 services or 1,188 per 1,000 aligible parsons,

Source: Unlon Health Center: Bostom, 1863, Unpublished data.

istration), the assistant director who serves as director of public rela-
tions, and the medical director. The medical director’s duties consist
of supervision of the entire medical program and personnel, reviewing
all records, dictating all records with positive findings that are to be
sent to the family physician, processing of sick-benefit claims, attend-
ing all pertinent meetings and conferences,

RECORDS AND RESEARCH

Results of all examinations are centralized in the patient’s file. All
diagnoses are coded according to the Standard Nomenclature of
Diseases.

OTHER HEALTH AND WELFARE BENEFITS

Hospitalization—$4 a day for up to 30 days in each year.
Surgical—$50 maximum during the year plus $50 for maternity
cases.

Tuberculosis—%$250.
Retirement—$50 a month in addition to OASI benefits,

Sick benefits—%10-12 a week for a maximum of 10 to 13 weeks each
year.
Life insurance—$1,000 after 2 years’ membership.

SOURCE

Correspondence and unpublished data, Union Health Center, Boston.



Medical eare for ambulatory patients

Ameriean Federation of Labor®*

Medieal Serviee Plan of FPhiladelphia

Franklin and Thompson Streeis
FPhiladelphia, Pennsylvania

This is a group medical practice plan established in
1951 through the sponsorship of the Central Labor Union
of the American Federation of Labor, with the support
of its affiliated locals. A medical center provides health
and medical services to ambulatory patients, serving only
members of participating locals and their dependents.
On March 1, 1953, 18 locals had enrolled 17,958 persons,
including both members and dependents. All costs are
defrayed by funds provided through collective bargain-
ing agreements or agreements with employer associations.
Average cost per eligible person per year in 1952 was
about $14.

The program represents the culmination of 6 years of planning
by the Central Labor Union of the A. F. of L. in Philadelphia for
a medical center which would provide its members with preventive
service and medical care. The original stimulus came in 1946, when
the Central Labor Union called a meeting of affiliated locals to dis-
cuss the project. Interest continued to grow, and the first step to-
ward the establishment of a health center for organized labor was
taken early in 1951, when the Luggage Workers, local 61, put up $20,000
for this purpose. Other locals agreed to participate, and under the
sponsorship of the Central Labor Union, the program was developed.

Funds for modernizing and equipping the center were obtained
through loans from builders, hospital equipment concerns and others,
since the participating unions had aceumulated no funds for this pur-
pose. Current expenditures represent the combined resources of in-
dividual local unions whose collective bargaining agreements with
their employers provide for medical center services from health and
welfare funds.

The center opened in April 1951 to provide services to three unions
having a total of 3,000 members. Participating unions were: Luggage

*Joseph A. McDonough, Chairman ; R. Ralph Bresler, M. D., Medical Director ;
Isidor Melamed, Executive Director,
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Workers Union, local 61; Painters’ District Council, No. 21; and Meat
Cutters, local 195 ; six additional unions joined during the first year
of operation, making the center’s membership at the end of the first
year in excess of 9,000. During the second year both the number
of participating unions and the membership at the center doubled.

In June 1953 the organization received a charter under the non-
profit corporation law of the State of Pennsylvania.

Basic OBIRCTIVES OUTLINED BY PLAN

It is the purpose of the American Federation of Labor Medical
Service Plan of Philadelphia to provide adequate medical care for the
members of organized labor and their immediate families. It is the
purpose of the plan to effectuate this objective by understandings en-
tered into between the various local unions affiliated with the American
Federation of Labor. Such local unions must as a condition precedent
contain a health and welfare clause in their collective bargaining
agreement.

The American Federation of Labor Medical Service Plan of Phila-
delphia shall be divided into two parts:

1. Basic services, which shall provide all necessary medical and technical
departments to take eare of ambulatory cases. All affiliates must subseribe
to this part of the medical service plan.

2. Extended services, which shall provide hospitalization, surgery, convales-
cence, ete. These services are not obligatory for aflilintes, but they shall be
instituted if and when a group of unions representing & minimum of at least
10,000 workers will decide to do so.

EviGIpILITY

Eligibility is limited to members of participating unions and their
dependents. KEach union determines eligibility requirements for its
afliliates so variations are found from one union to another. Each
participating union is required to enroll for 3 years, the contract being
renewable yearly thereafter.

Unions may qualify for participation in the plan if they fall into
the following categories:

1. All A. F. of L. unions in Philadelphia area that represent, by contractual
relations, the workers of a given industry.

2, All A, F. of L. unions in Philadelphia area that represent, by contrac-
tual relations, a craft or only part of the workers in a given industry,

3. All A. F. of L. unions in Philadelphia area that represent, by contractual
relations, individual shops, factories, or mills, provided that all workers of a
given bargaining unit are affiliated with the plan.

4. Unions having agreements with governmental agencies—Federal, State, or
local—are excluded from above provisions, but may be accepted in the plan
by special arrangements entered into between them and the general committea,

MEMBERSHIP
Average annuwal membership—During the fiscal year April 1951 to
March 1952, an average of 6,038 persons were eligible for benefits.



Only the staff of the Central Labor Union office, members of Luggage
Workers, local 61, and their dependents, members of Painters’ Dis-
trict 21, and some members of the Meat Cutters, local 195, were
eligible for care during the entire fiscal year. In the second year
(April 1, 1952, to March 31, 1953), average annual membership was
13,819,

Total membership—During the first 23 months of the center’s op-
eration (April 1, 1951, to March 1, 1953), the membership increased
from 3,000 persons to nearly 18,000. Dependents now represent more
than one-third of the total membership, although they are covered
by only 5 of the 18 participating locals.

MNumber of Eligibles
Yoar
Total Members |Dependents
LT ] e 3, 000 NA NA
ﬁpr. L e e ey i i 0, (0 8. 19 200
(o g [ S R R Tl T i e B B = A e 17, 9568 11,278 B, B8
e I ) 20 420
Meat Cutters, local 195. .- R e e L b e 2 700 | e e R
o b e e 3, D 1,418 2 548
Coumter TWorkeera, Jooa) B i iiliiliceiiceecmameess 452 140 a2
Teamsters Union, local 483 oo T 225 o | I EE SRR T
Building Servica Union, lnca.lm ................................ 2,200 1,300 00
Bakery and Gn:-n!@etlumrr Workers, loeal 482_ . Er T n S 85 B | |e oty
Bairﬁry and Confectionery Wurkers. e T e M il e R 1, 214 1 b | R
Flasterers, local 8. ... e LT T e R e T P 362 i | RS
Building Service, lmm R S B S 8 1| P E
Sugar Hefinery, REnE R 770 e | (e
United Ga-rmem Wurkemr Tocals 140 am] '.n'-'.'- G IR 212 312 |.
Machinists, i AT o S T e S e T e 25 25 o
Firemen and O , local 473.. Sl sy S R TR S 2 Ly o [ REE
Window Cleaners, loeal 125, A 5| R
Bakery and Cmn[ecuonery, Iq:u:al | e o NG A B e i 214 24 | S
Palnters DMstrict Commell, 8. .. oo oinecceccna o e icee 4, 500 2, 000 2,500

METHOD OF FINANCING AND COST OF CARE

Method of financing.—The initial expenditures for modernizing and
equipping the center (provided rent free for the first 8 months)
amounted to about $126,000, including $10,000 for X-ray equipment.
No funds had been accumulated by the unions for this purpose.
Rather than postpone establishment of the center until the locals were
able to build up funds, the necessary money was secured through loans
which are now being repaid. Additional expenses for facilities and
equipment have been financed from current income.

Total cost of facilities and equipment during the first 2 years of
operation:

L e e S b e e e S 8163, 000
Mol alig ERDTIMIRT 1 SRl S Ly el 59, 000
B D b 1z 1 e e SO PR G ST S SO 34, 000
Other medical equipment_______________________ 43, 000
Fuorniture and fixtures______ ________ . _______. 23, 000
o L L L e et e mm e 4 000



Funds for operating costs are derived from a per capita amount,
assessed for each member. The per capita amount is determined
annually by the general committee and is the same for each of the
participating locals. After further experience, a different system of
payment may be set up, based either on a per capita cost or on the
volume of services provided by the health center to members of each
union.

Annual per capita payments during the first 2 years of operation,
April 1, 1951, to March 81, 1953 :

Single worker.._. o o i e B15. 00
Couple or single worker and 1 dependent . 30, 00
Family, regardless of size__-__ Bl ———— 21,50

Dependents not covered by the plan may receive X-ray, laboratory,
and other technical services at cost.

In most cases, the per capita assessment is paid from the locals’
health and welfare funds secured by collective bargaining agreements.
There are, however, a number of affiliated unions which do not have
health and welfare funds but have agreements with the employer as-
sociations whereby the employers either make payments directly to
the center or to labor-management trustees, who in turn forward pay-
ments to the center for these groups. In some instances, agreements
are made between the unions and independent employers for payment
to the plan through a labor-management trustee.

In order to assure stability of the plan, the general committee is
authorized to provide for a reserve equal to the cost of 3 years of
operation. In times of crisis, the executive board may waive part
or all of unions’ contribution.

Operating costs—DBecause of the rapid expansion of membership
(a 500 percent increase in 2 years), a change in the accounting period,
and other related reasons, detailed data on operating costs are not
available. Total operating costs for the year April 1, 1952, to March
31, 1953, were $197,000, broken down as follows:

A 17 g Saglety oy o e e e e T $197, 000
Payoients to Phyeltiang. o . cccncsissssstasiosswssasnbanasans et 52, 000
Ealaries, ancillary personnel. .. ccccccccccocccanccmrncnsesmanmnn=- 33, 000
Admintetrative salarien b . oo e e s e 16, 000
Medical equipment, furniture, replacements and repairs_ _ __________ 23, 000
Medical supplies, building maintenance and rent._ - - ... ... 30, 000
B8] T | S Y B S T SR, L 25, 000
Other (printing stationery, telephone, taxes, ete) - _ - _______________ 18, 000

I Exclades executive director who serves without pay.

During the fiscal year 1953, payments to medical and technical per-
sonnel accounted for about 43 percent of the total expenses of the
medical center, and repayment of debts incurred for remodeling and
equipping the center accounted for another 13 percent.
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The center pays rent of $4,000 per year; during the first 8 months,
space was provided rent free.

Awverage cost per member.—About $14.26 during the fiscal year 1953.

Payments to physicians—The physician employed at the medical
center on a full-time basis is paid an annual salary of $7,500. Part-
time physicians are paid $13 for a 2-hour session. During the fiscal
year April 1, 1951, to March 81, 1952, a total of $24,000 was paid to
physicians, and during the following fiscal year, physicians received
$52,000.

ServICES PrROVIDED

General medicine and specialist services, including a complete phys-
ical on the first visit to center and periodically thereafter upon request,
are provided to ambulatory patients. The initial appointment for
the patient is made through the union office, all subsequent appoint-
ments being made by the patient directly with the center.

General medieal and specialist care.—~The patient is assigned to an
internist during his first visit to the center. This internist is respon-
sible for performing a routine physical checkup and for requesting any
specialist, diagnostic, or technical services he considers necessary. He
acts as personal health advisor to the patient throughout all subse-
quent visits to the center and coordinates the findings of specialists
and technicians. Specialties include: internal medicine, gynecology,
eye, ear, nose, and throat, gastrointestinal, proctology, minor surgery,
skin, psychiatry (added September 1951), peripheral wvascular,
pathology, diabetes, pediatrics, chiropody (added August 1952), car-
diac, metabolic, endocrine, allergy, orthopedics, neurology, urology,
and radiology.

Amncillary services.—Diagnostic X-ray, all standard laboratory pro-
cedures, electrocardiograms, basal metabolism, physiotherapy, au-
diometry, and oscillometry.

Cooperative services—Center will perform preemployment exam-
inations upon request of the union or the employer. Upon special
occasions, for example during a flu epidemie, the center staff has gone
into the shop to provide immunization services and special X-rays and
examinations for exposed workers and dependents, regardless of
whether the union had family coverage.

Upon written request of the family physician, the center provides
technical services at cost to dependents not covered by the plan and
forwards report to physicians.

Other services—Drugs, eyeglasses, and various appliances are pro-
vided through outside facilities at reduced rates.

Services not provided.—Dental care and physicians’ services in
home or hospital as part of plan. Where patient has inhospital medi-
cal and surgical coverage through Blue Shield or insurance company



and elects to receive care from a physician on the center’s staff, the
physician accepts insurance indemnity as full payment for his services.

F aciviTies

The center occupies the first floor of St. Luke’s and Children’s Hos-
pital Building. It covers about 10,000 square feet. Its quarters have
been remodeled and equipped with modern facilities.

The center is open from 9 a. m. to 7 p. m. Mondays through Fridays
and from 9 a. m. to 1 p. m. on Saturdays.

STaFF

Administrative staff—As of March 1, 1953, the medical center
had 6 full-time persons, a part-time executive director, and 2 part-
time clerks. The full-time staff included 3 secretaries (of these, 1
is a medical secretary and another compiles statistics), 1 appointment
clerk, one telephone operator, and 1 clerk.

Medical and ancillary staff —On March 1, 1953, the mediecal center
had on the staff 20 part-time physicians and 1 full-time physician in
addition to the medical director. The center does not have any gen-
eral practitioners on the staff; the usual functions of general practi-
tioners are performed by internists. The full-time physician and five
of the part-time physicians were internists. The other physicians rep-
resent various other specialties.

The center employed a full-time nursing staff of 5, including a
nursing director, 3 registered nurses, and 1 practical nurse. In addi-
tion, the center had on the staff 2 full-time laboratory technicians and
2 full-time X-ray technicians.

Qualifications for physicians—Staff specialists are selected on the
basis of their professional qualifications, experience, special training,
and their standing in the community. Most of the staff is board quali-
fied, and those younger men who have not passed their specialty board
are either board eligible or working toward that status. Chiefs of
departments are generally board qualified.

Physicians’ hours—Physicians in all the specialties provided 4,126
hours of service during the year ending March 31, 1952, or an average
of 683 hours for each 1,000 eligible persons. Over 38 percent of all
hours of service were provided by physicians in general medicine, and
another 13 percent, by radiologists. Pediatric services accounted for
the smallest percentage of physicians’ time, reflecting the small num-
ber of dependents covered. Table 1 shows, for each specialty, the total
number of physicians’ hours and the number of hours per 1,000 eligi-
ble persons during the fiscal year.

UTILIZATION OF SERVICES

Persons receiving care—~During the year April 1, 1951, to March
31, 1952, 1,713 persons visited the center. The 1,713 patients repre-
sented 28.4 percent of the average monthly membership. Those union
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members who were enrolled for a full year used the center somewhat
more frequently. Table 2 shows, for each of the seven locals affiliated
with the plan for 1 month or more during fiscal year 1952, the number
of members enrolled, the number receiving care, and the total number
of visits to each department. In the unions whose members belonged
to the plan for a full year, about 1 eligible in 3 visited the center during
the year.

T'otal services provided.—The 1,713 persons who used the center
during the year made 16,338 visits, an average of 9.5 visits per patient
and 2,706 visits per 1,000 eligible persons. Of the 16,338 visits, 10,600
were to physicians, Nearly 13,000 services were provided by the tech-
nical department, or about 2,100 per 1,000 eligible members.

Services provided by medical departments—All physicians’ visits
totalled 1,754 per 1,000 eligible members. More visits were made to
the departments of general (internal) medicine and injection therapy
than to any other. There were more than 700 visits per 1,000 eligible
members to the general medical department and 350 visits per 1,000
eligibles to the injection therapy department. The eye department
gave an average of 1 service to each 10 eligible members. Table 3
gives the total number of visits to each department during the year
and the number of visits per 1,000 eligible persons.

Services provided by technical departments—During the year 1951-
52 the following services were provided :

X-ray department:

S TUEL TR RE T T e U S S S TRt e e 2, 537

Number of vigita to department. _______________________._ 1, 991

Number of SIme used . .o rcsncccamcteeneneeesees 1 508
Laboratory department:

Mnimnherolhpereloas. oo o S0 e s an o heae e 7, 907

Number of visits to department_._.. W N T s 1, 693
Physiotherapy department:

MNumber of seryiees. - __ oo eeee—---- 1,088

Number of visits to department . _ _ .. 1, 536
O e e R S o S T M 402
AT R SR SR S © (S . - SR S 70
e R LA T T S T S S S a3

Each 1,000 eligible persons received 420 services in the X-ray
department, 1,308 services in the laboratory department, and 276
services in the physiotherapy department.

Table 4 presents a detailed brealkdown of type of service provided
at the center in each of these three departments.

ADMINISTRATION

Title to all funds and other assets is vested in the plan as a trust,
with no employee, employer, or union having any right, title, or
interest thereto.
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Table 1.—Physicians’ hours, by specialty, A. F. of L. Medical Center,
Philadelphia, April 1951-March 1952

Number of hours Number of hours
Bpecialty ..'a.wlruga Bpecialty .hmgel
per per

Total | BEY Total | BSEA

Persons ! persons !

All physietans_ . _.......| 4,126 081.3 || Urology.-.occcccoccmmmcanaecacs| 108 16.9
!L e caos g il e ol o5 16.2
CGeneral medical......ceceeeeaaa| 1, 686 262.7 o i SR s R s a0 14.9
Rad it s 520 86,1 Mmurnurguy,...--,_-..,---... 62 10.3
275 45, 5 62 £8
a5 45,0 45 7.0
246 40,7 A6 7.0
1693 32.0 40 [

188 211 19 3.1
136 2.5 16 2.6
EEl AR St Ay 131 BT Pedlabrdes. il 13 22

I Based on the equivalent of 6,088 members eligible for entire 12-month period.
Souree: A. F, of L. Medical Service Plan: Fhiladelphin Labor-Medical Story. Philadelphia, (May) 1952

Table 2.—Annual number of patient visits classified according to union affilia-
?;Eé A. F. of L. Medical Center, Philadelphia, April 1, 1951-March 31,

Number of visits by unfon members
All l Building
Type of visit unions Lu?m Painters| Central | Meat | Team- | Plumb- | servies
workers | district | Labor | cutters | sters | ers local amllalnr-
loeal 61 21 Unlon |local 195 | local 463| 680 | ees local
Number ul' members en-
enrolled X llls 9,000 | 71, 200 1, 500 11| 33400 ¢35 | ¥1,150 | 91,500
‘qnmhar wl’m received care. .| 1,713 457 480 4 M5 31 148 45
visits. e 16,838 4, 116 4,784 B, 507 1, 246 M7 i 34
Medigal dfﬁammta.
eeaeeeaa] 4206 | 1,067 | 1,232 m| 1,586 74 314 81
ﬂmmlumr.-.__--..-.-_ 118 il Bl Bt L R 2
- R e et 640 109 158 232 i 51 i |
Ear, nose, and throat.... H05 148 153 225 4 5 (1
Gastrointestinal . b7 78 B3 40 3 a 1
B ah oo 506G 173 137 177 i @ [/
Endocrine......... 10 [ I e 0 e e | TTO
Minor 5 A T 1638 = i) 2 13 2
ﬂﬂhﬁd ............. FRG 164 =7 143 7 B0 [i]
Injecti e 1% Mu; mgﬁ FArEaTi :Hé ? iﬁ 3
011 £ D e e e
Urclogy 322 s 106 100 11 8 2
177 59 [ J Pttat i sy 45 4 1 2
50 13 1| ] [REEREREAER) 80 l.--: =t
&6 ] SR, o | RASNROL R | SRR | Eiee I | [IRL e
. ) [N o o 44 1 - B ESFEER =) RS o | | LTS =
TE | e Fo 1 S SRR PR L S e ] 1] 2
286 B6 ;. | FESRE B85 3 21 2
T 10 1 ] SRR - [ IR 8 1
53 13 1| R 19 3 Bl (S WA
Ph:.rsio-themp:sr et wia sl LN 428 T R 440 a1 129 17
Electrocardiogram. . _.... 402 T8 126 127 12 44 12
Laboratory. .o oo 1, 603 362 427 [ 6388 20 150 AL
Radiology X-ray .. .oooo. 1,801 362 G15 B 672 T 103

1 Average of 6,038 members covared ﬂurin% 12-month perlod.
¥ DnIF uninn providing family coverage during first year; above figures inelude 300 workers and their

de
l;pn‘.e}n]y 298 members covered for 12 months, balance covered for § months; equivalent to 2,366 covered for
months.
i Only 8 monihs coverage; equivalent to 165 covered for 12 months.
+ Only 7 months coverage; equlmiant to 871 govered for 12 months,
% Only 1 month coverage; uqulmlf.nt to 125 covered for 12 months.

Source: A. F. of L. Medical Bervies Plan: Philadelphia Lobor-Medical Story. Philadelphia, (May) 1952



Table 3.—Annual number of patient visits to A. F. of L. Medical Center,
Philadelphia, Apr. 1, 1951-Mar. 31, 1952

Il
Numbar of visits Number of visits
Type of visit Amrﬁlﬁ Type of visit Average
1,000
Total | it Total | FGiiibla
persons 1 persons 1
All wisdts, oo aaaaaa.| 16,888 2705, 9 Madém de ments—Con,

FIBEO DT Y - - - o eccnccmemmns 118 18. 5
Medical departments: L e [ Al 6 10.9
General medicine...........| 4,205 11,3 BT 7 e e 69 0.8
Injection therapy...........] 2,120 3511 Neurology o meeemme e 44 7.3
R e L e oo 649 7.5 Pelinkrien. o it 30 .0
Ear, nose, and throat_.____. 595 98, 5 Endoerinology T 10 LT

Ortbopedia.____ . ... ___ R0 7. 5 Tmhnlml dep&rnnenta
Dermatology . oo e eenana 506 4.8 L AR e U e 1,001 3.7
o | = 1 - b

STmtE o e ?s ERDY . s ciseiainins :
Allergy ... e 256 47.4 et D 402 68, 6
el F il e 223 8.0 Andhma ................ 70 1.6
Cardiology.__._ FET 177 .3 Baszal metabollam. .. .ceee- 03 8.8
Minor surgery.. e 148 2.8

1 Based on the equivalent of 6,038 members aligible for entire 12-month period.
Source: A. F, of L. Medieal S8ervice Plan: Philadelphin Labor-Medical Story. Philadelphia, (May) 1952

Each affiliated local is required to have its own medical service plan
committee responsible for financial matters and for acting as liaison
between the general committee and the local. The general committee
consists of two representatives from each local medical service plan
committes and from the Central Labor Union, A. F. of L., of Phila-
delphia; it has full charge of all activities, projects, and undertakings
of the center. The general committee meets every 3 months.

An executive board, elected by the general committee and composed
of members of the committee, administers the program. The board is
responsible for such activities as setting up subcommittees, authorizing
expenditure of funds, including purchasing of facilities and equip-
ment, and employing personnel. Authority of the board includes
the right to accept or reject applications from unions, with the union
having the right to appeal to the general committee in case of rejec-
tion.

The medical advisory board is composed of the medical director
and two other physicians in the community. Dr. Joseph A. Lang-
bord, medical director of the Sidney Hillman Health Center of Phila-
delphia, and Dr. Curtis Dohan, chief of the diabetic clinic of the
University of Pennsylvania, now serve as members along with Dr. R.
Ralph Bresler, the medical director.

Recorps

A complete medical record is maintained for each patient. Each
physician examining or treating a patient makes a chronological
record of services; all records of X-ray and laboratory services are
maintained in the same file.
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Table 4. —Annual number of specified service.

s provided
Service Center, Philadelphia, Apr I 1951=-Mar. 31, 1

at 4. F. I.. Medical

Number of services Mumber of services
Type of serviea &ﬂl?“r]g}'ﬁ Type of servieo A .
P per
Total | Soigible Total | Saligible
persons ¢ persons
X-ray department total___| 2, 0537 420, 2 Brnnuulphnlein, ............... l.g 2 ;
Barim CIomA. . cceeeeeemmaaee i) 12.4 Enlﬂl-ﬂll-ﬂ floeculation _________. B 15
Cervical spine.. ..o vcececenn.. 40 | L R S 2 .3
e L L S L iy 113. 4 || Clot retraction. .o .eeeeeeaaa ! at
E:hnlunn’ingmm----------------- 1 b | L e ¢ 0T T S R R 1 .2
a4 ] e e ey AA3 58 5 lathon tlme. ... i 1.0
Flatplates. - ooococoiooos o 12 20 || Colloidal gold_ . . ________ 14 23
Fl io examination. _____ G224 [ R Ty e e st 10 L7
Gall blu.dﬁar ___________________ 85 4.1 Flahberg coneentration test. . 2 .3
I 28] P O Eop el Rt o b 1] 23 || Praglltycooasicacaainiicia 2 .2
Intravenons Program. oo eee - 43 7.1 || Gastricanalysis. ... 31 51
Lumbarspine______ .. ___.... 154 25. 5 || Oastele contenta. . ccoaaaaaa 3 .5
IR 22 e S i T s D 7 e o e L 2 e e & 1.0
MaiBla. s e 1 .2 || Glueose tolerance. oo o eo.... 10 1.7
Bt e o S e 12 2.0 || Hematoerlb oo e ooaaa il 5 .8
B e e s o L6 || Hemogram..... e 1 3
T T SR N R e P 104 17. 8 || Heterophile antibody. . 4 o
Bl oo i e e 41 .8 || Ieterus index- . o e e i 5 B
Smallbowel, oo iemiaas 4 i [ T e e e e T 1.3
Ewnll-;v.ing fometion. .. ccoeeen.. 12 2.0 || Phenolsulfonphthalein.......... 1 ]
N E 1y e P T R e 2 .3 || Platalet commt. oo eeooeeo e 7 L2
Thoracie SPIRe.....cceeeemcaeasas &l 51 || Protbrombin. ..o ceeeee e 4 A
Unper e ] 1T e e e ] 219 303 nantitative Wassermann. . ... 29 4.8
Tarsalpl nngrnphy----.,_,.-_. 1 - ticuloeyte COUNE. o cccaccae e 3 N
Laboratory dapartment abutungm e 1 3
aborgtory Jepartment | 0 | 00 || Skekling test.. . coeee e z
1] S s e e R B e I e e e ) 1.3
- Splnn]ﬂuid._“_-un-_._______ 14 a8
Achd phosphate. ....cccoooaaaaal & BT |2 e b s e 42 7.0
o [T T T e R S 2 il Eitlnrlinx---.....-__.,..._....-. 2 i
A M e s TR I T (i) 1.0 R ATt | i e ot 4.7
Bazal metabolism. .ocaccaaaaa 58 £.8 || Total protein. .o cceceececoaaa H 568
3 ] U'r[ma analyals. . .o cecemaaaa| 1,268 210. 0
g 1.3 Yanden Bergh . ... 7 1.2
ood acld 1 P Physintha ¥  depart-
Bluoﬁ alkaline phosphatase_ ... 1 L7 taID_“ 1, (68 7. 3
Blood eholesterol . oo ..... 50 9.3
Blowd choleaterol esters. ... 21 S| BT T e 1 e 715 118. 4
Blood eounl. .o - ceoicim e a,7ee B17.6 || Galvanism. oo eeeeccemaea- a4 Gl
Blood sedimentation. __________ 441 T30 Intraped oo s a i s 251 46, 5
Blood sgar. il 00 | Dl s 115 19.0
Blood thiocyanate. . oeeeeneas 7 1.0 || Medeatron stimulstion, . ... 261 43, 2
Blood ures nitrogen. ... o0 369 || Sinusoidal earrent_ . .oooo.. 168 o%.0
Blood mrle aedd. - e e 42 R | B T T R R S o R 45 7.5
Blood Wassermann. ......ceccae 1,048 173. 6 || UItraviolet. oo ceeeecceaeacaaol | 55
Bone marrow examination...... 2 .3 ' BT | R e P S R e e ST x 4.5
1 Based on the equivalent of 6,088 members eligible for entire 12-month period,
Source: A. F.of L. Medical Service Plan: FPhiledelphia Labor-Medical Story.  Philadelphia (Aag) 1952,

OTHER HEALTH AND WELFARE BENEFTTS
Members of participating locals are eligible for the following bene-
fits through health and welfare programs under collective bareaining ;
the type and volume of coverage varies with each participating local.
Sick leave—Varies from $16 to $30 a week up to 26 weeks for sick-
ness and for accidents occuring outside the shop.
Hospitalization.—Benefits vary from $7 to $9 a day up to 31 days
for sickness and up to 62 days for accidents occuring outside of shop.
Surgery.—Up to $350.

Maternity benefits —$75.

Life insurance.—Policies vary from $250 to $3,000.



Retirement pensions—Only one group in local 463 of the Teamsters
Union has retirement benefits,

VARIOUS EVALUATIONS

At the end of the first year, the officers of the Medical Service Plan
reviewed its accomplishments, The counsel for the plan commented
particularly on the fact that a group of workers in different industries
and crafts, with a heterogeneous set of employers, was able to achieve,
through collective bargaining, medical services for the workers. The
executive committee of the Central Labor Union, speaking on behalf
of its members, emphasized the important contribution made by the
employers to the health and well-being of the workers. The full text
of both these comments appears in exhibit A.

Exhibit A.—FEvaluations, American Federation of Labor, medical service plan
of Philadelphia.

Statement by M. Herbert Syme, counsel for the Medical Service
Plan:

The American Federation of Labor undertaking was much more complicated
than the ladies’ garment venture (International Ladies’ Garment Workers'
Union health center, in Philadelphia), The garment workers were a homo-
geneous group. They had one contract with one group of employers. The
contributions came into one treasury. The A, F. of L. venture, on the other hand,
comprised a group of industries, workers of different ecrafts dealing with a
heterogeneous set of employers. How to develop a formula for this divergent
group that would operate with ease and effectiveness was a challenge to the
resourcefnlness of the A, F. of L. leadership.

A year passed. What seemed impossible has been achieved. The center is
here. The stafl is here. Clinical services are rendered to workers., An agree-
ment has been worked out—an agreement with the employers—an agreement
with the affiliated locals and the A, F. of L. health center.

This is no substitute for health insurance or for a vast Government project.
It does not pretend to be. It is & cooperative effort, however, between labor
and imdustry to provide needed medical services for workers. It is important
becanse it is done in the best traditions of collective bargaining. It is important
because it recognizes the responsibility of American industry toward the worker.
It is important because it recognizes the labor union not merely as a vehicle
for securing better wages, shorter hours, improved working conditions, but as
a medinm that permeates the life and welfare of the worker., It i% one more
acknowledgment of the fact that the trade union is becoming increasingly a
way of life.

Statement by the executive committee of the Central Labor Union
of Philadelphia and vicinity on behalf of its members:

In preserving and maintaining the health of our workers, the interests of both
labor and industry run parallel.

To o labor union, a membership healthy in mind and body represents a mem-
bership alert to its own interestz and responsive to the obligation it assumes
to industry.



To industry as a whole and to the individual employer, the health of the
worker is one of the biggest assets to their business.

The above principle was clearly recognized by the employers both in asso-
ciation and as indivduals when they accepted the idea of covering their em-
ployees with medical services rendered at this center.

For this action on the part of our employers, our affiliated unions express their
everlasting thanks on behalf of the workers in their respective industries.

Ag time passes, the history of our work will record this action on the part
of pur employers' groups as one of the most important contributions ever made
by them to the well being and happiness of the people who earn a living in their
industries and whose only asset is thelr health.

Bource : American Federation of Labor Medieal Service Plan: Philadelphia Labor-
Medical Story, Philadelphla, (May) 1852, 28 pp.

SOURCES

A. F. of L, Medical Service Plan: Philadelphia Labor-Medical Story. Phila-

delphia, The Plan, 1952.
A, P of L. Medical Service Plan: Presenting the American Federation of

Labor Medical Center. Philadelphia, The Plan, 1951.
Correspondence and personal interviews.
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The Sidney Hillman Medieal Center®
of the
Male Apparel Indusiry

2116 Chestnut Sireet
Philadelphin, Pennsylvania

A group practice health center established in 1951 to
provide complete medical care to ambulatory patients, it
now serves approximately 23,000 members of the male
apparel industry in Philadelphia. The center is a joint
labor-management project. Both groups actively par-
ticipated in planning and made equal contributions
toward financing facilities. Title to land and building is
jointly held. Total operation costs amounting to about
$350,000 annually are paid by employers under collective
bargaining contracts. Average cost per eligible person
for fiscal year 1951-52 was $14.77.

Planning for the project began in 1946 when union members pro-
posed to representatives of the Philadelphia Clothing Manufacturers’
Association that funds be set aside by the employers for maintaining
and operating a center which would be built and equipped by $20
contributions from union members; under a later arrangement, em-
ployers and union agreed to contribute equal sums to the initial cost
of the center.

Most of the shops in the industry are small, and with few exceptions,
do not provide inplant health services. However, the favorable ex-
perience of the firms that were making such services available to their
employees stimulated general employer interest in establishing a joint
center as a means of reducing absenteeism among workers, As a
practical approach to the problem, a long-range program providing
ambulatory medical care was proposed, with employers actively par-
ticipating in the planning.

The need for and value of health services was substantiated by the
findings of a preliminary program inaugurated in 1948, Members
received special tests and examinations, without cost, upon the written
request of their private physicians, to whom resulting information
was sent. The 1,870 referrals handled between September 1948 and
April 1951 cost $44,353, and were paid out of funds appropriated for

*Charles Weinstein, Manager, Philadelphia Joint Board Amalgamated Clothing
Workers of America, and President, Medical Center; Joseph B, Seitchik, Presi-
dent, Philadelphia Clothing Manufacturers’ Association, and Vice President,
Medical Center; Joseph A. Langbord, M. D., Medical Director, Albert Wells,
Business Administrator and Treasurer.



the center. The program showed that some members of the union
lacked funds to obtain specialist services recommended by their private
physicians; it also uncovered a number of unsuspected illnesses in
time to save lives, and demonstrated the importance of having general
practitioners and specialists work closely with each other.

When the center was established in 1951, it was named at the sug-
gestion of employer-members of the center’s board of trustees, in
honor of the founder and first president of the Amalgamated Clothing
Workers of America.

Basic OBTECTIVES OUTLINED BY PLAN

On the basis of the findings of the emergency program, and joint
study and planning by union and employer representatives, the fol-
lowing were drafted by the board of trustees: :

1. Specialist service for ambulatory and chronically ill.

2. Consultation service to patients who voluntarily come to center
and to patients referred to center by their attending physician.

3. Intensive laboratory services for voluntary patients and for re-
ferred patients on request of physician.

4. Preventive medical services, including periodic physical exami-
nation and health education.

5. Cooperation with private physicians referring patients to center.

EricipiLiry

To be eligible, a person must hold membership in one of the 16
locals of the Philadelphia joint board of the Amalgamated Clothing
Workers of America. A stamp received at time of payment of
monthly union dues is proof of eligibility. Member is eligible for
care for three months after the last month for which dues were paid.

MEMBERSHIP

About 23,000 members of the 16 locals of the Philadelphia joint
board of the Amalgamated Clothing Workers of America are covered.
Membership in locals varies from 200 to 5,000 persons, with 8 locals
having less than 1,000 members.

Average annual salary of members in 1951 was about $2,000.

Members range from 18 to 70 years of age, with about equal repre-
sentation of males and females.

Dependents were not covered until March 1, 1953, when dependent
wives and husbands of members in the clothing industry proper be-
came eligible. Negotiations are now under way to cover dependent
wives and husbands of members in the cotton garment industry.

METHOD OF FINANCING AND COST OF CARE

Method of financing—~Construction and equipment of the center
were financed by equal contributions from union members and em-
ployers; the total expenditure of $1,280,540 is broken down as follows:
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Ehiildino sl lamd o e st s s fa s st e s wan - D086, TOT

e LT T e e B 41, 344
Pentalatulpoyent_ . _____ . _ . . . [ 3, 170
%ptiﬂal L U o e SRR R S e, 5, 400
X-ray equipment and accessories_.. .. .. ... ... B, 346
diiah ot TR Le Sos B8 SR R e S R 2, 540
Office equipment, furniture and fixtures . ___._______._. * 53, 850

Operation of the program is financed by employer contributions.
Prior to January 1, 1953, such contributions were equivalent to 0.75
percent of the payroll in the clothing industry proper and 1 percent in
the cotton garment industry (because of its different makeup). Con-
tributions for employees in the clothing industry proper now con-
stitute 1.25 percent of payroll—0.75 percent for employees and 0.50
percent for their dependent husband and wives.

Operating costs—First-year operating costs were $336,000; costs
for the second year are estimated at $360,000. The annual cost in-
cludes an item of $41,000 for depreciation of building and equipment.

Payments to medical and related staff accounted for nearly half of
all costs. Total operating expenses, by broad category, are shown in
table 1.

Average cost per member.—Fiscal year 1951-52—§14.77.

Cost per visit—Average cost to the clinic for each visit varied from
$4.46 in the department of urology to $9.11 in the department of
surgery. X-ray procedures cost on the average, $5.95 per service, and
X-ray therapy, $13.62. Table 2 gives the average cost, both direct and
indirect, of each patient visit by department and by type of service.

Payment to physicians—~The original plan for remuneration of
physicians was based on $14 for a 2-hour session, or an annual pay-
ment of $2,000 for 150 sessions. As of January 1, 1953, the arrange-
ment was changed so that physicians receive $7 per hour during the
first year, $3.50 per hour during the second year, and $10 per hour
thereafter. Payments to stafl physicians were $105,000 during the
fiscal year 1952, not including about $2,000 for outside consultations.

SERVICES PROVIDED

Comprehensive medical care is provided to ambulatory patients at
the center. Appointments are required for all visits. Referred pa-
tients receive services requested by family physicians.

General medical and surgical care—Each “voluntary” patient
(those not referred by a personal physician) is assigned to an inter-
nist who remains “the doctor” throughout treatment. He gives the
initial examination, including a gynecological examination for
women, orders any special examinations necessary and correlates the
results of the examinations. He may call on any specialist for assist-
ance in diagnosis and for treatment. (See table 8 for listing of
specialists on center staff.) The surgery department handles minor
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surgery and treatment of emergency cases; limited to cases not requir-
ing overnight stay .

Ancillary services—Routine examinations include extensive labora-
tory tests, chest X-ray, and other X-rays as needed. Laboratory is
equipped to perform chemical, bacteriological, hemotological, sero-
logic, and tissue tests. The radiology department gives superficial
and deep therapy as well as diagnostic examinations. The physical
medicine department treats all problems connected with malfunction-
ing of muscles and joints.

Cooperative services—Patients under the care of a private phy-
sician receive only those examinations requested by him, and a report
is sent to him after the procedures have been carried out.

The public health department functions as a coordinating unit and
as the liaison between physician, patient, and community resources.
See exhibit A for further details.

Other medical services—Pharmacy fills prescriptions of staff phy-
sicians at cost.

Services not provided.—Medical and surgical care are not provided
in home and hospital. Patients are entitled to cash hospitalization
payments and inhospital surgery through health and welfare funds.

FaciLiTies

The center is centrally located and accessible to most members,
The building, newly constructed, is the result of careful planning for
both present and future. The present building can accommodate a 50-
percent increase in membership and can be expanded by the addition
of other services. Facilities include extensive laboratory and treat-
ment facilities, a pharmacy, a small auditorium, and an individual
suite for each physician, including office examination alcove, two
dressing rooms and vestibule; an unusual feature is semiprivate wait-
ing rooms outside each physician’s office instead of a common waiting
room. Since industrial processes in the clothing industry often result
in long hours of muscular tension, the center has a machine capable
of exercising any group of muscles or joints in the body, the first of its
kind installed in the East. The deep therapy X-ray machine is one
of the few in existence and is the most expensive installation in the
center.

The center is open from 9 a. m. to 6 p. m. daily and from 9 a. m. to
1 p. m. on Saturdays so that patients may attend clinics outside of
working hours; laboratory and X-ray services are available all hours;
the majority of the clinics are held in the late afternoon or on
Saturdays.

STAFF
Administrative staff —At the beginning of 1953 the staff consisted
of 21 persons, including 5 part-time clerks,
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Professional staff.—On January 1, 1953, the staff included 48 part-
time physicians, 5 full-time nurses, and 9 full-time and 2 part-time
auxiliary staff members, The number of staff members associated
with each specialty, and the average number of hours of service pro-
vided per week and per 1,000 persons eligible for service are shown
in table 3.

Qualifications for physicians—Staff is recruited through announce-
ments in medical journals inviting physicians in various specialties
to apply for employment at the center. Selections are made by an
advisory committee of outstanding physicians. Applications are
processed through the center’s medical staff, and final approval is
given by the board of trustees upon the recommendation of the medi-
cal advisory committee,

UTILIZATION OF SERVICES

Persons receiving care.—During the fiscal year May 7, 1951, to April
30, 1952, the center was visited by almost 6,000 patients, 26 percent of
the average membership. About one-third, 1,998, were referred by
private physicians, and 3,970 were self-referred. Patient visits to-
talled 45,944, an average of 7.7 visits per patient.

Total services provided.—The center provided 70,163 services dur-
ing the year. Each patient received, on the average, 11.8 services in-
cluding pharmacy visits for prescriptions; excluding such visits, the
average was 10.5 services.

Services provided during first fiscal year were as follows:

Number

Item Per 1,000

Total | eligible

persons
b1yt Y[t TR Tt N SR e DS S S SR PP S | | | 30849, 2
e R o o L e L sl %, 111 1377
Gt e ]y [ S RS S e L T S T 17, 295 761 5
An A D e b e e S R e e S DR e e S| (B | 56T.3

Other services:

R T B e o e e e b 4, 415 104. 4
L e e S L e 7,458 328. 4

Services provided by medical department—Of the 28,000 visits to
the medical clinie, 39 percent were to the department of general medi-
cine and another 13 percent to the eye department.

Table 4 gives a breakdown of clinical visits by type and shows by
broad categories the diagnostic and ancillary therapeutic services
provided.

Services provided by ancillary departments.—During the year each
1,000 eligible persons received 495 X-ray examinations and 34 X-ray
treatments. A total of 6,399 persons visited the X-ray department
and received an average of 1.9 services each. On the average, 1.5
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diagnostic X-rays were made of each part examined. Chest X-rays
accounted for one-fifth of all parts examined. Table 5 presents a de-
tailed breakdown of the services rendered by part examined ; summary
data on the X-ray department follow.

X-ray department:
~ray examinations:

Number of parts examined. .. . oo oo cecicccccaaaa 7, 592

Mumber of Bervieed. oo csinsciaim s ts bt n 11, 281

Number of visits to department. - o oo oo oo 5, 651

X-rav therapy:

Mumber of servieas o - - .o Lo e e 748
B e R e B e S S e 628
Superficiall o3 s et ot s S oul Bl ik 120

Number of visits to department_ . _ . ____.__ 748

Patients visiting the laboratory department received more than
seven services each. On the average, each 1,000 eligible members re-
celved 2,021 laboratory tests. Six laboratory tests accounted for 65
percent. of all laboratory services. About 46,000 laboratory services
were performed in the course of 6,000 visits to the department. Table
6 shows the number of each type of laboratory test given and the num-
ber per 1,000 eligibles.

The physiotherapy department gave 22,849 services during 7,046
visits, or 3.2 per patient visit. Each 1,000 eligible persons received
1,006 physiotherapy treatments. Radiant heat and massage were the
most frequent procedures. Table T presents a detailed breakdown of
the physical medicine and rehabilitation treatments given,

ADMINISTRATION

Administration of both the center and the health fund is vested in
the board of trustees consisting of 24 members, management and labor
having equal representation. The board is empowered to make all
necessary and appropriate regulations and to operate the center.
Union members are designated by the Philadelphia joint board,
Amalgamated Clothing Workers of America; management represent-
atives are selected by the president of the Philadelphia Clothing
Manufacturers Association; the chairmanship alternates annually be-
tween a management and a union representative,

The medical staff at the center has responsibility for all medical
phases of the program ; the medical director, Dr. Joseph A. Langbord,
has been with the center since the planning stage and works closely
with the board of trustees.

In 1953, the center established a corps of advisors composed of union
members in various shops. Analogous to shop stewards but concerned
primarily with health problems and acting as liaison between members

and the center, these persons are given a training course to prepare
them for this job,

106



REesgparcH

The union believes that the permanency of the center and the con-
tinuity of its relationship with its patients offers an excellent oppor-
tunity for research. Medical records are carvefully supervised, diag-
nostic data recorded in accordance with standard nomenclature, and
all records reviewed to determine their accuracy.

In 1951, a grant of $25,000 was received from the Sidney Hillman
Research Fund of New York. Current research projects financed by
this grant are a study of hepatosplenography and studies of the in-
cidence of virus disease and of the incidence of museuloskeletal dis-
orders.

With additional grants of $50,000 from the Sidney Hillman Founda-
tion, matched by industry and union contributions, the center has
established a research fund of $100,000. Plans for large-scale re-
search programs are now being formulated.

OTHER HEALTH AND WELFARE BENEFITS

Services at the center are supplemented by the union’s social insur-
ance program. Benefits include:

Hospitalization—Nine dollars a day up to 31 days for sickness and
up to 62 days for accidents occurring outside of shop.

Sick leave~Twenty dollars a week up to 13 weeks for sickness and
up to 26 weeks for accidents occurring outside of shop.

Surgery.—Up to $200.

Maternity benefits.—One hundred dollars.

Life insurance—~Five hundred dollar policy.

Letirement pension at 65 —Fifty dollars a month from pension pro-
gram in addition to benefits under old age and survivors insurance,

Actuaries have estimated that the cost of privately purchased insur-
ance providing all of the above coverage for a man aged 50 (the av-
erage age of men in the clothing industry) would amount to $560 a
vear.

VARIOUS EVALUATIONS

President Jacob S. Potofsky, general president of the Amalgamated
Clothing Workers of America, considers the center “a living testi-
monial to sound and constructive industrial relations.”

The Philadelphia joint board, Amalgamated Clothing Workers of
America, states: “No one who now sees the medical center, its phys-
ical plant and its personnel, can imagine anything less than whole-
hearted, unstinting work by both employer and union oflicials went
into its making. As an institution born of the intelligent teamwork
of labor and management, the Sidney Hillman Center will serve as a
monument to progressive industrial relations for coming generations.”

Satisfaction of the patients is reflected in the center's report that
not a single complaint was received during the first vear of operation.
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Acceptance by the medical profession is indicated by the fact that
private physicians referred 2,000 patients to the center during first
vear of operation.

Dr. Louis B. Laplace, president of the Philadelphia County Medical
Society, writing in 1951, commented on the high quality of the center’s
facilities and on its significance in serving low-income groups. He
pointed out that %, . . what the Hillman Center has done for its union
workers will have to be done, appropriately modified to the circum-
stances of individual groups, for millions of others.” See exhibit B
for more complete statement.,

Exhibit A.—Program of the Public Health Department, Sidney Hillman
Medical Center, Philadelphia

The public health department has as its general objective the maintenance of
a8 maximum state of health for the worker through a combination of service
and health eduecation ; it functions as a liaison between the patient, the physician
and outside community resources. Patlents are referred to this department by
the examining physician and are seen in an individual interview. The first
are scheduled by appointment to coincide, if possible, with other clinic visits
to avoid loss of work time,

The organization states that a positive health program offered to the patient
when he feels the need for medical service is of more value than the general
or mass education methods. For this reason, the indirect health education
approach is used to a great extent at the time of the patient's interview and is
related to & specific service requested. The malor areas of referral are de-
gcribed by the organization as follows:

1. Patients are referred for interpretation and clarification of physician’s
orders, special examinations, arrangements involving community resources, and
clarification of policy. These visits may be of the gingle type or may involve
several visits to the department.

2, Patients are referred for followup in certain special categories, the followup
being the most extensive aspect of the public-health program. The center states
that it iz only by a direct and positive approach and program that the maxzimum
state of health may be reached and maintained, and health education practiced
rather than preached.

The major categories in the followup program are listed and described as
follows

1. All nutrition problems (obesity, special diets, diabetic diets, etc.) are
referred for diet interpretation and health consultation. Followup appoint-
ments are scheduled when necessary. All diabetics are referred for diet in-
gtruction, insulin instruction, and diabetic health supervision. They are sched-
uled for supervision between visits to the doctor to insure continuity of care.

2. All photofluorograms that show abnormal findings are referred to this
department and patients notified to return for a 14 by 17 ilm chest X-ray. If
positive, they are followed through the medical evaluation and further disposl-
tion is made. All contacts of patients with diagnosed tuberculosis are inter-
viewed and chest X-rays arranged for. Patients are listed for routine followup
by this department and are notified of the specified time to come in for repeat
chest X-rays and physical examination.

3. All positive serologies are referred to the department. Appointments for
evaluation by the dermatologist are made and each patient is listed for routine
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followup after being seen by the physician for arrangement of treatment, con-
tact followup, and routine interval check.

4, All patients for whom electroconvulsive therapy 18 recommended are
referred by the nearopsychiatrist for arrangement for medical clearance, Each
patient iz interviewed individually for interpretation of treatment. A member
of the family is also interviewed for interpretation and signature of permit.
All patients report directly to this office for instruction prior to treatment. They
are interviewed to check any untoward symptoms (if present, referred to neuro-
psychiatrist before treatment). Followup on post electroconvulsive therapy is
made at monthly intervals.

5. All patients suspected of possible precancerous lesions are seen and recom-
mendations interpreted. Special followup is made, and patients are kept on an
active list until a definitive diagnosis is established.

6. All patients for whom surgery is recommended are referred for interpreta-
tion. Appointments are made by the public health department for medical con-
gultant evaluation, and the patient is seen immediately after medical consulta-
tion regarding surgeon, hospitalization, and arrangements as indicated by the
individual problem.

7. A patient considered to require job adjustment for medical reasons is
referred to the medieal director or the assistant medical director for evaluation.
If the patient is found to have a medical problem reguiring alteration in his
type of work, the matter is referred to the public health department. The
public health counselor brings it to the attention of the union's business agent
who reaches agreement with employer.

8, All social problems are seen for direct help or referrals to the proper com-
munity resource.

A statistical survey of the major classifications for active ease followup, May
1951 to May 1952, will indicate in a small way the scope of the program which
the organization feels is one of the most important and unigue functions of a
public health department in a diagnostic institution.

Questionable malignaney._ ... 50 | Special followup.ccccc e eae 268
Diagnosed malignancy - .- ----- 20 | Nutrition instructions. ... .. ... 1, 454
Apparently inactive tuberculosis._ 45| Job adjustment._ ______________ 29
Active tuberculosis_ . ___.__..... 10 | Hospitalization and convalescent
Positive serology .- oo __ L IR T e e e A s 104
—diagnosed . . ____________ 36

]Igl?fbetjslﬁﬁaﬁﬁi ____________ 54 TD‘EM ‘a.ctif.-'e case load, .
Electroconvulsive therapy._ ... 45 May 1952 ... 3, 071
Carbon-dioxide therapy - .. ---. B5 1 70 3, 052
Solitary nodules of the lung_ ... 8 T [ ke Ll 2 019

Exhibit B.—Evaluation by Louis B. Laplace, M. D., president, Philadelphia
County Medical Society, of the Sidney Hillman Medical Center, Philadelphia

A visit to the Hillman Medical Center is an impressive experience. The
building is spectacular with its ultramodern design based on the latest concepts
of hospital construction. The eguipment is more elaborate and complete than
I have seen In any institution of comparable size. The most important feature
to us, however, is its function. . . .

Here is a very challenging situation. Patients of a low-income group receive
medical eare costing far more than they could possibly afford on the usual fee-
for-service basis. Compare this with the types of medical care which are avail-
able to them otherwise: attendance at a hospital elinie, obtaining the favor of
reduced fees by consultants, or entirely foregoing consultant and laboratory
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studies which might be vitally necessary. The advantages to the patient there-
fore are obvious. Even the possihility that the patient may not appreciate the
service because it is free is unlikely because of the impressive surroundings and
liiz feeling that it is his own organization.

From the doetor's standpoint, there likewise appears to be no valid eriticism,
The staff physicians are, of course, employees of the union, but their status
differs in no essential respect from that of physicians employed in industry,
insurance and even in some hospitals. Little if any income is diverted from
private physicians since this patient group can scarcely afford laboratory and
consultant services.

The most significant feature to us of this situation is the faet that if all
the advances of medical science are thus made available at no cost to members
of a union, what will be the effect on all the other people in the low and middle
income groups who alzso want medical care of comparable guality as part of
their employment benefits, or at least without the nnpredictable and often finan-
cially disastrous features of fee-fer-service pavment, especially fee at the time
of service payment? The eventual effect can scarcely be doubted. The demand
for more complete medical care on an insurance plan, paid by the employer, by
gome organization, or by the patient himself will increase until, in one way or
another, it has been met. There will always be some who will pay on the
conventional fee-for-service hasis, but increasing taxation is inevitably reducing
the number of those who can or prefer to do so.

This iz our great opportunity te direet the further development of medical
care programs into forms which will combine the best service to patients and the
most satisfactory conditions for the doctor. What the Hillman Medieal Center
has done for its union workers will have to be done, appropriately modified to
the circumstances of individual groups, for millions of others. Let us see that
it iz done right. . . .

Source : The President's Page, Philodelphio Medicine, (April T) 1851,

Table 1.—Operating expenses, Sidney Hillman Medical Center, Philadelphia,
fiscal year May 7, 1951-Apr. 30, 1952, and budget for fiscal year 1953

Expenses 1052 Budget 1953
Item
Amount | Percent | Amount | Percent
b i 1 IEL T S R S P [ [ 100.0 | £300, 231 1000
PO ] il S R L e S e sl IR - ) | 7 187 G0, 65 19. 4
Buollding maintemanee_____. . _oio o ool o oo ] TR =20 B0, 180 o5 3
BnppHes and sodrdes & i 32, 103 o6 30, 200 8.4
T e e e T e e e R 104, 612 3.1 | 118 3M 3z2.9
Aunxitiory medlealiaball. . e ea ol BB 16. 9 1, 052 16. 9
Ph:.rsl-:ﬂl e o PR es o S - R o s | (R [0, -1t TRl S 1y ) (R L
..................................................... e T IR B 1y ] PR
Rndiolu[:lml R T e R e v LS PR S ) S
Maodlcal records Ubrarlan oo o e o A k| ] R ] 1
i T T T el R s B b R e e S T G AR S 41 | e
N A e e B R b RERC RS AL 1 | PR
Medioal stabtistlolan. oo - e e e Sl EEee I D e
Peyohology. ... R G L R SR SR e
Aszistant to psych!atrist ................................... G | Lol | o
B e e e e e = eI B e e e
Ouiside consoltationg, . o oo e cmcmmmaemncaamaaa 2,374 7 S .1

! Inclades $41,000 depreciation of bullding and equipment for each year,

* Major ﬁ;m;:ncludad in 1951 expenses: X-ray supplies, $15,088; medical supplies, $8,777; clinieal labora-
tory supp 473

¥ Inelndes salaries of medical director and assistant medieal director. General medicine staff aecounts
for slightly less than one-third of medical staff expenditures for each year.

Souree: Sidney Hillman Medical Center, Philadelphia, 1853. Unpublished data,
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Table 2.—Average cost of specified patient visit or service rendered, Sidney

Hillman Medical Center, Philadelphia, fiscal

year May 7, 1951-Apr. 30,

1952*
Average cost
Item Number
Total Direct | Imdirect
o All L 2 164 4. 10 23 $2. 82
g o e SR SR e R AR e T P

T b T e e e e e o S A (i88 f. 48 3. 65 283

T R e e o ITT 822 .11 A 2 83

3L el LI g e e e e e e e 1,044 5 28 2 45 283

En ocrlnalugly_________________________ R R e S 197 & G0 3.17 282

T R O e e e s w e da e 203 7.0 4, 19 284

[ o | e S RN e Gl R NSyt D PO b 12108 B, &7 2.5 283

b ] Ty T ] s e s o e (B [ [ | 572 2 8D L83

AL 1T T o R NN P et o B ol SR 3, 832 5 15 232 283

T L e e e o o o St e ey 1,461 4. Gl 1. 54 2 82

Froctology - 5 5 58 276 282

2[r (s T S S S S F R (N 311 2 39 . 72

Urology... T P NI 425 4. 46 L 64 282
Clinical visits and serv

i b1 e R e (e SR R O W e 11,979 .73 ] 253

e P B R e s e o e e e S i3 507 4. 52 1. 76 2R

T R T R e T O B S e e e e 7, 876 5 24 2 42 282
Diagnaostie dures:

L T T o i o i 6,131 4.37 202 235

Al L SRR RS SR SRR R e e e e 3,043 3. 00 .50 22

B e e e et &, 651 & 05 L83 312
ﬂ‘ﬂl%r mnmi}}a 2,274 3. 68 B& 2,83

Tl 0 e e i o s i e :

T e e e i e e o i 7,458 248 .35 213

CE T e T R S R e e S e e R e 4,415 3. 55 .72 283

Ty KR TR e B o e e e e N W S L S 748 1362 7. 46 6. 16

! More than 1 laboratory test made doring same visit connted as 1 serviee; similar procedure for X-ray

s simse Aateciion. s gyitenlin
cancer detection a ¥.
¥ Includes 167 olindeal visits,
4 Includes 691 clinfcal visits.
§ Includes 830 clinieal wisits.

Bource: Bidney Hillman Medical Center, Philadelphia, 1953. Unpuoblished data.



Table 3.—Physicians, auxiliary medical and administrative staff, Sidney

Hillman Medical Center, Philadelphia, Jan.

1, 1953

Item

Stafl
personnel

Annual equivalent
hours of service

:

bar

Average
weakly
honrs of
service
per
PREEZ0NL

Phyelciany by apeciRlby o o e e enEmammaas

L i e e ' it ' s f o o e e
Card el B T R S L DT L, RS e
BT T SR e g e e R e e e e e e

BT e e T e RS I S e e e
e T T R 1 P T e B g = L S L
dnmmlug:jr

En e b 2 = B

Gaatmmtamhgy .............................................
gwmlm----. e L e e e e e

PRI, e L e e T i d G
R barna ] E A AL at e e e e e T
g T T o] 5 g g P ity R SO e R B S R
Drum]wﬂlu.__ Pk o T R e e R, RO R oo

Uro = = SRR R o R e e e R T

A ) o R e e e aat

': i el s o . e

Lut%mtnrr T P T T e S e T T R

A s e

Su e e e e e e e R e

Pu ltc hr:-.u.lth eonncilor. .

ApPpoInERent OEEE. .« e e e e i
el T N P e Tt g0 L e S e P e
Record clerks. . 2 i e e e

-

114,820 fi5s2, &

=
Tk S e bt B e et B e S b o e e e B Y e e

2.6

ERE

T E

28

14

L -
-
RSB CBEE M bR EEn:

—
=

s

HF‘HHH = DN

L
=

o3

—p0pRS

..........

#

o P e, S e e e e

BEEE55558

S8ZEEZZZE | B| 22TIZLES | B BRERE

R RO T 2 S B0 S

! Based on average 12-month membership of 22,712,
1 Equivalent to 7.125 full-time physicians.

1 Equivalent to 14.75 full-time persons,

i Equivalent to 18.50 full-time persons.

Source: Sidney Hillman Medical Conter, Philadelphia, 10557 Unpublizhed data.
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Table 4.—Classification of services, according to type, Sidney Hillman Health
Center, Philadelphia, fiscal year May 7, 1951—Apr. 30, 1952

Number Nuomber
Item I [tem
A vorage Amﬁ
Total 1.'{9&‘ 1,Iom Total | per 1
eligibles 1 elibibles
L8311, 10 T 1 = T—— .. L ) | 1, 237. 7 || Diagnostle procedures. . ........| 17, 25 T81. 5
- EEEIE TR T (L 4 ) | 05.3 Basal metabolism. ... 431 18.0
T.4 Electrocardiogram. . . -| 1,B12 T8
30.8 Labhoratory.. - 6131 0. 0
36, 2 Photofluoro. F (L 134.0
B5.6 KT .- ainan remammn] BBHL MA 8
: 87 Miscollanaous. . ccceeceanaa- 10.0
1 1y T R PSR (6. % 162.1 |f
Gastroenterology. coeeeeeee- o2 £ 0 || Ancillary therapeutic serviees..| 12,884 G6T. 8
Gynecology 2, . oeaeeoaaoo.]| 2108 O, &
Modieal .. .. ___.| 11,012 4584, Carhon dioxide treatments | 1, 531 7. 4
Neur hiatrie..coe e g1 a0, 4 E vulsive therapy... o 4.8
Orthopedic. .ae e ceacennaaaa| 1,481 fid. 3 Group psychotherapy 5.....| 1,188 62.8
2y v o] 1o R e 775 4.1 Injection therapy¥.cccceaaa. 274 100, 1
ur[iurr-__-.---...--.-..-.- 11 .0 Phyzical medicine.......... | 46 310, 2
LA il T e R SRR 425 18.7 X-ray therapy—suparficial.. 120 A8
Mo consultations ®. .. .. 242 10,7 desp....o--- i w7
Physical medicine consul-
[ 71 s &30 6. 5 || Other services:
Pharmacy visita._...._.....| 7,458 328, 4
Fublichealth___ ... ._..| 4415 194 4

| Bazed on average 12-month membership of 22,712,
1 Includes cancer detoction and .

4 Separate count made starting February 1052,

1 Beparate connt made starting November 1951,

! Barvices Initinted January 1

¥ Barvices inftiated Aungust 1051,

Bource: Monthly Statement of Statiatics, Sidney Hillman Madical Center of the Mala Apparel Industry
of Philadelphia, 1952 imimeographed.

Table 5.—X-ray examinations and lﬁerﬂpjlf. Sidney Hillman Health Center,
Philadelphia, fiscal year May 7, 1951—Apr. 30, 1952

Number Number
Item Avern Ttem Average
Total r I]Ig Taotal | per 1,000
ligibles ! eligibles !
X-ray examinations ¥ ... __....| 7, 592 e e S g e e e 74 3.3
Lumbar apiog. - ccccenaea-- fi43 2.4
Abdoman. ... .cceceacncianns 76 3.3 e b o i e 19 B
F e SR e o VRERT 85 3.7 DIaEbaidN: o iaineiica a6 L&
Barium enems. .ccceeeeens- 463 20.4 MNasal hones. .. - T ]
TR R e e it e e 5 B Telvimetry 1 *
Cervical spina. D55 11. 2 Pelvis 50 29
Chest 1,62 TL3 Riba.. 50 22
558 M6 Hacroilincs 47 21
= 1.2 Shoulder 305 17. 4
i 28 Sinnses. 357 1567
2 .1 Bkull 35 I3
43 1.8 Bmall bowel study.......... a8 LT
3 .4 Thoracle sploe_ o 188 83
171 7.5 A e e 3 .3
e e e S TR s 15 2 L[ T A e S e BN S A BT 3.8
Glastroduodenal. .. .ceeueeae i1 43. 2 Miscollaneons_ . . ..o ] 4.4
121 (P e e T 194 B. 5 =
1737 7 Pl e T R 12 B Xoay theraD¥. cee e e e cmcenamee 748 329
12 | v R R P it i} 25
120 Ty, ) e e e 12 il BT s e i 628 2.7
Intravenous urogram._ ... 342 151 Boperfiedal ..o .o 120 63
] 2 R s S TR bLri] 1.9

! Based on average 12-month membership of 22,712,
i Represents count of each part X-rayed regardless of parts X-rayed at any one clinic visit,
¥ Lazg than 0.05 per 1,000.]

Sourca; Monthly Statement of Statistics, Sidoey Hillman Medical Coenter of the Males Apparel Indus-
try_of Philadelphis, 1952, mimeographed.
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Table 6.—Laboratory tests, Sidney Hillman Health Center, Philadelphia, fiscal
year May 7, 1951-Apr, 30,19527

Number “ MNumber
Item Average Ttem Average
Total | per 1,000 Total | per 1,000
eligibles 3 eligibles 1
Laboratory tests.. ... ........ 45,007 | 2021.3 || Laboratory tests—Continued -
Maszal smears for 182 BO
.a.uid. phosphatase. .......... o0 .0 IR R o e ) 5 ar
d [T T 17 oty o gt 18 14 LG onprotein nitrogen. ... . ... 7 1.5

lutination test.......... 7 3 Pllenulmlrnnphthnle]n.-.... a5 15
.& umin globulin ratlo.... 1] 22 paniwhnu R S5 65 20
..'.Il:a.tiua phosphatase . b 1.5 Platelet coumt_ ... oo 15 oo

1t T e R e e i {i .3 Protein bromide lodine...... = 1.0
Bm.l metabolism rating. .. 461 2.5 Prothrombin.. ... coeeee ...

Bence Jones protein. ... a .4 Qumutat.lw urine sugar (1] 3.0
Bleeding time_ ... cceee. ... ]| L0 e TR 04 4.1
b aledam. ool a5 1.2 titative Wassermann. _ & .4
Blood ehloride... ... _..._. & | [P e e |11 7.1
Blood cholesterol._________. bz T 126 Red blood count. ... 1 ()
Blood cholesteral esters_____ 32 1.4 Fonal ealonlf . ________.____ il 27
Blood ereatining. ... .ceeee-. ii .3 Reticalocyte count......... a .1
Blood culfure......cocuee.. 1 ™ Retraction of clot...ceeeen-- 21 .B
Blood Eahn ... .. ... 1M 55 Routine cultures. ... 7 3.4
Blood lypase____._____ [} ] Routine smears_.___. 1,310 5.7
Blood phosphorus aa 1.0 Sedimentation rate. ... - 12 .5
Blood sugar_______. 2 827 124.5 Beminal fluld. ... i1 24
Blood total bilirnbin_ a5 .8 Biekling preparation _______ 20 1.3
Blooditypa. .. .ol i 5 .3 Amear for tuberculozis. .....
Blood urea nitrogen._ . _....| 1,210 53.3 Smear for tuberculosis {ur- ] A
Elood arie agid. .o coeeeacees 108 4.5 e e e e e 2 1
Bromsulphalein_ ... ... 48 21 Emear for Vineent's. . __.... 20 B
Carbon dioxide. . _...._..... 3 .1 Spinal Auid cell count...... 19 -8
Cephalin flocculation..... 39 L7 Epinal fluid eolloidel gold... 16 .7
Coagulating time........... 19 . Epinal Auid protein___.____.
Culture lar tuberculosis....... 8 1.2 Sputum concentration for 2 i |
................. 4, B 215.7 tuberculoglis. . cacecanema- 1 ()]
Dundenul drﬂ!n.nm ......... 3 .1 Sputum culture. ... oooee-.
Eagle flocculation. . . oe--.. 64T 285 Bputum culture for tuber- 7 .3
Eyecnltors. .. -ccccezcae.. 3 i | O e e 5l 23
Fasting gastrie analyals. .. .. fi2 27 Bputum examination....... b | ]
Feces examination.......... a8 17 Bputum for tubaroulosis.. .. fi .3
Feces for eocult blood.. ... 54 2.4 Bputurm for eosinophiles. .. 7 .3
Feces for ova and parasites_ 36 1.6 Btool culbame. - - -ccaacaacce. 3 .1
Fizh | e 43 1.0 Btool for emoeba. . .oceeeee oo 2 .B
Fractional ric analysis. fil 27 Stool lor fat content_ ... 19 W
Frngiliw red blood count 11 B Thymol turbldity . .oocacac 18 .5
Fungus mm.-----.t.-.i-- 8 4 %l&s‘ﬂﬂl e:z&u .. 2 ﬁi :‘L;
Fungus preparstion) . . 8 A 'otal proteln. oo 2
Gmtric (lavaga for tuber- Urea T W N N - 2038
A Tt (T e e 1 )] L et G [ e e P L0
Glum___.u__u__________ [H . Urine enltars, o—wcueeeeene- 1 g)
Hematoort. .ccooceoaoaan.. M4 0.0 Urneprotedn._____________ 1 )
Hemoglobin________________| 4 831 v i | Urine tubereulosiz enlture. . 2 +1
Hetrophill antibody . ____ 8 .4 Urobilinogen. oo e e o- -] 1,002 0.5
Tetorus Index. .- occae..e... ] 1.0 YDORLade i S}

1 R D R T R o 30.8 Ayt o 1 }
Kolmer Wassermann. .. ... 3, 04 173.7 Vaginal culture.. . --cooooaan a1 L4
B T e fi2e 27.4 Van den Bergh Edimﬂl;}--,_- 18 B
Mean corpuscular hemoglo- Van den Bergh (indireat)___ 3 .1

oy bR Y 1 {7 ¥Yenous coagulation time....| 5§ 438 9. 4
Mean corpuseular volume. . 1 (L] Venous punctures. .- -..---- 4, 500 267
Mosenthal test....... SRR 10 oA White blood count_......._.

1

I Includes complete count of each type of test regardless of number received at any one visit.
1 Based on average 12-month membership of 22,712
1 Less than 0,05 per 1,000,

Souree: Monthly Statement of Slattsti-:a, Sidney Hillman Medical Center of the Male Apparel Industry
of Philadelphia, 1952. Mimeographed
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Table 7.—Physical medicine and rehabilitation treatments, Sidney Hillman
Health Center, Philadelphia, May 7, 1951—-Apr. 30, 1952*

Number MNumber
Item [ P Item
rage Average
Total | per l.iDm Total | par 1,000
eliziblos ¥ eligibles 3
oA o ucation. ...ceee-- 107. 8
Physical medicine and Muszecle reeducati 2 443
rehabilitation treat- Meuroalaotric test. ... ... 3 .1
IR, i na | oy BA0 1, Db, 0 g ] S (e BN BB S 442 19,5
Feripheral vaseular disease . 69 30
286 126 Poaplanna. ... cccoccoocaic 67 28
144 63 Postural exercise. ..o -cq--- 2, 602 118.5
544 24.0 Radiant heat: luminons. 403 7.7
119 52 nonlominoeus. . oo 135.8
3 il Range of joint motion test_. il
ag 1.7 Repid sina_ - - _____ B
i ns RS = 1.0 Bamerallng. . coeaae i 425
I RN e e B ek 2o 025 40. 7 |! Short wave diathermy. . M2
Tondzatlon. . 1] 4.2 | B s e L s 135.7
Jolle's test.. & 1 m Therapeutic walk. ... ... .8
Tog Tengthe . Siotoioioiiild 141 [ | m » Kromayer. .. .. 16 .7
Manual muascle test. ... 1 (L)) Ultraviolet, afr-cooled . ... 111 4.9
Mussage_ .o ..__.| 8 B4 160. 2 | e o D R S LR 554 25.7
Molstging. ceencccacerennnne 21 B I

’;Itmludus complete count of each type of treatment regardless of the number received at any one clinie
Vit

1 Based on sverage 12-month membership of 22,712,

¥ Less than 0.05 per 1,000,

Bouree: Monthly Biatement of Statistics, Sidney Hillman Medical Centar of the male apparel industry
of Philadelphia, 1952. Mimeographed.
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The Sidney Hillman Health Center of New York*

16 East 16th Street
Nw -"-l"k* N. Y—

This is a group practice health center established in
1951 to provide health and medical services to ambulatory
patients. Approximately 40,000 members of the 26
locals of the New York Joint Board of the Amalgamated
Clothing Workers of America, CIO, and their wives are
eligible for membership. About 33,000 persons have
joined the plan; most of the 7,000 union members not
participating reside outside the 5 boroughs in New York
City, with several thousand living in New Jersey. The
center is a cooperative project of the New York Joint
Board of the Amalgamated Clothing Workers of
America, CIO, and several organizations of manufac-
turers in the trade including the New York Clothing
Manufacturers’ Exchange. Union members and wives
each pay an annual $10 fee to cover medical services and
starting April 1953 employers pay one-fourth of 1 per-
cent of payrolls. Until April 1953 members paid addi-
tional charges for special services. The average cost per
eligible person, during the fiscal year 1951-52, was $10.38.

The first funds for the center were appropriated in September
1947 from a joint union-employer fund collected for various health
and welfare purposes. The New York Clothing Manufacturers’ Ex-
change, representing employers, assigned their share in $1,000,000 of
this fund for construction of a health center. Both the union and the
employer representatives participated in the planning. Various busi-
ness and medical authorities in New York City also assisted in setting
up the program. Mr. David Dreschler, counsel to the New York
Clothing Manufacturers’ Exchange served, and continues to serve, as
counsel without remuneration.

Since the center could not be set up under the then-existing State
law, special enabling legislation was passed in 1949 authorizing the
establishment of the center as a membership, nonstock, nonprofit cor-
poration. See exhibit A for comments of Mr. Dreschler on the previ-
ous legal difficulties. Exhibit B contains the enabling legislation
passed by the New York State Legislature.

*Louis Hollander, President, Health Center, and Co-manager, New York Joint
Board of the Amalgamated Clothing Workers of America, CIO ; David Dreschler,
Legal Counsel for the New York Clothing Manufacturers Exchange and the
Health Center; Morris Brand, M. D., Medical Director.
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BABIO OBJECTIVES OUTLINED BY PLAN

1. Achievement of vigorous health for all members by combining
medical services for the ill and preventive medical care for those
who are well.

2. Maintenance of physician-patient relationship and of dignity of
patient at all times.

Criteria used in establishing center :

1. Group enrollment—Actuarially, this is a sound insurance principle and
reduces the cost by spreading the risk.

2. Prepayment of fee—Prepaying the fee assures the medical program of
definite income, thereby assuring the members that service is available when
needed, nnhindered by a lack of funds in & moment of distress,

3. Ape and sex limitations.—There should be no limitations because of age or
HOX,
4, Service.~The program should provide service rather than payment (in-
demnification), and the organization providing such service assumes the regpon-
gibility of establishing medical standards for its physicians and for the quality
of care rendered. An indemnification program meets only part of the surgical
and hospital expenses the member incurs.

5. Unlimited service—Service ghould be available according to the patients’
needs and not be restricted by an arbitrary number of services or other limiting
factors.

6. Preventive medical care—Members should have available to them and
should be encouraged to undergo periodic health examinations and to participate
in medical surveys, case findings and other preventive measures. Lack of atten-
tion to an apparently insignificant illness may lead to a catastrophic or lengthy
and even chronic illness, and possibly complete disability. Prompt attention
leads to early diagnosis and early treatment and in most instances to the avoid-
ance of more serious complications.

7. Medical standards.—All standards for medieal gervice and the selection of
physicians of high caliber should be promulgated by a medical board.

ELIGIBILITY

Regular membership.—Membership is limited to members of the
96 locals of the New York Joint Board of the Amalgamated Clothing
Workers of Ameriea. Participation by each local is dependent upon
the acceptance of the plan by a majority of members in the local. All
loeals have elected to participate. Each member is assessed annually
for membership dues, except those living in New Jersey for whom
participation in the plan is voluntary.

Dependents—Wives of members have been eligible on the same
basis as members since March 1952. Children are not eligible, but the
possibility of extending coverage to them will be considered.

MeMBERSHIP

The membership is composed of persons in various occupations in
the clothing industry and is scattered throughout a large number of
shops.

Average annual membership—During the first 12 months, an aver-
age of 33,356 persons were eligible for services; and during the first

117



18 months (ending September 1952), an average of 82,468 persons were
eligible.

Total membership.—At the end of September 1952, 18 months after
the center opened, the membership was 30,692,

Rept. 30, 1952

Datal e suiaie i ol o e B T b i s e i B0, 602
L] 1 e e e P o Sl e o 30,039
e o T 653

The low participation by wives is considered by the center officials to
have resulted from the distances between the center and homes and
from the low earnings of some members during 1952.

METHOD OF FINANCING AND COST OF CARE

Method of financing.—The center facilities and equipment were
purchased with funds, totaling $1,000,000, allocated to the New York
Joint Board of the Amalgamated Clothing Workers of America and
the New York Clothing Manufacturers’ Exchange from joint health
and welfare funds. Such long-range expenses as replacement of
equipment and provision against plant obsolescense are paid from the
balance of the million dollar fund, now known as the general fund.

Each member of the local is assessed $10 a year and an additional
$10 if his wife participates. The employers agreed to pay one-fourth
of 1 percent of the payroll, starting April 1, 1953. Prior to April 1,
1953, nominal fees were charged for diagnostic and therapeutic radio-
logical procedures, laboratory procedures (except initial screening
laboratory examinations), physical medicine treatments, and medica-
tion. Except for medication, all charges have now been eliminated.

Operating expenses—Operating costs of the program, excluding
depreciation, were about $480,000 during the first 18 months of opera-
tion. Payments to the medical staff constituted about one-third of
total costs; and salaries and fees of all the professional staff, about
one-half of total operating expenses.

Awverage annual cost.—The average annual cost, per eligible person,
of providing health and medical services was $10.38 during the fiscal
vear 1952, The cost excludes any allowance for depreciation of plant
and equipment.

Average cost

Apr. 1951-52
Cost per eligible person_ . cememe $10. 38
Coak por pabient. e 35, 60

Payments to physicians—Physicians received fees of $162,000 dur-
ing the first 18 months of operation. The payment for general prac-
titioners was $5 per hour and for specialists, $7.50 per hour. The
average for all physicians on the center staff was $6.18 per hour.



SERVICES PROVIDED

Preventive, general medical and specialist’s care is given at the
health center. Services are provided only by appointment. A real
problem has arisen from patients’ failure to keep appointments. Can-
cellations and failure to appear range from 10 to 33 percent of all
scheduled appointments, depending on such factors as the specialty
involved, the weather, the industry’s activities, rapidity of the
patient’s recovery, and the time lag between making the appointment
and the date of service. Allowance is now made for unkept appoint-
ments by adding 15 percent more appointments per session. A weekly
review of the appointment schedule is used as a guide for the addition
of clinic sessions.

At present there is no waiting period for general medical appoint-
ments; for specialist care, an effort is made to provide service within
a 2-week period.

General medical and specialist care—Each new patient selects from
24 general practitioners one who becomes his personal physician. The
personal physician has general supervision of the health of those who
select him, conducts periodic health examinations, arranges for con-
sultations with specialists and for laboratory services when necessary,
coordinates their findings, and interprets them to the patients.

Patients are encouraged to have a complete physical examination
during their first visit or to make a definite appointment for return
for an examination. Thereafter, a periodic physical examination is
given at the patient’s request. It includes a photofluorogram of the
chest, urinalysis, hemoglobin determination, serological test for
syphilis, and cystological examination for cancer,

Specialists on the staff represent all the major specialties includ-
ing surgery, although only minor surgery is performed at the center.
See exhibit C for a deseription of the specialists’ services provided.

Aneillary services—X-ray services include diagnostic X-ray ex-
amination, with interpretation by a physician, and superficial and
deep X-ray therapy. All standard laboratory procedures and physi-
cal therapy, including various types of treatment and corrective ex-
ercises, are available.

C'ooperative services—Diagnostic and consultation services are pro-
vided for members, with the results made available to the family
physician, at the member’s request.

The center issues a health education publication. A committee com-
posed of representatives of the union and the center’s medical ad-
visory committee is drawing up plans for a broader health education
program.

Arrangements have been made with the Mount Sinai and Jewish
memorial hospitals for the diagnosis and treatment of certain types
of illness with radioactive isotopes. Surgical and orthopedic appli-
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ances and hearing aids are available at special rates through arrange-
ments made with outside establishments.

The center provides counseling service and the assistance of a medi-
cal social worker to members in need of hospitalization and other
referrals.

Other services—The pharmacy fills prescriptions at near cost.
Members are entitled to indemnification for huspital costs and sur-
gical fees from the nationwide amalgamated insurance fund estab-
lished through collective bargaining. Physicians at the center, if they
are chosen hy the patient to provide the service, have agreed to accept
the insurance payment for surgical services in the hospital. The
center has arranged with several hospitals to accept assignment of
the insurance indemnity as full or partial payment for hospitaliza-
tion, thereby eliminating the need for members to make complete
payment before reimbursement by the insurance fund.

Services not provided —The center does not provide surgical or
medical care in the home or hospital, hospitalization, dental care, or
psychiatric treatment.

Facivrries

The center owns and occupies a six-story building with 36,000
square feet of floor space. The building is located near the union
office and is in the center of the men’s and boys’ garment district. Four
floors are now occupied. Extensive alterations were made to provide
a modern building with 34 examining rooms and 60 dressing rooms.
Special features include small waiting rooms and individual examining
rooms. The pharmacy is located within the center. On June 17, 1953,
the board of trustees of the center voted to spend $250,000 to equip one
of the two additional floors that were available for expansion and for
additional equipment in existing services.

The clinic hours are 9: 30 a. m. to 6 p. m. on Mﬂndays through Fri-
days and 9: 30 a. m. to 12: 30 p. m. on Saturdays. To the extent feasi-
ble, the appointment schedule has been correlated with work activities
of members. Wives are given appointments only during morning and
mid-afternoon clinical sessions so that all evening and Saturday ap-
pointments are available to workers.

STAFF

Administrative staff —The administration of the center is carried
out by a medical director and a business manager. The center has
four secretaries, including a medical secretary in the radiology de-
partment. The general clerical staff includes 1 receptionist, 1 regis-
trar, 1 switchboard operator, 1 bookkeeper, 1 cashier, 1 stock clerk-
messenger, 1 stock clerk-cashier, 2 appointment clerks, 3 station clerks,
and 3 clerk-typists.
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Maintenance of the center requires 1 supervisor, 3 porters, and 1
maid assigned to the laboratory.

Professional staff—As of September 1952, the center had 73 part-
time physicians, including 24 general practitioners and 49 specialists.
In addition to the staff physicians, the center employs the following
full-time ancillary personnel: 4 registered nurses and 1 nurses’ aide,
2 X-ray technicians, 2 registered laboratory technicians, 2 registered
physiotherapists, and 1 physiotherapy aide, and 2 pharmacists,

Medical records are kept by 1 supervisor assisted by a medical 1i-
brarian, a medical stenographer, and 4 clerks.

Physicians’ hours—The monthly hours of service per physician
range from 4 to 76. During the first 18 months, physicians provided
27,058 hours of service, 14,566 by general practitioners and 12,492 by
specialists. Table 1 shows the number of physicians and the average
number of physicians’ hours per week, by specialty. The need for
flexibility in the session assignments and the necessity for keeping
costs to a minimum have made it premature to consider the employ-
ment of full-time physicians or to guarantee retainers to the staff,
When the program is stabilized and experience indicates a definite
pattern of weekly or monthly utilization, recommendations for tenure
will be made.

Qualifications for physicians—Physicians are appointed by the
board of directors after recommendation by the medieal advisory
council. The medical advisory council has adopted the following
standards for general physicians and specialists. “It is expected that
each physician will maintain an active interest in the progress of
medical science by attending approved postgraduate courses, clinical
rounds and conferences at approved hospitals, and scientific meetings.

“Each physician must be a member in good standing of a medical
gociety and is required to carry malpractice insurance.” Malpractice
insurance must be $25,000,/$50,000 minimum,

A general practitioner must provide evidence that he or she—

A, 1. Has completed a general rotating internship for a period of at least 1
year in a hospital approved for a rotating internship by the American Medical
Association.

2, Has a staff appointment in the in- or out-patient department of a volun-
tary or municipal hospital approved by the American College of Burgeons, or

B. If not gualified in accordance with “A" above, equivalent gualifications
will be evaluated on an individual basis.

Each specialist shall provide evidence that he or she—

A, 1. Holds a certificate issued by the examining board in the medical
specialty, and
2. Has an in- or out-patient staff appointment in the same specialty in a
municipal or voluntary hospital approved by the American Medical Association
for resident training in the specialty, or
B. Holds an appointment as an attending physician or asgociate attending
physician, or assistant attending physician (or equivalent rank) on the staff



of a hospital approved by the American Medical Association for resident train-
ing in that specialty, or o

C. If not qualified in accordance with “A” or “B" above, equivalent gualifica-
tions will be evaluated on an individual basis.

UTILIZATION OF SERVICES

Persons receiving care—A large proportion of persons eligible for
care visited the center during the first few months of operation.
Postponed care and the desire for medical checkups, coupled with
the closing of most of the industry’s shops early in May 1951, were
held responsible for the large initial demand for service. During the
first 18 months, 46 percent of all eligible persons visited the center;
as of September 30, 1952, 78 percent of the wives then enrolled had
received care.

Number of persons making first visits to the center, April 1951-
September 30, 1952 :

L i [ R e o 13, 495
Members Z S = = 12, DE8
Wives (since March 1952) e [ 507

The number of patients making their first visits to the center during
each of the first 18 months is shown in figure 3.

MUMBER OF PATIEMTS MAKING. FIRST VISITS TO CENTER
Sydnay Hillmon Health Center
HEW TORE

wl Failaaid

Figure 3.—Number of patients making first visit to center, Sidney Hillman
Health Center, New York, April 1951-September 1952

Bource ; Brand, Morris A, M. Id.: The Medical Service Program of the Sidney Hillman
Health Center of New York. Presented at annual meeting of the American Public Health
Asgociation, October 1052,
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The concentration of the center patients in the older age groups is
shown in table 2; 77 percent of the patients were over 40 years of age,
as compared with 65 percent of the men and women over 40 of the New
York Joint board.

T'otal services provided.—During 18 months, 242,519 services were
provided to the 13,495 patients, representing 18 services per patient.
Each 1,000 eligible members received nearly 5,000 services per year,
or 4,100 services if pharmacy prescriptions are excluded.

Of the approximately 243,000 services, nearly 98,000 were physi-
cians’ services. Each eligible person received, on the average, 2
physician services per year; each patient received over 7 physician
gervices per year.

Diagnostic procedures totaled 81,000 during the 18-month period, an
annual average of 1,665 per 1,000 eligibles. Ancillary therapeutic
services were 22,000, or 445 per 1,000 eligible persons per year.

Number of sorvices

Item
Total t.'b.l-;ﬂ *‘;ﬁ“?ﬁ‘“
L eligibles 1

B 1L g | PO e W T S RN ST (LI S A M2, 519 4,970.7
U D R - T b L B ST e et o e 8 AR T o7, 438 2,010.9
el A e e e e A T 46, 323 85,1
e o e oy T e &1, 615 1,060 8
Dinmnostic E.|:||-ﬂu:ua-|il:u--e.':s _______________________________________________________ £1, 008 1, GB5. 2
Ancllary therpent e BorTires . e e iecicsessbmsesmsem e s seemme—— 21, 672 445.0
T D T L e e e T R b R 41,811 B58.6

! Bagad on average monthly eligibles of 32,468,

Services by medical department.—Of all services provided by phy-
sicians during the first 18 months, 53 percent were provided by special-
ists; during the last 6 months of that period, 56 percent were by
specialists. A breakdown of the number of services provided by
month by specialists and by general physicians is shown in figure 4.
The slight upward trend in the proportion of specialists’ services may
arise from continuing treatment by specialists of patients with chronic
disease.

More services were provided by the eye department than by any
other specialty, representing 14.8 precent of all specialists’ services.
Interpretation of X-rays and services of an allergist accounted for
14.3 and 13.4 percent, respectively, of all specialists’ services. The
number of services and the number per 1,000 eligibles, by elinic or
department, are shown in table 3.

Services provided by ancillary departments—About 9 percent of all
diagnostic procedures were diagnostic X-ray examinations provided to
about 15 percent of all eligible persons. Photofluorograms acecounted
for another 11 percent of diagnostic tests. Nearly 80 percent of the
ancillary therapeutic services were physical therapy treatments. Deep
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therapy was given about 4 times for every 1,000 eligibles and super-
ficial therapy, 3 times for every 1,000 persons. Further details on
diagnostic and ancillary therapeutic services will be found in table 4.

ADMINISTRATION

The center is administered by a nonprofit corporation setup under
the laws of New York State. It is under the general supervision of
the New York State Department of Social Welfare.

During the first year, many important administrative procedures
were established or amended as experience was gained from the center
operations. Some of those decisions directly affecting the member-
ship are summarized in exhibit D.

Pl &bl TSR R
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Figure 4.—General medical and specialist serni'nes_. Sidney Hillman Health
Center, New York, April 1951-September 1952

Souree : Brand, Morris A, M. D.: The Medical Service Program of the Sidney Hillman
Health Center of New York., FPresented at annual meeting of the Ameriean Public Health
Assoclation, October 1852,

Board of directors.—Twenty-one members, including 15 from the
union and 6 representing employers, elected by the corporation com-
prise the board of directors. The board is responsible for the general
policy of the program, including election of the executive committee,
designation of the medical director and the business manager, and ap-
pointment of physicians from a list of nominees approved by the medi-
cal advisory council.
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Ewxecutive committee—This committee consists of nine members
composed of representatives of the union and industry, who act under
authority delegated by the board of directors.

Medical advisory council—Nine physicians, including the medical
director and two other physician members of the staff, make up the
mediecal advisory council, which formulates standards, rules and regu-
lations for professional and technical services at the center, reviews
physicians’ qualifications, and recommends staff appointments. A
summary of the activities of the council during the first year of the
center’s operation is given in exhibit E.

Medical director and busines manager.—Both are responsible to the
board of directors for the joint administration of activities at the
center.

Joint conference committee—~Composed of members of the execu-
tive committee, 3 members of the medical advisory council, the medical
director and 2 staff physicians, the joint conference committee func-
tions as an appeal forum to discuss medical matters affecting the center.
The recommendations of the committee are referred to the board of
directors for action.

Medical conferences are held 3 to 4 times a year to give the medical
and administrative staffs an opportunity to review and evaluate past
experience and to discuss problem areas.

C'hiefs of clinics—Three of the internists on the staff are designated
by the medical director to be responsible for clinic sessions, to be avail-
able for conferences on diagnosis and treatment and for emergency
consultations, and to act as substitutes for general practitioners unable
to attend clinic sessions.

One clinic chief is responsible for reviewing the medical charts of the
previous day’s sessions for the purpose of evaluating the services
rendered. Also, activities of physicians newly appointed to the staff
are reviewed daily and findings discussed by the medieal director with
the physician.

In the opinion of the medical director, the clinic chief system has
proved most useful. From September 1951 to September 1952, the
clinic chiefs performed 17,873 services, including 7,300 chart reviews,
3,700 conferences with physicians, and 2,100 urgent consultations.

RECORDS AND RESEARCH

Funds for research at the center were received from the New York
Joint Board ($250,000) and from the Sidney Hillman Foundation
($50,000).

The research activities at the center are directed primarily toward
determination of essentials for health rather than the causes of illness.
To date, the principal project has been a study of the relationship of
dietary and ethnic background to the occurrence of arteriosclerosis.
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OTHER HEALTH AND WELFARE BENEFITS

Services at the center are suppleinented by the union’s social in-
surance program under collective bargaining,.

Hospitalization—Nine dollars a day up to 31 days for sickness and
up to 62 days for accidents.

Surgery—Up to $200.

Sick leave—Twenty dollars & week up to 13 weeks for sickness and
up to 26 weeks for accidents.

Maternity benefits.—One hundred dollars.

Life insurance—Five-hundred-dollar policy.

Retirement —Fifty-dollar pension at age 65, in addition to benefits
under old-age and survivors insurance.

VARIOUS EVALUATIONS

In April 1952 the New York State Department of Social Welfare
reported on the findings of a survey made of the health center. The
survey revealed that “. . . all departments were functioning effi-
ciently and with a degree of coordination that indicated eareful plan-
ning.” With respect to the professional care of patients the report
stated : “The provision of well-qualified staff and an appointment sys-
tem which enables the physician to devote sufficient time to each pa-
tient supply the basic requirements for a good medical care program.”
The center building and the equipment were favorably noted. The
complete text of the department of social welfare’s report is contained
in exhibit F.

The president of the New York Clothing Manufacturers Exchange
wrote in 1952: “The Sidney Hillman Health Center is everything
good that is said of it in other pages of this book (Health Security
by Union Action, 1952)—a memorial to a great man who would value
its humane work more than the personal tribute to his name engraved
on its wall. . . . The ill face their lot with erect self-respect knowing
that they will receive the best that medical science can provide and
that it is their due.”

Exhibit A.—Statement by David Dreschler, general counsel, New York Clothing
Manufacturing Exchange and counsel for the Sidney Hillman Health Center
of New York

The history of the Sidney Hillman Health Center will be one of interest not
only to the sociologist, viewing it as one more step made jointly by the New York
Joint board, the Amalgamated Clothing Workers of America, and the New York
Clothing Manufacturers Exchange, in the field of social welfare, but also to
the student of statutory law,

When the idea of a health center was conceived, it was assumed that it would
be necessary merely to buy or erect a building, equip it with medical apparatus,
and engage doctors to treat union members coming under the jurisdietion of
the New York joint board.

It became clear to me, however, after conferences with the Attorney General
and the board of social welfare, that the laws of New York State governing
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institutions which provide medical services had not been written to accommo-
date the organization of the contemplated health center. Research disclosed
that:

1. It was impossible to organize the center as a membership corporation be-
cause a health center was not specified in the membership corporation law as
one of the institutions which conld be so organized.

2. The center could not function as an unincorporated association because
that would have constituted an unauthorized practice of medicine,

2. Nor could it be established as a dispensary under the soclal welfare law
because of restrictions concerning the source of funds to operate the center.

There was only one recourse left to us—special legislation, The New York
State Legislature was requested to create, by legislative act, & membership cor-
poration under the name of the Sidney Hillman Health Center, Ine., which would
be empowered to provide health services for nnion members , . .

Source : New York Joint Board, Amalgamated Clothing Workers of America: Health
Becurity by Union Action, (May) 1952, pp. 1-62.

Exhibit B.—New York State Legislature special enabling act; became law April
13, 1949, Sidney Hillman Health Center of New York

Secrion 1. Louis Hollander, Anthony Froise, Abraham Miller, Murray Wein-
stein, William P'. Goldman, Isidore Grossman, Julius R. Levy, and Isidore Waol-
rich, all being of full age, citizens of the United States and residents of the State
of New York, are hereby constituted a body corporate in perpetuity, by the mame
The Sidney Hillman Health Center, Ine., as a membership, nonstock corporation
to be operated exclusively for the objects and purposes hereinafter set forth.

2. The objects and purposes of the corporation shall be : To establish and main-
tain a health center to furnish any or all of the following : medieal eare, surgical
care, optical and dental examinations, medical diagnosig, medical advice and
treatment, medicine and apparatus, and other health services to ambulatory
patients, all through duly licensed physicians, or in the case of optical exami-
nation, throngh duly licensed optometrists. The corporation shall furnish such
care, treatment, services, and supplies only to employees covered by collective
Eargaining agreements between the New York Joint Board of the Amalgamated
Clothing Workers of America (a labor organization affiliated with the Congress
of Industrial Organizations), and the New York Clothing Manufacturers' Ex-
change, Inc. (a membership corporation composed of manufacturers of men's
and boys' clothing), and to employees covered by collective bargaining agree-
ments between said labor organization and various other employers or associ-
ations of employers, either gratuitously or for a compensation determined without
reference to the value thereof. Such health centers shall not be established and
maintained in the State of New York without the prior written approval of the
gtate board of social welfare as to the adequaey of the facilities and standards
of care of the health center, including adequacy of personnel, and such health
renter when established shall be subject to the supervision, visitation and in-
spection of the state board of social welfare. No part of the activities of the
corporation will be carrying on propaganda or otherwise attempting to influence
legizlation.

3. The corporation hereby formed shall possess all the powers which by the
general corporation law are conferred npon corporations and in addition thereto
shall have all the powers and be subject to the restriections which now or hereafter
pertain by law to a membership corporation created by special law so far as the
same are applicable thereto and not inconsistent with the provisions of this act.

4. The territory in which the operations of the corporation shall be principally
conducted is New York City.
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5. The principal office of the corporation shall be located in the county and wty
of New York,

. The persons named in the first section of this act will constitute the first
board of directors and the first members of the corporation. They, or a majority
of them, shall hold a meeting and elect officers and adopt bhylaws. The bylaws
may, among other things, prescribe the number, qualifications and functions of
the corporation’s members and the manner of their selection; the number and
qualifications of directors who shall manage the affairs of this corporation, pro-
vided that the corporation always ghall have not less than 7 directors, of whom
at least 1 shall at all times be a resident of the State of New York; the manner
in which vaeancies among the members, directors and officers, however caused,
ghall be filled ; the method of amending its bylaws; and any other provisions for
the management of the affairs of the corporation. The bylaws may provide for
the appointment by the board of an executive committee of the board and shalr
define the powers of such executive committee.

7. This corporation is not organized or created, and shall not be maintained,
or operated, for private gain or personal or pecuniary profit or benefit. The
income and the property of the corporation from whatever source derived shall
be applied solely toward the promotion of the objects of the corporation as above
eet forth ; and no portion thereof or of the net income or earnings of the corpora-
tion shall be paid or transferred to or inure to the profit or benefit of any member,
officer, director, or employee of the corporation or any private individoal pro-
vided that nothing herein contained shall prevent the payment in good faith of
reasonable and proper remuneration to any member, officer, director or employee
of the corporation or to any other person for any services actually rendered to the
corporation or the payment of interest on money borrowed,

8. The funds of the corporation shall be derived from one or more of the fol-
lowing sources : funds furnished by employers through the S8idney Hillman Health
Center fund which is organized and operates under an agreement and declaration
of trust, dated as of October B, 1947, funds furnished by the New York Joint
Board of Amalgamated Clothing Workers of Ameriea; payments made to the
corporation by employees covered by collective bargaining agreements mentioned
in section two of this act for care, treatment, services and supplies furnished
them by the corporation, the amounts of said payments in no event to exceed
the cost to the corporation.

D. This act shall take effect immediately,

Bource : New York State Laws, 1949, chapter 584.

Exhibit C.—Specialist services provided at Sidney Hillman Health Center,
New York

Internal medicine.—Diagnostic and therapy services; consultations with gen-
eral practitioner on cases not responding to treatment.

Burgery—For cases not requiring hospitalization,

Respiratory—Early detection of such illnesses as bronchial asthma, pleurisy,
lung abscesseg, tuberculosis and cancer; treatment of minor illnesses.

Diabetes —Detection, treatment, and instruction of patient in diets and use of
insulin and proper care of self.

Gastroenterology.—Diagnosis and treatment of patients with disorders of the
digestive system: any major disorders referred by general practitioner to
specialist.

Cardiology.—Diagnosis and treatment of heart disorders, with instructions
on proper living habits.




Ophthalmology.—Eye tests and prescriptions for glasses when needed. This
is one of the most frequently used departmenis at center because good eyesight
is especially important in this industry. Close relationship is maintained with
other departments since conditions of eye are often found to give clue to health
defects, such as diabetes and hizh blood pressure.

Allergy.—Diagnosis and treatment. Workers in clothing industry are said
to develop frequently allergies to dust, wool, and machine oil.

Otolaryngology.—Diagnosis and treatment of ear, nose, and throat disorders,
This is considered an important function of center. Experience at center indi-
cates that most patients with hearing defects can be relieved.

Psychiatry.—Consultation services only; outside referral for treatment.

Physical medicine and rchabilitation.—Treatment of muscular defects re-
gulting from accident or disease. Service is very important to workers in
clothing industry where maintaining same position for long perioed and repeti-
tion of a particular motion tends to cause musculoskeletal defects.

Dermatology.—Diagnosis and treatment including use of X-ray and lamp
therapy.

Orthopedics.—Diagnosis and treatment including use of deep X-ray therapy
and appliances. SBuch services are frequently requested by workers whose work
iz of repetitive nature.

Proctology—Diagnosis and treatment. Proctologist frequently consults with
stomach gpecialists, gynecologist, and general surgeon since work is closely
allied.

Urology.—Diagnosis and treatment including X-ray as well as nrinalysis.

Neuwrology.—Diagnosis and treatment of abnormalities resulting from disease
or injury; referral to psychiatrist if pyschological disturbance is indicated.

Peripheral-vascular discascs—Diagnosis and treatment ineluding minor sur-
gery. Most frequent ailment is varicose veins; others include hardening of
arteries in legs and inflamation of arteries or veins.

Gynecology.—Diagnogis and treatment. Gynecological examination part of
zeneral physical examination for all women visiting center.

Source : New York Joint Board, Amalgamated Clothing Workers of America: Hedlih
Beourity By Union Action, (May) 1952, pp. 1-62,

Exhibit D.—Administrative procedures established and amended during first
year, Sidney Hillman Health Center of New York

1. A decreage in the charge for physical therapy treatments, drugs, X-rays,
and laboratory services.

2 The elimination of charges for minor surgery, biopsies, and tissue examina-
tions.

8. Improvement of the appointment system.

4. Revision of the Sidney Hillman Health Center membership card for 1952.

f. Revision of the allergy clinie procedures and method of charging.

6. Arrangements were made with the Mount Sinai and Jewish Memorial Hos-
pitals for the diagnosis and treatment of certain types of illness with radio-
active isotopes.

7. Arrangements were made for our members to purchase surgical and
orthopedic appliances at special rates.

B Discussions are in progress to facilitate admission of our members to
hospitals.

9. Arrangements have been made to have electroencephalograms performed
for the members at hospitals and by specially trained physicians at reasonable
rates,
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10. The joint board’'s arrangement for admission of members to the Deborah
Tuberculosis Sanatorium has been incorporated in the center's referral pro-
gram.

11. A working rapport has been established with the Altro Rehabilitation
Bervice for referral of cardiae and tuberculosis patients for rehabilitation.

12. In order to assist those members who have difficulty in paying for medica-
tion and procedures, arrangements were made to accept part of the fee on account
and for the payment of the balance on future dates. At the period ending
March 31, 1952, a total of only $430 remained as accounts receivable. Experience
had demonstrated that the members owing money will as a rule repay it as
goon as they find it possible to do so.

13. Arrangements have been made with the hearing aid division of the Zenith
Radio Corp. to provide Zenith hearing aids to our members at a special cost—
after our otologists recommend referral for this appliance.

Source : Annual Report of the Medical Director, Bldney Hillman Health Center of New
York, April 15, 1952.

Exhibit E.—Activities of Medical Advisory Council during first year of
operation, Sidney Hillman Health Center of New York

The council held 10 meetings. Major subjects acted upon include
the following:

1. Adopted rules of conduct governing the activities of the couneil

Z, Elected officers of the council,

3. Determined the scope of services.

4, Adopted professional standards for general physiclans, specialists, and
consultants,

3. Approved the physician’s application form,

6. Adopted standards for comprehensive health examinations.

7. Asggisted in the determination of fees for physicians' services.

8. Reviewed physicians' applications.

9. Adopted the policy that staff physicians accept the amalgamated insurance
fund's schedule of fees for services performed outside the center to members and
their enrolled wives.

10. Adopted a policy of impartial referrals of patients for services to be per-
formed outside the center.

11. Determined extent of deep X-ray treatments to be rendered in the center.

12. Recommended that the pathologist be placed on a retainer hasis,

13. Adopted a policy regarding performance of surgical procedures in the cen-
ter or doctors’ offices.

14. Adopted recommendations for performance of electrocardiograms, rold
injections, bronchograms in the center.

15. Adopted a policy regarding the responsibility of physicians for referring
patients for comprehensive examinations and laboratory screening tests.

16, Adopted a policy of numerical coding of dingnoses.

17. Adopted a policy regarding the charges to be made by the staff for first-
aild treatment to compensable cases,

18. Recommended a cancellation fee when the center cancels a physician’s
gession.

19. Adopted a policy as it applies to the collection of more than one indemni-
fication fee for surgical procedure.

Hource : Annual Report of the Medical Director, Sidney Hillman Health Center of New
York, April 15, 1952,
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Exhibit F.—Findings and recommendations resulting from a survey by State
of New York Department of Social Welfare, April 9, 1952, Sidney Hillman
Health Center of New York

Administration: We found all departments were functioning efficiently and
with a degree of coordination that indicated careful ];Iiﬂ.'ﬂllillﬂ'- Effective pro-
cedures have been worked out so that any patient visiting the health center is
able to derive maximum benefit for the time expended.

We were interested to learn that the board of directors has extended the
privilege of use of the health center to the wives of workers in the men's cloth-
ing industry. 'We were also interested to note the degree to which the health
center has been able to cooperate with workers who are under the care of private
physicians. We refer to the policy of making diagnostie services at the SBidney
Hillman Health Center available for patients who are receiving their mediecal
care under private aunspices and furnishing reports to the physicians involved.
In general, administration and supervision were found to be good, and there
i every indication that both professional and clerical staffs are united in an
endeavor to give good care to those who are eligible to attend the Sidney Hillman
Health Center.

Professional care of patients: The medical advisory council of the health cen-
ter has given effective gnidance to the board of directors by providing standards
for the appointment of physicians and specialists to the staff. The provisions of
well-qualified staff and an appointment system which enables the physician to
devote sufficient time to each patient, supply the basie requirements for a good
medical care program. Diagnostie and therapeutic facilities are suitable to
the program of the health center and qualified technicians are employed in all
gpecial departments.

Nursing supervision is good and nursing coverage was adequate at the time
of our visit. Apy marked rise in daily attendance, particularly an increase in
female patients, wounld seem to necessitate additional nursing personnel,

In general, well qualified staff are available in all fields contributing to a good
health program, with the exception of medical social service and we under-
gtand that this service is to be added.

Plant and facilitics: The Sidney Hillman Health Center Building has been
successfully remodeled for its prezent needs and careful consideration has been
shown for the comfort, privacy and convenlence of patients, Modern furnish-
ings and attractive colors contribute to a pleasant environment. All equipment
is new and excellent in quality. Cleanliness and order are well maintained,

Source ;: New York Joint Board Amalgamated Clothing Workers of America : Health
Becurity by Union Action, (May) 1952, pp. 1-62,
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Table 1.—Number of physicians serving at center and hours of service, by
specialty, Sidney Hillman Health Center, New York, September 1952

Avernge Average
e oih bucef | of o
ro OIS o TS
Specialty physi- ?‘ Epocialty physi- | per &F_
¢ clans | sle
per wmk por wiek
General medicine______._.___... o4 B4 || Orthopedios. .. ooeeecceeccana 5 4
P A R R R e T 2 d1¢ || Otolaryngology.. .o oceecacen-a. 4 3
[ 717 o e W S e 2 2 Peripheral-vasenlar. .. .. ... 2 2
Chest...._.. ST 2 2 Physical medicine and rehabili-
Drermato S e 1 5 T 1 B A e e 3 8
g S R 2 3 Procbolgy-c e tadiis aun e it 2 3
Gastroenterolofy - cccecccmeaa.. 2 3 Tz o5 2 AR e S A 1 144
gﬂnﬁml SUTBRIY o eoemmmaemmaee i § Mﬂ%ﬂm ------------------ ; _‘1_
g 1o R S LR e R A
Inw.rnal medicine_ ... 3 23 Rn.dim.harupr-_.-....._h..______ 1 14
L1 Ly 1 S S 2 L (LT - SRS SR S IR 2 {g)
Gph:hn]mlngrmu"......-... G 8 g T o P R S e 1

Bouree: Sidney Hillman Health Center of New York, 1953. Unpublished data.

Table 2.—Adge and sex of patients at f;:;_i:éer Hillman Health Center,' New York,

Aga group
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35 28 21 2.3 14 3.6
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i Based on a sample survey.
# Laess than 0,5 percent.,

: Brand, Morris A., M. I).: The Medical

Nm York.

Service
Presented at annual meeting of Ameriean Public

am of the Sidney Hillman Healih Center of
ealth Association, Cetober 1952,



Table 3.—Number of
Hillman Health

ghrﬂciam' services provided,
enter of New York, April 1951-Sept. 30, 1952

by department, Sidney

Number of physicians’ services

First 12 months First 12 months
Item of operation of operation
ol | P00 | oo [“Persion
iy 0 per 1,
eligibles cligibles *
Physicians® servives, total. .o oo aeea 2, 818 1,833.3 97, 938 000, 9
=HES
L e b e 0, 972 28 5 46, 323 851, 1
- ]
Epentaltieabatal == C o e e S it ek 41, 546 05 7 51,615 1,060, 8
All e e T e g 3,318 0. 5 6, D64 143.0
Card Lok Sl o L e T BT e PR hiil 10, 8 880 18.1
S R e e e T S 155 4.6 246 51
A e R SRR L R L T L 1, 54 47. % 2, 360 456
OETAD DS emamnmmmmmemmmmmmma s ' g 5 113.7
Eatrolnentinal o i STl 210 6.3 4012 23
e R e e e e L Sl 16. 8 053 10. 8
Interoed mvedbohee. - o aCEl b 11. 5 645 13.3
Medizal “L" (antloetlo). o cnooice e e 258 7.8 412 25
Neuropsychiatry. = o e e T 21.8 1,211 48
1 i e o B B SR R R Rl 4, 7 142.5 7, 660 157. 5
e im|  Ba| 1w &l
to e Tl B e e et s . 1
Perlpheral-vasenlar . .. ..oc.ceeccmccccomazcocaa: 434 13.0 603 13. 6
FPhysical medicine consultations only. i 1,822 M. 6 2, 796 5T.4
Proctology . .. ccoeesazac- 1,040 3.2 1, 531 3.8
Radiology, d 4, 739 142.1 7,418 152.3
Roentgen therapy consul 02 1.9 B 1.T
T I Tk e s S 1,071 321 1, 535 3.8
Urology.-.---- 3 " 2 i AERce 1 1,518 45.5 2,240 46. 2

i Based onaverage of 33,258 eligible persons during first 12 months of operation.
# Based onaverage of 32,468 eligible persons during first 18 months of operation.

Source: Brand, Morriz A., M. D., The Medical Service Program of the Sidney Flillman Health Cender of

New York.

Presented at American Public Health Association annoal meeting,

etober 1952,

Table 4.—Number of diagnostic and ancillary services provided, Sidney
Hillman Health Center of New York, April 1951-Sept. 30, 1952

Number of services
First 12 months of First 18 months of
Ttem operation operation
Total cligibies 1 Total éifgriiﬂ
Diagnostle procedures: 3
roy exa O At oA, et s s 4, 678 140, 2 7,416 1523
Laboratory:
Basal metabollem. o cccccininm i ssmnssssmsioani 185 55 214 A6
Electrocardiograms. oo oo 3, 557 106, 6 &, 540 113.7
Chemistry, arinalyais, ebe ..ol 36, 433 1,002 2 0%, 8GR 1, 208. 7
LT 6, 374 10811 8, 854 181. 8
A TR e e S S S 70 2.4 100 24
Ancillary therapeatic services:
Injections b¥ NUrSe....ce-eeceomo e e e an 1,832 54. 9 3, 802 79.9
Physical therapy and rehabilitation. ..o ccaoooo.. 11, DGT 2318 17, 437 358. 1
X-ray
B 51 L5 138 2.8
137 4.8 205 4.2
e R o e 26, 435 T0%. 5 41, 811 H5E 5

1 Based on average of 33,35 cligible persons daring first 12 months.
1 Basrd on average of 32,468 eligible persons during first 18 monthe, )
¥ Exelndes electrocardiography and X-ray readings; these are included in physicians’ services,

4 Bervices started Oetober 1951,

Eouree: New York Joint Board, Amalpgamated Clothing Workers of America: Heallk Seeurity by Union

Action. Moy 1952; Brand, Morris A, M. D, The

Medical Serpice Program of the Siduey Hillman Healih

Cender of New ¥ork., Presented at Ameriean Public Health Association Annual meeting, Cetober 1952,
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Union Health Cenier®
International Ladies® Garment Workers® Union®

275 Seventh Avenue
New York 1, N. Y.

First of the International Ladies’ Garment Workers’
Union (A. F. of L.) health centers, the New York center
was established in 1913. The center provides unlimited
health services to ambulatory patients who are members
of 27 International Ladies’ Garment Workers’ Union
locals in New York City area and limited services for
their dependents. During 1952, 201,200 members were
eligible for service.

The program was union sponsored and was originally
financed by locals with payments from membership dues.
Since 1945 the services have been financed with funds re-
ceived for health and welfare benefits under collective
bargaining agreements. Average annual cost for medi-
cal services was $6.27 per member in 1952,

In 1910, sanitary conditions in the garment trades were a major
issue in a general strike of cloak and suitworkers in New York City.
Peace was established by the Brandeis’ award which provided for
preferential union shops and a joint board of sanitary control, repre-
senting manufacturers and union leaders. Subsequent investigation
by the New York State Factory Commission, revealed a poor state of
health among garment workers. These findings were substantiated
by a United States Public Health Service study by Dr. J. W,
Schereschewsky.

To meet the health needs of garment workers, the Union Health
Center was established by union leaders in cooperation with Dr,
George Price, who served as director until 1942, The present director,
Dr. Leo Price, succeeded his father at that time.

The original center occupied 2 rooms and 1 physician was in attend-
ance several hours a day. The program was incorporated in 1917 and
was granted a New York State license in 1930.

BASIC OBJECTIVES OUTLINED BY PLAN
Original objectives to which the center still adheres:

1. To furnish abundant medical care to members of the industry who, because
of their low earning capacity, are unable to pay for good medical eare from a
private physician.

*David Dubinsky, President, International Ladies’ Garment Workers' Union ;

Jozeph Breslaw, Chairman, Board of Directors; Frederick F. Umhey, Secretary,
Board of Directors ; Leo Price, M, I, Director,

2B0551—54
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3. To examine all candidates for membership in the union.
3. To supervise the medical aspects of the sick-benefit systems,
4. To act as the health education department of the union.

EriGrBrniTy

Most locals require 6 months of membership in the local. Depend-
ents of members are eligible for care at moderate fees, e. g., $1.25 per
physician visit.

At one time the center had arrangements to provide services to
members of other unions, but the practice was discontinued a few
years ago when demand for service to members increased.

MEeMmBERSHIP

During the calendar year 1952, an average of 201,200 persons, mem-
bers of more than 25 International Ladies’ Garment Workers’ Union
locals, were eligible for services at the center. The typical establish-
ment in which members work has about 50 employees. Work is sea-
sonal and the industry is highly competitive with the possibility of 400
to 500 failures yearly.

Seventy-five percent of the union members are women and a large
percentage of the membership is in the older-age groups. A study
made available in 1952 showed that 53 percent of the female New York
members and 75 percent of the male members were over 40, as com-
pared with 40 percent of the general population over 40 years of age.
Further breakdowns of the age and sex groups show that 50 percent
of the men and 26 percent of the women in the New York Inter-
national Ladies’ Garment Workers’ Union locals are over age 50 and
that 23 percent of the men and 6 percent of the women are over age 60.

METHOD OF FINANCING AND COST OF CARE

Method of financing—Each participating local assumes financial
responsibility for the medical services provided to its members and
pays for them from collective bargaining funds. The local is charged
approximate cost, according to a fee schedule, for each service ren-
dered. The patient pays moderate fees for prescriptions filled at the
center’s pharmacy and for care of dependents,

Since July 1, 1952, all members have been entitled to unlimited
medical service without charge; prior to that date, each member was
entitled to a specified amount of credit for services at the center, the
amount varying among locals. Throughout the years, credits were
increased from around $5 to $30 annually.

During the 3-year period 194749, approximately 77 percent of the
center’s income came from fees paid by the locals, on behalf of mem-
bers, from union-administered health and welfare funds; the balance
came from cash fees for services and drugs, paid by members and their
dependents. The center estimates that members’ payments for care
of dependents and for prescriptions will amount to less than 5 per-
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cent of total income now that all union members are eligible to receive
full services without charges.

Operating costs—Operating costs during 1952 including admin-
istrative expenses, building upkeep and depreciation, were as follows:

b o e BT 3T o) ] . el S sy 81, 434, 051
LI R T BTy 1 - T BN, C Uy ARG e B B T e 1ol T 1 e | 10
Bick henefit deparctment . oo oof0 oo e e L 146, 100
T T T L e LT e TT, 300

Awerage cost per member—The average cost of the program per
eligible member in 1952 for medical services, drugs, and processing of
sick benefit claims was $7.38 ; for medical services only, the average cost
per member was $6.27. Included in these figures is the cost of service,
provided at moderate fees, to 3,600 dependents who were patients at
the center during the year.

Average cost per

Item: member, 1052
N T s R e s e st $7.38
L T e e pe AL e DO NP T N e T o A L N e R 8. 27
Services for sick beneflt claimants. oo LT3
Pharmacy preseriptions__ e _— = i e Ll BE

Average cost per service and per patient.—The average cost of each
medical service was $2.39 during 1952. The average cost of medical
services for each patient (members and dependents) was $25.77. Med-
ical services exclude pharmacy prescriptions and the cost of sick
benefit certification. Including the cost of sick benefit certification, the
cost for each member-patient was $28.97. This is the cost for which
the local is billed; among the locals, the cost per member-patient
ranged from $18.83 to $46.32.

Average cost per

Item: gervice, 1958
Medical serviees (A penbor) e o e e e L 22, 39
Bick benefit claims (per service) - 2. 40
Pharmacy (per presceipton). oo . D2

Payments to physicians.—Full-time and part-time physicians are
paid on an annual basis, which includes payment for holidays, vaca-
tions, and sick leave. In addition, they receive employer-paid hos-
pitalization insurance.

Physicians on an hourly basis receive $5 to $7.50 per hour although
a few physicians who are chiefs of specialty services receive more
than twice as much.

SERVICES PROVIDED

The center provides diagnostie, preventive and general and special-
ist medieal care to ambulatory patients, and is responsible for process-
ing of sick-benefit claims to be paid from union health and welfare
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funds. See exhibit A for a detailed description of the services pro-
vided at the center.

General medical and specialist care.—Each new patient at the cen-
ter is given a thorough physical examination with urinalysis, hemo-
globin determination, blood serology, and miniature chest X-ray.
The same examination is given annually as patients return to the
center. A physician reviews the findings, explains them to the patient
and determines treatment, referring the patient to other departments
if further diagnostic tests or special treatments are necessary. The
same physician coordinates the findings of these other departments.

The center has physicians in all the major specialties. Close atten-
tion is given to the care of chronie diseases, especially those afflicting
older persons. For a complete list of medical specialties see table 1.

In 1950, the center established a followup department which keeps
in touch with members found to have serious conditions and arranges
for care at the center or assists in arranging for services through
other facilities in the community.

Aneillary services—Laboratory services are provided upon the
request of the attending physician. They ineclude, in addition to the
procedures given in the initial examination, hematology, sedimenta-
tion rate, blood chemistry studies, gastric contents and feces analysis
for occult blood and parasites, examination of bacteriological smears
for tuberculosis, gonorrhea, trichomonas vaginalis and vaginitis. De-
termination of basal metabolic rates by the oxygen consumption
method was replaced by the radioactive isotope (iodine uptake) method
on May 18, 1953. Other diagnostic services include audiometer, basal
metabolism, and electrocardiography.

Miniature chest X-rays are made during the patient’s first visit to
the center and annually thereafter for patients returning to the center.
The center is equipped to give both superficial and deep X-ray therapy.
Physiotherapy treatments are given to all patients needing such care;
it is widely used as a measure to bring relief in numerous chronie con-
ditions encountered.

Cooperative services—The center has always maintained a health
education program. During the early years of the center, staff mem-
bers gave short talks in the shops dealing with health education; later,
health committees were organized among the workers, The center
still maintains, and continues to revise and enlarge, its program,
which is under the direction of Miss Pauline M. Newman who has
been associated with the center since it began operating.

When an active case of tuberculosis is found, fellow workers of the
patient usually report for a checkup in an effort to find the source of
the case or cases. Throughout the years, the tuberculosis rate, which
was high among members of the garment industry, has been greatly

reduced.
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Other services—The center organized a nutrition department in
1947. Nutritionists see patients both individually and in groups.
Upon request of the physician, a nutritionist interviews patients and
helps them make the necessary adjustment in eating habits. The
nutritionists have worked especially closely with patients in the
diabetie, cardiac and gastrointestinal clinies.

A social service department aids members requiring help with
special family problems and assists members in obtaining health serv-
ices not provided at the center,

The pharmacy, located in the center, provides preseriptions at mod-
erate cost,

The center certifies members for temporary and partial disability
and since 1949 has certified members of the cloak section of the ladies
garment workers industry for retirement on the basis of total and
permanent disability. See exhibit B for details.

The center formerly conducted premembership examinations for
most union members. This once important funection is now carried
on by only three small local unions.

Services not provided.—Home care and medical and surgical services
in the hospital are not provided. However, patients at the center
are eligible for cash benefits for hospitalization and for inhospital

surgical and maternity benefits through the union health and welfare
funds.

Facmurries

The center moved to its present location in 1934 and purchased the
building in 1945. It occupies six floors with about 100,000 square
feet of floor space. Facilities include 55 modern examining rooms,
including special suites for multiple clinies in such services as eye,
chest, heart, and urology; physical therapy, X-ray and laboratory
departments. The pharmacy is equipped to fill more than 600 pre-
seriptions daily. A nutrition suite includes class rooms and a demon-
stration kitchen.

The center is open from 9 a. m. to 7: 30 p. m. on Mondays through
Fridays and from 9 a. m. to 2 p. m. on Saturdays. Dependents are
cared for only during morning and afternoon hours.

STAFF

The center has a staff of about 415 persons. With the exception of
most of the physicians, the staff serves on a full-time basis.

Administrative staff.—Responsibility for the operation of the health
center is delegated to the director. He is assisted by a staftf of 14 de-
partment heads and 3 medical administrators. In addition, the center
employs 130 clerks and registrars and 30 stenographers and typists.

Professional staff —The center has a staff of 166 physicians, includ-
ing 11 full-time and 12 half-time physicians. The remaining physi-
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cians serve on an hourly basis. About 40 percent of the physicians
are assigned to the department of general medicine and another 10
percent to the sick-benefit department. However, some of those as-
signed to general medicine also serve in a specialty service, and most
of those in the sick benefit department do some work in the general
medical elinics,

MNumber Number
Department of physi- Department af tﬂ{':l-
Genoral madleine. .. .. oo [l | T L e i O e i 4
11y RS S e [ e SR e L G L | [ T T e R S P LR e 4
L2 T A e e R S T B[] Prootalogy - s san S s T S 4
Ear, nose, and throat. .. .. ... ... cooi. 10 || Peripheral vaseular. . . .ccceocoaocoaanan | 3
0. 1100y o e U R R e R Al Physlotherapy. . o oo i ol 1
T L1 [ TR e S R ST R | I T T S A T e 1
E'—'“ﬂi;; _________________________________ g Ekm .................................... ;
N e e B T e e o o e et et B e
Gastrointestinal . .. . _____ 4 x-msrr.’: ................................. 3
Genitourhiry: fo o e e L 4

The ancillary staff of the center numbers 76 and includes 38 nurses
and aides and 28 X-ray, physiotherapy and laboratory technicians.
All the ancillary staff is on duty 39 hours per week.

Number Number
Nursesandaides. .. .. - _.__... 38 X-ray, physiotherapy and labora-
o f T i et ol o B 2  torytechnicians. oo coaoaaaaaa- 28
Health edueators_ ________.______ 1 Pharmasiste . . ... .o S8 5
Record librarians. . ____..____. 1 Bocial service worker____ . ________ 2

Total physicians’ hours scheduled at the center (excluding adminis-
trative hours) equal 1,366 per week or 1,226 hours excluding physi-
cians’ time spent in sick benefit certification. General medicine ac-
counts for 52 percent and eye care for 13 percent of the scheduled
clinic hours. See table 1 for a weekly schedule of physicians’ hours
at the health center.

UTILIZATION OF SERVICES

Persons receiving care—During 1952, 45,312 members and 3,600
dependents received medical services at the health center. Sick bene-
fit certifications were made for 27,000 members, many of whom also
received medical care. The center officials estimate that a total of
about 60,000 different persons visited the center during 1952.

There was wide variation among the locals in the proportion of
their membership receiving medical services at the center.

Percent
All loeals______ e Z R el e e Rl
Local with highest rate of utilization____ i e 504
Loeal with lowest rate of utilization . s b SRR

T'otal services provided.—During 1952 the center provided 504,009
medical services to 45,312 member-patients and to 3,600 dependents,
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On the average each patient received 10.3 medical services. Union
members had a slightly higher rate of utilization than dependents.

Average annual
s ber of med-

el urg&me‘a
& er pa by
Liem : i dage
T e o T ST S 10.3
O AREIREAE S e e e e ———— 10. 5
I T P e Ao St b e St e R e e 8.5

Although the union members were entitled to unlimited services at
the health center for the last six months of 1952, the number of medi-
cal services provided increased less than one percent over the 1951
levels. About 475,000 services were provided for union members, an
average of 2,360 services per 1,000 eligible union members. Twenty
percent of the total medical services were provided by the department
of general medicine and an additional 29 percent by the various medi-
cal specialties. The remaining services were therapeutic or diagnostic
procedures and special services, such as medical interviews, minor sur-
gery and certifications for disability retirement.

Number of

Item : services, 1052
All medieal BRERIceR. 504, 009

CE e v 2 8 b b T kot - it el e R o 101, 789
K T T T SO e 146, 103
TherfpY e e G E s e e S s R R R R T i, 109
Diagnoatile procedures. - - . - __.__________ 157, 750
Special services oo e R e, e e T e e 44, 308

In addition to medical services, the center provided 61,869 services
for sick benefit claimants (308 per 1,000 eligible persons) and the
pharmacy filled 147,984 prescriptions.

Services provided by medical departments—Union members and
their dependents received nearly 250,000 physicians’ services during
1952. Physicians’ services for union members probably amounted to
about 233,000 or roughly 1,200 physicians’ services per 1,000 eligible
members. A little less than 60 percent of all physicians’ services were
given in the specialty clinies. The eye clinic was the most frequently
used, although services in the allergy and hay fever clinics combined
exceeded those in the eye clinic, a pattern which has been maintained
over the past six years. See table 2 for a detailed presentation of all
physicians’ services from 1947 through 1952,

Services provided by ancillary departments.—Laboratory proce-
dures and diagnostic X-ray accounted for 56 percent of all ancillary
medical services in 1952, Other services which in 1952 accounted for
at least 5 percent of total ancillary medical services were physical
therapy and injection therapy treatments and medical interviews.
Table 3 shows the number and type of ancillary services for 1947
through 1952,
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ADMINISTRATION

Full responsibility for financing and operating the center was
assigned to the International Ladies’ Garment Workers’ Union general
executive board by participating locals in 1934. The Union Health
Center committee made up of union officials appointed by the board,
is responsible for overall policy.

The medical director, appointed by the Union Health Center com-
mittee, administers the center with the assistance of a medical council
of eight physicians, with long experience at the center. It meets regu-
larly with the medical director and several times a year with the
union health center committee of the International Ladies’ Garment
Workers’ Union general executive board.

The medical board, composed of the head of each medical service
and three physicians representing the general practitioners on staff,
meets regularly to develop standards and criteria for recording find-
ings, to recommend modifications in the drug formulary, types of
laboratory examinations to be performed, and many other procedures
of vital importance to the center and its patients.

REecorps

Medical records for each patient are kept in a central file. The
register of serious conditions, inaugurated in 1950, permits patient
followup. And when funds permit will provide the basis for detailed
analysis of specified conditions.

{)THER HEALTH AND WELFARE BENEFITS

Union locals bargain separately for other health and welfare bene-
fits. For more detailed information on hospital and surgical benefits
available to members of each participating local, January 1953, see
table 4.

Hospitalization.—For most locals the indemnity payments are $5 a
day. The maximum number of compensable days ranges from 21 to
8.

Surgical eare—Most locals have a maximum surgical allowance of
$50. Several locals provide additional allowance for deliveries.

Sick benefits.—Members are eligible for sick benefits under the New
York State temporary disability law.

Retirement—Maximum of $50 a month except for cloakworkers
who receive maximum payments of $65 per month.

Life insurance—One thousand dollars for each member of all
locals.

Various Evaluations
The New York State Department of Social Welfare evaluates the
program of the Union Health Center periodically.

In 1947, the department’s report stated : “The Union Health Center
is an outstanding medical institution for the treatment of ambulatory
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patients. . . . In terms of individual consideration of patients, it is
unlikely that the Union Health Center is excelled by any other insti-
tution. . . . From our observation during the present survey and in
our past visits it is apparent that patients receive good medical care
in the sense that prompt, courteous and thoughtful service is given by
qualified practitioners.”

In 1952 the department commented particularly on the followup
program inangurated in 1950. The report noted that “. . . consider-
able development has taken place in the program of professional care
for patients. We refer specifically to the development of a followup
program which has most favorably affected patient care at the health
center, and has expanded the case finding aspects of the medical care
program. . . . This type of medical review adds to the value of the
Union Health Center for those who are eligible to use its facilities,
and the results of this intensive followup should be an important con-
tribution in the field of public health and preventive medicine. . . .
The Union Health Center continues to give good professional service
to those who are eligible to use its facilities.”

The full text of the 1952 statement will be found in appendix C.

Exhibit A.—Report on selected activities, International Ladies’ Garment
Workers' Union, Union Health Center, New York City

AMBULATORY MEDICAL BERVICE

Medical service on an ambulatory basis, which was instituted at the inaugura-
tion of the Health Center in 1913, has proved helpful to solve the greater majority
of the medical problems of the worker. This is particularly so when this medical
gervice incorporates a highly developed program of preventive medicine and
conservative treatment to maintain the health of the worlker,

From the experience of this institution, more than three-fourths of the medical
gervice needed by a working population can be given at a Union Health Center.
The remaining 25 percent of needed service, which includes home care and
hospitalization, is not wholly met,

However, the service at the center is supplemented by cash subsidies to help
cover the costs of hospitalization, catastrophic illnesses, and prolonged invalidism
among older and chronically i1l workers. Cash sobsidies in themselves may not
always be sufficient to cope with suech problems. Nevertheless they are of con-
siderable assistance to a working population which wishes to prepay the cost of
its medical requirements, without recourse to charity.

While the goal of comprehensive service must ever be the ailm of a labor
organization—for the improvement of the health of its own workers as well as
the nation's population—the International Ladies’ Garment Workers' Union has
taken the realistie attitude of utilizing every advantage in the local community
gervice gituation to secure adequate medical protection for its members.

A practical approach such as this, combined with the changing attitudes of
the medical profession toward prepaid medical care, fostered by recent social
progress in the health field, makes it possible for working people to secure a
large amount of health security.

SCREENING PROCEDURES

Much unsuspected pathology has been uncovered by routine chest X-rays and
routine lahoratory tests performed for every patient. Routine X-ray is a pre-
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ventive medical measure which often uncovers pathology before it develops into
serious conditions,

About 30,000 miniature chest X-rays are taken each year for International
Ladies’ Garment Workers' Union members at the center, In 1 year X-ray read-
ings of these films suggested approximately 5,000 abnormalties of the heart and
blood vessels; 38 active tuberculosis cases were ultimately diagnosed from 1,482
films which had significant shadows requiring persistent followup and reexamina-
tion. In addition, the miniature X-rays suggested 52 tumors of the lung, 1,000
other Iung conditions of varying significance and 200 findings in the mediastinum,
of which 76 were considered thyroid glands located in the chest instead of in
the neck.

Three laboratory examinations: urinalysis, blood count, and blood test for
gyphilis, are performed for each mew patient. Unsuspected cases of diabetes
and anemias are uncovered daily in this way. Sickle Cell anemia and Mediter-
ranean anemias have been found among the workers originally from southern
states, Puerto Rico or Mediterranean areas who are now employed in the New
York City garment trades.

EYE SERVICE

Workers in the needle trades are greatly in need of competent eyve service sinee
their skill and produetivity and therefore their income depends upon their vision.

In many crafts the operating distance at which the worker must see clearly
is different from his reading distance. His glasses must be adjusted for these
differences and must be ground so that proper vision correction is obtained.
Since the Union Health Center ophthalomologists are acguainted with the re-
quirements of the various erafts, refractions done at the center are more likely
to be helpful from an occupational point of view.

SOCTAL BERVICE

The social service department aids International Ladies’ Garment Workers'
Union members requiring special help with family problems such as an invalid
parent or personal problems of adjustment to a difficult life situation and mental
fllness, In addition, this serviee nassists members needing hospitalization for
acute illness, convalescent care, and other situations with which the average
individual eannot cope,

The social service department makes full use of the welfare and health agencies
of New York City in the solution of these problems.

PHARMACY

Equipped to provide as many as 600 prescriptions daily. A formulary, pre-
pared by the medical board’s formulary committee, lists medications that ean
be received from the pharmacy. The list contains about 200 items and is reviewed
and revised periodically.

NUTRITION

Good nutritional advice supplements the medieal serviee rendered at the
center,

Two nuiritionists interview patients upon the order of the clinie physicians to
discuss diets and help the person make the necessary adjustment in his eating
habits to improve his health. Patients at the center respond well to this pains-
taking assistance with nutritional problems. Return visits reguested by the
nutritionist are kept and diet adjustments are unsually achieved. A great need
exists for more nutritional eduecation, so that poor eating habits may be replaced
by health producing ones,

SURGICAL CONTROL

The Union Health Center maintains the equivalent of a hospital outpatient
serviee and therefore has never had a primary interest in surgieal procedures.
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Nevertheless, in view of the volume of serious conditions encountered among
patients, it makes certain that patients needing surgery receive proper
treatments,

Its concern is to see that the patient gets needed surgery from a qualified
surgeon in a proper institution irrespective of whether or not the surgeon is a
member of the center staff. It sees that the patient has an opportunity to choose
his own surgeon, even though he may receive advice concerning surgery at the
center. To this end the center cooperates fully with the medical profession
and the hospitals in the community. A procedure of administrative control is in
effect at the center to accomplish these objectives.

REGISTER OF SERIOUS CONDITIONS

The center focuses attention upon members who have a serious illness which
requires special medical attention. Since 1950 the work has been done by means
of a followup department which keeps in touch with members who are found
to have serious conditions. This department strives to arrange for immediate
treatment so that deterioration, to the detriment of life and health, is prevented
or postponed.

The center's responsibility is to see that these members are properly cared for,
either with its own faeilities or through a community agency.

Cancer and other malignant growths.—The cancer register wag set up in
November 1950. It now has 620 cases on register, many of which are under
constant followup., Others have been hospitalized and operated upon, or have
died since being registered. Biopsies: 1,213 specimens of tissue have been taken
during the last 2 years at the center for microscopic study. Seventy-szeven proved
to be cancer, needing immediate treatment, and 122 were noncancerous growtha
which were placed under medical observation and constant followup.

From references to the X-ray department, many new growths have been
discovered. In 1952 from gastrointestinal X-ray studies, from urological X-rays,
from chest X-rays, and from long bone studies, 102 tumors were diagnosed, of
which 57 were cancerous,

Many cases of cancer of the breast have been disagnosed and referred for
operation among the large population of women attending the center. In every
case the eenter was able to see that immediate treatment was secured. Operated
eases are vigilantly supervised to guard against metastatic spread.

Digeaszes of the blood.—Diseases of the blood also constitute a phase of control
in the followup department. Of 273 cases of blood abnormalities registered, 36
were grouped as lenkemias and polyeythenias.

Diabetes~—A diabetic control program has been put into effect during the last
3 years with cases culled from an active file of about 70,000 medical records.
Laboratory reports showing the presence of angar in the urine were followed
up and 2,005 cases of diabetes were uncovered.

Of 225 cases among this group, one-third did not have previous knowledge of
gugar in their urine before coming to the center. It is difficalt to estimate the
number of unknown diabetics among the garment worker population in New York
City, but it may be that as many as 2 persons out of every 100 garment workers
have diabetes and many are unaware of this fact.

Heart dizsease—Many garment workers show evidence of heart abnormalities,
but of these only a small percentage nmeed to have constant attention in the
cardiae service, Enlarged hearts are not an uncommon finding in miniature
chest X-ray routine service, verified by physical examination, by 14 by 17 films,
and electrocardiograms.

Seventy-five percent of the workers with heart disease attending the cardiac
clinie are working in the industry, and over 90 percent of the cardiac members
are over 40 years of age. Members who have suffered a heart attack can often
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riturn to work after reasonably short periods of convalescence providing they
receive medical support and are able to rest adequately in slack seasons. The
seasonil employment in the garment trades is an aid to cardiac workers since
it permits them to rest without detriment to their employment.

Gynecology.—The need of such gervice to older age women is obvious. Besides
funetional distorbance, the high frequency of surgical treatment is carefully
curtailed by conservative policy.

Tuberculosis.—A total of 5314 tuberculosis cases are registered as either
healed, arrested, or cured,. These cases arve reviewed and called back for super-
vision as is found necessary. Followup procedurez have been developed that
reduce supervision to a minimum and avoid loss of time from work for the
member,

Active eases of tuberculosis discovered in the clinics or through routine X-ray
receive prompt attention. A relationship is maintained with three sanatoria
where every effort is made to insure the speedy admission of patients with
tuberculosis and their return to the industry under medieal supervision.

Source : Report of Union Health Center, International Ladles’ Garment Workers' Union,
covering years 1950-52, January 19068, Unpublished data.

Exhibit B.—Processing of disability and sick benefit claims, International
Ladies’ Garment Workers’ Union, Union Health Center, New York City

EETIREMENT FOR DIBARILITY

In 1549 the cloak joint board extended its pension program (for 65-year-old
members who wish to retire from the industry) to cover members 60 years of age
or older whose physical infirmities prevent them from carrying on their work.
The center was asked to determine which applicants for premature retirement
were totally and permanently disabled.

A total of 358 workers have applied for disability retirement. Two hundred
and thirteen of these applicants were totally and permanently disabled; 63 were
not considered totally and permanently disabled ; and 18 have been deferred for
further examination at a later date to defermine whether the disability is
permanent,

Nineteen members died before examination and 29 totally and permanently
disabled members died after they were pensioned.

Ag might be expected from the age of the applicants, the greatest number of
members was found to be suffering from diseases of the heart and circnlatory
gystem. The second largest group had visual defects resulting in ocenpational
blindness. Many advanced cases of arthritis were retired and members suffering
from Parkinsonian syndrome (characterized by constant involuntary tremors)
were found totally and permanently disabled.

SICK BENEFIT

The number of sick benefit claims increased D percent between 1950 and 1951,
but the number of claims in 1952 showed little change from the year before.

The State law insuring payment for disability from nonoceupational illness has
developed problems. Formerly sick-benefit certifications were completely con-
trolled by the objective medical examination performed by a center physician.
Many of the present conflicts arise from a variety of obsolete bylaws and consti-
tutions governing sick benefits. A review of the entire system should be insti-
tuted, since the establishment of new procedures and new constitutions seems to
be the only way these problems can be solved properly.

Source ;: Report of Union Health Center, International Ladies' Garment Workers' Union,
covering years 1960-52, January 19538. Unpublished data,
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Exhibit C.—Findings of New York State Department of Social Welfare Survey,
International Ladies’ Garment Workers’ Uni'ﬂn, Union Health Center, New
York City, April 1952

A program of remodeling and expansion was only just completed at the time
of our last survey. We therefore found few changes in the physical plant during
our present survey except for mecessary renewals and repiacements. Consider-
able development has, however, taken place in the program of professional care
for patients., We refer specifically to the development of a followup program
which has most favorably affected patient care at the health center, and has
expanded the case finding aspects of the medical care program. The review of
the complete medical record for each patient who has had a laboratory or X-ray
test on which an abnormal finding is reported, appears to be an excellent method
of ascertaining those patients for whom intensive followup is needed. This
review also serves fo evaluate and coordinate medical findings. In addition, a
careful screening of the PFX films for chest conditions other than tuberculosis,
has proved of great value in revealing conditions of which the patient has many
times been unaware but which are urgently in need of mediral attention. This
type of medical review adds to the value of the Unlon Health Center for those
who are eligible to use its facilities, and the results of this intensive followup
should be an important contribution in the field of public health and preventive
medicine,

It was noted that the staff of administrative physicians has been increased,
both to cover the followup review and to facilitate direct service to patients who
may require immediate attention from a physician, but who do not necessarily
need to receive cliniecal care at the moment. We also learned that there have
been increases of staff in other departments which contribute to the total picture
of patient care, including an assistant to the medical social worker, and to the
nutritionist, respectively.

While the number of registered nurses has not increased, the employment of
aldes for nonnursing duties has actually inereased the available nursing coverage,
There has also been real improvement in the area of nursing supervision, and in
this connection, we note that a procedural manual for the nursing staff is nearing
completion.

The Union Health Center continues to give good professional service to those
who are eligible to use its facilities.

Source : Unlon Health Center, New York, 1853. TUnpublished data.
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Table 1.—Weekly time schedule of physicians® hours, Union Health Center,

New York, 1953
Total | om- Number of scheduled hours
sehed- ber of
Diepartment uled physi- |
hours | ®ore” | Mon- | Toes- 'Wednes-| Thurs- | Fri- | Sator-
por week! day day day day day day
Cleneral medicine..___.__.__. £40L4 67 1aglgl 132 1114 10814 70 80
| o, TR S S B P 160 17 a3 & b | 18 8 12
a 2514/ [ 2 2 1 12 i
B ke o] v e A
A ¥ smmmmmmnes s senmae 7
Arthritis....ccccmmmancnanaaa a4 4 3 8 i1 [} 5 8
AR B et L e 2414 3 i T4 fi i ot ik e TR
Eeahelans. o0 oo i ot 2 b} 4 6 2 3 T e
Grastrointestingl. ... eeecoaes 15 W e i 2 ] ] B e =
Genltourinary .coeeeeeccraaa- 17 4 2 7 4 2 - oha) [RSE T1
o (111007 S S e S 4 | 4 2 & 3 {1y |l e dies
OB < & s s ma swaal: o CREMEN Dl e Sl o Gln R il ()l e e e e
Pariphaalvaseitar il &l 3 5 3 5 3 ¥ B
Phﬁslnthmuy. e 18 4o L 3 3 3 8 3 3
Blck henefit. . . e aaeaaae.. 13934 16 20644 a3 2204 25 2004 4
o Rt R BT e IV 40 7 L] L] ] 8 TL-5E s T
T g e R R R 17 3 3 2 5 4 i ) R BT,
b2 TR S PR S R 324 a B4 (331 04 614 ], SRR
1 Exeludes administrative hours,
Source: Union Health Center, New York, 1952, Unpublished data.
Table 2.—Physicians’ services provided in general medicine and specialty
oﬁm’cs, Union Health Center, New York, 1947-52
Clinie l‘ilﬁﬂ 1951 1950 1840 1848 1047
Mofal ¥ ool TRMTB42 | ER 025 | X208 [ N2 406 | 179, 000 142, 705
General medicing. . e e 100, TG 08, 343 90, 451 B, Gl ‘M,-IIE 59, 445
Medical speclalties, .o oooooeoeoooo.| 146,105 | 139,600 | 131,582 | 122,714 | 108,974 | 83,350
] R T D S R PR PR 7 3
T et bt e e TR T B 000 919 g s
R e 2 504 2,162 3, 308 2, 416 1, 768 556
T e ———— S ST 50 | 4,374 3023
| T L S S 3 IE 4, 383 3,315 2,785 1,841 B | SR
Ear, nose, and throat. oo cceeeeeee---| 15,943 | 13,125 | 15,081 | 11,730 | 10,085 gz
e e 25, 414 25,138 25, 554 25, 127 21,478 18, 113
Gastrolnbaatingl . .« ..o eaea 1, 404 1,458 1, 075 534 246 96
HaS BOTOr . oo ceocsioioiminsesssoomsccl AnTRZ | ataaml: 1m0l | mES | saEWE 13, 526
Health maintanantl_ . .cceeeeessssmemsmmnm lnmms——— 401 474 28 B B
I e 1,447 1,333 1,202 1, 306 1, 3596 Bl5
A T e b e e e G, b4 6, 123 4, 291 4, 760 3,463 2 B21
Minor gynecological SUMEOrY . ..o eeveeennn- 2, 208 2, M7 1, 674 1, 136 757 B15
Periphaml-vasenlir. oo oo aaaacacac 3. 714 4, 285 4, 05 3, 050 2,50 1, BR1
Prociology. o oo - 35, &30 3, 884 4, 156 3, 56l 3,128 2 251
Bocinl hygiens. s 2,079 2,711 3, BR2 5,383 7. 398 5,241
| EF ] T S 8,872 4,007 4, 273 4, 158 4,872 3,670
Gynecology consultation. .. 1,070 1, 503 1,607 1,187 062 b
FPhysiotherapy consultation 10, 639 10, BLS 8, 5ad 7, 616 6, 225 2, 65T
Surgieal consultation. . o .. &, 196 2,831 2,746 2, (G 1,384 1, 285

1 Exeludes sick benefit reforrals,

Mote: Number of workers io whom these services were avallable averaged 200,000 annually during the
6 yenrs, the year-to-year variation being nominal.

Bource: Union Health Center, New York, 1953, Unpublished data.

118



Table 3.—Ancillary services pmtilg??i —d-EfE Union Health Center, New York,

g
5
g
3
£
z

-
g
3
E

Diagnostie procedures. .. ...........| 157,760 | 100,077 | 17,641 | 142,

Audiometer eaiaiesb
Basal metabolSIm. - - - oo ooo e oo oo oee
Electrocardlograpbh ¥y - oo oo
B e e U 0 SRS S o
Minlature chest XTa¥. . ccccmmemmmm—en

[ e R it £ T

I e ieiaieiil

P e
N R e B
Buperfigial X

Other services. . ocececcmcecacacaaa.

Madical Interviows. ....coccccesanassasanan
%m-meml:li-ewlli[: axamination ... ...

INETEANCIAE. . ccccccccnsmsssnsnssnncananas
DT ] T T S e
Bocial Imrvi........-....-.......--.......

i I . e . 0

Bpecia

Other._. = A gk
1 | A O e e
BlekNess INSUIANCE. «oeeemmemmmm s mm e 61, 560 61, (49 0, B18 48, 438 47, 300 4], 595

Office certification ! ... ... .| 26,207 26, 331 22
District certifieations. . ..cccecencemnne.a.. 345, 662 a4, 328 o4,

! Includes sick beneflt referrals to diagnostic and specialty clinics,
Bee Note, table 2.
Souree: Unjon Health Center, New York, 1953, Unpublished data.
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Medical services at center and hospital

The New York Hotel Trades Counceil
and

Hotel Association Health Center, Ine.®

501 West 50th Sireet
NBW Yﬂ!‘k lﬂg N- Y‘ o

This is a group medical practice plan established in
1950 to provide comprehensive medical care at the health
center and the hospital for approximately 85,000 mem-
bers of the New York Hotel Trades Council (AFL).
All costs are paid from an industry-wide health and wel-
fare fund. In 1952, the average cost per eligible person
per year was $16.90.

The first industrywide group insurance program for hotel em-
ployees was established in March 1945, through the joint action of the
New York Hotel Trades Council and the Hotel Association of New
York City, Ine. In 1950, with the establishment of the health center,
medical services were made available as a part of the industry’s
insurance program. A special act authorizing establishment of a cor-
poration in the name of The New York Hotel Trades Council and
Hotel Association Health Center, Inc., had been passed by the New
York State Legislature in April 1949. (See exhibit A for enabling
legislation.) Written approval of the health center was given by the
New York State Board of Social Welfare in the fall of 1950.

BAsIC OBTECTIVES OUTLINED BY PLAN

To promote welfare of New York hotel employees, add to the sta-
bilization of the industry, and contribute to the enrichment of the
community. The three main functions of the health center are: (1) to
prevent sickness, (2) to find out what is wrong when sickness ocecurs,
and (3) to cure sickness.

EvieipiniTy

Employment by a contributing employer and membership in the
New York Hotel Trades Council are requisite for eligibility. All

*Jay Rubin, President, Health Center, and Chairman, Insurance Fund : Charles
Rogers, Chairman, Board of Directors of Health Center, and Chairman, Advisory
Committee of Insurance Fund; Frank P. Guidotti, M. D., Medical Director,

Health Center; William H. Spahn, Administrative Director, Health Center, and
Director, Insurance Fund.
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employees are eligible for outpatient services at center as of the first
day of employment, and for inhospital care after 6 consecutive months
in good standing as a member of the council and 4 months of employ-
ment in a union-contract hotel or concession which is contributing to
the insurance fund.

Benefits terminate as follows: Twenty-eight days after cessation of
full or part-time employment by a contributing hotel unless member
is disabled, is employed by another contributor within the 28-day
period, or his condition is such that the medical director approves con-
tinuation of care.

MeMBERSHIP

Approximately 35,000 members of 10 local unions employed in 180
New York City hotels and 52 concessions are covered by the plan.
Members range in age from 18 to 85 (median age, 47) ; 62 percent are
males.

Membership represents over 200 occupations ; principal employment
is as follows:

1 T | A R e A S o 8, 776 Dishwashers e 1, 208
Waiters and waltresses_ . ______ 4 (087 Telephone operators. o —————- 1,271
Elevator operators_____________ R T LT T S e SO e B |
Hougemen - - ... 1655 Bartenders .. __ - ... 948
Ly ) T O P 0 B2 Buehayh ol 878
Average annual membership:
RS AEIEE S IS Sl ) Db W L L TR
e S R R S e B84, 762

MEeTHODS OF FINANCING AND COST OF CARE

Methods of financing—Contributing employers pay 3 percent of
their weekly payroll into an insurance trust fund which was jointly es-
tablished by the Hotel Association of New York City and the New
York Hotel Trades Council. Payment covers all welfare benefits,
including purchase, renovation, and maintenance of the health center,

The total investment in the health center has been met by transfers
from the insurance fund of approximately $850,000,

Item : Amount
Tetal investonent: . RRAD DR

7 IF B v R e e S 648, 236
R A S e e 126, 630
Praopening eXpenaed. o 87, 549

Operating costs—Funds for operating expenses are transferred
from the insurance fund to the account of the health center in the
amount of approximately $50,000 per month, or $600,000 per year.
Operating expenses include the cost of depreciation of the building
and equipment and housekeeping and administrative services, as well
as professional care. In the 28 months from the program’s inception
in October 1950, operating costs totaled $1.4 million. Operating costs
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for the year ending February 1953 were $588,000 including all indirect
costs and $28,000 for depreciation. A summary of operating costs
follows. More detailed analysis of operating costs for the year March
1, 1952 to February 28, 1953, is found in table 1.

Ttem Amonnt Percent
Total operating ooabe . . oo = 5 SA84, 143 100.0
Madical and surgleal core St COMET. ... - ccceecccsmcsssssmscsssmssssmsssss——————— 409, 438 . 6
Medical and surglcal caro outside CORBAr - nv e et e ee s m e i, 488 1.6
AeHIArT e eleg . - o s e R e 104, G236 18.1
Pharmecyoperation (Bobeor). o o o i oLt 3, S .8

Allocation of costs to operating depariments—The direct costs of
center operation totaled a little more than half of all operating ex-
penses. Direct costs include payments to physicians, salaries and
expenses of all the ancillary service personnel, and costs of medical
supplies and equipment. Indirect charges represent expenses of the
service departments and depreciation of the building and general
equipment. These are allocated to the operating departments at the
close of each accounting period. The basis for allocation of indirect
costs is as follows : Administrative and general expenses are allocated
according to salaries, wages and doctors’ fees within each operating
department; all other indirect expenses are charged to operating de-
partments according to the percentage of floor area which they occupy.

Distribution of indirect costs to the various departments for the year
ending February 28, 1953

Percent
Medical and surgical e e s e e G0, 66
A R DTSR B TS NN SRS, L3 0, SO A PR | FEMENT T T 13. 61
Laboratory e omeeeea 1k il DAL R, 1
Physiotherapy- == oy e e e e e, 13, 00
Pharmacy. i ey S e i S

Table 1 shows the direct and indirect charges for the major types
of service for the year ending February 28, 1953.

Awverage cost per member.—During the fiscal year March 1, 1952, to
February 28, 1953, the average cost per eligible member for all services
was $16.90, compared with $18.10 during the first full fiscal year of
operation. In both periods, nearly 90 percent of the cost was for
services given at the center. Costs include administrative expenses and
depreciation of the building and equipment.

Average annual cost paor
Tirein ber
Mar. 1, 1951= | Mar. 1, 1052
Feh, 20, 1052 | Feh. 28, 1053
b T h I T P SR O SR = S B e 18,10 | #16.00
LT e A R B e S e S LR e R - S 16. 10 | 1. {Tﬂ
Ot bR e L e L L R i T e 200 | 2 00
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Awerage cost per service—~Each medical or surgical visit to the cen-
ter during the fiscal year ending February 28, 1953, cost an average
$6.25, of which 52 percent represented direct costs. More than a third
of the total costs were physicians’ fees,

Total cost per wisit__..__ e ey eyt Mk £6. 25
DMirect expenses :
1B L] 0 b o o O S U S PR 2,24
General nursing____ =5 e £ b . 67
Other direct expenses - . . _ .87
$EVTH] Dy TS 1 RSO S P P IE R | [T 1

X-ray services cost, on the average, $4.25 during the year ending
February 28, 1953. About 60 percent of the costs were for direct ex-
penses.

Total cost per X-ray Berviee e s 4. 25
Direct expensos:

il T b e S e e S e e e B fatel

Daekorar fapg il e . 54

Film..__ s — e e o e e e SO i

Other direct expenses. z WLl iamdoan - .09
Indirect BEDenEes. e ——— 1.868

Laboratory procedures performed at the center during the fiscal
year 1953 cost about $1.20. Salaries of technicians accounted for 43
percent of the total cost.

Total cost per laboratory procedure_____________ $1.20

Direet expenses:

Halarien. oo o oo A (o e e e ol .52
Daoctors’ fees = s = .09
Other direct eXpenses. . e e e .15
B ERT e g R S L R S S L 4

The average cost per physiotherapy service was $1.79 during the
fiscal year 1953. Indirect expenses comprised 56 percent of total
cost.,

Total cost per physiotherapy service_____________ £1.70

Direct expenses:

o T ] N B8 14 ] YR SR PSRN OB SR TL S . 50
R i T R T N S SRS T .14
Dther et B PeNERE . e e e —— .15
T TGN g o o [ A SR S S g S g 1. 00

After adjustment for pharmacy revenue from sales, each preserip-
tion cost an average of $0.15. This includes direct and indirect costs.
Payments to physicians.—Remuneration is on an hourly basis for
services at the center, with fees ranging from $6 to $20 per hour. For
inhospital medical and surgical services authorized by the center, pay-
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ment is made to center physicians in accordance with a fee schedule
equivalent to remuneration of physicians under the Blue Shield plan.

During the year ending February 28, 1953, the 175 physicians re-
ceived payments of $157,000 for services at the health center and $67,-
000 for services outside the center. Physician payments, summarized
below, are shown in more detail in table 2.

Paymenta to phypeicians

Item : Mar, 1, 1952-Feb, 28, 195%
Total payments.___________ e e $223, 638
Health center, total_ o e e et N - 156,642
General medicine - e e 03, 260
Special medicine and SUrEery oo e 02 372
Ancillary L] Wiw Seereiined Aol JSsislan . 30s 11, 010
Services outside health center-caeeccceccccccmcm——- G, B

SERVICES PROVIDED

Preventive and comprehensive medical care services are provided at
the health center and hospital. Appointments are handled at cen-
tralized appointment desk except for ancillary services which are
handled by the specific departments.

General medical and specialist care—Services include periodie
physical examinations and general and specialist care in 17 clinics,
On his first visit to the center the patient is assigned to a particular
physician but may ask to be reassigned; a close doctor-patient rela-
tionship is encouraged. Each general medical clinie is supervised by
an internist, who serves as a consultant to the general practitioner.
Referrals to specialty clinics are made upon their joint agreement,
After diagnosis is completed the patient is referred back to the gen-
eral medical elinie.

Aneillary service—Standard laboratory and other diagnostic pro-
cedures, including X-ray and refractions. Therapeutic services in-
clude physical therapy, rehabilitation, superficial X-ray therapy, and
injection therapy.

Cooperative services—~Information available at the clinie is fur-
nished to the family physician upon request of the physician and the
patient. The health center program is integrated with the general
insurance program so that a large part of the medical evidence upon
which claims are paid originates at the center,

Other services—Social services by medical-social workers at the
center; visiting nurse services; ambulance transportation; drug pre-
scriptions at cost; glasses at reduced rates; distribution of health edu-
cation material; and preplacement examinations for employees new
to the industry if requested by the hotel management.

Further details on the services provided are presented in exhibit B.

Services not provided.—Care for occupational diseases and injuries
covered by workmen’s compensation law; treatment of service-con-

156



nected disabilities of veterans; care of conditions requiring highly
specialized treatment or confinement to special institutions, such as
acute aleoholism, drug addiction, tuberculosis, and mental or nervous
disorders; home care except in emergencies to determine need for hos-
pitalization; private duty nursing; and surgery or electrolysis for
cosmetic reason.

Faciurries

The center has purchased and occupies a five-story building in mid-
Manhattan. The building has been renovated and equipped with
modern facilities. The first floor contains admitting, registration, and
appointment rooms, laboratory, a photofluorographic machine, the
pharmacy, and the medical social service departments. Second, third,
and fourth floors contain medical clinies; the fifth floor is used for
administrative offices,

The center is open 9 a. m. to 6 p. m., on Mondays through Fridays.

STAFF

Administrative stajff.—The staff consists of an administrative direc-
tor and 35 other persons engaged in various administrative activities.

Professional staff —A medical director and 175 physicians (30 gen-
eral practitioners, 145 specialists comprise the staff), Of this group,
17 general practitioners (averaging 10 hours a week) and 57 special-
ists (averaging 3 hours a week) participate in active clinic assign-
ments.

Other professional and ancillary personnel include: nurses, 13; lab-
oratory technicians, 4; X-ray technicians, 3; physiotherapists, 2;
pharmacists, 2; registered medical librarians, 2; registered medical
social service worker, 1; and registered optometrist, 1.

Qualifications for physicians.—Applications from physicians de-
siring to serve on the staff are reviewed and passed upon by the medi-
cal director, the director of medicine or the director of surgery, and
the committee on professional standards of the medical advisory coun-
cil; final aproval is given by the medical advisory council.

Each physician is required to have the following general qualifi-
cations: graduate of medical school approved by council on medical
education and hospitals of the American Medical Association; one
term of internship in a hospital approved by same council or the
equivalent in military service; license to practice in New York State;
registration with the New York State Department of Education;
member in good standing of his county medical society ; minimum of
£25,000 to $75,000 malpractice insurance; proof of good moral char-
acter. In addition, general practitioners must have a staff appoint-
ment at an in- or out-patient department of a hospital approved by
Joint Commission on Accreditation of Hospitals,
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Specialists are required to have certification by the Examining
Boards in their respective specialty or appointment as an attending or
associate attending physician in a hospital approved by the Ameri-
can Medical Association council on medical education and hospitals
for training in specialty.

UTiLizATION OF SERVICES

Persons receiving caree—During the first 24 months of operation
(October 1950-52), 14,936 different persons, constituting 44 percent of
the membership, used the health center. During the calendar years
1951 and 1952, 29 percent and 32 percent respectively, of the eligible
membership visited the center. Of the 9,804 persons visiting the cen-
ter in 1951, 86 percent made their first visit. It was also the first visit
for 48 percent of the 11,102 different persons visiting the center in
1952,

1851 1952
MNuomter of differont patients visiting the cenber. - oo o ocooccococccmcao oo iaiocaoo &, B 11, 102
MNumter of patients who had not visited center Belore . - oo oo ccoc e e e aas L &, 310

Tables 3 and 4 show a distribution of persons served in each e¢linic
and indicate whether these patients were new to the health center, new
to the clinic, or making a revisit to the same clinie.

During 9 months in 1952 (the only period for which such data are
available), 66 percent of the patients were male, as compared with 62
percent in the total membership. A high proportion of the patients

were in the older age groups; 48 percent of the center patients were
50 or over.

Pearcent
Item

Patlents | Membership

g
-
§
2

g
=
=
2
%
&

e e e e e e e 014 i, 86
oo ! e SR T S S B S D) Ao Oy —Ee Sty STRE. gl S0 17. 29 14, 64
i T e R R L o e e R e T 25, 3T 24.01
50-50. . Z e = o & & £ o 28,47 .73
i o4 R e - e M B 8 PR s S B T S R T ST 16 41 11.95
L T L o e e MR A B el TR ol el AN L R R 2 89 1. 85
Ape unknown. ... R ASER Fian T e R s .15 16. 51
Distribution by sax:

Total...... = ) = 100, 00 100. 00
Male. - il ——— e e el e e e L S EE SIS L R 65, 06 Bl. 79
Fannade: oo i 2 5 3 3y 3.4 38,21

Total service provided—The 11,102 persons visiting the health
center during 1952 had 152,839 services, nearly 14 services per patient
or 11.5 services per patient if pharmacy preseriptions are excluded.
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Visits to the medical elinic represented 43 percent of all services and
totaled 1,899 per 1,000 eligibles. Diagnostic procedures, including
diagnostic X-ray services, amounted to 1,037 per 1,000 eligibles.
Ancillary therapeutic services totaled 602 per 1,000 eligibles.

The number of visits to each clinic and the ancillary services given
at the center, summarized below, are shown in detail in table 5.

Average per 1,000
Mumber of services eligible members
Item
1051 1052 1951 1053

T e R L D R DS Sl 00 5 ol g O 63, 354 05, T 1870, 6 1598, 6
DItk prrocsdieal i 47, 470 36, (30 1401. 6 D36, 5
Angillary therapeutie Serviees . ..oveemecmnsmcsnsmmrescesmsnnes 21,516 | 20,915 35,3 601, 7
Medlesl socinl servion visles. o i cicieciee 4, 939 4, 181 147.3 120.3
Pharmnaey preser pbtlons. oo iiiimaicieaa| 37800 25, 714 211 T

Center physicians attended 677 hospital cases during the year 1952,
or about 19 cases per 1,000 eligible persons. The small number of
obstetrical cases reflects the exclusion of dependents from medical
care coverage. Other services provided outside the center included
primarily calls to determine the need for hospitalization.

Summary of services provided outside health center for ecalendar
years 1951 and 1952:

Number of services
Item
151 1052
R e R T B ] e e e e i e e e e e e e e e e 662 LT
B s e A e e T i s e e i T e 451 4l
A= 1T e e e e e B R e R R e o e o B O 181 202
N e el e e e S e L e e b e e R 0 14
Average humber of days In hospltal oo e ca—aae T s 19,63
Emargency ealls to determine need for hespitalization . ..o e ccecccmccmcecccccaeae Fi ] 2 400
Consultations outskde health sember. o . i idessiesieamssssmas 67 L]
T Ay R g 1 oo 1] g S Sk o0 S oMl 158 53

e

Services provided by medical department.—General medicine was
the department most frequently visited, and allergy, the specialty
most frequently used. Although only 504 persons visited the allergy
clinie, they had an average of 14.5 services each and accounted for 11
percent of all clinic visits. More different persons visited the eye
clinic than any other specialty, with an average of 1.65 visits each.
‘T'able 6 shows for each clinic the number of different patients served
and the number of visits each patient made.

Diagneses—The number of diagnoses, during calendar year ending
December 31, 1952, was 20,980, an average of 1.9 diagnoses per patient.
Refractive error was the most common diagnosis during 1952, ac-
counting for 7 percent of all diagnoses. Obesity (other than of endo-
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crine origin) and varicose veins each represented 3 percent of all
diagnoses. A distribution of the most frequent diagnoses is shown in
table 7.

ADMINISTRATION

The health center is under the general supervision of the New York
State Department of Social Welfare. The center is incorporated, and
the authority for conducting all affairs is invested in a board of direc-
tors with 20 members (10 from the New York Hotel Trades Council,
10 from the Hotel Association of New York City, Inc., and the im-
partial chairman of industry). Other groups and individuals par-
ticipate in administration as follows:

Medical advisory council: Composed of 17 outstanding physicians,
including several with experience in industrial medicine and public
health, the council was formed while the center was being planned to
develop standards and rules regulating professional and technical
services. It has a small executive committee and several working com-
mittees concerned with professional standards, records, statistics and
costs, public relations, preventive medicine, and health education.
A joint conference committee maintains liaison with the board of
directors. The entire council meets five times a year; its executive
committee meets monthly, except for July and August.

Medical board: Composed of the medical director and the chiefs of
the various medical departments, the board supervises activities of
the professional staff.

Medical director: This officer directs and supervises medical and
professional services, reports quarterly to the board of directors, serves
as secretary of the medical board, and is a member of the medical
advisory council. In cooperation with the administrative director, he
coordinates the entire health center organization.

Administrative director: He is responsible for insurance fund, su-
pervising the lay personnel of the health center, directing all business
activities, reporting quarterly to the board of directors and serving as
an ex officio member of the medical advisory council.

VARIOUS EVALUATIONS

The findings of a survey made by the Department of Social Wel-
fare of New York State were published in March 1952. The survey
group commented favorably on the extent to which the board of direc-
tors relied on the medical advisory board for assistance in maintain-
ing a high standard of medical care. Their report pointed out, “It
would appear that excellent medical care is available to those who are
eligible to attend this health center, as physicians are carefully selected
and each medical department is headed by a qualified specialist.” In
conclusion, the report stated: “The New York Hotel Trades Council
and Hotel Association Health Center, Inc., has made a very real con-
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tribution to the community’s health in making this facility available
to employees in the hotel industry in New York City.”

Exhibit C contains the full report of survey by the Department of
Social Welfare.

The center was certified by the American Foundation of Occupa-
tional Health and by the Industrial Medical Association in Augnst
1952,

OTHER HEALTH AND WELFARE BENEFITS

Other insurance benefits are provided through the same insurance
trust fund, jointly established by the Hotel Association of New York
City, Inc. and the New York Hotel Trades Council, which supports the
health center program.

Hospitalization—Through Associated Hospital Service of New
York (Blue Cross) ; covers members and dependents; provides semi-
private room without cost up to 21 days for each illness and 50 percent
of cost for additional 180 days; includes maternity care. During the
8 years in which hospitalization has been provided, 32,777 claims were
paid through the insurance fund at an estimated total of $4,183,076.

Life insurance—One thousand dollars; during the first 8 years the
program was in existence (through February 1953), 1,641 claims were
paid and $1,636,446 disbursed.

Accidental death and dismemberment—One thousand dollars; dur-
ing first 8 years, 92 claims were paid and $85,000 disbursed.

Sickness and accident insurance.~TFifteen dollars a weelk; during
first 8 years, 23,980 claims paid for a total of $1,926,278.

Exhibit A.—Special enabling legislation passed by the New York State Legisla-
ture; became law April 13, 1949 (ch. 585), New York Hotel Trades Council
and Hotel Association Health Center, Inc.

1. Edward P. Mulrooney, Martin Sweeney, Fred O. Cosgrove, Frank L. Andrews,
Jay Rubin, Peter A. Moroney, and Peter Crescenti, all being of full age, citizens
of the United States and residents of the State of New York, are hereby con-
gtituted a body corporate in perpetuity, by the name The New York Hotel
Trades Council and Hotel Association Health Center, Inc., as a membership, non-
stock corporation to be operated exclusively for the objects and purposes herein-
after set forth.

2, The objects and purposes of the corporation shall be: To establish and
maintain a health center to furnish any or all of the following: medical care,
gurgical care, optical and dental examinations, medical diagnosis, medical ad-
vice and treatment, medicine and apparatus, and other health services to ambn-
latory patients, all through duly licensed physicians, or in the case of optieal
examinations, through duly licensed optometrists. The corporation shall furnish
guch care, treatment, services, and supplies only to employees coverad by col-
leetive bargaining agreements between the New York Hotel Trades Council (a
labor organization affiliated with the American Federation of Labor), the Hotel
Aszsociation of New York City, Inc. (a membership corporation composed of
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hotels in the city of New York) and such hotels, either gratuitously or for a
compensation determined without reference to the value thereof. Such health
center shall not be established and maintained in the state of New York without
the prior written approval of the State board of social welfare as to the adequacy
of the facilities and standards of care of the health center, including adeguacy
of personnel, and sach health center when established shall be subject to the
supervision, visitation and inspection of the State board of social welfare. No
part of the activities of the corporation shall be carrying on propaganda or
otherwise attempting to influence legislation.

3. The corporation hereby formed shall possess all the powers which by the
general corporation law are conferred upon corporations and in addition thereto
ghall have all the powers and be subject Lo the restrictions which now or here-
after pertain by law to a membership corporation created by special law so far
as the same are applicable thereto and not inconsistent with the provisions of
this act,

4. The territory in which the operations of the corporation shall be principally
conducted is New York City.

5. The principal office of the corporation shall be located in the county and
city of New York.

6. The persons named in the first section of this act shall constitute the first
board of directors and the first members of the corporation, They, or a majority
of them, shall hold a meeting and elect officers and adopt bylaws. The bylaws
may, among other things, prescribe the number, gqualifications and functions of
the corporation’s members and the manner of their selection; the number and
qualifications of directors who shall manage the affairs of this corporation,
provided that the corporation always shall have not lezs than seven directors,
of whom at least one shall at all times be a resident of the State of New York;
the manmer in which vacancies among the members, directors and officers, how-
ever caused, shall be filled ; the method of amending its bylaws; and any other
provisions for the management of the affairs of the corporation. The bylaws may
provide for the appoeintment by the board of an executive committee of the
board and shall define the powers of such executive committee,

T. This corporation is not organized or created, and shall not be maintained,
or operated, for private gain or personal or pecuniary profit or benefit. The
income and the property of the corporation from whatever source derived shall
be applied solely toward the promotion of the objects of the corporation as
above get forth; and no portion thereof or of the net income or earnings of the
corporation shall be paid or transferred to or inure to the profit or benefit of
any member, officer, director, or employee of the corporation or any private
individual provided that nothing herein contained shall prevent the payment
in good faith of reasonable and proper remuneriation to any member, officer,
director or employee of the corporation or fo any other person for any service
actually rendered to the corporation or the payment of interest on money
borrowed.

8. The funds of the corporation shall be derived from one or more of the
following sources : funds furnished by employers through The New York Hotel
Trades Couneil and Hotel Asgociation Insurance Fund which is organized and
operates under an agreement and declaration of trust, dated as of August 1944,
as amended on July 1, 1945; payment made to the eorporation by employees
covered by collective-bargaining agreements mentioned in section 2 of this act
for care, treatment, services and supplies furnished them by the corporation,
the amounts of said payments in no event to exceed the cost to the corporation.

0. This act shall take effect Immediately.



Exhibit B.—Summary of medical services provided, New York Hotel Trades
Council and Hotel Association Health Center, Inc.

Phyzical examination: Routine during first visit to center (including chest
X-ray and usual laboratory tests), periodic (members encouraged to receive
physicals annually ), preplacement for new employees if requested by hotel man-
agements. Beginning in January 1953, letters sent out to all eligibles who have
not been at center during year.

Specialist services: Allergy, dermatology, ear, nose, and throat, eye, urology,
orthopedics, eardiology, chest diseases, gastroenterology, neuroclogy, psychiatry,
obstetrics and gynecology, peripheral vaseular, proctology, social hygiene, surgery
consultations, minor surgery. Provided in 17 elinies.

Medieal and sargical services in hospital : By physicians from center. Center
maintaing round-the-clock telephone service for emergency cases requiring hos-
pitalization, Ambulance service also provided. Visiting nurse serviee for post-
hospital care when recommended by physician, Hospitalization available to
eligible members through Associated Hospital Service of New York.

Optical service: Preliminary examination at center by ophthalmologist, with
referral to center's optician if a refraction is required. Outside eptical company
fills preseriptions at reduced rates.

Pharmaecy : Fills prescriptions at cost; maximum charge of 32 for a single
preseription,

Health education: Inecludes nutrition program and publication of material
regarding health center activities and other health subjects in union and hotel
publications.

Hoeial serviee: Medical social worker at center plans for hospitalization for
patients, offers counsel and advice on environmental, econemic and emotional
factors related to health needs of patients, consults with medical stafl regarding
patient's health problems, advises patient on community resources and makes
contacts with agencies if patient desires.

Hource : Guidotti, Frank P., M. D., First Medical Care Program in the Hotel Industry,
paper delivered at American Public Health Assoclation amual meeting, October 1052,

Exhibit C.—Findings and recommendations of the Department of Social
Welfare of New York State on The New York Hotel Trades Council and Hotel
Association Health Center, Inc., March 12, 1952

Adminigtration: We are pleased to learn that the board of directors had pro-
vided for an objective study of the quality of care afforded by the health center,
at the end of its first year of operation, and we found that several recommenda-
tions resulting from this study were in the process of being carried out at the
time of our visit. We were also interested in the extent to which the board of
direetors has used the medical advisory board in its endeavor to develop a hizh
standard of medical care. It is apparent that there is a capable administration
of the health center in both its professional and its business aspects. Each de-
partment is supervised by a qualified director or supervisor and appears to be
smoothly coovdinated in the total program,

Care of Patientz: It would appear that exeellent medieal eare is available to
those who are elizible to attend this health center, as physicians are carefully
gelected and each medical department is headed by a qualified specialist. Except
for emergencies, all patients are seen on a definite appointment basis, and suffi-
cient medical time iz available to each patient. There is liberal nse of consulta-
tive services, and well-equipped specinl departments provide the diagnostic and
therapeutic services recommmended by the medical staff, Since the entire program
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of medical care appears to be under constant evaluation by the medical director,
the medical advisory board, and the medical staff organization of the center, it
geems that while methods and procedures may change from time to time, a con-
gistently high standard of care will be maintained. The one real problem with
respect to patient care is the fact that a patient who loges his employment be-
comes ineligible for care at the health center after a short period. We are
pleased to learn that on recommendation of the medical staff, treatment may be
continued to individual cases, and that in other cases, a social worker endeavors
to work out an acceptable plan with the patient who must seek care through
another medieal institution.

The stalf of registered professional nurses appears to be adequate to the needs
of the health center, It is recommended that a central supply room be set up
in the nursing department for the purpose of caring for nursing supplies and
equipment.

Although we have mentioned specifically only two professional groups having
direct contact with patient, we noted that technical staff in the ancillary depart-
ments were qualified in their various fields. It was our observation also that
the clerieal staff, while not directly related to the patient care program, were
making a real contribution to the comfort and ease of patients bechuse of the
courteous and pleasant attitude which was displayed at all times.

Plant and equipment: It i evident that the building in which the health center
is honsed, although not built originally for its present purpose, has been well
adapted to that purpose by skillful planning. Great consideration has been given
to the privacy, safety and comfort of patients. Cleanliness and order prevail
throughout. The New York Hotel Trades Council and Hotel Assoclation Health
Center, Inc.,, has made a very real contribution to the community’s health in
making this facility available to employees in the hotel industry in New York
City.

Source : New York Hotel Trades Council and Hotel Association
port, March 1, 1851, to Februdry 28, 1968,

: Heventh Annual Re-

Table 1.—Direct and indirect operating expenses, by type of service, New York
Hotel Trades Council and Hotel Association Health Center, Inc., March 1,
1952—-Feb. 28, 1953

Operating expense
Item
Direct Indirect Total
FProfessional care, medieal and surgical:
At the health center. oo oo eeeeecccccecceeeoo | $204, 062,30 | 8194, TT5. T3 $400, 438, 03
Away from the health center . oo ... B8, 48790 | ... 68, 457. 00
by, U R e N S SN L LU 29, 102 17 18,061, 20 45, 093, 46
LB oy e e e e T e R e 2274 2 £, 856, 28 32, 620. 30
Phnlumempr,..-,_,,--_,,-,-------__----__-----------__- 11, 385 71 14, 527, 64 25,013, 35
LT L e e e e o i e s et e e i 584, B53. (4
it e SRR (R NSRS ISR R 3, 589, B§
L S o R e L e e e S A E S T S e 588, 142, 60
ER AT IO o e e s s e L RS e 3.
Met oostial oparathony... - coonoee v s ol s S m i s Daab e 5SS | ERG o SRR 58T, T 18
Summary
Cost of npemthnshnhmdapmhﬂm O . (R
T T e T T s I8, 268, 44
ek icosk of opera o sl R T i L L L L L L I R L S T T

: The New York Hotel Trades Council and Hotel Association Health Conter, Tne. May 1953,

Bourcs
Unpuhlishml data.

164



Table 2.—Payments to physicians, The New York Hotel Trades Council and
Hotel Association Health Center, Inc., Mar. 1, 1952-Feb. 28, 1953

Total payments. i e e B s e e S S e e e R el B

Serviee at health center
Medieal am!. muzlml BOMAL, oo a s ennnanmnnm e s nisnn s et s s s s ma s man e an s o e s s 145, 632, 06

R L e L Sl 0 R oot SIS By el 53, 250, 67
Bpecial medicine:
pey s e e e et £, 809,

.!'.llerﬁy 50
I et e e T e R . I R R A A 402, B
T B e e e S o i 1, 710, 03
L {7 o T |2 e i S e s SNl Ll e S 1, 436, 25
D e o gl A

n neludes gas mmp s e S e T, ;
Interniats -

HmmE e
SOERR HRSES

S

-—
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FProc
Ummwmgncludw L e e e o o B e e e e e o S S
O P Rt S L M e e 0 D R T S

BT T e e s i i e A

EEESEBB88E =B28ES

SHES

e
=
=

R L L e T e e e e

Patha e e L e e oo o e s R e, e e e
Plﬁg i e L R o L R o ot

O readlng,. Spechartiee, mndbeine. e iLlllIl
Servios outside of health center, WAl @ oo

IS e e e 5 i i e St

e

8

E%EE§§§§ ETE
SEEEIEER | B SE=]

£
?
3

Lal

e

Bronehoseop¥. o eeemn e ettt e o St e et Bt et e
Electroencephalography_ - - cceee.. e S - e e

1 Clinie title discomtinued
3 Includes fees for syphllnluﬁ clinic which was replaced by soclal hyglene clinie, Beptember 1, 1052,

Souree: The New York_Hotel Trades Council and Hotel Asseciation Health Centoer, Ine, May 1963,
Unpublizhed data.







Table 4.—Total visit to each elinic, by number of first visits and number of
revisits, New York Hotel Trades Council and Hotel Association Health Center,

Inc., 1952

First visit to clinie

Previ-

Clinie Total Kngve | ously
visits New to health treated | Revisits
health o in to
center g another | clinies
first visit dlinie

this year | yhis year
b £ B T T eI, 1.y L R S i, $09 5 310 [Tyt | a0, 60
ST e e S e e e 11, 133 2 I3 1, 870 1,911 &, 079
(7, P e R o R P B s & R R 7, 200 14 1497 288 6, 796
Arthritis and rheamatism . . e =5 el o e | B 0 176
Cardio A A e D T e 353 1 39 1583 130
| R e P T 472 4 a1 1 146
ST T e SR s B B S R R i) b [ e 5 a2 i1
I)ennntulugr and syphflalogy ' oo eaeae 1, 727 i 227 B 030
Diabetes oA o S e e o T S AT LT e ki 32 Tk 163
E-nr, nose, AMAHNrORE = os cp ot et L T 3, 147 a4 211 1,372 1, 520
R e S B b 3 281 364 1, i 1,480
Gaa:tmunmrulgm{tmludm 2astroseopies) ... ........ a30 2 B 147 423
General CLAEE P R R s il e iR o 667 2, 062 3,170 12, 004
Mooy o aiaioaa 451 1 32 8 180
1,614 3 77 67 R02
2, 625 = 127 1,004 1,487
[ i S B2 380 1, 08
L et a4 571 o7
1,275 1 i | 419 TE4
L e e 10 i -]
) 2 a 35 160
[SER 1 30 340 2
R e | o &7
5, 355 4 1M i 41 4, X5

&E hilology transferred to new social hyglene clinie during year,

je title dizcontinued during vear.

Source: New York Hotel Trades Councll and Hotel Association Health Center, Ine., April 1953, Un-

published data.

2805661—54——12
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Table 5.—Services provided at New York Hotel Trades Council and Hotel

Association Health Center, Inc.,

1951 and 1952

Item

Number of
serviees 1

Average number per
1,000 eligibles

1051 1952

1951 1

Clinie vigits, total. ceeeeeenanae i : 5

05, 000
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ﬂbﬂtﬁhﬁmﬂE}'IIEM]-DEF--..----......"...."..."...........

---------------------------------------------------
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5616 | 7.
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..........
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seass

-
o
[
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e e
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Ancillary tharapeutic services, total . oo

Physical thern
Rai:hlﬂtaldﬂnl::? ...............................................

Boperfala] Koy theraDy .o ci i et n e e e
nﬁiuu D e s e e S L

Madical soclal service v, o ccooceimcme e e e e
Pharmiey prescr iU, oo e

5.3
15,3
49. 3
a2
912 6

2M. 9
190, 1

21, 516 20,95

035, 3

12,104 | 11,538
2,353 3, 160
400 233

i, (o 5, 54

467. 4
6. 5
11.8

196. 6

4, 950 4,181
27,809 | 25,714

147. 3
821.1

1 Excludes preplacement examinations given atlemployers” request: 508 in 1951 and 244 in 1952,

? Based on 12-monih average eligibles nl.‘ﬁ.ﬂﬂ-&
¥ Baszed on 12-month & eligih-lu of 34,762,
1 Clinin titla discontinued during 1952,

§ Syphilology, transferred to new soeial hygiene clinie during 1962,
L] Cﬂ]:lde title discontinued June 1, 1951; combined with general medicine.

T First available Dec. 1, 1951.

Bource: New York Hotel Trades Conneil and Hotel Association Health Center, Ine., unpublished data,

April 1963,
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Table 6.—Number of patients served and average number of visits made by

patients to each clinic, New York Hotel Trades Council and Hotel Association
Heclth Center, Inc., 1951 and 1952

Number of patients | Average number of
= served 1 visits per patient

1051 1252 16951
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1 Excludes aeement cxaminations given at employoes' request; 508 in 1951 and 244 In 1952,
i Gltnlu tith 1:1 Wntinm:d duaring 1052,

rred to new social hygiene clinfe during 1952,
ldﬁﬂe 'rjl:!E d!smm:l.numi June 1, 1951,

Bouree: New York Hotel Trades Counell and Hotel Association Health Center, Tne,, April 1053, TUn-
published data,

Table 7.—Most prevalent diagnoses, 100 or more cases, Newe York Hotel Trades
Council and Hotel Association Health Center, Inc., 1952

Number af

Ttem diagnoses

Refractive T e R T
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Source: New York Hotel Trades Councll and Hotel Assccintion Health Center, Ing., April 1953, Un-
puhlished data,






Medical services at center, home and hospital

Moving Piecture Machine @peraiors® Union of Greater
New York, Loecal 306*

Eligible for medical services through The Healih Insurance
Plan of Greater New York**

7 Enst Twelith Sireet
New York 3, N. Y.

The Moving Picture Machine Operators’ Union, Local
306, AFL, contracts for health and medical services with
the Health Insurance Plan of Greater New York.
Through 30 medical groups members receive preventive
and comprehensive medical care in the home, hospital,
and doctor’s office; 27 of the groups have medical group
centers,

At the end of 1951, after 1014 months of coverage, 3,555
persons (union members and their wives) were eligible
for benefits. The full premiums are paid from the local’s
health and welfare funds secured under collective bar-
gaining agreements. During 1951, the average annual
premium paid for each enrollee, covered by the Moving
Picture Machine Operators’ Union contract, was about
$35. Inaddition, the union members and their wives had
hospitalization insurance paid through the local’s health
and welfare funds.

The Health Insurance Plan of Greater New York is a community-
sponsored medical plan established in March 1947. The first con-
tractor was local 89, Chefs, Cooks, Pastry Cooks and Assistants Union,
A. F. of L. The largest group of enrollees are employees of the
city of New York which includes those of the board of education,
board of higher education, the New York City Transit Authority, and
all of the other city departments.

Health Insurance Plan provides comprehensive medical services
through 30 medical groups and a central panel of physicians with
highly specialized skills. ISach medical group is made up of a
number of physicians, ranging from 20 to 60. The physicians assume
joint responsibility for the care of the patients. Each group is
equipped to perform all usual diagnostic and therapeutic procedures.

*Herman Gelber, President, and Ernest Lang, Secretary, Moving Picture
Machine Operators’ Union of Greater New York, Local 206, 362 West Fiftieth
Street, New York 19, N. Y.

*®George Baehr, M. D, Preszident and Medical Director, The Healih Insgurance
Plan of Greater New York.
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Enrollment in HIP is open to employed groups of 10 or more.
With certain exceptions, the employer is required to pay one-half
the premium; some employers pay the full premium. Dependents
may be covered.

As of April 30, 1953, the Moving Picture Machine Operators’
Union (local 306) was one of 19 unions contracting with HIP; the
19 unions had enrolled 53,748 persons out of a total membership in
HIP of 391,356. Sixteen of the unions, including the Moving Pic-
ture Machine Operators’ Union (local 306), paid the entire premium
from health and welfare funds secured under collective bareaining
agreements. In addition to the union enrollees and the city workers,
the plan, in mid-1953, was serving the employees of the United Nations
and of over 435 business and industrial firms, private schools, and
social welfare agencies.

Ericemary

Labor unions and employed groups may contract with HIP to
provide services to their members. In the case of labor unions, 75
percent of the members must be insured, the minimum coverage being
25 persons. The enrolled members of an employed group must con-
stitue 100 percent of a group of 10 persons and 75 percent of a group
of 25 or more; if 11 to 24 eligible employees enroll, they must represent
at least 90 percent of the eligibles. Dependents, including spouses and
unmarried children under 18 who are not in institutions, may or
may not be covered, according to the election of the contractor.

There are no age limits for enrollment and any subscriber and
his dependents losing their eligibility may continue as subscribers by
paying the full premium directly to HIP. Dependents reaching age
18 may enroll as subscribers.

Subseribers must have hospitalization insurance as a requirement
for enrollment.

The contract with the Moving Picture Machine Operators’ Union
(local 306) provides only for coverage of wives. Children may be
covered later when the union works out a way of meeting the premium
cost for the families.

MEMEERSHIP

The Moving Picture Machine Operators’ Union, local 306, con-
tracted with HIP on February 15, 1951. By the end of the calendar
year, a total 6f 3,555 different persons were enrolled through the union
welfare fund. Approximately 30 percent of the members and wives
were enrolled for the full 1014 months; the others came in at varying
times during the year. The total enrollment was equivalent to 2,160
persons enrolled over a full year, as shown in the accompanying table.
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Enrollment Total | 104 months F'g:gnﬁ;‘g}é Mﬁ;‘:ﬁ: &
T i e e o T s 3,555 1,036 1, 100 1,410
Annual equivalent. . ..o 2, 160 w7 802 451

Wives of the union members were covered and they represented
48 percent of the average annual enrollment.

METHOD OF FINANCING AND COST OF CARE

Method of financing—Health Insurance Plan was launched with
loans totaling more than $850,000 made available by several founda-
tions. These funds were used for preliminary studies, organizational
and promotional work, and for pilot operations. As of January 1,
1953, $300,000 of the loans had been repaid.

The operations of the plan are financed from premium payments
for persons and families. Employers are required to pay one-half the
premium and in some cases pay the full premium; exceptions are
made for Federal and State employees and for families in certain
cooperative housing projects who pay the entire premium. Unions
contracting for coverage of their members may pay 50 percent or more
of the premium from health and welfare funds. Under the Moving
Picture Machine Operators’ Union contract, all of the premium is paid
from health and welfare funds.

The base premium rate is paid for a single employee with an annual
income up to $5,000 and for families with annual incomes up to $6,500.
Premiums are 50 percent higher for individuals and families with
incomes above these amounts. The same premium rate is paid for
all families of three or more. Annual premium rates are shown in the
accompanying table?

Total annual preminms

e e, e

Type of contrast e ]
pper-in-
Base rate GOmE rats
1 parzon, no dependants. e ————— £34. 506 85154
E!Egh@ud sl wrifeor porent and ohild el i iiaiiieccmasas o 12 103, 65
Employes with 2 or more dependants. . ...ccccercsmemsmesssssnsssmmmssansnasneens 1. 68 155. 52

Premiums are paid into the HIP central office, and HIP pays the
medical groups participating in the plan a per capita amount for
each enrollee registered. Cash indemnity payments are made by the
HIP central office directly to enrolled families living outside the area
served by the medical groups. These are comparatively few. This

3 0m July 1, 1853, base rates wera changed as follows : 1 person, no dependents—$42.72 ;
husband and wife or parent and child—3$85.44 ; employes with 2 or more dependents—

$128.16. No change was made In the upper income rates or in the annual Income which
determines the upper income bracket,
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coverage is provided only as an accommodation to employers and
unions with such eligible members.

Payment to the medical groups is not affected by family size since
the groups are remunerated on a per capita basis for each member of
the family. The rate structure of HIP—a fixed premium per family
of 3 or more—combined with the system of per capita payments to the
groups requires that the premiums of the one-, two-, and three-person
contracts carry the amounts necessary to take care of extra persons in
families of 4 or more.

Operating costs.—In April 1953, 81.2 percent of every dollar re-
ceived by HIP was paid to the medical groups, 4 percent went into a
statutory reserve, and 2.6 percent covered other reserves for benefits
and working capital. The remaining 12.2 percent included 2.3 per-
cent for medical supervision and health education, another 1 percent
for research, and 8.9 percent for the financing of all of the other
administrative divisions—such as registrar, comptroller, enrollment,
and sales promotion. This overall distribution of the premium dol-
lar does not, however, work out in precisely this way for the individual
contracts since these vary in premium return per insured person.

During the 1014 months that the Moving Picture Machine Oper-
ator’s Union was under contract, the union paid HIP a total of
$75,773, In addition to the capitation payments to the medical
groups, HIP was liable for cash indemnity payments to the 100
persons (annual equivalent) who lived outside the area served by
the medical groups.

Average cost per member—The average annual premium for each
person eligible for care under the union contract was $35.08. This
average is made up of an annual equivalent enrollment of 2,095 at
the $34.56 base rate and of an annual equivalent enrollment of 65
at the $51.84 upper-income rate.

Payments to physicians—The participating medical groups are
autonomous, and each determines its own system of payments to
physicians. The amount paid is based on the physician’s rank within
the group, special skills, and the proportion of time devoted to HIP
work. Most of the participating physicians engage in some non-
insurance private practice. Health Insurance Plan has stated that
the average net income, from HIP practice, of full-time physicians
is equivalent to the reported earnings of non-HIP physicians in New
York City. Full time is defined as 40 hours a week for 43 weeks
a year. This permits the physician a 4-week vacation, 2 weeks for
purposes of education and research and 3 weeks’ loss in holidays and
sick leave.

SERVICES PROVIDED

Comprehensive medical care is available at home, hospital, at the
medical group centers, and in doctors’ offices. Periodic physical
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examination and all kinds of preventive care are included. All types
of illness and disability are covered, including preexisting condi-
tions. Services are available 24 hours a day.

General medical and specialist care—Each subscriber selects one
medical group and within that group one general physician as his
family or personal doctor. The family physician assumes responsi-
bility for periodic physical examinations and general medical care
and arranges for all necessary specialist and laboratory services.
Specialties include: Pediatries; obstetrics-gynecology; general sur-
gery; internal medicine ; ophthalmology ; ear, nose and throat ; ortho-
pedics; dermatology; allergy ; urology ; neuropsychiatry ; radiology ;
and pathology. Psychiatric diagnosis, but not treatment, is pro-
vided. Exceptional procedures such as neurological surgery and
congenital heart disease operations are provided by a panel of “super”
specialists compensated through a special fund to which all groups
contribute.

Aneillary services—Diagnostic laboratory services of all kinds,
X-ray diagnosis and treatment, radium, radon and radioisotope
treatment, physical therapy, administration of blood and plasma, eye
examinations and preseriptions for glasses.

Other services—Visiting nurse services in the home and ambu-
lance service which is generally limited to transportation to the
hospital.

Services not provided.—Dental care, prescribed drugs and biologi-
cals, eyeglasses, artificial limbs, purely cosmetic surgery, treatments
for acute aleoholism, drug addiction, mental and nervous disorders,
and conditions requiring institutional care (not in a general hos-
pital), care for workmen’s compensation and Veterans' Administra-
tion cases, and certain medical services, such as administration of
anesthesia in hospitals where HIP medical groups are not permitted
to render the service because of hospital regulations.

Facrurries

In April 1953, 30 medical groups were affiliated with HIP. Each
of the five New York City boroughs and Nassau County had at least
one group. Each medical group is required to possess facilities meet-
ing the standards set by the medical control board of HIP. Twenty-
seven of the groups have their own group centers or have centers under
construction. The remaining three groups which have small enroll-
ments plan to acquire their centers in the near future. HIP estimated
that by the end of 1952 over $3 million had been invested in physieal
facilities and equipment.

All physicians have some office hours at the centers. Family
physicians and pediatricians see many of their patients in their own
offices, while the specialists do most of their work at the centers,
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STAFF

Medical staff —As of the beginning of 1953, 950 general physicians
and specialists were associated with the 30 medical groups affiliated
with HIP. In a characteristic group of 25 physicians, having a
normally constituted family population to care for, there are provided
the full-time services of 13 general practitioners, one internist, 2
pediatricians, 2 obstetricians-gynecologists, 2 ear, nose, and throat
specialists, 1 surgeon, 1 eye specialist, the half-time services of both an
orthopedist and a urologist, and the equivalent time of 2 physicians
representing the part-time services in dermatology, neuropsychiatry,
radiology, pathology, and other specialties,

Qualifications for physicians—The professional qualifications of
each participating physician are reviewed and approved by the medical
control board before he can become a member of a medical group.
Every specialist must have a certificate from an American medical
specialty board, hold an appointment in his specialty on the staff of a
hospital approved by the American Medical Association for resident
training, or have equivalent qualifications.

Urmiizarion

The estimated utilization of health and medical services by members
of the Moving Picture Machine Operators’ Union, local 306, is based
on the experience of 679 members and wives who were enrolled in 2
medical groups. These 679 persons constituted 19 percent of the 3,555
persons from the union enrolled in HIP for the 1015 months during
which the contract was in effect in 1951. In estimating the utilization
patterns for the entire membership, it was assumed that the experience
ratios recorded for the study group could be applied to all enrollees.
The record of services provided excludes all nonphysician services and
the services of pathologists,

Persons receiving care—~Members and wives of the Moving Picture
Machine Operators’ Union, local 306, were enrolled in HIP for an
average of T months and 9 days. Of all 3,555 enrollees, regardless of
length of coverage under the plan, 57.7 percent (2,052 persons) had
visited a physician at least once. Of the one-third enrolled for the full
period (1015 months), 70 percent saw at least 1 physician. Nearly
50 percent of those enrolled for less than 6 months had seen a physician
by the end of the period. Approximately 500 persons, or about one-
seventh of the total membership, received a general physical examina-
tion. Table 1 shows, by length of coverage, the number of persons
receiving physicians’ services.

Total services provided.—The 2,052 persons enrolled for varying
lengths of time over the 1014 months who received care made 16,138
visits to physicians, or an average of 7.9 visits per patient. Those
enrolled for less than 6 months had, on the average, 5.8 visits per per-
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son recelving care, while patients enrolled for the full 1014 months
had an average of 9.2 visits.

On an annual basis, the 16,138 physician visits were equal to 7,471
per 1,000 eligibles. After adjustment for length of coverage, those
enrolled for 6 months or less visited the physician slightly more fre-
quently than did those enrolled for 1014 months, the annual rates being
7,940 and 7,341 visits per 1,000 eligibles, respectively.

About 91 percent of all physician services received by the union
members and their wives were provided at the group centers or in the
doctor’s office; 4 percent were home visits; and 5 percent, inhospital
services, Table 2, summarized as follows, shows for members and
wives the number and place of all physicians’ services,

Phyzicians" serviees
Plaee of visit
Number FPercent
L o s e T i e i e 16, 138 103,
Physlclan'z offlee or group ooiler. ccceeereesessssossscsaamnacanmaaaaammamanas . 14, TH 01.3
o T e e e et e e Pl B e P O PRy bl 4.0
R b T S e T e e B i T8 4.7

Union members visited a physician more frequently than did their
wives. Kach 1,000 eligible members had 8,430 physicians’ services
per year, compared to 6,411 services per 1,000 wives.

Some patients required a large volume of service; the 5.4 percent
of patients (110 persons) visiting the physician 20 times or more
received 25 percent of all the physicians’ services rendered to the
union members and their wives. Of the 2,052 different persons visit-
ing a physician at some time during the year (eligible for care for an
average of T months and 9 days), 18 percent saw a physician once, and
30 percent saw a physician fewer than 5 times. The 50 percent of the
patients visiting the physician 4 times or less had 15 percent of all
physicians’ services. The 44.6 percent who used from 5 to 19 services
consumed 60 percent of all services rendered. (See table 3.)

Services provided by medical departments—Union members and
wives received services from at least 13 different types of specialists.
Of the total 16,138 services, about 7,300 or 45 percent were rendered
by specialists, and the remaining services, by family physicians,

During the year, approximately 2,100 X-ray services were provided
by radiologists to the union enrollees. Roughly 64 percent were
diagnostic X-ray services, 32 percent deep X-ray therapy, and 4
percent superficial X-ray therapy. On an annual basis each 1,000
eligible members received 989 X-ray services.

Approximately 37 out of every 1,000 enrollees (annual equivalent)
were hospitalized during the year. Operations were the cause of the
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majority of hospitalizations. On an annual basis there were 24
hospital operations per 1,000 enrollees ; members had an annual rate
of 19 hospital operations per 1,000, and wives, an annual rate of 28
per 1,000. Minor operations at the office or group medical center
were performed at the annual rate of 177 per 1,000 eligibles.

Services provided by ancillary departments—Data collected by
HIP on the number of nonphysician services rendered by each HIP
group are not broken down by coverage units. The utilization of
physical therapy treitments performed by technicians and of labora-
tory procedures are therefore not available for the Moving Picture
Machine Operators’ Union. For all HIP enrollees it is estimated that

nearly 1,500 clinical laboratory services were performed for each 1,000
members.

ADMINISTRATION

The board of directors of HIP is composed of 28 persons (with two
vacancies on the Board), including the mayor of New York City, of-
ficials of the city government, leaders in banking and industry, repre-
sentatives of labor, and 10 physicians, one of whom is the plan’s
president and medical director, Dr. George Baehr. Chairman of the
board is David M. Heyman.

The medical control board consists of 15 physicians including a
representative from the New York Academy of Medicine, 5 from
participating medical groups, 2 from the HIP board of directors and
its medical department, one from the HIP medical staff and 6 phy-
sicians at large. The medical control board determines minimum
professional standards for participating medical groups and reviews
the professional qualifications of each physician.

A joint conference committee and several subcommittees composed
of physicians from the medical groups and of members of the board
of directors and staff deals with matters concerning the relationships
between HIP and the participating physicians.

The medical department, with the medical control board, 1s In com-
plete charge of the medical aspects of HIP. The executive vice
president, Mr. George Kirstein, is responsible for enrollment pro-
cedures and general business management, as well as for all dealings
with employers and unions wishing to buy coverage.

RECORDS AND RESEARCH

From the beginning HIP has emphasized the importance of ade-
quate mediecal records and research. A division of research and sta-
tistics constantly studies utilization of services.

Each medical group is required to submit every month a record of
the services provided to each patient. The central office prepares
monthly and annual analyses of the services rendered in each medical

178



group. Studies are made of the utilization experience of the total
membership and of persons covered under selected contracts, such as
the Moving Picture Machine Operators’ Union. Studies are also
made of the services received by special population groups, such as the
aged, young children, and maternity cases.

A special research project scheduled for completion in 1954 will
present detailed data on patient’s diagnoses and utilization for each
of 4 years. Information will also be presented on the services pro-
vided to enrollees over the continuous period 1948-51 considered as
one unit.

OTHER HEALTI AND WELFARE BENEFITS

Health and welfare benefits are financed through a welfare fund
to which employers contribute 7 percent of payrolls. This fund is
used to finance the premium payments to the Health Insurance Plan
of Greater New York as well as the following benefits.

Hospitalization.—Provided through the Associated Hospital Serv-
ice of New York (Blue Cross). Members and wives receive hospitali-
zation in a semiprivate room without cost for up to 21 days for each
illness and 50 percent of the cost for an additional 180 days.

Siekness insurance—~In addition to payments under the New York
State temporary disability law ($30 a week for 13 weeks), members
receive $20 for the first 10 weeks of disability and $10 per week for
an additional 20 weeks. If the disability lasts longer than 2 weeks,
payment is made starting with the first day of disability.

Life insurance—~Four thousand dollars for both active and retired
members.

Retirement.—Thirty dollars a week after age 60 and 20 years of
union membership ; £30 per week after 25 years of union membership
regardless of age, if permanently disabled.

VARIOUS EVALUATIONS

In 1951, HIP received a citation and the Lasker Group Award
from the American Public Health Association. Dr. W. S. Shepard,
president of the American Public Health Association, and Dr. Ernest
Stebbins, chairman of the awards committee of the association, said:

The American Public Health Association is honored to present a Lasker Group
Award to the Health Insurance Plam of Greater New York for its courageous
ploneering with a combination of group medieal practice and prepayment to
provide comprehensive health services. There is no doubt but that these pat-
terns of medical organization and practice have enormons significance for health
services of the future.

Subscriber satisfaction with the plan is evidenced by the fact that
subseriber terminations in HIP from all causes, including unemploy-
ment, removal from the city, change in occupation and dissatisfaction,
averaged only 8 percent per year throughout the period 1947-52,
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Table 1.—Utilization of physicians’ services, members and wives, Moving Pic-
ture Machine Operators’ Union, local 306, provided through Health Insur-
ance Plan of Greater New York, Feb. 15, 1951-Dec. 31, 1951

Length of coverags

Ttem Total
Emut.l{m; From 6 to | Less than
10% months 1044 months| 6 months

Number of persons enrolloed:

B e T T e SR e e e e e 3, 550 1, D36 1, 100 1, 418

Annnalagoivalent. - o ol 2,100 iy 802 451
Number of persons recelving physicians' serviees: 1

Persons recoiving any physicions® services ... 2 052 T2 T07 it

Persons who visited radiologist. .o ceeeneeccaceaaas 868 340 2 235

Persons receiving general physical examination.._.__. 198 173 168 157
Number of physiciang’ serviees: !

T T e e L ety o 16, 138 i, (58 5, By 3, 681

A verage annual number per 1,000 eligible. ............] T,471.3 T,340.7 7,365 3 T, 0. 1

Axerage number per patlant...ccaeccacerrrn ez an e - 9, 22 5 575

1 Excludes serviees of pathologist; estimated from experience of 670 members and wives, 19 pereent of
total enrollment of 3,555,

Bource: Health Insurance Plan of Greater New York, Dee. 0, 1952,  Unpublished data.

Table 2.—Number of physicians’ services, by place of service, members and
wives, Moving Picture Machine Operators’ Union, Local 306, provided
r;hs;-sui:gh Health Insurance Plan of Greater New York, Feb. 15, 1951-Dec. 31,
1

Phyzlcians’ services ! Total |Members| Wives
Number of plqsiclnns‘ A AR P L G, 9, 560 6,578
Physicians' oflfice or gronp céenter. . ... - B8, 7567 5,997
Pathent=a home - . : fi4 83 B
| e e oy e e e V5B 420 &8
Annual number of physicians' services # per 1,000 eligibles_ .. ... 7,473 | B 4303 G,411. %
Physiclans’ office or group cemler. - - - e mcm s e e —— 68213 | T2 B, 825, 5
el T e TR SRR R R R e L e S e e e S e e L 7T 258.3
Hospital.......... - - - 350, & 370, 4 320.4

i Exeludes services of pathalogists.
! Estimated from experience of 879 members and wives, 19 percent of total onlon enrollment of 3,555,

! Based onannual equivalent enrollment of 2,160, ineluding 1,134 members and 1,026 wives.
Source: Health Insurance Plan of Greater New York, Dec. 0, 1052,  Unpublished data.

Table 3.—Number of union members and wives receiving specified number of
physicians’ services, Moving Picture Machine Operators’ Union, local 3006,
ihgrsafgh Health Insurance Plan of Greater New York, Feb. 15, 1951-Dee. 31,

Persons Total ph ic!nm'
sErV
Number of physicians' services recelved !
Number | Percent Number | Percent

] c: ] RGP PR P T | D ) SRS R el S 2,052 100, 0 14,811 100. i
= 372 181 372 25
2 243 13.8 560 58
) 0.7 G660 4.5
152 7.4 G608 4.1
141 69 TG 4.8
146 .1l B76 5B
78 3.3 553 3.7
B 4.4 712 4.8
73 3.6 657 44
21 1.7 2, W9 10, 6
146 7.1 2 482 16.8
47 23 1,069 7.0
(%] 31 2,072 18.1

! Estimated from experience of 670 members and wives, 19 percent ¢f total union enrollment cf 3,555,

 Exeludes services of pathologists. :

} Exeludes an estimated 1,327 services received by union enrollees from other medical groups to which or
from which they transferred during 1951.

Bource: Health Insurance Plan of Greater New York, Deg. §, 1052, Unpublished dats.



Table 4.—Number of operations and other hospitalizations, members and
wives, Moving Picture Machine Operators’ Union, local 306, provided
through Health Insurance Plan of Greater New York, Feb. 15, 1951-Dec. 31,
1951

Item Total Mala Female
Number: !
okl PR TR e et R s S il S R o R 81 33 47
R D R e ) 11 15
Hospitalized minor operations_______________________________________. s 11 11
Other hospitalizations, nonsurgienl ... .o = 11 15
Minor operations in ofllee or 8t CeMEr . o e e crccs e c s msnma . 382 218 164
T e —
Annual number 1,000 eligibles: 2
e ok R A e e e e e e e a e e o a7. 0 20,1 45. 8
Major o T b e S R 13. 4 9.7 17.6
Hospi T L E R T e e e e e 0.2 8.7 10. 6
Oeher hospitalizations, nonsurgical ... oo o 134 9.7 17.6
Minoe operations In office of B BT - mccmcccccn e e mre s m 176.9 we2| 18

1 Estimated from 10} monihs experience of 679 members and wives, 19 percent of total enrcllment of 3,555,
1 Based on annual equivalent enrollment of 2,160, including 1,134 mem and 1,026 wives,

Bouree: Health Insuranee Plan of Greater New York, Dee. 9, 19520  Unpuablished data.
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Hospitalization, medical services at center, home and hospital, and
dental care

Labor Health Instituie®
1127 Pine Street

5i. Lounis, Mo.

This is a group medical practice plan established in
1945 by the St. Louis joint council of the United Retail,
Wholesale, and Department Store Employees (CIO) to
serve members and dependents of the various locals. In
1947 these locals left the CIO and were independent for
1 year; in 1948 they affiliated with local 688 of the Team-
sters, A. F. of L. On June 30, 1952, about 13,700 persons
were enrolled at the institute. All were eligible for
physician and dental services in the institute, home, and
hospital, and almost all were eligible for hospitalization.
The costs are paid from health funds obtained through
collective bargaining. The average annual cost for full
benefits, excluding reserve accumulation, in 1951-52 was
about $50 per person eligible for care.

Studies of the health problems of union members, conducted on an
industrywide basis, had revealed lack of medical care arising from
lack of ability to pay, nonavailability of health services after working
hours, and unawareness of the importance of medical care. As a
step toward achieving health security for the union members, in 1943
the joint council of the United Retail, Wholesale, and Department
Store Employees was instructed to draw up plans for the health care
of the members. It was found that most members were employed in
shops too small to afford adequate inplant medical facilities. Exten-
sive investigation of the various existing insurance plans showed that
these did not provide as complete medical services as the union wanted.
The union, therefore, took the initiative in stimulating the interest of
employees and employers in developing their own prepayment medi-
cal care plan which would provide comprehensive medical services.
Health problems were discussed extensively at union meetings, with
delegates from the shops, with management representatives, and in
union newspapers. After 2 years of planning, the Labor Health In-

*H. J. Gibbong, President, Labor Health Institute, and Secretary-Treasurer,

Warehouze and Distribution Workers' Union, Local 688, International Brother-
hood of Teamsters ; John O. McNeel, M. D, Medical Director,



stitute was established, with Dr. Elmer Richman .saer'iri'ng as its first
medical director,

Shortly after the Labor Health Institute was orga,mzed its legality
was questioned by one of the contributing firms which declared it to be
a union-controlled project violating the intentions of the Taft-Hartley
Act. However, a court decision, which is presented in exhibit A, up-
held the legality of the organization.

BASIC PRINCIPLES OUTLINED BY THE PLAN .

1. Service plan—This is not an insurance program. Coverage.is
therefore limited to service and does not include cash payments. Serv-
ice is provided at the medical center, in the home and at the hospital
based on need.

2. Health care~This is a functional program designed primarily to
prevent illness, All influences on a person’s health are taken into ac-
count, instead of concentrating solely on the treatment of a specific
disease. Care for illness is as comprehensive as practicable,

3. Sick care—~The emphasis is on the treatment of the total person
rather than a specific disease. Sick care is as comprehensive as
practicable.

4. Group medical practice—~Physicians, dentists, and surgeons are
organized in a systematized group medical practice program working
under one roof and in one organization with good medical equipment
and facilities.

5. Budgeting for health.—The Labor Health Institute finances med-
ical care through funds obtained under collective bargaining.

6. Democratic control by membership.—Members govern the Labor
Health Institute. Administration and policies rest with the board of
trustees.

7. Standardization of practices and qualified professional supervi-

sion.—Doctors follow the approved standards and ethics of their pro-
fession. The Labor Health Institute follows the prineiples for coop-
eratives accepted by both professional and lay groups covering volun-
tary plans.

8. Community responsibility—DBecause the Labor Health Institute
believes that health is both an individual and community problem, it
participates in community health activities with both official and
voluntary agencies.

Evmemsiniry

Coverage under the Labor Health Institute may be achieved through
union membership, as a dependent of a covered union member, or
through a cooperative community group. Although any group in
the community may participate, less than 2 percent of the member-
ship has joined in this manner. For coverage under union contracts,
locals bargain separately with individual employers. Of these, 90
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percent (employing 94 percent of the members) have negotiated con-
tracts covering both union members and their dependents. The types
of membership are:

Regular members.—1, Union members and their dependents cov-
ered by collective bargaining agreements that provide for payments
based on 5 percent of payroll; both members and dependents have full
coverage.

Dependents include wife or husband and children over 60 days and
under 18 years of age; a member with no dependents of this type may
select 1 adult dependent (mother, father, sister, brother, or child), 18
years of age or over and living in the same household, provided that
such person is wholly dependent on him for support. A typical clause
in the collective bargaining agreement providing 5 percent contribu-
tion for membership in the Labor Health Institute is given in ex-
hibit B.

9. Union members covered by collective bargaining agreements that
provide for payments based on 314 percent of payroll; no dependent
coverage.

Associate members—Dependents of union members, covered by 814
percent collective bargaining agreements, for whom the members make
small regular payments to enable them to obtain limited special and
surgical benefits at reduced fees.

Special members—1. Individuals who have elected to continue
membership after leaving the collective bargaining unit.

9. Members of a small cooperative community group purchasing
medical and surgical services only.

3. Dependents of wage earners under 314-percent contracts for
whom only hospital benefits have been purchased.

Persons who belong to a union at the time the contract is signed are
eligible for services 80 days after the contract goes into effect; new
employees are eligible after 60 days of employment unless transfer-
ring from another covered shop.

During sickness and temporary layoffs, eligibility for medical serv-
ices and hospitalization continues for 60 days plus an additional 30
days for each year of Labor Health Institute membership, up to a
maximum of 180 days.

Upon the employee’s resignation or dismissal, eligibility as group
member terminates automatically; employees rehired within a year
after termination are reinstated immediately.

Upon retirement after 1 year of membership, employees remain
eligible for services for 60 days from retirement date and for an
additional 30 days for each year of membership up to 180 days. Ap-
plication may be made for special membership within 60 days of re-
tirement ; the medical director may reject or condition acceptance
upon findings of the physical examination.
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MEeMBERSHIP
Awverage annual membership.—Average annual membership includ-
ing union members, dependents and others:

1 e e 6, 070
R e sl B o i e e RS = 9, 058
Fiseal year 1951-52 i o & g 14, 603
Medical and hospital care__.___ s EERE T e 18, 706
Medieal care only____ o 497
Hospital care only—___. R 2es 2 403

Financial status of members—Average monthly income of union
members :
1950 - o e i s = $195. 00
1951-52 e Sy S S, 211, 00
Size of employee group—Union members classified according to
size of employee group under contract, May 1, 1952:

Companies Union members
Nuomber of persons employed

Number | Percent | Mumber | Percent
RRORE = e T e B0 10 6, 625 100
T e ke o oo b ol o1 o e e i s 40 50 453 T
e e N R T R T i e I e R G R R Bt 16 20 57D a
TR R e e R a e e ] i) 252 4
T eccccsmsasccsasszssssssssssssszssossasszasass 3 4 24 4
100-1949 8 mn 1,140 17
B e e e i & 2,315 35
i e s e s s e e TS s R i 2 2 1, 5 24

METHOD OF FINANCING AND COST OF CARE

Method of financing—The entire cost for regular members is paid
by the employer under collective bargaining agreements, The
amount is fixed as a percent of payroll. Associate and special mem-
bers make regular payments to the Labor Health Institute. Average
monthly payments during the fiscal year 1951-52, for each type of
membership, were as follows:

Regular members—1. For union members under collective bargain-
ing agreements in which employer payments are based on 5 percent of
payroll—$5.10 for each member and each dependent,

2, For union members under collective bargaining agreements in
which employer payments are based on 314 percent of payroll—§4.89
for each member; no dependents covered.

Associate members—Dependents of union members covered by 314-
percent collective bargaining agreements, for whom members make
regular payments for the privilege of obtaining limited medical and
surgical benefits at reduced fees—$0.31.

Special members—1. Individual members who continue payment
of dues after leaving place of employment—$3.53.

92, Members of small community groups—=$2.58,

3. Dependents eligible for hospitalization only—=$1.35.
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Awerage cost to employer per member.—During the fiscal year 1951-
52 the average annual cost to the employer was:

Per eligible person (employees and dependents—>5 percent contract) ..—_ $61. 18
Per employee—5 percent contraet_______________ = —— - 130. 05
Per employee—3.5 percent comtract oo e §8. 68

Operating costs—Total income of the Labor Health Institute was
about $630,000 in 1950 and $875,000 in the fiscal year 1951-52. In
both years 97 percent of the income came from membership dues and
the remainder largely from medical fees. Expenses for medical and
dental care, ancillary services, and administrative and depreciation
costs represented 55 percent of the income in 1950 and 64 percent of
the income in 1951-52; hospital expenses amounted to 16 percent of
the income in 1950, 20 percent in 1951-52. Administrative costs,
including depreciation, totalled about 25 percent of the income in
1951-52. Reserves and undivided income declined from 29 percent of
income in 1950 to 16 percent in 1951-52.

Summary of income and expenses, Labor Health Institute, 1950 and
fiscal year 1951-52:

|
I'l}l‘ll Iﬂ'-q‘] F[ﬂf"ﬂ-‘l !r'li"ﬂ!‘

1951-52
T e e e o s e S e B e S $31, 214 £574, 5H
DT o L i i e e e e e e e e e e e i 612, 142 B4D, 323
R o e T e T 10,071 25,181
PRI S Py - oo B e e e e R e P e T VR, 446, 154 Vg, M
I e e 346, 553 550, 543
12 fey ) e e S S e e e e e e £, 601 173, fili
Reserves, expansion fund and undivided income_ .. ... 185, 030 141, 301

i Includes administrative costs, and depreciation of building and equipment.

Table 1 contains a more detailed presentation of income and expen-
ditures for the calendar year 1950 and the fiscal year 1951-52.

Awerage cost of medical and dental services and hospitalization.—
The average cost of medical and dental services and hospital carve,
including administrative expenses but excluding reserves, for all per-
sons eligible for care was about $50 in the fiseal year 1951-52; 80
percent of that cost was for medical and dental services and 20 percent
for hospitalization. For each person who received care, medical and
dental costs averaged $63, and the average hospital bill was $96. The
cost per patient visit in 1950 was $4.94, of which payments to physi-
cians and dentists represented nearly one-half. In the fiscal year
1951-52 the cost per patient visit was $5.42,

Item : Average cost,
Medical and dental care: 195152
2 L e P e T ) TR SR B S s e i T e S 0. 40
Per person Tecelvimg cme e o oo L 63. 20
Hospitalization :
Per aligible PaESON: oot ias el ions e o S e D 10, 44
BT B e e e e e e u5. 87
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Table 2 shows the average cost of medical and dental services and
hospitalization for the years 1949, 1950, and fiscal 1951-52.

Costs per visit by department.—Patient visits to neuropsychiatry
were the most costly ($8.81 per visit in 1950) ; visits to the allergy
clinic and radiologist, the least costly.

Average cost per patient visit by specialty at center, home, and hospital, 1950

All specialties__________ $4. 46 Ear, nose, and throaf......... $4.69
General medicine_____________ 4.85 Orthopedies. .. — -- 4.58
Eermatology- oo e ool g6 it g, e Y RN AR g S R
Neuropsychiatry _ i 8.5 it T S N S Y| o [
ANCrEY e —— = BT BadlnoEr o e e 3. 40
1500 P T T SRS RS ER b0 A ST D R E . o
Gynecology and obstetries_____ 4. 77

1 Includes average indirect eost per patient visit, $2.81,

Payments to physicians—Doctors are paid on the basis of sched-
uled hours which include vacation, holiday and sick leave time, ad-
ministrative activities, and staff meetings, as well as actual patient
hours at center and hospital. Additional fee-for-service payments
are made for office calls, home visits, and for consultations and non-
stafl referrals. Physicians making home calls outside the city limits
also receive mileage allowance. The methods of compensating physi-
cians are summarized in appendix C and table 3 shows the amount of
payment for each type of duty.

Total income and amount paid lo physicians in specified years

Payments to physicians
Year Total ineome :
Amonnt t‘:ﬂﬁ:{a
LN R e e R e e e #0631, 214 L5145, 452 26
T e e et et s o S Sl £74, 505 1256, 612 29

w;s%rgf:ﬁﬁ:?nﬁ ::nuﬂ;ﬁdlﬁmp?\{:?:ﬁrﬂguﬁﬂgﬂtzﬁ;?_“ma periods other than the one in which payment

Of the nearly $260,000 paid to physicians in 1951-52, approximately
$155,000 was for patient care at the medical center and the hospital,
$36,000 for administrative duties, and $21,000 for home care.

Hourly rates for each specialty are based on a study of doctor fees
made by the institute. These rates are set at a level that assures that
on an annual basis (fifty-two 40-hour weeks) Labor Health Institute
physicians receive an income approximately equal to the average
received by all independent specialists in the United States.

In addition, a 25-cent-per-medical-center-hour annual increase is
provided up to 4 years’ service for all specialties except pediatries,
general surgery, and dentistry.

The radiologists received payments which, on an annual basis,
guaranteed them the highest average income ($24,129) of the Labor
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Health Institute specialists. The ophthalmologists and the neuro-
psychiatrists also received payments which on a full-time basis were
equivalent to over $20,000 annually. Dentists and physicians in
internal medicine had the lowest full-time equivalent income.

The payments to Labor Health Institute specialists, on an annual
basis, were generally higher than average net incomes of all United
States specialists. Table 4 shows for each specialty the total payments
to physicians, the amount of payments for all types of scheduled hours,
and the average income per full-time equivalent physician.

SERVICES FPROVIDED

The Labor Health Institute offers preventive services and compre-
hensive medical care at the center, home, and the hospital. Health
education has a special place in the program. Physicians and all other
professional personnel on the staff are instructed on its importance.
A detailed description of the services provided is contained in
exhibit D.

General mediecal and specialist care—General medical care is pro-
vided by a personal physician (selected by the patient) who is also
responsible for periodic physical examinations and for making ar-
rangements for all specialist or ancillary services except dentistry.
The institute is served regularly on a part-time basis by physicians in
14 different specialties, including radiology and dentistry. After an
initial examination, the patient is assigned to a persomnal dentist.
Dental services are free of charge; drugs and materials are provided
at cost.

Aneillary services—All usual laboratory services, diagnostic and
therapeutic X-ray and physiotherapy.

Other medical services—Hospitalization up to 90 days each year,
drugs at the Labor Health Institute pharmacy at special rates ; visiting
nurse services; and eyeglasses at discount.

Services not provided —Care for conditions requiring treatment in
a sanatorium or public institution.

Care for tuberculosis, mental or nervous disorders, or alcoholism,
after diagnosed as such.

Care to patients under treatment by another physician who has not
released them.

Blood, blood plasma, or surgical supplies and appliances.

Illegal operations, plastic surgery, and similar nonessentials.

Care for patients who do not follow instructions or refuse treat-
ment.

Care for preexisting chronic conditions of employees hired after the
original contract was signed unless the medical director agrees to
accept the condition for treatment.



Facirries

The institute owns and occupies a five-story building in the down-
town district ; up-to-date facilities include two complete X-ray rooms;
laboratory equipped for various tests, including urine analysis, blood
counts, blood tests, and basal metabolism tests; physiotherapy depart-
ment equipped with ultraviolet, infrared and diathermy, and other
apparatus; drugstore where prescriptions and ordinary drugs are
provided at special rates; nine dental chairs and an office equipped
with dental X-ray machine,

The center is open from 9 a. m. to 6 p. m. Mondays through Fridays
and from 8: 30 a. m. to 12 noon on Saturdays.

STAFF

Administrative staff —Twenty-four persons, including medieal
director, chief of medical and surgical service, chief of dental service,
and business manager.

Professional staff —Numbered about 80 during past year. In addi-
tion to specialists on the staff, 5 associate physicians in East St. Louis
make home and hospital visits and provide care in their own offices,

Julv 1 Apr.1 Julw 1 Apr. 1,
Staft los2' | 19ga" Btall 92 | losa
OGeneral practitioners_........ 10 10 || Laboratory techniclans. ... 2 3
Bpecialists: . 0 oo il g a0 || Dental assistants. ____________ 4 (i
1 e AT O e 8 9| D T B e b e e 2 2
Registerod norses_ ... ___ 13 13 || Regizstered medical record
X-ray technlelons. . _ _........ 2 2 librarian and assistants. ... i i)

Except for the medical director, all physicians are part-time physi-
cians in private practice in the community ; specialists are all diplo-
mates of specialty boards or board qualified.

Physicians’ hours—The number of physicians in each specialty and
the day’s schedule for each specialty as of July 1, 1952, are shown in
table 5. Both general medical care and dentistry are available at
nearly all hours that the center is open. Services of radiologists,
allergists, and dermatologists are available at the center less than 10
hours a week.

In table 6 the actual number of physicians’ hours spent at the center
during 1951-52 and the number of hours per 1,000 eligibles for each
specialty is shown. In the aggregate, 28,000 physician hours were
allocated to the center, including 22,000 hours spent seeing patients,
Center patient hours totalled 1,555 per 1,000 eligibles.

Medical center hours account for approximately 80 percent of all
physicians’ time. Pediatricians, however, devoted 37 percent of their
hours to home calls; surgeons, 37 percent of their hours to hospital
operations or visits; and obstetricians and gynecologists combined, 47
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percent of their hours to hospital deliveries or visits. Table 6 shows
a 1951 distribution of physicians’ hours by place of service.

Physicians’ time per patient visit.—The time physicians devoted to
each patient visit at the medical center ranged from 5 minutes for the
radiologists’ interpretation of the average X-ray to 48 minutes for
each visit to the neurosurgeon. Time for services outside the center
is estimated as follows: one-half hour per office visit, 1 hour per home
call, 10 minutes per day for hospitalized cases under physician care,
oné-half hour per outpatient visit in hospital, 1 hour per consultation
(may include 2 or more visits), 2 hours for major and 45 minutes for
minor hospital operations, and 3 hours for delivery.

Number of minutes per patient visit at center, 1951-52:

Tnternal medicine_______________ 17 Ear, nose and throat oo ceeeeo 10
Pediatrics ek, e 11 Eyes .- M 1
Allergy 2 0l ATl S ] g s 15 Genlteurinary. o 18
Dermatology e T Gynecology-obstetries_______——___ 14
Neuropsychiatry e 30 Orthopedics 12
Neurosurgery—-— ... 48 X-ray R T ey 1S 5
General surgery._._ 12 Dentistry - — - 28

UTILIZATION OF SERVICES

Persons receiving care—During the year 1950 and the fiscal year
1951-52, 60 percent and 62 percent, respectively, of the eligible mem-
bers received medical care; fewer than 1 out of every 100 members
was hospitalized.

Total services provided.—The nearly 9,000 persons receiving medi-
cal services in 1951-52 had 103,196 visits, or 11.6 visits per person re-
ceiving care, and 7,265 visits per 1,000 eligibles. In 1950, 5,400 persons
had 70,200 visits during which 119,400 services were given. The count
of visits excludes those at which only the nurse gave care; the count
of services provided includes nurses’ care.

Services provided by medical departments—In 1951-52 physicians
gave 4,544 services per 1,000 eligibles, not counting hospital visits
which in 1950 were 603 per 1,000 eligibles.

1950 1951-52
Parzoma aligible for medloa] eam. - o e isiinmeiienias 0,058 14, 203
Persoms Tacaiving medieal ehmec i 22 il coiide Ll LI L e e e 5, 303 8, BS54
Persons eligible 107 Bospitalization .. . - oo oot n s m e e e m s e 9, 950 14, 105
Hrombar ol boap el a2 i s e A A R T TR I it 1] 1,310

MNumber of visits

or services
FPlace of visit

1950 1951-562
b LS BT B T RN A B SR I e M s B 4 S L e e 42 518 58, 165
BN i i b e s s s S S i o e L R S D e e s 1,851 4, 853
Offige and non-Labor Health Institute referrals ..o ccececocmmene 053 Zﬂﬁ
E AL F 5, 464 A
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The department of internal medicine was most frequently visited
with the gynecology-obstetrics and ear, nose, and threat departments
ranking next. Table 8 (1950) and table 9 (1951-52) show for each
department the number of physicians’ visits per 1,000 e11g1hles, by
place of service.

On the average, every 1,000 eligible persons made 1,261 visits to the
dentist (fiscal year 1951-52); an average of nearly 3 services were
given during each visit. In 1950 dental visits amounted to 1,374 per
1,000 eligibles.

1950 1051-52
e e o 12, 448 18, 01%
Bervlpegte Il Tinp s et Y R T T SN ST TR A 36, 850 51, 403

In table 10, the number of dental services by type c-f service, per
1,000 eligibles for 1950 and 1951-52, is shown.

Hospital services—During the fiscal year 1951—-1942, 9 persons out
of each 1,000 eligibles were hospitalized ; hospitalization totaled 633
days per 1,000 persons eligible for hospital care. In 1950 each 1,000
persons eligible for hospital care received 483 days of hospital care
and not quite 7 out of every 1,000 persons were hospitalized.

l 1550 195152

A T T N - o v o b A e s b b i B e A B SRR s e T e S b D e e A8 1,310
Number of inpatient hoapital daﬂ ......................................... S 4,813 0, D05
Average length of hospital stay .. B S e e B - T
Number of deliveries. . T e e e R B R R e 106 5
Number of hospital :rmmﬂnns T e e e TR R S SR T R e T o] 335 605

In both years operations and deliveries accounted for nearly two-
thirds of all hospital cases. The gynecology-obstetries department
had the greatest number of hospital eases and hospital days. See
table 9 for hospital utilization in 1951-52 by department.

Services provided by ancillary departments—In relation to the
number of persons eligible for care, fewer X-ray and laboratory serv-
ices were provided in 1951-52 than in 1950. During 1951-52, 10,000
X-ray services were given, or 711 services per 1,000 eligib]es as com-
pared to 856 in 1950, The 21,600 hhurfl,tory services received in
1951-52 represent 1,521 per 1,000 eligible persons, as compared with
2,025 in 1950, '

Number of serviess
Ty of serviea
15850 19561-52

R s T e e b T e e 7, 754 10,
Laboratory SRR L P R L e e s oy R AR | 21, ()
Murse {nent.er aml hume} ___________________________________________________________ lﬂ 428 NA
Phyziotherapy... B e T L ey HAT 1,010
e e e e e L SR T "2




Tables 11 and 12 contain a detailed breakdown of the type of X-ray
and laboratory procedures given in 1950 and in 1951-52,

ADMINISTRATION

Policy control of the Labor Health Institute is vested in the mem-
bership. At the annual membership meeting, held in September each
year, broad policies are set for the organization for the coming year.
The members are represented in day-to-day interests by the board of
trustees, elected annually by the membership. The board meets quar-
terly to conduct the affairs of the Labor Health Institute. From
among the board of trustees is elected an executive committee that
meets monthly.

Bylaws of the Labor Health Institute provide that the 27 members
of the board shall be broadly representative of the interests of the
sponsoring unions, the management under contract, and the general
public of St. Louis.

The president, elected by the board of trustees, although a nonpaid
officer, supervises and coordinates all nonmedical activities of the
Labor Health Institute. At present, he also carries the duties of the
business manager, that position being vacant.

The medical staff is under the direction of a full-time medical diree-
tor, who is selected by the board of trustees and reports regularly to
the president of the board of trustees.

Nine standing advisory committees aid the board of trustees through-
out the year—the budget, personnel, membership eduecation, voluntary
groups, new projects, public relations, rules and regulations, nominat-
ing, and medical conference committees.

The medical conference committee serves in an advisory capacity to
both the president of the board and the medical director. The com-
mittee consists of five members selected from outstanding men in the
community representing both private practitioners and full-time
teachers in medical and dental fields.

The organizational chart is given in exhibit E, and a description of
functions of administrative personnel is presented in exhibit F.

Mepicarn rRECORDS

A continuous chronological medical record is maintained for each
patient. Standard forms are used for physical examinations, labora-
tory data, X-ray reports and the like. Physicians record each patient
visit, whether at center, hospital, home, or office.

A diagnostic file has been set up according to standard nomenclature
of disease and operation; diagnoses are cross-indexed. Detailed de-
scriptions of record-keeping procedures and patient control through
the use of records are given in exhibit G.
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OTHER HEALTH AND WELFARE BENEFITS

In January 1952, local 688 had negotiated agreements, with employ-
ers of 2,500 union members, providing for employer-financed retire-
ment, disability and life insurance benefits and a welfare program.
In early 1952 most of these agreements were before the Wage Stabili-
zation Board awaiting approval. The agreements provided for: Re-
tirement benefits equal to $30 a month plus $1 a month for each year
of union membership, disability benefits equal to $2 a month for
each year of union membership with a minimum of $25 per month,
life insurance equal to $2,000 for persons under 65 and $500 for those
over 6.

Other negotiated programs already in operation were:

Life insurance—1,200 members in 43 firms covered by employer-
financed policies: $1,000 policy for persons with less than & years of
union membership ; $2,000 policy for persons with 5 years or more of
union membership.

Vacation—In 1951, 92 percent of local’s members received at least
2 weeks’ paid vacation.

V ARIOUS EVALUATIONS

An evaluation of the program was made in December 1948, at the
request of the St. Louis Social Planning Couneil and the Labor Health
Institute, by Henry G. Farish, M. D., specialist in medical audits and
hospital eonsulting, and Franz Goldmann, M. D., associate professor of
medical care at the Harvard University School of Public Health.
The operation of the Labor Health Institute was reviewed, present
and former staff members were interviewed, and consultations were
held with various other persons. The appraisal of the quality of
service was based on the minimum standards for medical service in
industry and the minimum standards of hospitals developed by the
American College of Surgeons, with additional eriteria developed
for use in the evaluation, which included a detailed examination of
a large number of medical records (exhibit H).

The study found that “All the physicians, dentists, nurses, and tech-
nicians on the regular staff of the Labor Health Institute possess the
qualifications and experience necessary for the proper performance
of their duties . . . (and that) the services offered to the members of
the Labor Health Institute and other patients are broad in scope
and readily accessible . . . The amount of service actually received
by the persons covered by regular payment plans is such as to place
the Labor Health Institute in the top bracket of group-practice pre-
payment plans and comes close to ideal standards.” The study
commented favorably on the emphasis placed on the patient-physician
relationship and the comprehensive record-keeping system. A de-
tailed summary of the findings is given in exhibit I,
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In a survey of members of local 688 whose shops were organized
into the union prior to 1943, members were asked, “How does the
medical service given by the Labor Health Institute compare to that
given by private doctors?’ Replies indicate that 25.8 percent of the
members thought it better, 42.9 percent said it was about the same,
6.9 said it was not as good, and 24.4 pereent, including those not having
had experience with the Labor Health Institute, did not respond.

More than three-fourths of the surveyed members think it is very
important for the union to sponsor medical service and health aid
for its members, and an additional 17 percent think it worthwhile.
Workers in the survey shops constituted 72 percent of the total mem-
bership of the local in the winter of 1948-49.1

Exhibit A.—Legality of St. Louis Labor Health Institute under Taft-Hartley Act
upheld

A decree issued on June 15, 1948, in the District Court of the United States,
for the Eastern Judicial District of Missouri, upheld the legality of the Labor
Health Institute. Findings of fact by the court were as follows: “That defend-
ant, 8t. Louis Labor Health Institute, is an independent corporation and is not
a representative of any of the plaintiff's employees within the meaning of section
202 of the Labor Management Relations Act of 1947 . . . that the payments so
required to be made by plaintiff to defendant St. Louis Labor Health Institute
under the terms of said contract are lawful and are not in violation of Labor
‘Management Relations Act, 1947, and particularly such payments are not in
violation of section 302 of said act.”

The organizational strueture of the institute was said hy Mr. H. J. Gibbons,
then its president, to be an important consideration in this decision. The organ-
ization iz a nonprofit corporation nnder Missouri law, is owned and controlled
by Its members, and does not represent itself or its members in any collective
bargaining negotiations with companies nnder coniract to provide health and
medical services,

Source : Cooperative Health Federation of Amerlea: Cooperative League News Hervice
(June 20) 1948, Mimeographed.

Exhibhit B.—Typical clause in collective bargaining angreement providing
membership in Labor Health Institute, St. Louis

It is agreed that the company will pay into the 8t. Louis Labor Health Insti-
tute a sum equal to 5 percent of the gross pay (before deductions for social
secenrity, taxes, union dues, ete.) of all full-time rezular emplovees of the com-
pany within the collective bargaining unit covered by this agreement, plus b
percent of the pay of any other persons regularly in its employ full time, whom
the company wishes to enroll. Said 5 percent payments shall entitle the em-
ployees of the company covered by this agreement to regular membership in the
8t. Louis Labor Health Institute for themselves and their dependents as associate
members under the family “A™ plan. He and his dependents shall be entitled to
guch medical serviees and hospital benefits as are provided in the rules and regu-
lations of the 3t. Louis Labor Health Institute.

1 Rose, Arnold H.: Undon Solidarity, The Internal Cohesion of o Labor Union. Minne-
apolis, The University of Minnesota Press, 1052, pp. 91-92,
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Payments to the St. Louis Labor Health Institute hereunder shall be made
weekly, biweekly, monthly, or otherwise, as may be agreed between the company
and the St. Louis Labor Health Institute and shall continue for the duration of
this contract.

The company shall have no right, title, or interest in any monies so paid or
in the funds of the 2t. Louis Labor Health Institute, or itg control or manage-
ment except as provided in the bylaws of the St. Louis Labor Health Institute.
No employee shall have any right, title, or interest in the control and manage-
ment of said 8t. Louis Labor Health Institute, except as provided in the bylaws
of the St. Louis Labor Health Institute.

The company's and employees’ right, title, and interest shall be limited to
medical and health services to employeez and members of their families while
gaid emplayee iz in the employ of said employer except as otherwize provided by
the bylaws of the 2t. Lonis Labor Health Institute.

Source : 8t. Lounl: Labor Health Institute: Annual Report, 1950, Mlmeographed.

Exhibit C.—Proposed method of compensating physicians, Labor Health
Institute, St. Louis

GENERAL ARRANGEMENTS

Conditions of employvment that generally apply to all regular Labor Health
Institute stafl doctors are known as “general arrangements.” They are as
follows:

1. Compensation for home calls

(a) Day ealls, 5.

(b)) Night calls after 8 p. m., £7.50.

{e) Night calls after 12 midnight, $10,
(d) Territory:

The above standard fees apply to a terrvitory bounded in the south by
Loughborough Avenue; in the west by North and South Read and in the
north by West Florissant Bounlevard. Bevond this territory an addi-
tional compensation of $1 per every 2 miles will be pald one way.

{eg) In the event two or more patients of same family are seen on the same
vigit, the charge for the subsequent patient care is one-half of the amounts
listed above,

2. Compensation Jor office vitils—For patients referred to the physician’s,
surgeon’s and dentist's private ofice on authorization of the medical director, n
fee of 33 and up will be pald at the discretion of the medieal director.

3. Nonvoutine hospital vigits—For nonroutine hospital visits made where
physicians hold no appointment or to institutions, such as convalescent homes,
cte., physiclans, surgeons and dentists will receive the same compensation as for
home calls provided that these visits are authorized by the medieal director,

4. Qutpatient hospital calls—DPhysicians, surgeons, and dentists will receive
game rate as for home ealls. Cases geen at hospital by agreement between patient
and physician should be indicated as outpatient calls,

5. Consuliations.—Consultations authorized by the medical director will be paid
2t the rate of 310 per consultation for dentisis, physicians, and surgical special-
ists with the exception of neuropsychiatrists, who will be paid at the rate of $15
per consultation. Consultation shall be defined as—when a patient Is seen at the
request of another physician, surgeon or dentist while that patient is hospital-
ized by the physician requesting the consultation.

6. Vacatione.—Two weeks after completing 1 year's service, 3 weeks after
completing 2 vears’ service. Vacation time is computed on the basiz of the num-
ber of hours assigned to the physician, surgeon, or dentist per week. Vacations
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are not to accumulate from year to year, The medical director will reserve the
right to schedule the vacations of the physicians and dentists at the convenience
of the institute.

T. Rick leave.—Two weeks after 1 vear's service, 3 weeks after completing 2
years' service. Sick leave time is computed on the basis of the number of hours
assigned to the physician, surgeon, or dentist per week. The medical director re-
gerves the right to require proof of illness before sick leave is granted.

‘8. Holidays—New Year's Day, Christmas Day, Decoration Day, Fourth of July,
Labor Day, Armistice Day, Thanksgiving Day. In the event any physician, sur-
geon, or dentist is scheduled on any of the above holidays, he will be compen-
sated at his regular hourly rate.

9. Beverance Poy.—Severance pay will be payable only in the case of discharge
or layoffs. Two weeks after completing 1 year of serviee up to a maximum of
G weeks. :

10. Leave of absence~—No pay will be granted for leave of absence, All ah-
senteeism shall be deducted unless anthorized by the medical director.

11. Hours scheduled for hospital scrvice, home service, and referred service.—
These hours will be determined by the medical director or his representative.
The institute will gnarantee scheduled hours on & monthly basis and the medical
director shall give notification 30 days in advance if he desires to change assigned
scheduled hours,

12. Social gsecurity and withholding taz.—Taxes will be dedueted on a monthly

basis.
13. Extra time and substitution—If physiciang, surgeons or dentists are as-

signed to substitute work or extra hours, anthorization will be given by the med-
ical director and physicians, surgeons or dentists will receive their regular hourly
rate of pay.

14. Compensation for home calls, nonrontine hospital visits, office visits, and
consultations.—A report of these visits must be transcribed into the medical rec-
ord before compensation is made,

15. Salaries of personnel—This schedule does not cover any administrative
personel such as department heads, temporary appeintees, associates, consultants,
ete, These salaries will be defined through recommendation of the medical
director.

18. Section heads.—Section heads' hourly rate will be $1 per hour.. Section
heads now receiving $2 under the base medical center and hospital hourly rate
plan will remain at the same rate until position is vacated.

17. Surgeons under the separated medical center and hospital rate plan.—These
surgeons will be compensated at the scheduled medical center hourly rate for
vacations, holidays, sick leave, authorized leave or absences and weekly staff
conferences,

Computing the Medical Center and Hospital Rate Plan

. Bince it is expected that Labor Health Institute utilization during the 1952
fiscal year will not differ markedly from that of the ealendar year 1951, the 1951
experience Is used as a guide in computing the rates for the various compensa-
fion plans,

Time Limit to Medical Center and Hospital Rates Computed

The computed rates should be considered valid for the fiscal year 1952-53 only.
Compensation of Labor Health Institute doctors according to the “going rate™ re-
quires the annual determination of the “going rates” to be nsed and the annnal
review of the previons year's distribution of hours and fees,

Source : Bt. Louis Labor Health Institute : Unpullished dota, 1952,
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Exhibit D.—Definition of services provided for illness, Labor Health
Institute, St. Louis

General medical and specialist services in office, home, and hospital: general
medicine provided at the medical center by a personal ph}'éiuian chosen by pa-
tient, and responsible for all referrals to other sections, except in emergency
cazes, for periodie physical examinations, dingnosis, l;reatmént, complaints, and
followups. Specialties include internal medicine ; dermatology’; allergy ; neuro-
psychiatry ; pediatries ; general surgery, gyvnecology and obstetries ; ear, nose, and
throat ; orthopedics ; urology ; uphtha]mulugy radiology ; elinical laboratory ; and
dentistry.

Surgery : diagnosis and treatment by members of medical center stafl,

Eye care: treatment, eyetesting and surgery. Glasses provided at discount
Ly optician who keeps office hours at center once a week.

Pediatrie service : routine physicals with chest X-rays for all children over
six, and Kahns and blood counts when indicated. Pediatricians act as personal
physieians to pediatric patients with effort made to assign children in same
family to one physician. Pediatrician visits hospital to make initial checkup of
newborn infant. Home calls by pediatricians and visiting nurse upon request ;
but special educational services designed to acquaint mother with illnesses that
can be handled at the medical center or by telephone reduce number of home-call
requnests.

Gynecology and obstetries : gynecology examinations part of routine physical

examination for all female patients. Physicians in the department do both

obatetric and gynecology work. Obsteiries include delivery, prennml and post-
natal care.

Laboratory services: all usual clinical tests. X.rays: prd{'@s&e{l and inter-

preted upon request of physician; superficial X-ray therapy at center, referral
to outside sources for deep therapy.

Home care: visits by Labor Health Institute doctors at al_l times; visits hy
nurses from Visiting Nurse Association available to regular members within
defined geographical area from 8 a. m, to 8 p. m. daily, inr:ludirig Saturdays, Sun-
days, and holidays. Visiting nurse gervices include instructions on carve of sick,
health education, care for acnte and posthospital cases including newborn in-
fants, routine visits to chronically ill. Referrals for service through super-
vigory nurse,

Hospitalization, in local hospitals @ up to 90 days during each membership year,
one-third of semiprivate room rate in a general hospital for an additional 6
months: hospitalization was provided throungh Blpe Cross prior to February
1949 when institute established its own service plan. Institute's hospital repre-
sentative makes all hospital arrangements, discusses hospital procedure with pa-
tient, visits patient in hospital and reports weekly to the medical director.
Except in emergency cases, hospitalization must be aunthorized at profesgional
staff conferences. Doctor on case visits patient daily; use of Labor Health
Institute dector not necessary to obtain hospital benefits,

Dental services: examinations, X-rays, extractions, and preventive care. All
new patients receive dental examination and full-mouth X-rays as part of
routine physical examination. After initial examination, patient is assizned to
a personal dentist. Information on dental services mr:lu{!ed in patient’s general
record. Dental services provided free of charge; mntprlﬂlﬂ and drugs at cost,
Until 1951, 50¢ charge for fillings ; now given free.

Drugs: at special rates.

Souree : 8t. Louis Labor Health Institute : Annuwal Report, 1950, Mimeographed.
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Exhibit F.—Description of functions of administrative personnel, Labor Health
Institute, St. Louis

A. President

Althongh the president is a nonpaid officer of the Labor Health Institute,
he is an aective administrator and sopervises and coordinates all activities of
the institute. At the present, the postition of business manager is vacant and,
therefore, all nonprofessional administrative activities are carried out under
the direct supervision of the president,

B. Administrative Assistants

To assist in the actual execution of policies and day-to-day operations, the
president has two administrative assistants. One works with the medical
director on administering the nonmedical activities of the professional services,
professional personnel, and auxiliary service and personnel. The other confines
his activities to the business operation of the institute,

2. Membership Secretary

The membership secretary is responsible for all membership relations. Com-
plaints are received by the secretary, investigated and presented for discussion

and disposition at the weekly complaint committee meetings held by the medical

director.

He is also responsible for the maintenance of an accurate membership roll
for purposes of checking eligibility of membership for service, He informs
the stalf when new firms are admitted to the plan for service.

He meets with union groups to inform membership of procedures and benefits
available to them,

He works with the medical director on patients’ social problems.

D. Medical Director

The medical director initiates appointments of all professional personnel,
physicians, dentists, and technical assistants under policies established by the
board of trustees to carry out the purposes and programs of the Labor Health
Institute. He supervises the functioning of the medical center and has final
authority on the extent of medical services to be rendered to any individual.
He also participates in the rendering of medical service to patients.

The medical director makes monthly reports to the board of trustees and
represents the Labor Health Institute at professional meetings, local and national
health agencies.

The medical director holds weekly professional stall meetings attended by
all of the professional staff. At these meetings, administrative policy changes
are conveyed to the staff. The primary purpose of this weekly staff meeting
is to discuss all cases pending hospitalization, and those hospitalized, and
discharged. Special cases or unusual cases are also disenssed.

Complaint committee meetings, attended by the heads of departments, are
held weekly to act upon the members’ complaints and suggestions,

The medical director also holds a weekly meeting with the record librarian,
the hospital service secretary and the chiefs of the medical service, the surgical
sorvice and the dental service for the purpose of reviewing all home eare cases
and authorizing hospitalization where necessary.

E. Business Manager

The business manager is responsible for the business administration of the

Labor Health Institute working with the medical director on all phases of this
activity.

S30551—0nd—14 199



He directs the business office which provides the following services:

(1) Finance and bookkeeping

(2) Membership records

(3) Janitorial and maintenance service

" (4) Purchasing

{5) Licenses, permits, and insurance

(6) Legal aspects

{T) Switchboard

He is in charge of handling the necessary business or commercial relations
with participating employers and other agencies, He is also in charge of the
membership roll, and eoordinator of membership control.

He cosigns all checks with the secretary-treasurer,

He directs business aspects of the Hospital Service Plan.

Bource : St. Lonis Labor Health Ingtitute : Unpublished data, 1958.

Exhibit G.—Description of record-keeping procedures and patient control
through the use of records, Labor Health Institute, St. Louis.

Record-Ekeeping Procedures

I. Record forms
A, Exterior:

1. Manila folder and metal file fastener,

2. Upper left hand corner in print—patient’s name and place of employment
and date of admission.

8. Upper right hand corner—medieal record number.

B. Bound portion of medical record. Record is bound in a chronological order
of treatment and visits to medical center:

. Diagnostic face sheet.

. Physical examination sheet.,

. Progress sheets in chronological order.

. Allergy sheet in chronological order with progress sheets.

. Dental sheet.

. EKG report,

. Laboratory sheet.

. Pregnancy record—past, in chronological order with progress sheets.
. Syphilitic treatment, in chronological order with progress sheets,

10. Correspondence and authorizations.

11. Completed X-ray sheets.

12. Completed Injection sheeta,

13. Consultants’ reports.

. Loose sheets of medical record :

1. X-ray sheet—current.

2. Nurse's sheet—current

3. Progress sheet—ceurrent,

4, Pregnancy record—current.

IT. Recording of clinie visits

A, Each wvizit to elinie is recorded in chronological order on the progress sheet.

B. Each visit should show chief complaint, examination, diagnosis, treatment
given, date patient is to return to clinie, statement of work status of patient.

(0. Physical examinations are recorded on the special sheet made up for that
purpose,

00 =3 S O ke S0 0 M
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D. Discharge note is made when patient completes treatment in one clinie:
note of referral back to physician in charge should be made,

III. Recording of Hospitalization

A. All hospital notes are to be dictated; notes are then recorded in re{I type
in chronological order on progress sheet ; and signed by the attending physician.

B. SBurgical cases:

1. Preoperative examination,

2, Rountine laboratory examination.

3. Preoperative diagnosis.

4. Medical staff approval.

Recording of operative procedure and anesthesia used,
Record of all findings,

Pathological report of all tizsue removed.

Result,

Dischargze note.

10, Bignature of surgeon.

2@mama

. Pregnancy cases:

1. History of pregnancy as recorded on pregnancy sheet,

2. History of labor, including description of first, second, and third stages.
3. Provisional diagnosis indicating position and presentation of the child.
4, Indications for operative procedures when carried out.

5. Postpartum progress.

6. Condition on discharge.

D). New-horn records:

Must show physical examination; height, welght, any abnormalities and
feeding, progress notes of babhy.

E. Medical cases:

Entrance complaint, provisional diagnosis, progress notes, consultationa,
special examinations, treatment given, final diagnosis, condition on
discharge.

IV. Recording of home calls
Date home call made, time, doctor’s name, chief complaint, examination,
tentative diagnosis, treatment given, work status of patient, instruction re
clinic appointment. All home ealls are recorded on the progress sheets.
V. Consuitation reports (Made outside medical center)
A, Abstract of patient's record is sent for consultation prior to patient's
appointment.
B. Consultant’s report is recorded in record on progress sheets showing find-
ings, diagnosis, and recomendations,
V1. East 8t. Louig services
East 8t. Louis services are recorded in the medical record in chronological
order on the progress sheet.
Patient confrol throwgh the wse of records
1. New patients:
A. Records of all new patients are checked within ,H hours,
1. Records checked for completion of :
Identification,
Temperature, pulse, respiration, weight, height.

Laboratory-urine, serologyv-hlood, other.
Chest X-ray,



Dental examination and X-ray.
Record of chief complaint and present 111nma.
Record of past history.
Record of physical examination and findings,
Recommendations for further studies,
Provisional diagnosis.
Treatment given.
Date patient is to return.
BE. Name of patient with deficient records referred to followup for contact and
making of appointment.
(. Deficient records referred to doctors.
D). Records of all new patients checked at one-month and six-month intervals
for treatment results obtained and for information on discharge of patients.
I1. Returned patients:
A. A check is made of appointments kept.
B. Patients are notified to return to clinic when reports on pathology indicate
necessity.
. A followup is made of patients with provisional diagnosis.
D, Patients requiring X-ray or yearly checkup are reported to followup
department,

Source : 8t. Louls Labor Health Institute: The Labor Health Institute in Action, report
based on 1049 figures activities (May 1), 1850. Mimeographed.

Exhibit H—Measurements for appraising the guality of service furnished by
group-practice prepayment plans. Developed by Drs. Farish and Goldmann
for Labor Health Institute survey

1. That the physicians affillated with the plan shall be organized as a definite
medieal staff, using the word “staff™ in an all-inclusive sense to include active,
associate, and conrtesy medicnl stafl,

2. That the membership of the medieal staff shall be restricted to physicians
who are (@) graduates of medicine of approved medical schools, with degree
of doctor of medicine, in good standing, and legally licensed to practice in the
State; (&) competent in the branch of medicine to which appointment to the
staff has been made; and (¢) worthy in character and matters of professional
ethies.

8. That the medical staff initiate and, with the approval of the board of the
plan, adopt rules and regulations governing the professional services and that
theze rules and regulations specifically provide that (a) medical staff meetings
be held at least once each month, (b) the medical staff review and analyze at
regular intervals their experience in the various departments of the clinie and
in the hospital, and (¢) the medical records of patients to be the basis for such
review and analysis.

4, That the physical plant and eguipment be adequate,

5. That diagnostic and therapeutic facilities under competent medical super-
vision be available for the study, diagnosis, and treatment of patients, these
to include at least a clinical laboratory providing chemical, bacteriological, and
serological services; and an X-ray department providing radiographic and
fluoroscopic services,

6. That provision be made for quantitatively adequate service to insure com-
pleteness, continuity, and consistency of service.

7. That patients requiring hospitalization be admitted to institutions ap-
proved by the American College of Surgeons.
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8. That accurate and complete medical records be written for all patients and
filed in an accessible manner. A complete medical record is defined as one
which includes identification data; complaint; perzonal and family history;
history of present illness: physical examinations; special examinations, such as
consultations, clinical laboratory, X-ray, and other examinations; provisional
or working diagnosis; treatment plan, including gross and microscopic patho-
logical findings ; progress notes; final diagnosis; and followup.

Source : Farish, Henry G., M. I, and Goldmann, Franz, M. D, : The Labor Health Insti-
tute: Quality of Service. 8Bt Louis, The Institute, 1048, 20 pp.

Exhibit L.—Summary of findings of study of Labor Health Institute made by
Henry G. Farish, M. D., and Frans Goldmann, M. D.

1. All the physicians, dentists, nurses, and technicians on the regular staff
of the Labor Health Institute possess the qualifications and experience necessary
for the proper performance of their duties. A remarkably large proportion of
the physicians are specializts meeting the requirements of the specialty boards.
Only the laboratory technician, a recent graduate, lacks wider experience, and
steps will have to be taken to remedy this situation. The number of professional
personnel available for direct service to patients meets accepted standards of
adequacy.

2, The physical Tacilities and the eguipment of the Labor Health Institute
are good except for the clinical laboratory which stands in need of improvement.

3. All the hospitals at present utilized for service are fully approved by the
Ameritan College of Surgeons and, accordingly, the quality of service for hos-
pitalized patients can be assumed to be food. It is strongly recommended to
continue the policy of utilizing only first-grade hospitals in the future.

4. The service offered to the members of the Labor Health Institute and other
patients is broad in scope and readily accessible. Noteworthy is the inclusion
of preventive as well as therapeutic services in the program. The amount of
service actually received by the persons covered by regular payment plans is
such as to place the Labor Health Institute in the top bracket of group-practice
prepayment plans and comes close to ideal standards. This is all the more re-
markable as the membership of the Labor Health Institute is made up of persons
with low incomes.

5. The physicians and dentists affiliated with the Labor Health Institute are
organized as a deflnite staff working in systematie association on the basis of
group practice. There appears to be an earnest effort to weld the staff members
into a group and develop teamwork through frequent consulations and regular
staff conferences.

8. The administrative organization of the professional services has many
commendable features, namely, the strictly observed appointment system and
the well-organized follownp system, the comprehensiveness of the initial exami-
nation, the allocation of sufficient time for service to the individual patient, the
emphasis on the establishment and maintenance of the patient-physician rela-
tionship, the maintenance of comprehensive medical records, and the regular
staff conference designed to foster cooperation of all staff members as well as
effective and good service to the patient.

On the other hand, there are some shortcomings which ought to be eliminated.
In order to develop more effective self-government a formal basis for the activi-
ties of the Professional Association of the Labor Health Institute shounld be
created by adding a pertinent clause to the bylaws of the Labor Health Insti-

1 The survey was made in 1048 at the reqguest of the Labor Health Institute. The weak-
nesses pointed out have been corrected according to a recent statement by the Institute,
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tute. In order to assure harmonious cooperation between the physicians and
dentists on the staff, the medical director, and the board of trustees, the powers,
functions, duties, and rights of each group should be clearly defined in rules and
regulations elaborating on general policies to be set forth in the bylaws of the
Labor Health Institute.

Houree : Farigh, Henry G., M. I, and Goldmann, Frang, M. D. : The Labor Health I'nati-
tute: Quality of Service. 8t Louls, The Institute, 189458, 28 pp.

Table 1.—Total annual income and expenses, Labor Health Institute, St. Louis,
1950 and July 1, 1951—June 30, 1952

1650 1961-52

01001 | e el Ly A N S iy By o 8 L g G T e e ) #4631, 214 $474, 504
Dues:

R O R e e L e 502, 314 521, 8

B B e v e e e e T R O e R 18, 103 k4

T T e e e e e e R e T SR e T e © e e T Ti5 401

| AP T e e e M 2 R A Sl E R Er e iR Bl T e L e T T T D 17, 2 10, 024

T g e e e R L e 1,079 5. 07

Dperaiing axpesnee: Bokal. DL caa andts SISl i s e S 446, 184 mm

T T s B T S S S S S SR 346, 583 559, 543

mriimmddanﬁaﬁa-_----.-------..---.-..---._--..-ﬁ------------------_ Iﬂh% E%E;:

N P R L R R T T R R R e P S e M

T T T T T e S e S S S e e g ] [ “’ 6, 057

sal Tocords and recepdiondsis - - . T iliiien 11, 744 B4l

A mjnlsm"'tiia:::: ...... PR A el T ol EvEL IRl Ay T 92, 002 148, (44

and dantedy. s eviaeene e e ey NA 12 421

F 2 S L T SR LT T L T TR R SRR NA 134, 223

Hospital umﬁ&ﬁﬁﬁ ....................................................... W.h?l‘t }Hﬂj?]]

b P O P R R S e R S I NA 10, 536

ROBeTVE . . cvvnnes i Fi NA 206, 473

Reserves and expansion fund . R R e R T 116, 181 131, 0

Dbl Haonmihen, - oo e oo e e e G e e S e 08, 540 B, 362

¥ Dviscontinued Auguost 15, 1951,
2 Includes only pavments to medical direetor, chiefs of medical, surgical and dental services,
¥ Includes all non-direct medical expenses such as rent, depreciation.

lisgglhufﬂl‘g& 8f. Louiz Labor Health Inmstitute: Annual report, 1950, Mimeographed; Unpoblished data
£ g

Table 2.—Average cost of medical and dental services and hospitalization,
exclusive of reserves, Labor Health Institute, St. Louis, 1949, 1950, and
July 1, 1951—June 30, 1952

Item 1848 1850 195152
Medieal and dental services:

Average number of persons cligible for care. . hd. szt e i3, 070 9, 058 14, 203
Cost perpligiblaparzom ... oo oL S o $44. 00 £18, 26 £30. 40
Coat per person recelving servloe. . ..o oeiiiaiiia s 75,00 64,27 i3, 20
Coat par patient vislt, total 1o o oiiiiiiciiiicn it cmnasa £5 72 £ 04 | $5. 42

Hmpihﬂimbim |
Average number of perzons eligihle for hospitalization. .. ______ 17 100 | a, 5% | 14, 105
ﬂuatbpm' eligibls ]:n-rl-nn ............................................ E $0.72 | £10, 00 | 10, 44
tpt!rdhyfu R A R e e R $15. 18 | $12.73 | £12 31
Cost per hospital S e $126.00 | 104, 00 $95. 57

! Medical and dental expenzes divided by the namber of visiis excluding visits to the nurse, not counted
a5 separabe visits,
! 11-month average.

Souree: 2t, Louis Labor Health Institute: Annual report, 1950, Mimeographed unpoblisbhed data,
March 1953,
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Table 3.—Payments to staff physicians and dentists, by department, Labor
Emlth Institute, St. Louis, July 1, 1951-June 30, 1952 i

dooor |andbos | stam | strative SESTOT Home | Frivote
an ¥, N
Department and den- | pital pa- | mecting fm'llgl“ other |:g:::!ul :mti-ant
tist fees tient head) paid
CAre leave
Total Voo oooooo_ooooo...| $256,602 | B155,120 | $11,256 | $35, 708 | &£11,605 | $20,730 &5,
Internal medicing.......oecee.. 52, 800 a1, 52 £ &70 2 TH 3, 005 12, 537 4
Oynecolopy and obstetries. .| 24, 823 21,023 1,118 £85 fii2 Ea7 53T
Pedlﬂ-h irmmmsnmasscsiacizassal | HOE20 10, 201 L4 B0 i 6, 420 b
oy, R e R T 13, 812 1,7 T4 1, 560 H& 63
General SUrgery. . ocveveeoe.. 13, 521 11, 705 3 559 J6a L] i
Ear, nose, and throat._._______ 9,471 7,384 1 T (O e R il 154 107
Genitourinery. . . ccveeeeeea oo B, 770 6T T Tag 5 36
SO PEF AT e e 7, 26 &, 700 Sz 57 4018 b1 i)
R e e 7. 1160 4, 205 218 T [ 1, 601
DormatolOgy e, 2 603 2,040 |y 11 T ST B0 5 48
A ol Se e S 1, 623 e T P T el |GE TR R S| | W SR ey | S L
Neurosurgery 3 __ .o oieeaoo. 540 ) e el e A ] R R e i
S sriof| a3606| 6| ade| T | e
.............. : i Eo TR I e
Medical administration - 15 ree| DS ESEiiel SEEEr S SR |l Spip e T et
East8t. Louls...__.____. 3, 248 | 38 ()T eSS SRR | ([ S 1,087
I -'-dlltsted to exclude t5 in flacal wear applicable to serviee rendered in other years; includes §16,104
paid to not on Labor Health Institute staff.

i Stm: in February 1951 and discontinued September 1951,
Bource: 8t. Louis Labor Health Institute: Unpublizhed data, March 1953,

Table 4,—~Total payments to staff physicians and dentists and average income
g" Jull-time equivalent physician and dentist, by department, Labor
ealth Institute, St. Louis, July 1, 1951=June 30, 1952

Average nited
Total h;:i'.lnﬁmr af 1451-52 iIn-]l States

time | come perfull-| average net

Department dlww equivalent | time equiv- | inpome of

Eiy doctors, 1951 | alent doctor | specinlists,

im 1951 ¢ 1851

o1 R TSl o SR S §254, 612 15 99 il i L 1 | S 1 S
Internad msdiohoe. - oo sl 52, 800 4,90 10, T4 £12, 069
Gynecology and obstetrics. - ... ouemeeacaaanns , 828 1. 43 17,350 15, 418
T T e Bt P i S L e 1%, 680 1. 25 15, 744 11,820
e i e et e e e e 17, 967 0,77 =3, 372 14, 445
T A T T T 14, 521 . Th 17, 101 16, 514
Ear, noes and thoolt. . oo ollioiian 0,471 .64 14, T8 12,777
e ey e e e 8, e .43 18, 712 14, 4t
LT 3 Eh ] S S e e e SR S 7. 266 - 20, 183 14, 5
Crrih - O b 7119 + 19, 775 16, 188
Dermatology. ... : T EG3 14 140, 256 13, 250
Allergy...cc..... 1,623 13 12, 485 13,458
“.rumsuruurr* | |5 s e e | e R e e e
2y ) A e 7, 450 .31 24,120 17, 675
Benhatr} ........................................ a7, M 4, 51 &, 227 6, TiE

! Ad]m‘.hatl 1o exelude pﬂirrmml.s in fiscal yvear applicable to service I'DI'JiiPF-Flii i 4_11'1 T Vs [:I'Il"]l[[l['-.‘lﬂf'r 14

gﬂi S siclans not on LHI stafl, $27,007 paid te medieal administrator and staff and £3,248 pald to East
] oolors.

1 Avem.ﬂa excluding medical administrator and stall, East 26, Lonls dectors and non-Labor Health In-

stitute referrals.
¥ Btarted in February 1881 and discontinued September 1951,

Bonrce: 5t. Louis Labor Health Institute: Unpublished data, March 1053,
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Table 5.—Number of physicians and dentists employed and schedule of clinic
hours, Labor Health Institute, St. Louis, July 1, 1952

Nomber Schedule of clinic hours
Department Mniﬂp“hﬂﬁd
dentists | Monday | Tuesday | Wednesday|Thursday| Friday | Saturday
Genera]l Medlelne . oooecaaae. 10 106 9-4 100 0= 11-6G =12
D el 4 10-12 10-12 10-1 10-12 10-12 e-12
Gynecology and cbstetri 5 3'? = o e o T
ol ¢ heletrics. . e e e ] e e e e e

3-6 3= HE 3-6

ST T g e i3 B=2 12-2 B=2 11-2

Ear, nose, and throat_________ 3 3:30-6 3-8 3:30-6 36

Genera] SUTpary. . ccocaaanaio 3 36 4-6 - 3=6

thao B i Eoie e 2 K 4- 3-6

2 3:30=0 3-6 |10:30-12:30 3-8

b | ST -0 -4 3-6

1 [4:45-5:45 |4:45-5:45 {:45—5:45 4:45-5:45

2 o i e (e

1 L 1 T i e s
Danl‘.i'sl‘.r}r-“..u. L L3 8-1 -1 -1 -1
2 26 -4 28

Zpuree; Bt Louls Labor Health Institute.  Annual repaort, 1950,  Mimeographed.

Table 6.—Allocation of physicians’ and dentists’ hours at medical eenter, Labor
Health Institute, St. Louis, July 1, 1951-June 30, 1952

Patient-hours Paid-leave hours

Total | Num- Number Stafl

Dapartment hpail:l : bar n}!ming = ik
OUrs par OUrs jatici Bick all- Other
;iiﬁ- Regu- | Substi- tion day
bles * lar tute
Parcont of total doc-
tor medical center
1T 1 (e S P e R i 1 1B 8.3 1.6 5 4.2 . 23 -
Potal. .o .aiaasiisiias: 25,715 | 1,555 | 21,678 416 | 1,673 | 1,080 g A8 i1
Internal medicine. ... 7, 445 438 | 6, 213 B
T ARy T R S 1, T0& L) 1, 361 B
Grneminz? and obstetries..| 1,530 B5 | 1,159 &
PAENRTIoR .. iiceieaenemas 1, 206 (5] G50 2
LB Lo T o S 074 5 7.
Ear, noze, and throat....... i 54 756
“Clenitourinary . . .o.......... 723 40 542
Neumrs_w:hialry-- et 695 42 592
.................. biti)| a3 440
Orthopedics 327 18 255
Dermatology. . 262 4 202
Allergy. ... 253 18 205
MNeurosurgery 68 4 v Bl
L i RS 9, G5 GBS | 8, 103

! Excludes hours of medical administration, 2,227 hours in 1951-52,
1 Baged on 12-month average eligibles of 14,203,
1 Btarted In February 1951 and discontinued September 1951,

Bource; 3t, Louis Labor Health Institute: Unpublished data, March 1953,
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Table 7.—Full-time equivalent physicians and dentists and total hours worked,
Labor Health Institute, St. Louis, 1951

Hours
Equiva-
Specialt, o Outsid
¥ mé phy- utside
slcians Total Medieal
and den- COTLer
tists 2 Home Office | Hozpital
e L 1560 33, 23 o, 464 13 360 323 3,079
4.90 10, 182 7742 2 241 3 106
143 2,979 1, 430 &7 62 1,391
1.25 2 606 1, 205 7l i b7 |
S 1, 810 1, 547 10 2 51
« 70 1, 685 a7 15 8 BT
L6 1, 340 1,02 i B b
A3 885 Ti2 1 1 111
. 30 748 T00 1 2 45
] Ta8 [ FT ) e a2 B8
.14 285 o b (SRR S i 1
.13 250 L iUl | e S T
i 637 il S ERREET R L e
4. 51 0, 371 0, 336 8 a1 (il
| Excluding administrative staff.
2 Basaed on 2,080 hours a year including vacations.

12,014 day, 446 night.

Bonres: 3t, Lonis Labor Health Institute: Doctor’s Fee Study, July 1052-June 1963, Mimeographed.

Table 8.—Annual number of patient visits.' classified according to medical

*

department, Labor Health Center, St. Louis, Mo., 1950

Number of visits per 1,000 eligible persons 2

Medical department

Total Medical | Hospital Home Offica

vigits center vi.altsl vizgits vigits visits
Internal medicing. .. ..ccccccivuasenanenans 2,003, 0 1, 763. 9 Th, 6 137.7 1.8
Ear, nose, and throat. . ccecccccemmeneeen- L | 2 6 L7 | B | 74
Gyneeology and obstetries 483. 8 3385 141. 3 a1 L9
General surgery. ... 2 474. 6 314, 2 156.3 3.4 =T
Pediatries. .. ....... AE. 3 S0, 2 &l 5.3 L7
ai RS S R . B O e e B, 1. 4 201. 5 18.1 e | .8
BT e | LR et e R A N~ £ 244, 9 200. 6 43,6 .4 ol
Ry 7] g L S R (ot S 174.7 146, 2 . B o | .1
T T |1 P N e L R e, 1158 112. 4 o R e | L8
Neurops R EE ey e s e kB 788 15.6 | 2
R S s e e e e S e s AR S T 4 75 5 R | e e
AT e e e T e e e e B30 5 523.3 NA MA NA
LT L D e A e e S T A R 1,374. 4 BT | [ | [ S 4.9

1 Exeludes visits to the medical adminfstration, visits of East 5t. Louls phyziclans and non-LHT referrals.
! Based on 12-month average eligibles of 9,053,

Souree: St. Louis Labor Health Institute: Annual report, 1050, Mimeographed.



Table 9.—Number of patient visits, classified according to medical de

Labor Health Institute, St. Louis, July 1, 1951-June 30, 1952

?ﬂm,

Number of visitz per 1,000 eligible persons ¥

Medical d Medieal SR o,
Medieal department
;| Inpatisnt] mpetent Out.-u patient pgmt
patient patisn pa
visits davs of | number m visits visits
care of
Internal medigine. __..........] 1,525 BT 5T 0.8
Uik R A 7B 134. 0 19.2 150
Gynecology and obstetries. .. 353.9 199. 5 20,0 108
Ear, nose, and throat . ... ... 134.2 2.8 22z 2.4
E?E ............................ 133.0 7.0 L2 .9
Greneral su a76. 4 7.7 13.3 .8
Genitourinary 131. 7 2.6 Al .4
Dermatology. . ... 1169 1.8 il 1.1
Orthopedics. ... o0, 0 2 20 17.7
Neuropsyehiatry.... B3 7 6.5 4 .3
e e S 60, 4 24 | et b
Neurosurgery ? 4.4 41 | Fom ey
Cp LR R B Y 2 (e BT T ] o e e s &
Bentdateyr: .l 1, 260, 5 4 ] 37

1 Excludes visits to the medieal administration, vizits of East St. Louis physicians and non-LHI referrals.
* Basad on 12-month average eligibles of 14,230,
¥ Btarted in February, 1951 and discontinued Beptember 1951,

Souree: St. Louis Labor Health Institute: Unpublished data, March 1953,

Table 10.—Number of dental services provided at Labor Health Institute, St,
Louis, 1950 and July 1, 1951—June 30, 1952

16950 1951-52
Type of service Per 1 Per 1,000
Number eligibla Number tligiﬁ]a
persons 1 persons
i R SR T S W ey L S - S - BT 36, 850 4,068 2 51, 498 3,625 5
Annsthealn. ol . oottt st e e n s b 2,510 o771 5, 367.7
T T T Tl T S o S e o) 330 37. 4 B35 T
Deniore adfumtInents . ooe . ooieoce it isctise et saie 707 7.1 1,034 T8
B L R L L 381 43, 2 TH8 56. 2
Kxmanbpabbonh: - - oo S s e e i ol 750 B8 1,283 B &
N R e B i e S o 3, 342 360,00 4, 758 355, 0
1T T Y e e T 662 404, 3 6, 972 45, @
Fhiorine tredtinenta. .. . oo oo iiocciasinoaniaiiiiad 126 13. 9 128 a0
I T e D A - o e e 976 7.8 BoA fil. (1
ImI'ersiona ............... 735 Bl.1 1,051 4.0
Full-mouth X-rays read. .. 1, 5m 165 7 1,455 102 4
Postoperative tmntmenta.. 441 48.7 820 5.7
Prophylaxis. ....c..cceuee. Hitd 95 4 1, 096 .1
Prusthﬂin fittings. . . 578 A2 6 1,376 06, G
Ty | e e B (o S T S S S . 3.2 7 G
B e e e s B Rt S L BBl 0 042 fi, &
D e e D o e 1340 13.2 247 17.4
Tooth treabinents_ 1,151 127. 5 2, 571 181. 0
X-ray plates taken. . e R S e e e B 17,813 1,844. 5 20, 036 1,414.2
__________________________________________ 15 16. 9 196 13. 8
I Bazed on 12-month average of 9,058 eligiblas.
# Based on 1Z-month average of 14,203 eligibles,
SBource: 3t. Louls Labor Health Institute: Annual meport, 1950, mimeographed; unpublished data,

March 1953,
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Tahle 11.—Number of X-ray services provided at Labor Health Imstitute, St.

Louis, 1950 and July 1, 1951-June 30, 1952

1950 1651-52

Type of service Per 1 Per 1,000

Number Number | eligible

persons ! persons
b1 T o R S B SRR 7, 764 10, 095 T10. 8
B TTN RTUAITR o  ftmm  ie  E  r r m Pl | b 0T
PR P o S L e e e L e B 1, 221 6.0
.................................................. 2, BE0 3,014 B2z
R N D o ol i e BE3 550 390, 4
Gall Lo sl S TS e S 3% 512 36.0
Gastroin R R R R G W S 1, 008 1,732 121.9
LY.p T e e A e AL & B e S e i bR e 341 4.0
T o AT T B e e e e 52 8 5.5
DTN S s o e e M ogm s e Sl 475 743 62.3
i |l S et el R R T e R 151 189 13. 3
2 R et B (A s Oy e PR AR AT0 B3 629
T Ve 1 o e g LD S g SR e 150 152 12.8
__________________________________________ 531 300 218

1 Based on 12-month average of 8,058 eligibles.
* Baszed on 12-month average of 14,203 eligibles.

: Bt. Louniz Labor Health Institute: Annual report, 19580, mineographed; unpublished data,

Souree
March 1953,

Table 12.—Number of laboratory services provided at Labor Health Institute,
St. Louis, 1950 and July 1, 1951-June 30, 1952

1950 1051-52
Typo of service Per 1,000 Per 1,000
Number Number | eliglble
ersons 1 perzons ¥

e TS L S 18, 345 21, 600 1, 520.8
Blood chemistryand sugars. .. 450 4.7 T .0
1y e e T R A e L 2 fha 3277 2 658 211.2
LT D R o e e O SR b 2.4 35 25
TR e | P e R i T e R R LT 19 21 45 32
Hemoglobin._ ... L e SR S e R N 2 fiRa 3.7 I, 260 229, 5
B (ieenioml): oo o= 2, 806 2976 2 438 170. 7
P e R N S g &13 #i, B Tk T 0
ST B R S S o 0.7 219 15. 4
Em_:esm ................................................ 153 16. 8 o1 14. 6
Ale1in,3 111 [ e b s L Lo S 36 4.0 27 1.9
B T e e e 69 7.8 6T 4.7
e e e e T PR T 75 83 137 a6
Rk e A o s e e e s S o 4, 500 5. T 6, 537 450, 6
T T T T St S A 2, 006 a0, 8 3, 027 213.1
D e e P e e R e e e 385 42.5 708 49. 8

! Based on 122month average of 8,058 eligihles.
# Based on 12month average of 14,208 eligibles.

Bource: 8t. Lonis Labor Health Institute: Annual report, 1950, mimeographed; unpublished data, March

1653,

209



SOURCES

Farish, Henry G., M. D. and Goldmann, Franz, M. D.: The Labor Health
Institute: Quality of Bervice. (Study made under Joint Sponsorship of Bt.
Louis Special Planning Council and the Labor Health Institute.) 8t, Louis,
The Institute, 1048, 29 pp.

Health Plan Works. Business Week, (Jan. 18) 1947, p. 88.

International Brotherhood of Teamsters, Local 688: Officers Report to the
Ninth Annual City-Wide Shop Conference, January 20, 1952, 8t. Louis, Local
'533- 39 Fp' :

Labor Health Institute : Doctor’'s Fee Study, July 1952-June 1953. St, Louls,
The Institute, (May) 1952. 26 pp.

Labor Health Institute : Annual Report July 1, 1951—June 30, 1952, St. Lowis,
The Institute. In press.

Labor Health Institute: Annwal Report 1347-52. 2t Louls, The Institute,

McNeel,' John O., M. D.: The I'mportance of Proper Btaff Organization in
Cooperative and Group Prepaypment Plans, paper presented at the Second Group
Health Institute of the Cooperative Health Federation of America, June 1932,
Chicago, The Federation.

Richman, Elmer F., M. D.: Labor Health Institute Medical Care Program,
Indusirial Hygiene Newsletter, D: § (January) 1049,

Richman, Elmer F., M. D.: The Labor Health Institute—A Plan for Health
Service, presented to the National Conference of Social Work, (May 21, 1946),
Buffalo, New York.

Silver, Jonas and Janis, Lee, M. D.: Medical Service Plans Under Collective
Bargaining. Monthly Labor Review, 66:34-39 (January) 1948,

Correspondence and personal interviews, 1952-53.

210



Industry-wide Programs

Introduetion

The descriptions of two other union programs have been included
in this volume because of their size and their wide general interest,
those of the International Ladies’ Garment Workers’ Union and of
the United Mine Workers of America Welfare and Retirement Fund.

These programs are dissimilar from any of those previously de-
seribed, in that they cover a wider geographic area. The International
Ladies’ Garment Workers’ Union has programs in operation in 14
cities under which more than 400,000 members are eligible for service,
The ILGWU health centers in Boston and New York City were in-
cluded in the program previously described. The United Mine Work-
ers of America Welfare and Retirement Fund makes medical services
available through local doctors and hospitals in 26 States to about 1.5
million miners and their dependents.



Healih Services and Welfare Benefits
of the

International Ladies’® Garment Workers® Union*

1710 Broadway
New Yeork, N. Y.

A resolution adopted at the International Ladies’ Gar-
ment Workers’ Union Convention in 1944 called on all
locals to make health and welfare benefits key demands
in the renewal of contracts. Prior to this, a few locals
had bargained for such benefits. Other locals, such as
those in New York City, were sponsoring their own
health and welfare programs.

By the beginning of 1953, more than 95 percent of the
430,000 International Ladies’ Garment Workers’ Union
members were protected by health and welfare benefits
under collective bargaining agreements; 402,000 mem-
bers were eligible for benefits from union-administered
funds, and 19,500 through insurance earried by em-
ployers. Approximately 350,000 members resided in
areas where union health centers were already existing
or were under construction.

UNI10N HEALTH CENTERS

In the early part of 1953, health centers were in operation in 14
United States cities; three other centers, in Chicago, Houston, and
Montreal, were scheduled to open in the near future. Most of the
centers provide preventive and diagnostic services; the Union Health
Center in Boston, described on pages 83-88, is a center of this type.
A few, including the New York center (available to almost 50 per-
cent of the members of the International Ladies’ Garment Workers’
Union), also offer medical care to ambulatory patients. A description
of the New York center is on pages 135-151.

The health centers now in operation or scheduled to open in the
near future are located in: Allentown-Easton, Philadelphia, and
Wilkes-Barre, Pa.; Boston and Fall River, Mass.; Dallas, Houston,
and San Antonio, Tex.; Kansas City and St. Louis, Mo. ; Chieago, I1. ;
Cleveland, Ohio; Los Angeles, Calif.; Minneapolis, Minn.; Newark,
N. J.; and New York, N. Y. The address of the established centers
and the names of the medical directors are given in exhibit A.

*Adolph Held, Supervisor, Health and Welfare Funds, Health and Welfare
Committee,



Diagnostic and preventive services also are made available to
members in many areas through automobile units which visit places
of business. Each worker who chooses to participate is interviewed
by a medical case worker who takes a complete medical history. A
medical technician then carries through various laboratory studies
ineluding urinalysis and blood counts. If the medical history indi-
cates that other tests are needed, samples are taken for central labora-
tory determination. The completed histories and reports are ana-
lyzed by the union’s medical director. A report of the findings is
sent to the member’s family physician and the member is urged to see
him if medical attention is necessary. Areas provided with such
services include Harrisburg, Sayre, Shamokin and Sunbury, Pa.;
Springfield, Mass.; Utica, N. Y.; Trenton, N. J.; and Wilmington,
Del.

(THER HEALTH AND WELFARE BENFEFITS

Other health and welfare benefits vary from community to com-
munity and among the locals within a community. General cate-
gories include disability benefits, hospitalization, maternity benefits,
surgical benefits, eve examination and care, tuberculosis benefits. Va-
cation benefits are an integral part of many of the programs and
retirement benefits, a relatively recent development, are now available
to many members. The health centers, in addition to providing
diagnostic and medical services, also process sick-benefit claims from
welfare funds.

ADMINISTRATION

Local and joint boards negotiate collective bargaining agreements
and are responsible for the health programs in their respective dis-
triects. Health and welfare committees set up by these locals or joint
boards are considered by the union to be a key factor in the sympathetic
and sound operation of the programs. A health and welfare com-
mittee of the general executive board of the International Ladies’
Garment Workers’ Union was set up in 1945 to coordinate standards
meeting requirements of a large and varied body of State and national
laws, and to insure uniform financial and record keeping procedures.

The director of the welfare and health benefit department is re-
sponsible to the general executive board for the following functions:

1. He recelves and analyzes reports on the conditions of the varions funds and
makes recommendations to the locals, joint boards, depariments, ete, of the
International Ladies’ Garment Workers' Union on the operations of their funds.

2, He makes continuons and periodic auditz of the accounts of the varions
funds, and he supervises the records of the loeals,

&, He adminizters the rulez and regulations of the general executive board and
it2 committees which are concerned with these funds,

4. He acts as an informal appeilate agency on appeials from the decision of
the claims and appeals committee of the locals, joint boards, and other sab-
oridinate bodies,
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Financing

- There has been a rapid growth of health and welfare funds in the
years immediately following adoption of the resolution regarding
them at the 1944 convention. Annual income of such funds (includ-
ing vacation benefits) grew from less than $4 million in 1943 to more
than $34 million in 1952; disbursements for the same years increased
from about $2 million to $26 million. Total reserves at the end of
1952 were over $62 million.

In 1952, members received (in addition to retirement benefits of

about $6 million) the following benefits: -
Amount  Pereend

Taotal benofits TS e R e e o R B o o s D et ) 100.0
Meadieal_. 5 A -7 TUOE N A R O e R 4, 100, 860 16.3
T [ R N S R o O L B I i o 2,130,027 B3
el Eatom et e LR T LR 1,064, 107 4.1
Bty e T L R e e o e e L SRR 513, 133 20
0 R T gt T B L S T e e R KL, O e ) o b SR SO S 253, 058 1.0
B R By s 211, (00 .8

Fobarsningla: o i 9, 74 (0]
Other welfore benefits______ .. __. 20, 278, 449 TR.T
A RORE i e R e L et e e L e R e T 12, 24, 008 47.4
L T L e e L e o e 4, 563, 070 177
Death o] R e MR E e TR ¢ e R e T e S R R 2,159, 71T 84
...................................................................... 1, 348, 754 5.2
.ﬁ.dminlatratim DA e e I, e L e 1, 288, 000 5.0

I Less than 0,05 pereent.

Exhibit A.—The location of the International Ladies’ Garment Workers® Union
Health Centers and the names of the medical directors, 1953

Location

ILGWTU Health Center, 1017 Hamilton, Allentown, Pa—a——_-
ILGWU Health Center, 83 Harrison Ave., Boston 11, Mass__
Cleveland ILGWTU Apparel Indostrles Health Center, £283
Eoelid Awve., Cleveland, Obdo o
ILGWU Health Center, 5284, SBouth Er?a:r 8t., Dallas, Tex..
ILGWU Health Center, local 178, Garment Workera Square,
1y B A 8 e SRS e i e Sl S il S et
ILGWU Health Center, 2215 Steele Boulevard, Eansas Clty,
S e e e o e
Log Angeles Unlon Health Center, ILGWU, 1130 Bouth Maple,
ML T L e L e i i e e s ' s s et
ILGWTD Health Center, 63 South 4th 8t., Minneapolis, Minn__
ILGWU Health Center, Broad and Willlam Sts., Newark, N. J_
Union Health Center, ILGWU, 2756 Tth Ave., New York 1,
1y i B e e O Y e U 0 O iy e s g e L kg g
ILGWU Health Center, 925 North Broad 8t., Philadelphia, Pa.
Ban Antonio Garment Workers Medical Survey Clinie, 21414
West Commeree St., San Antonlo, TeX e oo oo o
Garment Industry Medieal Center, 4646 Lindell Boulevard,
2 At 7 ), T s e e e s i e PR oo n Se e
ILGWU Health Center, 37 South Washington St., Wilkea-

s e e e e

2114

Medical dircotors

N. H. Heillgman, M. D,
Joseph H, Kaplan, M. I,

J. P. Bichorn, M. D.
Ozro T. Woods, M. D.

Samuel Brown, M. D.
Mark M. Marks, M. D.
Max Charles Igloe, M. D,
Arden Miller, M. D.
Asher Yaguda, M. D.

Leo I'rice, M. D
J. K. Jaffe, M. D,

Lawrence M. Bhefts, M. D,
Melvin B. Kirsteln, M. D.

Albert R. Felnberg, M. D,
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Hospiial and Medieal Care Program of the
United Mine Workers of Ameriea
Welfare and Retirement Fund*

Washingion, D. C.

The hospital and medical care program of the United
Mine Workers of America Welfare and Retirement Fund
pays for hospital care, medical services, primarily in the
hospital, and certain preseribed drugs, and for rehabilita-
tion services at special centers. Miners and their de-
pendents are eligible.

The benefits are financed through the welfare and re-
tirement fund, set up under the national bituminous
coal wage agreements, to which the mine operators pay
a royalty of 40 cents per ton of bituminous coal mined
for sale or use. In 1952 a potential of 1.5 million miners
and their dependents, living in 26 States, were eligible
for services. During the year ending June 30, 1952, about
$50 million were spent for the medical and hospital
benefits.

The lack of adequate medical and hospital care for miners and their
families was highlighted by the report on the medical survey of the
bituminous coal industry released in 1947 by Rear Adm. Joel T.
Boone, United States Naval Medical Corps. The report found that
in the coal-mine regions the practice of medicine on a contract basis
led to serious abuses and that three-fourths of the hospitals available
to the miners were inadequate in one or more conditions. Moreover,
many miners had to be transported for excessive distances in order to
receive hospital care,

The report confirmed the findings of the United Mine Workers that
(@) most miners and their families were receiving little or inadequate
medical care, and (%) many injured persons who might be restored
to activity were allowed to go untreated, because miners could not
afford the treatment necessary for restoration of the injured. The
Ligh maternal and infant mortality rate, a commonly used index of
health levels, also indicated that many miners could not afford even
the basic medical services.

Through industrywide collective bargaining, the United Mine
Workers in May 1946 established a welfare and retirement fund to
which the operators (at the time of agreement, the United States

*John L. Lewis, President, United Mine Workers, and Chairman, Board of
Trustees; Charles Owen, Trustee ; Josephine Roche, Trustee, and Director of the
Fund ; Warren F. Draper, M. D., Executive Medical Officer.



Government) agreed to pay into the fund 5 cents per ton of bituminous
coal mined. Since that time the royalty rate has been increased to
40 cents a ton. The first benefit payments from the fund were made
in May 1947 to the survivors of the Centralia mine disaster.

In December 1948, 10 area medical offices were established to make
arrangements with local doctors and hospitals in 26 States for the
provision of medical services. Early in 1948, the fund paid for the
first medical services, '

BASIC OBJECTIVES OUTLINED BY PLAN

In carrying out the purposes of the medical and hospital care pro-
gram, the area medical administrators are to follow certain broad
principles:

1. To arrange for the provision of a satisfactory quality of hospital
and medical care through patients’ free choice of physicians and
hospitals.

2. To utilize the health services of other organizations in the state
and county to the extent that they are needed and available.

3. To conduct the program with a minimum of administrative de-
tail and cost.

4. To provide leadership that will stimulate a high quality of medi-
cal and hospital service for miners at the most reasonable cost for
which such service can be obtained.

In addition, the fund is authorized to assist in the development of
facilities and services found necessary to effectuate the purpose of its

program.
Evigieinrry

All miners and their dependents are eligible for medical and hos-
pital care benefits, Prior to January 29, 1953, all active and retired
miners, their dependents, and survivors of miners, were eligible for
these services. Since January 1953, a miner must have been em-
ployed in the coal industry after May 28, 1946, before he, his de-
pendents, or his survivors are eligible. Miners who were eligible for
hospital and medical care benefits before January 29, 1953, were not
affected by this change in these regulations. Dependents include
children and dependent adults who have been dependent upon and
living with the miner for one year immediately preceding application.
Survivors include widows and dependent children.

MEeMBERSHTIP

The medical care services of the United Mine Workers program
are available to approximately 1.5 million potential beneficiaries, in-
cluding miners and their dependents. They live in 26 States and
Alaska. The average monthly income of miners is about $300,
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METHOD OF FINANCING AND COST OF CARE

Method of financing.—All funds for the hospital and medical care
programs come from the United Mine Workers Welfare and Retire-
ment Fund. Under the terms of the collective bargaining agreement
with the bituminous coal operators, the operators make royalty pay-
ments of 40 cents for each ton of bituminous coal mined. The fund, as
reorganized in 1950, provides for the following benefits to be paid from
the royalty revenues: Medical and hospital care, retirement pensions,
benefits on the death of the miner, sickness and injury benefits, and
benefits for widows and survivors of deceased miners. The three
trustees of the fund are: Charles Owen, representing the operators;
John L. Lewis, representing the union; and one neutral member, Miss
Josephine Roche. They are responsible for authorizing all benefit
expenditures. Income of the fund during the year July 1, 1951, to
June 30, 1952, was $126.5 million and expenditures, $126.3 million.

Operating costs—During the 12 months ending June 30, 1952, ex-
penditures for all medical care benefits were $49,996,518. Of these
benefits, 85.6 percent were received by working miners and their
families; 4.1 percent by widows and orphans of deceased miners; and
10.3 percent by disabled beneficiaries. About two-thirds of the pay-
ments were to hospitals and one-third to physicians.

Total expenditures for medical services____________ $49, D97, 000
Working miners and families... o oo __ 42 797, 000
Sarvlvors of Winers .o e e el 2, 050, 000
Dsabled beneflelaries oo eeee. B, 150, 000

The nearly $50 million spent in the fiscal year 1952 for medical
benefits excludes both the cost of administering the program and loans
made to three hospital associations set up under the auspices of the
fund. In 1952, the cost of administering all trust-fund programs
amounted to 2.7 percent of total expenditures; this included the cost
of the central office and the 10 area medical offices. The loans to the
three hospital associations totaled $1,878,890, which covered the acqui-
sition of hospital sites and the services of architects, engineers, and
other technical experts.

Payments to physicians—FPhysicians in private practice in various
communities are paid for services rendered, usually on a fee-for-
service basis. Methods of paying physicians on a time basis are being
studied. During the fiscal year 1952, physicians were paid about
$16.5 million for services rendered fund beneficiaries.

SERVICES PROVIDED

Hospital services—Hospital care is provided for as long as neces-
sary to miners and their dependents. Where possible, the fund uses
the existing facilities within the area; where patients cannot be cared
for adequately through local facilities, the area office may arrange
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for care at a nearby hospital. Cases needing highly specialized serv-
ice are sent across the country if necessary.,

All necessary drugs and other services such as X-rays and laboratory
are provided all hospitalized patients.

General medical and specialist care—Medical care is provided in
the hospitals, and specialists’ care may also be given outside the hos-
pital. Usually services of specialists are provided when the patient is
referred by his attending physician,

Rehabilitation services—A major emphasis of the United Mine
Workers’ medical program is the provision of highly specialized re-
habilitation measures for paraplegics and otherwise severely handi-
capped miners and their dependents. The fund program of physical
restoration is integrated with the vocational rehabilitation services
provided by Federal and State vocational rehabilitation agencies.
Severely handicapped beneficiaries requiring special treatment, which
is often prolonged and difficult, are transported for long distances by
ambulance, train, and airplane. Among the facilities used in provid-
ing services to these severely disabled beneficiaries are the Kessler In-
stitute for Rehabilitation, West Orange, N. J.; The Institute of
Physical Medicine and Rehabilitation, New York University-Bellevue
Medical Center, New York City; The Kabat-Kaiser Institute, Vallejo
and Santa Monica, Calif.; and the George Washington University
Hospital, Washington, D. C.

Followup care, preseribed by physicians at the special centers, is
given at the home and physician’s office to severely handicapped per-
sons for as long as necessary.

Other services—Certain expensive drugs required for long-con-
tinued periods of treatment are provided nonhoespitalized beneficiaries.

Physical examinations are made in connection with applications for
preseribed cash benefits,

Services not provided.—Those services not provided are: general
medical care in the home and office except as noted above; services
which the patient may be entitled to receive from an agency of the
government, such as treatment for tuberculosis or mental disease in a
State or county hospital, or from a private organization, as in the
case of tuberculosis, infantile paralysis, and cancer ; services for which
the employer or others are legally responsible, such as medical serv-
ice in compensation cases; tonsil and adenoid removal, and dentistry.

Facmrries

Where the local facilities are adequate, and satisfactory arrange-
ments can be made, the local hospitals are used; otherwise, patients
may be transported to the nearest acceptable hospitals. Representa-
tives of the area medical offices are responsible for visiting the hos-
pitals and arranging with them individually for services and terms.
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Only those hospitals with which arrangements have been made may
be used by the beneficiaries, although exceptions are made in
emergencies.

Because the hospitals in certain mining areas were so inadequate,
the fund found it necessary to construct its own hospitals. The
Memorial Hospital Associations of Kentucky, Virginia, and West Vir-
ginia have been organized on a nonprofit basis in accordance with the
laws of their respective States. These associations are responsible for
construeting, equipping, and operating 10 new hospitals having from
50 to 200 beds with a total capacity of slightly over 1,000. Money for
the hospital projects is provided by the United Mine Workers Welfare
and Retirement Fund. Plans for the hospitals have already been
drawn, and several of the hospitals are under construction. The hos-
pitals will be located in Harlan, Pikeville, Hazard, Middlesboro,
Whitesburg, and Wheelwright, Ky.; in Wise, Va.; and in Beckley,
Logan, and Williamson, W. Va.

STATF

Administrative staff —Each of the 10 area medical offices is in
charge of a physician who is an experienced medical care administra-
tor. Under him are an administrative officer, a public health nurse,
and additional personnel engaged in administrative and clerical work,

The medical headquarters of the fund in Washington consist of
28 persons including the executive medical officer and two assistant
physicians, a dental consultant who works with official health agen-
cies toward the extension of dental services to mining areas, an ad-
ministrative officer, a hospital consultant, and a rehabilitation
consultant.

Professional staff.—In addition to the area medical administrators
and the public health nurse, each area office employs 1 or 2 con-
sultants in rehabilitation. No practicing physicians are on the pay-
roll of the fund. Any physician who is selected by a beneficiary and
who desires to participate in the program may do so. Since the start
of the medical program, about 8,000 physicians have received payment
from the fund for services rendered to beneficiaries. A physician
may receive payment from the fund for services if he meets the follow-
ing conditions:

1. He must be in good professional repute.

2. He must indicate his desire or willingness to provide treatment
to fund beneficiaries at a charge that is reasonable for the type of
patients treated under existing conditions.

3. He must abide by the regulations of the fund in regard to the
submission of clinical records and data required for payment of
services rendered.
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During the 12-month period ending June 30, 1952, hospital and
medical care was provided to 215,372 persons representing nearly 15
percent of all persons eligible for services. The patients received
2,154,882 days of hospitalization, about 10 days per case. Obstetrical
cases accounted for about 12 percent of all hospitalizations, which
number approximately 4,400 per week. Additional figures are not
available; the fund is not releasing detailed data at this time, but
data are continually being compiled and analyzed and are currently
available for guidance in the administration of the program.

ADMINISTRATION

All decisions as to benefits are made by the fund trustees. Denefits
are subject to termination and revision at the discretion of the trustees.

The program is administered through 10 area offices, each responsi-
ble for the activities within a specified area. The physicians in charge
of the area offices work under the general direction and supervision of
the executive medical officer of the fund at the Washington head-
quarters office. The area medical administrators make all administra-
tive and operating decisions except those establishing broad general
policy.
RECORDS AND RESEARCH

Physicians are required to submit clinical records of all cases han-
dled. These records are primarily for the purpose of authorizing
payments and are kept to a minimum,

(OTHER HEALTH AND WELFARE BENEFITS

Retirement—Monthly payments of $100 are made. These are in
addition to amounts received from old-age and survivors insurance,
As of June 30, 1952, 45,339 retired miners were recelving pensions.

Total disability payments—Up to $30 a month is paid for totally
disabled miners (including those undergoing rehabilitation) plus §10
per month for wives and each dependent child. Any other income is
deducted from the maximum allowed. As of June 30, 1952, 18,130
disabled miners were receiving these benefits; 76.5 percent of them
were receiving the maximum amount allowed.

Disaster benefits—Authorized in February 1952, these benefits are
payable to families of miners killed or severely injured in mine
disasters. At the end of June 1952, about $70,000 had been paid to
611 beneficiaries.

SOURCES
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43 : 757-762 (June) 1953.

221



Draper, Warren F.: The Medical, Health and Hospital Program of the UMWA
Welfare and Retirement Fund, Archives of Industrial Hygiene and Occupational
Medicine, 2 : 261-263 ( September) 1950,

Draper, Warren, F.: Volantary Health Insurance on the National Scene—The
United Mine Workers Health Program, American Journal of Public Health,
40 : 595001 (May) 1950,
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diseases, by state and type of coverage, January 1, 1952,
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Arpexpix 13.—Percent of plant workers in establishment with for-
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to the proportion of wage earners under union agreements, 1946,
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Arrenpix 18.—Specific health and welfare benefits in collective bar-
gaining agreements, by number of workers covered and method of
financing, mid-1950.

Arrenpix 19.—Distribution of 67 corporations according to daily
hospital benefit allowance in health insurance plans, 1953.

Arpenpix 20.—Distribution of 67 corporations according to maxi-
mum duration of hospital benefit allowance in health insurance plans,
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Arpexpix 22, —Distribution of 67 corporations according to maxi-
mum surgical benefit allowance in health insurance plans, 1953.
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gaining agreements and 4 jointly financed by employer and employee.
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Arpexpix 36.—Prevalence of insurance provisions in 503 union
agreements, 1949-50.

Arpexpix 37.—Group insurance provisions in 178 union agree-
ments with insurance clauses, 1949-50. '

Arrenpix 38.—Negotiated insurance programs; types of benefits
included in 109 contracts with insurance clauses, 1949-50.
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Appendix 1.—Workmen’s compensation coverage of occupational diseases, by
State and type of coverage, Jan. 1, 1952

Behedule covarage
Full coverage No coverage
Jurisdiction . o
Alaska. N T e e e e s A B {1 Eansas.
Arkansas, 38 | Mississippd.
California. 24 | Oklahoma.
Connectlout, 14 | Wyoming,
Delaware, 11
District of Columbia. 16
Florida. )]
Hawali. fi
Ilinois. 14
Marina 9
Ay L )
Massnchusctis, A1
Michigan. 25
Minnesota. Permeplvanda ..l Ll 13
Mizsourif. L e e e g 17
Nebraska. T N e v I e e R AR S a5
Mevada. TR .S = o o T s Pl e e e L]
New Jerzew. L 45
MNew York. e T T e el e 7
MNorth Dakota.
s ghm.
FREOT.
Rhode [sland.
Bonth Carolina,
Ei?:lil nin
nin.
Washington.
West Virginis.
Wisconsin.
United States:
Civil Employees,
Longshoremen's Act.

1 In some States, the number of dizeases refers to "groups of diseases,""
1 Covers pneamoconiosis, including silicosis, anthraco-tuberculosis, aluminosis, and other specified dust

1 COH&MIT injury or death by gas or smoke in mines and poisonous gas in any ocenpation.  Voluntary
astos LR

4 Bgparate act provides for payment of £50 a month from pablie funds to persons totaley disabled from sili-
cosis, if they have been State residents for 10 years.

$ Covers silicosisand other pulinonary diseases, anthrax, lead peisoning, dermatitis venenata, and diseases
due to the inhalation of polsonous gases or fumes.

8 Full coverage permiszible.

Bouree: Greene, Bruce A.: State workmen's Compensation Legislation in 1951, Mondhly Labor Reriew
74:2 (Tanuary) 1952 and supplemental information.
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' Appendix 2.—Labor union membership, United States, selected years,

1900-1950

: Tolal union member- Todal union member-

Year: ship (thousands) YEAT: ship (thousands)
¢ [T NN N C ST el 791 1948 e 14, 974
T L e L s 2 116 D e e s s EE R 15, 414
1k T S R T e 5, 034 TP g i) =y s 14, 000-16, 000
THBE s ligre Lgahas s g 3, 632 i 1 T 14, 000-14, 000
j {17 1 T N s T | g, 944 i 11T R S —— 14, 000-16, 000
e S e L L 14, 796

Bources: . 8. Department of Commerce, Bureau of the Census: Fisforieal Siatistics of the United Stales,
1780-1945, series £15-228. Washington, U. 8. Government Printing Office, 1949, p. 72 and Bureau of the
Census: Statistical Absirael of the Uniled Stales, 1351, Washington, U, 8. Government Printing Ofice,
1951, p. 205,

Appendix 3.—Percentage distribution of United States labor force, by
occupational group, selected years, 1910-50

Oeenpatlonal group 1910 1030 130 1840 1950

R o e o e e o et |20 DU (] RSN TGRSR (S TN 100. 0
Frofamahmal paraong. . i o e e 4.4 1] 6.1 6.5 7.5
Propristors, managers, offieials_ ____ .. .._...._.|] 20 22.3 19.9 17.8 16. 3
‘armers (owners and enants) ... cccccccssasmnsssmasmnnn. 1.5 15. 5 12.4 10,1 7.5
T T e e e e e e 6.5 6.8 T5 7.6 iB
Olarks and Eindred wWorkers. oo ccercc e s e 0.2 13. 8 16,3 17.2 o), 9
Bikilled workers and foremen . . oo e cceceanana 11.7 13. b 129 11.T 13.8
Bemlskilled workers 14.7 16,1 16, 4 21.0 24
7T 51T 17 5 4 P e U i e e S 3 D 0 0.4 o84 25. 9 108
Farm laborers........ L& 0.4 86 7.1 4.6
Laborers, exeept farm. .. 7 146 12 8 10, 7 7.8

N o O R e e D T R T T T i b4 (i ] 20 7.4

Sonree: T. 8. Department of Labor, Burean of Labor Statisties: Sslected Facla on Employment and Eeo-
nomic Slalus of Mlder Men and Women, Washington, U, 8. Government Printing Office, 1952, p. 11,

Appendix 4.—National and international unions, United States, by affiliation
and size of membership, January 1952 1

All unions Number affiliated with—
Nuomber of members oA
e
MNumber | Percent | AFL IO pendant

Total.. EpeT R, Tt R e 215 100, 0 p L a3 T3
TR T o B s e 23 10.7 o || [ [ 13
1,000 and under 5000 -~~~ ooo oo, 31 14.4 1l 1 19
5000 and andor 10000, - caae i chm s s e 3 0.7 L] 4 13
10,000 and ander 2500 ...cccceecericeramasresananan a 14. 4 19 4 8
206,000 and under 50,000 _ 3z 14.9 ] 5 i
50,000 and ander 100 nod. - a6 16, 8 18 10 a3
100,000 amd l.lII-dBr?l:l!.'H:l:I]. 17 7.0 i2 3 2
200,000 and under S00,000_ = ] 3.3 | [ 2
300,000 and under 400,000, . e ceeeimeme - T 3.3 3 e
400,000 and undor 500,000. .. cccceccccncmcmmman - 1 b 3 ] [N S B
500,000 and under 1,000,000. ..cccccsecccmmmnmemamann i L7 oo aiias i |
1,000,000 and uoder 1,200,000. . - - .o o cccomim e neae 3 1.4 1 7 H |

I Includes at least 2 unions known by the Burean m have bmn organized late In 1952, Althongh exact
membershi % are not available for all unions listed In this Directory, information s avallabla
to place all the unions within the groups in this table.

Bourcs: U. 8. Department of Labor, Barean of Labor Btatistics: Dir of Labor Unions in the Unifed
Stales 1958, (Bulletin No. 11£7), Washington, U. 8. Government Printing Office, 1853, p. 4.



Appendix 5.—National and international unions, United States, by affiliation
ahd imber of lovels, Jurtuary 1952 1 .

All unions Numhber affiliated with—
Numboer of locals -
nid -
Number | Percent | AFL? CIO Bendent
B e e e e e 212 100, 0 109 33 0
Under 108 .. ..... S g _ - A 28 13. 2 B 2 18
10 and under 25.. k') 10,4 | P 17
25 and under 50.. £ A0 0.4 4 (1] 10
S0 and nnder 100, 3 15 8 18 5 10
100 and under 200.. : 26 123 17 b 4
200 and under 300, 18 25 11 o e e
300 and wnder 400, ... 16 .5 11 3 2
F T Ty g T e e e e e L] 28 T e 1
TR eoTa eyl o | AR SR R e I et et T 1.3 ] 1
ol LB B0 Ty ) e e S e O B S e 3 1.4 il (T (5
o Do B T g | SRR S s R 3 1.4 1 1 1
L B g, e 5 3.8 T 1 [
900 and under L00). ceme e m e s e - ] 2.4 L 2
LT BT I S e S S 8 3.8 4 1 ]
O R T N o e e 3 1.4 Ll e et |
o T T e i Rl B e e S R G 8 3 1

I Although the exact number of locals 13 not avallable for all unlons listed In this direetory, sufficient
information iz available to place all but 3 Independent unions within the indieated gronps in this tabloe,

1 of thess Independent unions was organized late In 195

1 Tneludes 1 nnfon o Iate In 1952,

2

1 Ineludes thoss unlons which reported having no logals,

Bource: T, 8. Department of Labor, Bureau of Labor Statistles: Direclory of Labor Uniong in the Uniled
Slates, 1968 ( Bulletin No. 1127), Washington, U. B. Government Printing Office, 1953, p. 4.

Appendix 6.—Distribution of reporting units with wages taxable under the
old-age and survivors insurance program and of the estimated number of
workers employed therein, by size of industry, March 1948

Reporting units ! Workoers 2
Elze of elazs (number of employees) Number Number
{in thom- | Percent (in thou- | Pereent
sanad) sands)
O e e e e e s o e e B i 2,784, 2 10, 00 35, 505 100, 00

L e Slessreiien memeses i See i eles SR 2,037.0 6. 48 14, 219 a9, 71

T e TR e s el S S S 88,0 4,25 11, (85 30,

e B e e N R e M - R 1.4 G 4,002 341

VT e e e R 3.0 .11 T, 489 ). 51

1 A reporting unit is an establishment or a group of establishments of the zame firm engaged in the same

activity and loeated in the

the number of persons emploved in the unit during tl!&fmrd[ae
endin

y perl

1 Rapresents estimated employment during

who reported taxable wages under the QOASL program for January-March 1948,

Bourge: Klem, Margaret O., McKiever, Margaret F., and Lear
Washington,

Medical Programs (P. H. 5. Pullication No. 15).

p.38.

U.

W

same area, generally the same county. Size of reporting unit is mensured by
riod ending nearest middle of March 1048,

g nearest middle of Mareh 1948 for employers

alter J., M. D.: Indusirial ITealih and
3. Government Printing Office, 1950,



Appendix 7.—Distribution of estimated employment in reporting units with
wages taxable under the old-age and survivors insurence program, by
industry and size of unit, March 1948 !

[Number in thousands]
Employment in reporting units of specified size

Type of Industry 1, 00

ol | 119 | 2049 | 5000 | 00490 | 500900 | amd

over

1 R e P ey o ST 35, B0 8. 725 4, 403 3, 4066 T, 619 3012 | #7 489
Apgriculture, forestry, and fishing. ... b} 47 12 f i} 1] 0
LT e o S SR RS E T 855 123 100 05 205 162 181
trect constroetion. ..o oo caaaaas 2,030 BG2 36T 251 a1 L] T
Baoniebartng: oo il 15, 198 1,152 1,275 1, 360 4, 182 1,921 5, 308
Publie atillties. e e e 2 617 2 265 235 Tl B0 BBG
Wholesale tradin. o2 o iiaceeae 2, B0 1, 06D G618 402 510 14 o6
gy [ e e T &, 722 3,424 1, Ok 562 a1 bl BTl
Finanee, insurance, and real estate....| 1,741 (7§ 252 174 354 100 189
Bervice industrias. ... cceeee e 3, 527 1, 850 584 376 521 1 B85
Not elsewhere ¢lassified . .. _........... 0 3 1 3 () 1]
Ty ol Py S e e e 117 103 o ] (L] 0 0
[Percent distribution)
R e e 100 2.2 12 5 87 2.3 B.4 120.9

100 6. 2 16. 9 B85 B5 0 0
1060 129 10. 5 0.9 809 17.0 19.0
106 42 4 18.1 12. 4 18.8 418 3.6
100 7.6 B4 8.9 .5 12. 6 .9
100 15.0 1.1 9.0 231 o9 3.9
100 382 21 14. 4 18.2 7 3.4
100 B9 150 8.4 11. 8 4.0 10.0
100 38. 6 14. 5 10,0 M3 BT 10,0
100 BT 16. 6 10.6 14.8 2.9 2.4

100 741 i1.1 3.7 11.1 () 0

L e e el e 100 BE.O .7 4.3 ) 0 0

! Represents estimated employment during pay period ending nearest middle of March 1848 for employers
who reported tazable wages under the OAS] program for January-March 1048,

1 A reporting unit i3 an establishment or a group of establishments of the same firm engaged in the same
activity and located in the same area, generally the same county. Size of reporting unit is measured by
the number of persons employved in the unit during the pay period ending nearest middle of March 1948,

i Ineludes 1,161,498 persons in 74 units, each employing 10,000 or more persons.

1 Less than 1,000 persons.

Souree: Klem, Margaret C., MeKiever, Margaret F., and Lear, Walter J., M. D.: Industrial Fealth and
Htfliml Frograms (P. H. 5. Publication No. 15), Washington, U. 8. Government Printing Office, 1850,
pl- &



Appendix 8.—Estimated number of persons eligible for hospital, surgical, and
medical care through voluntary programs, by State and type of benefit, Dec.

31, 1952
[In thousands]
Hos- | Bur- | Medi- Hoz- | Bur- | Medi-
State pital cal et pital | gical | cal
United States, total... |01, 667 73,161 | 35, 797 || West Virginia. oo oooeeeooo...] 1,258 | 1,127 AR
North Carolina.-—........| 1,625 | 1516 | 213
New England, total...| 6,504 | 5,008 | 3,408 || South Carolina_. aT0 T30 198
Smnme 5 L 253
03 132 || Flo T S o TP e v ] 544
272 156
212 107 East South Central,
2,612 | L7839 total e 3,857 | 2004 | 1,504
Ehode S -] B0G 381
Connectieut. - .- wneemnneene| 1,675 | 1,236 | 843 || Kontueky..ooooeeeeene.....| 1,080 | 787 | 484
A BT e L R 1,301 | 935 34
Middle Atlantic, total. | 22,300 115,582 | 8,011 || Alsbama. ...occceceececnnn.. 00g | &00 550
Misssippl. . oo v oo eceem e 513 402 bt il
New York .ooeeeemaeao |11, 206 | 8,505 | 3,058 ;
Wew Jersey. cceemenemmeem=aa| 3,186 | 2,206 | 1,508 West South Central,
Femmsylvanla........_._...| 7,967 | § 112 | 2, 550 total e e B | 5772 | 26D
East North Central, L i e M e 450 376 119
total....o oo |23,687 10,0001 | 7,114 || Loukslans. .. ccevcceveneene- £ 91 420
Oklahoma. . __._______.| 1,045 | 1,008 4T
Ohlo el emeea] B, 610 | 4,858 | 1,068 || Texss. eeeceeecnsecae...._| 3,800 | 3,607 | 2,743
10 |1 P T E.&SE 2,460 BYT =
83 5, L2 1, 068 1, 162
4773 | 2915
2,508 @9 tﬁg
West North Central, 05
emmsmmmmeeesemss| Bddl | 6,880 | 3,583 ;El
11
MINTEORA. & cmnccmeaa 383 | 1,895 1,171 79
e e R P 1,317 | 1,088 5&9 114
Misourl- ...c.cicnimccssases 2,538 | 1,060 | 1,220 b
MNorth Dakota_ ... __._._ 247 204 L]
Bouth Dakota. . cceeeenaa-. 257 251 5 4,453
Mabraaks. o aoiiaia] THE T 206
0L e Pl e ey | T18 457 || Washington . - coceeecamnnn-. l.?ﬁ? 1.%‘% glﬂig
Bouth Atlantic, total..| 9,902 | 7,041 | 3,287 || Callfornis. . .ceseeecenecenn. 5,735 | 5308 | 3, 04T
DelaWare. . ooceunceeaeenan| 220 212 204 Territories, total. ... | 10| mns o0
Maryland......cceccneenana..| 1,344 685 210 |
District of Columbia. ... 838 s} g FL S T  —— | g 4 3
Wirgknia. oo Tl nase | Lome |  ear || Hawad. ool i 122 | 114 o6

: Health Insurance Gﬂuﬂﬁ} wrv}ny committee: Accident and FHealth Coverage in the Uniled Stales,
press

Source
New Y‘ﬂrk The Couneil, 1953
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Appendix 9.—Estimated number of persons eligible for specific health and

isability benefits through voluntary programs, by type of program, United
States, Dee, 31, 1952 * .

Number of persons eligible for
meﬂinaldm;d hospital benefits (in
thousands

Type of program
Hospital | Surgical Medieal

Total coverage. ... St i ms e e AR R R 100, 548 81, 384 38, 746
Daduaetion for estimated doplication. ..o &, 851 B, 223 2, 049
Estimated total persons ellgibbe o iceiciaiaaaas 01, 667 74, 161 a5, 797

o - Inan e Rl e T 20, 455 0, 621 10, 157
A o i o - g e e g e e 12, 182 13, 639 5, 388
i 0 e R SR NS RSP e e e R S R S 16, 473 15, 882 4, 76O

Individaal insorence, botal. .. oo coe oo cac i ieiiinaaaiaa. 22, 251 19, 106 5, 118
B i e e et e e i = e e e e T 140, (K 7. 710 2 411
DeDOnARNES. o ccncscemmmm s s am s mamsSam e A S mmm . na ———— 12, 164 11, 486 2, 77

Blue Cross plans and plans sponsored by medical socletiea. ... 435, 475 27,773 18, 321
A 0 S SRR T WL R 11, 733 7,832
B S e R SRR e e s e e 25, 238 16, 040 10, 489

Indopendent plans, fotal. .o oo 5, 364 4, T 5, 130
T3 L1177y e R S s L e S e d, 630 3, 450 3, M6
Oy s e e R 617 316 303
Al T e Bk C i e N AT, Tt TR L D ST i N T R - 312 ans 21
B e e o el e e e e L e 405 42 4%)
1T g e T e S S S R oD e R e e e 400 300 000

Number of persons ellgible for dis-
ability benefits (in thonsands)

b | LA g - e e i B ey Sy e B g e 40, B64
Deduetion for estimated dnpleatlon. .. ccocceceecrcircrmsnssmannnas 2, 587
Estimated total porsons insured ... 38, 077
N T B e e i et e e i e T A S o 17, 627
T D W Ty e e e 12,087
Fald zlek leave:

o T R L I T e e e e e s S e e 3, GO
In elwilinn goxernmn BT Ios . o e e emea 4, G
Employes mutual benefit assocdations. .. oo oo G0
Union plans and other employer-employes methods ... 1, (0

i Sinee the purpose of this survey is to measure the extent and growth of coverage under employer-
employee and other voluntary programs, Individuals eovered solely by Government insarancee under com=
Isory plans have not been included in the total number of persons protected against loss of Income due to
Ruimhﬁty. Alzo omitted from the survey are the following types of protection: Workmen's compenzation
providing protection to the majority of wage earners against oceupational aceidents and dlseaserl.tﬁtal and
permanent disability benefits uded in many life insurance polleies; commereial aceident policies pro-
viding dizability Indemnity and other benefits in event of accidental injories; group aceldental death and
dismemberment insurance; commercial aceldent policies covering travel hazard; complete medieal care for
15 in the Armed Forces; complete medical care for persons in public institutions; medical care and
E!Imhﬂlqr pensions avallable under certain eonditions to war veterans; protection nnder antomobile and
sl other types of personal Injury lability policies; and medical payment provisions under many antomobile,
residence lability, and other types of lHability policies.

Bource: The SBurvey Committes of the Health Insurance Council: 4 Surrey of Acefdent and Fealth
Coserage in the Unifed Stales. New York, The Couneil, 1953. (In press.)



A ix 10.—Workers covered by employee-benefit plans under collective-
rgaining agreements, by type of benefit and union affiliation, mid-1950*

Major unfon afiliation
Total covered
AFIL, CI0 Urnaffiliated
Type of plan
Waork- Work- Work- Woaork-
ors Per- ors Ter- ors Per- oTs Por-
{thon- cent {thou- cont {thon- cent {thou- cent
gandz) sands) {zands) sands)
Total...... e, | 7,652 100, 0 2, GE3 100, O 3,631 100, 0 1, 3138 100,
Health and welfare ! and
pension combined. ... ... 4, 509 i), 1 B84 30 2,830 TR0 #85 fifi, 1
Health and welfara. ......... 2, 520 3.1 1, 304 5.9 740 20, 6 416 311
Pension of retirement. ...... 524 6.8 435 16.2 52 1.4 ar 28

I Data based on information for 71 AFL unions, 20 CTO0 unions, and 31 unaliliated anions. Also includes
scatiered AFL Federal labor uniong and CIO loeal indnstrial unions and unafiliated onions confined toa
Elnqnn £Innt or establishment.

2 udes 1 or more of the following types of benefits: life insurance or death; aceldental death and dis-
memberment; accklent and slekness (but not sick leave or workmen's compensation); cash or services
coverlng hnspita], surgieal, maternity, and medical care,

Bource: U. 8. Department of Labor, Burean of Labor Statisties: Employee Benefit plans Under Collective
Bargaining, Mid-1850 (Bullelin No. llif?]. Washington, U. 8. Government Printing Offlee, 1951. T pp.

Appendix 11.—Distribution of 9,000 labor-management agreements and
workers covered, by size of agreement coverage, 1950

Agreements with
emplovment data Waorkers coversd
Agreement coverage avadlable
Number f Fercent | Number | Fercent

p e T R e S R A T PRI e 9, 157 | 100, 0 | 7, 180, (00 1040, 0
L e o I o L | 1,352 | 13,9 15, Do) :
g . g el e e S T e A A T o LU T G 1 & 34, (00 .
e A A R SR R iR e L e 1, 331 14. 5 92, 000 1.3
N L R o A - o s e e L 1,601 17. 6 223, 00D 3.1
A e T o e R R N GO e T RS 801 a8 214, 000 3.0
300 1o 300 Workers. ccccccnccnnninnns R R R T R S 617 Li s 0 &8
C LRSI T T e S L P S 417 4.6 179, 000 2.5
1L R B ) o 073 10, & G5, D00 8.1
1,000 Lo 1,000 workers...ccceeee- L 575 63 770, 000 mny
I P Tl s e e e e e e e s s 166 1.8 SED, D00 54
AT e T R e S RO S A SR e L e 1l 1.1 331, 00D 4.6
4,000 to 4,009 workers...... 1| .6 248, 100 3.5
5,000 to 9,099 workers..... 85 B 595, 000 £.3
10,000 to 19,950 workers 55 M B0, D) 11.1
20,000 to 40,000 workers... 25 o 042, () 131
E0,000 to 99,999 workers.. i} | 474, ) LN
100,000 and over. ....ceee-. 5 1| 1,019, 000 14,2

Source: Bortz, Melson M. and Moros, Alexander: Characteristics of 12,000 Labor-Management Contracts,
Monthly Labor Feriew, 73:34 (July) 1951,
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Appendix 12.—Workers allglble for hml!h and welfare benefits under collective
bargaining agreements, by major industry group and method of financing
benefits, mid-1950*

Workers Health and welfare benefits ¥
eligible
Tog Inaiu Distribution of workers by method of
Industry group wellare finaneing beneflts
benet Waorkers
':!"':l S Emplover, Joimtl Undeta
m| Bter-
Dengions Total ug.lr M mined
L1 k- e R e LR L 7,128 100, 0 54,6 36,5 8.9
Food and tobaetd...mmcacemeenemcnanana- 205 195 100, 0 4.9 21.0 4.1
Textile, appareal, and leather . _.._.._... 1,401 1, 401 T O 0. 5 2.8 6.0
Lumber and furniture. e e el 102 102 1060 0 Bl. 4 14.7 3.9
Pl:g'r and allied AR e e SIS 191 158 100, 0 0.4 722 4.4
Printing and publishing_ .. .....-.-._.... 63 6| 100.0 84,8 3| @
Petroleum, chemicals, and rubber.......... 460 430 100. 0 20,9 733 58
Motal produets. ;.. o siiililili sl ade 2, 324 100, 0 15.1 72.2 12,7
8tone, clay, and giass ... _.___ 128 124 100. 0 aLs 6%, 2 s;
Mining and qoarrylng . - - cccccccccmcncanza 402 402 100, 0 06.3 3.1
Tmnsportatlon. mmmuﬂlmt-im and
ntherﬁ:-ub [T [ o P I e i 1,380 1,248 100. 0 70. 5 16.9 12.4
Trade, finance, mmrmm, and services. ... 209 204 1000 O BLO 1.2 7.8
Tinolasalfied . o oo e e e s m 241 207 100, 0 77.8 15.8 6.4

1 Data based on information for 71 AFL unions, 20 CIO unions and 31 unaflisted unions.  Alse Includes
seattered AFL Federal labor unjons and CIO local indusirial unions and unaffiliated unjons confined to &
gingle plan or establishment,

1 About 60 percent of thess workers wers eligible for health nnd welfa.rabme.ﬂl.tand pensions, 33 percent
for health and welfare benefits ﬂlI]F and 7 percent for nly.

1 Includes 1 or more of the followi tm of beneflts: life in.'mnmua or death; accidental death and dis-
memberment; aceident am:l sickness au-; ut ﬁutﬂ.i-:sk leave or workmen's compensation); cash or services cover-
ing hospital, surgical, maternity,

¢ Loss than 1 percent,

I Excludes roada,

Bource: Department of Labor, Barean of Labor Etatiﬁrﬂm Emuloyee-Bene s Under Collective
Bargaeining, uu-m'ﬁrfﬂmmﬂ No. i017). Washington, U, 8. Government Printi uiﬂmﬂe. 1851, pp. 2, 5.
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13.—Percent of plant workers in establishments with formal provi-
sions for health insurance, by industry division, in 40 major labor markets,
September 1951-May 1952

Percent of plant workera
Allin- | M ol oy
M- anii-
Area dustries ! | facturing | Services
Public |Wholesale] Retail
utilities* trade
NEW ENGLAND |
Lo o e e el R s i taRan ul o FORTH Th. 5 B4.1 71.8 E24 a0, 7 M1
LT T e | R T P S e | | 85, § 410 329 19.0
LTy L Lo N e 0 B e = QRS 3, 2 B85 7 6a. 6 359 40. 4 4.0
o r e e R o e L s e 7.6 76, 0 6.1 67.0 487 36.5
MmDLE ATLANTIC
Albany-Behenectad y=-Tro¥. e eenccanans 6, 1 7.3 61, 6 45.3 3L 8 17.5
Allentown-Bethlehem-Easton : .2 B2 3 21.1 a3.0 154.4 38.0
Bufalo .. eeeeenn- 6, 1 75, 6 55, 2 35,4 40. 8 2.1
hewark-Tersoy Clity. 5.0 T4 .7 56, 6 B35 3.3
nrw b,y DR 67,8 G0, 75.4 50,0 PR2.0 57.2
hiladelphia......... (] 760 40 2 24,6 .0 . 4
Plttshmgh,,"__,,, B R g 7.3 B 4 TL S 42.7 0.3 54.3
_________________________________ 44,4 48,7 67, I a5, 4 ¥15.4 10,5
Bm'anmn .................................. 65,8 54, 1 B2 0 20,5 .6 36.8
i e e i s R B L 3 067.5 T4 B 7.2 251 30, 2 2.8
BOUTH
O e B R RS S ey 57.4 68.1 Li% 3 424 48,3 3.5
I R e e e 43. 8 57 5 . 8 257 314 5.6
T el S S AL e D S ST 5, 3 fifi, 8 40, 1 43. 6 6.8 15 5
T || R s RS S e 41. 2 45.3 433 158 6. 3 3.0
T T e e e e e 46,4 44.0 8.7 i | A, 4 82,4
anﬂwr o T S T 31.0 4, 0 20, 1 ni 4.0 19,0
orfolk-Fortsmonth . o e e ceeeae 583 72.0 831 6 55.9 7.8
ﬂklﬂhnma 51 | o e PR L R T - B 43. 2 .2 428 19.9 .7
s T (RS A e ] St O, 47.9 §2.2 53 8 3.2 52 6 15. 5
3.1 £0.9 B4, 5 55, 2 M, 2 0,3
55,9 3.3 T2 E Ll E‘; 0.3
0.1 RLA 40,0 4L 7 i 4.5
T4.1 5.5 6. 5 471 4.1 0.1
B2.1 . & 748 [ 47. 6 o
78.5 £T.6 83.8 E%. 2 (] 25.9
G5, 6 Ti.8 T35 42.0 51.4 48.3
65, 9 El. 3 50, % 40,3 48 B 2.4
vE. 8 RS 4 4.2 65 4 41.7 51.5
64.0 7LD 5. 1 42 8 86,1 46,9
T9. 4 B06.3 6.2 557 L&) 33,7
3.7 .8 £3.0 381 26. 8 17.1
T, 4 77.4 &5 3 fid. 0 $57.2 T3L90
Phoonix. . 553 67.7 5.1 f1. 7 47.7 36,6
Balt Lake C Jp e e - Ta T 9.4 Ve 2 ¥1.6G TL.0 56.3
8an Franciseo-Oakland........ 6L 5 6id. 5 586 S1.0 56.1 54, 4
Beattle. Smge 437 29,8 86. 5 B4 0 46, 1 34,2

1 Imeludes data for industrles in addition to those shown separately. In most cases, the areas selected for
study rank among the Nation's largest metropolitan areas. The combined 1'111‘&11(:“ of the 40 areas
exceaded 52 million persons, three-fifths of the ageregate population of the Natfon's 168 metropelitan arcas
having o0 minimum population of 100,000 and a central city of ot least 50,000 po ulﬂtiun More than 10
million workers were employed in the industries studied and 28 States were reﬁ d, With the exception
of & fow areas, mostly in the Em.uth. a majority of the workers were covered by colleetive bargaining agrec-
menta. The study iona indicate the extent to which the various benefits reported upon are a part of

ufreemcnt.s.
1 Excludes data for department and limited-price varlety stores.

¥ Excludes data for limited-prics varlety stores.

1 Although data eould not be shown separataly for retail trade due to the omission of a number of depart-
ment and limited- prlua vm-iet;r stores, the remainder of retail trade is appropristely represented in the
data for “all industries.

4 Excludes data for hotels.

$Excludes data for department stores,

TExcludes data for motion pleture production; these data are incloded, however, in “all indostries.™

*Transportation (except railroads), communication, and other public utilities,

MNote: Data include such types of insurance as accident and sickness, and medical and surgleal eare to
Eﬂnﬂ:hﬂ emplover contribates toward the premium cost; exclude hospltalization insurance and paid
Vi

Boures: T. 8. Department of Labor, Burean of Labor Stntistics: Woges and Pelated Benefits, j0 Labor
markels 1951-58 (Bulletin No, 1118), Washington, U, 8. Government Printing Office, 1952, p. 57.
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Applzndi? lwmam of pi-;.nl workers ‘i‘.n &sﬁ:ﬁh‘:hw ;::‘tl: formal provi-
sions for pitalizati. industry division, in major labor markets,
September 1951-May 1952

Percent of plant workers
Allin- | M sper s
- mu—
Area dustries ! | facturing Services
Publiz |Wholesale| Refail
utilities* | trade trade
NEW ENCLAND
ORI o i e o o e i i i B 5.3 71 a0, 4 40,9 M5 42. 5
T L e o e 67.1 803 50,8 40,3 186 .06
gy 1 v e e R S MR R B i (i T3 8 6.3 56, 9 28 47.4
g e R e R s SRR 6.9 0.3 3.7 5.4 21.4 b ]
MIDDLE ATLAKTIC

Albany-Schenectad ¥-Tr08..ccciaccannn.. = il 1 T o5 4 438 L | 18. 8
Allentown-Bethlehem-Easton_____________ T35 70,4 2.1 17.8 1343 384

oo [T A e I B e 61 6 2T 27.2 a3 6.7 2.0
MNowark-Jersoy by .. cenccinamaaaiaaas [ 7. G7.0 420 41. 9 3.5 370
R R e 63,8 83. 5 46,7 5.7 a0, 4 620
Ehibsdelphln: - o F o o i 4. 6 50.3 1.6 85T a6.0 16 9
Pittsbuargh . 64, 0 B4.0 238 2.9 17.8 37. 5
Rochester. ... 28.5 312 40. 8 20, 5 ¥l1z.0 109
Beranton.. 59,8 50,0 40. 5 e i BlL & 5.0
L gy 1 e S PSP NE S EHL R Y, BRI SR T3.1 B0 5 T 57. 4 2.0 424
301111 | F P S G R e B A5 A 7.8 5.0 i), & B 6 45. 6
Blrmingham o E7. 0 731 0.6 25.7 260 13. 4

L e B o R EB. 5 T2.9 a3, 7 64, B BB 3 41. 4
BT 1| T e o Nl S B 1 0.7 27. 6 330 50,9 R
Ml L e e 450 4.7 3.5 0.1 40,6 18.8
0, T LE ) PR N S i Sl 3268 40, 9 2L.5 43. 1 0.7 2.8
Norfolk-Portamonmth - ccccccccccccsmanacas 5, 2 65 4 55. 0 45. 5 6. 5 0.8
TR R e I 45. 9 441 5.7 3.7 410 56 8
T T oy | T — 0.4 0.4 5.0 30,5 21.3 207

MmprLe West
LB 1Ty PRt e S it by e T2 T4 45. 1 55 63.3 5B
(B T T - [ T O P S R A e 516 fi3. 4 24.8 a1 (%) 0.8
CIERR L o s T R e e 47.3 &T.7 T 2 2.8 ) 9.8
[0 T TT 1 [ ot P e -t OB | 66 2 g0 58T 45. 6 n7 3L0
L [ R T e R S 3.5 BR.1 64. 0 52.2 43.3 324
Indi N e o e e e T o 70. 6 BLO 5.0 563 ] 2.0
Eansas City 560 6, 4 562 4.2 a5 7 19 2
Lonisville__.. fif. 8 TR 2 g1 41.7 49,0 27. 6
Milwanloe ______ 728 B3l 3.6 3. 4 42.7 524
Minneapolis-St. Paul_____ i3 ] 601 7.2 48. 5 481 356
F ] e W 1 e e S S SRR 64 5 T4 582 43. 0 ] 126, 3
FAr WEsT

TR | o2 et e e s 258 6.3 3r.3 42. 8 2.3 17
Tok-Angalen. - e 851 751 520 0, 0 858 9 T27.9
1 iTT ) b o e e o e MR e AR 56,0 T 0 49,1 B3 5 S4.0 36,4
(AT e G A SR D Be, 2 B S 506 08, & 6. 2 50.3
Ban Franciseo-Oakland. . ... _______ 53.3 621 2.1 512 52 4 640
Beatle oo 223 13 0 = ) 20.5 17. 4 0.8

! Includes data for industries in addition to those shown separately. In most cases, the areas selected
for studi' rank among the Nation’s largest metropolitan areas. The combined population of the 40 areas
ox 52 million persons, three-fifths of the aggregate population of the Mation's 168 metropolitan areas
having & minimum population of 100,000 and a contral eity of at least 50,000 population. Mora than 10
million workers were em nlui;:af] in the industries studied, and 28 States were represented. With the exeep-
tion of a few areas, most] the South, o majority of the workors were eoversd by eollectivae bwalw
&Erﬁamenta. Thet:h:ld‘.v oes not indicate the extent to which the various benefits reported upon are o

58 &) s

i Emelugm data for department and limited-price variety stores.

1 Excludes data for limited.price variety stores.

4 Althongh data eould not be shown se tely for retail trade due to the omission of 8 number of depart-
ment and limited- variety stores, the remainder of retail trade Is appropriately represented in the
data for “all indus -

¥ Excludes data for hotels,

¥ Excludes data for department stores.

1 Excludes data for motion mmu production; these data are included, however, in “all Industriss.™

*Transportation (excapt ), communication, and other public wtilities.

Bource: 1. 8. Dﬁﬁdmaut of Labor, Burean of Labor Statistics: Wages and Related B;ggﬂu. ﬁf-ﬁbnr
Markels 1951-62. | in No. 1113). Washington, U, 8, Government Office, 1052, p.



Appendix 15.—Percent of plant workers in establishments with formal provi-
sions for paid sick leave after Ij;ﬂr of service, by industry division, in 40
r

major labor markets, Septembe ay 1952
Parcent of plant workers
i - employed in—
= - .
Axen dustries ! | facturing | Byrvicea
Public |Wholegalel Retail
utilities* | trade trade
NEW ENGLAND
DL ey T e i W . i hont P B.G 1.5 2.8 20. 3 T 14.3
12501 1 S R S G S e e (%} 1.5 1.0 17. 6 3.1 L]
G BN s S S e e i 2 1.3 10.5 0.3 380 1.6
oy | e R G L R N fisaasiis 3.5 7.6 25.1 12.3
MIDDLE ATLANTIC
Albany-S8chenectad ¥=-Tr0¥ . oo oeecaaanaas T [ 15 Eert s e a7.8 17.5 14,6
Allentown-Bethlehem-Easton. ...ceeeeu.. 2.7 a1 36,7 177 117.3 B4
LT [ e e e G TR e - S S -0 21 28,3 2.7 21. 2 i |
Mewark-Tersey Oty . o e 7.0 5.7 T 1Z.8 444 14. 8
PP e e T S S e T, 18.3 1240 1. f 45.% 8303 17.3
35 ] 1 L Tl P e A i i s, G, d 29 1. 5 8.2 11.4 1.9
FE e Ty e s e e e e 1 G 67.2 5.8 26.2 LR
e B T T 7.2 1.3 33. 8 21.8 1 M6 1.8
T T e Y G S P e T 62 1T T el | < S B4.5 2.7
4 1 T e e e et R 22 1 BT e I I, 2 b | e
B0UTH
e e L e 101 15.3 IR 27.4 14.1 151
A PR TR Pt S T A e s e A L.} 2.4 19,6 i 5 8 &0
13 s Sy A e o S R R e e 18. 6 250 226 1.7 .10 .8
Janssmalile I 128 BT e S 1. % -4 5 1] (—
T ol R e e B 14.8 5.0 4,10 16, 6 30.2 16.7
T Tt v e e AL SR e Y e i 11.8 n, 8 4.2 21.2 15.9 19, §
Norinlk-Portsmemth . . ... B8 4.1 10,1 26 17.5 12. 7
)5 T VI ] o e e s S S | 11.7 16 5.2 20,0 12.3 7.0
AT T e e e S Sl R ot SO i ) R A | 4.3 (1] 21,6 10, 5
MmDLE WESsT
] 10 e VO N e A S it L B D T4 4.7 18. 8 16. 3 6.8 12.2
BT T L e SRR S b 3.9 10 1.3 i % 4.1
Ly T e A S G 4. 4 .8 10,8 17.8 (i 87
15.2 21.3 14, % 15,4 - 53
8.1 3.1 w0, 4 230 0. 5 11.1
BT .6 220 14.6 {4 1T
L | 41 14. 6 13,9 4.3 7.9
3.7 0 1.0 4.0 | | O Rt e
8.4 28 7.0 38,9 32.2 8.5
16.9 8.5 5.2 20,2 317 1.5
B.7 5.2 16, 4 42,0 ] kDT
156.1 4.3 3.1 8.4 19. 8
0.9 2.2 2.6 i3 4165
18.2 23 a7.2 353 an. T |
2.1 o5 4 27.6 o, 2 3T
2.9 16,7 o1 25.0 3.1
2 e T e S iy = [} 1.1 18.1 13.8 L6

| Ineludes data for industries in addition to those shown separately. In most cases, the areas selected
for study rank among the Natlon's largest metropolitan areas. The combined popualation of the 40 arcas
exceeded 52 miltlon persons, three-fifths of the aggregate population of the Natlon's 168 metropolitan arcas
bhaving & minimam population of miwo and a central clty of at least 50,000 population, More than 10
million workers were emplo in the industries stodied. and 28 States were represented.  With the exeep-
tlon of a few areas, mao n the South, 8 majority of the workers were covered by collectlve bargalning

{;ﬁmﬂﬂﬂ- Thﬂt:l“ﬂ!' not indieate the extent to which the varlous benefits reéported upon are a part

50 AEMEEMET!

i Excludes data for department and limited-price variety stores,

¥ Excludes data for Iimlt.e:d-gme varlety stores.

4 Although data could not be shown separately for retall trade doe to the omission of a number of depart-

Fﬁnm.lnlﬂndt;ns‘:md- varlety stores, the re of retail trade is appropriately represented in the data
nr il p
# Exeludes data for hotels,

8 Excludesdata for department stores,
7 Exeludes data for motion picture produoction; thesa data are included, however, in “All industries.™
L tion (except ), communication, and other public utilitica.

Bource: U, 8. Da t of Labor, Burean of Labor Statistics: and Related Benefits, 40 Labor
Mar kels 1951-1858 ( Bulletin No. [113). 'ﬁ'uhl.ﬂatnn, U. B. Government Printing OMoe, 1952, p. 5.
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Appendix 18.—Specific health and welfare benefits in collective bargaining

agreements, by

number of workers covered and method of financing,

mid-1950
Workers covered by Method of financing
specifie beneflt
Number Pereent of | Employer mﬁ? Jointly financed
of unions total work-
Type of beneflt report- ers coverad
g iy A
s ey And fororkors Workars
pands) Mﬂmn (thou- | Percent| (thou- | Percent
140 report- sands) .
ing unipns 4
Lile insurance or death benefit. . ___._| 139 4,150 95.6 | 2780 | 6R.0| 1,370 33.0
Accidental death and dismember-
T SR e S 101 1,883 5.7 nams | T0.4 fiiics 20.8
Cash payments for loss of time re-
sulting from temporary sickness
and aceident fexcluding sick leave
and workmen's compensation)..... 101 2,781 6.1 | 1,640 B0 1,141 41.0
Hoapitalizatlon. . ..o cceccamaciccaccs 110 &, 461 TO.B | 2,5 6.9 | 1,216 351
Burgical and/for medical. - ccomeameaaas 101 3, 140 T4 | 2,246 Tl6 &5 25

1 Diata on speclfic benefit coverage were available for 140 unions, ineluding 38 AFL, 17 CIO, and 20 un-

affiliated anions,
unafliliated unions confined to a single

tlant. or establishment.
1 Flgures not additive since many wor

ers are covered

by more than 1 type of benefit.

Also includes seattered AFL Federal labor unions and CIO loeal industrial nnions and

! These 140 unions reported slightly more than 4.3 million workers covered by their health and welfare

plans.
Boures: T, 8. De

riment of Labor, Burean of Labor Statizties: Employee- Renefi

Plana Under Collee-

tire Rargaining, Mid-1550 (Buwlletin No. 1017). Washington, U, 8. Government Printing Office, 1951, p. 7.

Appendix 19.—Distribution of 67 corporations accordin
benefit allowance in health insurance plans, 1%

to daily

531

hospital

Number of corpora-

tionz with sperified
Daily benefts in dollars et
Employees | Dependants
I e e T g &7 67
Uniform amount:

$5-57.50 2 ___.. 12 12

3 e 43 a0

11-14 - £ - g

Faysicost ol semniprivmtaronmm o g 2
Graduated amount:

R e e e e 1 1

1“".2. - - - o - - ] o e 1 u

I A R I - e L e i T

! Bazed on a stud
and 30 with from 1,000 to 1
by insurance companies an ments.
onal plans pa

and dependents. The other o
wife and $10 for children.

3 Includes 1 plan paying $14

of health insurance plans in effect in 67 eorporations—21 with over 10,000 employess
employees; 61 are in the manufacturing field. All plans are underwritten

18 are lnuugﬁurntad in union
1 company offers a cholee of 4 5. The basic plan and 1 of the optional plans pay $7.50 for employeas
$10 and $15 respectively for employvees and dependents,

Source: Forde, Lois E.: New Health Insurance Plans. Managemend Record, 15 127-128 (April) 1053,
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Appendix 20.—Distribution of 67 corporations according to maximum duration
of hospital benefit allowance in health insurance plans, 1953

Maximum duration of heneflis for ench disability

L e e e e S el U e s T e R
| e T P e e e e e e
T R R N S e e L s S e e R
B P AT g VI Pk T 50 R T M
e e e e s e S e R T T
e e S St L o e R R )
Tdays plus®daysat Mrmbe _____ e eececemeemmseemsa—aaa-
1 days plos f months at slightlv ower Wrabe o ireeseees

------------------------------------------------------------------------

______________________________________________________________________

MNumhber of corpora-
tionz with specified
henefits for—

Employecs | Dapendents

L7 Lir
1 1
a5 32
2 2
1 1
b- ] 0
1 1
1 i}
0 1
2 2
1 0
0 7

1 Based on o study of health insuranes plans in effect in 67 corporations—21 with over 10,000 employess
and 30 with from 1,000 to 10,000 emoloyess; 61 are in the manafactoring field, All plans are underwritton

by insurance companies and 18 are incorporated in union agreements.

1 In 1 company, einployees may choose any 1 of 3 other plans which pay benefits for 180 daya,
Bouree: Forde, Lois E.: New Health Insurance Plans, Monagement Record 15; 127-128 (April) 1853,

Appendix 21.—Distribution of 67 corporations according to incidental hospital
expense allowance in health insurance plans, 1953 °*

Number of corpora-
tions with specified
Incidental allowances (equivalent to specified number of times allowanees for-—
the daily benefits)
Employees | Dependents
e 7] &7

________________________________________________________________________________

---------------

Slightly over 10.
55 e Ty o e e S e ]
B R o R R e R

-------------------------------------------------------------------------------

------------------------------------------------------------------------------

10K

10z 15 mereant of meat SR o L il
10, or 10 plus 75 percont of next 1,200 (empl hag choboe) _ ccceccccccecnssssses
Blightly over 16, plug 75 percent of next $4,000. o cceemecccncermsn e s e
20, plos 76 pereent of pext ER00. - i e e —————
70, plus next $100 and 75 pereent of next $1,%060 ]
Approximately 5, plus all charges above $150..
£1,500 including room and board charges....
LTy e e e e e e e F—

L} e e e

[y

ey

= e e ey s L g e B ]

e
] e e 8 55 ) e o e

| Based on a study of health insurance plans in effect in 67 corporations—21 with over 10,000 cmployees
and 30 with from 1,000 to 10,000 employees; 61 are in the manufacturing field. Al plans are underwritten

by insurance companics and 18 are porated in union agreements.

Source: Forde, Lois F.: New Health Insurance Plans, Management Record, 15:127-128 (April) 1053,
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Appendix 24.—Major changes during 1950 and 1951 in benefits available to
union groups through welfare funds, New York City building trades

Asbestos Workers: Life insurance increases from £400 to $600 in 1951,

Bricklavers: Added aceldent and sickness benefits in accordance with the dis-
ability benefit law in 1950, Hospitalization and surgical insurance extended
to dependents in June 1951,

Carpenters: Plan began July 1, 1950, with accident and sickness benefits, All
other benefits put into effect May 1, 1951, except that hospitalization and surgical
insurance were extended to dependents on January 1, 1952,

Cement Masons: In 1950, added accident and sickness benefits ; added hospital-
ization Insurance for dependents at $8 per day; increased medical insurance
from $2 to $3 for office visits, from $3 to $L50 for other visits, and from $150 to
£225 In maximum.

Composition Roofers: Not reported for review as of January 1, 1950, Added
hospitalization insurance for children of employees on August 1, 1951,

Conerete Workers: In 1950, increased life insurance from $750 to $1,000; in-
creased aceident and sickness benelits from $15 a week to 230 a week, Added
hospitalization and surgical insurance in November 1951.

Derrickmen: Benefit plan first put into effect on September 1, 1951,

Electrical Workers: January 1, 1951, added dental center furnishing free
gervices and dentures at eost; January 1, 1952, increased hospitalization payment
for employees to $10 for the first 10 days.

Engincers, Operating: Benefit plan began July 1, 1950, with accident and sick-
ness insurance. Life-insurance and accidental-death and dismemberment in-
surance added in January 1951, Hospitalization insurance added on September
1, 1951.

Excavators: Benefit plan began July 1, 1950, with aceident and sickness bene-
fits. Other benefits added on July 1, 1951.

Glogs Industry: In 1950, reduced accidental death and dismemberment in-
surance from $1,500 to $1,000; increased accident and sickness payments by fund
from $20 a week to $21.33; increased hospitalization insurance from $G a day
to $% a day, with increase in payment for extras from $30 to 590,

Hollowp Metal Door: Benefit plan began on July 1, 1950, with accident and
gickness insurance. All other benefits added on May 1, 1951, except that hos-
pitalization and surgical insurance were extended to dependents on January
1, 1952,

Tron Workers §0 and 861: In 1950, changed accident and sickness benefit scale
to 50 percent of wages up to minimum of 226 increased employee surgical in-
surance from $223 to $300; added 3200 surgical insurance for dependents,

Iron Workers §55: On January 1, 1951, life insurance increased from £1,000 to
£1,500 ; accidental death and dismemberment insurance increased from $1,000 to
$£1,500 ; hospitalization insurance increased from $6 a day to $8 a day and pay-
ment for extras from $60 to $30; surgical insurance increased from $150 to $200
and extended to dependents. Effective Jannary 1, 1952, accident and sickness
benefits inereased from $30 to $35 maximuom ; hospitalization ingurance inereased
from %3 to 310 a day (and $100, instead of $30, maximum for extras) ; surgical
insurance was increased from $200 to $240,

Iron Workers 550 : In 1950, life insurance inereased from $1,000 to $2,000; ac-
cidental death and dismemberment insurance increased from $1,000 to $2,000;
accldent and sickness benefits inereased from 220 to £26; hospitalization insur-
ance inereased from 36 daily benefit to Blue Cross.

Lathers, Metal: In 1950: added aceident and sickness benefits. Extended
aurgical benefits to dependents, September 1, 1951.
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Marble Indusiry: Added accident and sickness benefits in 1950.

Mason Tenders: No benefit changes.

Mosaie and Terrazzo: Medical Insurance increased in 1951 from $3 per office
visit and $4.50 from any other visit to $5 for all visits and maximom raised from
2150 to $225 per disability.

Painting Industry: No benefit changes.

Plasterers: Increased surgical insurance from $150 to $200 effective August 1,
1951.

Plasterers’ Helpers: Increased surgical insurance from $150 to $160 in 1950,

Phvmberg, local I: In 1951, increased surgical insurance from $210 to $300;
increased maternity benefit from 275 to $100.

Plumbers, local 2: In 1950, life insurance increased from 3500 to $1,000; ae-
cidental death and dismemberment insurance increased from 3500 to $1,000: 3100
hospital and $100 surgical benefit added for maternity benefit,

Riggers: Benefit plan first effective March 1, 1951.

Sheet Metal Workers: On August 1, 1951, changed surgical and medieal hene-
fits from Health Insurance Plan to 3300 surgical insurance, medical insurance of
25 a visit, starting with the first visit (disability not required), and X-ray and
laboratory benefits up to $100.

Blate Roofers: No benefit change.

Stone Setters: Benefit plan first effective September 1, 1051,

Source: Bullding Trades Employers' Assoclation, committee on welfare funds : A Review

of Welfare Funds in the New York City Building Trades, Joanuaery I, 15958, New York, The
Association, 1052, pp. 4, §, 6.
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Appendix 28.—Benefits provided by the health and welfare plans of unions
affiliated with the San Francisco Labor Council, ﬁay 1';‘ 1952

Plans Number covered
Type of benefit or coverage T

Number I Fercent | Number | Percent
o0 Y B O By Rl PO S D e e b fid 100 | %88, 535 100
T e e 42 Lii] 56, 763 B3
Accidontal death and dismemberment. ... cccccceccccccencceaas a5 ] 47, (XM 53
ol th N ey e s B e e S Lot S e Lo i 100 B8, 535 100
Sick banefits in addition to State disability insurance_ ... ____.. G 0 3 548 4
Plans incorporating payment for State disability Insurance..... 14 o2 27, 785 81
Plans prm‘i‘dlng for dependent’s COVeIaEN. ca.cccanacnmmsmamanns 54 . ] 67, 270 T
Automatic coverage In basic plaR...cccccccrmmmssmmasssas s nnnns 16 25 19, 443 22
Yoluntary coverage at employee’s eXpense.....ccccesvemesnnasnas 38 50 A7, 827 5

1 Plans providing more than 1 type of benefit are counted separately in each group applicable.

! Includes hospital, surgical, medical, and related health fits.

s Represents about half of the couneil’s membership,

Bouree: Weinerman, E. Richard: The Sen Francitco Labor Council Survey: Labor Plans for Meallh,
Ban Francisco, The Council, 1952, p. 18,

Appendix 29.—Basic questions to be considered in establishing hospitalization

and medical care plans

Ig the company eligible? The only question that arises as to the eligibility
of employers to inaungurate hospitalization and medical care plans concerns the
number of employees. State statutes or regulations in almost all States regu-
late the minimum number that may be insured under a group policy by an
insurance company. The minimum in the majority of States is 25, The mini-
mum also must constitute T5 percent of the employees, or of the employees of
a certain class, Companies that do not have enough regular employees to be
eligible for group hospitalization and medical care insurince may secure a group
policy jointly with other companies in the same industry. A joint group policy
ig usually negotiated throngh a trade association or through a union.

Although organizations especially incorporated to insure hospitalization and
medical plans are nsnally exempt from the minimum requirement of the State
insurance laws, Blue Cross and Blue Shield require the enrollment of a mini-
mum number in a group. The enrolled group must also constitute a certain
percentage of the total number of employees, or of a particular class of employ-
ees. The required percentage decreases in inverse ratio to the number of
employees. Thus, a company with 10 employees may join some Blue Cross
plans and Blue Shield plans if it secures 100 percent enrollment, whereas an
employer with 1,000 need enroll only 40 percent.

What employees shall be eligible? In working out the details of a plan, an
employer must consider the conditions of eligibility for participation that he
wishes to impose, as well as those imposed by the insurance carrier.

When the employer pays the entire cost of the insurance, all employees, or all
employees of a particular class, must be allowed to participate after the re-
quired waiting period. “Class of employees” means a group of employees hav-
ing one or more common characteristics, such as salaried employees, clerical
employees, employees in a particular wage bracket, or employees in a particular
plant or division. If the employee contributes to the plan, the minimum per-
centage required by the insurance earrier must join. The percentage may be
based on the number of employees in a particular class, instead of the total
number of employees,

Other factors to consider in determining eligibility are these:

Bervice—Under almost all hospitalization and medical plans, except excess
medical care plans, all full-time employees at the time the plan is inaungurated
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are eligible. New employees usually become eligible after they have completed
a certain period of continuous employment. The usual reguirement is 3 months,

Physical condition—Physical examination is seldom required in group enroll-
ments if the employee enrolls as soon as he is eligible. Many insurance carriers
require examination and a sworn statement about the physical condition of

dependents if the employee delays enrollment.
Union membership.—Some plans, particularly thoge administered by the union,

or Jointly by the union and employer, require union membership as a condition
of participation.

Inecome.—Some insurance underwriters impose an income limit as a condition
of eligibility.

Shall dependenis be allowed to participate '—Under many plans financed en-
tirely by the emplover, dependents are not eligible, Under others, the employee
may secure coverage for his dependents by paying the additional cost. If the
employee contributes to the cost of the plan, coverage of dependents is usually
optional with him . . .

What amount of benefits shall be offered '—The benefits provided by hospitaliza-
tion and medical care plans affect the cost materially. The employer must con-
gider carefully the benefits to be derived in relation to the cost of the plan, both
to himself and to his employee.

Ag there is only one Blue Cross Plan available for each area, the employer
has no decision to make if he decides that the local Blue Cross Plan offers more
than a group insurance policy. On the other hand, under a group hospital ex-
pense insurance policy, premiums are in direct ratio to benefits. If the employer
decides that an insurance company offers more than Blue Cross, he must then
determine the minimum amount of beneflts that are adequate to assure the sue-
cesg of hogpitalization program for his emplovees,

With reference to a medical care plan, the employer must first decide whether
he wants a surgical expense plan only, or a surgieal and nonsurgical expense plan,
He must then determine whether the nonsurgieal eare shall cover a physician’s
visit to the insured’s home and visits by the patient to a physician's office, or be
limited to inhospital cases, that is, a physician’s vigits in the hospital. Of course,
the greater the scope of care, the hizher the preminm. If an employer chooses
an insurance company to underwelite his plan, he limits the benefits according
to the preminm he and the employee can afford to pay.

An employer must algo consider whether the amount of benefits is to be on
a sliding seale in relation to salary and wage. This is not possible under Blue
Cross and Blue Shield plans, nor under service plans underwritten by medical
groups. . . .

The trend is away from a sliding scale of benefits that moves with the eco-
nomic status of the employee. . . .

How should the plan be financed? Group hospitalization and medical care
plans may be financed entirely by the employer, entirely by the employee, or
Jointly by the employer and the employees to be covered . . . Many insurance
companies will not write a policy for a company that does not contribute ; their
experience has been that employer eooperation is related to contribution. Em-
ployer contribution is also a requirement of many community-sponsored plans.
Some organiaziions underwriting plans require the employer to pay a certain
percentage, usnally 50 percent, Otherwise, each company bases its contributions
upon its ability and willingness to contribute and upon the need of its employees
for assistance, . . .

Under many contributory plans, the employer pays all the cost for the indi-
vidual employee, and the employee pays the additional cost for dependents. Fre-
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quently the employer will pay all the cost of group medical insurance if the
employee will first subscribe to the hospitalization plan.

Many hospitalization and medical care plans that resalt from collective bar-
gaining are financed entirely by contributions paid by the employer into a union
trust fund, the fund providing the benefits. The cost may be a flat weekly,
monthly, or annual amount for each covered worker; a stipulated contribution
for each hour worked by the employee; a Inmp sum ; or a percentage of the em-
plover’s payroll, See the Prentice-Hall Union Contract and Collective Bargain-
ing Service for clauses from union contracts providing for contributory and
noncontributory plans.

Source : Editorial staff of Prentice Hall, Inec.: Bwccessful Emplogeca Bencfit Plans.
New York, Prentice Hall. Inc., 1952, pp. 41-46.

Appendix 30.—Factors that affect the cost of Blue Cross and Blue Shield Plans

Blue Cross and Blue Shield Plans in each locality have a definite snbseription
rate. There are no factors that affect the cost to a partieular group. The same
is true of other loeal plans underwritten by medical groups or associations other
than insurance companies. The service benefits provided by these plans are based
upon current charges. If those charges are inereased or decreased, the beneflts
change, and the subseription rates fluctuate with the changes. The following
clanse is included in a booklet deseribing a union-negotiated plan to the
employees :

“The benefits provided in this part 2 are hased upon current Blue Cross hospital
charges. If those charges shall be increased for periods after January 51, 195-,
it may be necessary for you to pay directly to the hospital some portion of the
hospital's charge for daily bed and board in semiprivate accommodations or it
may be necessary to change the benefits or your contributions under this part 2."

Several factors affect the cost of an insurance company's plan to a particular
group. The benefits offered by the plan have a greater bearing on the cost than
any other single factor. Obviously, the premium for a hospitalization plan that
provides a daily benefit of $10 is considerably higher than the premium for a $5
daily benefit. Any special provision affects the cost proportionately. For ex-
ample, if the age limit of a dependent is 21, Instead of 18, the premium is higher,

The employer's special circumstances also affect the premium rate. In con-
tracts other than Blue Cross and Blue Shield, a high percentage of femala
employees, or of non-Caueasian employees, may increase the premium. Usually
the additional cost is borne by the employer, each employee contributing the
same amount toward the premium. The average age of the employees also affects
the premiums but not to the extent that it affects group disability or life in-
surance. Premiums are usually lower to employers that require physieal
exqminations at the time or'emplo:,rment. In hospitalization and medical care
plans that exclude occupational injuries and diseases, premiums for workers
in hazardous jobs are not usually loaded. Although the premium rate rarely
changes when hospitalization and medical charges decrease or increase, the
cash indemnity constitutes a larger or smaller proportion of the total bill,

Each group covered by an insurance company is considered individually, If
the claim experience in that group is favorable, the carrier returns part of the
premium to the employer in the formr of a dividend, or reduces the rate. Ocea-
sionally in plans negotiated by a union, the employer passes part of the dividend
to the employee. Insurance company premiums rarely increase from year to
year, even il the claim experience in a particular group is unfavorable, . . .

Sonurce ; Hditorial staff of Prentice Hall, Inc. : Successful Employee Benefit Plans, New
York, Prentice Hall, Inec., 1952, pp. 40—47.
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Appendix 31.—General principles and standards for approval of Blue Cross
Plans, Blue Cross Commission of the American Hospital Association

General principles

1. Approval as a Blue Cross Plan and use of the Blue Cross symbol and the
words “Blue Cross” will be determined by a hospital service plan’s adherence
to the “Standards” set forth (under section III) of this program.

2. The interest and responsibility of contracting hospitals ' make it desirable
that in addition to representatives of the general public a substantial number of
the plan's governing board be representatives of such hospitals. It is also deslir-
able that the medical profession be represented on the plan’s board.

3. All hospitals in each enrollment area that are qualified and equipped to
provide the services in the plan’s subscriber certificate should have an oppor-
tunity to contract to provide these benefits. At least a majority of these hospitals
shonld so contract. Bqguitable arrangements should be made for provision of
benefits in noncontracting hospitals,

4. No plan should be given original approval whose territory does not comprise
gnflicient area and population to provide adequate spread of risk and efficient
and economical management, with an adequate number of hospitals to assure
gervice to subscribers.

5. Plans should arrange for service benefits to members, rather than provide
cash allowanees for the purchase of hospital care.

Standards

1. Composition of the governing board: At least one-third of the members of
a plan's governing board shall be representatives of the contracting hospital,
and at least one-third shall be representatives of the general publie,

2. Nonprofit sponsorship and control: Trustees or board members of a plan
ghall receive no remuneration for such service, nor shall any part of the net
earnings of a plan inure to the benefit of any individual,

No plan shall accept working capital advanced on a basis which will place
the contributors in a position to influence or direct its management because of
the financial support. Working capital advanced shall be repayable out of
earned income only, over and above operating expenses, payments to contract-
Ing hospitals, and legal reserves,

3. Extent of benefits: A plan shall cover on behalf of all subscriber patients
who are enrolled under its most widely held certificate an average of not less
than 75 percent of the total amount billed for usual and customary hospital
gerviees in the accomodations specified in the subseriber certificate for inpatients
during the full coverage period. Total room and board charges to subscribers
under certificates specifying only indemnity amounts for room and board shall
be inclnded in computing this average. What constitutes unsual and customary
hospital services shall be determined in accordance with local usage and custom
in the area in which the plan operates and, in general, shall include all items
on the hospital bill excepting fees of attending physicians, charges for private
duty nurses, and charges for convenience items not directly related to patient
care.

4. Financial responsibility: A plan shall maintain reserves adeguate to pro-
tect hospital and subseribers’ interests.

Adequate liability for (e) admissions reported but not yet paild, and (b)
unreported admissions, shall be provided for and shall be shown in a plan’a
operating statement,

1 Beo footnote, p. 252,



A plan shall maintain an adequate reserve for contingencies over and above all
liabilities. A plan’s reserves, exclusive of liability items including (a) and (b)
ahove, shall be sufficient at least to meet hospital and operating expenses for a
period of 3 months.

A plan which does not meet this requirement, or which has not added at
least 5 percent gross income to its contingeney reserves during the preceding
12-month period, exclusive of liability items including (e¢) and (D) above,
shall produce evidence satisfactory to the Blue Cross Commission and the board
of trustees of the American Hospital Association that its finaneial policies are
sound.

5. Responsibility for benefits to subscribers: A plan shall maintain written
contractunal agreements with a majority of the hospitals gqualified and equipped
to provide the services in the plan's subscribed certificate containinz a ma-
jority of the bed capacity in its enrollment area, obligating the hospitals to fur-
nish benefits to all subseribers enrolled at any given time, Such agreement shall
provide for termination on not less than 90 days’ notice.

Plan hospital contracts shall provide for payment by the plan for hospital
care rendered its subseribers by such contracting hospital* in accordance with
the contract, with no liability on the patient for benefits covered by his certificate.

6. Accounting and statistical records: A plan shall maintain such accounting
and statistical records as may be reasonably regquirved by the Blue Cross Com-
mission, and shall submit such reports on the form and in the manner so pre-
gseribed.

7. Promotlion and administration: No employee of a plan shall be paid prin-
cipally by commission or on a production fee basis. An independent sales agency
ghall not he given responsibility for promotion or administration.

8. Interplan coordination: A plan shall participate in all national programs
in which at least three-fourths of the plans representing also at least three-
fourths of the weighted vote of all plans, as provided for in the administrative
regulations, are participating, such as thoge relating to the transfer of members,
the hospitalization of members in areas served by another plan, and uniform
enrollment and billing procedures for employees of national firms. A plan which
does not meet this requirement shall provide evidence satisfactory to the Blue
Cross Commission and the board of trustees of the American Hospital Associa-
tion that its participation in such national program would materially and in-
equitably affect its operation. Degree of participation in the application of this
standard shall be determined separately for plans in Canada and in the United
States.

9. It is expressly understood that, if any plan shall be unable to conform to
any of the forepoing standards becanse of conflict with any law or governmental
regulation binding on such plan, such standard shall not apply to such plan
to the extent that such law or regulation shall prevent compliance therewith.

10. Failure to meet approval standards : If a plan fails to meet the provisions
of one or more of the standards set forth under paragraphs 1 to 8, the BElue
Cross Commission may recommend to the board of trustees of the American
Hospital Association that such plan’s right to employ the Blue Cross symbol
and to use the words “Blue Cross" in identifying itself be withdrawn.

Souree : Blue Cross Commission, American Hospital Association : Blue Cross Approval
Program of the American Hospital Association, Chicago, The Association, 1952, pp. 8-12.

! Wherever the words “contracting hospital” are used, it i8 the understanding of the
board of trustecs that a hospital guaranteeing service 18 meant,
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Appendix 32.—Standards of acceptance for medical care plans, couneil on
medical service, American Medical Association

The acceptance of a plan and the seal of the council are intended to signify
that the plan conforms with or meets the following standards or requirements:

1. Local approval: The prepayment plan must have the approval of the state
medical association or, if local, of the county medical society in whose area
it operates. The State association or county society that sponsors the plan
must retain the right to withdraw its approval and require discontinuance of
the use of the seal of acceptance on reasonable notice to the publie and to the
underwriters.

2. Professional responsibility : The medical profession shonld assume regpon-
gibility for the medical services included in the benfits; the medieal profession
is qualified legally and by education to accept responsibility for the character
of the medical services rendered.

(@) The plan should provide for the appointment of a eommittee by the
medieal profession in the area served by the plan. One of the duties of
this committee shall be the determination of relative values of medleal
services and procedures as set forth in the plan's published sechedule of
benefits. The committee may also be authorized to consider diffienlties and
complaints and make recommendations.

(0) The published schedule of benefits of the plan shall Include those
services and procedures listed as essential by the council on medical service
consistent with the scope of the plan.

3. Free choice of physician: There should be no regulation which restricts
free choice of a gualified doctor of medicine in the loeality covered by the plan
who is willing to give service under the conditions established.

4, Patient-physician relationship: The method of giving the service must
retain the personal, eonfidential relationship between the patient and physician.

5. Publie policy ;: The plan should be organized and operated to provide the
greatest possible benefits in medical care to the subscriber. Honesty of purpose
and sincere consideration of mutual interests on the part of the subscribers, the
physicians, and the plans are presupposed as necessary considerations for
suceessful operation.

g. Tvpe of benefits: Those benefits may be in terms of eash Indemnity or
medieal serviee, Where benefits are pald in cash to the subseriber it must be
clearly stated that those benefits are for the purpose of assisting in paying the
charges incurred for medical service and do not necessarily cover the entire
cost of medical serviee, except under specified conditions.

7. Clarity of benefits: Subscribers’ contracts must state clearly the benefits
and conditions under which benefits will be provided. All exclusions, waiting
periods, and deductible provisions must be clearly indicated in the promotional
literature and in the contracts,

8. Promotion: Promotional activities must be reasonable without extravazant
or misleading statements concerning the beneflts to the subscribers. In ap-
proving promotional material the couneil will endeavor to indicate the type
of statements which are acceptable and the nature of those considered objec-
tionable. It is not the funection of the conneil fto edit all copy word for word
and sentence for sentence, but rather to indicate the general type of revision
required in any given piece of literature, It expects the spirit and intent of
such objections to be ohserved in the remainder of the copy not specifically
ceriticized. Promotional activities will inelude any devices for informing the
publie or the profession.
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9. Reports: Each accepted plan must agree to submit reports of financial
and enrollment experience in the manner preseribed by the counecil,

10. Safeguards for the subscriber: The council will utilize the experience of
thoge plans that are and have been operating successfully as a criterion for
Judging new plans, but will not discourage experiments in other types of coverage
provided such experiments are limited in scope and capable of scientific evalu-
ations. The following principles, however, are laid down as fundamental :

(@) The dues from subscribers through premium rates should be adequate
to provide for the benefits offered and cover the risks involved.

() Enrollment practices shall be based on sound actuarial principles such
a8 will not expose the plan to adverse selection. Group enrollment is recom-
mended until experience warrants the acceptance of individuals.

(e) It is understood that the plan of organization will conform with State
gtatutes and that the plan will operate on an insurance accounting basis with
due consideration for earned and unearned premiums, administrative costs
and reserves for contingencies, claims ineurred but not pald, and unantie-
ipated losses. Each plan must submit reports of financial experience in the
manner prescribed by the council. Supervision should be under the appro-
priate State authority.

{(d) Provision should be made for a medieal director acceptable to the
county or State medical soclety. The medical director may be pald on a per
diem basis for the time Involved in handling such matters.

(e) All insurance companies participating in the underwriting of a medi-
cal society prepayment plan must be licensed to do business in the State in
which the plan is located. Inasmuch as the State insurance authorities
supervise the finances and underwriting practices of such compmnies, the
council will duplicate this funetion only to the extent it deems necessary.

11. Duration of acceptance: Acceptance of plans by the council will be for a
period of 2 years (provided they comply with the standards during this period)
or until revoked. At the end of this period all contracts and financial state-
ments shall be reexamined. A shorter period of approval may be granted at the
discretion of the council. Any changes in contracts or literature during the
period of acceptance must be submitted to the couneil,

SHouree : Councll on Medical Service, American Medical Asscelation, Voluntary Prepay-
ment Medical Care Plans, Chicago, 1952, pp. 145147,

Appendix 33.—T'ypes of eollective bargaining

Industrywide hargaining: In its true sense, this term applies only to industry-
wide, countrywide bargaining. Four years, perhaps, the only group to which
this term could be applied was the bituminous and the anthracite coal indus-
try. . . . When loosely used, the term may cover the next type of bargaining,

Industrywide bargaining on an area basis: This term covers those cases in
which bargaining is limited to all employers of an industry within a geographical
area and to local unions within the industry in the same area. An outstanding
example of this type of bargaining is the Pacific coast pulp and paper industry.

Areawide bargaining: This exists where all the employers within an area,
irrespective of their industry, collectively bargain with all the unions within that
game area. An example of this type of bargaining is the San Francisco Em-
ployers Council which bargaing for its memberg with all unions within the city of
San Francisco.

Association bargaining: This is the type of bargaining done by an employer
association for its members, which are generally in a particular industry or eraft
within a city's limits. 8Such bargaining may cover tens of thousands of em-
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ployees, as occurs when a city building employers’ association bargains with an
AFL building and construction trades council. Or it may cover a unit as small
as a few hundred, such as when an embroidery employer association bargains
with a local of the International Ladies’ Garment Workers' Union, AFL.
(Strictly speaking, association bargaining also covers almost all of the previous
types of bargaining, as in most eases such bargaining does take place through an
association; in practice, however, it is generally limited to bargaining for an
industry or craft within a city's limits.)

Companywide bargaining: This applies to a multiplant company that bargains
at one time with all the various local unions of a national union that bhas union-
ized its plants. Such bargaining may come about as a result of company choice
or through union pressure, The CI0O Rubber Workers have secured company-
wide bargaining with some of the larger rubber companies, The C10 Ofl Workers
and Steelworkers are seeking this bargaining relationship in many firms which
now deal with their local unions on a plant-by-plant basis.

Pattern bargaining: In this type, while one or more of the leading producers
in an industry bargain with the union, the rest of the industry sits back and
watches. The agreement reached by the leaders then becomes the basic outline
for all contracts negotiated in the industry. Nominally there are many bargain-
ing sessions at different times and places. But the union will rarely aceept less
than they receive from the leader, and the companies will rarely grant more,
Segments of the textile Industry, the robber industry, and the glass manufae-
turers are engaged in this type of bargaining.

Local bargaining: This term covers bargaining between a single unit com-
pany and the local union representing its employees. More significantly, how-
ever, It covers bargaining between one unit of a multinnit company and the
loeal union officials, and is therefore the antithesis to multiunit bargaining. In
gpite of the increasing trend toward larger bargaining units, local contracts are
still most prevalent.

Source : Multiunit Bargaining—Introduction. Management Record, 14: 449400 (De
cember) 1952,
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Appendix 35.—Extent of multiemployer bargaining, 1947

Produetion workers under
union agreements, 1946 3
Number of
Industry production Pereont
workers—147 ¢ coverad
Fercent by multi-
ernployer
agrectments 3
Grand total: Number of amployecs 18,282,00 | oot~ | 4208 000
! Number of employecs. - o oo o cccccicmcnana il
12, THis, 400 8, 550, 000
T ]
INDUSTRYWIDE BARGAINING
Fange Range
Eobtotal: Number of employees. . ooooooeiiianes 2, 085, B 1, 503, 900- 1, 240, 500=
2011, 100 1, 054, SO0
Coal mining:
T 1. T FIeP Pt o Pty S 365, 000 E0-100 RO-100
R e T e 76, 500 E0-100 E0-100
Elevator In.im]:latinn T BTy e S e e S R e 410, 200 1 B0-100 & E0-100
1Tl Ty o e o S i et Fi 1:20, (M) RO=100 =70
Ihmllatlm]ﬂ{autnmaﬂ.e o LT T e e e e s i 118, 0 1 B0-100 # &-100
Puttcrp Einﬂudlnz e e 56, 100 4059 fil-70
T e W e e i e e et e b b e e 1, 352, 000 B0-100 4 E0-100
T e e T e e e e e Hi, TiM) 230 1 -39
L T e e B B e S e RO 4 6, o0 4 B0-100 80100
REGIONWIDE BARGAINING
Fange Fange
Bubtotal: Number of employess. .. ocoveeminocannns 3, 485, 300 256, 600- 1, (i, (M-
937, 500 1, 955, 300
Cannin nm‘] T 1] T e ot el S S e 109, 500 G-79 6079
Dghlﬂﬁ and finishing textiles ¢ 84, S 60-70 6B-79
,,,,,,,, 4 135, (00 230 1 40-50
H(.'g%y_._--_____ 132, 800 4054 20-39
In Ly truck 4 145, Bik) B=-100 1 80-100
Leather tanning &, . 46, 200 Bi-100 0-1%
I-on%zruﬁns A = - 4 B, (00 E0-100 BO-100
Laym L) o G50, 000 40=50 20-39
T e SR e L T T P R R 15, 000 BO-100 BO-100
PR R LT | e s Rl ) s o R e e SR 77, 500 BO-100 0-19
Nonferrous metals and prodoets (exeloding jowelry and
ad-lvurwa.ra] AT SO RS T v T L g, YT S A & 357, 500 Bi0-100 0-19
Per S B e Pe P o el il S R R 1\95 100 &0-Th 0-19
Bhlphidldng o o e e s lii,ﬁm Bi=10) BO-100
ma. boots, cot stock and findings®. . _______ 19, 400 40=50 W=389
Woolen and worsted taxtlles. . ..o inecm e s s e 170, 300 60-70 0-19

See footnotes at end of table, p. 255,
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Appendix 35.—Extent of multiemployer bargaining, 1947—Continued
CITY OR LOCAL AREA BARGAINING

Production workers under
union agregments, 194463
Industry mmi = Percent
JE] LAl [i1a] - ance
wolkers—158471 eovered
Percent by multl-
employer
agreemoents ¥
Pange Range
Bubtotal: Number of employees_ . occccccccccacaaaao.| 13, 662 000 5, 3, 200- 2, 375, 500=
T, 816, B0 4, 677,800
Paklng. - ioco oo __ e 2 296, 000 40-50 60-70
Beverages, nonaleohaolic.. a2, 500 20-30 20-30
Book and job printing and publishing. .. 177, 000 BGO=T0 GO=T9
Breweries (malt liguors) aiis = G0, 00 B0=100 4 B0-100
Building service and maintenanee. .. - oo veooe oo eceens 1 210, 000 20-39 40-59
Craring and Ayt e e e 1, 600 B0-30 1 B0-100
Clothing, Men's . .. .eereccccnnieeecsnnns snannsmnan e naan s A0, (00 BO-10d) BO-100
BT T T 0 0T 1 P e g S e P 5w S 448, 500 B0-100 BO-100
Confleetionery Prodiols. ccceceimccicncmmme s me ae e smesen i, T00 20-30 0-19
A R L A e e e 1, 821, 000 B0-100 G0-70
T e T Rt S R s O I E gt iy A 524, 300 20-39 0-18
T e I L e e B, i ‘20-39 =18
Wir sandl DT ERNRMAT. - - e L e e g 425, 000 S0-100 4 B0=100
o e e AR e 243, 100 Ai1=54 0-19
Hotels and restaliFAIS .. oo oooos oo oooe e mece o s e o 4 18, (00 2059 20-39
O T A R A o e e e e e 51, 500 40-50 2039
Knit smds R iR D T o e e R S e Bfi, SIH) 40-50 10-18
.................................................... 243, (00 =14 S0-10)
Lmther lorgage, adbags, abe. - oo o il 1 41, 600 40-50 1 40-50
T i R S R G L L S B F ST LR T 151, 500 H0-100 =19
Hll]imr;ran e e e e Jh, 400 070 1 40-50
Newsmper printing and puh'llshillg ........................... 141, 600 B0-100 4050
r products {exeluding wallpaper) . e 188, B0 4059 -19
BI and rayonctextiles. .- o oo ... _C._ S e 104, 700 -39 019
Btecl products {excloding stoves) .o oo e aaes T42, 800 60-74 0-19
Tobacco products. ....cccecee- B . S, 000 6070 =19
y iy - R R e e e T o e cemwa| 18, 554,000 =19 2030
Trucking {loe.ni} and warchousing ¥ ___ .. 4 1, 700, 000 20-100 1 40-50

17, 8. Dﬁg:.rtmmt of Labor, Burean of Tabor Statistics: Employmend and Payrolls, Detailed Report,
(February) 1948 (souree unless where estimated).

117, 8. Department of Labor, Burcan of Labor Statisties: Extent of Colleotive Dargaining and Tnion

ition, 1946, AMonthly Labor Periew, 44:766, (May) 1947 (source unless whore estimated),
Collective Bargaining with Associations md’. Oroups of Emplovers, 44: 390 (March) 1947 {source

un}usa whum estimated).

! Eatimated.
m;]l!ahr ﬁ"“ are negotiated on an industrywide basis, but agreements continue to be signed by each

road system
* There Is also some bargalning on & clty, county, andfor metropolitan basis,
1 Thers is also some bargaining on a regional and/or industrywide basis.

Bm Davey, Harold W.: Contemporary Collective Eu:rﬂ!ﬂfﬂp New York, Prentige-Hall, Ine, 1051,
P



Appendix 36.—Prevalence of insurance
1949

visions in 503 union agreements,

Unions

Total
number

of
contracts

Text of
plan in-

in eon-

Com-
pany

BETEES
to sdopt
ETOup i~
Slrance

plan

lancons
insr-
Vi L]
clanses

No in-
SOrAnee
claiises

Pomlmmlena.. ]

LR e e e e e o e s i

CIO Uxioxs

Auto workers. ..... e -
Erowery, flour, cereal workers. .. ..o ococoneaan

Electrical workers 1 ________.___ ST A
Food, tobacco, sgricultural workerg ). ..o oeee.
(Gas, coke and chemical workers. .. .cveeecene-.
Marine and shipbullding workers. . ..cceececeua-
Mine, mill nmi smelter workers 2. oo aoaaaao.
eapper gl
Ciflige and nmﬁudnnal Wl .
Lo 1 e P o T e D
Fackinghonse Workers. e ccccemccnean
;faﬂ{hfﬂrkﬂﬂ e S o
s, elry, novelly workers...........
u.g rwar{im_.______-___-___"_-.,-_-...--.,

Bteclworkers g BRI £
Al 3T 3Ty e e e R
T e R A i
LTI T o . o R o R S SO S e S
LU 5B R Fr 3

57
11.3

11
6.2

Trmmm

2 e e |

1
2

EEE T

Red =

---------

e 0

snsnsssssslanssss s

Al

B 00 S e B e

=

Tatal CI10 unions e
2 T e e e e e T S e

AFL Uxioxs
Sl T e e e
Automoblle workers. ...ccceccncninsncacnnsasnss
Bakery and confectionery workers. ..cveeeeeeea-
Cement, lime, gypsom workers . oo oveeceeme-
Chem ml 'karn e e
Ehckrlcal workers. - ..
E International Union of Qperating....
Foderal lnhbor unions. e vericacios e caema
Birenven B0 ollars. v e crnicnsssssnssssnnmen
LT TN oo ]y P e P B O
Meat cutters and butcher workmen. ... ceceeena.
Molders and foundry workers. ... . ........
ey T T T e A R B SRS S

P -

P O pressen. el
P“E] Bulphtta amnd paper mill workers
Btreet elmtdu raflway, and motor eIm-

A b o e i
Ly [ e e e e T S A A
8= | P T Ty e e R e cl e e
TGl T (T T ) e e O

21
B3

---------

B L] B

1

- -
-

_________

= S

......... i
..................
e
2
..................
..................
- e e LA L L LTl
.........
..................
srammsren|seasannna

.........

5

!

B s

e e e sl e B3 DD B e B 8

=

Total AFL 00008 .. e

(=1 -1 | R S ——

INDEFENDENT UxioNs

Machinists, Internationa]l Associationof .______.
Mins Workers, United . ..o ccccaccecaaccacaaaac
Other independent 0nlons. . o eccccemcaaccaas

§|—|
e ﬁ R e i e e o i e B

41

=

Ly

uEs

101

Total independent unions. ..ccocecccacacas
Percent.

100. 0

=y | = oded

L

3
3.0

2
2.0

1
15

L=F-"N =L

73
T2

1 Mot certain whether local union involved is now afliated with CIO through International Union of

Electrical Workers or is now independent.
i huw i.nde.pmdan

uree: Brower, F. Beatrico: ¥ Group Insurance Plans (Studies in Personnel Policy, No, 11£),
New York, National Industrial 'Don na Board, 1851, p. 48,



Appendix 37.—Group insurance provisions in 178 union agreements with
insurance clauses, 1949-50

Independent
Total CI0 unions AFL unicns i
Mom- | Per- | Num- | Per- | Num- | Per- | Num- | Par-
ber of | cent of | ber of | cent of | ber of | cont of | ber of | eent of
com- | ¢om- | com- | com- | ¢0M- | GOM- | COM- | GOM-
panies | panies | panics | panies | panies | panies | panies | panies
R e e i bt e e 178 | 100.0 113 | 100.0 37 | 100.0 -] 100,10
Text of plan in contract.............. &7 320 43 38,0 ) 18.9 7 25. 0
Present plan to be liberalized. . ___ a0 16 % 21 18.6 fi 16.2 3 10.7
Company agrees to formulate plan. 3l 17.4 1 156 §| =218 2 7.1
FPresent plan to ke continued. .. ... 3 18.56 18 15.9 6 16. 2 9 321
Present plan to be made part of con-
o | R Sl e B s 3 1.7 3 i RSl e MR e (S
Union members may partieipate in
axblnr plan. e o sl 7 3.8 2 1.8 4 10.8 1 a6
Flan prerogative ofmanagcmmt-_" 5 L Rt [l | SO S 5 17.9
Company agrees to stud n¥ plan___.__ 1 | R ] [ e 1 e Bri] BERERE S RS T
P‘rm {nn Eur yment of premiums
...................... 2 1.1 1 ) 1 T [ e
'Pmri'ciun l‘ur military serviee. ....... 2 L | 2 el |
Company to pay part of cost____.__. 2 1.7 1 i 1 a7 L
Life insurance for retired employvees_ . 1 .B 1 ey L L TR e UL T R o
Company has group insnrance plan .. 2 1.1 2 TR Fee e e
Company to give notice of discon-
o T S AR gl ey S 1 = | B R e 1 BT e e i

Bource: Brower, F. Heatrice: L'om}'m-nr Group Insurance Plane (Studies in Personnel Poliey, No. 118).

New York, I\al.l-mn] Industrial C

ence Board, 1951, p. 50.

Appendix 3B.—Negotiated insurance programs: types of benefits included in
I09 contracts with insurance elauses, 1949-50

Total contracts
Types of benefits CID AFL ant
Number | Percent

Contracts with Insuranes clanses . - oo cooeocceaoas 100 100, 0 75 b+ 12
Benefits include:

1| SRy 0 1 ¢ e e R e S e i ot 103 4.5 T2 bi:] 12

Accidental death nnd dismemberment benefits__ 44 4. 4 .30 ] 5

Dilpabillky benalita. ... . ...ceccccnpcccmmammnsancaanan a3 B85, 3 67 16 10

Hospital benefits, employees. - - ceeccmmamenena- FLl] 4.2 50 12 8

Hospital benefits, dependents_ . ... a1 28, 4 23 [ 3

Burgical benefits, employees. .. o oiccaeao oo a3 48, 6 30 8 8

Burglcal benefits, dependelits. cccnee e mmmsnmmacnennns 25 00 15 5 2

M ioal emay vz st Inia o Lo e L Rt S 19 17. 4 16 2 1

L R e e e 24 23.0 14 7 3

11T )1 e e S, S e Tl T A 5 1.6 ] 2 1

onprolt medioal. oo i it i s s s e 2 1.8 1 | B (SEERe R

Source: Brower, F. Bealrice: Company Croup Insurance Plans (Studies in Personnel Policy, No. 118,

New York, National Industrial Conference Board,

1851, p. 52
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