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PREFACE

The circumstances in which the Governing Body decided to
convene the Twenty-sixth Session of the International Labour
Conference and the character of the questions placed on its Agenda
are unprecedented in the history of the Organisation. The Govern-
ing Bédy considered that the stage had now been reached at which
it was imperative that international consideration should be given
to the social problems which will arise during the last period of the
war and after the close of hostilities, and that it was of the greatest
importance that the International Labour Conferenee should be
able to discuss these problems and to take deéisions concérning
them at the earliest possible moment. It was for this reason that
it decided to convene the Conference at the earliest date permissible
under the Constitution, namely 20 April 1944, and authorised the
Office to submit to the Conference proposals which it might take as
the basis of its discussions.

In arriving at these decisions, the Governing Body was of course:
fully aware that within-the time available the usual procedure
for the preparation of the Conference could not be followed. This
procedure is set forth in paragraplis 5-7 of Article 6 of the Standing
Orders of the Conference. These paragraphs are of a special cha-
racter in so far as they do not regulate the proceedings at the Con-
ference itself but provide for the successive steps to be taken by the
Office before the Conference meets, Wihere"4 single discussion by
the Conference is envisaged, they provide for the circulation to
Governments by the Office of a law and practice report and a ques-
tionnaire; the preparation of drafts for Conventions or Recom-
mendations by the Office on the basis of the replies of Governments
to the questionnaire; and the communication of these reports by
the Office to Governments so as to reach them four months before
the opening of the Conference.

The principle underlying these provisions was to provide for the
communication to Governments of a survey of the law and practice
and for the transmission to the Conference of draft proposals based
on their replies to a questionnaire before the Conference decided
on the adoption of a Convention which, after receiving the approval
of the competent authorites, would constitute a binding interna-
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tional commitment. Though the principle of such a survey of fact
and opinion is desirable whenever possible, it has less practical
importance when it is not anticipated that the action of the Con-
ference on a question on its Agenda will take the form of the adop-
tion of a Convention. If the Conference formulates its decision in
the form of one or more Recommendations, Members, even if they
approve them, are not rigidly bound to apply each and all of their
provisions under the system of mutual supervision provided in
Article 22 of the Constitution. Moreover, while procedure by
means of the adoption of Recommendations leaves this flexibility
of application to Members, it also protects the Organisation itself
from the danger that in the absence of an adequate survey of prac-
tice and opinion Conventions might be adopted on the basis of
insufficient information and subsequently fail to secure ratifica-
tion. ‘

If these points are borne in mind, it will be seen that the departure
from the normal procedure which the Governing Body proposes
in order to meet the needs of unprecedented circumstances has been
carefully designed so as to enable the Conference to exercise its
powers in the most effective way possible, while at the same time
leaving the Members the necessary latitude in the application of the
decisions at which the Conference may arrive.

It is, of course, for the Conference to decide whether it is prepared
to follow the suggested procedure. It appears reasonable, however,
to assume that the Conference will share the view of the Governing
Body that the International Labour Organisation would be failing
in its duty if it did not, at the present juncture in the world's affairs,
deal by an expedited procedure with the #mportant and urgent
questions placed upon its Agenda. : .

The Office has accordingly prepared the attached Report contain-
ing proposals for Recommendations, which the Conference may
#ake as a basis for its discussion, sending them for consideration

sand report to a Committee of the Conference or dealing with them

“in plenary. sitting as it may desire. In so doing the Conference

"would recognise that the application of paragraphs 5-7 of Article 6
+of its Standing Orders had not been possible in the present abnormal
wcircumstances which clearly were never contemplated when the
Standing Orders were adopted. -

If -more time had been available for preliminary consultation,
it might perhaps have been desirable to propose the adoption of

onventions on certain questions at the present Session of the
Conference. The subjects dealt with are, however, so broad in
scope and developments in regard to them are taking place so

rapidly, that it would not seem advisable at this stage for the Con-

PREFACE . iii

ference to adopt Conventions concerning them by an expedited
procedure. It may, however, well be desirable that the Conference
should at some later date adopt Conventions on some of the ques-
tions which are now before it. The knowledge then available con-
cerning the application of any Recommendation which it may
adopt on the present occasion will enable it to embody progressively
in Conventions those of its provisions in the case of which such
action appears appropriate in the light of the experience gained. '
In order to facilitate such action, if and when desirable, provision
has been made in the proposals submitted for reports to be made
to the International Labour Office as requested by the Governing
Body off the steps taken to give effect to the various Recom.
mendations. \' : -

If the Conference approves the suggestions in regard to procedure
outlined in the preceding paragraphs, it would be appropriate that
it should, when appointing a Committee to consider the present
Report, direct the Committee to take the proposals submitted by
the Office therein as the basis of its discussion with a view to the
adoption by the Conference in the course of the present Session
of Recommendations on the question of income security and medical
care.

The question of social security principles, and problems arising
out of the war, was placed by the Governing Body on the Agenda
of the Twenty-sixth Session of the Conference in view of the pro-
minence given to social security as a post-war objective in the
Atlantic Charter and by an increasing number of Members individu-
ally. The Report on this question, which constitutes the fourth
Item on the Agenda, is divided into two parts, of which the first
deals with principles and the second with problems arising out of
the war.

The present volume is the first part of the Report and consists
of two sections, concerning income security and medical care ser-
vices respectively, followed by proposed Recommendations.

The proposals on income security proceed from the foundation
of the series of Conventions and Recommendations adopted by the
Conference, especially between 1925 and 1934, on workmen's com-
pensation, sickness insurance, provision for maternity, invalidity,
old-age and survivors’ insurance, and provision for unemployment.
Taking account of the tendency, now manifest in social security
planning, to bring together in a single scheme all provisions for
assuring maintenance in case of inability to work or to obtain work,
and to extend these provisions to all workers, whether employed
or self-employed, and whether urban or rural, a comprehensive
text has been prepared which embodies the essential principles
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already established in international regulations, but amplifies and
co-ordinates them.

The proposals on medical care services are of a more original
.character. The Conventions, and especially the Recommendation,
-on sickness insurance had, it is true, laid down the principle that
medical care should be made available for all employed persons and
their families. The Conference, however, had never considered in
detail the principles for the organisation of medical care under
insurance schemes, while during the war the planning of medical
<care services on comprehensive lines has been going forward in a
number of countries. Thus, so far as the organisation of medical
«are is concerned, and the standards to be applied in th “service,
the present proposals had to be based largely on the main trends of
-opinion as illustrated in the various national plans.
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SECTION I

INCOME SECURITY

H INTRODUCTION

Income security schemes are intended to afford a secure income in
case of inability to work or to obtain work.They are the statutory sys-
tems or programmes whereby cash payments are made in these two
main classes of contingencies in which a person is deprived of his live-
lihood. These schemes may have the character either of social insur-
ance or of social assistance: in other words, they may be either cor-
tributory or non-contributory from the standpoint of the beneficiary.

During the half century 1880-1930, social insurance was deve-
loped as the principal method of affording income security. It took
over from poor relief the responsibility for maintaining income,
up to a certain level, in'a series of well-defined contingencies in-
volving loss of earnings. However, apart from social insurance, and
parallel with it in its early development, there grew up a secondary
movement to rationalise and improve poor relief for certain catego-
ries of needy persons, notably the aged, widowed mothers and the
unemployed. These special forms of relief constitute social assist-
ance. Social insurance in its later development has tended to absorb
social assistance.! S

Nevertheless there are important fields in which the absorption
of social assistance by social insurance has not been completed:
on the contrary there is even a tendency to reverse the process.
One of these fields, it may be mentioned in passing, is that of me-
dical care, and the other is that of assistance to mothers and child-
ren. In both these fields social assistance loses contact with poor
relief and in the second field it becomes an instrument of broad
national policy destined to promote healthy childhood and encour-
age parenthood.

Two countries, New Zealand and Australia, have created or are
creating income security schemes which diverge, by their greater

1 INTERNATIONAL LABOUR OFFICE: 4 pproaches to Soci 1 i
Reports, Series M, No. 18 (Montreal, 19&%). 0 Social Security, Studies and
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emphasis on social assistance, from the common pattern followed

in Eurogg and in the Americas. In both these countries income
security Wlaemes have come into being through the extension of
social ance to ever wider categories of needy persons—to the

sick and Yhe unemployed, as well as to the aged, the invalid, widows
and children generally. It is true that in New Zealand every resi-
dent must contribute 5 per cent. of his income to the cost of the

scheme by a special income tax, and that failure to pay the tax .

may involve loss of cash benefit; but since the cash benefits are,
with a single exception, fixed at a subsistence level, and subject to
a means test (although a generous one), they have no direct relation
to the number or rate of the contributions paid. Consequently the
income security scheme of New Zealand forms a class by itself.
The income security scheme which Australia is developing is entirely
non-contributory and is financed mainly from the general income
tax; on the other hand, certain of the benefits, notably children’s
allowances and maternity benefits, are not subject to a means test.

The social insurance scheme of the U.S.S.R. applies to the entire
employed class, but not to the collective farmers, who have their
own mutual benefit societies. It contains several features of general
interest, such as the active participation of trade unions at all
levels of administration and great emphasis on the vocational
rehabilitation of the handicapped. Its financial provisions, however,
and the fact that the rates of benefits vary with the period of con-
tinuous service in a given undertaking are bound up with the special
economic structure of the Soviet Union.

The proposed Recommendation on income security relies on
social insurance as the principal means of providing cash benefits
in case of inability to work or to obtain work. It assigns to social
assistance the functions of supplementing social insurance benefits
in contingencies of a special or ill-defined character in which such
benefits are not provided, and of discharging the eminently national
responsibility for creating conditions favourable to the future
generation. It is intended to be applicable not only to industrial-
ised communities, but also to agricultural communities if they
operate under a money economy. It looks towards the extension,
by stages if necessary, of social insurance to the whole working
population and its dependants. = It envisages a social insurance
scheme affording the security of a modest basic income in all contin-
gencies involving inability to work or to obtain work. It does not
call for benefits higher than the lowest that peoples trusting in the
Atlantic Charter might expect. If it is anchored to the contribution-
benefit principle, that is because the view is taken that the economic

relation between society and the individual must consist in a fajr -
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reciprocityof‘rights and obligations, although one that should be
tempered by other practical and humane considerations.y

The adoption of a contributory basis for the princﬁform of
income security scheme implies no criticism of the of the
non-contributory schemes, such as those of New Zealand and
Australia, in which the limitation of a means test may be con-
sidered to be compensated for by the advantage of universal cover-
age and immediate effectiveness. But it is believed that there is
only a small minority of countries which would, at this stage at least,
be prepared to introduce non-contributory schemes on these lines.

The proposed Recommendation takes as its foundation the series
of Conventions and Recommendations on the various branches
of social insurance!, including unemployment insurance?, which
have been adopted by the International Labour Conference, .chiefly
during the decade 1925-1934. It introduces, however, a number
of novel features, drawn partly from legislation enacted since the
regulations in question were adopted and partly from bills or
reports of national commissions which carry considerable author-»
ity and have been widely discussed by the public. In particular,
the social security plans of Great Britain® and Canada* and the
Wagner-Murray-Dingell Bill introduced in the United States
Congress in June 1943% and the proposals of the National Resources
Planning Board of the United States®, have been drawn upon for
indications of what experts believe to be both feasible and desirable
set-ups for comprehensive income security services.

On the other hand, no account is taken of plans, however great their
intrinsic interest, which are sponsored by private persons or groups.”

1 Cf. International Labour Code, pp. 289-370.

:%pfﬁsiiam and Allied Services, Report by Sit William Bvesmos
(London, H.M. Stationery Office, and New York, The Macmillan Company,
1942). Summarised in International Labour Review, Vol. XLVII, No. 1, Jan.

. 7. .
19?3 1&%#42;5 Social Security for Camada, prepared by Dr. L. C. Marsh for the
Advisory Commitiee on Reconsiruction (Ottawa, ing's Printer, 1943). Summarised
in Internotional Labour Review, Vol. XLVII, No. 5, May 1943, pp. 591-612. - .
s 78th Congress, 1st Session: Congressional Record, 3 June 1943, pp. 5342-5346,
Summarised in Iniernational Labour Review, Vol. XLVIII, No. 3, Aug. 1943;
247-250. o . ey g s

¢ Na RESOURCES PLANNING BoARD: Security, Work and Relief Policies,
R.,,,‘,‘i*q}‘ e commitios on Long-Ronge Work and Relief Polictes to the Notional
Resources Planning Board (Washington, D.C., 1942); After the War—Toward
Security (Washington, D.C., Sept. 1942). Summarised in International Labour
Ropiew, Vol. XLVIL, No. 4, Apr. 1943, pp. 450465, o

¥ There is, for example, a proposal which is receiving some attention in Great
Britain whereby the whole apparatus of social insurance and social assistance
would be superseded by the payment of a subsistence allowance to every man,
woman and child in the country. See Lady Ruys WiLriams, D.B.E.: Somethin,
to Look Forward To: A Suggestion for a New Social Contract (London, Macdonald,
1943); A. T. Hayngs, ang R. J. KmyoN: Income Tax in Relation to Social
Smm!ty, Paper submitted to the Institute of Actuaries, London, on 14 May 1943;
and Economsst (London), 11 Sept. 1943.




4 SOCIAL SECURITY

The resulting text is offered as the outline of what appears to
be a desirable and practicable income security programme for
gainfully *eccupied persons in the light of present tendencies of
legislation and planning.

In order to keep the text as short as possible, a number of details
of relatively minor importance which have been mentioned in the
Conventions and Recommendations have here been passed over.
The whole subject of equality of treatment for national and foreign
workers and the maintenance of migrants’ pension rights has been
left for consideration on another occasion, should revision of the
existing permanent provisions on this subject become desirable.
Similarly all those provisions of the relevant Conventions and
Recommendations which concern medical care have been left to be
dealt with in the proposed companion Recommendation on medical
care services.

The proposed Recommendation, should it be adopted, could of
course not supersede the Social Insurance Conventions or the
Unemployment Provision Convention, which retain their legal
validity until replaced by other Conventions. But the Recom-
mendation should prepare the way for changes in legislative practice
sufficiently wide and uniform to supply the basis for revised Con-
ventions.

SOCIAL INSURANCE

A. ContINGENCIES COVERED

Range of Contingencies to Be Covered

The range of contingencies or risks which can and should be
covered by social insurance extends to all the principal occasions
in which a worker is deprived of the opportunity to earn by physical
disability or unemployment, and includes the death of a worker
who leaves a dependent family. Such is the thesis of the proposed
Recommendation.

These contingencies are everywhere classified under the heads
of sickness, maternity, invalidity, old age, death of breadwinner
and unemployment. Such is the classification which experience has
shown to be expedient in order to adapt benefits to real differences
among the needs resulting from the variety of the situations in
which a worker and his dependants are deprived of their livelihood.
Each of these various situations also has its peculiar implications
for the amount of benefit it may be prudent to provide and for the
contribution and behaviour conditions to which the grant of benefit
should be subject.

All the contingencies just enumerated involve loss of earnings,
but there are certain other contingencies which involve substantial
expenses beyond the ordinary—expenses which are likely to strain
the family budget but which fortunately are susceptible of being
covered by social insurance; they include, for example, burial
expenses and the cost of domestic help where the wife is incapable
of housework.

Sickness, invalidity and the death of the breadwinner if due to
an employment injury are, by legislative practice resting on a long
tradition, distinguished from the corresponding contingencies due

to other causes. They give rise to compensation for loss or reduction -

of wages at the sole expense of the employer. Workmen’s compensa-
tion for industrial accidents and occupational diseases, which we
here venture to call for short ‘“compensation for employment in-
juries’’, is an institution that was invented to supersede court
actions invoking the employer’s liability at common law for injury

i
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due to his negligence. Compensation, however, should not preclude
court action where the injury is due to failure of an employer to
comply with some legal regulation for the safety or health of work-
ers, or to any act or omission on his part which is an offence under

criminal law.

Sickness

Sickness as viewed by social insurance is characterised by the

. presumption that it involves total incapacity which is temporary

in duration. The patient must abstain from his work while under
medical care and, it may be, during convalescence. As a rule he
will be able to return to his former job: it is inappropriate therefore
to expect him to seek some physically easier job until it is clear he
will not be able to resume his previous work.

It is everywhere the rule to pay no benefit unless the sickness
lasts a few days at least. This rule is justified by the saving in
benefit and administrative expenses which results from the exclu-
sion of insignificant illnesses and which enables a higher benefit
or one of longer duration to be paid in cases that involve substantial

loss of earnings.

Sickness terminates with recovery, death or transition to in-.

validity. The majority of laws still set a limit of 26 weeks to the
duration of sickness benefit and provide that persons whose in-
capacity extends beyond that limit shall be deemed, provisionally
at least, to be invalids. However, the opinion is gaining currency
that the rational criterion for determining the transition from
sickness to invalidity should be 2 medical and not an arithmetic
one. No doubt the vast majority of illnesses terminate within 26
weeks. But there are serious illnesses, particularly tuberculosis,
which take much longer to cure. Consequently a growing minority
of countries no longer tolerate that a person suffering a lengthy
illness, but one for which there is a prospect of cure, should in the
midst of the treatment be placed on the lower scale of benefit which
is provided for invalids, and still less that treatment should be in-
terrupted on the expiry of an arbitrary time limit. Thus it is that
Brazil and Czechoslovakia have extended the maximum duration
of sickness benefit to 52 weeks, while Chile and Peru do so in selected
cases, and this is also the policy recommended in the Marsh Report
for Canada; Norway adopts the intermediate figure of 39 weeks,
and Poland does so in selected cases. In the U.S.S.R. and New
Zealand sickness benefit continues until the patient’s condition
is found to be chronic. Provided, however, that extension beyond
26 weeks can be granted, that contribution conditions for invalidity

INCOME SECURITY ) 7

benefit are not too rigorous, and of course that medical care does
not cease with sickness benefit, the retention of 26 weeks as the
normal maximum duration may be justified.

‘Maternity

Maternity benefit is an indemnity for the loss of wages incurred
by a woman who voluntarily before childbirth and compulsorily
thereafter abstains from work in the interest of the health of her
child and herself. The Childbirth Convention, 1919, has set the
normal duration of maternity leave at 12 weeks. It has been ratified
by ‘14 countries and its revision is not in question. Having regard
to the fact that this benefit is as much social as individual in its '
intent, it is reasonable to make the payment of it conditional not
only on abstention from work, but also on the utilisation of health
services provided for mothers and infants, and the proposed Re-
commendation includes a provision to this effect.

Invalidity

Invalidity is an incurable condition which prevents a person
from earning his living regularly in any occupation for which he
is or can be fitted. It is associated chiefly with diseases which affect
the efficiency of the whole organism. It is not the necessary result
of loss of sense organs or a limb: in these cases every effort is to be
made to restore a measure of earning capacity and to create oppor-
tunities for turning it to account for self-support. The proposed
Recommendation takes account of the more hopeful and construct-
ive attitudes towards invalidity which now prevail.

Permanently handicapped persons should not be allowed to
fall into a gap between invalidity benefit and unemployment
benefit: the only physical ground for refusing unemployment benefit
to a handicapped person should be that he is physically qualified
for invalidity benefit. This appears to be the practice in Great
Britain. , 4

Unless a special benefit is instituted for maintaining persons in
course of vocational rehabilitation, either invalidity benefit or un-
employment benefit should be available for this purpose. All
countries—the U.S.S.R. is the sole exception—have refrainied from
attempting to graduate invalidity. At the same time, following a
classic German formula, almost all countries have been ready to
regard invalidity as present if the claimant has lost as much as
two thirds of his earning capacity. This means that a person will
get benefit if he is only fit for odd jobs and not for regular employ-
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ment of a normal kind. The assumption is—and it is generally a
fair one—that a handicapped person will either obtain employment
at a living wage or not obtain it at all.

Old Age

Old age is from the social insurance standpoint a special case of
invalidity. It is the age at which unemployment, if it occurs, is
likely to be permanent, and invalidity becomes so prevalent that
to prove it in individual cases is superfluous. Mingled with this
attitude, however, is the humane consideration that aged persons
ought to be enabled to rest from their labour after a long product-
ive life.

Hence it is that the concept of a fixed minimum age for the
grant of old-age benefit is everywhere adopted. There is but one
country—Sweden—that fixes this age as high as 66. The common-
est figure for men is 65 and there is an increasing tendency to set
the minimum age at 60 for women (e.g., Australia, Belgium, Great
Britain, Beveridge Report, Marsh Report, and the Wagner-Murray-
Dingell Bill); these are the age limits indicated in the proposed
Recommendation. The minimum age for both sexes in France,
New Zealand and Peru, however, is only 60: while even lower ages
are found in some Latin Ameérican countries. In the U.S.S.R. a
man may claim old-age benefit at 60, after 25 years of work, and
a woman at 55 after 20 years.

There are several miners’ insurance schemes which provide for
old-age benefit at 55 or 50. Lower age limits for persons who have
had long service in arduous or unhealthy occupations are desirable,
but it has been considered that provision for earlier retirement for
such workers as miners and seamen should be made under special
statutory schemes, and not under a general scheme.

Under most general schemes of social insurance a person is not

excluded from insurance after reaching the minimum age for claim- -

ing old-age benefit, and his benefit increases the longer he con-
tributes. In this way a certain inducement is offered to aged persons
to remain at work as long as they can. A few countries, notably
Czechoslovakia and the United States, require that, when a person
is granted old-age benefit, his subsequent earnings in insurable
employment should not exceed a prescribed small amount. A
similar condition is proposed in the Wagner-Murray-Dingell Bill
and the Beveridge and Marsh Reports. A natural corollary of
such a condition is that the benefit, when it is paid, should be
sufficient for subsistence, and this reservation appears in the pro-
posed Recommendation.
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Death of Breadwinner

The contingency in which benefit is payable in case of death is
defined in terms of the kinship and situation of the survivors who
have a claim to support. Under all social insurance schemes, the
principal beneficiaries are the widow and children.

A number of general schemes grant benefit also to the invalid
widower. A few, notably that of the United States, grant benefit
to dependent aged parents in the absence of a widow or children,
while Brazil and Ecuador grant it also to dependent brothers and
sisters in the absence of widow, children or parents. In the U.S.S.R.
the range of dependants entitled to benefit is equally extensive.
The need to provide benefit for survivors other than the widow and
children arises, however, only because the scope of social insurance
is still limited to sections of the working population, and it is des-
tined to disappear after a period of transition when this limitation
shall have been removed, and other survivors are receiving benefit
in virtue of their own insurance. In the proposed Recommendation
provision is made for such cases by non-contributory allowances.

Apart from reasonable safeguards against death-bed marriages
and the like, a widow is, under European schemes for salaried em-
ployees, under the general schemes of Ecuador, Great Britain and
Mexico, and the various Brazilian schemes, entitled to benefit
unconditionally. Under the majority of general schemes, however,
she is only entitled to benefit if she has children in her care, is an
invalid or has reached the minimum age for the grant of old-age
benefit. Should the widow at the time of her husband’s death not:
find herself in any of these situations, her claim to benefit is sus-
pended until she either becomes an invalid or reaches the minimum
age in question. It is here contemplated that, as the Beveridge
Report proposes, a benefit should be paid to a childless widow while"
she is rearranging her life and, in case she is seeking work, during
her unemployment. It is expected that she will take up some gain-
ful occupation and, becoming thereby insured, will be able to add
to the benefit rights she has inherited from her husband.

In certain countries extra-legal unions are very frequent: so much
so that to exclude the unmarried wife from widow’s benefit would
greatly restrict its utility. The Havana Conference of American
Members has insisted on the need for protecting the unmarried
wife!, and the new Mexican Social Insurance Act, for example,
provides that an unmarried woman who had been living with an

“insured man during the five years before his death or by whom he

had children, shall receive widow’s benefit.

1 International Labour Code,' p. 838.
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As regards children, the current tendency is certainly towards
including, not-only stepchildren, but also adopted and legally
recognised illegitimate children. These last are admitted to benefit
not only by the countries which admit the unmarried wife, but also
by others, notably Czechoslovakia, France and Poland.

The age up to which children are deemed to be dependent is

tending to rise slowly. Under most general schemes the age is now
16 at least, while under special schemes for salaried employees it is
18 at least. In New Zealand, the United States and the U.S.S.R.
it is 16, with extension to 18 in case of continued education, and
these are the limits proposed in the Recommendation.
" A provision frequently found in social insurance schemes, both
general and special, as also in children’s allowance schemes, is
that the benefit shall continue irrespective of age if the child is an
invalid. This provision is not included in the Recommendation
because the benefit is not sufficient for the maintenance of an adult
and is therefore not a substitute for invalidity benefit. Instead it
is proposed that persons already invalid when they would have
entered insurance should be entitléd to maintenance allowances
by way of social assistance.

Unemployment

The provisions defining the contingency in which unemployment
benefit should be paid represent a departure from the principles
laid down in the Unemployment Provision Convention and Recom-
mendation, 1934, in two respects, namely the duration of benefit
and the waiting period.

It is proposed that unemployment benefit should continue with-
out limit of time until suitable employment can be offered. This is
the position adopted in the Beveridge Report. There can be no
genuine security for the unemployed worker as long as the period
of benefit is limited. Unlike the sick worker who, having exhausted
his sickness benefit, can still rely on invalidity benefit, the unem-
ployed worker who exhausts his unemployment benefit has nothing
to look forward to but assistance of some kind, the grant of which
is subject to a means test. The abolition of the time limit pledges
the State to pursue a vigorous employment policy and establish a
highly organised employment service. In consideration of the
abolition of the time limit, it is reasonable that re-employment in
one’s former occupation should no longer be rigidly insisted upon,
when the prospects of such a job appear remote. It must indeed

!)e recognised that the price of unlimited duration of benefit is
increased mobility of labour.
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It is proposed that once benefit becomes payable, no fresh waiting
period should be required if unemployment recurs within a few
months. A provision of this kind is often included in unémploy-
ment insurance legislation. Thus, for example, in Canada the wait-~
ing period is defined as the first nine days of unemployment in any
benefit year, and in the United States the Wagner-Murray-Dingelt
Bill proposes a waiting period of one week in a benefit year.

Emergency Expenses

The Recommendation proposes that benefit should be provided
in four contingencies in which insured persons or families must
incur substantial expenses likely to strain the budgets of lower-paid
workers especially, and which can be conveniently covered by social
insurance. These occasions of expenses are associated with sickness,
maternity, invalidity and death, respectively. ‘

The first is the inability of a housewife with dependent children’
to attend to her work while absent fram home in hospital, The New'
Zealand Social Security Act contemplates some provision for this:
contingency, but the opportunity of implementing it has not yet oc-
curred. The Beveridge Report expressly advocates the provision of
domestic help while the wife is in hospital. The provision of benefit
or service in kind in this contingency is recommended here as a
valuable advantage which can be granted without risk of abuse.
The Swedish Population Commission, considering this contingency
in connection with maternity, indicated the desirability of providing
domestic help during the two weeks before and the two weeks after
parturition, whether or not the wife is in hospital.

The second contingency is the necessity of incurring a variety of
special expenses for the provision of clothing and other equipment
on the birth of a child. - A small grant for this purpose is provided
for in several countries, notably in Sweden and the U.S.S.R.

" The third contingency is one which is as rare as it is deserving
of consideration: the need of the helpless invalid for constant attend-
ance. Czechoslovakia, Poland and the U.S.S.R. are among the
countries which grant an increase of as much as 50 per cent. in the
invalidity benefit in cases where the invalid needs constant attend-
ance.

The last contingency is perhaps the most important: the need for
a benefit to cover the cost of a simple funeral whether for the insured
person or for his wife or child. Benefit for the funeral of the insured
person is an almost universal feature of social insurance. Funeral
benefit on the death of a dependent wife or child is much less fre-
quent, but it is found in Czechoslovakia, Norway, the U.SS.R.
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and some other countries, and is proposed in both the Beveridge
and the Marsh Reports.

It may be noticed that no provision is made for meeting the
expenses of travel and removal for an unemployed person who is
offered employment in a district not accessible from his place of
residence. Such provision, it seems, should be of a flexible character
and might preferably take the form of a benefit rendered in kind
by the employment service. Similarly, it is presumed that necessary
artificial limbs and surgical appliances will be supplied and repaired
by the medical care service.

Employment Injuries

Whether special legislation for securing compensation to workers
injured by accidents in connection with their employment would
have developed once a complete social insurance scheme had been
instituted covering sickness, invalidity and death, irrespective of
their cause, is a question which may be discussed, but which is
now of little practical significance. For there is no country in the
world which possesses social insurance and does not accord separate
fm'd more favourable treatment to the victims of employment
injuries.

One may believe, indeed, that public opinion would not indefi-
nitely have been content that workers in such a dangerous employ-
ment as mining should be deprived of benefit because of some
failure to comply with contribution conditions; and would not,
especially in our day, have failed to appreciate that the worker
injured in a hazardous industry is worthy of compensation just as
a disabled soldier. As for the doctrine of assumption of risk by the
worker, it must remain untenable from the social standpoint until
the opportunity of deliberate choice of occupation, as between
safe and dangerous ones, becomes much more effective than. it is
now and, for that reason, the wage level in hazardous industries
could fairly be said to take account of the greater risk of injury.
Only when these conditions are satisfied would it be plausible to
hold that all accidents, however caused, should attract the same
benefits because the need has no relation to the cause.

Apart from the considerations of justice, there is the practical
argument, which will be referred to later, that, by the device of
{nerit rating, compensation can be used as a lever for promoting
industrial safety. Furthermore, by loading the price of products
Whi.ch endanger life and limb with their full compensation costs,
their use is discouraged and the search for substitutes is encouraged,
although in the short run too heavy a load on such prodicts, if
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indispensable to industry, might have undesirable repercussions on
employment and the national economy generally.

The principle of occupational risk as the basis of compensation
for employment injuries appears firmly established—as much in
the U.S.S.R. as in any other country. The employer is responsible
for paying compensation at prescribed rates in case of accidental
injury, whether ascribable to the employer's negligence or the
worker’s, or involving the fault of no one in particular. In many
countries it has long been applied, as consistency requires, not only
to employments involving an obvious hazard, but to all others
also, and the tendency to recognise the right to compensation as
an incident of the contract of service or apprenticehip continues.

The principle does not prevent a close co-ordination of work-
men’s compensation provisions with social insurance against sick-
ness, invalidity and death of non-occupational origin. It does
demand, however, that there should be no contribution conditions
to be complied with by the worker in order to be entitled to com-

~ pensation. Thus sickness, invalidity and survivors’ benefits might,

if their level were high enough, be granted as compensation.

In reality, however, legislative practice has set higher levels for
workmen’s compensation than for other social insurance benefits,
with the exception that in some countries sickness benefit and
temporary incapacity benefit are the same. Indeed, compensation
implies more exact correspondence between indemnity and loss
in the individual case than need be observed for other benefits,
since both. the contingencies in which the latter are payable and
their rates are settled, not so much by any juridical principle, as by
what the contributing parties consider is socially the most advan-
tageous way of distributing the available financial resources.

Under the pressure of the principle of occupational risk, occupa-
tional diseases become compensable on the same footing as traum-
atic injuries, and the range of diseases recognised as occupational
is constantly extended. The Havana Conference of American
Members voted that compensation should be provided for all
occupational diseases. Hitherto many countries have provided
compensation only for certain enumerated diseases, and the Work-
men's Compensation (Occupational Diseases) Convention, 1934,
which contains such a list, requires compensation to be paid only
if the person contracting a disease enumerated was employed in
one of the occupations placed opposite it in the list. This is a simple
and positive arrangement, but since the list can never be complete,
and is always behind the times, a movement has developed, in the
United States especially, to grant compensation in any case where
the claimant can prove that he contracted the disease as the result
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of his employment. Such a provision in conjunction with a list of
the generally recognised diseases would afford sufficiently complete
protection. The combination of both provisions is found notably
in Brazil and the States of New York and Ohio.

The contingencies in which compensation is payable may be:

distinguished as temporary incapacity, permanent incapacity and
death, which, as we have already indicated, correspond approxi-
mately to sickness, invalidity and death from non-occupational
causes.

Temporary incapacity in modern legislation lasts as long as the
healing period and differs therefore from sickness benefit which, as
we have seen, is limited commonly to 26, 39 or 52 weeks. A minor
difference found in several countries is that the waiting period of a
few days, which is almost universal, is waived retrospectively if the
incapacity lasts for say a month; such a provision is recommended
in the Beveridge Report both for temporary incapacity compensa-
tion and for sickness benefit—also unemployment benefit, for that
matter,

The present Recommendation contemplates that the sickness
benefit might be substituted for compensation during temporary
incapacity of limited duration. This means of simplifying adminis-
tration has been adopted in a number of European countries, and
is proposed in the Beveridge Report.

The differences between permanent incapacity and invalidity
are deeper. Here a distinction between an indemnity for loss and
social benefit to meet a serious need is sharply evident. The theory
usually followed is that compensation should be paid for every
permanent injury, however small, which reduces earning capacity
(e-g., in Belgium, France and Great Britain). Nevertheless, in a
number of countries no compensation is payable for permanent
incapacity of less than 5, 10 or 15 per cent. (¢.g., in the Netherlands,
Sweden and the U.S.S.R.).

Strict adherence to the rule that compensation is only due if a
reduction of earning capacity ensues would exclude any payment
for certain types of mutilation or disfigurement which destroy a
person’s physical integrity without affecting his ability to wc?rk or
even to obtain it. Compensation for facial disﬁguregnenti is the
object of an express legal provision in a number of countries. In
the State laws of the United States and in those of the Canadian
Provinces; enstmples are to be found of provisions granting compen-
sofit o5 dlishigurement,ior any substantial physical impairment,
wihekhen itoMfadisearning capacity or not. If earning capacity is
sotiaffested, dhe:amsiuntiof the compensation must necessarily be
srhissamandisgretionany land subject toa prescribed maximum limit.
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As a rule it should not be possible to draw more than one type of
benefit for inability to work or to obtain work simultaneously under
a general scheme of social insurance, but an exception ‘appears to
be necessary for the case of the worker who suffers permanent
partial incapacity as the result of an employment injury. Sinee both
compensation and most of the social insurance benefits are propor-
tional to wages, the partially incapacitated worker will earn lower
wages and consequently the benefits he will receive in case of sick-
ness, unemployment, etc., will be correspondingly low and should
therefore be drawn in their entirety in conjunction with permanent
incapacity compensation. '

A final problem, which has, it seems, received very little atten-
tion but which is important, is that of the provision to be made for
the survivors of a permanently incapacitated person who dies other-
wise than as the result of his injury. In less serious cases he will
have resumed a gainful occupation and thereby acquired an insur-
ance status which will qualify his survivors for minimum benefits
at least. But in some cases, such as those in which two thirds or
more of earning capacity are lost, he may never be able to resume
employment or otherwise re-enter the scope of social insurance.
For these cases it is recommended that the minimum survivors'
benefits should be paid, whether or not the deceased fulfiled the
contribution conditions prescribed for such benefits.

B. Prrsons COVERED

Range of Persons to be Covered

Universality of scope is of the essence of the modern conception
of social insurance as illustrated in the Beveridge and Marsh
Reports and the Wagner-Murray-Dingell Bill, and as practised in

. Denmark and New Zealand. Only by aiming at universality wilt

it be poesible to create a social insurance system under which the
citizen as worker achieves the status of effective partmership in
gociety by contributing his quota to its resources and receiving in
return from the State the opportunity to work and maintenance
when he cannot work.

Hitherto thie great majerity of social insurance schemes have
been limited to employed persons: they are therefore class measures,
not national measures. There are two important practical reasons
for this limitation. The first is the difficulty of collecting contribu-
tions from persons who have no employer, and the second is to find
a substitute for the employers' contribution. A further relevant
consideration is that sickness and unemployment benefits~not to
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mention compensation for employment injuries—have been
designed in order to cover the needs of employed persons only, and
the technique of affording similar protection to other gainfully
occupied groups remains to be developed. The first two difficulties
are real but not insuperable. For the third, only partial solutions
can be offered.

The vast majority of the population are comprised in four groups:

employed persons;

self-employed persons;

dependent wives and children;

persons unable to work or to obtain work.

The first three groups are susceptible of being protected by social
insurance. Existing members of the fourth group can only be cared
for by social assistance allowances, but future members should
increasingly consist of recipients of social insurance benefits as the
scope of insurance is extended.

Social insurance cannot be applied to groups whose income is
mainly in kind, such as peasant communities engaged in subsistence
farming. Such groups, it is true, possess a primitive form of income
security, especially where family and communal feeling remains
unimpaired. It would be a mistake, however, to regard this as a
situation to be tolerated, more particularly in countries suffering
from rural over-population. The fact remains, nevertheless, that

social insurance cannot be introduced in such communities until

other general measures have been taken to raise agriculture to the
level where it is directed mainly to a market and the peasants
receive a substantial part of their income in cash.

In so far as agriculture is carried on by share farmers or tenant
farmers, and in so far as there exists a class of agricultural workers
who are mainly dependent on wages, the basic condition for the
introduction of social insurance is already fulfilled, since the share
farmer has an associate who stands in the same relation to him as
an employer, the tenant farmer has, by definition, a certain cash
income, and the agricultural worker has his employer.

There remain persons of working age who are capable of vy’ork
but, because they have private means or aré supported by .relatwe.s,
are not gainfully occupied. Some of these may be er}gaged in unpazxd
social service: they have a claim to enjoy the privileges of social
insurance. Members of religious orders may properly be e:fcluded
from any social insurance system, since their livelihood is fully
assured. But the State has no obligation to assist in economic
misfortune persons who have not made, when they could, a fair
contribution to the national economy. The alternatives are either
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to exclude such persons from the scope of social insurance, or require
them to take up some form of work. As the British Prime Minis-
ter, Mr. Churchill, has indicated: ‘“Unemployables, rich or poor,
will have to be toned up”.

It is clear that social insurance can only approach universality
in countries which are sufficiently organised economically and
administratively, and can only penetrate the rural population in
proportion to the extension of cash incomes.

Collection of Contributions

The position taken in the Recommendation is that social insur-
ance implies a contribution from the insured person, except for the
purpose of compensation for employment injuries. Contributions
can only be levied on persons who have a margin of income after
subsistence needs have been met. The device, proposed in connec-
tion with contributions for medical care services in Canada, Great
Britain and the United States, of charging a public assistance
authority with the contributions for the indigent, does not appear
appropriate to social insurance for income security. The amount
of the contribution to be levied on persons with low incomes is
another question. It need only be suggested here that the amount
should be sufficient for the contribution to serve as an effective
symbo! of participation in social insurance.

If contributions-are to be collected, as they must, without dis-
proportionate cost or irritation, either existing taxation systems
must be utilised or the central insurance authority must enlist the
service of intermediaries who are in contact with the group to which
the contributor belongs.

For employed persons, the intermediary is the employer. In the
earliest social insurance schemes it was only the larger or urban
employer and his employees who were reached, whereas now in
a dozen countries at least it is the employer in industry, commerce
and agriculture, irrespective of the size of his undertaking, and even
the employer of a domestic servant.

As soon as the insurance organisation is good enough to permit
of the effective inclusion of domestic servants, it is surely good
enough also to permit of the inclusion of the householder himself,
besides all larger employers. In this connection it is interesting to
note that in Brazil and Uruguay the employers of insured persons
have been the first group of self-employed persons to be brought
within the scope of social insurance; they pay their contributions
along with those of their employees.

The main difficulty in the way of insuring the self-employed
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arises in connection with the mass of small shopkeepers and crafts-
men who, together with peasants and farmers, bulk largely in the
population of all countries, but especially those in which industrial-
isation is only beginning. Many countries, however, have some
form of direct taxation which reaches most householders, and the
tax machinery can be used to collect the insurance contribution
not only from taxpayers, but also from persons who have been
formally exempted from taxation, while nevertheless able to pay a
minimum contribution. National income-tax machinery is used in
New Zealand and Sweden, and communal income-tax machinery
in Norway. In Czechoslovakia a Bill which was under consideration
before the war would have extended invalidity, old-age and sur-
vivors’insurance to all self-employed persons who were liable to
income tax or land tax. A similar method is contemplated by the
Chairman of the United States Social Security Board in order to
collect contributions from the self-employed who would be insured
under the Wagner-Murray-Dingell Bill: the contributions would
be collected together with income tax!, or, since a self-employed
person is in some cases an employer, together with the contribu-
tions of his employees.

In order to be allowed to exercise certain occupations, a licence
is often necessary and the issue of the licence may be made condi-
tional on proof of payment of social insurance contributions. Brazil
and Peru, for example, use this device in the case of taxi drivers.

Where tax machinery is insufficiently developed or not wide
enough in its range, recourse may be had to co-operative societies
or guilds, especially if membership in these is compulsory. These
are the intermediaries used in Bulgaria, for example, while in Mexico
the Social Insurance Act contemplates bringing the members of
peasant communities into its scope through their organisations.

Administration of Benefits

The Recommendation recognises that, in order to cover effect-
ively the various contingencies, social insurance must be able to
count upon the help of other extensive public services, such as
medical care and employment services.

In this connection it is worth recalling the means by which Peru
has introduced compulsory sickness insurance. During an initial
period the State and the employers, but not the workers, paid con-
tributions which were used to build and equip area by area the
hospitals and dispensaries that would be necessary in order to

1A, J. AutuuyeR: Old-Age and Survivors Insurance for Small Businessmen
rity Bulletin, Oct. 1943). . '
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afford a satisfactory medical service. Only when these establish-
ments were complete were the workers called upon to contribute,
and they responded all the more easily because they could see the
new buildings ready for their use.

Employed Persons

The Recommendation proposes that social insurance should be

- applied to all employed persons, and should, in their case, cover

the entire range of contingencies which involve inability to work
or to obtain work. ’

Of the various allowable exceptions enumerated in the Social
Insurance Conventions, the only one which it seems indispensable
to mention is that of persons who do not ordinarily earn their living
in employment and only engage therein occasionally, so that they
are unlikely to qualify for such benefits'as may be confined to em-
ployed persons. If their principal occupation is self-employment,
the persons so excepted should be insured in that capacity.

It is not proposed that higher-paid workers might be excluded
from insurance, because to do so would not be consonant with the
classless character with which it is desired to endow social insurance
for the future, and because, with the fluctuation of earnings, work-
ers would pass in and out of insurance. Itis true that, in the major-
ity of existing schemes, higher-paid employees are still excluded,
or else are insured under a special scheme for salaried employees.
But in the United States, Brazil and Mexico, for example, whose
legislations are of recent date, this limitation does not exist, and
it is not contemplated in the Beveridge or Marsh Reports.

Unpaid apprentices cannot be insured against loss of wages. An
exception to this rule, however, is justly made where the apprentice
is disabled by an employment injury and remains so beyond the
date when he would probably have completed his apprenticeship.

.Following the practice of the majority of countries, it is recom-

mended that in such cases compensation should become payable
from the abovementioned date at a rate based on the wages of a
skilled worker.

No lower or upper age limits are indicated in the Recommenda-
tion. The lower limit may be set in each country by the minimum
legal age for entry into employment, but it is recommended that
children's benefits should be payable until 16 at least. An upper
limit is undesirable and most laws do not prescribe one, though
persons in receipt of invalidity or old-age benefit are naturally ex-
cluded from sickness and unemployment benefits. No doubt, sick-
ness and unemployment benefits may become very costly in respect
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of aged persons, but physical old age and old age as measured by
the calendar do not always correspond. Where they do correspond,
the aged person is an invalid and as such not qualified for either of
these benefits. Where they do not, it is unreasonable to exclude the
individual in question from insurance if the policy is to encourage
old people to work as long as they are able and willing to work,
meanwhile deferring their claim to old-age benefit and incidentally
qualifying for a higher rate of benefit or even completing the qualify-
ing contribution condition for this benefit. It is noteworthy that
neither the Wagner-Murray-Dingell Bill nor the Beveridge Report
provide for upper age limits.

Self-Employed Persons

The inclusion of self-employed persons within the scope of in-
validity, old-age and survivors' insurance is not a novel proposal.
It was already a feature of the relevant Recommendation of 1933.
Ten years ago the self-employed, like all other citizens, were com-
pulsorily insured in Denmark and Sweden. Since then, New
Zealand, Norway, Finland and Bulgaria have brought this group
into insurance either as citizens or, in Bulgaria, as peasants or
craftsmen. But inclusion of the self-employed is insisted upon now
in the Beveridge and Marsh Reports and is. provided for in the
Wagner-Murray-Dingell Bill. A recent article by the Chairman
of the Social Security Board of the United States has argued strongly
for the inclusion of small-business men within the scope of social
insurance.

The self-employed comprise employers as well as persons working
on their own account. Negatively this class might be defined as
workers whose temporary inability to work or to earn a living
cannot be verified by the simple objective criteria that can be
applied to employed persons: inability to journey to a workplace
and perform one's work under ordinary conditions, and inability
to find a regular job. From this negative standpoint, members of
the employer’s family who live in his house (and especially if this
is their workplace) may be treated on the same footing as self-
employed persons, since collusion between employer and his em-
ployed relative at the expense of the benefit fund is all too easy
and probable where sickness and unemployment benefits are con-
cerned.

Exemption will have to be granted to any self-employed person
whose earnings leave no margin for a minimum contribution.
Such persons, as is pointed out in the Marsh Report, are in need
of help from the employment service or any special service that
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may be developed for helping farmers, fishermen, craftsmen, etc.,
to improve -their efficiency and earning capacity.

The Recommendation does not attempt to provide for persons
who are not ordinarily engaged in a gainful occupation, either
because they have independent incomes or are supported by rela-
tives though not employed by them; it does not purport to secure
unearned incomes. It does, however, propose, following the practice
of most countries, that persons who have completed a minimum
period of insurance, for example, the contribution period prescribed
as a qualification for invalidity and survivors’ benefits, should be
allowed to continue their insurance on a voluntary basis.

It is true that the exclusion of persons who are not gainfully occu-
pied makes a gap in the universality of the scope of insurance. But
under an insurance scheme as such there will always be individuals
who have not complied with the qualifying conditions for benefits
or who need some supplementary assistance. Moreover, nowhere
except in New Zealand do we find that the self-employed are eligible
for unemployment benefit. If it is necessary to maintain social
assistance in order to fill the gaps which cannot be closed by social
insurance, it is questionable whether there is sufficient justification
for distorting and complicating a social insurance scheme by bring-
ing into it persons who do not depend for their living on their work.

Invalidity, old age and death are not the only contingencies
against which it is practicable to insure self-emplqyed persons.
Thus it should be feasible in case of sickness to pay a cash benefit
during hospitalisation and, as the Beveridge Report proposes, in
cases where a serious illness has lasted for, say, thirteen weeks.
Finally, the indemnities suggested in case of extraordinary expenses
in connection with sickness, maternity, invalidity and death may
very well be granted to the self-employed in the same way as to the
employed.

C. Benerrr Rares aNDp CONTRIBUTION CONDITIONS

Benefit Rates

In order to attain its purpose, social insurance must afford to
insured persons a sense of economic security, and that implies a
benefit level which will suffice to support a standard of living not
much below their usual standard. But social insurance, subsidised
as it is by tax payers and consumers generally, should not aim at
maintaining the standards of living of persons whose earnings have
left them an ample margin for private thrift.

There must indeed be a point—though it may be hard to deter-
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mine—where the cost of the unproductive to the productive would
be so heavy as to discourage enterprise, reduce employment and
check the growth of output. Before that point is reached, however,
we may expect social insurance charges to yield increasing returns

7} in the heightened physical and moral well-being that the fact and

: sense of security and justice can procure. Benefit funds must be
expended to the best social advantage; benefits must be not only
fair to the individual contributor, but also socially adequate. They

" must therefore be adjusted as far as may be to the size of the family,

~ though without children’s allowances this adjustment is limited

~ in its range to the consideration of a few children only.

. The benefit level must perforce not be so high for any individual
as to leave him insufficient incentive to resume work, especially in
case of sickness or unemployment. It follows that the benefits of

, low income earners may be below the minimum of subsistence.

- Social insurance by itself may mitigate, but cannot cure, the evil
of low wages. It has to take earnings as it finds them, with or with-
out children’s allowances, and to provide the highest benefit it
safely can for the low-income earner, and the most moderate benefit
it fairly can for the high-income earner. The improvement of the
earning capacity of the lowest ranks of earners is a task that calls
for the combined efforts of all branches of social and economic
policy, and not merely of social insurance. For this reason no
absolute minimum benefit rates are indicated in the Recommenda-
tion.

If benefits are to maintain a standard of living not far below
that which the beneficiary had when at work, they must be commen-
surate with his previous earnings. The term ‘“‘commensurate’ is
intended to convey the ideas of sufficiency and proportionality
without, however, implying a uniform proportion of benefit to
earnings for all ranks throughout the income scale.

The great majority of social insurance schemes relate both con-
tributions and benefits to earnings, and Great Britain is an import-
ant exception in that it fixes both elements at rates which vary,
not with earnings, but with sex or age. Benefits which are fixed
without regard to earnings, however, can be rendered comparable
with thdbe which are commensurate with earnings if the former
are, indirectly at least, linked with the earnings of unskilled wage
earners, as they appear to be, for example, under the British scheme
of unemployment insurance.

The Recommendation indicates the minimum levels of benefits
only, and does 8o in terms of the previous earnings of the insured
person or the current earnings of unskilled workers. The cost of
living in health and decency is doubtless a proper standard to which

1
LN
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regard should be had in fixing minimum wages, but not for fixing
social insurance benefits, which, as already stated, must be adapted
to wages as they are. It is assumed, even so, that the wages even
of unskilled workers are sufficient for the support of a family con-
sisting of the parents and one or two children.

Women's wages, however, are generally less than men’s—often
considerably so, as in Australia, for example, where the minimum
wage for women is 54 per cent. of that fixed for men. Accordingly
a proportion of his wage which might be considered sufficient for
the support of a man, would, if applied to a woman’s wage, be in-
sufficient for her support. Here again, however, the remedy does
not lie with social insurance, but in the adoption of the principle
of equal pay for equal work.

The minimum rate of sickness and unemployment. benefits is
related to the rate at which the insured person was being remuner-
ated just before he ceased work. The commonest rates of sickness
benefit are 50 per cent. and 66%s per cent. of the basic wage, the
benefit being invariable with respect to family responsibilities or
sex. In unemployment insurance schemes, however, which, being
mostly of later origin, are more definitely keyed to the note of social
adequacy, we often find a substantial difference between rates of
benefit for persons with and without dependants, respectively. The
Canadian Act of 1940, for example, provides a benefit which is
greater by one sixth for persons with dependants, and varies from
about 60 per cent. to about 40 per cent. of the basic wage from the
lowest to the highest wage earners, respectively. The Polish Act
provides a benefit ranging from 30 per cent. to 50 per cent. of the
wage according to the number of dependants. The Norwegian Act
provides a maximum benefit equal to about one third of the average
industrial worker's wage and adds a small flat benefit for each
dependant. In Great Britain, in 1938, unemployment benefit for
men was about 25 per cent. of the average wage of male industrial
workers, and for women about 50 per cent. of that of female in-
dustrial workers; it was supplemented by about 13 per cent. of the
male wage for an adult dependant and by about 3 per cent. of the
same for each dependent child. The Beveridge Report provides
for subsistence benefits in case of disability (temporary of perma-
nent) and unemployment which are the same for both s€xes and
would represent nearly 30 per cent. of the average male wage, as
increased according to the rise in the cost of living since 1938, and
about 60 per cent. of the average female wage, as similarly in-
creased; the addition to the benefit for an adult dependant would
increase the main benefit by about 18 per cent. of the male wage;
and the proposed average children’s allowance would be about
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9 per cent. of the male wage for each child. The Wagner-Murray-
Dingell Bill proposes a sickness and unemployment benefit varying
from 50 per cent. to 30 per cent. of the basic wage for the lowest
to the highest wage earners, respectively. This main benefit would
be increased by half for each dependant, but not so that the total
benefit would exceed 80 per cent. of the basic wage or about 54
per cent. of the highest wage taken into account for insurance,
whichever is the less. :

The minimum rates of sickness and unemployment benefits pro-
posed in the Recommendation could be regarded as a compromise
between those of the Beveridge Report and those of the Wagner-
Murray-Dingell Bill, but they are also believed to be in harmony
with the trend followed by short-term benefit rates during the
period immediately before World War.II. e

Maternity benefit is the same as sickness benefit under the laws
of almost all countries, and likewise under the Wagner-Murray-
Dingell Bill. On the other hand there are a very few countries,
Poland among them, which grant a maternity benefit somewhat
higher than the sickness benefit, and the Beveridge Report provides
for a maternity benefit which exceeds sickness benefit by 50 per
cent. The Childbirth Convention, 1919, prescribes a benefit “‘suf-
ficient for the full and healthy maintenance” of mother and child.
The Havana Conference of American Members adopted a Resolu-
tion in which this expression is interpreted as meaning a benefit
“at least equivalent to her full regular wage”. The proposed
Recommendation regards maternity benefit as an indemnity for
wages lost during the periods of voluntary and compulsory absten-
tion from work, namely, the six weeks before and the six weeks
after childbirth, respectively, which were prescribed by the Confer-
ence of 1919. Following the Convention, the benefit is here recom-
mended for employed women only. The grant of a maternity
benefit to self-employed women and dependent wives whose absten-
tion from work cannot be verified, might very likely be justifiable
from the standpoint of general population policy, but in that case
its cost should presumably be borne by the taxpayer: such is the
policy in Australia, where a subsistence allowance is paid to every
mother Qr four weeks before and four weeks after childbirth,
whether “she abstains from work or not. The Beveridge Report
would grant a maternity benefit both to employed and to self-
employed women on an insurance basis, subject to their absten-
tion from work, ) . ,

The possible rates of benefit that might be recommended lie
between S50 per cent. and 100 per cent. of the wages. The lower
limit corresponds to the practice of the majority of countries, and
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the higher to the Havana Resolution. As a compromise, a benefit
of 75 per cent. of wages is suggested. In support of this figure it
could be argued that during the period of compulsory abstention
from work, full wages ought to be paid, whereas during the period
of optional abstention from work, 50 per cent. of wages might suffice,
so that on the average the rate might properly be fixed at 75 per
cent. over the two periods together. At the same time it seems
necessary to provide, on the one hand, that the benefit should in
no case be less than 100 per cent. of the current wage for female
unskilled workers and, on the other hand, that any child’s allowance
may be deducted from the benefit as so calculated.

Invalidity and death are contingencies whose incidence becomes
heavier with advancing age, while old age itself is but invalidity as
presumed to set in at a fixed age; invalidity benefit must, on prac-
tical grounds, be designed to coincide with old-age benefit, when ‘
that fixed age is reached. All three benefits are costly, and, in order
to moderate their apparent cost, the power of compound interest
as applied to accumulated contributions has generally been invoked.
Of the three benefits, it is old-age benefit which has sef:med to be
the most important, and the method adopted for constituting this
benefit has been applied alsa to the others. Old-age bene.ﬁt has been
thought of as the reward for a lifetime of work and its rate has
accordingly been made to vary with the length.of tl.le contribution
period. The fact that every contribution paid wﬂ! increase the
beénefit when the time comes to claim it preserves the interest of the
individual in' the regularity of his contributions. Ac?ordingly in-
validity, old-age and survivors’ benefits in most countries vary with
the number and rate of the contributions paid by the insured per-
son. But invalidity and death also occur to the young, and there-
fore sufficient benefits must be provided after even a few years of
contribution. Hence it is that most laws construct invalidity and
survivors’ benefits, and for that matter old-age })eneﬁt also, in two
parts, the first being a uniform basic benefit wlpch may be granted
to all who have completed the qualifying period of contribution,
and the second a supplement varying with.the amount of the con-
tributions paid. These two components illustrate the principles
of insurance and saving, respectively. ) f

Under the older laws the basic benefit may be so small as to be
insufficient for subsistence, with the result that only those who have
contributed for many years obtain a tolerable total benefit. This
means that there is a long transitional period during which benefits
will remain inadequate; moreover, at no time will the contingen-
cies of invalidity and death occurring to persons under, say, forty
years of age, be properly covered. Under the later schemes a trend



26 SOCIAL SECURITY

can be observed for increasing the basic benefit. France, for ex-
ample, provides an invalidity benefit of 30 per cent. of previous
earnings after two years of insurance; Brazil (industrial workers)
one of 30 per cent. after three years; Peru one of 40 per cent. after
four years; and Mexico one of 20 per cent. for the same period of
insurance. The Wagner-Murray-Dingell Bill, using the method
prescribed in the Social Security Act of the United States, provides
an invalidity benefit of about 40 per cent. of previous earnings for
the lowest wage earners, and about 30 per cent. thereof for the
highest wage earners after 18 months of insurance. Under all these
newer schemes, the basic benefit, though itself substantial, is sup-
plemented by increments depending on the number and amount
of the contributions paid.

In the Beveridge and Marsh Reports we find invalidity and sur-
vivors’ benefits which are acquired after a short qualifying period
and do not vary with wages or the length of the contribution period.
These benefits consist therefore entirely of an insurance element
to the exclusion of any savings element. The old-age benefits under
these British and Canadian plans are of a similar character, except
that, if they are claimed after the minimum retiring age, they are
supplemented in proportion to the period for which the claim is
deferred. The great advantage of benefits so designed is that a few
years after the introduction of insurance all persons reaching old
age may obtain a subsistence benefit.

Under most existing laws, invalidity and old-age benefits com-
Pprise no supplement for dependants. Among the minority which
do provide for the dependants of beneficiaries are Czechoslovakia
and Poland, where 10 per cent. of the benefit is added for each child.
In Great Britain, under the existing law, the old-age pension is
doubled if the insured person has a wife who has reached the age of
60; the Beveridge Report recommends that the ultimate rate of old-
age benefit should be the same as disability and unemployment
tenefit, and that children’s allowances should be paid in conjunc-
tion with it. According to the Wagner-Murray-Dingell Bill, old-age
benefit is increased by one half if the insured person has an un-
insured wife who has reached the age of 60, or has the care of depend-
ent childfen, and by the same amount in respect of one or more
dependent children. The same provisions are found in the Wagner-
Murray-Dingell Bill under which they apply also in connection
with invalidity benefit.

Children’s allowances may be combined with any periodical
insurance benefit. At first the allowances were paid only to wage
earners and only while they were at work, but they are gradually
being extended to the self-employed, to the sick and the unem-
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ployed, and then to invalids and widows. This development has
been most marked in France where children’s allowances are pro-
vided for the self-employed, and are paid as additions to sickness,
maternity, invalidity and unemployment benefit, while widows—
there being no widow’s pension in the social insurance scheme—
receive both children’s allowances and the special allowance which
is granted to all families in which there is only one earner. Belgium,
Portugal and Spain also grant children’s allowances as an addition
to compensation, and certain other benefits. In Australia, child-
ren’s allowances are paid in respect of the second and subsequent
child in every family without exception, but they are paid also for
the first child of an invalid or widow. In New Zealand provision
is made for the dependent children of persons receiving any form
of periodical benefit by a special children’s allowance, which is 40
per cent. higher than the allowance paid to a parent who is not in
receipt of benefit.

The invalidity and old-age benefits proposed in the present
Recommendation consist of a basic benefit acquired on the comple-
tion of the qualifying period of contribution and an increment
proportional to the amount of the contributions paid.

The minimum rate proposed for the basic benefit is related to the
minimum wage for unskilled workers. It is intended that the basic
benefit should be kept in harmony with changes in the level of the
minimum wage, 5o that beneficiaries may share the current fortunes
of the working population. That some means of keeping long-term
benefits adjusted, even if indirectly, to changes in the cost of living
is necessary is proved by the spectacle which we have witnessed in
many countries of the constant procession of amendments to in-
crease benefits, which are lagging far behind prices.

The secular upward trend of prices and wages has not been
sufficiently recognised in social insurance, perhaps because of the
reluctance to include an unknown element in the financial estim-
ates. However, once the number of recipients of long-term benefits
has reached stability (apart from the growth resulting from the
aging of the population) the adjustment in the basic benefit rate—
related, as it is here proposed, to current wages of unskilled work-
ers—can be taken care of currently, by the rise in the earnings on
which contributions are calculated. Even so, it might be Razardous
to adopt such a sliding scale without a State guarantee of the sol-
vency of the insurance scheme. Among insurance schemes of the
type contemplated in the proposed Recommendation, there ig
none which provides for a basic benefit varying with the current
wage level, although a Bill which includes such a provision is under
consideration in the Chilean Congress. It should be mentioned,
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however, that in Australia and Denmark the subsistence payments
which are granted in case of invalidity and old age are kept in per-
manent adjustment to changes in the cost of living,

The basic benefit provided for in the present Recommendation
is intended to take the place of a subsistence benefit, in contrast to
the increments, which take account at once of the contribution
period and the rate of the contributions paid. The basic benefit
differs from sickness and unemployment benefits in that it is in-
variable with respect to previous earnings and on a lower level.
That long-term benefits should be on a lower level than short-term
benefits accords with the practice of the great majority of countries,
which presumes that a person who has given up gainful activity
may be expected to adapt himself permanently to a lower standard
of living. ,

The figure of 30 per cent. of the male unskilled worker’s wage
for a beneficiary without dependants is somewhat less than that
provided for in several laws, but the figure of 45 per cent. for the
beneficiary with a dependent wife is, on the contrary, somewhat
higher, and so also is the children’s supplement at the rate of 10
per cent. for each of the first two dependent children. The relations
among these figures are identical with, or very close to, those which
are used in the Social Security Acts of New Zealand and the United
States, and to those suggested in the Beveridge and Marsh Reports,

* both of which documents offer analyses of family budgets in support
of their proposals. )

It will be noted that the basic benefit is to be related to the male
wage, irrespective of the sex of the insured worker. The assumption
is that the needs of an invalid or aged man and woman are practic-
ally the same, and therefore, if the female wage is substantially
less than the male, 30 per cent. of the former would be inadequate.
That the supplement for a child who has lost both parents should
be double that payable for a child whose mother is alive, is a pro-
vision found in many laws; the higher supplement serves to assist
the foster-parent who takes care of the child.

The wife’s supplement, which it is proposed should be added to
the invalidity or old-age benefit, would be subject to restrictive
conditions such as have not been suggested for the wife's supple-
Iment attached to sickness and unemployment benefits. The former
indeed would only be granted in respect of a wife who, supposing

her husband were dead, would be entitled to widow's benefit by

reason of her having the care of children, of being an invalid, or of

~ having attained the minimum age at which old-age benefit may
be claimed,. 2 '

The widow's benefit which we recommend would be the same aﬂ
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n invalid woman entitled to benefit in virtue of her
:)hv:nb:gzg;tfziitams, but with the difference tha1.: provision is made
for the support of a third child. This diﬂ’ere.nce is based on th.e con-
siderations that in the case of a widow w1.th dependent children, |
there would be no poing in leaving a margin betwee_n ben’eﬁt and
earnings as an incentive® take up work, and .tl?at chxldrex.x s allow-
ances are in most countries~—France is a striking exception—well
below the amount required for full support. . ST
The scale of compensation for employment injuries wlu(.:h.m in-
dicated in the present Recommendation is based on that laid down
in the Workmen'’s Compensation (Minimum Scale) Recommenfia.
tion, 1925. The proposed Reoommendation., however, requires
that long-term compensation should be adjusteq currex}tly to
changes in the wages of the class of worke.rs. to which thc.'a insured
person belonged. A provision to this effect is moorporated in a 1943
amendment to the British Workmen's Compensation Act.

Contribution’ Conditions

The purpose of the contribution conditions outlined in thep;esegt
Recommendation is to reserve benefits for persons who have ,enhere.d
insurance with the capacity and the in.ten"aon to work for their
living, and to secure a reasonable regularity in the payment of con-
tributions. As long as the scope of insur:anoe is not practically
jdentical with that of the population of working age; as lot'xg as entry
into insurance remains to some extent optional for the n.zdx‘v.xduval;
and as long as he has some opportunity to elx.xd.e the obhg;hqh to
contribute: so: long will contribution oon@mons be . nene.slaﬁ'y.
Those proposed in the present Recommendation are, it is believed;

" no more than the minimum which is expedient for this purpose. -

The same conditions are proposed with respect l?oth to sickness
and to unemployment benefits. In either case it is a question:of
testing the geruineness of the employed status of the cladnmn_t.
Admittedly the will to work is harder to test than eapadtyxfor
work, and a longer qualifying period might therefore be imposed
for unemployment than for sickness benefit, and such on the whole
has been the practice in pre-war legislation. Nevertheleus-,s(;f@t
Britain has for many years used approximately the aa‘me*.mst
for both benefits, while the Beveridge Repo.rt and i:.he:Wa‘gnex:.
Murray-Dingell Bilt would make the pontributxot.x eot}dxtigns identi.
cal, having regard to the practical utility of simplification. Thé :
conditions here proposed-—equivalent to 26 weekly contributionsin
two years—are more stringent than those laid down in the sickness
insurance legislation of most countries; in this connection, however,
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, +
it should be remembered that we are concerned in the proposed
Recommendation with cash benefits only, and not with medical
care. As regards unemployment benefit, the proposed conditions
are easier than those imposed in most countries, but they are about
the same as those adopted in Canada, GreatBritain and South Africa.

It is true that, according to the presenf®ecommendation, unem-
ployment benefit is to be unlimited in duration, whereas the con-
tribution conditions in all existing legislation are devised in view
of a benefit for a limited period. Meanwhile, however, great ad-
vances and extensions have been made in the efficiency and scope
of the employment services, and it is upon these advances that the
great gain to social security, which the unlimited duration of unem-
ployment benefit would signify, is predicated. It is perhaps worth
pointing out that, while the duration of any spell of unemployment
may be unlimited, the very absence of limitation means that the
right to draw benefit for a subsequent spell of unemployment—or
sickness—is jeopardised: it is still to the insured person’s interest
to resume work as early as he can.

The scale of the maternity benefit recommended is higher than
that provided for under most social insurance schemes. It is proper
therefore that the right to this benefit should be subject to the
completion of a substantial qualifying period, which may even

_extend to the entire duration of pregnancy. Nevertheless, since ab-
stention from work is compulsory during the period following con-
finement, it seems that title to benefit for this period should arise
in any case in which it can be shown that the claimant’s normal
sfatus is that of an employed person.

The basic long-term benefits—for invalidity, old age and death—
are even more likely to attract factitious entries into insurance
than sickness and unemployment benefits, if a substantial qualify-
ing period is not opposed to such designs. Yet the qualifying period
must be relatively short if the contingencies of invalidity and death
are to be covered. It isnot unreasonable to impose a longer contribu-
tion period as a qualification for old-age benefit. Nevertheless,

- with the extension of compulsory insurance to the self-employed,
the area from which factitious entries might arise is greatly reduced.
Long transitional periods resulting from long qualifying periods for
old-age benefits are not conducive to a sense of security or even of
social justice among the population at large. We have already
indicated that several countries guarantee a substantial basic
benefit after two, three and four years of insurance. A contribu-
:cion condition of two years of insurance only is, however, all that
is demanded under the Chilean, Czechoslovak and British laws for
all long-term benefits, aqd for invalidity benefit in France; under
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the Social Security Act of the United States, old-age and survivors’
benefits may be obtained after an even shorter period of insurable
employment. At the same time we find several laws, including that
of Great Britain, which require, in connection with old-age benefit,
that the first contributjan must have been paid at least five years
before the benefit is claffhed.

The present Recommendation proposes, on the basis of existing
practice and new tendencies, that the contribution conditions for
invalidity, old-age and survivors’ benefits may require that con-
tributions should have been paid for at least two fifths of a pre-
scribed period, such as five years, completed before the claim,
subject to the possibility of the added condition of a total of five
years of insurance for the purpose of old-age benefit. It is proposed,
moreover, that the claimant should have the option of invoking an
alternative condition in case he should not satisfy the principal
one. The alternative condition is related to the whole duration of
the insurance of the claimant, and may enable him to compensate
for any recent irregularity of contribution or contributions by the
consistency with which he has fulfilled his contribution obligations
during his insurance career as a whole. Such an alternative con-
dition is found in a number of laws. As here formulated, it may
require that contribution periods should account for as much as three
quarters of the time which has elapsed since entry into insurance,
and which may well be subject to a minimum, such as ten years.

D. DisrrisurioN or CosTt e

In social insurance schemes for employed persons the cost “of
invalidity, old-age and survivors’ benefits and unemployment
benefit is usually shared among insured persons, employers and the
State, and that of sickness and maternity benefits between insured
persons and employers, while the cost of compensation for employ-
ment injuries is borne solely by the employers, except in so far as
sickness benefit may be paid during a short initial period of in-
capacity.

Under the national invalidity and old-age insurance scheme of
Sweden and the New Zealand scheme, both of which cover the
citizenry at large, the cost is shared between the insured person
and the State (including local governments), but the employer con-
tinues to be liable for compensation for employment injuries.

The proposed Recommendation contains a series of guiding
principles for financing the various types of benefits provided for
under the unified social insurance scheme which it contemplates.
These principles concern only the sources from which the benefit
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fund is to be supplied. They do not deal, except by implication,
with the distribution of the cost over periods of time; and not at
all with the investment of insurance monies.

As regards the insured person’s contribution, the principles re-
commended look to the considerations of %quity and the avoidance
of hardship. It may be agreed that in no ¢ase should a compulsory
insurance scheme impose on insured persons, as such, a contribu-
tion higher than the average premium which could have financed
their benefits if they had been brought under the scheme at the
minimum age for entry. It seems proper to set a lower limit also
to the contribution, if any of the benefits contain, as do the long-
term benefits here proposed, a substantial basic component of fixed
amount. In such circumstances a merely token contribution would
appear inconsistent with the idea of insurance and, especially
where self-employed persons are concerned, might give rise to abuse.
Accordingly provision is made in the Recommendation for enabling
a minimum absolute amount of the contribution to be specified
with respect to the abovementioned benefits particularly. No
precise rule is suggested for the degressive reduction of the con-
tribution rate on behalf of low-wage earners. It is merely recom-
mended that, in order to avoid hardship, employers and the State
should subsidise the insurance of this group. No mention is made

~ of the possibility that men and women might contribute different
proportions of their earnings. The view taken here is that the
sexes should share one another's burdens: women would draw in
some cases a somewhat higher proportion of their earnings in
bénefit than men and claim old-age benefit at an earlier age, but
they should help to pay benefits for wives and widows; the heavier
* sickness experience of women might be set off against their often
lighter unemployment experience; and both sexes should contribute
to the cost of maternity benefit. ’
It would seem equitable that no distinction should be made
between employed and self-employed persons in fixing the contribu-
tion levied for identical benefits. An exception might, however,
be made from this rule where a minimum absolute rate of contribu-
tion is in question. Every person who is regularly employed, how-
ever small his wages, may be assumed to be engaged in substantial
gainful activity and should, on that account, be entitled to pro-
tection against invalidity, old age and death; he should not there-
fore be excluded on the ground that his contribution is insignificant
in amount. ‘ :

It has been the employers’ contribution that in most countries -
has made social insurance financially feasible, and while arguments

may be adduced against it, as well as for it, so convenient a source
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of revenue is not likely to be abandoned easily by governments.
The employer's contribution is traditionally equal to the insured
person’s, except that he is often required to pay the entire con-
tribution on behalf of persons with very low wages or wages in kind
only. There are, too, a few schemes under which the ratio of the
employer’s share of the joint contribution to the insured person’s
varies inversely with the wage, although on the whole employers
may contribute as much as insured persons; the present Recom-
mendation contemplates favourably such a possibility.

A reservation is made in the Recommendation with respect to
the employer's contribution to benefits (such as invalidity, old-age
and survivors’ benefits) which are not confined to employed persons,
but for which the self-employed persons also are insured. The
Invalidity, Old-age and Survivors’ Insurance Convention, 1933,
allowed employers exemption from contributing under schemes
of national insurance which are not restricted in scope to employed
persons. It is now proposed that, if the employer is required to
contribute under such a scheme, careful consideration should be
given to the possible harmful effects on employment, in the short
run at least, of a heavy contribution from the employer.

In the long run, when the beneficent effects, hard to measure but
very real, of income security have had time to show themselves on
morale and health, in improved industrial relations and in greater
stability of the internal market, employers will surely find that
productive efficiency has so increased that the charge of their con-
tributions is amply compensated. It is, then, to employers as a
group, the trustees of the productive system, rather than as in«
dividual owners or shareholders of particular undertakings, that
social insurance is likely to bring advantage.

Employers normally bear the cost of compensation for employ-
ment injuries, and this rule is maintained in the proposed Recom-
mendation. Apart from any juridical ground, there is a practical
justification for placing this liability on the employer. For this is
the one branch of social insurance in which the application of
merit-rating has been proved to possess a certain utility. In certain
countries, such as the United States and Switzerland, the variation
of premiums according to the accident experience of the employer
or the safety of his installations is said to afford a substantial in-
centive to employers to ‘develop procedures for the prevention of
accidenta .and diseases arising out of employment, although the
saving in the premium is only a miner element in the total saving
resulting to the employer from the prevention of accidents. It ig
true that zealto prevent accidents may cause unemployment among
handicapped persons, but it should be possible to overcome this
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incidental disadvantage by a better organisation of placement for
the handicapped.!

The suggestion has been mooted that social insurance contribu-
tions, especially the contribution for unemployment benefit, might
be varied from time to time according to the economic barometer,
falling when employment is bad and rising when it is good. The
contrary position is taken in the present Recommendation. Em-
ployers in any case must be allowed to base their programmes as
far as possible on fixed costs. That purchasing power should be
liberated in bad times and withdrawn in good times is doubtless
sound doctrine, but taxation, especially widely extended income
taxes, would seemn to be a more appropriate instrument for regu-
larising the economy. It is not inconsistent with this view, however,
to suggest, as is done in the present Recommendation, that. con:
tributions, especially those for invalidity, old-age and survivors
benefits, might begin at a low rate and gradually be raised to the
permanent rate necessary according to the actuarial estimates for
solvency. This consideration naturally does not apply under con-
ditions such as those prevailing in wartime when there is abundant
purchasing power which may advantageously be withdrawn from
circulation for release in benefits when needed. .

The State is responsible for the residual cost of social insurance,
which is not met by insured persons and employers’ contributions.
It has to divide with the employer whatever share of the cost
cannot equitably or without hardship be imposed on the insured
person; the proportion in which that division is made may well
differ according to the fiscal capacity of the State. There are some
elements of the cost, however, which appear to be peculiarly .the
responsibility of the State. They include the deficit of con.tnbu-
tions of persons brought into insurance late in life, the contingent
liability involved in guaranteeing basic long-term benefits, adequate
maternity benefit, and, in times of heavy unemployment, unem-
ployment benefit, and subsidies to the insurance of persons of
small means. Apart from these charges the State has of course
the considerable burden of social assistance, children’s allowamses
and health services, all of which are essential features of a social
security system.

E. ADMINISTRATION

The social insurance scheme contemplated in the present. Recom-
mendation for the provision of cash benefits would be admm.xstered
by a central social insurance authority. That authority might be

1CL., in the Report on the third Item on the Agenda, paragraph 44 (3) of the
Recommendation. . .
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an autonomous statutory body or a government department or
agency. In either case it should be associated in a joint body with
the authorities administering social assistance, medical care ser-
vices and employment services for the purpose of regulating ques-
tions of common interest.

The proposed social insurance scheme would operate uniformly
throughout the territory within its competence, so that the rates of
benefits and contributions would be paid uniformly or according
to uniform principles. Since, however, the Recommendation pro-
poses only minimum rates of benefit, considerable scope is left
for private insurance and for the operation of special insurance
schemes providing supplementary benefits for miners, seamen,
public officials or the staffs of individual undertakings and for the
activity of mutual benefit societies. No category of workers should
be excepted from the general scheme, so that, irrespective of changes
in his occupation and level of earnings, a person would remain
insured under that scheme throughout his working life.

It will be in the field of supplementary insurance that local and
occupational autonomy and spontaneity will find its chief expres-
sion. Nevertheless the general scheme must be constantly subject
to the criticism, though not to the interference; of statutory com-
missions on which the various groups of contributors would be re-
presented. Such commissions might be set up in conjunction with
both the central administration and with its local branches. They
would maintain a contact between the administration and the
public, voicing complaints and makingsuggestions for improve-
ments. They might select the assessors who, it is proposed, should
participate in the settlement of disputes between insured persons
and the administrative authority. It might well be that the same
commissions should exercise similar functions in connection with
medical care and employment services also.

In connection with the administration of compensation for em-
ployment injuries it seems fair and expedient that employers as
such should be closely associated through their representatives in all
that pertains to the fixing of risk classes and premium rates and to
any safety policies that may be developed under the general scheme.

Besides the economy of the elimination of duplicate staffs and the
justice of the elimination of anomalous inequalities of treatment,
and of gaps and overlapping in the network of protection, the unifica-
tion of social insurance can yield the advantage of a set of regula-
tions simple enough to be understood by the insured person. At
present in certain countries it is impossible for an insured person
to understand the rights that the law allows him without studying
hundreds of pages of regulations.

ST————————



SOCIAL ASSISTANCE

A. MAINTENANCE oF CHILDREN

A nation’s future depends on its children, and investment in the
improvement of the quality of the next generation and in the pre-
servation or increase of its numbers may well be more important
for its economic, as well as its cultural advance, than investment}in
physical capital. National concern for children seems to have been
felt more acutely in Europe than in other continents, and has led to
the introduction, through social insurance, of medical care for the
children of wage earners in a dozen countries and of children’s
allowances in nearly as many. School meals and maternity and
child welfare services, on the other hand, are to be found more or
less extensively developed in many countries both in Europe and
elsewhere.

Of the various fields in which social provision may be made for
children, two are excluded from the purview of the proposed Re-
commendation: education, because it is referred to in the Recom-
mendation on Item III on the Agenda, and medical care, because
it is dealt with in the companion Recommendation to the present
one. Here we mention only nutritional and housing services for
children and children’s allowances, as additional means of assuring
the healthy nurture of children and reducing the economic handi-
caps of parenthood.

While it will be generally acknowledged that both services in
kind and allowances in cash are desirable features of comprehensive
p'opulation policy, there is a division of opinion as to the compara-
tive efficacy of these two methods of subsidising the family, and
therefore as to which is to be preferred when financial limitations
forbid the provision of both. '

Subsidies in kind towards the cost of rearing children are advo-
cated by those who are primarily interested in improving the
quality of children. Such services as free food for infants and school-
children and subsidised rents for large families are destined to’
assure healthy nurture. They are considered more effective than
cash allowances for this purpose, since the latter tend only too
easily to be lost in household expenditure as a whole. It is even
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argued that a cash allowance, just because it can be misused, is
likely to stimulate the birth rate in the least responsible section of
the community. Considerations such as these appear to have in-
fluenced the Population Commissions of Denmark and Sweden
decisively against children’s allowances.

Governments, however, may be properly apprehensive of the
results of a falling birth rate and may try to check or reverse this
movement without being suspected of aggressive intentions towards
their neighbours. Such governments have introduced children’s
allowances without excluding the simultaneous development of
subsidies in kind of varging extent and value. In Europe these
allowances are, in the main, reserved for wage earners’ children,
and are financed by employers alone or by employers and the
State. In Australia, New Zealand and Brazil, on the other hand,
they are financed wholly from taxation, since it has been recognised
that children's allowances are necessary for the welfare of society
as a whole, that they may depress wages if their cost is charged to
employers, that they should not be confined to wage-earning fami-
lies but extended to all families, and that they should be payable
whether the parent is in work or out of work. In France, where
children’s allowances began as an employers’ responsibility, we
have witnessed in 1939 the assumption by the State of the major
part of the charge. The position taken in the present Recommenda-
tion is that children’s allowances, if established, should be the
exclusive responsibility of the State.

In no country, except perhaps France in 1939, could children’s
allowances be considered adequate for full support, and it is prob-
able that there are few countries where public opinion at this
time would approve of allowances on so high a level as that standard
would require. All that can be expected is that the allowances
should represent a substantial contribution towards the cost of
rearing a child.

As we have mentioned already, in Australia, France and New
Zealand children’s allowances are co-ordinated with social security.
benefits in case of invalidgty, sickness, death, unemployment and
compensation for employment injuries. If, as in Australia, the
allowance for the parent at work is paid for the second and follow-
ing children only, then when he is out of work it is paid for the
first child also. Children’s allowances are, as the Beveridge Report
has demonstrated for Great Britain at least, indispensable if social
insurance benefits are to secure at least a subsistence minimum
for low-wage earners with several children without removing the
necessary margin between income when at work and income when
out of work. :
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In the present Recommendation we have proposed two children
as the maximum number for whom maintenance can be specific-
ally provided as part of social insurance benefits, and have assumed
that countries which wish to assure maintenance for larger families
will do so by means of children’s allowances.

B. MAINTENANCE OF INVALIDS AND AGED

Among adult claimants of assistance special consideration should
be shown to invalids and aged persons who have never had the
opportunity of working in an insurable occupation, either because
they were invalids in childhood, or because they were already
invalids or aged when social insurance was applied to the area or
the occupational group to which they or, in the case of widows,
their husbands had belonged.

Provision was made by the Invalidity and Old-age Insurance
Conventions, 1933, for the granting of non-contributory allowances
as of right to needy invalids and aged persons. It is proposed that
maintenance allowances on the lines there laid down should be
granted during the period which will elapse before social insurance
reaches all gainfully occupied persons and thereafter asa permanent
measure to persons who are invalids at the age when they would
normally have entered insurance. '

Non-contributory widows' allowances according to the principles
laid down in the Survivors’ Insurance Conventions, 1933, should
be provided for needy widows who have children in their care. The
children’s supplement attached to the widow's allowance should
be sufficient for their full support.

C. GENERAL ASSISTANCE

It follows from the very nature of social insurance, which is
founded on the principle that benefit is provided “on condition”,
as the Beveridge Report puts it, “of service and contribution”,
that there will always be individuals who fail to comply with the
contribution conditions; and from the necessary limitation in the
range of contingencies of loss of earnings which it is practicable to
cover by social insurance, that cases of want will occur for which
no benefit is provided; while the benefits of social insurance, being
fixed in advance according to probable average need, will be in-
sufficient to meet needs in some individual cases. Income security
schemes based on the ascertained need of the claimant, that is to
say social assistance, are therefore permanently required in order
to supplement the protection—far reaching though it be—which a
national social insurance scheme can afford. Both the Beveridge
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and the Marsh Reports, and likewise the Wagner-Murray-Dingell
Bill, include proposals for supplementary social assistance of an
inclusive character.

In the administration of social assistance it is recommended that
the well established policy of differentiating claimants according
to the main cause of their being in want should be continued.
It is obvious, for example, that a farmer or a shopkeeper who is
forced out of business by circumstances beyond his control has a
claim on public charity very different from that of a person who is
unemployable by reason of intemperance or chronic misconduct;
for the former group the Beveridge Report even proposes a special
insurance benefit consisting of maintenance while in training for
another occupation. For the latter group on the other hand, some
process of control and re-education is necessary. All assistance
allowances to needy persons capable of work, or who may be
rendered capable, may naturally be granted on condition of com-
pliance with instructions given with a view to remedying their
situation.



PROPOSED RECOMMENDATION CONCERNING
INCOME SECURITY

. The General Conference of the International Labour Organ-
1sation,

Having been convened at by the Governing Body
of the Ir}terqatlox}al Labour Office, and having met in its
Twenty-sixth Session on 20 April 1944, and

Having decided upon the adoption of certain proposals with
regard to income security, which is included in the fourth Item
on the Agenda of the Session, and

Having determined that these proposals shall take the form
of a Recommendation,

adopts, this day of May of the year one thousand nine
hundred and forty-four, the following Recommendation which may
be cited as the Income Security Recommendation, 1944:

Whereas the Atlantic Charter contemplates ‘‘the fullest colla-
boration between all nations in the economic field with the object
of securing for all improved labour standards, economic advance-
ment and social security”’; and

. Whereas the Conference of the International Labour Organisa-
tion, _by a resolution adopted on 5 November 1941, endorsed this
principle of the Atlantic Charter and pledged the full co-operation

of dthe International Labour Organisation in its implementation;
an

thereas 1ncome security is an essential element in social security;
an

Whereas the International Labour Organisation has promoted
the development of income security—

by the adoption by the International Labour Conference of Con-
ventions and Recommendations relating to workmen’s compensation
for accidents and occupational diseases, sickness insurance, provi-
sion for maternity, old-age, invalidity, and widows’ and orphans’
penstons, and provision for unemployment,

by the adoption by the First and Second Labour Conferences of
Amgrxcan States of the resolutions constituting the Inter-American
Social Insurance Code, the participation of a delegation of the
Govet:nmg Body in the First Inter-American Conference on Social
Security which adopted the Declaration of Santiago de Chile, and
the approval of the Governing Body of the Statute of the Inter-
American Conference on Social Security established as a permanent
agency of co-operation between social security administrations and
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institutions acting in concert with the International Labour Office,
and by the participation of the International Labour Office in an
advisory capacity in the framing of income security schemes in a
number of countries and by other measures; and

Whereas it is now desirable to take further steps towards the
attainment of income security by the unification of social insurance
schemes, the extension of such schemes to all workers and their
families, including rural populations and the self-employed, and the
elimination of inequitable anomalies; and .

Whereas the formulation of certain general principles which
should be followed by Members of the Organisation in developing
their income security schemes along these lines on the foundation
of the existing Conventions and Recommendations, pending the
unification and amplification of the provisions of the said Conven-
tions and Recommendations, will contribute to this end:

The Conference recommends the Members of the Organisation
to apply the following principles, as rapidly as national conditions
allow, in developing their income security schemes with a view to
the implementation of the fifth principle of the Atlantic Charter,
and to report to the International Labour Office from time to time,
as requested by the Governing Body, concerning the measures
taken to give effect to these principles:

GENERAL

1. Income security schemes should relieve want and prevent
destitution by restoring, up to a certain level, income which is lost by
reason of inability to work or to obtain work or by reason of the
death of a breadwinner.

2. Income security should be organised as far as possible on
the basis of social insurance, whereby insured persons fulfilling
prescribed qualifying conditions are entitled, in consideration of
the contributions they have paid into a benefit fund, to benefits
payable at rates and in contingencies defined by law.

3. Provision for needs not covered by social insurance should
be met by social assistance, and certain categories, particularly
dependent children and needy invalids, aged persons and widows,
should be entitled to allowances at rates fixed according to a pre-
scribed scale.

4. Social assistance appropriate to the needs of the case should
be provided for other persons in want.

" I. SOCIAL INSURANCE
A. ConrINGENCIES COVERED

Range of Contingencies to be Covered

5. (1) The range of qontingencjes covered b}_r social insurance
should embrace all contingencies in which an 1n§qred person is
prevented from earning his living, whether by inability to work or
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inability to obtain work, or in which he dies leaving a dependent
famxly, and shoqld include certain associated emergencies, generally
experienced, which involve extraordinary strain on limited incomes.

(2) Compensation should be provided in cases of incapacity for
work and of death arising out of employment.

(3) In order that the benefits provided by social insurance may
be closely adapted to the variety of needs, the contingencies covered
should be classified as follows:

(a) sickness;

(b) maternity;

(c) invalidity;

(d) old age;

(¢) death of breadwinner;
(f) unemployment;

(g) emergency expenses; and
(k) employment injuries.

Sickness

. 6. The contingency for which sickness benefit should be paid
is loss of earnings due to abstention from work necessitated on
med{cgl grounds by an acute condition, due to disease or injury,
requiring medical treatment or supervision.

7. The necessity for abstention from work should be judged,
as a rule, \yxth reference to the previous occupation of the insured
person, which he may be expected to resume.

. 8. Benefit need not be paid for the first few days of a period of
sickness, but if sickness recurs within a few months, a fresh waiting
period should not be imposed.

9. Benefit should preferably be continued until the beneficiary
is fit'to return to work, dies or becomes an invalid. If, however,
it is considered necessary to limit the duration of benefit, the maxi-
mum period should not be less than 26 weeks for a single case, aqd
provision should be made for extending the duration of benefit in
the case of specified diseases, such as tuberculosis, which often
involve lengthy, though curable, sickness.

Maternity

. 10. The contingency for which maternity benefit should be paid
is loss of earnings due to abstention from work during prescribed
periods before and after childbirth.

11. (1) A woman should have the right to'leave her work if she
produces a medical certificate stating that her confinement will
probably take place within six weeks, and no woman should be
permitted to work during the six weeks following her confinement.

" (2) During these periods maternity benefit should be payable.

- 12. " Absence from work for longet l;;eriodas or on other occasions
rhay be desirable on medical grounds, having regard to the physical
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condition of the beneficiary and the exigencies of her work; during
any such periods sickness benefit should be payable.

13. The payment of maternity benefit may be made condi-
tional on the utilisation by the beneficiary of health services pro-
vided for her and her child.

Invalidity

14. The contingency for which invalidity benefit should be paid
is inability to engage in any substantially gainful work by reason
of a chronic condition, due to disease or injury, or by reason of
the loss of a member or function.

15. (1) A handicapped person should be eéxpected to engage in
any occupation which may reasonably be indicated for him, having
regard to his remaining strength and ability, his previous experience,
and any facilities for training available to him.

(2) A person for whom such an occupation can be indicated but
is not yet available, and a person following a training course, should
receive provisional invalidity benefit, or unemployment benefit,
if he is otherwise qualified for it.

(3) A person for whom no such occupation can be indicated
should receive invalidity benefit.

16. Beneficiaries whose permanent inability to engage regularly
imany gainful occupation has been confirmed should be allowed
to supplement their invalidity benefit by casual earnings of small
amount.

17. Where the rate of invalidity benefit is related to the rate
of the previous earnings of the insured person, the right to benefit
should be admitted if the handicapped person is not able to earn
by ordinary effort as much as one third of the normal earnings in.
his previous occupation of able-bodied persons having the same
training. :

18. Invalidity benefit should be paid, from the date when sick-
ness benefit ceases, for the whole duration of invalidity: Provided
that when the beneficiary reaches the age at which old-age benefit
may be claimed the latter may be substituted for invalidity benefit.

Old Age

19. The contingency for which old-age benefit should be paid
is the attainment of a prescribed age, which should be that at
which persons commonly become incapable of efficient work, the
incidence of sickness and invalidity becomes heavy, and unemploy-
ment, if present, is likely to be permanent.

20. The minimum age at which old-age benefit may be claimed
should be fixed at not more than 65 in the case of men and 60 in
the case of women. :

21. Payment of old-age benefit may, .if the basic Beneﬁt is suf-
ficient for subsistence, be made conditional on retirement from
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regular work in any gainful occupation; where such retirement is
required, the receipt of casual earnings of small amount should not
disqualify for old-age benefit.

Death of Breadwinner

. 22. The contingency for which survivors’ benefits should be paid
is the loss of support suffered by the dependants as the result of the
death of their breadwinner.

23. Survivors’ benefits should be paid to the widow (or, subject
to her previous registration as a dependant, to an unmarried woman
w.ith whom the deceased, himself unmarried, cohabited as man and
wife) and for the children, stepchildren, adopted children and, sub-
ject to their previous registration as dependants, illegitimate child-

rcir_ll é)f an insured man or of an insured woman who supported the
children.

24. Widow’s benefit should be paid to a widow who has in her
care a child for whom child’s benefit is payable or who, at her
husband’s death or later, is an invalid or has attained the minimum
age at which old-age benefit may be claimed; a widow who does not
fulfil one of these conditions should be paid widow’s benefit for a
minimum period of several months, and thereafter if she is unem-

ployed until suitable employment can be offered to her, after train-
. ing if necessary.

25. Child’s benefit should be paid for a child who is under the

age of 16, or who is under the age of 18 and is continuing his general
or vocational education. '

Unemployment

26. The contingency for which unemployment benefit should be
paid is loss ©of earnings due to the unemployment of an insured
person who is ordinarily employed, capable of regular employment

In some occupation, and seeking suitable employment, or due to
part-time unemployment.

~27. Benefit need not be paid for the first few days of a p_erio.d
of unemployment reckoned from the date on which the claim is

registered, but if unemployment recurs within a few months, a fresh

waiting period should not be imposed.

28. Benefit should continue to be paid until suitable employ-
ment is offered to the insured person.

29. During an initial period reasonable in the circumstances of

the case, only the following should be deemed to be suitable employ-
ment: .

(@) employment in the usual occupation of the insured person
in a place not involving a change of residence and at the
current rate of wages; or

(b) another employment acceptable to the insured person.
30. After the expiration of the initial period:
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(a) employment involving a change of occupation may be
deemed to be suitable if the employment offered is one
which may reasonably be offered to the insured person,
having regard to his strength, ability, previous experience
and any facilities for training available to him;

(b) employment involving a change of residence may be deemed
to be suitable if suitable accommodation is available in
the new place of residence;

(c) employment under conditions less favourable than the
insured person habitually obtained in his usual occupation
and district may be deemed to be suitable if the conditions
offered conform to the standard generally observed in the

occupation and district in which the employment is offered.

Emergency Expenses

31. Benefits should be provided in respect of extraordinary
expenses incurred in cases of sickness, maternity, invalidity and
death. -

32. Necessary domestic help should be provided, or benefit
paid for hiring it, during the hospitalisation of the mpther of qe-
pendent children, if she is an insured woman or the w1f§ of an in-
sured man and is not receiving any benefit in lieu of earnings.

33. A lump sum should be paid at childbirth to insured women
and the wives of insured men towards the cost of a layette and
similar expenses.

34. A special supplement should be paid to recipients of inva-
lidity or old-age benefit who need constant attendance.

35. A lump sum should be paid on the death of an insured per-
son, or of the wife, husband or dependent child of an insured person,
towards the cost of burial.

Employment I njuries

36. (1) The contingency for which compensation for an employ-
ment injury should be paid is traumatic injury or disease arising out
of employment, not brought about deliberately or by the serious
and wilful misconduct of the victim, and resulting in temporary or
permanent incapacity or death.

(2) Where compensation for an employment injury is payable,
the foregoing provisions should be subject to appropriate modifica-
tions as indicated in the following paragraphs.

37. (1) Any disease which occurs frequently only to persons
employed in certain occupations or is a poisoning caused by a sgb-
stance used in certain occupations, should, if the person suffering
from such a disease was engaged in sucl} an occupation, })e presumed
to be of occupational origin and give rise to compensation.

(2) Alist of diseases presumed;to be of ocg:upatioqal origin should
be established and should be revised from time to time by a simple
procedure.
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(3) In fixing any minimum period of employment in the occupa-
tion required to establish the presumption of occupational origin
and any maximum period during which the presumption of occupa-
tional origin will remain valid after leaving the employment, regard
should be had to the length of time required for the contraction
and manifestation of the disease. :

38. (1) Temporary incapacity compensation should be payable

under conditions similar to those applicable to the payment of sick-
ness benefit. ‘

(2) Sickness benefit may be substituted for compensation during
the first few months at most of temporary incapacity.

3) Consideration should be given to the possibility of paying
compensation from the first day of temporary incapacity if the
Incapacity lasts longer than the waiting period.

. 39. (1) Permanent incapacity compensation should be payable
In respect of the loss or reduction of earning capacity by reason of
the loss of a member or function or by reason of a chronic condition
due to injury or disease.

(2) A person who becomes permanently incapacitated should be
expected to resume employment in any occupation which may
reasonably be indicated for him, having regard to his remaining
strength and ability, his previous experience, and any facilities for
training available to him.

(3) If no such employment can be offered, the person should

receive compensation for total incapacity on a definitive or provi-
sional basis.

(4) If such employment can be offered, but the sum which the
person is able to earn by ordinary effort in the employment is signif-
icantly less than that which he would probably have earned had
he not suffered the injury or disease, he should receive compensation

for partial incapacity proportionate to the difference in earning
capacity.

(5) Consideration should be given to the possibility of paying
suitable compensation in every case of loss of a member or function

or disfigurement, even where no reduction of capacity can be
proved. '

40. Persons exposed to the risk of an occupational disease of
gradual development should be examined periodically, and those
for whom a change of occupation is indicated, should be eligible
for compensation.

41. Compensation for permanent incapacity, total or partial,
should be paid from the time when temporary incapacity compensa-
tion ceases for the whole duration of permanent incapacity. .

. 42. (1) Persons receiving compensation for permanent partial
Incapacity should be able to qualify for other benefits under the
same conditions as able-bodied persons, where the rates of such

benefits are related to the previous earnings of the insured person.
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(2) Where the rates of such benefits are not related to the previ-
ous earnings of the insured person, a maximum may be fixed for the
combined rate of compensation and benefit. -

43. (1) Survivors’ compensation should, subject to the provi-
sions of the following sub-paragraphs, be paid to the same depend-
ants as could otherwise qualify for survivors’ benefits.

(2) A widow should receive compensation for the whole duration
of her widowhood. .

(3) A child should receive compensation until the age of 18.

(4) Provision should be made for compensating other members
of the family of the deceased who were depen@ent upon him, without
prejudice to the claims of the widow and children.

(5) The survivors of a person permanently incapacitated in the
degree of two thirds or more who dies otherwise than from the
effects of an employment injury should be entitled to basic survi-
vors’ benefits, whether or not the deceased fulfilled the contribution
conditions for such benefit at the time of his death.

B. Prrsons COVERED

Range of Persons to Be Covered

44. Social insurance should afford protection, in the contingen-
cies to which they are exposed, to all emp}oyed and self-employed
persons, together with their dependants, in respect of whom it is
practicable:

(@) to collect contributions without incurring disproportionate
administrative expenditure; and

(b) to pay benefits with the necessary co-operation of medical
and employment services and with due precautions against
abuse. . .

45. Dependent wives (that is to say, wives who are not employed
or self-employed) and dependent children (that is to say, persons
who are under the age of 16, or who are under the age of 18 and are
continuing their general or vocational education) should be pro-
tected in virtue of the insurance of their breadwinners.

Collection of Contributions

46. The employer should be made responsible for collecting
contributions in respect of all persons employed by him, and should
be entitled to deduct the sums due by them from their remuneration
at the time when it is pa}'d.

47. Where membership of an occupational association or the
possession of a licence is compulsory for any class of self-employed
persons, the association or the licensing authority may be made
responsible for collecting contributions from the persons concerned.

&
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48. The national or local authority may be made responsible
for collecting contributions from self-employed persons registered
for the purpose of taxation.

49. Pending the development of agencies to enforce payment
of contributions, provision should be made for enabling self-
employed persons to contribute voluntarily, either as individuals or
as members of associations.

Administration of Benefits

50. 1In order to facilitate the efficient administration of benefits,
arrangements should be made for the keeping of records of contri-
butions, for ready means of verifying the presence of the contingen-
cies which give rise to benefits, and for a parallel organisation of

medical and employment services with preventive and remedial
functions. _

Ewmployed Persons

51. Persons employed for remuneration should be insured
against the whole range of contingencies covered by social insurance
as soon as the collection of contributions in respect of them can be
organised and the necessary arrangements can be made for the
administration of benefit.

52. Persons whose employment is so irregular, or likely to be so
short in its total duration, that they are unlikely to qualify for

benefits confined to employed persons, may be excluded from insur-
ance for such benefits.

53. Apprentices who receive no remuneration should be insured
against employment injuries, and, as from the date at which they
would have completed their apprenticeship for their trade, compen-

sation based on the wages current for workers in that trade shoul
become payable.

Self-Employed Persons

) 54. .Self'eff}Plo}’f?q persons should be insured against the con-
tingencies of invalidity, old age and death under the same con-

ditions as employed persons as soon as the collection of their
contributions can be organised.

55. ‘Members of the employer's family living in his house, other
than his dependent wife or dependent children, should be insured
against the said contingencies on the basis of either their actual
wages or, if these cannot be ascertained, the market value of their
services; the employer should be responsible for the payment of
contributions in respect of such persons.

56. Self-employed persons whose earnings are ordinarily so low
that they can be presumed to be a merely subsidiary or casual
source of income, or that payment of the minimum contribution
would be a hardship for them, should be excluded provisionally
from insurance and referred for counsel to the employment service
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or to any special service that may exist for promoting the welfare
of the occupational group to which they may belong.

" 57. Persons who, after com_pletipg_ the contri})ution period
prescribed as a qualification for invalidity and survivors’ benefits,
cease to be compulsorily insured, either as employed or as self-
employed persons, should be given :chg option, to be exercised within
a limited period, of continuing their insurance under th_e same con-
ditions as self-employed persons, subject to such modifications as
may be prescribed.

58. Consideration should be given to the possibility of insuring
self-employed persons against sickness and maternity necessitating
hospitalisation, sickness which has lasted for several months, and
extraordinary expenses incurred in case of sickness, maternity,
invalidity or death.

C. Benerir Rares anp COoNTRIBUTION CONDITIONS

Benefit Rates

59. Benefits should replace lost earnings, with due regard to
family responsibilities, up to as high a level as is practicable without
impairing the will to resume work where resumption is a possibility,
and without levying charges on the productive groups so heavy
that output and employment are checked.

60. Benefits should be related to the previou§ earnings of the
insured person on the basis of which he has contributed: Provided
that earnings higher than those prevalent among skilled workers
may be ignored for the purpose of determining the rate of benefits,
or portions thereof, financed from sources other than the contribu-
tions of the insured person.

61. Benefits intended to cover the cost of maintenance only
may be appropriate for countries where adequate and economical
facilities exist for the population to procure additional protection
by voluntary insurance. Such benefits should be commensurate
with the earnings of unskilled workers.

62. (1) Sickness and unemployment benefits should, in the case
of unskilled workers, be not less than 40 per cent. of the previous
earnings of the insured person if he has no dependants, or 60 per
cent. if he has a dependent wife or a housekeeper for his children;
for each of not more than two dependent children, an additional
10 per cent. thereof, less the amount of any children’s allowances
for these children, should be payable.

(2) In the case of workers with high earnings, the foregoing pro-
portions of benefit to previous earnings may be reduced.

63. Maternity benefit should in all cases be sufficient for the
full and healthy maintenance of the mother and her child; it should
be not less than 100 per cent. of the current wage for female un-
skilled workers or 75 per cent. of the previous earnings of the bene-
ficiary, whichever is the greater, but may be reduced by the amount
of any child’s allowance payable in respect of the child. ®
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64. Basic invalidity and old-age benefits should be not less than
30 per cent. of the current wage commonly recognised for male
unskilled workers in the district in which the beneficiary resides,
if the beneficiary has no dependants, or 45 per cent. of that wage
if he has a dependent wife who would be qualified for widow's
benefit or a housekeeper for his children; for each of not more than

two dependent children, an additional 10 per cent. of that wage, -

less the amount of any children’s allowances for these children,
should be payable.

65. Basic ngio.w’s benefit should be not less than 30 per cent.
of the current minimum wage commonly recognised for male un-
skilled workers in the district in which the beneficiary resides; for
each of not more than three dependent children, child’s benefit at
the rate of 10 per cent. of the wage, less the amount of any children’s
allowances for these children, should be payable.

66. In 'the case of an orphan, basic child’s benefit should be not
less than 20 per cent. of the current minimum wage commonly
recognised for male unskilled workers, less the amount of any-child’s
allowance payable in respect of the orphan.

67. (1) A portion of every contribution ‘additional to those:

paid as a qualification for basic invalidity, old-age and survivors’

benefits may be credited to the insured person for the purpose 0¥

increasing the benefits provided for in paragraphs 64, 65 and 66.

(2) In every case in which retirement is deferred beyond the
minimum age at which old-age benefit could have been claimed,
basic old-age benefit should be equitably increased.

68. (1) Compensation for employment injuries should not be
less than two thirds of the wagesplogt, or estgmated to have been
lost, as the result of the injury.

(2) Such compensation should take the form of periodical pay-
ments, except in cases in which the competent authority is satisfied

that the payment of a lump sum will be more advantageous to the
beneficiary. '

(3) Periodical payments in res . ity and
. pect of permanent incapacity
death should be adjusted currently to significant changes in the
wage level in the insured person’s previous occupation.

Contribution Conditions
69. The right to benefits other than compensation for employ-

ment injuries should be subject to contribution conditions designed
to prove that the normal status of the claimant is that of an em-
ployed or self-employed person and to maintain reasonable regular-
ity in the payment of contributions: Provided that'a person shall
not be disqualified for benefits by reason of the failure of his em-

Ployer duly to collect the contributions payable in respect of him.

70. (1) The contribution conditions for sickness, maternity and
unemployment benefits may require that contributions shall have
-bee%J)axd in respect of not less than a quarter of a prescribed
period, such as two years, completed before the contingency occurs.
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(2) The contribution conditions for maternity benefit may
require that the first contribution shall have been paid not less than
ten months before the expected date of confinement, but even
though the contribution conditions are not fulfilled, maternity
benefit at the minimum rate should be paid during the period of
campulsory abstention from work after confinement, if the claim-
ant’s normal status appears, after consideration of the case, to
be that of an employed person.

71. (1) The contribution conditions for basic in_valigiity, old-
age and sutvivors' benefits may require that contributions shall
have been paid in respect of not less than two fifths of a prescribed
period, such as five years, completed before the contingency occurs;
payment of contributions in respect of not less than three quarters
of a prescribed period, such as ten years, or of any longer pex.'iod
which has elapsed since entry into insurance, should be recognised
as an alternative qualification for benefit.

(2) The contribution conditions for old-age benefit may provide
that the first contribution shall have been paid not less than five
years before the claim for benefit is made.

- (3) The right to benefit may be suspended where an .insured per-
son wilfully fails to pay any contribution due by him in respect of
any period of self-employment or to pay any penalty imposed for
late payment of contributions.

72. The insurance status of an insured person at the date when
he becomes entitled to invalidity or old-age benefit should be main-
tained during the currency of such benefit foy ‘ghe purposes of ensur-
ing him, in the event of recovery from invalidity, as full protection
under the scheme as he was entitled to on the occurrence of the
invalidity, and of entitling his survivors to survivors' benefits.

D. DisrriBurION oF Cost

73. The cost of benefits, including the cost of administration,
should be distributed among insured persons, employers and tax-
payers in such a way as to be equitable to insured persons individu-
ally, to avoid hardship to insured persons of small means, and to
cause the least disturbance to production.

74. (1) The contribution of an insured person should not
exceed such proportion of his current earnings taken into account
for reckoning benefits as, applied to the estimated average earnings
of all persons insured against the same contingencies, would, assum-
ing such persons to contribute while earning from the minimum
age for entering employment onwards, yield a contribution income.
the probable present value of which would equal the probable pre-
sent value of the benefits to which they may become entitled
(excluding compensation for employment injuries).

(2) In accordance with this principle the contributions of em-
ployed persons and self-employed persons for the same benefits

may, as a rule, re nt the same proportion of their respec
earnings.

xa) B

”
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75. A minimum absolute rate, based on the minimum rate of
earnings which may be deemed to be indicative of substantial gain-
ful work, may be prescribed for the insured person’s contribution
with respect to benefits the whole or part of which does not vary
with the rate of previous earnings.

76. (1) Employers may be required to contribute, particularly
by subsidising the insurance of low-wage earners, as much as half
the total cost of benefits confined to employed persons, excluding
compensation for employment injuries.

(2) If employers are required to contribute with respect to
benefits not confined to employed persons, regard should be had
to the possible effect of employers’ contributions on the volume of
employment.

77. (1) The entire cost of compensation for employment injur-
ies, except in so far as sickness benefit may be substituted for com-
pensation in case of temporary incapacity, should be contributed
by employers.

(2) Consideration, should be given to the possibility of applying
some method of merit rating in the calculation of contributions in
respect of compensation for employment injuries.

78. The rates of contribution of insured persons and employers
should be kept as stable as possible: Provided that the initial rate
of contributions for invalidity, old-age and survivors’ benefits may,
in order to avoid disturbance to the national economy and having
regard to an expected increase in national productivity, be fixed
substantially below the permanent rate, to be attained gradually in
a limited period or as soon as favourable economic conditions are
present.

79. (1) The residual cost of benefits should be met from taxa-
tion.

(2) Among the elements which may properly be included in the
residual cost are:

(a) the contribution deficit resulting from bringing persons
into insurance when above the minimum age for entering
employment;

(b) the contingent liability involved in guaranteeing the pay-
ment of basic invalidity, old-age and survivors’ benefits agd
the payment of adequate maternity benefit;

(¢) the liability resulting from the continued payment of un-
employment benefit when unemployment persists at an
excessive level; and

(d) subsidies to the insurance of persons of small means,

E. ADMINISTRATION

80. The administration of social insurance should be unified
within a co-ordinated system of social security services, and con-
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tributors should, through their organisations, be represented on
the bodies which determine or advise upon administrative policy
and propose legislation or frame regulations.

81. Social insurance should be administered under the direction
of a single authority; this authority should be associated with the
authorities administering social assistance, medical care services
and employment services in a co-ordinating body for matters of
common interest, such as the certification of inability to work or
to obtain work.

82. The unified administration of social insurance should be
compatible with the operation of separate insurance schemes, com-
pulsory or voluntary in character, providing supplementary, but
not alternative, benefits for certain occupational groups, such as
miners and seamen, public officials, the staffs of individual under-
takings and members of mutual benefit societies.

83. (1) The law and regulations relating to social insurance
should be drafted in such a way that beneficiaries and contributors
can easily understand their rights and duties.

(2) In devising procedures to be followed by beneficiaries and
contributors, simplicity should be a primary consideration.

84. Central and regional advisory councils, representing such
bodies as trade unions, employers’ associations, chambers of com-
merce, farmers’ associations, women's associations and child pro-
tection societies, should be established for the purpose of making
recommendations for the amendment of the law and administrative
methods, and generally of maintaining contact be_tween the admin-
;ist}’at_ion of social insurance and groups of contributors and bene-

ciaries.

85. Employers should be closely associated with the adminis-
tration of compensation for employment injuries, particularly in
connection with the prevention of accidents and occupational
diseases and with merit rating.

86. (1) Claimants should have a right of appeal in case of dis-
pute with the administrative authority concerning such’ questions
as the right to benefit and the rate thereof.

(2) Appeals should preferably be referred to special tribunals,
which should include judges who are experts in social insurance
law, assisted by assessors, representative of the group to which the
claimant belongs, and, where employed persons are concerned, by
representatives of employers also.

(3) In any dispute concerning liability to insurance or the rate of
contribution, for an employed or self-employed person, and where
an employer’s contribution is in question, an employer should have.
a right of appeal.

(4) Provision for uniformity of interpretation should be assured
by a superior appeal tribunal.
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II.. SOCIAL ASSISTANCE

A. MAINTENANCE OF CHILDREN

87. Society should normally co-operate with parents through
general measures of assistance designed to secure the well-being of
dependent children. _

88. Public subsidies in kind or in cash or in both should be
established in order to assure the healthy nurture of children, help
to maintain large families, and complete the provision made for
children through social insurance.

89. Where the purpose in view is to assure the healthy nurture
of children, subsidies should take the form of such advantages as
free or below-cost infants’ food and school meals and below-cost
dwellings for families with several children.

90. (1) Where the purpose in view is to help to maintain large
families or to complete the provision made for children by subsidies
in kind and through social insurance, subsidies should take the form
of children’s allowances.

(2) Such allowances should be payable, irrespective of the
parents’ income, according to a prescribed scale, which should
represent a substantial contribution to the cost of maintaining a
child, should allow for the higher cost of maintaining older children,
and should, as a minimum, be granted to all children for whom no
provision is made through social insurance.

91. Society as a whole should accept responsibility for the main-
tenance of dependent children in so far as parental responsibility
for maintaining them cannot be enforced.

B. MaiNTENANCE OF NEEDY INVALIDS, AGED PERSONS aAND
Wibows

92. Invalids, aged persons and widows who are not receiving
social insurance benefits because they or their husbands, as the case
may be, were not compulsorily insured, and whose incomes do not
exceed a prescribed level, should be entitled to special maintenance
allowances at prescribed rates.

93. The persons who should be entitled to maintenance allow-
ances should include:

(a) persons belonging to occupational groups, or residing in
districts, to which social insurance does not yet apply, or
has not yet applied for as long as the qualifying period for
basic invalidity, old-age or survivors’ benefits, as the case
may be, and the widows and dependent children of such
persons; and )

(b) persons who are already invalids at the time when they
would normally enter insurance.

94. Maintenance allowances should be sufficient for full, long-
term maintenance; they should vary with the current cost of living,
and may vary as between urban and rural areas.
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95. Maintenance allowances should be paid at the full rate to
persons whose other income does not exceed a prescribed level and
at reduced rates in other cases.

96. The provisions of the present Recommendation defining
the contingencies in which invalidity, old-age and survivors’ benefits
should be paid should be applied, in so far as they are relevant, to
maintenance allowances. ’

C. GENERAL ASSISTANCE

97. (1) Appropriate allowances in cash or partly in cash and
partly in kind should be provided for all persons who are in want
and do not require internment for corrective care.

(2) The range of cases in which the amount of the allowance is
entirely discretionary should be gradually narrowed as the result
of the improved classification of cases of want, and the establish-
ment of budgets corresponding to the cost of maintenance in short-
term and long-term indigency.

(3) The grant of allowances may be subject to compliance by the
recipient with directions given by the authorities administering
medical or employment services in order that the assistance may
yield its greatest constructive effect. !
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INTRODUCTION

Health is the most precious asset both of the individual and of
the nation. No amount of wealth can compensate for its loss, and
ill-health is frequently at the very root of poverty. Though the
importance of health for the well-being of a country had been
realised centuries ago by the more farsighted among its citizens,
the recognition of this fact has but recently found such universal -
and emphatic expression that the need for collectively organised
and financed health services is conceded by the majority of those
responsible for the conduct of public affairs, and by a large section
of the medical profession.

The war has greatly contributed to the conviction that health
is an indispensable condition for a nation’s survival. Schemes and
plans for organised health services have followed each other in
rapid succession during the last two years. Parliamentary com-
missions, government institutions, the medical profession, political
parties and other groups of professional and lay men have advanced
proposals for comprehensive health services. All these proposals
purport to make such. care available to every human being by
entrusting to the community the task of organising the provision
of medical care for its members and assuming collectively the cost
of illness and the care of health. S

The care of the people’s health has two aspects which in the
past have been dealt with by different agencies, a development
that has tended to obscure the essential unity of all health problems.

Medical care, on the one hand, is given by members of the medical
and allied professions to the individual patient with a view to
restoring his health, preventing the further development of disease
and alleviating his suffering when he is afflicted by ill-health. The
efficient doctor, inspired by modern concepts of preventive medicine,
moreover extends his care and advice to the client' who consults

1 (1 ” . ; . "
healta‘ fmy m g.tmth?h?m ad?:attime%t" when h:m
receives the doctor’s care. .
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him in good time, with a view to protecting and improving his
health when it is threatened. In the first case, his care is curative;
in the second, it is preventive. In both cases, it is afforded to a
person whose health is threatened by illness or impending illness.

Organised collective provision for curative medical care has in
the past been made chiefly by social insurance as a branch of in-
come security schemes, or by private or public charity, mainly in
connection with hospitals or poor relief institutions. Recognition
of the essential unity of all health problems, however, gradually

widened the concept of organised medical care beyond that under--

lying these insurance or assistance schemes. Illness must not
only be cured—it should be prevented. Health must not only be
protected—it should be improved. Care of the sick, therefore,
cannot be divorced from care of the healthy. Curative, preventive
_and health-promoting care are but different facets of the same
problem. To be altogether effective, medical care must be both
curative and preventive, and must be integrated or co-ordinated
with other measures aiming at the protection and improvement
of health.

By these other measures, the whole community or groups of
individuals are provided with means for promoting and protecting
their health before it is threatened, or known to be threatened.
Catering, as they do, for groups of persons exposed to special health
risks before these risks materialise, measures of this kind are by
their very nature amenable only to collective provision in the form
of services and have, in fact, for many decades been organised and
financed collectively, first by charitable and religious institu-

tions, later by public authorities. They include immunisation and -

quarantine, maternity and child welfare, factory hygiene, health

visiting or social work, preventive periodical examinations, physical -

fitness campaigns and health education, nutrition, and the like.
As a rule, these services are now provided by the public authorities
of both central and local governments, out of tax funds. Whether
for this reason or because they deal with community health prob-
lems, they have been designated as “public health services”

This denomination, however, is liable to misinterpretation. On
the one hand, medical care, as above defined, is no less a cox.mern
of the community than “public” health services, and the people’s
health is as much affected by the availability and quality of the
one as of the other.

Public authorities, on the other hand, i iti ot
“public’’ health services, also provide me'diza;lligison organsing

. ! for the destitute
and sometimes for those whose illness obviously endangers the

health of the community, such as persons suffering from tubercu-
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losis, venereal disease, or other infectious disease. In New Zealand
and the U.S.S.R. they provide medical care for the whole popula-
tion, out of funds raised by special taxation in the former, and out
of general public moneys in the latter country. The qualification
“public” for health services other than medical care is therefore just
as misleading if purporting to refer to the agency responsible for
organising such services, as it is erroneous if meant to single out their
special significance for the community. It is accordingly proposed
to designate health services other than medical care as “general
(rather than public) health services” (defined in paragraph 43).

To sum up, the term “health services”, as used in the proposed
Recommendation, comprises both medical care and general health
services, the connotation “‘service” referring to the organised pro-
vision of the care or other protective measures as distinguished
from its provision by non-governmental agencies through private
arrangements, '

Measures of environmental hygiene, such as sanitation and health
standards for housing or other premises, are not in this context in-
cluded under “health services”, because they do not deal with the
physical and mental condition of human beings, but with the
creation of a healthy environment, tasks for sanitary engineering
and town planning authorities rather than for health and insurance
authorities. .

The proposed Recommendation deals chiefly with the principles
that should guide the collective organisation of medical care. The
unity of all health problems, however, must be considered as one
of the principal issues in arriving at a modern health policy. The
co-ordination of medical care with general health services is ac-
cordingly treated as an essential prerequisite to the success of a
nation-wide and comprehensive medical care service. But the
Recommendation does not deal with the organisation of g_eneral
health services as such—a domain at present hardly within the
scope of social security.



NATURE AND FORM OF MEDICAL CARE SERVICE

CoNCEPT OF SERVICE

The modern concept of a medical care service transcends both
the concept of sickness insurance and that of social assistance.

The older sickness insurance schemes, on the one hand, lacked
qualities essential for meeting the requirements of an effective
medical care service: they fell short of universality in scope, did not
provide unlimited care of every description, available at any time,
nor ensure a rational organisation of such care and its effective co-
ordination with general health services. Most often, employed
persons within prescribed income limits only were insured; benefits
were often limited to six months or one year and linked with cash
benefits, or restricted to certain kinds of care; the service was
based chiefly on individual practice, and its administration was
divorced from that of general health services.

The social assistance medical care services of public authorities,
on the other hand, largely based on hospitals and dispensaries,
were often more rationally organised than social insurance services,
Their benefits, however, were granted to indigents only, subject to
a means test.

Excluded from both forms of organised care were not only the
upper classes, but also the middle classes with incomes above the
insurance limit,

An income security service is intended to bridge the period when
the beneficiary’s normal income ceases; it supplements the normal
income system. A medical care service, on the contrary, is intended
to meet in its entirety one of the most essential needs of mankind,
the need for the protection of health when illness occurs or
threatens.

The institution of such a service, if it is to be effective, cannot
be left to the initiative of individuals. Voluntary insurance or pre-
payment plans do not reach those strata of the population most
in need of organised care, nor, as a rule, those best able to con-
tribute to a collective scheme. A complete up-to-date medical
care service is too expensive to be financed by a relatively small
group of individuals. '

Equally insufficient and unsatisfactory are systems which merely
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grant financial assistance to the beneficiary towards the fees paid
by him to the doctor consulted—as does the French system. The
financial barrier preventing the person of small or moderate means
from obtaining full care in good time is not entirely removed, and a
truly rational organisation of the care is excluded under this
“refund”’ system.

In the first section of the proposed Recommendation the essential
criteria of a compulsory medical care service are set out.

Such a service should meet the need of the individual member
of the community for care by members of the medical and allied
professions, and for such other facilities as are provided at medical
institutions, with a view to restoring the individual's health, pre-
venting the further development of disease and alleviating suffer-
ing, when he is afflicted by ill health (curative care), and with a
view to protecting and improving his health when it is threatened
(preventive care). -

It is essential that the care provided by the service be defined by
law or regulations, both as to the kinds of care available and as to
its extent—with comprehensive care and unlimited availability as
the ultimate aims. : : S

No less essential is the condition that care be organised and not:
merely financed by the responsible authorities or bodies. Arrange-
ments must be made with members of the medical and allied pro-
fessions for securing their participation in the service. Contracts
to this effect between the administrative bodies and the dogtors,
dentists, nurses and other health workers on the basis of nai.:lonal
agreements ‘with their organisations, are deemed the most suitable
means of securing such participation. Similar arrangements should
be made with public, non-profit or approved private }lm!)itals if
the service does not itself own and maintain such institutions.

Finally, the cost of the service must, by deﬁr}iﬁon, be borne
collectively by all members of the community: instead of pay-
ing as and when care is received, each me:mbe.r of. the commun-
ity able to do so pays a periodical contribution into the medi-
cal care fund of an amount depending on his ability to pay. -

A medical care service, thus defined, can be organised in different
ways. Two main schools of thought have in recent years evolved,
both purporting to make adequate care available to all members
of the community. ‘

A PuBLic SERVICE
One school may be said to develop the principle of social assist-

ance, according to which care is granted out of public funds raised
by taxation, without the establishment of any relation between
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obligation for payment of such taxes and the right to care given
under the service. The means test has, however, been abolished
under the plans of this school, and care is made available to all
members of the community who need it, irrespective of their econo-
mic status.

A service thus conceived may be financed by a tax specifically
imposed for the purpose, or out of general income tax. Whether
the one or the other method is chosen does not affect the basic
principles, namely, that care is provided without any qualifying
conditions as to payment of contributions or taxes and without
means test, making the service a public one as are general health
services and education in more advanced countries.

Two countries possess a public medical care service organised on
these lines: the U.S.S.R. has a complete health service financed by
the State and available free to all its people; New Zealand provides
a wide range of care for all its residents by means of a special tax,
collected with general income tax, though non-residential treat-
ment given outside hospitals is only paid for, but not yet organised,
collectively.

Among the many plans advanced, a considerable number propose
to organise medical care in the form of a public service. This form
is sponsored by the Joint Parliamentary Committee on Social
Security of Australia! and the National Health and Medical Re-
search Council of that country?; the South African Medical Associa-
tion?; the British Labour Party, the British Liberal Party’s Sub-
committee on Health Services, and, as an alternative to insurance,
by the Socialist Medical Association of Great Britain, and others.

The advantages of a public medical care service for the whole
population are manifold. In the first instance, no test or enquiries
are needed before a person can obtain benefits, and every obstacle
is removed which might prevent an ailing person from resorting to
medical advice before the illness has developed. Administration
is thereby greatly simplified: the doctor is concerned exclusively

1 The Parliament of the Commonwealth of Australia: Sixth Interim Re
from the Joint Committee on Social Security, dated 1 July 1943, brougi;n up ﬁ%
ordered to be printed 1 July 1943. Cf. INTHR-AMERICAN COMMITIEE oN SociAL
SecUrITY: Provisional Bulletin, No. 4, pp. 15-25; also International Labour Review,
Vol. XLIX, No. 1, Jan. 1944, pp. 107-110. )

* Commonwealth of Australia: Report of the National Health and Medical
Research Council, Twelfth Session, held at Canberra, AC T., 26th and 27tk Novem-
ber 1941 (Canberra, Commonwealth Government Printer, 1941). Cf. Interna-
tional Labour Review, Vol. XLVII, No. 6, June 1943, “The Planning of Medical
Services in_Australia”, pp. 731-745. . )

3 *“The Future of Medicine”, by the Planning Committee, in South African
Medical Journal, Vol. XVII, No. 13, 10 July 1943, pp. 199-206; also Vol, XVII,
No. 22, 27 Nov. 1943, p. 350 (voting on draft plan). Cf. International Labour
Review, Vol. XLIX, No. 3, Mar. 1944, *‘A Health Service Plan for South Africa”;

also INTER-AMERICAN COMMITTEE ON SOCIAL SECURITY: Provisiongl Bulletin,
No. 4, pp. 25-29.
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with the beneficiary’s health and records, and not with administra-
tive formalities. The hospital, too, has to deal only with the doctor
and the patient. )

The financing of a public service, furthermore, is entirely divorced
from the administration of care, and the collection of the taxes can
be placed in the hands of the Treasury if desired, while the funds
set aside for the service are controlled by the authority in charge
of the service. Though no relation is established between paqunt
of the tax and the right to care, every member of the community
can and should be obliged to contribute towards the cost according
to his ability.

Soc1al, INSURANCE AND ASSISTANCE

Another school of thought favours social insurance as the vehicle
for making medical care available to the whole or a large majority
of the population, because it retains the dependence of the right
to benefit on the beneficiary’s or his breadwinner’s insurance status,
or, in other words, because it maintains the relation between con-
tribution and benefit. This, in turn, implies that the contribution
bears some rational relation to the cost of care. Such cost, under a
medical care service, can be measured by comparing the total
probable cost of the service to the total income of all beneficiaries
of the service. The ratio of this total cost to the total income. of
those covered represents the relative average cost of t.he service.
If every insured income earner would pay a corresponding propor-
tion of his income, the whole cost of the service would be: coverc:ad.
The insurance contribution should therefore not exceed this relative
average cost. Such cost has been estimated at 3 to S per cent..of the
income, but under a universal scheme giving complete care, it may
well be higher. o

If this relative average cost is the maximum contribution that P
can be demanded of an insured person, however, the amour-lt acttf-
ally paid by the individual must be adapted to .the contributor’s
ability to pay, as for many—probably the majority—of the bene-
ficiaries the relative average cost of the serv?ce would be too heavy
a burden. Consequently, part of the cost will have to be borm? by
the employer or the taxpayer as such, in addition to the contribu-
tion he may be paying as an insured person. o

One of the main difficulties encountered in any attempt to insti-
tute a universal service by means of social insurance is that of pro-
viding for those not able to pay an insurance contribution and not
dependent on an insured breadwinner. At present, these strata of
the population are cared for by public assistance. Their title to
care thus depends on a means test, while it is the very purpose of
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social insurance to do away with this remnant of poor relief or
charity. It is undesirable, under a scheme of general scope, to have
two categories of beneficiaries—those who have a right to care as
insured persons or dependants of insured persons, and those whose
needs are met by social assistance in case of indigency. The ultimate
aim, if social insurance is to be adopted as a vehicle for organised
medical care, must be the insurance of the whole population, the
public authority, instead of granting assistance, paying the contri-
bution on behalf of those unable to pay. Should the income of per-
sons insured in this way at any time rise above the subsistence level,
they would become liable to pay such part of the insurance contribu-
tion as corresponded to their income category. This would not entail
any change in the ultimate incidence of the cost; the community,
in the person of the taxpayer, in any event bears such part of the
cost as is not met by contributions actually paid by the insured
persons and their employers.

Employers evidently derive benefit from the improvement of
their employees’ health, and it is for this reason, as well as on
grounds of social solidarity, that they have been asked, and should
be asked, to contribute to the insurance of their workers under
schemes intended wholly or mainly for employed persons.

A medical service embracing the whole or the great majority of
the population also benefits the employer, but not so much in his
capacity of a producer as in his capacity of a member of the com-
munity. An improvement in the health of the community will
result in a higher standard of production and of living for all its
members. Though it may for reasons of expediency and policy be
deemed desirable for employers to pay part of the insurance con-
tribution on behalf of their employees, the employer’s share in the
cost of the service as a taxpayer should, if such cost is equitably

% distributed, be the greater the larger the number of his employees
and the higher his profits. These yardsticks, namely, number of
workers and profits, will probably measure his financial ability
more correctly than the payroll of his employees. Moreover, his
share as a taxpayer goes to pay for the care not only of his workers,
but of all his less fortunate fellow citizens. The residual cost of a
medical care service of universal scope—i.e., that part which is not
met by contributions of insured persons themselves—can be more
fairly distributed if each member of the community, whether em-

. ployer or not, pays according to his ability, as taxpayer, than by
imposing on employers a share depending on their workers’ wages
on the one hand, and on them and all other taxpayers a share.of the
residual cost according to ability.

PERSONS COVERED

Tae NEED ForR OrRGANISED MEDICAL CARE

There is general agreement among those planning the future
of health services that medical care should be available to every
member of the community, irrespective of his economic status.
But opinions differ as to which sections of the community should
have free access to a medical care service collectively organised.

The necessity of providing for those members who are themselves
patently unable to pay for medical care, the indigent and.the very
poor, is generally conceded. These strata of the population are not
even in a position to contribute by way of insurance contributions
or taxes to the financing of the care afforded them. They have in
the past been cared for, if at all, by public assistance or private
charity. In many countries, doctors have given care free of charge
to the poor, but it has rightly been pointed out both by the medical
profession and by lay men that the community should assume res-
ponsibility for these its least fortunate members. They should
receive such care as of right and not as a charity, and should have
the same class of service as the remainder of the population.

In the case of the indigent or unemployed, the need for collect-
ively organised medical care is evident. Between the destitute
and the other member of the community with low or moderate
income, however, there is but a difference of degree: while the former

_ is unable himself to obtain any care at his own expense, the latter's

ability to obtain care depends on, and is proportionate to, his in-
come. Yet the need for medical care has been shown by numerous
investigations' to be the greater the lower the income. The state
of health of the citizen is largely dependent on his economic status.
Insufficient or unsuitable food, inadequate housing conditions and
the absence of other necessities of life are among the main causes
of ill health. But inability to afford adequate care adds to the
effect of these conditions by aggravating and perpetuating ill

health. . :

"A bigh proportion of the population in most countries comes

© VCH. for instamte, Socxar, Smcukiry Boarp, BUREAU o RESEARCH AND

atisrice; Medico) Care and Coats in Ralation to Family Income. A Statisti
Source Book. bure u%'lemmr&um No. 51 (Washington, D.C., Mar. 1943?.“}“l
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within the lowest income groups of these investigations, namely,
$1,000, without being indigent or permanently indigent. It is thus
obviously not sufficient to make provision for the free treatment
of persons on relief or too poor otherwise to obtain any care. The
lower middle classes are not in a position to meet the cost of serious
illness out of their own income, and those with moderate incomes
cannot meet such cost without serious hardship. A major illness
may ruin the family. The striking development of medical science,
with its specialisation involving complex and costly services
and apparatus, has greatly raised the cost of comprehensive medical
care and placed it increasingly outside the reach of families of moder-
ate means. As a result, the majority of the people cannot or do not
have recourse to medical care at a stage when prevention of serious
illness or aggravation would still be possible.

A collectively organised medical care service of wider scope is
therefore an urgent necessity. Such a service should not be limited
to any particular section of the community, such as employed
persons. The large majority of those working on their own account,
the self-employed, whether engaged in farming, handicraft or
business, and whether or not they employ others, enjoy but moder-
ate incomes liable to fluctuate with changes in economic conditions.
They are in no better position to obtain regular and adequate care
for themselves and their families than those in employment. More-
over, a self-employed person may at any time change over to work
under a contract of employment. Other sections of the community
with bare subsistence incomes, such as pensioners, evidently cannot
be excluded.

Provision for the families of all these income receivers must of
course be the foremost concern of the community, as the health of
mothers and children is the very foundation of national prosperity.

There is practical unanimity among those planning for the future

that all classes and sections of the population should come within

the scope of a medical care service, employed, self-employed,
housewives, children, retired, unemployable and indigents, as well
as their families, as rapidly as may be practicable.

SuouLp THERE BE AN INcomy Lrurr?

Limitation of the scope of a medical care service to certain sec-
tions of the population has thus, in theory at least, been ruled out.
Such is not, however, the case as regards limitation to certain
income categories. The very fact that health is largely influenced
by economic status would appear to justify the exclusion of the
well-to-do classes from the scope of a national medical care service.
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In this event the medical profession would retain the advantage
of attending privately to those able to pay higher fees than could
be granted under the service.

The British Medical Association, for instance, proposes to main-
tain the income limit obtaining under the National Health In-
surance Act, but to include dependants of insured persons and
others of an economic status similar to that of the present bene-
ficiaries of health insurance.! Persons with higher incomes could
be permitted to join the service voluntarily.

Against the exclusion of persons whose income exceeds the pre-
scribed, but necessarily arbitrary, limit, it can be argued that in-
come may fluctuate for the majority of the population. Those who
are today in a position to pay for adequate care may find themselves
in need of organised aid at some future time, especially in old age.
The Danish health insurance scheme provides for this case by
requiring persons whose income exceeds the insurance limit to
become passive members: they pay a low premium and receive
no benefits, but become active members if and when their income
falls below the prescribed level. :

Further, none but the rich can without serious hardship meet
unaided the cost of a major and prolonged illness.

From the administrative point of view, the imiposition of an
income limit entails financial and other controls and formalities
which, under a nation-wide service, are hardly worth the trouble.
In Great Britain, for instance, not more than 10 per cent. of the
population would be outside the scheme if the income level were
fixed at £420. This residual population, moreover, will in any
case be contributing substantially to the financing of a national
service as taxpayers, whatever the scope.

The inclusion of the whole population without income limit is
recommended by the majority of the experts, organisations, and
commissions who have worked out plans for the future of medical
care services: Sir William Beveridge?; the Subcommittee on Health
Services of the British Liberal Party; the Labour Party of Great
Britain; the Socialist Medical Association, and a group of young
doctors “Medical Planning Research”—both in Great Britain;
the Planning Committee of the South African Medical Association;
and the Joint Parliamentary Committee on Social Security in
Australia. The Canadian Dominion Government's plan for health
insurance also favours a nation-wide medical care service, although

— . 1943, p. 15. Cf. '
Lo Mol Jonral, Sugflemen 0 S5yl 1> o Imemesiondt

* Social Insurance and Allied Services, Report by Sir William BrvERIDGE

(Cmd. 6404, London, ‘1942). "Cf. International Labour Review, Vol. XLVII
No. 1, Jan, 1943: o, Moy 1. Plans in Great Britain", pp. 46-57. '
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Provinces would be allowed to prescribe income limits.! The
Wagner-Murray-Dingell Bill of 19432, now before the United
States Congress, provides medical and hospital care both for em-
ployed and self-employed persons without income limit, or some
80-90 per cent. of the population. The British Government has
undertaken to make all manner of medical care available to every
man, woman and child who wants it.?

Many of these plans, however, propose to retain private practice
for persons who would prefer not to avail themselves of the facili-
ties offered by the medical care service.

Spourp PrivaTe PracticE CONTINUE UNDER A NATIONAL
Mgepicar, CARE SERVICE?

" Fear has been expressed that the coexistence of private and
public practice* might conceivably result in two different standards
of medical care, a higher private standard and a lower public one.
It is frequently alleged, in fact, that insurance practice has not in
the past been of the same standard as private practice. If this be
true, it might be ascribed to the insufficiency of the remuneration
received by doctors for the care of insured persons, a fact largely
due to the restriction of services to persons within low income
limits. Adequate payment for medical and other professional care
rendered under an insurance or public medical care service, and
provision for economic security in the event of sickness, old age
and death, would probably go a long way towards improving the
standard of medical care under such service.

If private practice were to continue side by side with national
public practice, adequate terms for the medical and allied profes-
sions engaged in public practice would be an indispensable condi-
tion for safeguarding the quality of the care given. The doctors so
engaged could also attend private patients at the health centres
and hospitals maintained by the service. Adequate financing,

I Draft of “An Act respecting Health Insurance, Public Health, the Conser-
vation of Health, the Prevention of Disease, and Other Matters Related Thereto”,
in Health Insurance, Report of the Advisory Commitice on Health Insurance ap-

inted by Order-in-Council P.C. 836 dated Feb. 5, 1942 (Ottawa, King's Printer,
f&s). C%'. International Li%%uz %mm, Vol. XLVIII, No. 4, Oct. 1943: “Canada’s
Health Programme’, pp. 4006-47/8. . )
© 278th ggngress, 1st Session: Wagner-Murray-Dingell Bill, S. 1161, Cf. Inter-
national Labour Review, Vol. XLVIII, No. 2, Aug. 1943, pp. 247-250.
s Parliamentary Debates, House of Commons, 16 Feb. 1943, cols. 1660-61.
As this Report goes to press, the publication of a White Paper on Health Services
by the British Government is announced. Itis proposed to introduce a nation-
wide service based on free choice of family doctor and health centres for general
practice, with free hospital and gpecialist care. )
4 By “public practice” is meant the provision of medical care under a col-
lective{y ‘organised medical care service, whether this takes the form of a public
service or social insuraace. i
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however, is incompatible with a low income limit for insurance
coverage, unless a large subsidy is provided from general taxation.

Tar MrcHANISM OF COVERAGE

Under a public medical care service which, by definition, covers
the whole population, no special mechanism of coverage is required.
Every member of the community, that is to say, every person
living in the country, is entitled to care. It is not advisable to make
this right dependent on length of residence, citizenship or other
qualifying conditions. - As regards transients, their exclusion may
involve considerable administrative complications. These might
be obviated by collecting the special tax for the medical care service
from hotel proprietofs for their guests, or, if the service is financed
out of general income tax receipts, by imposing a special tax on
hotels, proportionate to the average number of guests.

The inclusion under social insurance of the whole population, a
considerable section of which, under existing insurance schemes,
depends on social assistance, presents greater problems. Various
methods are recommended in paragraphs 12-19, the combined
effect of which would be to confer ultimately upon all members
of the community the status of insured person. For members whose
income does not exceed the subsistence level, the public authority
would pay the insurance contribution. This payment would auto-
matically entitle the dependent wife or husband to the same care.
It is proposed that, once the service covers the whole population,
all children should be entitled to care in virtue of the contributions
paid by or on behalf of adult insured persons in general, and not in
virtue of their parents’ or guardian’s insurance. This principle is
recommended in the health insurance plan of the Canadian Govern-
ment. Provision is thus made for children without regard to their
family status. Under insurance schemes of limited scope, children
must of course be included in virtue of their parents’ insurance.

Social assistance is accordingly considered only as a transitional
expedient to provide care for people without a disposable margin
in their income, until they have been included under social insur-
ance. It is recommended to replace the usual ad hoc means test now
obtaining under social assistance by a periodical test ascertaining

. that the applicant’s income has no disposable margin for payment

of an insurance contribution.



THE PROVISION OF CARE AND ITS CO-ORDINATION
WITH GENERAL HEALTH SERVICES

THE INTERDEPENDENCE OF HEALTH SERVICES

A health policy presupposes that the full range of medical care
services is available to the members of the community at any
time. Provision must be made for the care of the mother during
pregnancy and at confinement. The child needs, not only medical
treatment in the event of illness, but also the constant advice of a
family doctor as well as dental supervision. Throughout life,
medical advice and attendance, both general, specialist and dental,
and nursing and other auxiliary services, hospital and similar institu-
tional facilities, medical rehabilitation services, pharmaceutical,dent-
al and other medical and surgical supplies should be within reach
of the citizen if his health is to be maintained and strengthened.

The health approach to medical care makes it imperative that
special attention be paid to early diagnosis and other preventive
measures. If illness ensues, treatment should be available as long
as it is needed or useful, or until the patient is completely rehabili-
tated for work and for normal life. .

It is not, however, sufficient to ensure that medical care is con-
stantly available to each member of the community. Other heaflth
agencies must work in close contact with the medical care service.
For example, the mother needs advice as to her diet dunflg preg-
nancy, and as to the proper feeding of the infant. The child must
be kept under regular medical inspection at the welfal:e centre
or nursery and at school and the family doctor should })e informed
of any deficiencies thus discovered. School dental services must be
co-ordinated with the dental treatment provided unc}er the medical
care service so as to ensure regular dental examinat.xofx and care of
all children. Physical exercise organised by schools is indispensable
to the healthy development of the child, and proper nutrition
should be secured by school meals and provision of milk. The
adolescent’s fitness for the work he intends to engage in should be
established by pre-employment examination. The physician en-
trusted with this task should work in close collaboration with the
family doctor, who should be able to give him valuable information
on the youth’s physical and mental disposition and abilities.
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Constant supervision of health conditions at the place of work
is required, and periodical examinations of worke}'s could do much
to prevent occupational disease and secure t_~1mely treatment.
Retraining of a disabled worker following medical rehablhtatl.on
should be based on his own doctor’s findings. Generally, preventxye
examinations!, including mass x-ray photograp?y, and ﬁna'nclal
assistance to persons suffering from tubers:ulczsxs, are prominent
features of most modern plans for the organisation of medical care.
A scheme of this kind has been in operatiqn for some time in Chile
and is being put into force in Great Britain? et

Finally the public should be made @ealth C(‘)‘nSClOI..lS by education
and instruction, and by the organisation ofa .pl3y51cal f}tness ca(xin-
paign’’, as recently inaugurated in Great Britain and in Cda}n.a a.
By the aid of research and statistical records of l.lealth conditions,
the success and the needs of the medical care service can be gauged
and future measures planned. )

The interdependen?:e of all health care thus calls. for a meilc:l:
care service offering complete curative.and preventive }(l:are w 1t
is constantly available to all who need it, c.)rganfsed with a we;v )
securing the utmost efficiency of the service w1th0ll11t vlvta}.!ste of re-
sources, and integrated or co-ordinated with general ealth sen?cis,
so as to make these readily available to the beneficiaries of the

medical care service.?

CONSTANT AVAILABILITY OF COMPLETE Carg

To make the complete range of care c?nstantly and ig:lanerally
available to any beneficiary* of the service, there Shf;:l be‘no
barriers of any kind to delay or hinder recourse to the serwoei
Neither political nor racial distinctions, nor condlt.xons. as to x:iora
conduct or good citizenship, nor arrears i contr}butxons under a
social insurance scheme, should prevent the beneficiary from. obtain-
ing all care he needs immediately and as long as l,le needs it. This
does not mean that the beneficiary should have d1rec.t access to all
departments: as a matter of fact, as will be shown in paragraphs
48-56, he should consult the general practitioner he has chosen as
his family doctor before obtaining any other kind of care, with the

- ; . 2, .1942: “The Aims
audl ggﬁiﬁf&xﬂ?ﬁ)ﬁﬁ: b&ﬁﬁﬁ'ﬁéxﬁ%ﬁ%ﬁag&eﬁﬁﬁ by Dr. Manuel de
Viapo, pp. 123-135.

161 o LG N SN IR R St of s
Security’s The Work of the Inter-American Conference on Social Seculx:lty at
Santiago de Chile”, pp. 677-681; also Vol. XLV, No._l, Jan. 1942: “Social
Medicine in Chile”, by Dr. Salvador ALLENDE G., pp. 25-43.

¢ “Beneficiary”’, as used in this context, denotes any person entitled to the
care provided by the service. '
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exception of first aid and dental treatment. Such other care, how-
ever, should commonly be available through the general practi-
tioner without delay or formality. No enumeration of the services
required can be exhaustive, and the final arbiter for deciding as to
whether or not a new profession claiming to be indispensable to a
complete care service should be recognised as an ‘‘allied”’ profession
must be the legislature.

The requirement that care must be available at any time will
necessarily be subject to certain restrictions due to the technical
organisation of the service. Patients at a busy health centre will
have to await their turn; the general practitioner will refer the
patient to a specialist as soon as this can be arranged; in outlying
districts, transport facilities must be made available to convey him
to the next specialist centre, or the specialist to the patient. Such
technical restrictions must, however, be reduced to a minimum,
an aim that may be furthered by a system of appointments, as
proposed in paragraph 56.

A limitation by law of the period during which treatment is
granted, as formerly obtaining under most European health insur-
ance schemes, is incompatible with one of the main objects of a
medical care service, the restoration of health. None of the more
recent plans contemplates a limitation of the period during which
out-patient care is granted, though limitation of hospital care is
still retained in some. The patient’s doctor is the only judge of the
length of time for which medical care is needed.

Care must be readily available wherever the person needing it
may be at the time when the need becomes apparent to him. It is,
therefore, not advisable to limit the services of any town, village
or other area, to the people ordinarily resident in that town, village
or area. Nor should the members of an insurance institution, such
as an occupational or works fund or a local institution, be obliged
to obtain care from doctors or members of allied professions working
for that particular fund (except, of course, where this is the only
fund with a medical care service). Care should, as a rule, be avail-
:able at or near the beneficiary’s residence, and first aid at any
:place he may be in, until his own doctor can again take charge of
him. Residential care must be made available on the same condi-
‘tions as out-patient care. _

It is essential, if care is to be readily available at any time and
place, that the service be unified within areas sufficiently large to
- permit of the establishment of a complete service, including all

branches of care. Areas with a ‘population of 500,000 have been
suggested by the Planning Commissions of the British Medical
Aswdciation and the South African Medical Association, as this
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number would be sufficient to justify self-contained services which
are both comprehensive and well-balanced* and for keeping a general
hospital occupied?; smaller areas have been suggested by others.
In practice, the size will depend on local conditions, such as climate,
rate of morbidity, distribution of population, transport facilities,
etc. : .

The work of all area services must be supervised b}r a.centra,l
authority—whether State or Federal—to ensure co-ordination and
uniform standards (see under paragraphs 91-111). Where the
service is not yet universal or is still administered. by insurance
institutions of various types, such as local, occupational or works
funds, collaboration between the institutions concerned, and be-
tween them and the responsible public authoritif,s, should be
temporarily substituted for unified area administration.

Tae RaTIONAL ORGANISATION OF CARre
The Dispersal of Resources

Health insurance was originally grafted on private p raf:tice, asa
rule without any serious attempt at a rational organisation of the
medical care given to its beneficiaties. The provision of medicat
benefit was regarded as a subsidiary function of sickness benefit
insurance, required mainly for the certification of incapacity and
as a means of restoring the patient’s working capacity. .

Recourse was had to the services of private practltlonel:s working
from their own offices. Though doctors worked at hospitals mare
or less in co-operation, either as medical officers em.plt?yed by the
hospital, or as members of the visiting staff, beneficiaries of insur-
ance medical care services were left to obtain out-patient treatment
from doctors practising individually. The insurance institution
either refunded part of the fees paid by the beneﬁcm himself to
the doctor (refund system), or aPPfoaChed_ doctors directly an'd
secured their services by contract, the institution paying the doc.tcrr 8
fees (contract system). None.of these systems, the one obtaining
in France, the other in Great Britain, Czechoslovakia and other
European countries, precluded doctors from workin.g in groups at
offices rented and managed in common, and reaping the.mselves
the advantages from the economy of group pr?,ctxce in tk.ns .form.
In fact, however, there was no sufficient incentive from within the
profession for doctors, on their own initiative, to undertake such a

1 Mzpicar, Py ANNING COMMISSION? Draft Interim 0%0" (British .Medieal

Association H - 1942), p. 22. Cl. International Labour Review, Vol.
XL}’I‘I N?:. I?m. l{‘g’fg"ﬁm %2 rity Plans in Great Britain", pp. 57-61.
e

ul‘hF

p. 202 uture of Medicine”, in Sowéh African Medical Journal, 10 July 1943,
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venture. Competition for clients divided their interests, and indi-
vidualistic tradition often determined their outlook. The incentive
came either from without, from the administrators of insurance, or
from the medical profession as an organised body, and other inter-
ested groups.

On the European continent, sickness insurance led to an increase
in the volume of medical care demanded by, and given to, insured
persons and their families, as it largely removed the economic bar-
riers which kept these sections of the population from making use
of existing facilities.!

It also brought sickness experience within the purview of public
interest. A few days of illness, the doctor’s fee, the disruption of a
family’s life, might seem insignificant for the community as a whole
in each individual case. Added up for millions of workers and their
families, and expressed in terms of working days lost, cash benefits
paid and expenditure on medical care by sickness funds, the loss
amounted to impressive figures. At the same time, medical science
and practice developed by leaps and bounds, the scope of proper
medical care widening accordingly and involving ever greater cost.

The need for a more rational use of resources thus became ap-
parent. Experiments with health centres—mainly for specialist
care—were made in some European countries, not without encount-
ering opposition on the part of the medical profession. In certain
Latin American countries, such as Brazil, Chile, Peru and Costa
Rica, where insurance was introduced more recently, medical care
has from the outset been organised in the form of group practice

at health centres.? In Russia, the medical care service is based on
such centres.® China is establishing rural centres.

In the British Commonwealth, the initiative in proposing group
practice has recently been taken by the organised medical profes-

1 It has been adduced as an argument against health insurance that morbi@ity
in countries possessing such insurance has increased since medical care services
were introduced. This rests on a confusion between the actual total amount of
sickness and the amount which is recognised and attended. In fact, hea!th insur-
ance would have defeated its very purpose if recorded morbidity had notincreased
at the outset: it makes care available to those who could not otherwise afford it,
Cf. International Labour Review, Vol. XLIII, No. 5, May 1941, “Morbidity
Trends and Trade Cycles”, by Laura E. BoDMER, pp. 514-541.

* Cf. INTER-AMERICAN COMMITTEE ON SOCIAL SE_CUR}:I‘Y: Provisional Bulletin,
No. 1, “Panorama of Social Insurance in the Americas” (International Labour
Office, Feb. 1943); also, INTER-AMERICAN COMMITTEE TO PROMOTE SociaL
?ﬁctmrrv, Report 1, 4: Protection of the People’s Health Through Social Insurance

ontreal, 1942), . .

* Constitution (Fundamental Law) of the Union of Soviet Socialist Republics
adogted at the Extraordinary Eighth Congress of Soviets of the U.S.S.R., Moscow
1937 (Co-operative Publishing Society of Foreign Workers in the U.S.S.R.), Arts.
79-87 and Art. 120. Cf. TaE AMERICAN, RUSSIAN INSTITUTE: The Soviet Union
Today, an Outline Study éNew York, 1943); Rose MAURER: Soviet Health Care
#n Peace and War (New York, 1943); also H. E, SicErIsT: Sociglised Medicine
n the Soviet Union (New York, 1937).
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sion of Great Britain and South Africa. In New Z‘ealand, th.e Gov-
ernment plans to organise health centres, and in Austral.la, ’the
Joint Parliamentary Committee favours this form of or.gamszla:txf)n.
The Canadian draft Bill permits of .arrangefnents with <':1mcs£
Practically all other plans for nation-wide medical c:(iire services a‘
present under discussion recommend fully developed group prac
i res. )
tlcfna:hze?};}iltgsn;tates, experiments in group Qractlce have :een
attracting wide attention for more than a generation, a%i so\r;;z a;:
been developed under voluntary insurance SChe.I:‘ll.es. he \ 1eg‘1‘1co-
Murray-Dingell Bill of 1943 proclal.ms as a gui mg1 prmcg)tioners
ordination among the services furnished by general prac )

i i "  The
ali and other auxiliary services. . . .
e o of Lrony tice has been achieved in the large hos-

highest t of group prac > . .
pi%als, esgzsially in the teaching hospitals of the university medical

schools.

Group Practice at Health Centres

The draft schemes and plans under discussion thus, almost un-

‘ tice
i ourage some form of group practice,
animously, advocate an¢ s bers of allied professions co-

- e by doctors and mem A .
2;5::;3;{’; :ic::ntrZs whe:;'e staflf, premises and equipment are
1 at the participants’ disposal. ' ‘
P ?1?;‘: sp°ns°‘r'; of these plans poi{lt out tl;:t und::a:e szi::; S:sf
individual practé:;, ;very p‘;?;ﬁ}iog:;nxa;orsslt)he most moden;
ipment and staff. Frequently, . ; i
zglcllqr):;fected apparatus, nor the most highly qlélahﬁ:i ac:‘tsl?:;%
This is particularly true for specialists, wl.xq need m
complex equipment than the general practxt.log.er_.d .l oractice, are
Medical resources, under the system of in 11;1 }clorsiettle vo;here
not generally distributed according to needs. ; chl i the more
private practice appears most profitable, pre r8b Y hile poorer
well-to-do residential districts and in the larger mtl? ' ‘:ain cgz'ect-
districts and the country often go Sh.o rt of doctOfS- o a more
ive measures have been taken by s1ck'ne.ss f-u nds ft ot;e ci‘:mber of
adequate distribution, such as the !1m1tat10n oh ° rtion of
doctors admitted to insurance practice and of : ?dpm%o tors in
specialists admitted in a given area, and financia’ 21 £9 lgcnc:)t be
sparsely settled districts. These measures, however, cou
m%ieth;:ct%i“?rt;::i:ing individually, moreover, do.es .not Enloy
the moral and professional advantages of collaboration: e:;c. atclﬁe
of knowledge and experience, stimulus of team work, and friendly
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competition. He also lacks the material advantages of collaboration
which permits of regular hours, night rest and holidays made possi-
ble by a rota system. :
The general principles underlying most of the plans for compre-
hensive medical care services may be summed up as follows:

To the beneficiary, all services should be ultimately available at
or through a centre where at least first aid and advice from the
general practitioner and dental care should be immediately avail-
able.

To the general practitioner acting as family doctor, the centre
should offer all diagnostic facilities and the assistance of office staff,
nurses, midwives and other auxiliary professions, and such facilities
as the services of a pharmacy, a laboratory, x-ray apparatus, a
small operating theatre, etc. He must be able to obtain for his
patients specialist advice and treatment and residential care as
necessary, either at his centre or at a reasonably accessible larger
centre, which may be a hospital. The dentists need similar aid,
corresponding to their particular duties. The specialist requires,
in the first instance, complete up-to-date technical equipment,
judicious reference of patients by the general practitioner, hospital
work and research facilities. ‘

The family doctor should also collaborate with the general health
services. The location at the centre of such services as those of
ante- and post-natal maternal and infant welfare, immunisation,
health visiting and school medical treatment is recommended
notably by the Medical Planning Commission of the British medical
profession. These services, as far as medical care goes, could be
entrusted to the medical staff of the centre, while.in other respects
they would be the responsibility of health medical officers, health
visitors and social workers. The present artificial distinction be-
tween medical care given privately or under health insurance on
the one hand, and other health protection given under the auspices
of public authorities on the other, could thus be discarded.

Area Organisation of Health Centres

Whether group practice will yield optimum efficiency and econo-
my of service must depend largely on the degree of organisation.
- 'The advantages of group practice at health centres can be fully
reaped only where area authorities administer the medical care
services, and possibly also general health services, and organise
provieion of care for the whole or the majority of the population
within the area. Practically all plans at present under discussion
envisage -such area organisation of group practice, which would
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evidently need to take both advantage and account of existing
health facilities. Different types of area ?rganxsaftlond}'xavle a::i(:::.
i those planning the future of medical se .
mg(l)}rll: e:it&;(:)l;nofi:gresente% by the Austral'ian Nati?nal Heal-th
and Medical Research Council, the South Afrlczﬂl Me(.inzl Assocfxa-
tion, and the group of British doctors known as Medlca! Planning
Research”, bases the entire health centre system on hospitals. The
modern hospital is equipped for all kinds of special and general
treatment given, not only to in-patients, but also to a steadily g;-cglv-
ing number of out-patients.! The need for a r.ez}d]ustment of the
work of hospitals and that of individually pract}sm.g genfrallﬁp?i;;-
tioners and specialists calls folr a rational organisation of which the
ital i ural central unit.
hOf;p;S{;;??};ﬁﬁ gervice would be grouped around one or more
large general hospitals developed into health centres. These hospital

centres would, in addition to treatment for in-patients, provide all

out-patient specialist treatment for the whole area or the part of

the area served by the hospital, and general-pra:ctittio.ner treat-
ment for beneficiaries living or staying in tl:xe hospital’s lfflmedl?f:-le
vicinity. The central hospital would receive cases needing retsalb-
ential and specialist treatment from smaller health centres estab-

lished throughout the area according to density and needs of popula-

ion. f these centres, forming a ring a::ound. the central
Egsr;)it:ll,’ev:x%;rt?e attached to the smal!er hospitals in ‘the ax:(:la
and would relieve the central hospital of minor cases reqt.mimg resid-
ential care, dental cases or those needing certain sgelcxl:x se'rt:;ces.
They would be visited by specialists fr?m the centra ::ip'l ,nor
specialists employed by the area authority to serve sev?d sma eli
hospitals. The local hospital centre m{ou.ld also provide genera

practitioner’s services for the beneﬁcx.anes resuti;ng or stayullg
within its orbit. In places without hosplta!s, heal oentr:ls v::outi |
be staffed by general practitioners or possibly on?ﬁgener t:aﬂp acti-
tioner only, aided by some nursing and other auxxBa.r}.r ; Med i

Another body of opinion, represented by the Britis ca

Planning Commission, favours the concentration of general practice

and auxiliary services at centres provided by the area authority.

" appears to envisage such h.ea'lth
B:letrele:tnghpeczal(%':“ir:::l rzﬁ?iteratlz prl)an of the Medical Cozmmmsmn
would give both in- and out-patient advice and treatment, including
domiciliary visiting, at or from hospitals. The plan .ta:kes.account
of the fact that under the conditions at present obtaining in Great

! The term “out-patient” otes any patient who is not confined to a hospital

- Oys-patit: such patient is receiving care at his home,
:: 2%3‘%, a?‘&g‘?&m’.% or at a hospital out-patient department,
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Britain, general practice is strongly developed outside the hospital
system. Specialists practise mainly as consultants to whom patients
are referred by the general practitioner, and in addition, work for
the hospitals, as a rule in an honorary capacity. Voluntary hospitals,
in particular, have developed large out-patient departments chiefly
for specialist treatment.!

A third type of area health organisation would be the out-
patient centre for all non-residential care. This form may be ap-
propriate where both general and specialist practice are strongly
developed outside hospitals, as in central Europe and the U.S.A.,
while public hospitals deal mainly with residential cases treated by
their own medical staff or specialists attending their own patients.
The centre would provide general and specialist care and all auxi-
liary out-patient services. Specialists could, as under group

practice schemes in the U.S.A., work also at the hospitals to which
their patients are sent.

Group Practice for Limited Services

Knowledge and resources can be pooled to some extent, and their
distribution be adapted to the number and needs of members, at
health centres maintained by insurance institutions with limited
range—limited to a section of the population in a local fund, or to
the members of a works, or to those of an occupational group, for in-
stance. Such centres, however, will be profitable only where the num-
ber of beneficiaries at any one place is sufficient to occupy one or
several general practitioners and auxiliary staff. If this is not the
case, it might nevertheless prove desirable for the institution or in-
stitutions to establish specialist clinics where its members could
consult, on the recommendation of their general practitioner,
specialists in all the main branches of medicine, more particularly
if such facilities would not otherwise be available, as such a centre
need not be in proximity of the beneficiaries’ residence. Special-
ists engaged in private practice, both within the institution’s area
and in outlying districts, could be engaged by contract to attend at
the clinics during agreed hours. Experiments on these lines were
made in Czechoslovakia, Hungary and Poland.

! Under the tentative plan of the British Medical Planning Commission, con-
sultant specialist service for persons within the medical care scheme would be
based on the hospitals. These would have to provide a non-hospital as well as a
hospital service of specialists, Consultations would be given at the hospital, in
the ;;gtient’s home or at health centres, as required. Specialists would be em-
Floy either whole time on the staff of a particular hospital or as consultants

or a group of smaller hospitals, or part time. In the latter case, the specialists
would devote part of their time to the medical care service and part to private
practice. Specialists would receive inclusive salaries for all work done under the
service, whether in- or out-patient work.
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Where the number of beneficiaries is substantial, health centres
giving more comprehensive service, including both general-plracti~
tioner and specialist treatment, and hosp1?algs.at1c3n at .the arger
centres, should be set up by insurance institutions if .emstmg
facilities are inadequate. This will be the case, more part1cularg].
where the insured population is dispersed over a spars?ly settl
area. Under these circumstances, however, an extension of the
service to the whole population would be eminently desirable. d

Travelling clinics providing first aid, some .gen?ral trﬁi‘t};‘e}ent gnd
possibly dental care, or at least dental e:xammatlon,- wil x’;‘ee :
in thinly populated regions, under any kind of organisation. rat s
port and ambulance services will have ‘to brmg patlentsdtq cen :;'s
and hospitals. A flying doctor’s service, as 1nt‘l'1°d“°‘ii ltr:lwsﬁer:
parts of Australia, could bring the ghYSIClan to the patien
large distances have to be traversed. o e

Igf it is not profitable for an institution or institutions w1tl} 11111111:12
scope to maintain their own health centres, and exxst1lr)1g ag; o
are adequate, voluntary co-operation b.etween mem el::t O e
health professions participating in the medlcal. care service at contres
owned and run by these members for both msuranclt‘a an ﬁn "
practice, would achieve some economy tl:xrough the poo gure
resources and division of labour, and permit of a certain meas
o ';“1)1: II)fer:ilc.::ﬁl'Council of the British Medical Asso‘matilor; in AUS;
tralia, at its meeting in March 1943, adopted a m°t}11°’:1 ‘:toiv:vltl)l;x?d
co-operative group practice at centres where each doctc

i n patients. : .
Sew;i:zzwbezigciaries of a service are few and dlsipersed o;;ixi-na
populated area, the institution w?uld have to relydor;ezrinadeg-
facilities, while for few beneficiaries in a spar Sehl’ds‘:)tt ?nsiitut od
quately supplied with doctors, no service cou 1; ¢ howe.ver

The introduction of a medical care service shou , nl(:e' e
be delayed because health centres cannot immediately O:egd : ith.
While centres are being built and eqml?Ped’ or experimen “l,n '
the service can have recourse to established practitioners, working

from their own offices.

COLLABORATION WITH GENERAL HEALTH SERVICES

i uction of a medical care service may not go
ha'rll‘c}lloilrllg}l‘xaf;l:c‘le vl:'littlilocihat of general health services, as defined in
paragraph 43, because the latter are already organised and financed
collectively, the two sets of health measures cannot rgasopably
be separated. Their integration in one single health service is the



80 SOCIAL SECURITY

ideal solution. Where this is impracticable, co-ordination and
central control of all health services are indispensable. Such co-
ordination has been organised with success in Chile and, more
recently, in Costa Rica.! Locally and technically, continuity of all
care can and should be assured by establishing common head-
quarters and entrusting certain general health services to the
medical and auxiliary staff giving the medical care. Suggestions on
these lines have already been mentioned earlier in this Report.

Y Ct. International Labour Review, Vol. XLVIII, No. 4, Oct, 1943, p. 534

)

QUALITY OF SERVICE

It is an axiom that a medical care service should be of the highest
possible standard. Yet, fear has been expressed—not entirely with-
out foundation—that in actual application a medical care service
may tend to be of a relatively low standard, owing to the limitation
of funds. The first and foremost condition for a service of high
standard is the provision of adequate financial means. But such
means must be used in a manner ensuring that the best service is
given by those participating, and that certain conditions essential
to the creation of a fruitful doctor-patient relationship are fulfilled.

Among these conditions are the patient’s right to choose his

family doctor, continuity of treatment, adequate conditions of
e doctor's professional independence

service and protection of th .
and discretion, as well as the furtherance and maintenance of prof-

essional skill.

Crorce or Docror AND CONTINUITY oF CARE

Much has been said and written in defence of the patient’s right
to choose his doctor. The arguments are well known. They may
perhaps be summed up in the statement that mutual confidence
and personal contact between doctor and patient are greatly en-
hanced, if not altogether guaranteed, where this right of selection
is conferred both on the patient and on the doctor.

There can be no doubt that this argument is intrinsically sound.
In reality, however, there is no such thing as complete freedom of
choice, and the claim must accordingly be qualified in various
respects. Even under private practice, only the rich man can
freely choose his doctor, and his choice will normally be restricted

to the doctors in his district, and limited by his knowledge of the

capacity and qualifications of all doctors within his reach.!

The less wealthy citizens cannot, as a rule, afford to select their
doctor among any considerable number. Even with a partial refund
of the fees, the patient may not be able either to travel to consult

1.t also “Si de Admissio dos Médicos nas InstituicBes de Previdéncia
8194“52! r gg' glelm\e’ief Lores, in Revista do Trabalho, Rio de Janeiro, Dec.
v PP. 3-8, : T
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the best qualified specialist to treat him, or to pay the additional
fees charged by the betterknown doctors.

Under a medical care service which relieves the individual of any
direct financial liability, his choice of doctors must, at best, be
limited by considerations of distance and of organisation: He
cannot, for financial reasons, be permitted to select the doctor
whose office is at a great distance from his home unless he under-
takes to pay the additional travelling expenses, both for himself
in case of a call at the office and for the doctor in case of a home
visit.! In reality then, his choice is limited to doctors who practise
in the neighbourhood. Under a medical care service utilising in-
dividual practice, the beneficiary living in a working-class district
would, as a rule, have to consult a practitioner who has to serve
a large number of private clients to make a living out of his practice,
and who cannot therefore afford to devote much of his time and
energy to any one patient. Moreover, where the service is financed
by a sickness fund of restricted scope, only a limited number of
doctors can be placed at the member’s disposal. As to the choice
among the available doctors practising near hig home, the bene-
ficiary would rarely be in a position to appraise the qualities and
capacity of a doctor before having been treated by him for some
time; it is all the more necessary, therefore, to allow him to change
his doctor if he is not satisfied with his first choice.

This brings us to the second and most important aspect of the
doctor-patient relationship, the continuity or discontinuity of
treatment. Both in North America and on the European con-
tinent, the rapid development of special branches of medicine has
resulted in a growing proportion of doctors practising as specialists,
and a tendency on the part of the public to consult specialists
directly. With the evolution of medical thought and public opinion
towards a preventive and constructive concept of medical care,
however, a movement has originated in favour of a return to the
general practitioner as a physician, health adviser, and co-ordinator
of health services.

The case for the general practitioner as a family doctor has been
convincingly stated by the subcommittee of the Federal Council
of the British Medical Association of Australia in jts report on a
general medical service?:

- it is of primary importance that the organisation of the health
service of the nation should be based upon the family ag the normal unit, and on

the family doctor as the normal medical attendant and guardian, [t i not for
disease or diseases in the abstract that provision has to be made, but for persons

! In exceptional cases, additional travelling expenges may be justified by

.

e al medical need of the patient.
¥ Medical Journal of Australia, 1 Nov. 1941, p. 517,
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i ; i tial for the proper and efficient
lfe‘;ie,;:nzro;uii;?;%:sr;to&:sﬁs, ’It‘l:l:ﬂ?ft::e,es:z‘: institutional but per§ongl ser-
vice, such as can be rendered in the homes of the people only b;;la famnl}l'l otctor
who' has the continuous care of their h?a.lth, to whom they.lvivx ﬁnadtutr; y ur:
for advice and help in all matters pertaining thereto, who wj']] a o; h ﬁ;: :’n;tt:y
professlonal services as he can render personally, and who wx.rma :e :v s duty
to see that they obtain full advantage of all the further auxiliary
may be otherwise provided. o
In fact, without a thorough kn.owlefige of his patient's P?islf
records and physical and mental .dxsposxtlon, his ecom?mxct ;or;uu
tion and environment, a doctor v(vlllldne_ver be able to give the
re of his capacity, help and advice. . -
m?}szz :ight of the patient to choose his doctor in eaghtzazi Zi s,li]:l--
ness, according to what appears t:tihbllr: ﬁ:ﬁtt;ngo%’zn appronch
i refore no longer comp:
:(l: I’fl;éshg;?ti problem. It is all the.: more dange:;ous t?allie:;:v;et;l:
beneficiary to make his own choice in each casekl spw;xat kind of
ment is available, as he cannot be ex.peCted to know w
i eatment his condition requires. . )
Sp‘li;llil flt'treeachoice of doctor may be deemed all &e IEO.,I: es:(le:;t;:z
under a system that entrusts the health of theh I;‘idzlraliycouncil
exclusively to one doctor. As pointed out byl_t ¢ few illnesses are
of the British Medical Association of Austra 1a,l el:v [ oaees are
without an underlying psychological factor, an;io ;‘;s ;))a tient.
greatly impairs the value of a fafle doctor hoice of doctors be
How can the right of every citizen to free c.d(-) not only cura-
safeguarded under an all-inclusive system PfOVlt 11ng reventive care
tive general treatment, but also specialist, d"lm da ',31 the claim for
and other health services? Can it be reconcile vl&lfl e
an effective centralisation of all these services gl ~eihe ot of the
The problem has been considerably simplified on I;estriction
sponsors of health service plans by the ‘?l‘m“};}t]m% gr A, Wagner.
of free choice in the consultation of spe‘i"al‘“s' 1€ .of s. ccialists
Murray-Dingell Bill prescribes that “‘the se;vx.ces 2 ths S
shall ordinarily be available only upon the a vmence' an. in the
practitioner” (p. 45). The Canadian healt!l msg;a pn t};e e
model Provincial draft Bill, confers on the insur lP'El‘tso rdinafi ;
to benefit by the services of specialists and consu tanfs,t }? p mily
after consultation with and on recommendat.xolrllt c; : se(;ec: iy ii’;
doctor selected by the beneficiary, and the1 rig s
specialist or consultant “‘subject to any regu atlzns ma R,
behalf”. Other plans provide that, in prmcx?le, the ge“‘f"r:h practi
tioner attending the beneficiary shall refer him to one of the sglecc;-
alists available under the service if specialist treatment is needed.
Free choice is thus limited to the general practitioner who has to
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assure the continuity of treatment and care and who is the link
between the patient and all other medical care and general health
services. .

Provision must, of course, be made for cases in which the general
practitioner does not advise specialist treatment but the patient
claims that he needs it—possibly by consultation of another doctor.

The problem is further simplified in sparsely settled districts:
whether the one doctor available in such a district receives benefi-
ciaries at his own office or at a health centre is irrelevant in this
respect. Itis, however, of great importance that, at a health centre
equipped and provided by the authorities administering the service,
all other care should be at the doctor’s disposal, permanently or
through travelling services. ,

How the right to free choice can be reconciled to the need for
continuity of care under the particular circumstances of each case
is shown in paragraphs 48-56 of the proposed Recommendation.

StaTUS AND REMUNERATION OF MEMBERS OF MEDICAL AND
ALLIED PROFESSIONS

Doctors cannot be expected to give the full measure of their
ability, knowledge and skill if they are not relieved from financial
anxiety. Their remuneration under a medical care service must be
sufficient for maintaining the standard of living which the great
responsibility and the great exigencies of the vocation demand.
The doctor should not have to worry about sickness and old age
or the fate of his family in the event of his death. He must be
enabled to recuperate by being assured of adequate night rest and
holidays. His remuneration should be related to the amount and
the quality of his work, so as to allow him to devote ample time to
each patient, but it should not rob him of the incentive to maintain
and improve his clients’ health. He should not be cramped in the
exercise of discretion by red tape and lay interference, but the
quality of his work and the integrity of his professional conduct
must be watched over by his own colleagues in the profession.

The Status of the Doctor

Doctors, very rightly, are greatly concerned about their prof-
essional independence and discretion under a medical care service.
Unfortunately, in the discussion of this matter, considerable con-
fusion has been created by the somewhat indiscriminate use of such
terms as “‘State medical service”, “salaried medical service”,
“State salaried medical services”’ or “socialised medicine".
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The two issues involved in determining the doctor’s condition
of service should be clearly distinguished, namelyi (1) the status
of the doctor participating in the medical care service; and (2) the

:<h he is paid for such participation.

meltfh::la?—;’ i‘:};cl:len to mpean' a fixed periodic:itl payment. maqe t.o a
person doing other than manual or zpecham?al work, it wxll im-
mediately be apparent that payment for service by sa1a1:y is 1fn t;:o
way identical with whole-time emplomeqt in the z;.emce of the
central or local government, as a public servan.t,l or in the service
of an insurance institution as an officer of su?h institution. .

Most of the objections raised by the m.edlcal pro'fe.ssmn against
“galaried State service” are directed against the civil service, or
officer, status of a doctor employed by a.polmcal body t(})lr asnoa;
medical institution, as is very aptly pointed, out by the Sou

African Planning Committee in one of its interim reports:
Against such a system there is a definite body of feeling in the profession: -

between doctor and patient puts medical
plane from other professions, unsuited to
ordinarily understood; 4 sbould be as £
icine is a techni u as far
practice of medicine is a tech cal matter and sho {
@ ia‘posm'c thfeble in the bands of the profession xw?lf. One mednza]. man at its
head responsible for all the various workings to the Minister is not

enough; )
(c) there is a great fear that a service run

become very bureaucratic. . h:
o nt:: cclaft:he gervice being captured by party political machines, and
gl.at‘l:t'! could be imagined for the health of the country than. t.hat
:?ed;::l Z::intmenu and promotions, should be made on political

grounds instead of on those of p:ofessional ability?

i inior Committee, could be over-

These objections, in the opinion of the Con ; ve
come, or atlany rate minimised, by introducing between the :{mfls.
ter ax;d the medical head of the Health Depar§ment responsible for
the National Health Service and the profession carrying out the

i d of elected repre-
health work, a body partly or mainly compose ed repre
sentatives of the Pl'OfeSSiQns»and having not merely advisory but

i i rs. . :
als’; l:::rlgalun e.xectcx:txve p;:’; of the Australian National Health and
Medical Resear]g h Council, af ‘the other hand, suggests that its
medical salaried service ahould be a departmental one under the
Public Service Act, and that doct rs should have the right of collect-
ive apﬁroé}ch tbna:n unpartlal tribunal in respect of questnom:i of
salary, while any individual doctor should be able to appeal against
the promotion of any other doctor.

- & Shutk Afieon Medicsl Jornaly

(@) that the intimate relaﬁ?nship
work on a somewhat different

as a pure civil service department
.1 also that there would be

Vol. XVI, No. 24, 26 Dec. 1942, p. 42%.. 05
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In either case, whether the doctor is employed as a civil servant
or by a self-governing or predominantly professional body, per-
manent and whole-time employment implies the payment of a
salary, and the questions that remain to be settled are the scale of

such salary and the indirect forms of remuneration, such as super-

annuation, holidays, sick leave, etc. (see below p. 88).

If, however, the status of the doctor as a more or less independent
registered practitioner doing also private practice is retained, as
under the plan suggested by the British Medical Planning C;m-
mission and the Canadian draft Bill, there are several methods of
payment that can be applied separately, or in combination, namely:
(1) fees for every individual service rendered, or for e‘v:ery caZe.
treated; (2) payment on a per capita basis; (3) a salary, that is, a
fixed periodical payment covering all or the greater I;art of t’he
services rendered during the period under review.

The merits and defects of each of these methods ag judged in the
gglht of the requirements outlined above, are briefly characterised

elow.

Payment for Services Rendered

This method of payment takes at least partial account of th
work actually done by the doctor under the service, but provid .
no safeguard against excessive treatment by the léss SCIgl 1 -
members of the profession, however small their number mzu (l))us
Nor does it offer an incentive, in the form of material advant}; s
to maintain or improve the patient’s health. =

From the administrative point of view, the m i
a most elaborate system of book and recc’>rd kee;ti}rlxzda:glg? CI(I::: 1‘;3
against professional abuses, both for the administration of rt?xs
service and for the'doctor. A complicated nomenclature would be
required if account were to be taken of the nature of each indi:id ;
service, more particularly in the case of specialists. If the g tu
is simplified by adopting as the unit of service the visit or conys lim
tion, as, for example, in New Zealand, or the cases treated dslrri o
a given period, as in some parts of Czechoslovakia, the sole ar:i%
vantage of the method—reward for work done—is largely lost
while its defects are enhanced. Experience in Germany his yh "
up all the drawbacks of the system. Elaborate precautionss vere
deemed necessary to prevent excessive treatment. The sick?xere
funds’ liabilities were finally limited to a global sum pro ort.ion::s
to their membership, such sum being eventually distribuzed amone
insurance practitioners roughly in proportion to the number of casegs
treated, but with a degressive scale, the unit of payment diminish-
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ing with an increase in the number of cases treated. The whole
system was discarded on the outbreak of war and exchanged for a
guarantee of incomes ‘frozen” at pre-war level.

Payment for services rendered is recommended only where other
methods cannot advantageously be applied, mainly for: the remu-
neration of specialists under a service of very limited scope.

The *“Capitation Fee”

The “family doctor” system has led to the adoptio‘:, under the
British Health Insurance scheme, of a method of payment which
Jimits the liabilities of the medical care service and undertakes, by
severing the relation between the number and amount of services
rendered and the amount of the remuneration, to pay the doctor
for preserving the beneficiary’s health. The doctor receives a flat-
rate payment for every beneficiary who has chosen him and who
is included in his list, irrespective of the care his client actually
requires and receives. He is thus, in theory, interested in maintain-
ing his client’s health and treating him with a view to prevention,
and not tempted to furnish excessive service. The better the pa-
tient's health, the greater the doctor’s remuneration per service
rendered. The combination of a capitation fee and free choice of
doctor and patient is said to preserve a salutary element of com-
petition among doctors.

Where this form of payment is not combined with free choice,
as in Hungary and Yugoslavia and in parts of Czechoslovakia?
before the war, it amounts for all practical purposes to payment of
a part-time salary and will be discussed below.

The most serious of the objections raised against it may be
summarised in the words of the National Health and Medical
Research Council of Australia that “the more time the doctor
devotes to his panel patients, the smaller his income”. He is
tempted to increase his income by adding to the number of his

~ clienits at the expense of professional efficiency.?

The capitation fee system suffers from the fundamental defect
that doctors receive an income inversely proportionate to the
amount of work involved or given, and is not, therefore, recom-
mended as a method of remuneration in the proposed Recom-
mendation. It encourages the few less conscientious doctors to
give summary care, and penalises the majority for being conscien-

tious.
1 Cf, INTERNATIONAL LABoUR OrricE, Studies and Reports, Series M (Soci
Insurance) No. 15: Economical Adminisiration of Heal‘t)h Insura(:?c‘e B(”(:;;ﬂ

(Geneva, 193‘8,). .
* Medical Journal of Australia, 16 Aug. 1941, p. 183.
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Part-Time Salary

Many members of the medical profession contend that, without
the stimulus of competition, there might not be a sufficient incentive
for the doctor to do his best.

To this the partisans of a salaried service reply that competition
for profit or position is not the only or the best form of competition
for a profession. ‘‘Competition against the elements or against a
common enemy (including disease), and friendly rivalry in con-
nection with a common task, have all proved equally effective.”!
Professional jealousy engendered by commercial competition is
not conducive to efficient collaboration. Relieved of financial
worries and of the necessity of competing for patients, the doctor
could devote his whole energy to the preventive care of his patients,
and collaborate with his colleagues in giving the best services,
securing the best health standards and advancing medicine in his
municipality or region.

These aims, however, can be achieved on condition only that
the salary paid the doctor or dentist is adequate, that the doctor
or dentist is freed from all anxiety for his own and his family’s
well-being by provision for sickness, old age and death, that regular
annual leave and relief from, or compensation for, night duty con-
tribute to the maintenance of his health, and that study leave
permits him to keep abreast of developments in medical science and
practice. The possibility of promotion to a higher and more in-
teresting post would act as a further incentive to efficient work.

Jt may be doubted whether these requirements can be met
‘where the doctor works part time only for the medical care service
for a part-time salary and undertakes practice outside the medical
care service to supplement his income.

The salary can in this case be fixed either in proportion to the
number of beneficiaries in the doctor’s charge, if the doctor is a
general practitioner or dentist, or in proportion to the hours of
work at the doctor’s office or at the health centre. \

A part-time salary has, for the general practitioner or dentist,
all the disadvantages of the capitation fee, plus that of precluding
free choice, if the salary is related to the number of clients in the
doctor’s or dentist’s charge, which accordingly has to be fixed by
assigning to the doctor the beneficiaries for whom he is to be re-
sponsible.

Where the general practitioner or deatist is paid on the basis of
the hours during which he attends to beneficiaries of the serviee

"% British Medical Journal, Supplement, 21 Feb. 1942: “A Whole-Time Stau

Medical Service”, by John A. RvLz, Regius Professor of Physic in the University
of Cambridge, p. 35.
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at the health centre or at his office or at their home, these hours
would have to be fixed according to the number of beneficiaries
who have chosen to be the doctor’s clients if the right of free choice
was to be safeguarded. :

In this case, the time the doctor or dentist could devote to each
patient would be the shorter the greater the frequency and volume
of illness among his clients—certainly a most undesirable result.
In practice, part-time salaries have not, to our knowledge, been
combined with free choice.

The- case is different for specialists doing both private and public
practice who are mainly consultants under the medical care service
and working at hospitals. The hours of attendance at his office or
at the centre, devoted to the beneficiaries of the service, and the
time he spends at the service’s hospitals, if any, may be deemed a
fair measure of the work furnished by the specialist. There must,
of course, be a sufficient number of beneficiaries to occupy the
specialist’s time.

A Combined Salary and Capitation Fee System

The system of remuneration by a basic salary supplemented by
a capitation fee, as proposed by the British Medical Planning Com-
mission and the British Liberal Party’s Subcommittee on Health
Services, meets the objections to the employment of doctors as
civil servants or officers of a non-medical institution, safeguards
the doctors’ and the patients’ right to free choice, and preserves
some measure of competition for profit, while securing to the doctors
at least certain of the economic advantages of the salary system.
It is accordingly recommended as the method of payment for the
services of general practitioners devoting the greater part of their
time to a medical care service with extensive though not universal
scope, but also doing some private practice.

Fuil-Time Employment

Doctors working exclusively for a medical care service could be
paid either for services rendered, or by a capitation fee, or by
salary. The reasons militatirig against the first two alternatives
and the economic and social advantages of a salary system have
already been discussed. In the event of full-time employment for
a salary, the doctors' professional independence must, however,
be safeguarded by placing them under an authority largely con-
sisting of representatives of the medical profession, and not under
the direction of laymen or purely political bodies.

A ealary system is actually in force in Chile, Peru, Costa Rica,
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and Russia, and its introduction is proposed in the plans of the
South African Medical Association, the Parliamentary Committee
on Social Security and the National Health and Medical Research
Council of Australia, and the Labour Party and the Socialist
Medical Association of Great Britain.

Working Conditions for Allied Professions

Nurses, midwives, laboratory workers and other members of
allied professions work under the direction of doctors. In their case,
full-time employment by the service would seem most appropriate,
guaranteeing them adequate conditions and security in case of
illness and old age, and for their survivors in case of death.

Salaries of these auxiliary workers, and especially of nurses,
should be more adequate than at present and in proportion to the
exigencies of the profession. The unsatisfactory conditions now
obtaining for nurses in many countries have repeatedly been pointed
out.

Where medical supplies, such as medicines, appliances, artificial
limbs, spectacles, etc., are supplied to the service by qualified
Ppersons, tariffs both for the supplies and for the services rendered—
such as dispensing, making of casts, repairs, etc.—should be fixed
by the central authority administering the service in agreement
with the representative organisations of the suppliers.

Professional Supervision

It is desirable that the professional supervision of the medical
care service be entrusted to bodies predominantly composed of
representatives of the professions concerned, created for this pur-
pose, and responsible to the public authority.!

Uniform Working Conditions

If care of equal quality is to be available, working conditions for
doctors, dentists, nurses and other health workers must also be
equally fair to all of these participants. Salaries and other terms
should depend on qualifications, and the only variations that may
be justified within the same grades are privileges to compensate
the doctor or other professional worker for special hardships or
difficulties, such as service in a remote district calling for travelling
. and for night visits; severe climate or rough country, etc. Differ-
ences in the cost of living may, of course, be taken into account.

! Cf. INTER-AMERICAN CoMMITTEE T0 PrOMOTE SociaL Securiry: E

and Economy of Medical and Pharmaceutical Benefits ; ‘
Report 1, 2 (Montreal, 1042}, Jiks in Health Insu

cacy
rance Plans,
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Working conditions must be agreed on Wi.th t;he represent.atives qf
the profession. If the profession in c.1uest.10n is not orgam.sed or if
its organisations are not represen:catwe, it might be advisable to
make provision for its representation by statute.

Professional Standards

The medical profession, very rightly, attaches the gx:eatest im-
portance to the maintenance and furtherance of professxox.lal stan-
dards under a medical care service. This aim can be achieved by
prescribing the qualifications required for doctc?rfs and other' mem-
bers of the medical and allied professions desiring to participate
in the service, by organising post-graduate stlfdy for the partlc.xp-
ants, and, generally, by organising, promoting and supporting
education and research.



FINANCING OF MEDICAL CARE SERVICE

DisrriBurion or Cost

Under any medical care service of wide scope, whether it takes
the form of a public service or social insurance, a substantial pro-
port{on of the cost will be borne by taxpayers. 'As already stated,
the insurance contribution under a social insurance service should
not Eaxceed the relative cost of care which is represented by the pro-
portion of the individual's income corresponding to the proportion
of the total income of insured persons required to cover the full
cost of the medical care services. The total cost includes that of care
given to the dependent wives or husbands of insured persons, and
to children, who do not pay contributions. Moreover, the insured
person’s actual payment must be related to his income. The residual
cost, not covered by revenue from insured persons’ contributions,
will consequently be considerable. It is recommended, in view of the
considerations set out in the first chapter, that funds raised by
general taxation be used not only for providing care to contributors
and their dependants by supplementing income from their con-
tributions, but also to pay insurance contributions for persons who
would not otherwise be insurable. These persons are those whose
income does not exceed the subsistence level and who have thus
no disposable margin for a contribution. By payment of contribu-
tions on their behalf out of public funds, they acquire insurance
status, and their wives or husbands become insured persons, all
receiving care under the service as of right, instead of being left
to the ministrations of social assistance and use of the means test
for medical service. Children, it is proposed, should be insured
in virtue of all adults’ contributions.

Under a public medical care service, as defined in paragraph 6,
no such problems arise. Every member of the community pays
one contribution, either as part of general income tax, or as a special
tax, and adapted to his ability to pay. Though this contribution
contains the same two elements—payment for the care he is en-
titled to, and share in the cost of care for the less wealthy—no
such division need be made in practice. The total cost of the service
hes only to be distributed as equitably as possible, according to
income and ability to pay.
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SrrciaL Tax or GENEraL Tax

A special tax, it is contended, would make beneficiaries feel that
they are paying for the care they receive under the service, and
are not receiving it ‘‘free’”” from the State. This argument, however,
loses:much of its weight where the service is comprehensive and
universal and where direct taxation is equally general. Every
person paying general income tax would be a beneficiary and prob-
ably very much aware of the fact that he was paying for the care
received, as the tax would evidently be increased by an amount
equivalent to any special tax meeting the cost of a medical care
service, unless funds could be diverted from other, less productive,
fields of public expenditure. ‘ o

A special tax would still have the advantage of facilitating the
establishment of a special medical care fund, the resources of which
would be both secured and limited by the receipts from the tax,
and a reduction in morbidity would be translated either in a reduced
tax or an improved service. These advantages, however, will accrue

‘only on condition that the tax be progressively graded in such a

way as to yield returns which are sufficient for meeting the whole
cost of the service, as otherwise it will need to be supplemented out
of receipts from general taxation, and the distribution of the cost
will be veiled. o

However, the unification of all health services, both medical
care and general, is widely deemed one of the most desirable deve-
lopments in the health field. As general health services are, in most
countries, already financed out of general taxation funds, their
integration with a medical care service would call for a common
method of finance. General income tax would, here, appear the
most appropriate and refined instrument. .

It is highly undesirable to finance a service out of miscellaneous
public funds derived from euch sources as rates, duties, etc., as
the final incidence of such taxes cannot be ascertained and no
ce is given that the cost will be shared according to ability.

assuran




THE ADMINISTRATION OF MEDICAL CARE SERVICES
Un1ry or HeavLtr SERVICES

The d.ivorce of sickness insurance from general health services
and social a§sistance administered by public authorities has in
many countries resulted in a patchwork that is the very negation
of a sysfgm guaranteeing continuity of care. In the almost unanim-
ous opinion of those concerned in the future of health services,
a central authority, whether State or Federal, should formulate a
hea.lth policy for the whole country and control, supervise or co-
ordlr.nate the administration of medical care and general health
serv1ces‘by the local bodies.! The country should be divided into
appropnatte health units, or areas, as discussed on p. 71.

Therta is no division of opinion, among sponsors of plans for a
reorganisation of health services, as to the necessity of unified
central supervision and of regionalisation of all health services, with
the reservation that the Canadian draft Bill, though providing for
common health regions, envisages separate administrations of health
insurance and of general health services. The Advisory Committee
on Health Insurance was in favour of unified administration but
gave way to the wishes of the medical profession and other lay and
professmna}l groups. In countries like the U.S.A., where general
health activities are primarily functions of the States and local
governments, a national medical care service would need to be

;o;zidinated with the general health activities at all levels of govern-

GOVERNMENT, SELF-GOVERNMENT or ExpErRT BODY

meI;' isl also generally accepted that both beneficiaries and the
ical and alyed professions giving care under the service should
pa’ti‘t}llcxpate in its administration.
. the fom} and degree of this participation must evidently depend
I-IN e choice of the administrative body.
o o pre.ference is expressed in the proposed Recommendation for
Y particular form of administration, as long as the principles of

1 The te: 5 )
public authorx?ilty,'m:ly

is used to designate an aggregate of hether &
a Corporation or any other suchgaggregate. persons, W
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democratic control are observed, with the exception of one case:
an insurance medical care service of limited scope, though it must
be under the general supervision of a central authority, should be
administered by a body largely representative of the beneficiaries
and the participating doctors and other professions. The em-
ployers may request representation if the service covers employees

only.

Central Adminisiration

The form of administration most desirable for a national service
is being widely discussed at present. The organised medical prof-
ession in Great Britain and South Africa has recently shown a
marked preference for a “corporate body’’, created by statute or
charter, rather than a Government department. Opposition to
departmental control is based on the fear of overbearing political
influence which might cripple initiative and interfere with prof-
essional discretion. Hierarchical organisation would, it is argued,
further enhance the risk of bureaucracy and predominance of the
layman over the technician, especially if the central authority
employed the health workers. A corporate body, it is alleged,
would have “greater freedom from parliamentary control over its
day-to-day functions”.!

In favour of central administration by a government department
or agency, it is argued by others that the democratic principle
demands direct and constant responsibility to the legislature or
government. Existing health departments, moreover, have ‘“ac-
cumulated knowledge of national health conditions’’?, and already
administer general heaith services.

Whether the members of a “corporate body” will in practice
show more initiative than the head and high officials of a govern-
ment department, and respond less to the undue pressure of political
influence and public opinion, will depend mainly on the personality
of the responsible administrators.

Complete independence from public Opinipn would certainly not
appear to be 2 desirable aim in a democratically organised world.

A “corporate body" as distinct from a goverr.xment department
or agency, however, is a somewhat vague notion as regards its
constitution and attributes under a medical care service. As a
matter of fact, the corporations proposed by the various planning
committees represent the whole gamut, from purely expert bodies,

Corporaion o Department”, editorial in British Medical Journal, 2 Oct.

1943'1‘?&!?0»&1 Service for Health. The Labour Party's Post-War Policy (London,
Apr. 1943), p. 15.
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lay and professional, or predominantly professional in composition,
to bodies fully representative of all interested parties, appointed
or elected, with various combinations of these types in between.

The two main types of corporate bodies proposed by various

planners are thus the representative body and the expert body.
The former includes representatives of the health professions, of
the government, and, if the service is not of universal scope, of ’the
beneficiaries of the medical care service. The plan of the Canadian
Dominion Government, for instance, proposes administration of
health insurance through a corporate body appointed by the Prov-
incial Government and representing the organised health prof-
essions, Provincial health authorities, insured persons and a variety
of other interests such as labour, industry, farming, etc.

An expert body administering a medical care service would
according to various plans, consist of members of the health prof:
essions only, or of professionals and laymen qualified for the office
the members being elected or appointed by the Government as:
the case may be. The “‘corporation” is responsible to Parlian;ent
through the Government for its general policy. The possibility of
division of authority among persons of equal rank, ag opposed to
hierarchical organisation, is considered by itg sponsors as th ¢
standing advantage of such a “‘corporation”, ¢ out-

Local Administration

The area administration of medical :
. care services {
lems of a more technical nature than ce involves prob-

: ntral adminij ;
According to .modern concepts, powers may either bemstrta:(:lxop.
area authorities constituted on the same lineg s thves tr?l

e the cen

authority—government, representative bod _

or derived from the central authority who apzog&upen fﬁbo/dy___
establishes branches. ‘ : grea officers or

Generally, where local autonomy both of poljt: .
. . . . ltl ..

of medical associations is extensively devi?ope?l 2::1}_:0"2%?:
by area authorities will be preferred. Two alternati\’re metllr::i "81.1 0
been suggested: under some plans, s have

. existing local
entrusted with the administration of ¢ governments are

present form or newly constituted for a]| N

tration, and assisted by technical adﬁmf;lrggds?::f llc;ca;il adminis-
special area health authorities are formed. The ge dn er others,
permits of a direct representation on the exe::?: ;lot;mtt::l;
both of beneficiaries and of the professions, A special heealth iu::hor-

ity would not be preoccupied by other, politica] and cultural, tasks

and would be less directly affected by loca] election issues. The

health services, either in their
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choice is considered as of particular importance where salaried
employment of doctors and other health personnel by the area
authority is planned. , "

Administration through offices or branches of the central health
authority is the solution proposed under plans endowing the central
authority with extensive functions, such as the schemes of the
South African Medical Association and ‘“Medical Planning Re-
gearch’’. The Canadian Dominion Government’s plan also provides
for regional offices of the Provincial Health Insurance Commission,
and not for representative bodies. Fear has been expressed that
administration from the centre may not be as democratic as ad-
ministration by area authorities and might not make sufficient
allowance for local needs, customs and convictions.

DeMocratIic CONTROL

A central government department or agency in charge of a
medical care service of universal scope in a democratic country
represents the whole community and, therefore, all beneficiaries of
the service. Nevertheless, it may be desired to establish a more
direct contact with beneficiaries than that secured by elections
which do not always take place at regular and short intervals.
Advisory bodies representing beneficiaries should be consulted by
the Minister or officer in charge on all essential matters affecting
the health services. All important groups of the population should
have representatives on such bodies: labour in industry, agriculture
and seafaring, industrialists, farmers, merchants, housewives, the
liberal professions, civil servants, etc.

The beneficiaries of a medical care service of limited scope should
be consulted by the central government department or agency
supervising health services on all matters affecting the medical
care service. Advisory bodies can be elected by the members of the
insurance institutions administering the service, either by ballot
or through their general meetings.

The medical and allied professions should be similarly consulted
through advisory bodies to the department or agency. Even under
a service of limited scope, the profession as a body should be con-
sulted by the government rather than insurance doctors only,
though these must be assured of adequate representation on the

visory bodies.
adWhg a representative body or a body of experts is put in charge
of central supervision of all health services, rather than a govern-
ment department or agency, such body shquld be composed of
representatives of beneficiaries and the professions or of professional
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members and lay men, respectively. Any such body, Whether
repre§entative or expert, must be responsible to the government
and, in countries where the government is parliamentary, to th(;
legislature. '

It is the considered opinion of those competent in the matter
that “regionalisation” of local administration is essential to the
success of a medical care service. Regionalisation, as already
stated, means the formation of areas sufficiently large and other-
wise suitable both for the administration of the medical care service
and of general health services. If the former is of general scope
administration of medical care and general health services by oné
and the same area authority is proposed in many plans. The health
area may, according to density of population and other factors
be the whole State or a group of States in a Federation,a county,
or a group of counties, a large city or part of a city, etc.

In the health area, a medical care service of universal scope
should be administered by the beneficiaries and the professiofl
jointly. Should area governments be the administrative authors
ities, as representing all members of the community and, accordin i
ly, all beneficiaries, then the professions should particip;te throu gl;
committees, not only in an advisory capacity, but in the technicgal
execution of the tasks. The supervision of the professional and
technical aspects of health centres and hospitals and that of t;ll
professional work of doctors and other staff, responsibility for the
maintenance of the prescribed standards of medical care and ho 'e
ta}s, etc., are duties that can best be discharged by expert C(S)Pl-
mittees of the medical and allied professions. If a representatim-
exef:utive body is chosen as area authority, beneficiaries throuvfx
their area government, and the professions, through tl’leir arg
orga:msations, should be represented, preferably in equal numb. g

Finally, if the area administration is merely a function fet;s.
central authority, as in Chile and Peru, and as proposed o he
Canadian draft Bill and by the South African Medical As - t -
an.d. “Medical Planning Research”, who both entrust cerslct);:l?non
mxm.st.ration to corporate bodies of experts, the professions 2;1 a(1:1ci
partlcxpgte in the technical work in the same way as und e
government administration. . tnder area

ApMINISTRATION OF HEALTH UNrrs

The day-to-day administration of heal i

T th units own
ministered by the service is, without doubt, predomi(:lda a'trlld :1(11-
concern of medical men, who alone are competent to vgug;mafz

that propbr ministration of care which administration should here

imply.
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Health centres for out-patient care should, in the opinion of the
organised medical profession and others concerned, be administered
by the doctors working at the centres. Other members of the staff
should take part in the election of the doctors entrusted with the
supervision.

Hospitals, or hospital centres, are composite units involving a
considerable variety of managerial duties. A superintendent will
be required who should be agreeable to the members of the prof-
essions working at the hospital and appointed on the recommenda-
tion of the medical staff of the hospital, or of the organised prof-
essions if the service is of universal scope. He should co-operate
with the doctors working at the hospital. The general control of
health units and their policy will, of course, be exercised by the
authority administering the service, as above stated.

RiguT oFf COMPLAINT AND APPEAL

" No organisation, however perfect, can prevent occasional negli-
gence or abuse on the part of health workers participating in the
service, nor errors of judgment on the part of the supervisory
bodies. Provision is therefore made under existing schemes, and
should be made under any scheme, for the submission of complaints
by beneficiaries concerning the care received, preferably to joint
bodies, from whose decision appeal should lie to independent
tribunals. ,

Equally, professional workers participating in the service should
be able to appeal from the decisions of supervisory bodies entitled

to take disciplinary measures.

CONCLUSION

It will be seen from the foregoing that, while it is widely recognised
that the provision of medical care services is a necessary element
ve system of social security,.there is as yet no

in any comprehensi
general consensus of opinion on the form in which they should be

organised. Different forms of organisation may in fact be considered
suitable in different countries in view of the existence or otherwise
of insurance machinery, of the variations in the organisation of
medical institutions and of differences in other conditions. There
are, however, a number of general principles which should be applied
whatever the system preferred if the objective aimed at is to be
adequately achieved. The attached draft Recommendation may
geem at first sight unduly long and detailed, but it would be of
little practical use to state only these general principles without

showing how they should be applied under one or other system.
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The Office has therefore thought it desirable, in the light of such
experience as is available, of such documentation as it has been
able to collect, and of such consultation of experts as it has been
able to undertake, to provide guidance for Governments in whatever
organisation of medical care services they may contemplate or
decide to institute. The text therefore provides for the possibility
of various solutions. A series of separate texts, each dealing with
one or other of the main variants which require consideration,
might have been prepared, but the method adopted of g single
text has the advantage of keeping the main principles steadily in
view as their application to oné or other System is successively
dealt with. If this is borne in mind and if it is remembered that
only a selection of the provisions can apply in any given case,
it will be evident that the text has been made as brief as is con:
sistent with practical utility.

PROPOSED RECOMMENDATION CONCERNING
' MEDICAL CARE

The General Conference of the International Labour Organ-
isation,

Having been convened at by the Governing Body
of. the International Labour Office, and having met in iis
Twenty-sixth Session on 20 April 1944, and

Having decided upon the adoption of certain proposals with
regard to the question of medical care services which is in-
cluded in the fourth Item on the Agenda of the Session, and

Having determined that these proposals shall take the form of a
Recommendation,

adopts, this day of May of the year one thousand nine
hundred and forty-four, the following Recommendation which may
be cited as the Medical Care Recommendation, 1944

Whereas the Atlantic Charter contemplates “the fullest collabo-
ration between all nations in the economic field with the object of
securing for all improved labour standards, economic advance-
ment and social security”’; and

Whereas the Conference of the International Labour Organisa-
tion, by a resolution adopted on 5 November 1941, endorsed this
principle of the Atlantic Charter and pledged the full co-operation
of the International Labour Organisation in its implementation; and

Whereas the.availabil.ity of adequate medical care is an essential
element in social security; and ‘

Whereas the International Labour Organisation has promoted
the development of medical care services—

by the inclusion of requirements relating to medical care in the
Workmen's Compensation (Accidents) Convention, 1925, the Sick-
ness Insurance (Industry, etc.) and (Agriculture) Conventions,
1927, ‘
by the communication to the Members of the Organisation by
the Governing Body of the conclusions of meetings of experts relat.
ing to public health and health. Insurance in periods of economic
depression, the economical administration of medical and pharma-
ceutical benefits under sickness insurance schemes, and guiding
principles for curative and preventive action by invalidity, old-age
and widows’ and orphans’ insurance, TR
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by the adoption by the First and Second Labour Conferences of

American States of the resolutions constituting the Inter-American

Social Insurance Code, the participation of a delegation of the
Governing+Body in the First Inter-American Conference on Social
Security which adopted the Declaration of Santiago de Chile, and
the approval by the Governing Body of the Statute of the Inter-
American Conference on Social Security, established as a permanent
agency of co-operation between social security administrations and
ins";itutions acting in concert with the International Labour Office,
an

by the participation of the International Labour Office in an
advisory .capacity in the framing of social insurance schemes in a
number of countries and by other measures; and

Whereas it is now desirable to take further steps for the improve-
ment and unification of medical care services, the extension of such
services :10 zlllll w<;rf'kers and their families, including rural popula
tions and the self-employed, and the elimination of ; table
anomalies; and ’ of inequitable

Whereas the formulation of certain inci ;
general prin
sgo.uld bg .folllowed by Members of the Organisatign irclut):lleexszel?:g;gg
their i i i i :
en(e:1 ; medical care services along these lines will contribute to this

The Conference recommends the Members isati
to apply the following principles, as rapidly asorflatt};gnglrgﬁgg-at?mn
allow, in developing their medical care services with a vie tl 1olr:s
implementation of the fifth principle of the Atlantic Chav'g °s 3
to report to the International Labour Organisation fromr f‘ et
time as requested by the Governing Body, concerning the ime to
taken to give effect to these principles. fneasures

1. GeNERAL
Essential Features of Medical Care Seryiges

1. A medical care service should meet the need indivi
: of
for care by members of the medical and altied profe:sl;?)rils]dw(lidlf]al
such other facilities as are provided at medica] institutions and for

(a) with a view to restoring the individual’s health
the further development of disease and alleviating suff
ing, when he is afflicted by ill health (curative cageil'Jl ail;-i

(8) with a view to protecting and improving hj
it is threatened (preventive care). & s health when

» Preventing

2. The nature and extent of the car : .
should be defined by law. € provided by the service

3. The authorities or bodies responsible for
of the service should secure medical care for its by
ably by contracting with members of the medi
sions and by arranging for hospital and other ;.

the administration
eneficiaries, prefer-
cal or allied profes-
nstitutional services.
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4. The cost of the service should be met from funds raised in the
form of regular levies on the income of members of the community
able to pay. .

5. Medical care should be provided either through a public
medical care service, or through a social insurance _medlcgl care
service with supplementary provision by way of social assistance
to meet the requirements of needy persons not covered by social
insurance.

6. Where medical care is provided through a public medical
care service—

(a) every member of the community should be entitled to all
care provided by the service;

(b) the service should be financed out of funds raised by a
progressive tax specifically imposed for the purpose of
financing the medical care service or all health services, or
by general income tax.

7. Where medical care is provided through a social insurance
medical care service—

(@) every insured person, including a dependent wife or hus-
band and a dependent child, should be entitled to all care
provided by the service;

(b) care for other persons if ‘they are unable to obtain it at
their own expense should be provided by way of social
assistance;

(c) the service should be financed by contributions from in-
sured persons and possibly from their employers, and by
subsidies from public funds to meet the cost of care not
covered by such contributions.

11. PersoNs COVERED
Complete Coverage

8. The medical care service should aim at covering all members
of the community, whether or not they are gainfully occupied.

9. Where the whole of the population is tobe covered by the
service and it is desired to'integrate medical care with general
health services, a public service may be appropriate.

10. Where the service is limited to a section of the population
or to a specified area, or where the contributory mechanism already
exists for other branches of social insurance and it is possible ulti-
mately to bring under the insurance scheme the whole or the major-
ity of the population, social insurance may be appropriate.

Coverage through a Public Medical Care Service

11. Where medical care is provided through a public medical
care service, the provision of care should not depend on any qualify-



104 SOCIAL SECURITY

ing conditions, such as payment of taxes or compliance with a
means test, and all beneficiaries should have an equal right to the
care provided.

Coverage through a Social Insurance Medical Care Service

12. Where medical care is provided through a social insurance
medical care service, all members of the community should have the
right to care as insured persons or, pending their inclusion in the
scope of insurance, should have the right to receive care at the
exlpense of the public authority when unable to provide it for them-
selves.

13. All adults whose income exceeds the subsistence level should
be required to pay insurance contributions.

14. The dependent wife or husband of an adult contributor
should be insured in virtue of the contribution of her or his bread-
winner, without any addition on that account.

15. Other adults who prove that their income does not
the subsistence level should preferably be entitled to care as iﬁ}s{ﬁg
persons, the contribution being paid on their behalf by the public
authority.

16. If and so long as adults unable to pay the contribution are
not insured as provided in paragraph 15, they should receive care
at the expense of the public authority.

17. All children under the age of 16 years or who are dependent
on others for regular support while continuing their general or
vocational education, should be insured in virtue of the contriby-
tions paid by or on behalf of adult insured persons in general, and
no additional contribution should be payable on their behaif b
their parents or guardians. y

18. If and so long as children are not insured as provided in
paragraph 17, because the service does not extend to the whole
population, they should be insured in virtue of the contribution
paid by or on behalf of their father or mother without any addition
-on that account, or where they are orphans or abandoned or other
wise in need of care should receive care at the expense of the pub]i(-:
.authority.

19. Where any person is insured under a scheme of social ineyr.
:ance for cash benef?ts or is receiving benefit under such glzl‘:;lx;smu;-
he and his dependent wife and dependent children should also be
insured under the medical care service.

II1. Tae ProvisioN or MEpicAL CARE AND s Co
| -0
' wrre GENERAL HEALTH SErvIcRs RDINATION
Range of Service

20. COrhplete preventive and curative care shoy]
stantly available, rationally organised and co-ordi should be con-
health services. o-ordinated with geneml
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Constant Availability of Complete Care

21. Complete preventive and curative care should be available
at any time and place to all members of the community covered
by the service, on the same conditions, without any hindrance or
barrier of an administrative, financial or political nature, or other-
wise unrelated to health matters.

22. The care afforded should comprise both general-practitioner
and specialist out- and in-patient care, including domiciliary visit-
ing; dental care; nursing care at home or in hospital or other medical
institutions; the care given by qualified midwives and other ma-
ternity services at home or in hospital; maintenance in hospitals,
convalescent homes, sanatoria or other medical institutions;
together with the requisite dental, pha.rrpacgutical and other
medical or surgical supplies, including artificial limbs, and the care
furnished by such other professions as may at any time be legally
recognised as belonging to the allied professions.

23. All care and supplies should be available at any time and
without time limit, when and as long as they are needed, subject
only to the doctor’s judgment and to such reasonable limitations
as may be imposed by the technical organisation of the service.

24. Beneficiaries should be able to obtain care at the centres or
offices provided, wherever they happen to be when the need arises,
whether at their place of residence or elsewhere within the total
area in which the service is available, irrespective of their member-
ship in any particular insurance institution, arrears in contributions
or of other non-health factors.

25. The administration of the medical care service should be
unified for appropriate health areas sufficiently large for a self-
contained and well balanced service, and should be centrally
supervised.

26. Where the medical care service covers only a section of the
population or is at present administered by different types of insur-
ance institutions and authorities, care should be secured collectively
by the institutions and authorities concerned through joint ¢on-
tracts with, or employment of members of the medical and allied
professions, and by the joint establishment or maintenance of health
centres and other medical institutions, pending the regional and
national unification of the services. '

27. Arrangements should be made by the administration of the
gervices for securing adequate hospital and other residential accom-
modation and care, either by contracts with existing public and
approved private institutions, or by the establishment and main-

tepance of appropriate institutions.

Rational Organisation of Medical Care Service

28. The optimum of medical care should be made readily avail-
able through an organisation that ensures the greatest possible
economy and efficiency by the pooling of knowledge, staff, equip-



106 SOCIAL SECURITY

ment and othe; resources, and by close contact and collaboration
among all participating members of the medical and allied profes-
sions and agencies.

29. The wholehearted participation of the greatest possi
number of members of the medical-and allied profe%sions is egs:rsxlttii?
for the success of any national medical care service. The number
and proportion of general practitioners, specialists, dentists nurses
and other professions within the service should be adapted’ to the
distribution and the needs of the beneficiaries. '

30. Complete diagnostic and treatment facilities, includin
laboratory and x-ray services, should be available to the generagl
practitioner, and all specialist advice and care, as well as nursin
maternity, pharmaceutical and other auxiliary services and resi§:
ential accommodation, should be at the disposal of the general
practitioner for the use of his patients.

31. Complete and up-to-date technical equipmen B
ches of specialist treatment, including dentalqcage, ShE)lfl(l)(ll- ﬁg :\l;:ﬁ-
able, and specialists should have at their disposal all necessar
hospital and research facilities, and auxiliary out-patient servic};
such as nursing, through the agency of the general practitioner ©

32. To achieve these aims, care should preferably b i
. - - e
co-operatively at centres of various kinds working inyeffecftlil\rr‘e}lls'gea({
tion with hospitals (group practice at health centres).

33. Pending the establishment of, and experi i
. ! ) periments
practice at health centres, it would be appropriate to ‘gtl)tt};’u;g carn
for beneficiaries from members of the medical and allied prof fons
practising at their own offices. essions

34. Where the medical care service covers the maior:

) : m
population, health centres may appropriately be bl?ijl(t)rlzyuc;f thg
and operated by the authority administering the ser\;iceq ;nplzﬁe

heal i Y X
asz ?ﬂarea, in one of the forms indicated in paragraphs 35, 36

35. Where no adequate facilities exist or wher :
als with out-patient departments for general-praciiiisg:etsgln%f hospxt-
1st treatment already obtains in the health area at the time ipecnal-
medical care service is introduced, hospitals may appro rx_v e? the
established as, or developed into, health centres providinp laltfekY be
of in- and out-patient care and:complemented by loca,%r 2 nds
for general-practitioner care and for auxiliary services, outposts

.36. Where general practice is well developed i
pital system while specialists are mainly consl:xltau?;lst s;(rilg E},le 1?'0 .
at hosp_ltals, it may be appropriate to establish health centof }ng
non-residential general-practitioner care and auxiliary servie o Oé
to centralise specialist in-patient and out-patient care at hogg’ita;lls

37, Where general and specialist practice are
: . € well
outside the hospital system, it may be appropriate tod::elg .‘;ﬁ
ealth centres for all non-residential treatment, general-praéti.
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tioner and specialist, and all auxiliary services, while cases needing
residential care are directed from the centres to the hospitals.

38. Where the medical care service does not cover the majority
of the population but has a substantial number of beneficiaries, and
existing hospital and other medical facilities are inadequate, the
insurance institution, or insurance institutions jointly, should
establish a system of health centres which affords all care, including
hospital accommodation at the main centres, and transport arrange-
ments; such centres may be required more paytncu]arly in sparsely
settled areas with a scattered insured population.

39. Where the medical care service covers too small a section
for complete health centres to be an economical means of serving
its beneficiaries, and existing facilities for specialist treatment in
the area are inadequate, it may be appropriate for the insurance
institution, or the institutions jointly, to maintain posts at which
specialists attend beneficiaries as required.

40. Where the medical care service covers a relatively small
section of the population concentrated in an area with extensive
private practice, it ma be approgrigte for the membqrs of the
medical and allied professions participating in the service to co-
operate at centres rented, equipped and administered by the mem-
bers, at which both beneficiaries of the service and private patients
receive care.

41. Where the medical care service covers only a small number
of beneficiaries who are scattered over a populated area with ade-
quate existing facilities, and co-operative group practice is not feas-
ible, beneficiaries may appropriately receive care from members
of the medical and allied professions practising at their own offices,
and at public and approved private hospitals and other medical
institutions.

42. Travelling clinics in motor vans or aircraft, equipped for
first aid, dental treatment, general examination and possibly other
health services such as maternal and infant health services, should
be provided for serving areas with a scattered population and remote
from towns or cities, and completed by transport arrangements for
conveying patients to centres and hospitals.

Collaboration with General Health Services

43. There should be available to the beneficiaries of the medical
care service all general health services, being services providing
means for the whole community and/or groups of individuals to
promote and protect their health while it is not yet threatened or
known to be threatened, whether such services be given by members
of the medical and allied professions or otherwise; general health
services include maternal and infant health services, health visiting,
immunisation, industrial hygiene services, preventive examina-
tions, health education, nutrition services, and like measures.

44. The medical care service should be proyi(.ied in close co-
ordination with general health services, by combining medical care
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and general health services in one public service, or by means of
joint bodies of the social insurance institutions providing medical
care and the authorities administeriag the general health services.

45. Local co-ordination of medical care and general health sery-
ices should be aimed at either by establishing medical care centres
in proximity to the headquarters for general health services, or by
establishing common centres as headquarters for all or most'health
services.

46. The members of the medical and allied professions partici-
pating in the medical care service and working at health centres
may appropriate}y undertake such general health care as can with
advantage be given by the same staff, including immunisation
examination of schoolchildren and other groups, advice to ex ctan'E
mothers and mothers with infants, and other care of 3 like nr::ure

IV. Tee QuaLrry oF Service
Optimum Standard

47. The medical care service should aim at providins i
possible standard of care, due regard being pali)d tolcl:ll?eg itr}rigtl)lx}tg:rf o
of the doctor-patient relationship and the professional and per nc?
responsibility of the doctor, while safeguarding both the ilzlt Sr0 :S
of the beneficiaries and those of the professions participating o

Choice of Doctor and Continuity of Care

48. The beneficiary should have the right t initi
choice, among the general practitioners avagilabl: vrlrxlfllltl: znr tal
able distance from his home, of the doctor by whom he wishe e:::,solt):
attended in a permanent capacity (family doctor); he shoulc? ho
the same right of choice for his children. These fn'inci les sh a\lrg
also apply to the choice of a dentist as family dentist. ples shou

49. Where care is provided at or from heal
ficiary should have the right to choose his centrzhw?:lrllige:’r:h y bertl;la-
distance from his home and to select for himself or his cmna a
doctor and a dentist among the general practitioners and d bt
working at this centre. ‘ entists

50. Where there is no centre, the beneficiary sho
right to select his family doctor and dentist amox% the tIl)lzg,jrtlilég\iwg t?he
general practitioners and dentists whose office is within g reasg : ﬁg
distance from his home. nable

51. The beneficiary should have the right syb
change his family doctor or dentist, subject to giving ;eo(%‘il:engyth}:

a prescribed time, for good reasons, such as lack
and gonfidence. g . of personal coqtact

52. The general practitioner or the dentist participatine
: 1 a
service shouﬁi have the right to accept or refuse a clignttm bgu::nmﬂale
not accept a number in excess of a prescribed maximum ;wr refusz

L clients as have not made their own choice and are assigned

to-him by the service through impartial methods,

\
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53. The care given by specialists and members of allied profes-
sions, such as nurses, midwives, masseurs and others, should be
available on the recommendation, and through the agency, of the
beneficiary’s family doctor, who should take reasonable account
of the patient’s wishes if several members of the specialty or other
profession are available at the centre or within a reasonable distance
of the patient’s home. Special provision should be made for.the
availability of the specialist when requested by the patient though
not recommended by the family doctor.

54. Residential care should be made available on the recom-
mendation of the beneficiary’s family doctor, or on the advice of the
specialist, if any, who has been consulted.

55. If residential care is provided at the centre to which the
family doctor or specialist is attached, the patient should preferably
be attended in the hospital by his own family doctor or the specialist
to whom he was referred.

56. Arrangements for the general practitioners or dentists at a
centre to be consulted by appointment should be made whenever

practicable.

Working Conditions and Status of Doctors
and Members of Allied Professions

57. The working conditions of doctors and members of allied
professions participating in the service should be designed to relieve
the doctor or member from financial anxiety by providing adequate
income during work, leave and illness and in retirement, and pen-
sions to his survivors, without restricting his professional discretion
otherwise than by professional supervision, and should not be such
as to distract his attention from the maintenance and improvement
of the health of the beneficiaries. '

58. General practitioners, specialists and dentists, working for
a medical care service covering the whole or a large majority of the
population, may appropriately be employed whole time for a salary,
with adequate provision for leave, sickness, old age and death, if
the medical profession is adequately represented on the body em-
ploying them.

59. Where general practitioners or dentists, engaged in private
practice, undertake part-time work for a medical care service with
a sufficient number of beneficiaries, it may be appropriate to pay.
them a fixed basic amount per yeaf, including provision for leave,
gickness, old age and death, and increased if desired by a capitation
fee for each person or family in the doctor’s or dentist’s charge.

60. Specialists engaged in private practice who work part time
fora medpiec(:l care service with a considerable number of beneficia-
ries may appropriately be paid an amount proportionate to the time
devoted to such service (part-time salary).

61. Doctors and dentists engaged in private practice who work
part time for a medical care service with few beneficiaries only may
appropriately be paid fees for services rendered.
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62. Among the members of allied professions participating in
the service, those rendering personal care may appropriately be
employed whole time for salary, with adequate provision for leave,
sickness, old age and death, while members furnishing supplies

- should be paid in accor’dance with adequate tariffs.

63. Working conditions for members of the medical and allied
professions participating in the service should be uniform through-
out the country or for all sections covered by the service, and
agreed on with the representative bodies of the profession, sx.{bject
only to such variations as may be necessitated by differences in the
exigencies of the service.

64. Provision should be made for the submission of complaints
by the beneficiaries concerning the extent of the care received or the
manner in which it was given, preferably to joint bodies representin
beneficiaries and the medical and allied professions participating
in the service, and subject to appeal to independent tribunals. 8

65. The professional supervision of the medical care i
: ; serv
shoulq be entrusted to bodies predominantly composed of rep:-(e:f
sentatives of the professions participating in the service, with ade-
quate provision for disciplinary measures, and subje
to independent tribunals. ' Ject to appeal

Standard of Professional Skill and Knowledge

66. The highest possible standard of skill and k
be achieved and maintained for the professions pat:%}ﬁ;:%ﬁlﬁgﬂﬁ
- by requiring high standards of education, training and lic%:nsin

and by keeping up to date and developing the skj
of those engaged in the service. g skill and knowledge

67. Students of the medical and denta i
before being admitted as fully qualified doctcl)rs l:rf e;:;c;?:tsslgoul}(‘i,
service, be required to work as assistants at health centres or i(:t)'l oy
especially in rural areas, under the supervision and direction ? ore
experienced practitioners. 0f more

68. A minimum period as hospital assistant shoyld .
among the qualifications for every doctor entering ﬂl,): gr?ﬁ;l;bed

69. Professional certification of doctors quaj; .
special services should be required. qualified to furnish

70. Docters and dentists participating shoyld .
periodically to attend post-graduate courses organised g‘: areimrgg
for this purpose by the representative bodies of thejr profesﬁm,f:

71. Adequate periods of apprenticeship at hogpj
centres should be prescribed for members of allied g;gaftis?gnhealtg
post-graduate courses should be organised and attendance & 3!‘
ally required for those participating in the service, periodic-

72. Adequate facilities for teaching and research shoylg
available at the hospitals administered b ould be made
medical care service. Yy or working with the
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73. Professional education and research should be promoted
with the financial and legal support of the State.

V. FinancIiNG of MEDICAL CAF;E SERVICE
Raising of Funds under Public Medical Care Service

74. The cost of the medical care service should be distributed
among the members of the community in proportion to their ability
to pay.

75. Where the whole population is covered by the medical care
service and all health services are under a unified central and area
administration, the medical care service may appropriately be
financed out of receipts from general income tax.

76. Where the administration of th_e mgdical care servicg is
separate from that of general hea_tlth services, it may be appropriate
to finance the medical care service by a special tax.

77. The special tax should be paid into a separate fund reserved
for the purpose of financing the medical care service.

78. The special tax should be progressively graded and should
be designed to yield a return sufhcient for financing the medical
care service.

70. Persons whose income does not exceed the subsistence level
should not be required to pay the special tax.

80. The special tax may appropriately be collected by the
national income tax authorities or, where there is no national
income tax, by authorities responsible for collecting local taxes.

Raising of Funds under Social Insurance Service

81. The maximum contribution that may be charged to an
insured person should riot exceed such proportion of his income as,
applied to the income of all insured persons, would yield an income
equal to the probable total cost of the medical care service, including
the cost of care given to dependent wives or husbands and depend-
ent children.

82. The contribution paid by an insured person should be such
part of the maximum contribution as can be borne without hard-
ship.

83. Persons whase income doe§ not exceed tht; supsistence level
should not be required to pay an insurance contribution.

84, It may be appropriate to require employers to pay part of
the maximum contribution on behalf of persons employed by them.

85. Equitable contributions should be paid by the public
authority in respect of persons whose income does not exceed the
subsistence level: Provided that in the case of employed persons,
such contributions may be paid wholly or partly by their employers.
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86. The cost of the medical care service not cov

. ered by contrib-
utions should be borne by taxpayers, preferably in proportion to
their ability to pay. .

87. Contributions in respect of emplo ed erSOns’m ]
priately be collected by their emp1oye,§, ved p ay appro

88. Where membership of an occupational association or the
possession of a licence is compulsory for any class of self-employed
persons, the association or the licensing authority may be made
responsible for collecting contributions from the persons concerned.

89. The national or local authority may be made responsible
for collecting contributions from self-employed persons registered
fot the purpose of taxation. E o

90. Where a scheme of social insurance for cash benet';ta‘is, in
operation, contributions both under such scheme arnd -under the
medical care service may appropriately be collected together.:

VI. SUPERVISION AND ADMINISTRATION OF MEepicaL CARE SERVICE

Unity of Health Services and Democratic Control

91. All medical care and general health services should be cen-
trally supervised and should be administered by health areas as
defined in paragraph 25, and the beneficiaries of the medical care
service, as well as the medical and allied professions concerned
should have a voice in the administration of the service. ’

Unification of Central Administration

92. A central authority, whether State or Federal, represent.
ative of the community, should be responsible for formulating the
health policy or policies and for supervising all medical care and
general-health services, subject to consultation of, and collaboration
with, the medical and allied professions on all professional matters
and to consultation of the beneficiaries on matters of policy and
administration affecting the medical care service.

93. Where the medical care service covers the whole or the
majority of the population and a central government agen
supervises or administers all medical care and general health serv-
ices, beneficiaries may appropriately be deemed to be represented
by the head of the agency.

94. The central government agency should keep in touch with
the beneficiaries through advisory bodies comprising representatives
of organisations of the different sections of the population, such ag
trade unions, employers’ associations, chambers of commerce,
farmers’ associations, women’s associations and child protection
socjeties, :

" 95. Where the medical care service covers only a section of the

population, and a central government agency supervises or admin-
isters A#l medical care andg general health services, representatives
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i ed persons should participate in the supervision, prefer-
g{ﬂt}l} (te}:?::;h agsisory committees, on all matters of policy affecting
the medical care service.

tral government agency should consult the repre-
sex?&tiv’lé‘:gf?:l?e megical and alli:g professions, preferably through
advisory committees, on all questions relating to the working con-
ditions of the members of the professions participating, and on all
other matters primarily of a professional nature, more particularly
on the preparation of laws and regqlatlons concerning .the nature,
extent and provision of the care furnished under the service.

97. Where the medical care service covers the whole or the
majority of the population and a representative body supervises or
administers all medical care and general health services, benefi-
ciaries should be represented on such body either directly, through
elected members, or indirectly, through members appointed by the
central government. : }

his event, the medical and allied professions should be
regfésgr?tetd on the represenéat_ive body, preferably in numbers
equal to those of the beneficiaries or the government as the case
may be; the professional members should be elected by the profes-
sion concerned, or nominated by their representatives and ap-
pointed by the central government.

re the medical care service covers the whole or the
ma9' ?)}itywtl}ethe population and a corporate body of experts estab-
l'sl'fed by legislation or by charter supervises or administers all
n“ledical care and general health services, such body may appro-
priately consist of an equal number of members of the medical and
allied professions and of qualified laymen.

fessional members of the expert body should be
lg(i)ﬁtglebl})'mtﬁ:s l(:er'ltra.l government from among candidates
igx%ina‘ted by. the representatives of the medical and allied prof-

essions.

. The representative executive body or the expert body
su;l)grlvisi'xll‘g%r agministering health services should be responsible
to the government for its general policy. .

Local Adminisiration

Local administration of medical care and general health

. rI\/()igés shouldat()ie unified or co-ordinated within areas fox:med for
:fle urpose as provided for in paragraph 2§, and the medical care
E::e in the area should be administered by or with the advice
s?’gt)dies representative of the beneficiaries and partly composed
of r assisted by, representatives of the medical and allied profes-
siont aso as to safeguard the interests of the beneficiaries and the
Bml}:’ssions and secure the technical efficiency of the service and
:fl:g professional independence of the participating doctors.

-
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103. Where the medical care service covers the whole or the
majority of the population in the health area, all medical care and

general health services may appropriately be administered by one
area authority.

104. Where, in this event, the area government administers the
health services on behalf of the beneficiaries, the medical and allied
professions should participate in the administration of the medical
care service, preferably through technical committees elected by
the professions or appointed by the area or central government
from among nominees of the professions concerned.

105. Where a medical care service covering the whole or the
majority of the population in the health area is administered by a
representative body, the area government, on behalf of the benefi-
ciaries, and the medical and allied professions in the area, should be
represented on such body, preferably in equal numbers.

106. Where the medical care service is administered by area
offices or officers of the central authority, the medical and’ allied
professions in' the area should participate in the administration,
- preferably through executive technical committees, elected or
nominated in the manner provided for in paragraph 104.

107. .Whatever.the form of the area administration, the author-
ity administering the medical care service should keep in constant
touch with the beneficiaries in the area through advisory bodies
elected by representative organisations of the different sections of
the population, in the manner provided for in paragraph 94.

108. Where the social insurance medical care service covers
only a section of the population, administration of that service may
appropriately be entrusted to a representative executive body re-
sponsible to the government, and comprising representatives of the
beneficiaries and of the m_edlgzal and allied professions participating
in the service; if t.he service is confined to employed persons who se
employers share in the cost of the service, representation of the
employers may be appropriate. :

Administration of Health Unsis

109. Health units owned and operated by the meqj
service should be administered wholly or predominantly S)l/cgloc%;z
elected by, or appointed after consultation of, the members of the
medical and allied professions participating in the medical care
service, in co-operation with all the doctors working at the unit.

Right of Appeal

110. Beneficiaries who have submitted complaints to the joi
. r ' omnt
bodies referred to in paragraph 64, concerning the extent of tl?ejwre
received or the manner in which it was given, should have a right
of appeal from the decision of a joint body to a tribunal consisting

of independent persons appointed by the centra] government.

333

#*
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bers of the medical and allied professions against
whlolnlm. diiwdgll;na;y measures have been taken by the bodies refgn:ed
to in paragraph 65 should have a right of appeal from the decision
of sugx body to a tribunal consisting of independent persons ap-

pointed by the central government.
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