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and GEORGE ST. J. PERROTT, Chief, Division of Public Health Methods, United
States Public Health Service.

Among the most conspicuous aspects of postwar reconstruction in
Western Europe are the attempts to establish broad social security
programs with particular emphasis on health security. Data recently
gathered from personal interviews and documents collected in England,
France, Belgium, Sweden, Denmark, and the Netherlands reveal the
scope and direction of the changes effected or proposed in these coun-
tries during or shortly after the war. In all these countries, legislation
has been enacted to increase the protection afforded against risks of
income loss from sickness, maternity, and permanent disability and
to remove or reduce the financial obstacles to preventive, diagnostic,
and therapeutic medical care.

All six countries visited-even Sweden which was not an active
participant in World War 11-have emerged from experiences that
severely tested the strength of their social, political, and economic
institutions. Yet far from losing faith in their social insurance pro-
grams, the people of these countries have united in efforts to expand
these programs or other provisions for health security or botb.
The two countries (England and Sweden) that escaped invasion

and occupation by the German army have formulated comprehensive
programs for health and medical care and have discarded all the in-
come and occupational restrictions that formerly limited the coverage
of their health insurance programs. The British Government took
prompt steps to effect the far-reaching Beveridge proposals-published

I From the Divisions of States Relations and Public Health Methods.
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in selecting, summarizing, and collating data.
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in 1942 wbile the war outlook was darkest-and, before the close of
1946, Parliament bad enacted laws for administering and financing
social security programs for the entire population, removing the
anomalous restrictions of earlier piecemeal legislation. Within the
same period, Sweden took almost parallel steps toward health security
and amended its universal old-age and invalidity program to authorize
benefit levels that would make supplementary assistance unnecessary
for the great majority of pensioners.
The occupied countries (France, Belgium, Denmark, and the Neth-

erlands) face immediate problems of stabilizing currency, restoring
productive capacity, and eradicating the effects of low nutritional
standards on the health and morale of the population. Their current
social security plans appear somewhat less extensive than those of
England and Sweden, but they, too, are pursuing the broad objectives
of their governments-in-exile or underground resistance forces, which
placed social security among the foremost of their postWar aims.
In three countries (England, Sweden, and Denmark), the health

security programs will be or already constitute broad, integrated
services for public health, hospitalization, and other medical care.
In three (France, Belgium, and the Netherlands), the expansion of
health insurance coverage and the scope of medical and other social
insurance benefits is receiving the greater initial emphasis.
Some of the more significant details of prewar, existing, and pro-

posed social insurance programs for medical care and compensation
of income loss during temporary and permanent disability are sum-
marized below for each of the six countries visited.2 No two countries
follow identical paths; no two are wholly alike in social, political, or
economic traditions or objectives. From their wartime or postwar
health insurance programs, however, emerge general directions or
patterns that characterize two or more countries.

1. All six countries initially based their nation-wide health insur-
ance systems on voluntary mutual benefit societies or sickness funds,
which, when they met certain requirements for Government approval,
were responsible (except in the Netherlands) for administering cash
benefits under the insurance system and (except in England) for ad-
ministering medical benefits. In their new health insurance programs,
two countries have abandoned use of these approved societies: In
England, their functions in paying cash sickness benefits will be trans-
ferred to central, regional, and local government agencies; responsi-
bility for administering medical benefits will be carried by executive
councils, regional boards, and hospital management committees. In
France, primary and regional funds have been set up with the respon-
sibilities and much of the character of the funds which mutual benefit

2No details are included on the workmen's compensation programs of these countries.
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societies established for the administration of the earlier system.
The four countries (Belgium, Sweden, Denmark, and the Nether-
lands) that retain sickness funds or mutual benefit societies in their
national health insurance systems have developed detailed require-
ments for their operations.

2. All six countries-whether they discard or retain the approved
societies or sickness funds in their national health insurance programs
-urge the use of these organizations or similar associations to provide
types of protection that will supplement, on a voluntary basis, that
afforded by the national system.

3. All six countries seek to avoid "bureaucratic" control of health
insurance administration by decentralizing operations, as well as by
providing for administrative bodies and advisory groups which, by
and large, include representatives of the general public, insured per-
sons, management and labor, and the medical professions.

4. When their proposed programs are in effect, two countries (Eng-
land and Sweden) will provide medical benefits for the entire popu-
lation, while three countries (France, Belgium, and the Netherlands)
still restrict the coverage of their compulsory health insurance pro-
grams to designated occupational or income groups. Denmark will
retain income restrictions and the quasi-voluntary aspects of health
insurance coverage in its national program. All six countries have
developed compulsory invalidity insurance programs of wide coverage.

5. Four of the six countries (all but France and the Netherlands)
have removed or propose to remove part of the costs of medical bene-
fits from the health insurance program by substantial subsidies from
general tax revenues.

6. All countries permit free choice of practitioners among those
who agree to serve in the health insurance system, and all emphasize
the "family doctor" principle. Three countries (England, Denmark,
and the Netherlands) use a capitation basis for paying general prac-
titioners under the health insurance system, though new provisions
in England leave the way open for a supplementary salary, and in
Denmark fees for service are a common alternative to capitation
payments. Three countries (France, Belgium, and Sweden) use the
fee-for-service method of remunerating general practitioners, though
Belgium has an additional provision for capitation, and in Sweden
some salaried public doctors get fees for serving insured as well as
other patients. No specific pattern for paying specialists appears
predominant, e-xcept that the fee-for-service system is common when
specialist care is not included as part of the hospital benefit.

7. The new laws or existing programs of four countries (all but
France and the Netherlands) provide that public funds shall meet all
or most costs of expensive illness requiring hospitalization and the
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services of surgeons and other specialists, removing nearly all financial
barriers for these forms of medical benefits. Three of the countries
(France, Belgium, and Sweden) require that insured persons bear
some part of the costs of general practitioner's services and medicines,
by providing reimbursement for only part (two-thirds or three-fourths
in Belgium, three-fourths in Sweden's new program, and four-fifths in
France) of the fees for service set forth in an approved fee schedule.

8. When an insured person receiving cash sickness benefits has
a dependent wife and children, allowances for these dependents are,
or will be, payable in three countries (England, France, and Sweden).
The benefits payable for illness arf, or will be, virtually unlimited in
duration in all countries, either by assimilation with disability benefits
(England), or by transfer to invalidity pensions (all but England)
and subsequent transfer to old-age pensions. Public funds contribute
toward cash sickness benefits in all but two countries (France and the
Netherlands).

9. In all six countries, medical benefits for insured persons and
their dependents, provided or proposed, include most essential services
and supplies, though in all countries the existing or recently authorized
programs face questions of numbers and distribution of personnel and
facilities necessary to meet their health objectives.

10. All six countries are approaching their health insurance pro-
grams with due allowance for the need to work out step by step
administrative and other details of health security programs in co-
operation with the professional and technical personnel concerned and
the persons covered by these programs. All recognize that success
will depend on that cooperation and on the extent to which national
income and productive capacity can be maintained at or raised to
adequate levels.

11. In all six countries, medical practitioners and others concerned
with health security problems agree, in general, on the value of in-
surance devices and the use of public revenues to finance medical
care programs. The differences of opinion voiced on the need for
expanding these programs relate to the details of operation, the
income level of the population to be covered, and the rates and
methods of remunerating practitioners.

12. Either in conjunction with health insurance or as separate
health security programs, all six countries propose to expand tax-
supported services for maternity care; child health and welfare;
dental care; early case finding and treatment of chronic conditions
and tuberculosis, venereal, and other communicable diseases; im-
munization and vaccination; medical care of assistance recipients and
old-age and invalidity pensioners; care of convalescents; and hospital-
ization. All are working out hospital plans to group small local

372



373 March 14, 1947

units around central well-equipped establishments, so that persons
in all parts of the country may have relatively prompt access to the
most advanced techniques in the diagnosis and treatment of illness.
These programs are cited in the following summaries only insofar as
they throw light on the types of medical and maternity services
proposed or provided in the health insurance system.

ENGLAND AND WALES

Compulsory health insurance was inaugurated on July 15, 1912, under the
provisions of the National Insurance Act of 1911. From 1919 to 1941, amending
legislation increased benefits, coverage, and contributions. During 1944, 1945,
and 1946, basic recommendations in the PEP (Political and Economic Planning)
report of 1937, the Beveridge report of 1942, the reports issued by the Nuffield
Provincial Hospitals Trust in 1945 and 1946, and in other studies were enacted
into law.
The National Insurance Act of 1944 provides, among other things, for the

transfer of all national health insurance functions, except the administration of
medical benefits, from the Ministry of Health to the Ministry of National Insur-
ance, a new agency created by the act and established in 1945. The new Miristry
will be the central body responsible for cash benefits for wage losses during illness;
widows', orphans', and old-age pensions and supplementary pensions; unem-
ployment insurance and assistance; and certain phases of workmen's compen-
sation. In 1945, the Family Allowance Act gave the Minister of National
Insurance additional functions, and, in 1946, the National Insurance (Industrial
Injuries) Act placed an enlarged workmen's compensation program under. the
new Ministry. An integrated and extended system of cash benefits is incorporated
in the National Insurance Act of 1946, providing substantially increased payments
for wage losses during illness and increasing the coverage and benefit levels for
these as well as other types of social security.

In 1946 the National Health Service Act was passed, authorizing a compre-
hensive medical care program under the Ministry of Health. The program, which
the Government hopes to place in operation in 1948, is to provide all types of
medical services for all persons in the population. On November 6, the day the
National Health Service Act for England and Wales received royal assent, a
similar bill for Scotland was introduced in the House of Commons.
The broad and integrated social security program adopted for England and

Wales embodies all major objectives of the Beveridge plan. It assures some
continuing income when family resources are reduced by unemployment,
pregnancy, illness, disability, or death of all who work for a living, with supple-
mentary benefits for the dependent members of the family. It provides income
for all persons who are permanently disabled and for all aged persons, and distrib-
utes over the population as a whole some of the financial burden of rearing children
by paying family allowances to all persons who have more than one young child
to support. It plans, furthermore, to provide free medical, dental, nursing, and
hospital treatment and pharmaceutical supplies for everyone, regardless of in-
come level or insurance status. The effective dates of the National Insurance
Act of 1946 and National Health Service Act will be set by the ministries re-
sponsible for administration.
Administration

Medical benefits are to be administered nationally by the Ministry of Health
assisted by a Central Health Services Council. Regional hospital boards and
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local hospital management committees will administer hospital and specialist
services; local executive councils will administer the provision of general prac-
titioner, pharmaceutical, dental, and ophthalmic services; local health authorities
will be responsible for providing preventive arnd domiciliary services, and for
constructing and maintaining health centers and clinics. Basic regulations
governing the National Health Service will be promulgated by the Minister of
Health and reviewed by Parliament. Certain regulations governing super-
annuation, transfer, and compensation of personnel must be approved by
Parliament before promulgation.
The administration of cash sickness benefits will be under the jurisdiction of

the new Ministry of National Insurance. Approved societies will no longer
participate in the compulsory system. Benefit disbursements will be made by
the regional and local officers of the Ministry, who pay cash benefits under the
other social security programs.

Coverage
Comprehensive medical services will be available to all persons in the popula-

tion, irrespective of insurance status, age, employment status, or income level.
Provision is made for persons, who so desire, to purchase additional services,
e. g., special appliances, or private-room care in nursing homes; moreover, all
those who wish to receive their medical care and treatment outside the National
Health Service may purchase such services through their own arrangements.
Under the new National Insurance Act, coverage for cash sickness benefits will
include employed (and self-employed) persons over school-leaving age and under
pensionable age, without income limit. Persons of working ages who are not in
the labor market will be subject to contributions and eligible for other insurance
benefits, but will not receive cash sickness benefits.

Until the National Health Service Act becomes effective, coverage for medical
benefits remains limited to persons between the ages of 16 and 70 who are employed
under a contract of service in manual labor or-if engaged in nonmanual employ-
ment-who have a yearly income of not more than £420, without provisions for
the care of dependents of insured persons. The Annual Report of the Ministry
of Health for 1945 indicates that the total number of compulsorily insured persons
in England and Wales was 22,006,000 as of December 31, 1943, or about 53
percent of the total population.

Financing
Under the new National Insurance Act, cash sickness benefits will be paid

out of the National Insurance Fund from which other social insurance payments
are made. The fund will be made up of contributions of insured persons and
employers and of supplemental Exchequer contributions and grants. From these
contributions, amounts ranging from 6d. (100) to lOd. (17,) per insured person
will be allotted to the National Health Service, even though medical services are
to be provided irrespective of insured status-on the theory that the medical
service will result in savings to the fund in expenditures for cash sickness benefits.
The source of all funds for the National Health Service and the annual amounts
estimated to be needed during the early years of operation are (4, p. iv):

Source Amount, in pounds Percent of totalsterling

Total---- ------------------------------ 152,000,000 100

National Insurance Fund - -32, OMQ 000 21
Local authorities --10,000,000 7
Exchequer (net amount) -110,000,000 72
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Annual expenditures for health services during the early years of operation
are estimated as (4, p. iii):

Type of expenditure Amount, in pounds Percent of totalsterling

Total - 152,000,000 100

Hospital and specialist services -87,000,000 57
General practitioner, pl'arniaceutical, dental, and other services I 53,000,00035
Local health authorities' services -12, 000, 000 8

I Includes superannuation and special compensation for medical and dental practitioners.

Single weekly contributions, varying with age, sex, source of income-and for
employed persons, with rate of remuneration-will be paid for all cash sickness
and invalidity, unemployment, maternity, suirvivors', and old-age benefits.
For employees, the initial weekly rates will range from 2s. 2d. for girls under age
18 to 4s. 7d. for men aged 18-70 who earn more than 30s. a week; the weekly
contributions of employers for their employees will range from Is. 9d. to 5s. 9d.
The range for self-employed persons will be from 3s. Id. for girls under age 18 to
6s. 2d. for men aged 18-70, and for persons who are not gainful workers, from
2s. 3d. to 4s. 8d. These weekly contributions will be paid, as at present, by
affixing insurance stamps to contribution cards. The Exchequer supplement
will range from 4d. per week for girls to Is. Id. for adult males.

Until the new laws are in operation, health insurance contributions remain
separate from those for the other social insurance programs and for insured per-
sons, with certain exceptions, range from 2d. a week for juveniles to 5%d. for em-
ployed men aged 16-65; in general, the employers' contributions equal those of
their insured employees, and the Government supplements the health insurance
funds by periodic grants. In 1944, approximate receipts for national health
insurance totaled £51,093,000. Of this amount, £34,821,000 represented con-
tributions by employers and employees; £9,867,000 consisted of Parliamentary
grants; and interest and miscellaneous receipts accounted for £6,405,000.

Regulations on remuneration of practitioners under the National Health Service
Act of 1946 have not yet been promulgated, and agreements have not as yet been
made between practitioners and the committees provided for in the act. It is
believed, however, that capitation will be the basic method of payment. As under
the existing program, patients will have the right to choose their doctor, and
doctors will be free to accept or reject any persons who ask to be placed on their
panels. Regulations may limit the number of patients on a doctor's list, and pro-
vision is made for limiting the number of practitioners in an area. Any physician
whose name is entered on any list for the provision of medical care on the day the
act becomes effective will be entitled to compensation (payable at retirement,
death, or other specified time) for any loss suffered through inability to sell his
practice, since the act prohibits such sale.

Until the new system is in operation, insurance practitioners are paid quarterly
on a capitation basis, at an annual rate of 15s. 6d. per patient. Under certain
conditions, mileage rates are paid for travel. Insured persons choose their own
doctors from lists of insurance doctors, and the number of patients on a doctor's
list is limited by regulation.

Cash Benefits
Sickness.-Under the new National Insurance Act, the cash benefit for sickness

will be the same as for unemployment and will be payable, after a 3-day waiting
731141-47-2
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period, to insured persons above school-leaving age and below pensionable age
who meet contribution requirements. The weekly rates will be (2, p. 80):

Sickness benefit Weelty rate
Married man with wife not gainfully employed - 42s.
Single man or woman - 26s.
Married man with wife gainfully employed -16s.
Married woman gainfully employed 16s.
Allowance for adult dependent, where payable- 16s.
Allowance for first child -'7s. 6d.

I This benefit Is provided for the child Ineligible for children's allowances under the Family Allowance
Act of 1945.

The duration of the sickness benefit will be 52 weeks for persons with less than
156 contributions to their credit. For other insured persons, the duration can
be unlimited, since no distinction is to be made between short-term and permanent
incapacity for work.

Until the new provisions are effective, the rates of benefits are substantially
lower (12, par. 33):

Weekly benefit rate
Insured person Sickneas Disabkment

Man - - 1s. Os.6d.
Unmarried woman-15s. 9s.
Married woman - 13s. 8s.
Reduced rates are paid if 26 but less than 104 weekly contributions have been
made, and the duration of cash sickness benefits is limited to 26 weeks. Disable-
ment benefits, at a lower rate, are continued as long as the insured worker remains
incapable of working and until he or she reaches pensionable age.
Maternity.-The new law in England and Wales will provide a maternity

grant of £4 and either a maternity or a housekeeping attendant's allowance
to any woman, if a general practitioner certifies that she has been confined and
if she or her husband meets the contribution requirements. The allowance for
a housekeeping attendant is to be 20s. a week, payable for a maximum of 4 weeks
beginning with the date of confinement. The maternity allowance will be 36s.
a week for 13 weeks beginning with the sixth week before the expected week
of confinement. Regulations may disqualify a woman from receiving the
maternity allowance for periods in which she engages in gainful work or if she
fails without good cause to submit to medical examination. Until the new law
is in operation, the maternity benefit is a lump sum of 80s. payable to an employed
woman insured in her own right, or 40s. if only the husband is insured.

Aledical Benefits
The new law authorizes free provision of all types of medical services for

all persons: services of general practitioners and specialists; hospitalization
(including in-patient and out-patient services, care in mental hospitals, and
sanitariums); home nursing; maternal and child health; pharmaceutical, dental,
and ophthalmic care; convalescent treatment; medical rehabilitation; vaccina-
tion and immunization; and spectacles, dentures, and appliances. Medical and
preventive services are to be expanded by the' establishment of adequately
equipped health centers for use by general practitioners and local health author-
ities. Free hospitalization will be provided in all institutions except private
nursing homes. Under the new act, the Minister of Health will take over all
public and all voluntary (private, nonprofit) hospitals; all services of hospital
personnel, including surgeons and other specialists, will be provided free of charge.
Patients who so desire may make their own financial arrangements for private
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rooms in these hospitals, if facilities are available, and for services in private
nursing homes.

In scope, the medical benefits authorized under the new law are in sharp
contrast with the limited benefits (general practitioner services and routine
medicines) under the national health insurance system. Under that system,
additional benefits (including dental, opthalmic, convalescent home care, surgical
appliances, etc.) have been permitted, however, for approved societies with
appreciable surpluses at quinquennial valuations of their funds. Thus, the
amount and type of additional benefits have varied according to the financial
status of the society in which the insured person was a member. Likewise,
no provision has hitherto been made for hospitalization or for specialists' services
for insured persons, except as additional benefits from approved societies with
adequate financial reserves.

FRANCE

When the war broke out in 1939, France had social security laws providing work-
men's compensation; old-age, invalidity, and survivors' pensions; cash and
medical benefits for sickness; death benefits; and maternity insurance, including
special allowances for nursing mothers and a system of milk vouchers for other
mothers. Compulsory cash sickness benefit and medical care insurance was first
established, in 1930, under a law enacted in 1928 providing, in addition, for
maternity, invalidity, survivors', and death benefits. The law of 1928 was
administered largely by approved mutual benefit societies, which established
separate local and regional funds for each type of insurance benefit; these funds
collected the contributions and distributed the benefits fixed by law.

Although some changes were made in this system of social insurance by the
P6tain government during the German occupation, it continued to operate in
substantially the same form until the liberation of France in 1944. Soon after
liberation, laws were passed setting up a more comprehensive system of social
security. The new legislation also provided extended coverage, increased benefits,
and a new administrative structure for the social security system. The two
major statutes which accomplished these changes were the Ordinance of October 4,
1945, establishing a new system to finance and to administer social insurance
benefits, old-age grants, compensation for industrial accidents and occupational
diseases, family allowances, and single-wage allowances (special payments to
families in which there is only one wage earner), and the Ordinance of October 19,
1945, organizing a new social insurance system for persons employed in nonagri-
cultural occupations covering sickness, maternity, invalidity, old-age, and death
benefits. Most of the provisions of both laws went into effect on July 1, 1946.

Further extension of social insurance to cover virtually the entire French popu-
lation was provided for in a law passed on May 22, 1946; it was stated in the text
of the law, however, that most of its provisions were not to come into force until
the French industrial production index had reached 125 percent of that of 1938.
In September 1946, this index was about 70 percent of 1938.

Administration
Health insurance, including benefits during sickness, maternity, and invalidity,

is administered in France through a system of local and regional bodies called social
security funds. The insurance system is based wholly on contributions from in-
sured individuals and their employers. Government participation is limited to
exercise of technical and financial supervision.
The function of the local bodies, or primary funds, in the administration of

health insurance is to award cash and medical benefits for sickness, maternity,
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and death benefits. In the local administration of health insurance, the primary
funds supersede the formerly approved mutual benefit societies. Primary funds,
set up on a provincial (d6partementale) basis, are governed by administrative
councils on which two-thirds of the seats must be held by representatives of
insured persons. The remaining third of each primary council's membership
must represent employers, family associations,3 and professional social security
experts. Depending on the number of members in a specific fund, its council
has either 12, 24, or 36 members. Primary funds must create local sections for
each group of at least 2,000 insured persons. In large cities, in addition to ordi-
nary primary funds with 12- or 24-member councils, a central primary fund is
established with 36 or 48 members on its administrative council. Two doctors
are attached to primary fund councils in an advisory capacity. 4

Regional funds, replacing the former regional unions of funds, administer
health insurance for areas larger than a province. They are responsible for equal-
izing and reinsuring the risks covered by the primary funds in their area, organiz-
ing and directing medical control, and administering invalidity pensions. Re-
gional funds are managed by 26-member councils, composed of representatives
of the primary funds in the region.
A national social security fund, replacing the General Guaranty Fund of the

prewar system, equalizes and reinsures the risks carried by the regional funds.
Its administrative council is made up of representatives of the Council of State,
the several ministries concerned with social security, the regional funds, the
special funds for administering family allowances, and other national agencies.
The representatives from the regional and family allowance funds must be elected.
A General Social Security Directorate in the Ministry of Labor and Social

Security supervises the activities of primary, regional, and national funds. It
carries out this task through regional social security directorates with supervisory
authority over the regional and primary funds. These directorates are also
responsible for enforcing the rules of affiliation and for payment of contributions
to the funds. A Superior Social Security Council is established to aid the Min-
ister of Labor by advising on all social insurance matters which he may refer to it.

Medical supervision of the work of primary funds is carried out by special
medical advisers under a regional medical adviser appointed by each regional fund.

Private mutual benefit societies have lost their compulsory insurance functions
under the new postwar legislation. An Ordinance of October 19, 1945, on the
status of mutual societies, leaves them free, however, to provide voluntary
insurance and benefits supplementing those of the compulsory system.

Coverage
The Ordinance of October 19, 1945, makes compulsory health insurance appli-

cable, with few exceptions, to all persons living in France who are employed in
nonagricultural occupations (including self-employed), regardless of income.
Formerly, manual workers were covered for compulsory insurance regardless of
their yearly income, but other workers were subject to the compulsory system
only if their annual income did not exceed Fr. 120,000 (about $1,020). The spouse
of an insured person and his nonworking children under age 16, in addition to

3 An Ordinance of March 3,1945, promulgated by the Ministry of Population, gives family associations
new legal status; they are defined as groups created for the moral and material protection of the general
interests of families.

4 More recent information indicates some changes in composition and methods of selecting administrative
councils of social security funds; higher maximums for cash sickness, maternity, and invalidity benefits;
and an increase in the maximum wage on which insurance contributions for nonagricultural workers are
based (Secretariat d'ttat a la Pr6sidence du Conseil et A l'Information, Direction de la Documentation:
L, Rcurit6 Sociale en France, Premiere Partie: Notes Documentaires et etudes, No. 451; October 25, 19).
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certain classes of his dependent relatives, are covered for medical benefits by his
contribution. If the insured person's children are invalids, apprentices, or are
continuing their education, they are covered for medical benefits by his contribu-
tion even if they are older than 16. -

Special categories of workers such as miners, railway men, Government em-
ployees (national and local), merchant seamen, and those in the gas and electricity
industries retain their own occupational insurance schemes and do not come
under the general system. Agricultural and forestry workers are insured through
a special svstem of funds under the supervision of the Ministry of Agriculture.
The new law of May 22, 1946, extends benefits of the compulsory social insur-

ance system to virtually the entire population of France. In addition to employed
persons, businessmen and owners of industrial and agricultural undertakings are
covered, as well as those engaged in occupations from which they receive no
income and those with no occupation. The only persons not covered by this act
are those covered by separate occupational systems.

Financing

Payments for all social insurance benefits, including health insurance, are made
by the funds out of contributions from employers and insured individuals. Under
the Ordinance of October 4, 1945, the total contribution for all benefits for those
engaged in nonagricultural work, is 12 percent of wages, based on a set maximum
annual wage. Half the contribution is paid by the employer, the other half by
the employee.5 The employer pays the total contributioin to the primary fund,
deducting the employees' share from their wages. The primary furd then trans-
mits to regional and national funds the part of the contributions due them, on an
apportionment basis determined annually by the Minister of Labor and Social
Security. Employers with less than 10 employees and the self-employed pay
contributions on a quarterly basis; all other employers and the voluDtarily insured
pay on a monthly basis.

Doctors who work under social insurance are paid on a fee-for-service basis.
Insurance patients have free choice of physician. Fee schedules, set by agree-
ments between insurance funds and local medical societies, become effective after
approval by a special national commission composed of representatives of the
funds, medical practitioners, and the ministries concerned. If agreement on fee
schedules cannot be reached locally, this commission fixes the rates. Usually,
the insurance doctor is paid directly by the patient, and the latter is then reim-
bursed by the funds in terms of the established fee schedules. The fee for a
specific service performed by an insurance doctor is determined by the product
of a key-letter (which denotes the type of treatment, e. g., "K," for specialist
and surgical care, and the value of which is established for each province) and a
coefficient (representing the relative value of the treatment itself) set nationally
and published in an official list of professional services performed by all classes

A The new law of May 22, 1946, not yet in effect, increases the general contribution rate for groups covered
for all social insurance benefits to 16 percent. Nonagricultural employees continue to pay a 6-percent
contribution, but their employers must pay 10 percent. Exempt from contributions are dependent chil-
dren, unemployed persons registered at an employment bureau, and various classes of pensioners; these
groups, except the unemployed, receive only medical benefits for maternity and sickness. Only employed
persons and those on the same footing and registered unemployed are entitled to daily cash benefts. The
contribution basis for nonagricultural employees remains the same (Fr. 120,000 a year); for other gainful
workers in the same occupations, it is taxable income from their occupations, with certain minimums; for
nonworking spouses of these two groups, it is the maximum old-age pension payable to insured persons
at age 65; for other contributors, it is either net taxable income (for those subject to income tax) or half the
basic wage of the lowest-paid group of manual workers in the provincial capital. The law also sets contribu-
tion bases for gainful workers in agriculture and forestry, but retains their separate funds; and authorizes
changes in the administrative councils of social security funds.
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of medical practitioners. Special regulations in March and April 1946 increased
from 80 percent to 100 percent the reimbursement to insured patients for any
treatment, whether by a general practitioner or specialist, on the established list
of professional services with a coefficient of 50 or more. Also, sinee May 1946,
doctors are prohibited by law, except in specified circumstances, from charging
insured patients more than the scheduled fee for a specific service. All expenses
for medical treatment in connection with maternity or long-term illness are
reimbursed 100 percent. The value of "K" in Paris and other large cities is
now Fr. 75.

Hospital fees for bed, board, and other services for insured persons and their
dependents are arranged, in general, by contract between funds and particular
hospitals. The patient pays the hospital directly ard is reimbursed up to 100
percent under the new regulations. The charges for general practitioner services
in a hospital are added to the patient's bill, apd he is similarly reimbursed by the
funds.
The expenditure in 1945 for cash sickness and medical benefits is shown by the

following table (18):

Type of expenditure Amount, in Percent of Type of expenditure Amount, in Percent offrancs total francs total

Total - -- 6,291,000,000 100.0 Drugs -888,000,000 14.1
Dental care -237,000,000 3.8

General practitioner Hospital and free care 773,000,000 12.3
services -867,000,000 13.8 Daily cash benefits- 3,005,000,000 47.8

Surgicalcare -348,000,000 5.5 Medical control-173,000,000 2.7

Cash Benefits
Sickness.-The daily cash benefit for short-term illness, under compulsory

insurance, is equal to one-half the basic daily earnings of the insured person, up
to a maximum of Fr. 150 a day. If he has three or more dependent children, the
rate is increased to two-thirds the daily earnings from the thirty-first day after the
illness begins. If institutional treatment is required, the daily benefit is reduced
by fifths, according to the number of dependents of the insured (by three-fifths
if he has no dependents). For long-term illness, a monthly cash allowance 30
times the daily grant for short-term illness is paid by the funds, up to a maximum
of Fr. 4,500 a month, or Fr. 6,000 if the insured has three children. If hospital
treatment is required, the same reductions are made as in the case of short-term
illness. The daily benefit for short-term sickness is limited to 6 months for the
same illness; for long-term illness, the duration of the benefit may extend to 3
years. To receive cash benefits for long-term sickness, the insured person must
undergo a special examination before the end of the third month of illness. This
examination is made by the attending doctor and the medical adviser of the fund.
To get cash sickness benefits, the insured person must notify the primary fund of
his condition within 3 days after the onset of the illness.

Invalidity.-Any insured individual whose earning capacity has been reduced
by two-thirds may receive an invalidity pension, payable quarterly. If he is able
to do part-time work, his annual pension amounts to 30 percent of his average
annual wage for the preceding 10 years; if he is totally incapacitated for work,
he receives 40 percent of the same basic wage; if he requires the constant assist-
ance of an attendant, he gets a special increment of 20 percent of the 40-percent
pension fot general incapacity. In no case may this incremert, however, exceed
Fr. 9,000, nor may the total aDDual pension be less than Fr. 7,200. At the age
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of 60, the invalidity pension is superseded by an old-age pension which cannot
be less than the invalidity pension it replaces.
Maternity.-The daily cash allowance to insured women for maternity, calcu-

lated on the same basis as the cash sickness benefit, is payable for 6 weeks before
and 8 weeks after confinement. If confinement results im medical complica-
tions, the woman receives sickness benefit instead. The funds fix the monthly
allowance to an insured woman for nursing her own child; if the attending phy-
sician certifies that she is unable to nurse it, she receives milk vouchers, the value
of which cannot exceed 60 percent of the nursing allowance. The amount and
duration of the milk-voucher grant is fixed by the attending doctor. Allowances
for prenatal and postnatal examinations are also provided in amounts established
by each fund. For maternity benefits, the insured person must have been regis-
tered as insured for not less than 10 months before the probable confinement
date, and provided she ceases all gainful work duriDg the benefit period.

Medical Benefits
Compulsorily insured persons are covered for general and specialist medical

care; surgical operations; dental treatment (including necessary dentures);
costs of drugs and appliances; laboratory analyses; medical examinations at
stated intervals; maintenance and treatment in hospitals, clinics, and dispen-
saries (and in private nursing homes if medically necessary); and ambulance
service. The period for which,,the funds will pay in full for medical care in
connection with tuberculosis treatment has been extended to 10 years (it was 3
years until 1945). Dependents of invalidity pensioners receive medical benefits
for sickness and maternity.

Medical benefits for maternity include all expenses for treatment during preg-
nancy and confinement, provided the woman notifies the primary fund that she
is pregnant 4 months before the probable date of confinement; if not, the fund
will bear only 80 percent of the costs.
The funds reimburse insured patients for 80 percent of the cost of ordinary

drugs, and some special drugs; for other special drugs, the funds repay only 40
percent.

BELGIUM

Before the outbreak of World War II, Belgium had social security programs
covering the risks of old age, invalidity, sickness, maternity, costs of rearing
children, occupational accident and disease, costs of medical care, involuntary
unemployment, and death, for persons dependent on wages or salary for a liveli-
hood. All but a few of these programs, however, were on a voluntary basis, and
functioned in accordance with the relative financial resources of various insur-
ance societies, occupational groups, and geographic areas. Believing that social
solidarity required a closer integration of provisions to protect workers against
involuntary wage loss and costs of health care, representatives of workers and
employers met secretly in Belgium as early as 1941 to plan a comprehensive,
compulsory social security program, broad in coverage of persons and risks and
liberal in terms of benefits provided, to be financed by employer and employee
contributions and general revenues. The new program was enacted into law on
December 28, 1944, and its administrative agency, the National Social Securily
Office, was established on January 1, 1945, less than 4 months after liberation
from German occupation. The compulsory health insurance program became
effective on April 1, 1945, supplanting the voluntary system which had been in
operation since 1894.
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Administration
To administer national aspects of the health insurance program, a Government

agency, the National Sickness and Invalidity Insurance Fund, has been set up
in the Ministry of Labor and Social Welfare. The Fund, headed by an Admin-
istrator-General, is administered by a National Administrative Committee con-
sisting of representatives of labor, management, unions of the local mutual benefit
societies, and Government Departments (Public Health, Finance, and Labor and
Social Welfare). The National Administrative Committee makes no decisions
on medical, dental, or pharmaceutical matters without the advice of its appro-
priate technical advisory councils; its functions are to distribute the Fund's
resources, develop and effectuate regulations, and propose amendments to laws
and legislative orders.

Provincial advisory commissions (composed of representatives of labor, manage-
ment, and local mutual benefit societies) supervise the operations of provincial
control centers, which, in turn, supervise the local health insurance organizations.
These insurance organizations are the approved societies which formerly admin-
istered the voluntary system. Persons covered by the system must enroll either
in an approved benefit society of their choice or in the regional office of the
National Sickness and Invalidity Insurance Fund of the areain which they live.
The benefit societies and regional offices determiine eligibility, pay cash benefits
for sickness, maternity, and invalidity, and reimburse insured persons for medical
expenses, including expenses for care of their eligible dependents.

Coverage
Coverage is compulsory for nearly all persons bound by an employment contract.

About half the 8,300,000 persons in the Belgian population receive their medical
care through the health insurance system. In 1946 the system had about 1,700,000
insured persons-20,000 enrolled as members of regional offices, and 1,650,000 as
members of the 2,500 approved benefit societies, which are federated in five
groups (Socialist, Catholic, Professional, Neutral, and Liberal). With eligible
dependents of insured persons-young children and dependent parents aged 55
or over-the number of persons eligible for medical benefits totalled about
4,000,000. Among the excluded groups are the self-employed; persons engaged
in agriculture, domestic service, fishing, services in inland navigation, family
employment, public employment; merchant seamen; and employees of the Na-
tional Belgian Railway Company. All excluded groups may later be included
by royal order, and coverage for self-employed persons is planned for 1947.

Financing
For each quarter, employers send to the National Social Security Office the total

amount of employer and employee contributions payable for the period toward the
whole social security program. That Office then sends to the National Sickness
and Invalidity Insurance Fund the amounts allotted to health insurance, and the
Fund, in turn, distributes to benefit societies and regional offices the sums which
represent contributions by or on behalt of their members. These sums are deter-
mined on the basis of contribution certificates which employers give their employ-
ees to indicate the amount of wages from which the employees' health insurance
contributions have been deducted. The worker must give or send this cer-
tificate to the benefit society or regional office in which he is enrolled to show that
his contribution record is in order. The certificates are sent each quarter to the
NationaL Sickness and Invalidity Insurance Fund.
Some 140,000 employers contribute for the health and invalidity insurance

program 2.5 percent of the wages of manual workers and 2.25 percent of the
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salaries of office workers. Insured persons contribute 3.5 percent of their wages
if they are manual workers and 2.75 percent of their salaries if they are office
workers. For both employer and employee contributions, only the first Fr. 4,000
a month of remuneration is taxable.
The National Government adds a sum equal to 16 percent of total health in-

surance contributions as a subsidy to improve medical care. In 1945, the Govern-
ment contribution was Fr. 350,000,000, or about Fr. 87.5 ($1.75) perperson eligible
for medical benefits. The National Sickness and Invalidity Insurance Fund also
contributes toward medical care for certain noncontributing persons and their.
families (old-age, survivor, and invalidity beneficiaries; families of persons called
to the armed forces; and persons involuntarily unemployed).
Under the former voluntary svstem, members' contributions varied among

funds; employers sometimes- contributed for their employees who were members
of mutual benefit societies organized for specific occupational groups; and the
National Government paid approved societies a subsidy which approximately
equalled the members' contributions.
Under the new program, doctors, dentists, midwives, and pharmacists signify

each year, at the invitation of the National Fund, their willingness to participate
in providing medical benefits under the fee schedules established by agreement
between the professional organizations and the National Fund. Each union of
mutual benefit societies and each regional office has medical advisers on its staff
determined in proportion to its membership (1 medical adviser per 25,000 persons
eligible for medical benefits). These medical advisers give no medical treatment;
they are responsible for seeing that the medical treatment is effective and economi-
cal and for authorizing hospitalization and other special medical benefits.

Insured persons pay their own bills for general medical care, and the insurance
organization reimburses them for three-fourths of their payments for office calls
and two-thirds of their payments for home calls. The i;nsured person pays no
fees for hospitalization, care of specialists, or other special benefits, but, on recom-
mendation of its medical adviser, the insurance organization may curtail, these
benefits in some cases. A lump sum is paid to an insured woman to cover medical
costs of a normal delivery unless, barring circumstances beyond her control, she.
has failed to call in a physician or registered midwife. The insured person is
reimbursed for all but a flat amount (Fr. 4) for drugs and medicines included in
the list of pharmaceutical products approved as medical benefits.
The insured person has free choice of practitioner among all persons legally

authorized to practice the art of healing and may change at will. He likewise can
choose among all hospitals or other institutions approved by the Minister of
Public Health. As an alternative, he may engage a practitioner or group of
practitioners, hospital, or clinic, to furnish his entire health care for 6 months or a
year. In that event, the practitioner or organization accepting him for such care
receives a periodic capitation payment, which may be supplemented by a small
fee for service payable by the insured person. The fee, in general, would repre-
sent the amount for which the insured person is not reimbursed by the insurance
organization (one-fourth the charge for an office visit and one-third that for a
home call)-. The fee schedule adopted in September 1946 permits variations in
fees for service with changes in the average hourly earnings of skilled and un-
skilled workers. A unit number is assigned to each medical service, representing
the factor by which the average hourly wage (Fr. 7 at that time) is to be multi-
plied to derive the actual fee. Thus, a surgical delivery is assigned a factor of
300, which yields a fee of Fr. 2,100.

731141-.47----a
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Cash Benefits
Sickness (primary incapacity).-Insured persons are eligible for cash benefits,

payable monthly, amounting to 60 percent of their average remuneration in the
4 weeks preceding the onset of illness. The maximum payable is Fr. 3,500 a
month. The waiting period is 3 work days for manual workers and 30 d-ays for
office workers (by law, the employer is required to give the latter 30 calendar
days of sick leave with pay).
Under the former voluntary system, the cash benefit varied among funds, but

was at least Fr. 6 a day for men over age 18, Fr. 4 for women, and Fr. 2 for younger
persons.

Maternity.-An insured woman receives the equivalent of cash sickness bene-
fits for 6 weeks before and 6 weeks after confinement, provided she leaves work
for those periods. Since the maternity benefit is a form of wage-loss compensa-
tion, it is paid only to gainfully employed women. Formerly, the cash maternity
benefit was a lump sum of Fr. 125, plus a daily benefit of at least Fr. 3 for 6 weeks.

Invalidity.-If, after exhausting rights to cash sickness benefits, an insured
person is found to have lost two-thirds of his earning capacity, he becomes eligible
for an invalidity benefit equal to one-half his former average daily wage if he has
dependents, and one-third if he has no dependents. Invalidity benefits cease
when the insured person reaches the age of 65 and qualifies for an old-age retire-
ment pension.
Medical Benefits

Regulations define the medical benefits as continuing medical surveillance
aimed at maintaining and improving health; discovery and accurate diagnosis of
all abnormal conditions to permit starting the treatment that will restore health
and working capacity most rapidly, completely, and economically; and necessary
treatment for all pathological conditions discovered. The participating prac-
titioners, persons eligible for care, and insurance organizations must collaborate
toward achieving these goals. No limit is set on duration of care, and no waiting
period is required.

General care comprises consultations and visits at the office of a general prac-
titioner or specialist; dental care given by a doctor of medicine or licensed or
qualified dentist, excluding prosthesis and orthodontia; and pharmaceutical ma-
terials. Special care includes surgical operations, services for difficult confine-
ments; examinations by specialists; radiology, laboratory analvses, physiotherapy;
hospitalization; spectacles, hearing aids, bandages, and orthopedic appliances;
prosthesis, including dental prosthesis and orthodontia; and vocational rehabili-
tation. Under the former voluntarv system, the scope and duration of medical
benefits varied among mutual benefit societies. Most of them provided medical
and pharmaceutical benefits for at least 2 years and at least 3 months of free
treatment for tuberculosis in a sanitarium.

SWEDEN

Sweden, one of the pioneer countries in Western Europe to establish broad
programs of social insurance, public assistance, and provisions for health and
general welfare, has recently enacted legislation to provide more comprehensive
and liberal protection against threats to economic and social security. Under
laws (Nos. 431-433) which received royal assent on June 29, 1946, and which
will be effective January 1, 1948, the universal compulsory system of old-aie and
Invalidity p.ensions will require higher contributions and provide larger basic
benefits, with supplements, related to need, to take account of geographic varia-
tions in the cost of housing and fuel. Contributions will be collected, as they
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now are, with income and property taxes, but pensions will no longer be related to
contribution records.
Changes in the existing voluntary health insurance system are even more far

reaching. On December 18, 1946, the Riksdag approved a bill to establish a
compulsory system, to be effective in 1950, which will insure all persons for cer-
tain medical benefits, without age, health, income, or occupational restrictions.6
Under other proposed legislation, free hospital care will be available to the entire
populatioII.

Sweden's first national legislation to control and subsidize the operations of
sickness funds was enacted in 1891. Subsequently, a basic Sickness Funds
Order of 1931 (effective in part in 1935 and in part in 1938) required that, in
addition to paying cash sickness benefits, approved funds should reimburse
their members for medical expenses; called for registration of all funds with 50
or more members; and provided larger national subsidies. The voluntarv
system that has evolved thiough the years has been relatively limited in coverage
and in scope of medical benefits. It should be considered, however, in relation
to the extent to which rich and poor alike use tax-supported hospitals and other
public health facilities. Through district and municipal physicians, nurses,
dentists. and hospitals, medical care of sick persons-at a small charge if they are
able to pay-is closely associated with general public health services.

Administration
The new compulsory health insurance program will use the administrative

machinery of the existing voluntary system. At present, the Royal Pension
Board in the Ministry of Social Affairs carries national responsibility for approval
of sickness funds, supervision of their activities, and authorization of national
subsidies; it also administers the compulsory old-age and invalidity pension
program. The Royal Medical Board in the same Ministry is the central authority
responsible for determining national standards and issuing regulations for medical
benefits. Local governments, district and municipal, administer public medical
services through salaried physicians, dentists, nurses, midwives, and hospital
staffs. Many of the salaried doctors receive fees under the health insurance sys-
tem for serving members of sickness funds.

Nearly all functions of health insurance administration are carried by local
sickness funds (1,700 in 1946, 1,645 in 1943). Most of these funds are general or
community funds, though some cover employees of individual factories or other
occupational groups. As a rule, each rural area or small town has only one local
fund, while large communities are divided into several districts, each with its
own local fund. All local funds are attached to a central fund (29 in 1946, 28
in 1943), and all members of local funds must thus be indirect members of that
central fund. Central funds pay cash sickness benefits to their indirect members
after the exhaustion of rights to benefits in the local fund.

Coverage
The new compulsory system will waive all coverage restrictions for medical

care, but only gainfully employed persons will be insured for cash sickness benefits.
Under the existing voluntary system, persons must be in good health and aged
15-40 (in some funds, aged 15-50) when admitted to membership in a sickness
fund, and an income restriction applied to coverage for medical benefits excludes
persons whose annual assessment for national income and property tax exceeds
8,000 kronor (about $2,240).
*No information. is yet available on the date of royal assent or statute number of the new health insurance

law; data on the program are taken mainly from the Government's bill, introduced September 27, 1946 (48).
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On-December 31, 1943, a total of 2,147,381 men and women, or approximately
42 percent of the adult population of Sweden, held membership in approved
sickness funds. All women members were covered for maternity benefits, and
2,025,000 members had insmed their children under age 15 for medical benefits.
The total adult membership at the end of 1943 was distributed as follows (63,p. 8):

Insurance carried Total Men Women

Total --2,147.381 1,046,867 1,100,514

Medical benefits only -65,739 11,951 53,788
Cash sickness benefits only -115,439 83,420 32,019
Both types of benefit -, 966, 203 951, 496 1, 014, 707

All adults of working age are insured for old-age and invalidity pensions under the
existing compulsory system.

Financing
Under the new compulsory system, insured persons will contribute about

Kr. 24 a year toward cash sickness benefits and the medical benefits provided
by sickness funds, and the contribution wir also insure their dependents for
medical benefits. Under the voluntary system, contributions have varied
among funds; they have differed also with the amount of cash sickness benefit
for which insurance is carried and have been increased slightly if the children of
the insured person are to be eligible for medical benefits. In general, a person
now pays about Kr. 58 a year if his dailv cash benefit is Kr. 4 and if he and his
children are covered for medical care.
No employer contributions are required under either the new or existing health

insurance programs, though some employers now contribute to occupational
funds on behalf of their employees.
Under the new law, the National Government will pay a membership subsidy

of Kr. 3-6 a year (now a flat Kr. 3 a year) for each contributor; the medical sub-
sidy will continue to represent about half the sickness fund's expenditures for
medical benefits; and the subsidy toward cash sickness benefits will also be one-
half the fund's expenditures (now it is Kr. 0.50 for each day of cash sickness bene-
fits or hospitalization). In addition, the National Government will bear the
entire costs of supplementary cash allowances for the wife and children of insured
persons who are in receipt of cash sickness benefits, allowances which are not
payable under the voluntary system. The maternity subsidy is now Kr. 75 per
confinement for any member of a sickness fund who is eligible for maternity
benefits. Some towns also grant subsidies to local sickness funds under the exist-
ing voluntary system, and local revenues meet a large share of the costs of hos-
pitalization for insured as well as other persons. Under new proposals, national
revenues will bear a large part of these costs for the entire population.

In 1943, the total income of the voluntary health insurance system was Kr.
95,078,000 from the following sources (53, p. 22):

Source Amount, in kronor Percent of total

TotaL_ ---------------------------------------------------- 95,078,000100.0

Contributions-- 58,684,000 61.7
National subsidy -.- 26, 628,x00 28.0
Interest-- 1, 22,000 1.9
Other - 7,944,000 8. 4
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Total expenditures in the same year amounted to Kr. 81,038,000 (53, p. 22):

Type of expenditure Amount, in kronor Percent of total

TotaL ----------------------------- 81,038,000 100.0

Cash sickness benefits - 40,044,000 49.4
Reimbursement for medical care- 19,814.000 24.5
Maternity benefits ---------------8,037,000 9.9
Administration -9 980, 000 12.3
Other - 3,163,000 3.9

The newly enacted provisions for invalidity pensions will requiire a maximum
contribution of Kr. 100 a year (now Kr. 20) from all persons aged 18-65. This
contribution, which varies with income, goes toward old-age as well as invalidity
pensions, which are, and will continue to be, largely financed from national and
local tax revenues.
The new health insurance law will continue the practice of providing reim-

bursement for a part of insured persons' expenditures for the services of general
practitioners, and, as now, patients will have free choice of the practitioners who
are willing to accept them. Insured patients will pay their own fees and will
be reimbursed by the sickness fund for three-fourths (now two-thirds) of the
amount set for the service in a fee schedule. These fees are now increased for
a home call, night call, and the physician's mileage, and higher rates are set for
home and office calls in Stockholm than in other parts of the country.

Cash Benefits
Sicknese.-Under the new law, nearly all gainful workers will be insured for

a uniform amount of Kr. 3.50 a day, with supplements for the wives and children
of insured men.7 The waiting period will be 3 days and the benefit will be pay-
able for as much as 730 days. At present, persons who insure for cash benefits
receive, after a 3-day waiting period (which is sometimes increased to 7 days),
a daily amount ranging from Kr. 1 to Kr. 6. The benefit is now payable for
18 days by some local funds and for 90 days by those whose reserves are adequate;
thereafter, the central fund with which the local fund is affiliated pays the benefit
up to a combined total of 2 or 3 years for any one illness. To be eligible, a member
must show that a physician has ordered him to abstain from work, or that illness
has reduced his working capacity by at least one-fourth.
Maternity.-No information is yet available on the legislative status of proposals

to increase the cash maternity benefit and provide it, on a noncontributory basis,
for all confinements. The lump sum proposed would be Kr. 200 (now Kr.- 110);
in addition, employed women would have a daily benefit of Kr. 2-7, depending
on their income, payable for 180 days; other women would receive Kr. 1.50
a day for 30 days. Under existing provisions, sickness funds pay the lump-sum-
maternity benefit only to an employed woman who has been a member for at least
270 days before confinement.

Inwalidity.-Under the new law for old-age and invalidity pensions, the basic
invalidity pension will be Kr. 1,000 a year for a single person, with supplemental
amounts based on need. At present the basic amount is Kr. 70, increased in
proportion to contributions paid and the pensioner's need. It is payable to any
person aged 16-66 whose working capacity is reduced by two-thirds or more.

7 Amounts will be lower for adolesents and aged persons. All amounts may be increased through vol.
untary Inrance.



March 14,1947 388

Medical Benefits
The proposed health security system includes hospital services for the entire

population witho'ut charge, free drugs and medicines obtained on prescriptions,
and other medicines at half cost. Medical benefits under the compulsory health
insurance program will include reimbursement for three-fourths of amounts set
in fee schedules for general practitioners' services and X-ray examinations and
treatment by specialists. With other provisions for a comprehensive program of
dental care, authorized in 1939, and recently expanded provisions for maternal
and child health, both outside the health insurance system, the proposed health
services financed from public funds will encompass broad fields of health security
for the entire population.

Medical benefits under the present system now vary among funds. They are
available without duration limit (except for hospitalization) to insured persons
who meet the eligibility requirements and to the youWng children of members who
have contributed on their behalf. General practitioner services comprise consul-
tations and visits at the physician's office or in the patient's home. Specialist
care is provided as part of the hospital benefit, which includes ward care for as
long as 2 years (3 years in some funds) for any one rnness. A few funds include
X-ray and physiotherapy services, and a few pay part of the costs of drugs and
medicines.

DENMARK

The war and the nearly world-wide concern with measures to extend the scope
of social insurance and health services. have not greatly affected existing social
security programs in Denmark or plans for the future. The reason lies, perhaps,
in the breadth and integration of the programs established under the Social
Reform Acts of 1933, as well as in the extent to which hospital and other medical
services are available at minimal or no charge to nearly all the Danish population.
Through liberal grants from national and local tax revenues and the mechanisms
of social insurance and public assistance, virtually the entire population has long
been protected against the fear of want in old age, invalidity, unemployment,
and illness.

In its Sickness Fund Act of 1892, Denmark closely paralleled Sweden by estab-
lishing national standards and subsidies for voluntary sickness funds. Since 1921
the distinction between voluntary and compulsory membership in these funds
has been virtually obliterated in Denmark. Nearly all persons of working age
must pay contributions to the invalidity insurance syst'em, and since these
contributions are collected by the sickness funds of the health insurance system,
membership in these funds is obligatory. Membership, however, may be passive
(without rights to medical or cash benefits) or active (with such rights). Fines,
larger in amount than the annual dues for passive membership, and loss of rights
to a noncontributory old-age pension and contributory invalidity pension, as well
as loss of franchise in the event of receipt of public assistance, serve as strong
inducements to maintain membership in the voluntary health insurance system.

Administration
The Sickness Fund Directorate, in the Ministry of Social Affairs, approves

local sickness funds, supervises their operations, determines their financial ade-
quacy, authorizes their contracts with physicians and other practitioners, and
pays them the amounts. due as public subsidies. The Directorate also super-
vises I8 nonsubsidized sickness benefit societies which offer membership to persons
whose resources temporarily or permanently exceed the maximum for active
membership in local sickness funds. In the administration of the health insurance
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program, the Directorate is assisted by a Sickness Fund Council composed of 12
representatives elected by committees of local sickness funds.
The National Invalidity Insurance Fund is also administered by the Sickness

Fund Directorate, with the aid of an Invalidity Insurance Couirt that determines
eligibility for invalidity pensions. All physicians must report to the Invalidity
Court any condition among their patients under age 30 that might lead to con-
siderable reduction of working capacity. That Court has authority to provide
extensive measures for physical and vocational rehabilitation and financial aid
to help start people in occupations suitable to their working capacity.

Local sickness funds, usually only one to a designated geographic area, are
the local self-governing units for administering health insurance. Some funds are
limited to certain occupational groups, but most are open to all residents of the
area, and no one may belong to more than one fund. For Government approval,
a fund must have at least 200 members; if the membership falls below that mini-
mum, it must combine with another fund. On January 1, 1945, there were 1,591
approved and subsidized sickness funds. Active members of these funds elect
their own officers and advisory committees and control the administration of
medical and cash benefits, subject to the supervision of the National Directorate.
In addition, the 18 nonsubsidized sickness benefit societies offer passive member-
ship to all income groups and permit active membership (insurance for medical
and cash benefits) for persons whose annual income bars them from active mem-
bership in the subsidized local sickness funds.

Coverage
Active or passive membership in an approved, subsidized local sickness fund or

in one of the 18 nonsubsidized benefit societies is compulsory for all adults under
age 60 who are potentially able to make some contribution to self support. When
admitted to active membership in a subsidized fund, a person must be aged 14-40,
must be in relatively good health, and must not have an annual income exceeding
5,800 kroner ($1,218) in Copenhagen, Kr. 5,400 in the provincial towns, and
Kr. 4,400 in rural districts, with an additional Kr. 475 a year allowed for each
dependent. The value of property owned is also taken into account. These
restrictions bar only about 8 percent of the gainful workers of the country.

Active membership includes coverage for medical benefits for the members'
children under age 15. Persons with active statuis in subsidized funds must
transfer to passive membership when their property and income exceed the
specified limits. Within certain age limits, persons with passive status may
become active members when their financial resources decline.
On December 31, 1943, the health insurance system covered about 90 percent

'of the Danish population of 4,000,000. The membership was distributed as
follows (62, pp. 9, 72; 66, p. 38):

Typeofmember|ship Total member- Subsidized local NonsubsidizedTypeofmembership ~~ship funds benefit societies

Total --- 3,716,862 3,471,262 245,600

Activemembers -3,473,801 3,230,630 243,171
Adults - 2,565,320 2,380,630 184,690
Children under age 15 -908,481- 850,000 58,481

Passive members -243,061 240,632 2,429

Financing
Passive members pay Kr. 2.40 a year, plus an annual contribution of Kr. 7.20-

9.60 toward invalidity pensions. Contributions of active members vary among
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funds. They also differ with the amount of cash sickness and death benefit for
which the person is insured. In Aarhus, for example, insurance for medical benefits
for the member and his young children costs about Kr. 2.60-2.80 a month without
cash sickness benefits, depending on whether the death benefit is the minimum
of Kr. 100 or the maximum of Kr. 300. In addition, active members pay the
same contributions toward invalidity pensions as do those with passive status.

Sickness funds collect the monthly contributions from their active members
and affix stamps in the members' books to indicate that the contributions have
been paid; the funds also collect the annual dues for passive membership and
the annual premiums for invalidity insifrance. The penalty for failure to pay
contributions is Kr. 13 a year, and in certain circumstances may deprive persons
of rights to regain active membership, or qualify for invalidity or old-age pensions.
Employers do not contribute toward their employees' medical and cash sickness
benefits but pay Kr. 6 a year toward invalidity pensions for those whom they
employ for a full year.
The National Government pays each approved sickness fund a subsidy of Kr. 2

a year for each active member, plus one-fourth of the amount the fund expends
for medical and cash benefits. In addition, the Government pays three-eighths
of the fund's expenditures for medical and cash benefits to persons who have a
chronic disability on admission. No subsidies or Government payments go to
the 18 sickness benefit societies which insure persons in higher income groups.
The local government pays membership contributions for persons who are

unable to pay their own du-es and subsidies for those who are already disabled
when thev enter a sickness fund. They eitlher defray the entire costs of hospital
care or charge the sickness fund only half the rates nonmembers pay for ward
care. In addition, national and local governments share in meeting the costs
of invalidity pensions in excess of the amounts contributed.

In 1944, the income of subsidized sickness funds amounted to Kr. 127,321,268,
derived as follows (62, p. 19):

Source Amount, Percent Source Amount, Percent
in kroner of total in kroner of total

Total -127,321,268 100.0 National subsidies- 28,765,655 22.6
Commune subsidies- 3,680,128 2.9

Contributions: Interest -1,454,395 1.1
Active members- 82,824,320 65. 1 "Control tickets"1- 1,382,881 1.1
Passive members- 674,677 .5 Other-- 8,539,212 6.7

I Special charges for calls at night or on Suncdays or holidays.

Expenditures of subsidized sickness funds amounted to Kr. 123,932,602 in the
same period, or Kr. 52.11 per active member (62, pp. 20-21):

Type of expenditure Amount, Percent Typ fepedtr Amount, Percentin kroner of total of expenditure in kroner of total

Total -123,932,602 100.0 Appliances, spectacles, etc 1,643,710 1.3
Ehome nursing -1,737,665 1.4

General practitioner services- 28,326,608 22.8 Cash sickness benefits- 9,721,570 7.9
Specialist services- 562,790 4.5 Cash maternity benefits- 6,693,245 & 4
Hospitalization -20,308,612 16.4 Funeral benefits- 5,496,890 4.4
Dentistry- 6,233,301 5.0 Administration-13,280,013 10.7
Medicines 14 316,154 11.6 Other -10,612,044 8.6

During the same period, expenditures of the invalidity insurance system
amounted to Kr. 52,148,961.
At the beginning of each fiscal year, active members of the sickness funds indi-
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cate the physician of their choice. About one-third of the subsidized funds, which
together have about two-thirds of the total membership, use the capitation method
of remunerating physicians. The other funds, mainly those in rural areas, use a
fee-for-service method. Under both methods, the physician may charge a small
added fee for certifying illness and for night, Sunday, and holiday calls. The
capitation amounts and fees for service are agreed on by sickness funds and prac-
titioners, but to be valid must be approved by the Minister of Social Affairs. The
sickness fund pays the physician quarterly. The capitation fee varies among
funds and differs with the scope of services provided. For a general practitioner
in Odense, for example, it is Kr. 9 a year for each insured person (with or without
children) on his list, but is 50 percent higher for insured persons who have a chronic
disease when admitted to membership.

Cash Benefits
Sickness.-After a qualifying period of 6 weeks, amounts varying from Kr. 0.40

to a maximum of Kr. 6 are payable daily to active fund members whose physicians
certify their incapacity for work. Self-employed as well as employed persons may
insuire for cash benefits, but no one is permitted to insure for more than four-fifths
of his customary earnings. Benefits are not payable for sickness of less than 4,
or in some cases, 7 days' duration. For protracted illness, the duration of bene-
fits can be as long as 364 days. If the fund member is still incapacitated at the end
of a year, he or she may qualify for an invalidity pension.
Maternity.-Employed women who have been active members of a sickness

fund for 10 months before confinement receive a cash maternity benefit equal in
amount to the sickness benefit for which they are insured. The benefit is usually
payable for only 14 days after confinement, but may be extendced to as much as
4-6 weeks if the mother is nursing the child or needs longer maternity leave. It
is also payable for 8 weeks before con6nement, if a physician certifies that con-
tinuance at work would be detrimental to the mother's or child's health.

Invalidity.-An insured person who retains less than one-third of his earning
capacity is eligible for a monthly pension of Kr. 70.50-175.25, depending on sex,
marital status, and the area in which he lives. The basic pension is increased by a
supplement for young children dependent on the pensioner, by an additional
supplement if the pensioner is helpless or if he is blind or nearly blind, and by a
personal supplement related to need. When the invalidity pensioner reaches age
60, his invalidity pension is replaced by an old-age pension of approximately the
same amount.

Medical Benefits
For Government approval and subsidy, a sickness fund must guarantee an active

member and his or her young children all necessary services of a general practi-
tioner, free hospital treatment, and three-fourths of the member's expenditures
for certain prescribed medicines such as insulin and liver preparations. Many
funds provide additional benefits, such as services of specialists, dental care, care
in convalescent homes, home nursing, and part of the costs of medicines and
appliances. For an adult, 6 weeks' active membership is required for eligibility
for medical benefits, but there is no qualifying period set for care of his or her young
children or for any condition resulting from an accident. If a member receives
medical benefits for as many as 420 days in 3 consecutive years, he is transferred
to passive membership for at least 12 months. He can be reinstated as an active
member thereafter only on medical certification that he is in good health.
As in Sweden, hospitalization includes the free services of surgeons, other spe-^

cialists, and all other hospital personnel. Central hospitals are already in opera-
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tion or planned in all but two of the counties of Denmark proper, providing special
equipment and personnel for the care of medical conditions whicli cannot be
effectively or economically diagnosed or treated in the smaller hospitals of the
country. Plans for more extensive publie health and welfare programs are also
under way.

THE NETHERLANDS

When the Netherlands was invaded in 1940, social security programs were
in operation for workmen's compensation, old age, invalidity and survivors'
pensions, cash benefits for maternity, and funeral benefits. A Children's Allow-
ance Act had been passed in 1939, but not yet put into effect. -These programs,
varying in comprehensiveness and lacking in coordination, were financed, with
few exceptions, by contributions of employers and employees. Mutual benefit
societies, approved industrial associations composed of employees' and employers'
representatives, and Government-controlled labor boards were authorized to
carry out the provisions of the various insurance laws.

Before the war, plans had been made by the Dutch Government to revise the
Netherlands' social insurance systems. These plans, directed toward improving
administrative coordination, increasing benefits, and extending coverage, were
temporarily interrupted by the German invasion. The occupation- authorities,
however, issued a decree in 1941, establishing a compulsory system of medical
care insurance, based on pjlans that had been worked out by the prewar Dutch
Government. Though sponsored by the Germans, this system eventually won
favor among the Dutch and was retained after their liberation; it is still in effect
and is being used as a basis for further extension of health insurance.

Since the end of World War II, the Dutch Government has again been con-
sidering plans for a more comprehensive and administratively simpler social
security system. Prepared in 1943 by the Government-in-Exile, these plans
propose greater financial participation by the National Government in the pro-
vision of social security benefits.

Administration
Compulsory health insurance in the Netherlands is administered under two

statutes: the Sickness Law of 1929, providing cash benefits for wage losses during
illness; and the Sickness Funds Decree of 1941, providing medical benefits. The
cash-benefit system is administered by the Social Insurance Section of the Min-
istry of Social Affairs and the medical-benefits system by a director responsible to
the Minister.

Locally, the Sickness Law of 1929 is administered largely by 24 regional labor
boards and by approved industrial associations. The labor boards, public
bodies made up of employer and employee representatives, are charged with
administration of many of the social insurance programs, including invalidity
and old-age pensions and children's allowances. The activities of the labor
boards are supervised by the National Insurance Bank. This bank, governed by
an 11-man council appointed by the Minister of Social Affairs, holds the funds
contributed toward social insurance programs and is authorized to make regula-
tions concerning them. t

Approved industrial associations-nonprofit organizations established jointly
by central bodies of employers and workers-also administer cash sickness benefits
under the compulsory program. Employers may insure their employees for cash
benefits either with the Government-controlled labor boards or with private indus-
trial associations. If an employer does not insure for cash benefits with the
associations, his employees are automatically covered in this respect by the labor
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boards. A large majority of employers in the Netherlands are insured with the
industrial associations. By-laws of. the associations must be approved by the
Minister of Social Affairs.
The insurance work of the labor boards is coordinated by an Association of

Labor Boards, and most of the industrial associations belong to a Federation of
Industrial Associations, which is authorized to administer the cash-benefit system
for its component associations. The Federation, in turn, ip affiliated with a
private ageney called Centraal Beheer (Central Management); in addition, this
agenvcy serves mutual benefit societies and commercial insurance companies
offering -various kinds of voluntary insurance benefits. Centraal Beheer does not
insure any risks itself, but merely adm.inisters the insurance systems of many of
its member organizations. It collects contributions, pays cash benefits, and or-
ganizes medical control for some of the industrial associations belonging to it by
virtue of their membership in the Federation.
The Sickness Decree of 1941, establishing compulsory medical care insurance,

is administered by special funds, called general sickness funds. At the time the
decree was promulgated, there were in the Netherlands more than 650 mutual
benefit societies of various types, providing voluntary insurance for medical care.
Some of them were approved by the Government, under the decree, as "General
Sickness Fuinds" and authorized to administer the compulsory program for
medical benefits; on April 1, 1946, there were 170 such funds. Lump-sum funeral
grants. provided for by the 1941 Decree, are also administered by the general
sickness funds. These funds must submit their bv-laws to the Minister of Social
Affairs for approval.

Coverage
In general, all persons subject to the Sickness Law of 1929 are also compulsorily

insured for medical care under the Sickness Funds Decree of 1941. Covered by
both statutes are employees under age 65 who earn not more than 3,000 gulden
(about $1,140) a year. 8 Contributions toward medical benefits cover, in addi-
tion to the insured person himself, his dependent spouse, his children under age
16, and, under certain conditions, his dependent parents and his spouse's parents.

Self-employed persons are not required to carry health insurance, but may insure
themselves on a voluntary basis for medical care with one of the general sickness
funds and for cash benefits with the labor boards, provided their annual income,
if they live in cities, does not- exceed G. 3,000. The income limit for this tvpe of
voluntary insurance varies from G. 2,000 to G. 2,500 for self-employed persons
living in rural areas. Compulsory and voluintary insurance accounts maintained
by the same sickness fund must be administered separately.

Approximately 3,500,000 persons were included under both types of com-
pulsory health insurance on December 3, 1945, and another 2,550,000 were
voluntarily insured. The total number of insuired persons represents about
tvwo-thirds of the Dutch population.
Among the groups excluded from coverage for both types of compulsory health

insurance are casual workers; seamen on vessels which sail outside Dutch coastal
waters; members of the armed forces; those suffering from occupational diseases
(covered under the Accidents Law for compensation); all permanent Government
employees; apprentices who do not receive cash wages; and those who earn less
than G. 0.40 a day. Some of these groups, such as seamen and Government
emplovees, are covered by separate programs.

I A bill has recently been introduced in Parliament to raise the income limit for the compulsory Insurance
system for cash sickness benefits to 0. 3,750 a year.



March 14, 1947 394

Invalidity insurance applies, in general, to employees wbose annual income
does not exceed G. 3,000. In 1943, approximately 4,000,000 people were -insured
under the compulsory invalidity insurance program.

Financing
Contributions for medical care and cash benefits under the compulsory system

normally amount, together, to 7 percent of total wages; 3 percent (2 percent paid
by the employer, 1 percent by the employee) goes to finance cash benefits and 4
percent (2 percent each paid by the employer and employee) to finance medical
benefits. Both sets of contributions are paid by the employer, who deducts the
employee's share from his wages.
The contributions, collected periodically by the labor board sickness funds for

cash sickness benefits, ire deposited with the National Insurance Bank, and the
boards draw on the central fund for payment of benefits. The industrial asso-
ciations retain contributions collected for cash benefit payments.
A separate reinsurance or equalization fund is set up in the bank to meet the

cost of medical benefits. The labor boards and industrial associations collect
premiums from the employers every 6 months and deposit the receipts with the
equalization fund, which then allots a prorated share of the total contribution to
each general sickness fund to cover the cost of medical benefits to its members.
A record is kept of the employees' share of the contribution for medical benefits
by means of special coupons, purchased by the employers from the Government,
and given to insured employees as receipts whenever a contribution is made on
their behalf to the general sickness funds.
Premiums paid by voluntarily insured persons for either cash or medical bene-

fits are fixed by the various insurance funds for each individual when he joips the
system. Persons who are voluntarily insured for medical care pay their contri-
butions directly to the general sickness fund with which they affiliate. For
hazardous industries, such as mining, compulsory contributions for cash benefits
are higher than in less dangerous types of work. The increased contribution in
such cases must be paid entirelv by the employer.
The maximum contribution for invaliditv insurance is G. 0.60 per insured

person per week, which is paid entirely by the employer. Recently, the National
Treasury has also been contributing to the payment of invalidity benefits. Neither
the cash sickness nor medical benefit systems, however, receive financial aid from
the Goverinment.

Costs of medical care for the 3,317,420 persons compulsorily insured for 1943
(latest available data), based on information received from 157 general sickness
funds, have been officially estimated as follows (71, p. 9):

cost Cost
Type o expenitureAmount Percet PerAmount, PretPer

Type of expenditure |.iAmg°yUmmtan ofetoal insured,t Type of expenditure iden of totalingen oftotal in m
gulden gulden

Total 50,100, 000 100.0 15.14 Dental care- 3,700,000 7.4 L 11
Obstetrical care- 1,100,000 2.2 . 33

General medical care 10, 500, 000 20.9 3.18 Hospital caare 11,800,000 23.5 3.56
Medication- 9,300,000 18.6 2.82 Administration- 5,800, 000 11.6 1. 74
Specialist care- 4800, 000 9.6 1.44 Other benefts- 3,100,000 6.2 .96

Total cash benefits for sickness paid in 1942 were G. 43,215,000, at an admiIs-
trative cost of G. 6,397,000; total contributions for cash benefits for the same
period were G. 49,100,000.

Persons insured for medical benefits have free choice of doctor, and may change
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every half year; they may also choose their own pharmacist. No more than
3,000 persons, including dependents of insured persons, are permitted on the
insurance doctor's panel.

General practitioners are paid by the capitation system, receiving an average
remuneration in cities of G. 3.50 per year per individual on their panel from the
general sickness funds; a general practitioner with his own dispensary is paid
G. 5.20 as a capitation fee. The funds pay specialists, in general, on a fee-for-
service basis. These fees vary greatly throughout the country, in accordance
with fee schedules which are drawn up by individual fuinds and doctors, and are
comparativelv uniform only in large cities.

The funds pay the municipal authorities, in large cities, a certain amount
per insured person per year for hospital care; the individual hospitals are then
paid by the municipality for care of insured patients. In rural areas, direct
payment is usually made to hospitals by the funds.
Many of the general sickness funds operate dental clinics, paying dentists at

the rate of G. 5.75 per hour.

Cash Benefits
Sickness.-Cash benefits for illness are payable to an insured person for a

maximum of 26 weeks, starting on the third day after the onset of the illness. The
allowance, paid for each day during this period except Sunday, usually amounts
to 80 percent of the average daily wage earned during the preceding 13 weeks,
although, in certain cases, the Government may approve payment of a benefit
equal to 90 percent of the average wage. The maximum daily wage on -the
basis of which the cash benefit may be calculated is G. 8. In certain circum-
stances, the 3-day waiting period may be reduced and the duration of benefits
extended to 12 months. If an insured person receives cash payments for the
same illDess for a total of 156 days in -a 12-month period, he may not receive cash
-benefits for more than 78 days for that ailment during the following year. Certifi-
cation of incapacity for cash-benefit purposes is not done by attending doctors, but
-by special control doctors.

Maternity.-A lump-sum grant of G. 55 is given for maternity whether the
woman is insured in her own right or is the dependent of an insured man. This
grant is made, however, only if a midwife attends the delivery. The midwife's fee
and that of the obstetrical housekeeper-aide are usually met out of this sum. For
6 weeks before and after confinement, an employed woman receives, in addition,
cash benefits equal to her full salary, up to a maximum of G. 8 per dav. The
postnatal payment may be extended to 6 months if childbirth causes incapacity for
that length of time.
Invalidity.-When the income of an employed person compulsorily insured for

invalidity benefits drops to one-third of normal because of disability, he receives
a weekly cash benefit, provided his employer has made 150 weekly contributions
on his behalf. The amount of the pension is directly related to the number and
amount of contributions made by the employer. Temporary invalidity benefits
may be received after 6 months of illness, and permanent benefits whenever
the fact of permanent invalidity is established thereafter. Those compulsoiily
insureA for invalidity must register individually with the labor boards. Before
the war, the maximum pension was G. 6 a week, but it has now been increased
by a grant from the National Treasury to include allowances for dependent
children of the insured person.
Medical Benefits

Medical benefits for compulsorily insured individuals and their dependents
include general practitioner care; surgical, obstetrical, and other specialist
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treatment; hospitalization for 42 days; all necessary medical and surgical
appliances; some dental treatment; ambulance service; and part of the cost
of care in a tuberculosis sanitarium. Dental- work for which the sickness funds
pay in full includes extractions, surgery, and cleaning. Dentures are paid for in
part by the funds; crowns and bridges must be paid for by the insured person
himself.

In maternity cases, an insured womani or the dependent of an insured man is
covered for all necessary obstetrical care. Usually, this is accomplished by the
G. 55 cash grant provided for payment of the midwife and obstetrical housekeeper-
aide. Specialist care during confinement is furnished by some sickness funds, but
usually only if the midwife considers it necessary.

Although all drugs are free to those insured for medical benefits, doctors are
often limited in the total cost of drugs they may prescribe. Some funds specify
that a physician must pay for any drugs he prescribes above a limit set in terms
of the average cost of drugs prescribed by the other doctors of the fund.
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DEATHS DURING WEEK ENDED FEB. 15, 1947
[From the Weekly Mortality Index, issued by the National Office of Vital Statistics]

Week ended Correspond-
Feb. 15, 1947 ing week,

1946

Data for 93 large cities of the United States:
Total deaths -10,007 10,063

Median for 3 prior years -9,913
Total deaths, first 7 weeks of year -70,037 74, 530
Deaths under 1 year of age -------------------------- 826 631
Median for 3 prior years -642
Deaths under 1 year of age, first 7 weeks of year -5,796 4,260

Data from industrial insurance companies:
Policies inforce -67,302,666 67,161,803
Number of death claims -10, 354 12 368
Death claims per 1,000 policies in force, annual rate -8. 0 9.6
Death claims per 1,000 policies, first 7 weeks of year, annual rate 9.611.4



INCIDENCE OF DISEASE

No health department, State or local, can effectively prevent or control disease without
knowledge of when, where, and under what conditions cases are occurring

UNITED STATES

REPORTS FROM STATES FOR WEEK ENDED FEBRUARY 22,1947

Summary

A total of 5,192 cases of influenza was reported, as compared with
3,459 last week and a 5-year (1942-46) median of 5,984. Increases
occurred in the South Central, West North Central, Mountain, and
Pacific areas. Of the current total, 4,689 cases, or approxmately
90 percent, were reported in 7 States, as follows (last week's figures
in parentheses: Texas 2,465 (1,761), Colorado 1,117 (140), Virginia
534 (490), South Carolina 225 (426), Arkansas 126 (69), Arizona 120
(64), Alabama 102 (43). No other State reported more than 74 cases.
The total for the year to date is 32,617, as compared with 155,013 for
the same period last year, and a 5-year median of 39,064.
Of 37 cases of poliomyelitis reported for the current week (as com-

pared with 43 last week, 40 for the corresponding week last year,
and a 5-year median of 26), California reported 9, Virginia 4, and
Michigan and North Dakota 3 each. The total to date is 500,
as compared with 353 for the corresponding period last year and a
5-year median of 228.
A total of 277 cases of diphtheria was reported, as compared with

288 last week, 337 for the corresponding week last year, and a 5-year
median of 261. The cumulative total to date is 2,443, as compared
with 3,211 for the corresponding period last year and a 5-year median
of 2,627.
The total of 79 cases of meningococcus meningitis reported (last

week 72, 5-year median 290) is below the figure for any corresponding
week of the past 5 years. To date, 667 cases have been reported,
as compared with a 5-year median of 1,987. The corresponding
figure for last year is 1,643, the lowest number for the corresponding
8 weeks of any of the past 4 years.
Of the week's total of 114 cases undulant fever (last week 95,

total to date 748, same period last year 503), 71 occurred in the
North Central area and 20 in Texas.
Deaths recorded for the week in 93 large cities in the United States

totaled 9,741, as compared with 10,007 last week, 9,474 and 9,351,
respectively, for the corresponding weeks of 1946 and 1945, and a
3-year (1944-46) median of 9,474. The cumulative total is 79,778,
as compared with 84,004 for the corresponding period last year.

(400)
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Telegraphic morbidity reports from State health officers for the week ended Feb. 22,
1947, and comparison with corresponding week of 1946 and 5-year median

In these tables a zero indicates a definite report, while leaders imply that, although none was reported,
cases may have occurred.

Diphtheria Influenza Measles meningococcus

Week Week Week Week
Division and State ended- Me- ended- Me- ended- Me- ended- Me-

dian dian dian dian
Feb. Feb. 1942- Feb. Feb. 1942- Feb. Feb. 1942- Feb. Feb. 1942-
22, 23, 46 22, 23, 40 22, 23, 46 22, 23, 46
1947 1946 1947 1946 1947 1946 1947 1946

NEW ENGLAND
Maine
New Hampshire....
Vermont
Massachusetts
Rhode Island
Connecticut
MIDDLE ATLANTIC
New York--
New Jersey .
Pennsylvania
EAST NORTHCENTRAL
Ohio ----------
Indiana-
Illinois-
Michigan2
Wisconsin-
WESTNORTIICENTRAL
Minnesota-_-_-
Iowa-
Missouri
North Dakota
South Dakota.
Nebraska-
Kans--
SOUTH ATLNTIC

Delaware. .
Maryland 2
Districtof Columbia-
Virginia-
West Virginia.
North Carolina
South Carolina
Georgia-
Florida
EASTSOUTH CENTRAL
Kentucky
Tennessee .
Alabama
Missls'ippi 2

WESTSOUTH C
Arkansa -

Loulsiana
Oklahoma
Texas ------

MOUNTAI
Montana -----
Idaho
Wyoming
Colorado --
New Mexico
Arizona .
Utah 2
Nevada

PACIFIC
Washington
Oregon
California

Total-
8weeks-

Seasonal low week i

Total sine low -1

I

0
13
2
0

20
5

15

13
10
5
5
0

8
1
1
3
0
0
7

2
8
1

0
3
6

12
5

11
4

4
10

29

1
0
3

3
0
0

10
29

0
0
1
3
0
0

19
I

13

22
12
10
26
2

6
7
6
0
0
1
6

0
14
1
6
1

14
11
5
2

9
4
11
5

11
7
1

37

6
0
0
8
3
12
0
0

5
6
25

0
0
0
0

19
2

13

10
6

13
5
2

5
4
6
0
2
3
S

1
4
0
6
4
10
4
5
2

I

6

36

2

41
6
2
a
41
0

3
2

26

20

17

61
39

8

20

10
21

-9

61

52

1225

39
18

8
20
102

126
21
59

2, 465

11
8
12

1,117

120

13
2

74

2

- ~~ i
9

114
13
6

21
29
8
5

63

6

6

4
27

-6

8

113
4

10
91
i42

259
594
127

3, 030

3
44
61
2

154
45

224

2

- i
3

1 10
13
6

21
21
12
5

63

2
2
4
6

-0i6
8

2
746
39
36

923
113
4

11
68
389

223
12

129
1.951

11

61
2

154
45

1
21
12

301
7

248
461
211
382

243
287
513

641
41
56
72

196

114
22
4
4
11
7
9

11
267
89
209aos33
96
11

2
54
40
79

79
7
1

152

279
7
16
51
48
55
2

18
23
148

2

260
4

68

1,469
689

1.614

239
448

1,483
2,103

386

22
33

360

70
939

6
17
4
349
22

144
90

426
186
159

66
97

154
518

11
45
35
132
14
39

289

469
169

1.362

IIl14
411
34

238

1, 469
639

1,614

217
298
553
285
510

42
276
382
42
85
70

343

9
172
44

349
58
237
170
144
90

142
226
159

122
97
105
697

125
34
65
228
28
39

111
1

150
132
752

0
0
0
3
0
0

7
3
8

2
0
4
4

4
3
1

0
0
2

0
2
0
2
1

0

0
2
2
0

1
4
0

0
0
1
0
0
0
0
0

2
0
4

I

2

14

4
4
15
7
1z

1
45
7

5
7

2
1
0
1

0
5
0
5
0

1

2
4
6

3
7
6
6

13
1
10
10

0
0
2
0
0
0
0

1
1

151

1
1
0
5
1
4

27
6

25

6
4
15
12
2

1
3
7
1
1
1
2

1
8
2
12
4
7
2
3
9

8
8
6
6

4
2
1

16

1
0
0
3
1
2
0
0

4
1
25

277 337 _261& 7.234 5.984 & 571 15,725 16,918 79- 175 29
2,443 >3.211 Z 627 32,617 155.013 _900 35,437 9. 199 9643 667 1,643 1, 87

(27th) July 5-11 (30th) July 26-Aug. I (35th) Aug. 30 8ept. 5 (37th) Sept. 13-19

1. 6391 3. 1471 4. 149
I New York City only. Period ended earlier than Saturday.
Dates betwen which the approximate low week ends. The specic date will vary from year to year.

10. 009114.855111. 521 65, 5921517, 2611 74. MI 58,3241 95, 3231134 449_ _, _ _ _ . _ _, _ _ _ X _ _ _ _ _ _ _ _, _ _ _ w _ 7 - - - - -Z - - -Z - - t - - - w - - -w - - - _ t _ _ _ t _ w _ _ _ w _, _ _ _I
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Telegraphic morbidity reports from State health officers for the week ended Feb. 22,
1947, and comparison with corresponding week of 1946 and 5-year median-Con..

Poliomyelitis Scarlet fever Smallpox Typhoid and para-
______________ ___ _______ _________typhoid fever 4

Week Week Week Week
Division and State ended- Me- ended- Me- ended- Me- ended- Me-

dian dian dian dian
Feb. Feb. 1942- Feb. Feb. 1942- Feb. Feb. 1942- Feb. Feb. 1942-
22, 23, 46 22, 23, 46 22, 23, 46 22, 23. 46
1947 1946 1947 1946 1947 1946 1947 1946

NEW ENGLAND
Maine-
New Hampshire
Vermont-
Massachusetts
Rhode Island
Connecticut

MIDDLE ATLANTIC
NewYork-
New Jersey
Pennsylvania--

EAST NORTH CENTRAL
Ohio -
Indiana-
Illinois - ---- -

Michigan-
Wisconsin-
WEST NORTH CENTRAL
Minnesota
Iowa-
Missouri .
North Dakota-
South Dakota-
Nebraska-
Kansas ---

SOUTH ATLANTIC
Delaware --
Maryland-
District of Columbia --
Virginia-
West Virginia
North Carolina-
South Carolina-
Georgia-
Florida -----
EAST SOUTH CENTRAL
Kentucky-
Tennessee -
Alabama-
Mississippi-
WEST SOUTH CENTRAL
Arkansas -
Louisiana
Oklahoma-
Texas-

MOUNTA1N
Montana--
Idaho-
Wyoming-
Colorado-
New Mexico-
Arizona-
Utah 2'----------------
Nevada-

PACIP1C
Washington
Oregon-
Califomia _

Total _
8 weeks - -

SeasoRnal low week 3

Total since low--

c
c0
0
0
0

1
0
0

0
0
2
3
0

2
0
0
3
0
0
1

0
00
4
0
1
1
0
2

0
1
1
1

1
0
2
1

0
0
0
0
0
0
1
0

0
0
9

0
0
0

0

0

01
1

02
0
0

0
1
0

0
1
0
0

.0
I
0
4
5

c
c
C

I
1

0
0

0
0
0
0
0
0
0
0
0
0
0!

0
0
0
0

0

0
0

1

0
1
1
0
0
0
0
0
0
0
0
0
0
3

2C
10

1519

6a

351
156
200

406
136
134
197
94

50
39
40
14
22
40
54

ii
24
1i
45
10
22
11
23
16

42
27
20
9

5
2

10
38

6
15
6

53
10
7

11
2

42
47
1461

23
2

13
153
0
39

451
108
319

373
113
210
142
141

60
59
75
1

18
34
99

7
81
26
61
37
46
11
10
8

29
24
9
10

11
13
21
78

2
5

34
24
8

41
0

19
21

218

23
13
14

318
17
79

486
134
535

373
164
327
241
229

101
72
133
30
18
82
117

7
102
35
61
43
44
7

20
15

73
85
18
11

9
12
32
78

22
3

11
63
10
12
51
0

62
21

218

c
C
c
00

0
0

0

0
.0.0
0
0

0
0
0
0
0
0
0

0

0
0
0
0
0
0
0

1
0
1
0
0

0
0
1
0
0
0
0
0
0
0
01

0

0
0

0
0
0
0
0
0

0
1
0

0

0
0
0

0

01
0
0

1

0
0
0
0
0
0
0

0

0
0
0
0

0
0
1
0
0
2

0
0
0
0
0
0
010

c
C
c
c
C

0
U
0

0
1
1
0
1

0
I
0
0
0
0
0

0
000
0
0

0
0
0
0
0
0
0
1

0
0
1
0
0
0
0
0
0
0
0

0
0
0
2
0
1

0
2
2

0

1

0
0
0
0
2
0
2
0

0
0
0
2
3

5
1
1
0

0
3
0

1

00
0
0
0
0
0
0

3
0

C

2
c

I
C

2
1

0
3
0
1
0

0
0
3
0
0
0
0

1
0
0
2
0
0

0

0
1
2
0

0
2
2
6

1
0
0
2
0
0
0
0

0
1
2~

0
0
0
1
0
1

4
1
3

3
3
1
1
0

0
0
1
0
0
0
0

0
0
0
2
2
0

3
0

0
3
1
1

0
2
2
5

0
0
0
0
0
0
0
0

0
1
2

37 40 26 2,868 3, 2 4 W3671 3 13 4 1 9 53_-_

(llth) Mar. 15-21 (32nd) Aug. 9-15 Sept. 3 ( ar. 1521

25,275113,690112,308 47,3911 6Z 9531 69,36-1 841 1341 23 3,8611 4,6711 5,612

' Period ended earlier than Saturday.
3 Dates between which the appraximate low week ends. The specific date will vary from year to year.
4 Including paratyphaid fever reported separately, as follows: Massachusetts 2 (salmonella infection);

New Jersey-l; South Dakota 2; Maryland 1; Virginia 1; Georgia 1; Kentucky 1; Oregon 1.
5 Delayed report: Pollomyelitis, Arkansas, week 'nded February 8, 1 case, included in cumulative totals.
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Telegraphic morbidity reports from State health officers for the week ended Feb. 22,
1947, and comparison with corresponding week of 1946 and 5-year median-Con.

Division and State

NEW ENGLAND

Maine
New Hampshire
Vermont
Massachusetts
Rhode Island
Connecticut

MIDDLE ATLANTIC
New York
New Jersey
Pennsylvania

EAST NORTH CENTRAL

Ohio --
Indiana
Illinois
Michigan 2
Wisconsin

WEST NORTH CENTRAL

Minnesota ----
Iowa
Missouri
North Dakota
South Dakota
Nebraska ---
Kansas

SOUTH ATLANTIC

Delaware
Maryland 2 ___ ____-_
District of Columbia
Virginia
West Virginia --
North Carolina
South Carolina
Georgia --
Florida ------

EAST SOUTH CENTRAL
Kentucky
Tennessee -------
Alabama-
Mississippi X

WEST SOUTH CENTRAL
Arlknsas
Louisiana -------------
Oklahoma
Texas -------

MOUNTAIN
Montana ---
Idaho ------------------
Wyoming --------
Colorado ------
New Mexico
Arizona ---
Utah 2

Nevada
PACIC

Washington
Oregon ----
California ------

Whooping cough

Week ended- Me-

Feb Feb. dian
22, 23' 1942-

1947 1946 46

18 23 32
1 1

15 14 23
154 81 125
10 22 22
40 58 58

Week ended Feb. 22, 1947

Dysentery

Un-
Ame- Badf- Une-
bic lary speci

En-
ceph-
ahtis,
infeo-
tious

Rocky
Mt.
spot-
ted
fever

Tula-
remia

Ty-
phus
fever,
en-

demic

Un-
du-
lant
fever

3

3

155 -177 177 -186 108 115-----------1i-----
238 123 171

126
68
66
236
180

10
48
31

-i
22
15

5

92
9

111
10
32
14
12
24

20
20
31

16

410

1

10
12
44
34
14
4

84
10
97
132
62

12
4
4

4
17

5

24
5

43
5

56
31
4
20

23
12
13

9

4

1
108

4

7

6
14
12
31

177
26
97
132
103

34
12

16
4

2
12

39

1

40
6
54

39
123
47
11
20

41
40
25

9

2

13
124

12

30
9

29
19
1

1

I

I

1 1

.9

I

2

I

2
2
5
2

2

i

~i

12

12
3

5
2
6

12
14

6
20

4

2

-----i

1

-3
1

2 4
1 1-

1 10 20

1

-i-
--i

1
1

33 33 24 1 4 2
12 15 18 3
118 71 233 1 1---- 1-1 -------- I I

Total -2, 731 1,58 2 406 33 293 146 5

Same week, 1946- 1,582 49 189 827
Median, 1942-46- 2, 406 -30 195 59-9
8 weeks:1947 -19.769 -360 2, 83 1,625 52

1946-14,396 -322 2,428 955 61

Median, 1942-46 &423 -182 1.733 48861

21 32_1 4i'
u is W
1 16 37 61
4 366 385 748
3 175 438 503
3 175 436 *589

' Period ended earlier than Saturday. 2-year average, 1945-46.
Anthrax: Massachusetts 1 case; New Jersey 1 case; Pennsylvania 1 case.
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WEEKLY REPORTS FROM CITIES1

City reports for week ended February 15, 1947
This table lists the reports from 91 cities ofmore than 10,000 population distributed throughout the United

States, and represents a cross section of the current urban incidence of the diseases included in the table.

ConcordO O O O 2 O l OO~~~~ElS

~ S~Influenza a

a go 40 0

Division, State, and City :, 0

NEW ENGLAND

Maine:
Portland-0 0 0 1 1 0 3 0 0 4

New Hampshire:
Concord-0 0--- 0 --0 2 0 1 0 0-22

Vermont:
Barre- 0 0 18 0 0 0 0 0 0 4

Massachusetts:
Boston--9 0 0 12 2 13 0 24 0 0 42
Fall River -0 0 12 0 5 0 1 0 1 0 1 3
Springfield------- 1 0 ---- 0 6 0 0 0 2 0 0 7
Worcester 0 0-- 0 2 0 5 0 9 0 0 22

Rhode Island:
Providence-1 0 0 95 0 2 0 8 0 0 22

Connecticut:
Bridgeporth-- 0 0 -3- 0 12 0 0 0 5 0 0°-4
Hartford-0 0 0 1 0 0 0 3 0 0-3
NewHaven------0 0 ----0 44 0 0 0 11 0 0 2
MIDDLE ATLANrC

New York:
Buffalo--0 0 1 0 1 3 2 0 9 O 0 3
NewYork- 10 1 12 1 65 6 66 0 128 0 2 38
Rochester -------0 0 ----0 5 0 1 0 10 0 0 1
Syracuse.~------- 0 0 ---- 0 0 5 0 8 0 0 8

New Jersey:
Camden- 0 -0 0 1 0 6 0 0------
Newark -------- 0 0 ---- 0 0 3 0 11 0 0 16
Trenton--------0 0 ----0 29 0 2 0 8 0 0 1

Pennsylvania:
Philadelphia------3 0 3 0 4 2 25 0 53 0 0 41
Pittsburgh-0 0 0 116 1 12 0 18 0 0 18
Reading- 0 0 0 2 0 0 3 0 0 3

EAST NORTH CENTRAL

Ohio:
Cincinnati-------1 0 1 0 1 0 3 0 10 0 0 4
Cleveland-0 0 2 1 315 1 11 0 37 0 0 15
Columbus-1 0 1 1 1 0 2 0 7 0 0 10

Indiana:
FortWayne- 0 0 0 6 0 3 1 0 0 0 1
IndianapoHs-- 5 0 1 0 8 1 24 0 0 25
SouthBend- 0 0 - 1 0 0 0 0 0 0.-
TerreHaute------ 0 0 0 0 1 0 1 0 0

Illinois:
Chicago-0 0 1 0 38 5 37 0 62 0 0 46
pngfleld--- 0 0 -0 0 3 0 3 0 0-----

Dei -----t2 0 3 0 14 1 55 0 0 103
Flint- 0 0 0 0 2 0 4 0 0 2
GrandRapids- 0 0 1 0 3 0 5 0 0 7

Wisconsin:
Kenosha - 0 0 0 0 0 0 4 0 0
Milwaukee-0 0 0 9 0 7 0 10 0 0 40
Racine---------0 0 ----0 1 0 0 0 1 0 0 4
Superior-------- 0 0 0 0 0 0 1 0 0 ---

WEST NORTH CENTRAL

Duluth-------- 0 0 0 0 0 0 0 0 0---
Minneapolis-1---- 0 ----0 6 0 6 0 10 0 0 7
St.Pau-------0 0 ----0 10 0 3 0 4 0 0 2

Mlourl:
KansasCity------ 1 0 0 0 6 0 10 0 0 1
St. oeh0 0 0 0 0 0 0 0 0 2
St.loouzs-------3 0 3 1 3 0 13 0 6 0 0 5

I In some Instance the fgure Include ident cas.
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City reports for week ended February 15, 1947-Continued

Influenza 90
Division, State, and City 'a a s g , *

0 - - - - I -~~~P4rn WE-I~~~~~~~~~41. .

WEST NORTH CENTRAL-
continued

North Dakota:
Fargo - - 0 0 0 0 1 0 0 0 0-

Nebraska:
Omaha1 ------- 0 0 0 1 0 6 0 0-

Kansas:
Topeka -0 0 0 1 0 1 0 5 0 0----
Wichita -1 0 0 0 4 0 3 0 0 4
SOUTH ATLANTIC

Delaware:
Wilmington- 0 0- 0 1 0 1 0 5 0 0 7

Maryland:
Baltimore -4 0 3 1 6 1 11 1 15 0 0 52
Cumberland- 0 0- 0 6 0 1 0 0 0 0-
Frederick-0 0- 0- 0 0 0 0 0 0-

District of Columbia:
Washington- 0 0 2 1 13 0 6 1 13 0 0 8

Virginia:
Lynchburg- 0 0- 0- 0 0 0 0 0 0 5
Richmond-1 0 0 58 0 2 0 6 0 0
Roanoke -0 0- 0 3 0 0 0 9 0 0-

West Virginia:
Charleston 0 0 0 0 0 0 3 0 0
Wheeling-0 0 0 1 0 1 0 0 2

North Carolina:
Rdeigh- 0 0 0 1 0 0 0 0 0 0
Wilmington- 1 0 0 3 0 3 0 0 0 0
WinstonSalem- 0 0 43 0 2 0 4 0 0 2

South Carolina:
Charleston- 0 0 13 0 2 0 2 0 0 0 0

Georgia:
Atlanta- 0- 4 2 2 0 7 0 10 0 0
Brunswick-0 0 1 0 0 0 0 0 0
Savannah- 0-- 1 0 50 0 1 1 0 0 0 3

Florida:
Tampa -- --- 3 0 1 0 0 1 0 2 0 0 2

EAST SOUTH CENTRAL
Tennessee:

Memphis -1 0 0 3 0 11 0 9 0 0 10
Nashville-0 0 0 3 0 3 0 0

Alabama:
Birmingham-- 0 0 1 1- 0 5 0 3 0 0-
Mobile-- 0 0- 4 0 2 0 0 0 0

WEST SOUTH CENTRAL
Arkans:

LittleRock- 0 0 0 2 0 1 0 0 0 0 3
Louisiana: I

New Orleans- 3 0 16 2 3 2 4 0 1 0 3
Shreveport-0 0- 0- 4 0 0 0 0-

Oklahoma:
OklahomaCity- 1 0 1 0 1 1 3 0 6 0 0.

Texas:
Dallas -0------ 0 1 1 . 0 0 0 1 0 0 9
Galveston-0 0 0 2 0 2 0 1 1
Houston -0 0- 0- 0 3 0 0 0 0-
San Antonio- 2 0 1 0 7 1 0 0 0 4

MOUNTAIN
Montana:
Billigs-0 0- 0- 3 0 0 0 0.
Great Falls- 0- O 175 0 0 0 0 0 0
Helena-0 0 15 0 0 0 0 0 0 1
Missoula-0 0 0 0 0 2 0 0

Idaho:
Boise-0 0- 0- 1 0 0 0 0.

Colorado:
Denver -6 0 37 1 10 1 8 0 22 0 0 7
Pueblo--, -1 0 0 0 0 0 8 0 0

Utah:
Salt Lake City- 0 0 4 0 0 0 4 0 0

I
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City reports for week ended February 15, 1947-Continued

Division, State, and City

PACIFIC

Washington:
Seattle
Spokane
Tacoma

California:
Los Angeles
Sacramento
San Francisco

Total

Corresponding week, 1946*
Average 1942-46*
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-82 1 10 18 1,228 28 1380 15 776 0 7 664
115 244 41 6,089 502 1, 000 0 12
74 244 2 49 34,I208 490 1,521 1 11

501
710

2 3-year average, 1944-46. 35year median, 1942-46. Exclusive of Oklahoma City.

Anthrar.-Cases: Camden, 1.
Dysentery, amebic.-Cases: Boston, 1; New York, 3; Philadelphia, 3; St. Louis, 1; Memphis, 2.
Dysentery, bacillary.-Cases: New York, 2; Detroit, 1.
Dysentery, unspecified.-Cases: San Antonio, 5.
TlSsaremia.-Cases: Washington, D. C., 1.
Tlypusfever, endemic.-Cases: New York, 1; Charleston, S. C., 1; Tampa, 3; Mobile, 1; Los Angeles, 2.

Rates (annual basis) per 100,000 population, by geographic groups, for the 91 cities
in the preceding table (latest available estimated population, 34,631,100)

| '1 |Influenza

co 0 S. S..0~4 tz~~~~~pE 4

ffi W t~~~~~~~~C2 0 2t i

New England-31.4 0.0 0.0 0.0 510 7.8 62.7 0.0 175 0.0 2. 6 277
Middle Atlantic- 6.5 0.5 7.4 0.5 103 5.6 54.6 0.0 118 0.0 0.9 60
East North Central- 5. 5 0.0 3.0 2.4 229 3.6 57.2 1.8 136 0.0 0.0 156
West North Central- 13.9 0.0 6.0 2.0 40 0.0 69.6 0.0 88 0.0 0.0 42
South Atlantic- 14.7 0.0 39.2 6.5 309 1.6 62.1 4.9 111 0.0 0.0 132
East South Central- 5.9 0.0 5. 9 5.9 41 0.0 123.9 0.0 89 0.0 0.0 59
West South Central- 15.2 0. 0 45. 7 10.2 15 7.6 61.0 2. 5 25 0.0 10.2 43
Mountain- 55.6 0.0 293.9 7.9 1,620 7.9 95.3 0.0 286 0.0 0.0 64
Pacific -26.9 0.0 9.5 3.2 14 3.2 22.1 12.7 92 0.0 0.0 55

Total -12.4 0.2 16.6 2.7 185 4.2 57.4 2. 3 117 0.0 1.1 100

TERRITORIES AND POSSESSIONS
Puerto Rico

Notifiable di-ease8-4 weeks ended January 25, 1947.-During the
4 weeks ended January 25, 1947, cases of certain notifiable diseases
were reported in Puerto Rico as follows:

Disease Cases Disease Cases

Chickenpox ----------------------- - 33 Poliomyelitis- 20
Diphtheria- 41 Syphils- 181
Dysentery, unspecified -5 Tetaus- -------------------------- 10
Gonorrhea- 146 Tuberculosis (all forms) -543
Influenza - ------------ 97 Typhoid fever-12

Malaria-322 Typhus fever (murine)- 3
Measles -.10 Whooping cough -62

---i - 1' 1- -I - I --I



FOREIGN REPORTS

CANADA

Provinces-Communicable diseases-Week ended February 1, 1947.-
During the week ended February 1, 1947, cases of certain communi-
cable diseases were reported by the Dominion Bureau of Statistics of
Canada as follows:

Prince Nova New Qe n Mani-Ss Al- British
Disease Edward Scotia BrunSQue- tario t- katch- beata Colum. Total

Island wick ee Sotb wan bia

Chickenpox --15 2 240 322 19 38 37 78 751
Diphtheria -1 4-- 23 7 1 2-- 38
Dysentery:

Arnebic ----- 6 -----6
Bacillary --------4 4

Germanmeasles ----- 23 2 5 7 37
Influenza- - 2 ---12 4---220
Measles - -132 2 91 70 174 102 238 506 1,315
Meningitis, meningococ-
cus --- 1 2 2 1 ---1 .7

Mumps - - 1 95 568 38 183 31 221 1.138
Poliomyelitis -4 1- 5
Scarlet fever -7 1 82 83 9 1 2 9 194
Tuberculosis (all forms) -14 29 63 18 7 12 5 32 180
Typhoid and paraty-
phoid fever -1- 6 1- 8

Undulant fever -1 4 -4 3 12
Venereal diseases:

Gonorrhea -18 13 152 110 32 20 56 81 482
Syphilis -3 12 5 81 83 16 15 14 35 264
Other forms-- 1- 1

Whooping cough - - 4 3 36 69 16 13 7 12 160

REPORTS OF CHOLERA, PLAGUE, SMALLPOX, TYPHUS FEVER, AND
YELLOW FEVER RECEIVED DURING THE CURRENT WEEK
NoTz.-Except in cases of unusual incidence, only those places are included which had not previously

reported any of the above-mentioned diseases, except yellow fever, during recent months. All reports of
yellow fever are published currently.
A table showing the accumulated figures for these diseases for the year to date is published in the PUBIUC

HEL,TH REPORTS for the last Friday in each month.

Cholera

Indochina (French)-Cambodia.-For the month of January 1947,
230 cases of cholera with 147 deaths were reported in Cambodia,
French Indochina.

Smallpox
Indochina (French).-For the month of January 1947, 373 cases of

smallpox with 152 deaths were reported in French Indochina.
Typhus Fever

Bulgaria.-For the period January 15-21, 1947, 43 cases of typhus
fever with 6 deaths were reported in Bulgaria.
Eritrea.-For the week ended February 1, 1947, 30 cases of typhus

fever with 5 deaths were reported in Eritrea.
Rumania.-For the week ended January 25, 1947, 400 cases of

typhus fever, including 14 cases reported in Bucharest, were reported
in Rumania.
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