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Overview

Massachusetts passed a state-wide plan for universal health-care coverage in April 2006 under governor Mitt Romney and the state’s Democratic legislature.  Starting in July 2007 a mandatory purchase of insurance will be implemented requiring all residents to have health insurance or pay a $1,000 fine (Economist). The MA system is similar to the original Model Bill proposed by the American Association of Labor Legislation in 1916 calling for compulsory health insurance.  In California (the sixth largest world economy) governor Arnold Schwarzenegger is also considering introducing a compulsory state-wide health insurance plan.  Throughout the twentieth century, both Massachusetts and California played a pioneering role in health insurance.  Despite numerous attempts at compulsory health insurance, politicians have chosen to adopt a system similar to first model.  This suggests that early critical junctures play a crucial role in determining future policies.

Introduction

In the case of health care in the United States, it was not always pre-determined that the U.S. would evolve as the only industrialized nation without near universal health care.  Based on historical decisions (or lack of decisions) the U.S. did not choose the compulsory health insurance path and thus maintains a distinctive organization of health care.  In this paper I analyze the development of health care politics and policy in the United States over the course of the twentieth century, focusing on five critical junctures that shaped successive debates and discourse.  I will use the framework of critical juncture and path dependence for the basis of this analysis in the development of health insurance in the United States during the twentieth century.  
Origins of Compulsory Health Insurance in the Progressive Era examines the influence to the Workman’s Compensation Act on the idea of national health insurance.  I examine the American Association for Labor Legislation’s 1916 Model Bill and the change in the position of the AMA on compulsory health insurance. The New Deal focuses on the reasons why national health insurance was not part of the Social Security Acts of 1935. I trace the important ideas from 1935 to 1945.  Truman and National Health Insurance explores post WWII America under President Truman and the emergence of the Wagner-Murray-Dingell Bill and the Taft-Hartley bill.  The chapter also considers support and opposition for national health insurance and mentions the reasons why national health insurance was not implemented under Truman. Medicare and Medicaid trace the two programs from their origin to causes influencing their passage and finally the discussion of the year between 1965 and 1993. Clinton’s Health Security Plan studies the causes for and the goals of the 1993 reform and the reasons for the Plan’s failure and its implications. The last chapter provides an overview of the data, analysis of the findings, discussion of implications and the conclusion.

Clashes in the history of health care at the federal level are investigated taking the make up of Congress and key interest groups into consideration.  Two questions are of particular interest:  Does the development of health insurance in the U.S. during the twentieth century display path dependence?  Can the pattern of voluntary health insurance be changed to support compulsory health insurance based on the five critical juncture evolution of health care?  I argue it is likely that the U.S. will continue along its distinct course of an incremental approach to compulsory health insurance.

The Argument in Brief
My key findings are as follows:

Path dependent:  Compulsory health insurance in the U.S. over the course of the twentieth century displays path dependency.  The early actors and events constrain future actions.
Critical junctures illustrate this phenomenon.  In the investigation of compulsory health insurance in the U.S. in the twentieth century there were five major critical junctures when compulsory health insurance was seriously discussed
Point A more possible than Z: I found that during the 1910’s no precedent was set in the U.S.  for voluntary or compulsory health insurance.  The opposition by the AMA after 1920 strongly contributed to the development of the former.  By 1993 Americans were dependent on the private, voluntary, employment-based system and the incremental approach to health insurance reform was well anchored.  Clinton was attempting a nearly impossible task. 
Incremental approach: All we can hope for is an incremental approach to compulsory health insurance, probably state-by-state under federal guidelines.
Critical Junctures 
Two roads diverged in a wood, and I –

 I took the one less traveled by, 

And that has made all the difference.

-- Robert Frost, The Road Not Taken (Collier 2002)

 Ruth and David Collier outline the framework of critical junctures and historical legacies.  The term “critical juncture” refers to a usually unintended, occasionally organized event which carries nearly irreversible consequences.  The term critical juncture was coined by Seymour Martin Lipset and Stein Rokkan in 1967 (Collier 2002: 27).  The term itself existed with different meanings before 1967.  Collier and Collier define critical juncture as “a period of significant change, which typically occurs in distinct ways in different countries (or in other units of analysis) and which is hypothesized to produce distinct legacies” (Collier 2002: 29).  Other elements include: the point of origin (antecedent), a cleavage triggering the critical juncture, and legacy, rival explanations and the inevitable end of the legacy.  Legacy contains three main elements: how it is produced, reproduced and the stability of its central features (Collier 2002).


Collier and Collier analyze critical junctures in 10 parts.  I will briefly explain those which pertain to my analysis.  How the critical juncture developed – for example, in response to an external shock such as the Great Depression – is important.  The length of the critical juncture can vary.  Often a cleavage or crisis will generate a critical juncture.  When analyzing a critical juncture, the historical legacy ought to be referred to. 
Path Dependency


The term path dependence originates from the study of economic processes.  In recent years, the concept was tailored and applied to political science.  Generally, path dependence is seen as a process in which small causes lead to large and possibly multiple outcomes. As Pierson argued, path dependent events carry different weight in the extent to which they influence the process.  Earlier events constrain future actions.  The nearly non-reversible character of these moments makes future attempts at reform harder to undertake.  Path dependence “evolves as a consequence of the process’ own history” (David 2000: 5).   
National Health Insurance 
The notion of national health insurance was revisited seriously five times in the twentieth Century: the Workman’s Compensation Act followed by the 1916 Model Bill, the 1935 Social Security Acts, the 1947 National Health Insurance plan, Medicare and Medicaid in 1965 and the 1993 Health Security Plan.  The chronological sequence of events affects how actors consider and act upon the next decision.  Early events tend to be more flexible because no primary precedent is set; people have no set norm.  These first events bear more weight and have more influence on setting the tone or the course for the policy to follow.  Pierson discusses the impact of increasing returns, self-reinforcing process and positive feedback in determining a single nearly irreversible outcome on the development of historical patterns.  Pierson and other scholars have named path dependency historical institutionalism, which consists of formal rules, norms and political development. From the “unfolding of a process over time” (Pierson 2000: 264) scholars can glean valuable information for determining the continuing path of a policy. 
Analyzing Critical Junctures of Compulsory Health Insurance:

I seek to trace the historical process of compulsory health insurance in the U.S. throughout the twentieth century and link the events to determine the future of health insurance in the US.  The five critical junctures will provide the political opportunity and historical context of the period.   I will examine the political institutional structure, including the role of the White House, Congress, Judiciary and State Legislatures.  I will address the role of relevant interest groups.  I will introduce the legislation and provide reasons for its success and failure and discuss the years leading up to the next critical juncture.
Origins of Compulsory Health Insurance in the Progressive Era, 
1907-1935
This chapter will provide background information about health care in the United States prior to 1915 and introduce the 1916 national health insurance model by the American Association for Labor Legislation (AALL) based on the German and British insurance systems and the position of the American Medical Association (AMA).   The impetus for the bill, the Workman’s Compensation Act, will be introduced to glean a better understanding of the immediate forces and social ideas of the time.  

Political Opportunity at Point A
During the Progressive Era, 1907-1920s and the Great Depression, a great opportunity for national health insurance arose because the landscape was not littered with interest groups, established political actors, or political opposition.  According to Hirsh (1939) interest in health insurance grew from the general interest in social security as a result of the depressions of 1901, 1907 and 1913.  Industrialization, urbanization and technological advances spread across the United States during the first decade of the twentieth century and posed the need for government health insurance.

Political Institutional Structure

In 1912 former President Theodore Roosevelt of the Progressive Party endorsed compulsory health insurance on his Presidential campaign platform (Hacker 2002: 195).  The Democrat Woodrow Wilson won the election and the Progressive Party disappeared from the national stage.  Wilson was involved with health insurance legislation through the AALL but did not put his presidential power backing federal legislation.  The Democrats held the majority in the 63rd, 64th and 65th Congress between 1913 and 1919.  See Table 7 for more details. Congress and the judiciary did not discuss compulsory health insurance, while legislation was discussed at the state level.

Interest groups, Big 3: AALL, AMA and AFL 
The American Association for Labor Legislation, the American Medical Association and the American Federation of Labor comprised the Big 3 or key interest groups during the first critical juncture.  The Big 3 made demands on the government and were heavily influenced by Germany’s Sickness Insurance Act of 1883 (Graig 1999) and Great Britain’s system of compulsory health insurance in 1911.

The AALL was comprised of economists, lawyers and other reformers studying labor reform between 1905 and 1943 (Chasse 1994).  By 1912 the AALL included progressive party politicians and university professors. The Association was formed with the original purpose of studying domestic labor conditions and legislation (proquest).  Many leaders and members of the AALL studied in Europe or took ideas about social insurance from European writing.  The leaders of the AALL were mainly middle-class.  Prominent members of the AALL included: Henry Seager, Louis Brandeis, Richard Ely, Woodrow Wilson, Miles Dawson, Roscoe Pound, Henry Stimson, Alice Hamilton, Jane Addams and Sam19uel Gompers with John B. Andrews as the “AALL’s executive secretary and driving spirit” (Hirshfield 1970: 12).  The four central fields of interest for the AALL legislative program during the duration of its existence were “alleviation of adverse working conditions, promotion of health and safety measures, action against social employment and social insurance” (proquest).

The AFL emerged from the Federation of Organized Trades founded in 1881, which replaced as the Knights of Labor (KOL) as the most powerful industrial union of the period. In 1886 under Samuel Gompers the craft unions formed the AFL, a loose federation because they did not want their autonomy reduced by KOL.  Craft unionism was very important to the founding principles of the AFL, which consisted of around 100 autonomous national and international unions.  The AFL concentrated on the “right to bargain collectively for wages, benefits, hours and working conditions” ( “AFL-CIO”, Encyclopædia Britannica 2007), rather than national interests.  Later, the AFL also had state level affiliates.


In 1915 the AMA took active interest in the issue of compulsory health insurance and created the Social Insurance Committee.  The AMA was apathetic or slightly supportive of national health around 1916 (Hirshfield 1970).  The Judicial Council of the AMA wrote a report concerning the Workmen’s Compensation Acts, social insurance in Europe, compulsory sickness insurance and industrial insurance in the U.S. The report focused on the difficulties of European physicians had, especially those in Germany who attempted to maintain “a high standard of medical care, insuring free choice of physicians and similar factors” (Fishbein 1947: 286). Frank Billings, as temporary chairman of the Committee on Health and Public Instruction, presented the report arguing that a pattern existed in foreign countries. The pattern started with voluntary insurance, which proved to be inadequate; voluntary insurance subsidized by the state, which was more successful but still inadequate and finally compulsory health insurance, which was adopted in most industrialized nations.  The U.S. was investigating compulsory health insurance.  Protection against industrial accidents was implemented rapidly, though earlier it was deemed un-American.  The primary trend in the U.S. remained the development of individualism with industry and “collective development of labor that collective protection of the individual against a universal hazard has found ready and vigorous support” (Fishbein 1947: 297).  The Boston Medical and Surgical Journal, which wanted to take medicine out of the social insurance laws, was condemned by the AMA. 

The 1917 report decided that The Council on Health and Public instruction would continue to study social insurance legislation and work on its implementation.

“Resolved, That the house of Delegates of the American Medical Association in the interests of both the wage earners and the medical profession authorizes its Council on Health and Public Instruction to continue to study and to make reports on the future development of social insurance legislation and to cooperate, when possible, in th molding of these laws that the health of the community may be properly safeguarded and the interests of the medical profession protected; and be it further

Resolved, That the House of Delegates instructs the Council on Health and Public Instruction to insist that such legislation shall provide for freedom of choice of physician by the insured; payment of the physician in proportion to the amount of work done; the separation of the functions of medical official supervision from the function of daily care of the sick, and adequate representation of the medical profession on the appropriate administrative bodies.” (Fishbein 1947: 297/298)
In 1917 the AMA accepted compulsory sickness insurance and worked on it adoption.  The 35 page report was written by Dr. Lambert, while Dr. Rubinow was the main influence arguing against voluntary sickness insurance and for compulsory state insurance to reach those most in need.  The report postulated that the experience of the European nations with health insurance proved that government systems were the only ones which achieved health goals comprehensively.

The AMA’s position of supporting compulsory health insurance was repudiated after WWI.  War in Europe took attention from social insurance.  35, 000 US physicians were involved, including all five leaders of the Council on Health and Public Instruction.  The Council was inactive during the war years and the 1918 report was brief and eliminated the section on social insurance.  The Council found four solutions to combat the problem of illness among the low income population: increasing income, reducing the amount of sickness, distributing the costs of sickness among the individual, the industry, and the state or doing nothing. The Council was discontinued a few years later.  The Council sought to have economic specialists analyze the relationship between the medical profession to problems of social insurance.  Recommendations for further study were made.  However, the 1920 resolution adopted by the House of Delegates because of the criticism of the Council’s earlier position stated: 

“The American Medical Association declares its opposition to the institution of any plan embodying the system of compulsory contributory insurance against illness, or any other plan of compulsory insurance which provides for medical service to be rendered contributors or their dependents, provided, controlled or regulated by any state or the federal government” (Caring for the Country 1997: 46).

The official position of the AMA was in opposition to compulsory sickness insurance by 1920.
Legislation: Workman’s Compensation Acts, Standard Bill and Model Bill 

The workman’s compensation acts established by the AALL fall under the backdrop of the Progressive era in which the state legislatures leaned in favor of reforms.  In essence, the acts were the first broad social insurance program.  “The American movement for compensation legislation began in 1898 (…) emulating the 1897 British Law” (IC Fishback and Kantor 315). States adopted and managed the laws. By 1930 almost all states had adopted the legislation covering economic loss related to employment.

The three major interest groups advocating for the workman’s compensation act were employers, workers, and insurers and are responsible for the implementation through cooperation (IC Fishback and Kantor 311).  The AFL originally did not support the workman’s compensation act but reversed its position by 1909 in support of the acts through federal and state affiliates (Fishback and Kantor 1998: 319).

In view of the successful Workman’s compensation bill, the government funded accident, health and life insurance for soldiers and sailors (Andrews 54).  “By 1913 the leaders of the AALL were planning a state by state crusade for compulsory health insurance for industrial workers” (Hirshfield 1970: 13).  John B Andrew, secretary of the AALL argued that workers should get the same right to health insurance as the U.S. army.  The first concrete mention of national health insurance in the United States was in 1915 by the AALL.  The social reformers and academics of the AALL attempted to use the successful model of their initiative, the workman’s compensation acts, to define and outline the national health insurance bill of 1916  (Kantor).  

The Committee of the AALL with a similar committee of the American Medical Association (AMA) drafted a sickness insurance bill, which later received the title “Standard Bill”.  The “Standard Bill” included a definite plan of action. (Hirsh 1939: 105) The Bill used the experience from Europe would have covered all manual workers, all other employees earning less than $100 per month and compulsory health insurance to reach all people in need.  It was to cover medical and surgical services up to 26 weeks a year, all supplies up to $50 a year, 2/3 of wage during disability, maternity benefits and funeral benefits. The state, employers and employees were all seen to be equally responsible in 1917 (Andrews 1917: 46-49).  In 1915 the American “Standard Bill” was introduced in Massachusetts, New Jersey, and New York and studied in eight additional states between 1915 and 1921.  The Bill was defeated in some state legislatures and met similar predicaments in others.  


The AALL’s Model Bill was based on the German and British systems in the “Nine Standards for Compulsory Health Insurance (see appendix B p.171).  It was finished by experts in 1914 and included “statewide systems of compulsory health insurance for industrial workers organized in pyramid fashion around a series of local and regional insurance funds and advisory councils, cash and service benefits for the worker, experience-rating of employers, voluntary participation of un-included workers, and medical care for workers’ families” (Hirshfield 1970: 15).  The Bill included stipulations about the quality of medical care, professional practice, funeral and maternity benefits for covered workers.


The AALL started a nationwide educational campaign for the enactment of the bill.  The AALL leadership was divided, which weakened the Association’s program, though this was kept quiet during the initial stages.  

“[A]ll the leaders agreed, at least in principle, that compulsion was a necessary part of any health insurance program both in order to protect the most needy workers and to avoid the problems which had plagued the voluntary European systems both before and after they had been taken over by the state.  It would therefore be far better for America to skip the voluntary step entirely and create a practical and economical compulsory program dsigned to meet her own needs” (Hirshfield 1970: 16).

This demonstrates that the AALL was very progressive and sought to learn from other’s mistakes in the past, unlike current policymakers.  By 1917 the “Model Bill had been introduced in fifteen state legislatures, and health insurance commissions had been established by ten states” (Hirshfield 1970:17) The National Conference of Health Insurance Commissioners was to coordinate the studies and supply information on how to make the systems more effective. Investigating commissions were introduced in Massachusetts and California in 1917 and later discussed in the two legislatures and the following other ones:  Connecticut, Illinois, New Hampshire, Ohio, Pennsylvania and Wisconsin.  In 1918, Massachusetts and New Jersey recommended health insurance. Legislation was voted on and defeated in California later that year (Ketcham 1919: 91).  No legislation or additional committees were created in the other states.  

Hirshfield (1970) discusses the change in the AMA’s opinion in his book on the The Lost Reform: The Campaign for Compulsory Health Insurance in the United States from 1932 to 1943. By June 1917 the AMA’s House of Delegates voted to officially endorse the health insurance plans by the Social Insurance Committee, the Model Bill. The AMA was involved with internal reorganization and change in leadership. They worried about escalating costs right from the beginning.  The physicians had also had bad experience with the government in the medical armed services and thus thought the public would be better off without intervention of the government.  The AMA thought compulsory health insurance would pose a threat to the prestige and freedom of the profession and lessen their financial success.  Physicians feared that compulsory health insurance would pose a threat to their freedom and prestigious position in society as well as lessen their financial success.  The AALL took these worries into account and established good relations with the AMA by strengthening AALL-AMA committees on industrial disease and public health (Hirshfield 1970).
The four main opponent groups to the Model Bill were labor leaders, employers, commercial insurance companies and state medical societies.  Labor leaders feared that the policy would weaken national labor unions.  The employers worried that they would be forced to pay too much.  The commercial insurance companies led by Frederick L. Hoffman of the Prudential Company and members of the AALL did not want death benefits to be part of the Bill.  By early 1918, the AALL leaders were forced to acknowledge the change.  They tried to educate the medical profession to change its point of view.  Other distractions included the US entering WWI.  The general public was more involved with the immediate crisis than with health insurance.  The AALL thought these sentiments were temporary but they were wrong.  Hacker argues that the biggest cause for legislative inaction or early defeat was “institutional, the weakness and fragmentation of the federal government and the dispersion of authority across the states, which in turn enhanced the power of mobile business enterprise opposed to new mandate or taxes”  (Hacker 2002: 194).  Giaimo (2002) postulates that a concrete political strategy was missing.  

Results of the first Critical Juncture and 1916-1935
The failure of the first trial of compulsory health insurance in the U.S. helped unite and define interests of the opposition groups: employers, insurers and doctors. Their negative goal was to keep health insurance voluntary and non-governmental.  The dominant employment group took over most costs for individual workers (Hacker 2002).


Post WWI American society was in danger of losing its core values.  During this time interest in national health insurance was very low.  In 1925 and 1926 economists, public health profession members and physicians held a conference with the goal of studying and planning the structure of medical services.  The result was the formation of the Committee on the Costs of Medical Care (CCMC), which lasted from 1828 to 1832 and was funded by six foundations (Anderson 1951).  The CCMC consisted of physicians, sanitarians and economists and the Metropolitan Life Insurance (Hirsh 1939: 109). In 1932 the final report by the CCMC was published. A direct result of the report was that support was divided into factions.  The majority of the CCMC members wanted medical services to be paid by groups, whereas the minority opposed group practice and rather wanted organized medicine to control all insurance plans (Anderson 109). The AMA opposed this report by publicly labeling it “socialism and communism -- inciting to revolution” (Hirsh 110)


Opposition to the CCMC also came from Frederick L. Hoffman, a statistician, third vice president of the Prudential Insurance Company and seventh president of the American Statistical Association (Mason 1990) who stated that national health insurance was “radical and un-American” at the National Conference of Charities and Correction (Hirsh 1939: 107).  He promoted voluntary health insurance because he believed it bears similar results to compulsory health insurance.  He worried that the latter could threaten past principles of the U.S. government.  He accused the CCMC of presenting manipulated information.  Hoffman postulated that death rate was low in America, this meant the people were healthy and the nation was in no need of health care reform.  Hoffman further argued that Europe should not be looked at for ideas on health because key indicators of good health went down in the UK after the adoption of national health.  (Hoffman 1917: 306-310)
Blue Cross started at Baylor University in Dallas, Texas in 1929 to cover private school teachers.   Hospital controlled Blue Cross and physician controlled Blue Shield became more important (Brown 1983: 338).
The New Deal, 1935-1945

Political Opportunity at Point B
The Great Depression opened up an opportunity for compulsory health insurance during the New Deal years from 1933-1937.  Specifically in 1935 when the cabinet level special committee, Committee of Economic Security (CES), discussed issues related to health care, however the topic of compulsory health insurance itself was not debated by the Committee due to FDR’s fear of AMA opposition (Marmor 1996).  Health Care was lower on the social insurance agenda than in the 1910’s (Hacker 2002). By 1935 the voluntary health insurance had increased in participation.  

Political Institutional Structure

Franklin D. Roosevelt was the Democratic president in 1935.  Though Roosevelt supported compulsory health insurance he was not strong enough to attack the AMA’s opposition.  He also felt the issue was too controversial and thus compulsory health insurance was not included on the 1935 Social Security Acts.  In Congress the Democrats held an overwhelming majority. The Democrats held a 310 to 117 majority in the House and a 60 to 35 majority in the Senate in the 73rd Congress from 1933 to 1935 (Barbour 2006).  The Southern Democrats controlled the committees until the 1960’s, because of seniority they had lock on Committee chairmanships.  The chair had discretion over what bills were heard and which ones were dismissed.  Roosevelt was a progressive who supported immigrants and tried to keep different interests together. 1935 was a opportunity for progressive legislation.  The CES generally supported compulsory health insurance but not strongly enough to attack the AMA (Hacker 2002: 208). Edwin Witte, political economist and Executive director of the CES, argued that medical care insurance could not extend beyond the research stage (Anderson 1951).  The Judiciary was not involved and there was little action at the state level because discussion of health care moved from the state to the federal level in the 1930’s.  
Interest group: AMA
The AMA, introduced in Chapter 1, played the central role in ensuring that compulsory health insurance was not included on the Social Security Acts of 1935.  The Association held a lot of political power and influence in Congress, though they did not have an official status in Congress and despite the Depression.  The AMA could easily reach many people because the Association was a federated structure with strong grassroots connections (Hacker 2002).

Legislation: The Social Security Acts of 1935 and Health Insurance


The Social Security Acts of 1935 established a national age-old pension system through employer and employee contributions.  Later it also included dependents, the disabled, and other groups (Encyclopædia Britannica 2007). In the summer of 1934 Edgar Sydenstricker, Director of the Technical Committee on Medical Care with assistant I. S. Falk called for the creation of a Medical Advisory Committee on which medical leaders would sit.  By October 1934 it looked like agenda.  Witte and Perkin decided health care was too controversial to put on the Acts in November 1934.  In the 1930’s not many foundations endorsed compulsory health insurance.  Instead, they worked on medical relief programs.
Table 1 Committees in 1935/6
	Committee
	Description

	National Health Survey
	Promote knowledge of the populations health

	Interdepartmental Committee to Coordinate Health and Welfare Activities
	Created in 1935 by the President

	Technical Committee on Medical Care 
	Emerged from ICCHWA in 1937 and was responsible for writing recommendations

	House Ways and Means Committee
	Stuck compulsory health insurance from the Social Security Acts of 1935


(Source: Anderson 1951)
Based on Table 1, it is obvious that the discussion of health insurance held a prominent set even at the federal level. The House Ways and Means Committee made the final decision to strike it from the Social Security Acts of 1935 (Hacker 2002).


Hacker suggests that the main underlying cause why compulsory health insurance was not included in the Social Security Acts of 1935 was that the administration tried to pass the bill too early.  Hacker argues that the bill should have focused on prevention about prevention and made a connection to the demands of the mobilized political forces (AMA) and social pressure (population).  Hacker finds a historic reason:  after the AALL’s compulsory health insurance model was defeated the notion of compulsory health insurance was taken off the federal agenda.  Instead the progressive reformers concentrated on old-age and unemployment insurance.  Interest-group opposition to compulsory health insurance was strengthened as a result.


Hirshfield (1970) determines the main causes for failure to add health insurance to the Social Security Act of 1935 were that the people were uninformed, unorganized, and apathetic to government reform of the medical care system.   Roosevelt decided not to endorse compulsory health insurance as part of the bill because he feared AMA opposition (Marmor 1996) and believed the timing was not right (Hacker 2002). 

“On the matter of compulsory health insurance, the president worried that the presumed opposition of the [AMA] and their ideological allies might jeopardize implementation of the bulk of his social insurance reform.  Hence the [CES] refrained from even studying health insurance reform, leaving it to congressional advocates in the next decade” (Marmor 1996)

The quote adequately demonstrates how influential the AMA was in 1935.  The Association held enough power to determine Roosevelt’s agenda.

Results of the second Critical Juncture and 1936-1945
Political opportunity structure was as follows Roosevelt lost political capital and Congress became more conservative.  Though health insurance was not included on the Social Security Acts of 1935, the important national age-old pension system through employer and employee contributions evolved, setting the trend for future reform. Newman (1972) cites that the New Deal initiated the establishment of the categorical, incremental approach to national health insurance, which remains dominant in today’s debates


Health insurance was briefly revisited in 1938; however there were electoral losses for the Democrats.  Giaimo (2002) suggests that the 1938 midterm election yielding the “conservative coalition” of southern Democrats and Republicans blocked further national health care proposals. With the New Deal and WWII, taxes rose and more people and employers paid into the system, thus health benefits increased (Hacker 2002).


Labor played a large role on the issue of compulsory health insurance at the 1938 National Health Conference. Union delegates wanted compulsory health insurance for “the common people”, those earning under $5000 per year and comprising 92% of the population. The leaders of the unions attacked the AMA.  For example Eve Stone from the Women’s Auxiliary of the United Automobile Workers (UAW) warned the AMA that they would receive opposition from the millions of needy.  The problem was that the industrial unions had no proposals for improvement (Derickson 1994: 1339).


The last effort in this period, simultaneously marking the beginning of the third critical juncture was the Wagner Health bill in 1939, which supported people in immediate need and provided funds for the Social Security Board to assist states.  This, however, was met with much opposition by the AMA, and a budget-minded Congress.  General conditions by the end of December were that Roosevelt was not very popular; the economy was doing poorly, foreign problems increased with WWII approaching as well as an upcoming presidential election. The AMA had sufficient influence in Congress to break up the coalition of national health insurance.  They used the tradition of individual responsibility in the United States (Braeman 1972).

Table 2 Health insurance bills 1940-1945

	Bill
	Senate/House number

	Capperbill 1941
	S.489

	Eliot bill 1942
	H.R. 7354

	Wagner-Murray-Dingell bill 1943
	S. 1161

	reintroduction of Wagner-Murray-Dingell bill 1945
	S. 545

	new Wagner-Murray-Dingell bill
	S1606


(Source: Anderson 1951)

In 1947 came the first counterproposals.  In May 1948 the National Health Assembly, the medical sector believed that contributory insurance was the key.  By 1949 too many medical care bills were in Congress.  The two central ones were the administration’s bill (S. 167) and the opposition bill (S. 1970) calling for a “voluntary approach”.  There was little state activity though bills were introduced in some state legislatures.  The main opposition remained in the hands of the AMA, the supporting groups of compulsory health insurance were CIO and the AFL.  All groups agreed that every person should have access to medical care, believed in the current political and economic institutions (Anderson 1951: pp. 111/112).

Medical providers, employers and insurers all sought private alternative.  Private health insurance grew rapidly during the 1940’s.  Holes remained.  By 1945 health insurance was back on the social welfare agenda. 

Truman and National Health Insurance, 1945-1965

Political Opportunity at Point C

Post WWII again was an opportunity to introduce compulsory health insurance on the national level.  According to polls, the general public supported government health insurance during the Truman years (Marmor 1996).  Brown (1997-1998) determines that the late 1940’s was a crucial time when a choice was made between public and private health insurance by the administration.  Key pieces of legislation on the table were:  Truman’s National Health Insurance and the Taft-Hartley act.  After 1945 the number of people enrolled in private pensions and private health insurance drastically increased (Brown 1997-1998).   Labor leaders believed collective bargaining and social welfare were compatible.  The Democrats and Truman knew they weren’t and pushed for a comprehensive public health program rather than various private ones.  Another force influencing the prominence given to the discussion of health insurance in the 1940’s includes: favorable tax treatment (Hacker 2002).  
Political Institutional Structure 

In the third critical juncture a significant initiative came directly from the White House.  President Truman personally endorsed compulsory health insurance and set the issue high on the federal agenda for his presidency.  Truman addressed national health insurance in his presidential message (Hacker 2002).   Congress and the Committees played an important role in the debate of national health insurance during the 1940’s. The Social Security Charter Committee (SSCC), formed in 1944, was comprised of unionists, public health and social welfare advocates, and other liberals who lobbied for the Wagner-Murray-Dingell bill.  The Committee for the Nation’s Health (CNH) emerged from the SSCC in 1946 to specialize in health (Derickson 1994).
By the 1940’s Congress was more bureaucratized.  In 1946 the Democrats lost Congress.  A conservative wave swept Congress; the Republicans held a 245 to 188 majority in the House and a 51 to 45 majority in the Senate in the 80th Congress from 1947 to 1949 (Barbour 2006).  The legislation during this period was drafted by Senators and Congressmen.  The “conservative coalition” of southern Democrats and Republican led by Senator Taft remained strong throughout the 1940’s and 1950’s and blocked reform initiatives (Maioni 1997).  Opponents of National Health Insurance claimed that voluntary private insurance would solve financial problems more comprehensively. The Judiciary and State Legislatures were not involved.

Interest groups: AFL, CIO, UMW, USW, UAW, AMA
In the post war years organized labor (unions) could collectively bargain with private health insurance and the draft authors of the draft legislation for compulsory health insurance.  Employment based insurance expanded as a cushion for the employers.  Organized labor set National Health Insurance at the top of the reformist agenda linked to Congress. Labor leaders’ official policy continued to support National Health Insurance though employees were guaranteed health insurance by the work force, union members were not very interested in nation wide health insurance (Hacker 2002).  Despite the rivalry between the American Federation of Labor, which organized workers in craft unions and the Congress of Industrial Organization, which organized workers by industries, both groups supported the Wagner-Murray-Dingell bill (“AFL-CIO”, Encyclopædia Britannica 2007).  The American labor movement supported fringe benefits and private social welfare, paid vacation, health insurance, pensions and collective bargaining (Brown 1997-1998).  The United Steelworkers (USW) for example pursued private insurance, while continuing to support the Wagner-Murray-Dingell bill (Derickson 1994). The unions (see Table 3) were impatient that the legislation of 1939 failed and took the course of privatization.

Table 3 Three most powerful industrial unions in the 1940’s
	Union
	Labor Leader

	United Mine Workers (UMW)
	John L. Lewis

	United Steel Workers (USW)
	Philip Murray (also CIO)

	United Auto Workers (UAW)
	Walther Reuther


(Source: Brown 1997-1998: 650)

In 1946 the AMA presented its own national health plan including individual responsibility, free enterprise, and limited local government involvement. The underlying force against National Health Insurance was the link that the opposition drew between health care and the cold war enemy.  The AMA increased public fear of “socialized medicine” and drew a connection with the enemy, Communism. The Association used the slogan of “voluntary health insurance” to keep politics out of health insurance and used a far-reaching PR campaign to influence the public and Congress to vote against national health insurance.  Employers and physicians had allies among the Republicans in Congress (Hacker 2002).

Legislation: Wagner-Murray-Dingell bill, Truman’s National Health insurance,  Davenport and Taft-Hartley


The Wagner-Murray-Dingell bill was introduced by Robert Wagner, New York Senator (D); James Murray, Montana Senator (D) and John Dingell, Representative of Michigan (D) in the original bill of 1943 set the tone for the next era of reformers (Hacker 2002).  The Wagner-Murray-Dingell bill received a strong personal endorsement by Truman.  It “would have covered medical, dental, hospital and nursing services; been financed by pay roll tax; included contributors and dependents and subsidized the poor; been administered by a federal agency; and included freedom of participation by doctors and hospitals and freedom of choice for parties and doctors alike” (Brown 1983: 337-338). 

Truman’s Fair Deal included the National Health Insurance proposal. (“Harry S. Truman”, Encyclopædia Britannica 2007). Division within the Democratic Party and the privileged place of private insurance combined to make Truman’s legislation fail.  Poor legislative management was also a reason for the failure of National Health Insurance.  The Taft-Hartley Act, formally known as the Labor-Management Relations Act of 1947 sought to contain union membership for fear of communist infiltration of the labor unions.  Republican Senator Robert A. Taft of Ohio and Republican Representative Fred A. Hartley, Jr. of New Jersey created the Act.  The Taft-Hartley Act amended the Wagner Act of 1935 and was enacted over President Truman’s veto (“Taft-Hartley”, Encyclopædia Britannica 2007).
“preserving the rights of labour to organize and to bargain collectively, additionally guaranteed employees the right not to join unions (outlawing the closed shop); permitted union shops only where state law allowed and where a majority of workers voted for them; required unions to give 60 days' advance notification of a strike; authorized 80-day federal injunctions when a strike threatened to imperil national health or safety; narrowed the definition of unfair labour practices; specified unfair union practices; restricted union political contributions; and required union officers to deny under oath any Communist affiliations” (“AFL-CIO” Encyclopædia Britannica 2007).
Two conservative alternatives to Truman’s plan were introduced in 1949:  the bipartisan Hill-Aiken bill and the Republican Flanders-Ives bill.  The alternatives were private insurance systems.  Truman refused these because he wanted a social security type system built on a contributory payroll tax (Hacker 2002).

Results of the first Critical Juncture and 1916-1935

Truman’s National Health Insurance failed despite personal leadership, the timing not right for national health insurance.  Little support for social reforms arose from the spirit of the time (circulating ideas and mentality) advanced by the insurance industry. Compulsory health insurance was un-American and undemocratic. The linkage between the social movement and communism was clear.

In 1952 under President Eisenhower, workplace insurance triumphed.  The AFL-CIO and former senior officials in the Truman administration drafted the Forand bill of 1957, which included a limited plan for hospital insurance for social security recipients. The Bill was reintroduced in 1959.  The  Forand bill was defeated in the House Ways and Means Committee under Wilbur Mills in 1960. The bill failed due to opposition from the AMA on the basis that the bill was part of “socialized medicine” (Hacker 2002: 223) and the strength of the “conservative coalition” in Congress, despite powerful Democrat leaders (Maioni 1997: 421).  During the Eisenhower years the Democrats realized that national health insurance was not politically feasible.  In the 1950’s the Democrats held the majority in the Congress and were open to alternative partial approaches.  The new labor movement placed health care highly on the legislative agenda.  Labor leaders acknowledged that voluntary insurance could cover the average American worker, the group they were protecting.  They sought to close the gaps for vulnerable new groups. 
Medicare and Medicaid, 1965-1993

Political Opportunity at Point D

In 1965 another window of opportunity opened for compulsory health insurance.  Lyndon B Johnson won with a landslide the previous year and the Democrats held a two-to-one majority in Congress (Hacker 2002), the largest Democrat majority since 1936 (Bowler 1987).  On the global scene the U.S. was waging the Vietnam War and in the domestic arena the Civil Rights movement was gaining momentum.

Political Institutional structure 

President Johnson welcomed federal health insurance programs.  Thus, there was a strong impetus to push legislation from the White House.  President Johnson’s administration supported the programs through funding.  President Johnson’s “Great Society” provided continuity with Kennedy’s New Frontier and Roosevelt’s New Deal (Maioni 1997).  By 1960 Congress acknowledged that a federal program was needed to help the elderly.  Congress and respective Committees played an integral role in passing legislation introducing further national health insurance programs. Wilbur Mills (D) was chairman of the House of Ways and Means Committee from 1957 - 1975.  He was fiscally conservative and liberal on social policies (Caring for the Country 1997).  He merged three bills into Medicare and Medicaid.  Policies needed bipartisan compromise.  The conservatives and the AMA influenced the formulation and implementation of Medicare and Medicaid (Bowler 1987).  The Judiciary was not involved.  The state legislatures were not involved with the initial legislation; however Medicaid was and is a state run program under a national umbrella.

Interest groups: Blue Cross and Blue Shield, American Hospital Association, AMA
The alliance of Blue Cross, Blue Shield, the AMA, the AHA and the Health Insurance Association promoted a national hospital plan for the aged (Hacker 2002).   Specifically, the AMA and AHA influenced the reimbursement provision.  Labor Unions, liberal organizations and the elderly promoted a universal, non-income federal health insurance system.  Public opinion was also in general support of federal health insurance before the enactment of the Medicare and Medicaid legislation and remained so throughout the 1970’s and 1980’s (Bowler 1987).

The power and autonomy of US physicians was different from other industrialized countries.  The medical associations were fragmented, decentralized, and entrepreneurial to protect the freedom of the solo practitioner.  The AMA had no official status in government; however it exerted significant force on lawmakers and lobbyists as an interest group and made substantial campaign donations.  The parliamentary confederation of the AMA was based on voluntary membership and lost strength in this period (Giaimo 2002).
Legislation: Medicare and Medicaid

 Representative Mills (D) and Senator Brown enacted the Kerr-Mills Act, which increased federal matching grants to states for vendor payments of medical care to welfare recipients.  The problem was that wealthy states already had good vendor payments and expanded even more, while poor states were minimally involved (Brown 1983).  


President Kennedy sent Congress a proposal including coverage of hospitalization and nursing, introduced by Senator Clinton Anderson and Representative Cecil King.  Mills suggestion was to merge three bills.  The administration’s King-Anderson bill’s section: “hospital insurance financed through additional social security taxes, providing inpatient hospital and nursing home care benefits to all persons eligible for social security retirement benefits” (Brown 1983: 344) became Medicare Part A.  The issue of a separate voluntary insurance plan covering physicians’ services for the elderly, paid for by premiums from those who choose to enroll and by federal subsidies, and administered by private insurance carriers came from Byrnes (R), senior on Ways and Means Committee, (Bowler 1987)  and turned into part B of Medicare “supplemental medical insurance” (Brown 1983: 344).  Medicaid originated from the Kerr-Mills bill, which was expanded and liberalized to provide federal assistance to the states for medically indigent and needy people (Brown 1983: 344).  Bipartisan support for a less comprehensive plan led to happy Democrats and reluctant Republicans (Morris 1965).  

President Johnson signed the Medicare and Medicaid Legislation on July 30 1965 (Brown 1983).  Part A of Medicare consisted of a “basic program of hospital insurance, under which most persons aged 65 and older are protected against major costs of hospital and related care [and Part B was a ] supplementary medical insurance program, through which persons aged 65 and over were aided in paying doctor and other health care bills” (Newman 1972). Medicaid was comprised of federal grants being given to states to expand medical care for the poor and subsidizing those on public assistance (Brown 1983).  Medicare part A included 19 million enrollees in 1966, while part B had 18 million participants the same year.  

Medicaid was adopted in all states except Arizona by 1972 and had 17.6 million enrollees (Brown 1983: 346).  Medicare was paid for by everyone and everyone benefited from it.  Thus Medicare had support from most of the population, while everyone pays for Medicaid but only the bottom classes of society reap the immediate and direct benefits from it.  Medicaid had less appeal to the entire population for this reason. Not many private physicians treated Medicaid patients due to the “assigned fee” being less than what Medicare or other insurance companies would pay.  The following table depicts the basic differences between Medicare and Medicaid:

Table 4 Medicare and Medicaid

	
	Medicare
	Medicaid

	Type
	Social insurance
	Income distribution

	Eligibility
	Group eligibility
	Economic need

	Scope
	Uniform nationwide benefits
	State-by-state variation

	Financing
	Substantial co-payments
	Limited participation in cost of care

	Overall
	Limited
	Comprehensive


(Source: Newman 1972: 117-119)

The institutionalization of employment-based health insurance, private insurance in the workplace and assistance of the uninsured influenced the government’s decision to conform to the development of the private sector (Hacker 2002).  

Results of the fourth Critical Juncture and 1965-1993

By the mid 1960’s around 2/3 of Americans were covered by private health insurance.  The adoption of the two programs exemplifies an incremental approach and a categorical process.  First, it included only the aged, then the poor and later it went on to include the disabled.  This initial breakthrough differed from the Canadian approach and other industrialized nations. The “distinctive system” of the United States is “an incomplete patchwork of public and private program that divide Americans into separate groups, missed millions entirely, and left the state bearing the medical costs of the most expensive segments of the population: the elderly, the very poor, and the disabled”(Hacker 2002: 249).  

Social Security and Medicare creators wanted universal health insurance; however the minds of Americans were already strongly attached to private interest (Hacker 2002).  This displays path dependency as defined by Pierson.  Medicare came at a later point in the discussion of compulsory health care, than the Social Security Acts of 1935.  The creators thus had a harder time suggesting compulsory health insurance than during the Progressive period because the idea of private health insurance was already so engrained in the minds of the people that it was nearly impossible to change that view.  The creators of Medicare settled on a compromise, an incremental approach, which might still lead to compulsory health insurance in the future.  Medicare strengthened the private system.


The 1970’s revealed a “crisis in American Medicine” (Hacker 2002: 251), specifically in the costs of medicine.  In Nixon’s reform, employers had to offer private coverage to employees.  The liberal democrats, especially Senator Kennedy and Mills opposed Nixon’s approach (Hacker 2002).  Kennedy proposed a single-payer compulsory national health insurance system in 1970. 1971 Nixon proposed employer mandates and public programs for the working poor.  1974 Nixon revised his program but it failed because of organized labor and progressive allies in Congress.  In 1978 Senator Kennedy made another proposal (Giaimo 2002).  Under Gerald Ford and Jimmy reforms did not pass in the conservative climate (Hacker 2002).

Clinton’s Health Security Plan of 1993

Political Opportunity at Point E:

By 1993 the United States was spending 13.9% of its GDP on national health care expenditures as opposed to the 9.3% in 1980 (Rushefsky/Patel 1998: 23). Health care was a cornerstone of Bill Clinton’s presidential campaign.  Three streams came together to open an opportunity: problem, policy and politics.  The 1400 page Health Security Plan of 1993 basically consisted of competition plans with an incentive to convince people to join to control costs. The “political stream” or national/public mood was organized by political forces or interest groups (Rushefsky/Patel 1998).  The opposition to “managed competition” by businesses and the medical profession had declined and employers were also softening their position on the issue.  Originally the public and Congress were enthusiastic about the Plan (Giaimo 2002).  The “destructive competitive logic of private insurance” (Hacker 2002: 260) was one of the main forces driving the reform.  From 1980 to 1992 the number of uninsured also drastically increased (Hacker 2002). 
Political Institutional structure
Clinton developed and introduced the Health Security Plan and was simultaneously a key reason for the failure of the legislation.  He was a “New Democrat” and got off to a rocky start due to his personality and leadership.  There was a delay in presenting the Plan to Congress.  In 1992 Clinton failed to win an electoral mandate. He only got 43.6% of public votes.  He was thus a minority president (Rushefsky/Patel 1998: 91).  Clinton did not hold the power to bargain well with members of Congress (Rushefsky/Patel 1998).  The Democrats were divided into the left who supported expanding social insurance and the right who were free traders (Starr 1997).  The Plan was introduced but never debated in Congress.  It died at the legislative stage.  

Interest groups: AMA 
Interest groups did not pay a central role in developing the fifth critical juncture in 1993.  Interest groups involved with health insurance and health care such as Blue Cross & Blue Shield, the AMA, the AHA and the national chamber of Congress generally supported broad changes in health insurance policy (Rushefsky/Patel 1998). The AMA proposed its own version of universal health care in 1990 (Skocpol 1996: 30).  The Health Insurance Association of America (HIAA), conservative interest groups and the Christian Coalition worked at a grassroots level to stir up opposition (Giaimo 2002).  

Legislation: Health Security Plan


There were four central goals of the Health Security Plan to solve access and cost problems.  The first goal was to implement “compulsory, universal national health insurance through an employer mandate” (Giaimo 2002: 165). The Plan encouraged competition among health plans and providers, employees could annually choose from among the plans. The government would play the lead role to guarantee equal access to states in a quasi-public system “health alliance” for small businesses. Lastly, the federal government would control private employment-based insurance.  The Plan was a compromise based on managed competition by health economist Alain Enthoven (Giaimo 2002). 

The structure of the Health Security Plan was based on employer contribution and private health plans.  The Clinton Plan encouraged managed care plans and the number of for-profit hospitals and insurers would increase to improve competition.   Medicare was left out.  Medicare would finance the new system.  The cost control would lie in the hands of the private sector, unlike in other industrialized nations in which the government holds authority over cost control (Hacker 2002). 


Americans didn’t know how much they paid for health insurance to start with.  This historical constraint needed to become more visible.  The uninsured American beneficiaries of Clinton’s reform were unorganized, while the opponents were concentrated and organized. Budgetary constraints included no “side payments” to affected interests; the ones Clinton proposed were shot down as fiscally irresponsible by opponents.  The opposition came mostly from business groups though these differed in size and needs (Hacker 2002).


American political institutions, historical political struggles and American political “distinctive organization of power” were also causes of the failure of the reform, The central reason for failure, unlike in the past when it had been the opposition from the AMA and other groups, in 1993 was the system that had developed over nearly a century dividing the country into small groups. The “system of private-social insurance that emerged in health policy has been (…) path dependent” (Hacker 2002: 267).

The American political system consisting of separation of powers allowed Congress to veto a president’s initiatives.  This “fragment authority” made radical change hard.  Giaimo argues that the president must negotiate and compromise and use the institutions strategically.  The Democrats lacked a unified voice.  Employers played a determining role because they financed most insurance of Americans.  The problem for employers was the labor costs.  Employers wanted to have corporate autonomy.  

Results of Clinton’s Health Security Plan and Aftermath 

The failure of the reform meant a victory for the medical profession, employers, and insurance companies, who supported a private system.  The paradox remains that many of these groups are not satisfied with the current system (Hacker 2002).  The state Children’s Health Insurance Plan (CHIP) was created in 1997 with bispartisan support.  Research shows that new proposals stick to past historical pattern (Hacker 2002: 266).  This again is an example of path dependency in United State’s health insurance.  The problem now is that neither the Democrats nor the Republicans want to tackle the division of public vs. private responsibilities  (Hacker 2002).

The Clinton Plan was too complex and too unfamiliar for Americans to understand and support (Skocpol 1996). Post WWII policy choices or lack there of produced a “well-subsidized private insurance system based on employment and friendly to the interests of providers, a technologically intensive medical structure so costly as to stymie coverage expansions and a framework of categorical programs that filled gaps but undermined the case for general protection” (Hacker 2002: 267). 
6 Overview of Data, Assessment, Implications, Conclusion

Overview of Data

In my research I found that there were five critical junctures when compulsory health care was seriously discussed at a federal level and could have been implemented.  The first critical juncture was the 1916 state level “Model Bill” by the AALL.  This would have included compulsory health insurance. However, the bill failed because federal authority was too weak, unlike the other industrialized nations.  The main opposition to the plan came from the AMA.  The result was united and defined interests in support and in opposition to compulsory health insurance and the expansion of voluntary health insurance. 

The second point in U.S. history when compulsory health insurance was considered in the U.S. was the 1935 Social Security Act under President Roosevelt during the New Deal era.  Though the Social Security Acts were successfully passed, compulsory health insurance was not included.  The suggestions were less about prevention, and they lacked broad based public support.  The Supporters of compulsory health insurance were the New Dealers or the northern Democrats and the opposition included the “‘conservative coalition’ between the southern Democrats and Republicans” (Maioni 1997: 420).  The results of the health insurance aspect of Social Security Act concentrated on the old and the unemployed.  Interest group opposition was also strengthened.


The third moment in twentieth century U.S. history, when compulsory health insurance was seriously considered came in 1947 with President Truman’s National Health Insurance, which failed due to AMA opposition, public fear of “socialized medicine” (Maioni 1997: 420), the division within the Democrats and the privileged position of private insurance.  


The fourth critical juncture was the successful implementation of the 1965 Medicare and Medicaid legislation under President Lyndon B. Johnson, composed by Wilbur Mills, chair of the House Ways and Means Committee. This was the institutionalization of employment-based health insurance and covered unprotected individuals.  The supporters included Blue Cross and Blue Shield, the AMA, the AHA and Congress.


The final critical juncture in the history of U.S. health care was Clinton’s 1993 Health Security Plan.  The Plan failed primarily as a result of the stickiness of American political institutions, the political system and the organization of power in a federated system. There was dramatic opposition to the plan from Republicans, from the medical profession, from employers, and from insurance companies.  The indirect result of the Health Security Plan was the creation of the state Children’s Health Insurance Plan (CHIP) created in 1997.
Analysis of the findings

All presidents leading the country during the five critical junctures were Democrats.  See Table 7.  The critical junctures were triggered by large events such as WWI, the Great Depression WWII, large victory for the Democrats in Congress and rapid increase of uninsured coupled with an increase in % of GDP on health care expenditures. 

Interest in health insurance was stirred by the 1901, 1907 and 1913 depressions.  The underlying causes in the 1910’s were industrialization, urbanization and technological advances.  Other influence came from the British and German health insurance systems and the Workers’ Compensation Acts, which was the first broad social insurance program in the U.S. and covered economic loss related to employment.  The Standard Bill investigated state level insurance similar to the Workers’ Compensation Acts.  The 1916 Model Bill by the AALL supported compulsory health insurance.  The Bill failed due to opposition from labor leaders, employers, commercial insurance companies and state medical societies; WWI and fragmentation of the federal government.  The AMA supported compulsory health insurance in 1917.  By 1920 the AMA became the main opponent to national health care for almost the rest of the century.  The result of the first critical juncture in U.S. health insurance was that the opposition groups became more united and defined.  Employers, insurers and doctors advocated that good health insurance should be voluntary and non-governmental. Especially in the years between 1921 and 1932 voluntary health insurance was strengthened, setting the trend for the rest of the century.  Blue Cross and Blue Shield were established in 1929.


The Great Depression caused the reemergence of the prominent place of health care on the agenda.  Discussion moved from the state to a federal level.  Roosevelt did not include health insurance on the Social Security Acts of 1935 because he feared the AMA.  Other reasons were that it was too early to put health insurance on, the population was uninformed, unorganized and apathetic to government reform of the medical system and the conservative coalition of southern Democrats and Republicans voted against incorporating health insurance in the Social Security Acts.  Instead the Acts established a national age-old pension system through employer and employee contributions.  This was the initial step in the categorical, incremental approach to national health insurance in the U.S.  


The third critical juncture, Truman’s “National Health Insurance” of 1947 failed though support for national health insurance existed at the time.  Labor unions officially supported national health care but pursued private insurance for their members.  The AMA argued that voluntary health insurance was more comprehensive and better fitted the needs of American society.  The Association used voluntary health insurance to keep the government out of health insurance.  Conservative alternatives emerged in 1949.  Opposition from the AMA, Republicans and private insurers linked social programs with communism and the enemy during the cold war.  The dominant arguement by the opposition during this period was that compulsory national health care was un-American, undemocratic and, as a social program, was a link to communism, the enemy. The result of the third critical juncture was the Eisenhower Forand Bill of 1957, which would include limited hospital insurance for social security recipients. The Bill was defeated in 1959.


The fourth critical juncture following President Johnson’s landslide victory with the Democrats holding a large majority in Congress.  Congress acknowledged that a federal health care program for the elderly was needed.  The compromise took the administration’s King-Anderson bill as Medicare Part A (hospital insurance for the elderly), Byrnes bill as Medicare Part B (supplemental insurance) and the Kerr-Mills bill as Medicaid (for the poor).  The programs had widespread support from groups such as the Blues, the AHA the finally the AMA after initial opposition.  Medicare got more support because everyone benefited from it.  


Americans tend to think in terms of the individual or self-interest when it comes to health insurance and not what is good for society as a whole. The result of the fourth critical juncture was path dependence.  Johnson’s Great Society was linked to Kennedy’s New Frontier and Roosevelt’s New Deal.  The creators of Medicare and Medicaid wanted universal coverage, but had to settle with a partial program because private insurance by this time was firmly planted in the minds of the population as the only viable option for health insurance.  The unique power and autonomy held by physicians in the U.S. was different from other industrial countries and also influenced the partial programs.


The fifth critical juncture, Health Security Plan, arrived in 1993 under Clinton, when the U.S. GDP spent on health care expenditures was up from 9.3% in 1980 to 13.9%.  Private insurance was destructive to those members of society who were not covered by their employment and did not have the means to purchase private insurance. The number of uninsured increased during the same years.  Many of the key players including the Blues, the AMA, the AHA and the National Chamber of Congress wanted reform. The Plan that emerged was essentially managed competition where cost control remained in the private sector. This differed from other industrialized nations where the government holds cost control authority.  The Plan died at the legislative stage because the Democrats held a minimal mandate in Congress.  Clinton was a New Democrat and held little bargaining power in Congress.  Americans also didn’t know how much they paid to start with and the opposition was organized, while support was unorganized.  The Plan was too complex and unfamiliar.  By 1993, Americans not only preferred the private insurance system but depended on it even though other systems would be more beneficial.  The framework for categorical patterns was already well established and weakened the case for universal protection.
Discussion of Implications

Tracing the evolution of national health insurance during the twentieth century in the U.S.  I found that path dependence around employment based insurance started as early as the 1920s.  After the first critical juncture, the AALL’s 1916 Model Bill, voluntary insurance advanced by labor unions emerged as the best alternative to national compulsory health insurance.  In 1935 the timing and leadership was not right to include health insurance in the Social Security Acts.  The population was not ready for such a major change and Roosevelt was not strong enough to attack the AMA.  Truman fully endorsed national health insurance but the link between social insurance and communism did not allow him to carry out the reform.  Medicare and Medicaid presented a positive step toward national health insurance; however this was an incremental move in the end for it only benefited one category.  Finally Clinton’s Health Security Plan died at the legislative stage not because of strong opposition, though there was some not because of persons or wrong timing, but primarily because the voluntary system had been adopted by Americans as the only system, even though others would perhaps better serve their overall needs.  The ironic part of the last critical juncture is that many people and interest groups still complain about the inadequate health insurance system.

Conclusion
I examined the evolution of health care politics and policy in the United States over the course of the twentieth century.  Using Collier and Collier’s theory of critical juncture and Pierson’s theory of path dependency as a basis of analysis, I found that these five critical junctures of health insurance politics were caused by major events such as WWI, the Great Depression, WWII, a large victory for the Democrats in Congress and rapid increase of uninsured coupled with a 4.6% increase from 1980 to 1993 of GDP spent on health care expenditures. Looking at the twentieth century as a whole, the establishment of a pattern is apparent.  
The early failure of passing compulsory health insurance in 1916 in the United States lay the groundwork for the expansion of a voluntary health insurance system through employment.  The change in position of the powerful AMA from supporting compulsory health insurance to becoming its main opponent, substantially contributed to the fact that compulsory health insurance could not be introduced for the rest of the century. During the New Deal, the seed was planted for categorical, incremental approach to national health insurance, which remains dominant in today’s debates.  Under the Truman administration, the timing for national health insurance was not right.  The opposition drew a link between socialized medicine and Communism, associating the former with the cold war enemy of the US.  The passing of Medicare and Medicaid established a compulsory health insurance for a specific group of the U.S. population.  Medicare and Medicaid were another step along the incremental approach to compulsory health insurance started in 1935.  The primary reason Clinton’s Health Security Plan was not passed was the failure of the Clinton administration to rally the dispersed Democratic Party.  Americans are dependent on private voluntary health insurance.  Though Americans are unsatisfied with the system, society as a whole worries to what alternative system might look like.

Path dependency on the voluntary private insurance system does not mean that the US will never adopt a compulsory national or state level health insurance system.  However, the US will continue along its distinct categorical, incremental path.  An external or maybe internal force, such as a large event or a shock will be needed for the US to resume serious discussion on radical reform of the health insurance system and potentially implement a universal system similar to those of other industrialized countries but unique in character.  A gradual reform could take place by implementing compulsory health insurance state-by-state with federal guidelines dictating minimum benefits and standards.  A federal program needs to also be implemented to enable mobility between the states.  
“Most Support the U.S. Guarantee of Health Care” was on the front page of the New York Times on Friday, March 2nd.  “Nearly 47 million people in the United States, or more than 15 percent of the population, now go without health insurance, up 6.8 million since 2000” Elder (2007). These are shocking numbers.  “A majority of Americans say the federal government should guarantee health insurance to every American, especially children, and are willing to pay higher taxes to do it, according to the latest New York Times/CBS News poll” Elder (2007).  The poll showed that sixty percent, including 62% of independents and 46% of Republicans, were willing to pay more in taxes.  The people generally found the quality of their health care adequate, but were concerned with rising costs. “Health care is at the top of the public’s domestic agenda” (Elder 2007).  The same divisions remain that were dominant during the Clinton administration along party lines, the choice between compulsory or private insurance and thus a consensus is still lacking on what should replace the old health care system.  Most participants agreed that the current “health care system need[s] fundamental change or total reorganization” (Elder 2007).
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Appendix

Table 5 Critical Juncture Overview

	Critical Juncture
	1916 AALL compulsory health insurance
	1935 New Deal Social Security Act
	1947 National Health Insurance
	1965 Medicare & Medicaid
	1993 Health Security Plan

	Cause for
success/failure
	failed: too institutional, weak federal authority
	passed without health care: too early, less about prevention, lack of social pressure, history
	failed: AMA opposition, public fear of "socialized medicine", division within Democrats, privileged position of private insurance
	passed: institutionalization of employment-based health insurance, cover unprotected individuals
	failed: American political institutions, political system and organization of power divided Americans

	Support
	AALL (state level)
	New Dealers (northern Democrats)
	Truman and followers
	Blues, AMA, AHA, Congress
	Clinton and followers

	Opposition
	employers, commercial insurers, medical societies
	"conservative coalition" of southern Democrats and Republicans
	AMA
	 Initially the AMA did not support Medicare and Medicaid
	some Republicans, medical profession, employers, insurance companies, business groups

	Results
	united and defined interests in support and opposition
	concentrated on the old and unemployed, interest group opposition strengthened
	conservative alternatives: Republican Flanders-Ives bill and bipartisan Hill-Aiken bill
	compromise: incremental, categorical process
	State Children’s Health Insurance Plan (CHIP), created in 1997 

	(source: Hacker
	2002)
	
	
	
	


Table 6 Critical Juncture, U.S. President and Parties

	Critical Juncture
	who introduced it?
	What was it?
	U.S. President
	 State/Federal
	Democrat's response
	Republican's Response

	1910's*
	workers, employers and insurers           AALL
	Workers' Compensation                Act (1915)                                      Model Bill (1916)
	Woodrow Wilson (D)
	state but national scope
	 
	 

	1935
	administration took health care off act
	Social Security Act
	Franklin Roosevelt (D)
	federal
	minority then majority; southern Democrats blocked
	northern Reps blocked further social insurance

	1947
	President Truman
	National Health Insurance defeated in Congress
	Harry Truman (D)
	federal
	 
	blocked because "socialized medicine" was linked to communism

	1965
	Wilbur Mills°
	Medicare & Medicaid
	Lyndon B. Johnson (D)
	federal programs
	majority: support 
	 

	1993
	President Clinton
	Health Security Plan
	Clinton (D)
	federal
	 
	 

	
	
	Source:  Giaimo 2005 pp.150
	*row: Kantor 1998
	°Hacker 2002
	
	


Table 7 Political Party Affiliations in Congress and the Presidency, 1913-1995

	Year
	Congress
	H Majority
	H Minority
	S Majority
	S Minority
	President

	1913-1915

1915-1917

1917-1919
	63rd                          64th                        65th 
	D-230         D-291            D-216
	R-127              R-196             R-210
	D-51              D-56           D-53
	R-44               R-40               R-42          
	WW (1913-1921) D

	1933-1935
	73rd 
	D-310
	R-117
	D-60
	R-35
	FDR (1933-1945) D

	1947-1949
	80th
	R-245
	D-188
	R-51
	D-45
	HT (1945-1953) D

	1963-1965
	88th 
	D-258
	R-177
	D-67
	R-33
	LBJ (1963-1969) D

	1993-1995
	103rd 
	D-258
	R-176
	D-57
	R-43
	BC (1993-2001) D


(Source: Barbour 2006) 
List of Acronyms

AALL – American Association for Labor Legislation  

AMA – American Medical Association

AHA – American Hospital Association

CES Committee of Economic Security

CCMC – Committee on the Costs of Medical Care

SSCC - Social Security Charter Committee 

UMW United Mine Workers

USW United Steel Workers

UAW United Automobile Workers

HIAA – Health Insurance Association of America

AFL – American Federation of Labor

CIO – Congress of Industrial Organizations
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