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.(ii) 
\ 

(1' The purpose of the Clean ~ir Act is "to protect .and enhance the quality of f:9 
the Nation's air resources •••• " To achieve this purpose, the Environmental 
Protection Aqency (EPA) is required to establish air-quality standards, and 

p each state must develop a plan tc achieve and maintain these standards. The ~ 
courts subsequently determined tt.at the intent underlying the Act included 
preventing the air (where it is currently cleaner than standards) from 

((! deterioratinq "siqnificantly. 11 Tte issue is whether EPA's regulations are in~ 
keeping with the intent cf Conqress and provide adequate protection of the 
qeneral welfare, including crcp IICduction and other econcmic activities. 

BACKGROUND ANt FCIICY ANALYSI~ 

The Environmental Protection Agency (EPA) has promulgated national primary 
and secondary a~bient air-quality standards as prescribed by the Clean Air e Act of 1970 (f.L. 91-604). The i:::rimary standards W8re set at a level· that 'f> 
protects the public health; seccr.dary standards were set at a level that 
protects the general w~lfare frcm any known or anticipated adverse effects. 

!f! Implementation plans to attain and maintain these standards have been fl> 
submitted by all tJ::e states. 

~ ·The Sierra Club and other groups questioned SPA's interpretation of the f> 
lanquage of the Clean Air Act, an~ contended that the implementation plans 
did not fulfill the reguiremants fer preventing significant 4eterioration as 

(if> identified in Secticn 101 (b) cf the Act. ,e 

Section 1.01 (b) states that c:t:e tasic purpose is "tc protect and enhance 
~the qu~lity of the Nations•s air resources so as to prcmote the public health,• 

and welfare and the prcd·uctive cat:acity of its population~" The Senate 
report accompanyinq the bill (which became the Clean Air Act of 1970) 

~ supports the view cf the Sierra Club. ~ 

The courts affirmed the view of th~ Sierra Club ana ordered the 
~ Administratcr cf EPA to review all implementation plans and disapprove any~ 

plan that failEd to pLevent ~iqnificant deterioration effectively. In 
addition, he was ordered to prcmul~ate regulaticns to prevent significant 

~ deterioraticn cf air qualitya ,o 

Requlations prcmulqated by EPA· on Dec~ 5, 1974, call for establishment of 
~ "classes" of varyinq increreental increases in total suspended particulates ,• 

(TSP) and sulfur dioxide. Class I applies to areas in which almost no ~hange 
in air quality levels would be allowed. class . II applies to areas where 

~ moderate change would be allowed, but where stringent air ~uality co~str~ints ~ 
would be imposed. Class III ap~li€s to areas where air quality would be 
allow€d to deteric~ate down to naticnal standards. 

~ ~ 
The sierra Club ~tresses that the cu=rent EPA requlaticns are inadequate. 

It contends that the maior deficiencies are: 
~ ~ 

(1) They cover 
dioxide, inEtead of the six 

1~ standards. 

only twc pollutants, particulates and sulfur 
pcllttants covered by primary and secondary 

~ 
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(2) In defininq the area classification, Class III areas would be 
allcwed to d€teriorate tc levelE cf the secondary standards. In the wor~t 

~ easer the Sierra Club claims that ~11 States could request that clean air 0 
areas be rEclassified tc Class III, thereby rendering a no-significant 
dete~ioration meaningless. 

9 
(3) The list of pollaticn sources covered by the regulations is 

incomplete 2nd the exempticn of scme sources from the reguirement of best 
~available control technolcqy does net fit the purpose of the regulation. 0 

~ Industry vie~s the regulaticns as a "no-growth policy" that will 
the d.eveloproent of the vast energy r:esources of , the nation. They 
that: 

preclude e 
contend 

(1) Primary and seconda~y air quality standards and new source 
performance standards ~ill protect public health and welfare. 

~ . 
(2) The no-significant deterioration regulation would enlarge the 

Federal regulatory powers at the expense of a State to determine its own plan 
~ for development a5 well as econcroic and social progress. e 

(3) Under this policy tne States would lose their ability to 
~ resolve their own destinies. 0 

These arqurrents are in conflict with those of the 16 States which maintain 
~ that concentraticns of air pcllutants at or near secondary standards would b 

produce such €ffects as tc sericusly threatenr if not destroy, their current 
economic baseo (Amici curiae Erief in support of Respondents: Alabama, ~ 

~Connecticut, Florida, Kansasr Lcuisiana, Maine, Massachusetts, New Mexico, ~ 
New York. North carclina. Ohio, Oregon, Pennsylvania, South Dakota. Texas, 
and Vermont; Supreme Court of the United States.!' RuckeJ,.§ha~ v ... Sigk:ra Cl,YQ 

~ 1!~2-.§04 .. } ~ 

Although industry contends that prima~v and secondary standards ·are 
~ adequate to prctect health and welfarer the Sierra Club stresses that the'<" 

reasons for preventing significant deterioration of air quality are "most 
compelling." It calls attenticn tc the impact of allowing detericration down 

~ to secondary standards by stressing that unless air quality is maintained, ~ 
cherished ~laces like the Grand Canyon, the Rockiesr the Smokies, and the -
Everqlad~s could eventually have air quality eguivalent tc vhat exists now in 

~ downtown Beston., Akronr Detroit. or Pittsburgh. Visibility would be reduced~ 
from 80 or 100 miles to 12 miles er less. 

• cubia Clayton, Chief of the Air Quality Division, New Mexico Environmen~al ~ 
Improvem~nt Association, tells a similar si:ory. When d-escribing the , impact · · 
of the Four Cctners Power Plantr te stated that visibility of 80 miles had 

~ been accepted in New Mexico until cne day when Shiprock, a Navajo Shrine, a. 
could not be seen 20 miles upward from the plume. At that time, the fragile · 
and transitorv nature of the environment was recognized. No-significant 

~ deterioriation is important not c~lv to insure preservation of a precious~ 
envircn~ental heritaqe. but to provide a tool to promote full economic 
development in a rational way, acccrding to Clayton. 

The concern about visibility is not isolated from other issues. The same~ 
pollutants that reduce visibility can have significant impact on crop 

~production. A study by the Naticnal Academy of Sciences suggests that a e 
doubling of present pollution levels on the east coast could, under otherwiEe 
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favorable conditicns, ~reduce a 25 to 1003 loss of many agronomic and 
horticultural crops and cause severe injury ~o many natural species. Tr.e 

~ 

@> Administratcr cf the Departm€nt of Aqriculture's Agricultural Resea~ch ~ 
service has testified re~eatedly ttat air pollutants are responsible for 
reductions in yield and quality cf .crops. Yield reductions in some locations 

~ ranqe from 25 tc 753. Q 

Maier policy guestiens evclving from this .controversy include 
~ f ollcwinq: 

the 

(1) Shculd an explicit definition of "significant deterioration" 
~ be included in the Act to express tte intent of Congress? ~ 

(2) In view of the streng implications of preventing significant 
~ detericration on some land use decisions, should Congress grant greater 0 

flexibility to EPA,.States, or lccal jurisdictions to d~termine their "clean 
air areas"? If so, should flexibility be in the form of EPA power to grant 

~ variances er Ehculd it b~ in the foi:m of State and local control over 11 their ~ 
own destiny"? 

~ (3) Shculd a no-siqnif icant deterioration pclicy be enlarged to ~ 
enccmpass mobilE Ecurces of pclluticn? 

.(4) Should the policy include all pollutants regulated under the~ 
Act? 

(5) In view cf the de~endence on a clean environment of 
economic activitie~ such as agriculture and tourism. should the ambient 
be allowed to d€teriorate? 

some ® 
air 

e $ 

(6) Should there be an evaluation of i:;lanned activities, including 
a benefit~cost analysis of all im~acts such as air quality? If so, should 

(!1> local or naticnal tenefit be the decisive factor? e 

A most comprehensive ccnqressicnal ov~rview of the 
p underway. The twc clean bills ~ubmitted for floor action 

the Senate are: 

Clean Air Act is 
in the House and e 

({!! H.R. 104~8 (Iicqers et al.) O 
Clean Air Act Amendments. Section 108 is directed at several purposes: 

(1) to protect health from harmful exposures occurrin~ at levels below the 
~ a~bient standards; (2) tc Frotect national parks and other areas of special~ 

natural, recrea"ticnal. scenic1 er historic value; (3) to i;revent competition 
for industrv amcng states to be waged by allowing significant deterioriation 

~ of air quality; (4) to prevent interstate air pollution which significantly 0 
deqrades air quality; and (5) to assure careful evaluation of all 
consequences ana c~portunity f~r full public participation prior to a State's 

t{! decision allowinq aeterioration in existing clean air areasQ It retains the@ 
three area classification sys~ems existinq in the current regulations. Class 
I is mandatory for national parks and national wilderness areas exceeding 

~ 25,000 acres. S@aller arEas exceeding 10,000 acres would be Discretionary~ 
Class I. Tte Disc~etionary areas could be reclassified tc Class II at the 
discretion of the Stat~. Any r€classification of Federal land is subject to 

~ State and lccal ap~roval and reclassification must not interfere with the f 
classification cf ether areas. 
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The fcllcwing limitations ~ould apply:· 

Class I 
--2~ of lowest.national standard 
(all pcllutants except ~articulate) 
--103 cf lowest naticnal standard 
(all pcllutants) 

Class II 
--253 of lowest naticnal standard 
(a 11 pc 11 utant s) 

Class Ill 
--503 cf lowest national s~anuard 

Allowable Pollution Ceili~g_§ 

Classes I, II, and III 
--90% cf primary air quality 
stanaard (all pcllutar:ts), or the 
levels permitt€d under ~econdary 
standards, whichever is lower. 

Only new and modified sou~ces emitting 100 tons of pollutants annually 
would te required to obtain precon~truction permits. 

H.R. 10498 was reported to the House from the Committee on 
and Foreiqn ccmmerce, ~ith an aa€ndment, on May 15, 1976 (H-Rept. 

~ Floor debate started Aug. 4, 197E. 

s. 3219 (11us'kie) 

Interstate 
94-1175). 

(1) 

tb 

~ 

b Amends tte ClEan Air Act to establish procedures for the prevention of ~ 
siqni ficant deteJ:iora ti on of ai-.r: quality by regulating tbe construction and 
location of n-ew emission .scurces. New subsec. 110 (g) places primary 

Q) authority vith the States to regulate new major emitting facilities; reguires ~ 
use of best available technologj tc minimize emissions, a margin of safety to 
protect ambient air quality standar1s, two instead of three land 

~classifications to prot€ct areas cleaner than present primary or secondary~ 
standards. and elimination of "buffer zones" around areas subject to 
classification. Requires Federal Government to tack State decisicns and to 

@> PIOtect air quality values of certain Federal lands. Specifies that thee 
national standard to prevent significant deterioration is a single set of 
increments applicable to all ncndeterioration areas, taken from EPA 

@ requlations covering the agency's so-called Class II areas. ~ 

The allowatle increments in pcllutant concentration foE Class II areas (in 
@ micrograms ~er cutic centimeter) ate as follows: ~ 

Follutant 
(in mictograms per cubic meter) 

Particulate Matter 
Annual geometric mean •••••••••• 10 



CRS- 5 

24-hour maximum •••••••• o•••••••30 

Sulfur Dioxide 
Annual arithmetic mean ••••••••• 15 
24-hour rriaximurn.oo••••••••••••100 
3-bour maximumo•o••·~··•••••••700 
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However, if a Federal Land Manager files notice alleging that emissions 
~ from ~reposed major emittinq facilities may cause or contribute to change in Q 

air quality, and h€ demonstrates tc the satisfaction of the State that such 
emissions would adversely impact on air-quality-related values of such lands, 

~ smaller increnents will apply. ,.. 

:~ 

Allcwable increm€nts in Class I areas are as follows: 

Polluj;ant 
(in micrograms per cubic meter) 

Particulate Matter 
Annual geometric mean ••••••••••• 5 
24-hcur maximum •••••••••••••••• 10 

sulfur Dicxide 
Annual arithreetic mean •••••••• ~.2 
24-hcur maximurn ••• v•••••••••••••S 
3-hcur maximum ••••••••••••••••• 25 

Other pollutants subject to regulation and 
1~ to an EPA study. An EPA report to the 

recommend increments fer ni~Iogen oxides 
stationary source emissicns in Class I and 

not covered abqve would be subject 
Congress within cne year will~ 
and hydrocarbons applicable to 

Class II areas. 

s. 3219 ~as reported to the Sgnate (S. Bept •. 94-717) on Mar. 29, 1976. 
Dur in q floor a e l:a -te, the Senate a dcpted an amend!Ilen t (No. 179 8) by Sen. 

~ Randolph to have the National ccmrrission on Air Quality condu~t a two-year e 
study of nondegradation i:;clicy. Amendment (No. 2101) by Sen. Allen enacting. 
but suspending the effect cf, ncrdegradation ~revisions cf s. 3219. leaving 

• EPA r~gulations in ~lace fer one year following completion the commission • 
study, was defeated. Also defea~ed was an amend~ent (Ne. 290) by Sen. Moss 
which called for deletion cf the till's nondegradation language pending a 

('~one-year study cf the issue. a~ liias an amendment (No. 291) by Sen. William Q 

Scott which wculd have deleted all nondegradation regulaticns during the 
one-year study period. Also rejected was an amendment (No. 1610) by Seno 

\~ Garv Hart that would have mcdified the definition of nondegradation ~ 
"iccrements" tc include emissions from all sourcesF but only major polluters, 
and an amendment (No. 1644) by Sen. Hatfield to classify as mandatory Class I 

~national monumEnts in excess cf 10,000 acres and managed by the National Park~ 
Service. The Senate approved an amendment (No. 301) by Sen. Ted Stevens 
which requires Ccr;qr-ess to designate new national parks or wilderness areas 

f~ €ither Class I or II, and an amerdment (No. 2089) by Sen. Bumpers which• 
increases from 5,000 to 6,000 acres the minimum size of national parks 
required to be designated Class I. Finally, an amendment (No. 2115) by Sen. 

~ William Scott to kill the nondegradation provisions, was also rejected. The (i1J 

Senate passed So 3219 with amendments. on Auq. s. 1976. 

~ While prevention cf significant degradation was being debated in ~ 
Conqress. the u.s. Court of Ap~eals fer the District of Columbia on Aug. 4, , 

·.~ 
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1976, upheld EFA's cu~rent nondegE~Bation provisions against challenges from 
several States, industry, and environmental groups. The court stated that it 

to found no substantial rea~on to guestion the continued validity of the ~ierr~r0 
~lub Vo Puckelstaus decision pursuant to which EPA's regulations had been 
promulqated, and that it ccnsidered the regulaticns rational and in 

(8 accordance with the law. <~ 

U.S. Congress. House. Committee on InterstatE and Foreign Commerce. 
subcommittee on Public Eealth and Welfare. Air pollution control 
and solid waste recycling. Hearings, 91st congress, 1st and 2d 
session. Parts 1 and 2. Washington, u.s. Govt. Print. Off., 
1969, 1970. 891 P• 

Hearinqs held Dec. 8 and 9, 1969; Mar. 5, 16-20; Apr. 14, 1970. 

<4if, u. s. Congress. House. - ccmmittee on Inte:cstate and Foreign Ccmmerce. 
Sutcommittee on Public Health and Environment. Clean Air Act 
Amendments--1975. Hearinqs, 94th Congress, 1st session, on 
titles V and VI cf H.R. 2€33 and HoR. 2650 (and all other bills 
which am€nd the Clean Air Ac":). Part 1. Washington., U. s .. 
Govt. frint. Off., 1975. 1308 p. 

~ Hearings held Mar •. 13-14, 17-20, 26, 1975. 
"Serial no. 94-25" 

----- Clean Air Act oversight-1973. Hearings, 93d Congress, 
1st session, on a revieu cf the implementation of various 
proviEicns of the Clean Air Act of 1970. Sept. 10-21, 1973. 
Part 1. Washinqton, u.s. Govt. Print. Off., 1973. 1077 p. 

"Serial no. 93-62" 

u.s. ccngress. Senate. CcmGittee on Public Wo:cks. Subcommittee on 
Envircnmental Pclluticn. Clean Air Act oversight. 
Hearings, 93d congress, 2d ~ession. May 13-16. 20-22; and 
June 3~ 1974. Washingtcn, u.s. Govt. P:cint. Off., 1974. 
1522 pp. 

"Serial no. 93-H42 11 

u.s. congress. Senate. Ccrnmittee on Public works. Subcommittee on Air 
and water Pclluticn .. _ I1q::lementation of the Clean Air Act Amendments 
of 1970. Hearinqs, 92d Ccngress., 2d session. Parts 1-3, 1972. 
Washinqton, u.s .. Govt. Print. Off., 1972. 1622 Po 

Hearinqs, held Feb. 16-18, 23-25; Mar. 2, 21, 28; Apr. 10, 11; 
~av 22, 1S72, Washington, D.c. Mar. 25, 1972, Los Angeles,, Calif. 

----- Nondeqraaation policy cf the Clean Air Act. Hearing, 93d 
Congress, 1st session. July 24, 1S73. Washington, U.S. Govt. 
Print. Off., 1972. 417 P• 

u.s. Congress. senate. ccaffiittee on Public Workso Subcommittee 
on Environmental Pclluticn. Implementation of the Clean Air 
Act, 1975.. Hearings, 94tt Congress, 1st session._ Mar. 19,, 
20; Apr. ~1, 23, 1975. ~ashinqton, u.s. Govt. Print. Off., 
1975. 

"Serial no .. 94-H-10" 

, 
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REPORTS AND CCNGFESSICNA1._]0CUMEN1~ 

u.s. Congress. House. ccmmittee on Interstate and Fcreign Commerce. 
Clean Air Act Amendments cf 1976; report to accompany H.R. 10498 
togetber with additicnal, sepa~ate, opposing, and minority 
views. May 15, 1976. Washington, u.s. Govt. Print. Off., 1976. 
507 p. (94th Congress, 2d sessiona House. Report nc. 94-1175) 

~· ----- Clean Air Act Amendments cf 1976; supplemental report to ~ 
accompany H.R. 10498 together with additional views (including 
cost estimate of the ccngressional Budget Office]. May 25, 

@.;, 1976. Washington, u.s. Govt. Print. Off., 1976. 10 p. (94th 
congress, 2d session. Boese. :Report no. 94-1175, Part 2) 

~- ----- Clean Air Act Jl.mendments cf 1976, summary of tl:e bill (H.Ra 10498); ~ 
staff ~epcrt. Washingtcr, UoS• Govt. Print. Off., May 1976. 
25 p. 

@Z: At h 12a ci of tit le: 94 th Conq.i:"ess. 2d session. Com rni ttec: ~· 
print. no. 21. 

u.s. Ccnqress~ senate. ccmmittee on Public Works. Air quali~y and 
and s~ationary source emission control; report by the National 
Academy of Sciences. Washington, u.s. Govt. Print. Off., 
Maret 1575. p. 173-114. 

At h-ead o.f title: 94th Congress, 1st session. Committee 
print. 

"Se:rial r.o. 94-4" 

----- Clean Air Amendments of 1976; .report together with 
mincrity and individual vie~s to accompany s. 3219. Washington, 
u.s. Gcvt. Print. Off., 1C.:7E. ·231 p. (94th congress, 2d 
session. Senate. Re~crt nc. 94-717) 

----- Naticnal Air Quality Standards Act of 1970. Washington, u.s. 
Govt .. Print. Off •• Septemter 1970. 129 p. (91st Congress, 
2d session. Senate" RE .,:crt no. 91-1196) 

N/A 

08/05/76 

08/04/76 

08/01/76 

The Senate passed ~. 3219 with amendments. 

The House began floor debate on H.R. 10498. 

The U.S. Court of Ap~eals of D.C. uph€ld EPA's 
· nondeqradation requlations. 

05/25/76 -- A supplemental Ie~crt containing the cost estimate 

•• 

of the Conqressional Budget Office was filed by the ~ 
ccmmittee on Interstate and Foreign Commerce (H.Rept. 94-1175, , 
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Fart 2). 

H.R. 10498 was Ie~cited to the House by the Committee on 
Interstate and Foreiqn Commerce (H.Rept. 94-1175). 

03/29/76 -- s. 3219 was re~crted ~o the Senate by the Committee on 
Public Works (S.Bept. 94-717). Tte bill contains decisions 
on revisinq the Clean Air Act as agr€~d by the full committee. 

10/31/75 -- ~he Clean Air Act Awendments bill, H.R. 10498, was 
introduced in the Eouse. 

06/12/75 

06/09/75 

12;05/74 

08/27/74 

10/00/73 

EPA amended regulaticns. 

EPA amended regulations. 

EPA published final regulations. 

EPA issued notice of ptoposed regulations for 
preventicn of significant air quality deterioration. 

EPA held public hearings on the four alternative plans in 
Washinqton, D.c., Atlanta, Dallas, Denver, and San Francisco. 

·01 ;16/73 -- EPA published ncti ce of intent tc select one or a combination 
of four alternative plans to prevent significant deterioration 

I .. 
IE> 

of air quality. le 

06/11/73 -- U.S. Supreme court, by an egually divided decision, affirmed 
th~ iudgment of tt:e court of Appeals. 

11/09/72 -- o.s. Court of Appeals f6r the District of Columbia circuit 
affirmed decision cf District courta In response to court 
decrees, EPA disap~roved State plans that fail to prevent 
siqnif icarrt deterioration of air quality. 

05/30/72 -- District Court cf the District 0£ Columbia held that EPA 
must disap~rove these plans not preventing significant 
deterioration of air quality, and establi~h procedures to 
effectiv€ly prevent deterioration. 

l ·o 

~ 05/24/72 -- Sierra Club filed suit in District Court seeking a declaratory~ 
judgement and injunction requiring EPA to disapprove State 
im~lementation ~lans that do not contain procedures for 

b preventinq significant deterioration of air quality. ~ 

02/16/72 -- Natural Besources Defense Council testified. and was critical 
~ of EPA regulations including absence of nondegradation ~ 

concept. 

01/30/72 Each state required to adopt and submit a State implementation ~ 
t=lan to EPA. 

08/14/71 -- EPA published guidelines to assist States in developing. ~ 
adapting, and submitting plans to implemen~ the ambient 
air standards. 

04/27/71 -- EPA promulgated national ambient air standards. , 



.... ,. ' ... CF.S- 9 IB74039 UPDATE-08/19/76 

01/27/71 

12/31/70 

EPA proposed national ambient air standards. 

Clean Air Act, P.L. 91-604, enacted. 

_A DDI,I ION.AL REF EFE NCE SOU .RCES 

~ Amici Curiae Bri€fs prepared for the Supreme Court deliberation on 
Ruckelshaus v. Sierra Club~ 

© Environmental Protection Agency._ Technical Support Document -- EPA 
requlaticns for preventing the significant deterioration of 
air quality. Washington (EPA-450/2-75-001) January 1975. 115 p. 

Envircnmen tal Protection Agency and Federal Energy Administration. A'n 
-analysis of the impact en tbe electric utility industry of 
alternative approaches to significant deterioraticn. v. I and 
II, and supplement. octcr€r 1975. 

EPA reviews clean-air areas at hearinqs~ Electric world. Oct. 1, 1973. 

Farrell, Barbara Bo The nondegradation controversy: How clean will 
our "clean air" be? University of Illinois law forum, v. ·1974, 
~o. 2o 1974: 3i4-340. 

Federal reqister. 38FR18986~ July 16, 1973. 
----- 39FR3100. Aug. 2q, 197~. 
----- 39FR42510. Dec. 5, 1914. 
----- 4CFR24~34.- June 9, 197~a 
----- 40FB25004. June 12. 1~15. 

Get polluted 4 ~ays. Sierra Club Bulletin. no. 58, ~o. 8. September 
1973. 

Kinq. Kathleen. Federal l~nd ~se controls for-clean air. 
Envircnrnental Affairs, v. 3, no. 3. 1974: 507-526. 

Mihaly, Marc Bramer. The ClEan Air Act and the concept of non-
deqraiaticn: Sierra Club v. Ruckelshaus. Ecology law quarterly, 
v. 2, no. 4. Fall 1972: S01-836. 

Moss, Lawrence I. How to frevent significant deterioraticn of air 
quality in any pcrtion of any state. Statement of President 

$ of Sierra Club before the Environmental Protection Agency 
Hearings on Significant teterioration, Washington, o.c. 
Aug .. 27, 1S73. 17 p. 

National Research council, National Academy of Sciences. Genetic 
vulnerability of major CICFS (by] committee on Genetic 
Vulnerability cf Major crc~s. A~ricultural Board, Division of 
Bioloqy and Agriculture. iashington, o.c., 1972. 307 p. 

, 

·~, 
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P The Commu!'.ity Men~al Heal th cen"::ers (CMHC} Act r as amended, prov idea \ID 
~xoiect qrants for the construction, initial staffingr and suprort of special 
services in commu~ity-based m~ntal health c~nter programs~ Authorizing 

~ leqislaticn expired on June 30, 1974r and th~ program was extended through a If' 
series of cont.ir.u5_nq re sol u~ions~ The· 93rd Congress passed legislation tha~ 
would have extended and amended the proqram (H.l<. 1q214), but the bill wa-, 

~ ve"':oed by Presiae:tt Ford~ Simila!' legisl~tion was passed by ~he C)!.tth e 
Conqrgss over a Presid9ntial veto on July 29r 1975, extending the CMHC Act 
throuqh FY 1977. The FY. 1976 budget proposes a gradual elimination of 

P Fecleral suppo:i:-t for Community Me~ital Health Centers--n:o new ce11'ters would be f!i> 
funded; existing ccmreitments wouln te honored for the dtirat~on of the 8-year 
period or.lvo The extent to which the new CMHC legislation can be implemented 

p will a.epend on the appropriation levels app?:ovea for ~Y 1976 and future p 
years. 

]ACKGROUND AND POLICY AN~LYS!S 

P conqress created the community ~e~tal Health Centers (CMECl program inP 
1963. The passage of the Act wa~ prompted by the Report of the Joint 
Commission on Mental Illr,ess and HEalthp which puhlicized the ex~er.t of 

~ mental illness (currently 2n million people i~ the United Statee suffer f~cm$ 
some form of mental c·~: emot~_or.aj illnees) and the -·need f~r c.l~er-na~ive 
tre~tment facilities. In 1965. Congress expa~ded the scope of the original 

~ Act to i11.clude a program of short-term gr.ants tc help meet the costs of~ 
i~itially staffing ccmmunity mental health centers. 

~ The purposes of the CMRC Act · Yere 
proqr~ms of. construction and staffing 
specialized facili~ies involved in the 

~ addic+.iol"'.o 

b~cadened in 1qea to include 
assistance for centers and 
treatm8nt of alcoboli~m and 

1'.ew ~ 
othei: 
drug 

(> 

Maier amendm~nts to the basic le~islaticn we~e made again in 1970. The 
~ max'!. mum Federal Ehe>.re of support for. construcol!>.ion proiectsr 66-2/3~, was fl> 

increased to 90% in'those areas desig~ated as poverty areas. The dura~;.on of 
the staffing o~ant was extended from 51 months to B yearE, beginni~g a~ a 

.~ ma'tcl'.ing rate of 753 fer a 2-year periodr decreasing annually to 603r 453, tJ> 
ana then to 30~ for the last 4 years., Poverty areas were made eligible for 
hiqher levels of s~affing support: ~O~ fer. 2 years, 80~ for the third yea~, 

f9 75% for the nex+. 2 years, and 7081; for the last 3 years., fl> 

The 1970 c.mendmentE ~lso providEd separate funding for men~al health 
• se:!:"vices for childreno Other edditions included: (1l a program of 5-nitiation• 

qran~s f c& t.h e pu:q;ose of assessi~g loca 1 mental health needs r (2) a pr og:tam 
of direct grants for special projects relatir.g to alcoholism ar.a drug 

~ addic-Cio~, ar.a (3) funds for consultatioTJ. serYices pT.ovided in ceT'.'tBrs and'° 
speciali2ed tre<.".tment f~cilities. 'Ir.ese programs were authorized ~hrough 'FY 
1G73o 

Si~ce the FY 197Q budget submissionr tbq AdministratiGn has supported a 
~olicy of allowinq ~he authority for the Community Mental Health centers Act 

.~ to expire and PT.'oviding funds t.o finance existing- commitments ('Che 8-year tP 
staffing grants} onlvo The congr~ssio~al committees with jurisdiction over 

~: 
-
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the CMHC p:r:oqram have disaqreen, and have i::roposed continu?.d funding an.a 
extensions and amendments to the legislation. The major issues involve 
differences over the oriqinal intent of ~he program and ths availability of@ 
alternative sources of f~nding. 

~ Inter.t Qi ±hg £~!£m~ The Depa~tment of Health, Education, and Welfare~ 
(BEW) contends 'that the CMHC progran: was intended to be a demonstration 
program. In the justification for ~he FY 1976 budget, they state that 

~ 11 ••• ·:.he F<:!deral role sl~ould be limited to demonst-rating the feasibility ofo 
service models~" The HE~ press release accompanying the FY 1976 budget 
reports that "This community approach to tTeatment should now be absorbed by 

b the regular health servic~ delivery system ••• " The congressional committeeso 
with iu~isdiction ove~ the C~HC pr.ogtam contend ~hat the legislative history 
of the proqram sup~orts their view •hat the inten~ ~f the program was a 

• nationw!de netw~rk of community mental health centers, supported for an• 
initi~l pe~icd of. tihle. The Senate Committe9 on Labor and Public Welfare 
sums up this view i~ its report on s. f6 h~ stating: "The qoal of a 

~ nationwiae network cf community mEntal }ealth centers--with the PEderalt,!!> 
Government providing thg iuit5.al staffing g~ants--was clearly accepted by th~ -
Executive ard Leqislative Branches cf government in 19€3, in 1965, in 1967, 

(@in 19f.9, and in 1971,." In discussing ~c.he intent of Federal support, theQ 
report\ states: "Permanent J'ederal support-_. '-no.' Peder al sut. pQrt for 
initial •start-up• costs wherever needed in the Uos.--•ye~o 111 

~ . 
11 'c~rn~~i.!~ SO}!!:'ce§ Qf Punuin~ In phasing out Federa. l support for 

CMHC's, HBH cont~nds tha~ qreater reliance will be placed upon alter~a~ive 
6 sources of funding, such as third-party payments and state and local• 

qover~ments. conqressional committees have disagreed, conte~ding tha~ such 
fundinq will not be sufficient, at least until the advent of a comprehenBive 

@ form of national health insurance. Thsy point out that receipts for services~ 
amount~d to only 21.13 of fundE for· CMHC's in 1972, with Medicare 
reimbursements accounting for 1.7~ cf funds, Medicaid accounting for 5.7~, 

~ ar. d commerc:ta l insura nee accounting fo'!:" 7. 73. In ad di "tio!I, State and local@ 
qovernments provided some 40.9~ of the funds in 1972~ it is questionable 
whether they can assume any larger turden at present. An excerpt from the 

9 '!eport of the Senate committee on Labor. and Public ~elf are on s. €6 • 
summarizes the views of those advocating continued support: 

@ L BG ISL A'.IIQ}! 

"The fact of the matter is that there is no viable 
alterna~ive at the preser.+. time to continued Federal 
q~ant support for community mental heal~h centers. 
"The problem is partly a que3~ion of timingo our 
Nation is rnovi~g toward expanded insurance coverages for 
mental health services that will ultimately allow CMHCs 
to become self-sufficien~, The Ccm~itt~e believes it 
would be shortsighte~ ana irresponsible to terminat~ 
Federal support for CMHC~ and ther~ty both jeopardize 
the continued operation cf existing centers and elimina~e 
center expansion, particularly at a time when a program 
of national health insurance is b~inq actively 
considered for enactment in the Congress." 

o P.L. 9U-63 (S. 66/H.R. 4925) 
f!• 

o Similar to H.R. 1421q, 93d cong::ess, whii;b was vetoed by the Preside-r,t. '· 
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Includes sections to amend and extend the CMHC Act through FY77. s •. 66 was 
approved by congrees on July 16, 1975, Yith authoriza~ion levels 

@P, ~ pproxima tel y $500 mill ior.. less than the separate heal th services and !.'. urse $ 
training bill~ passed by Congress in late 1974. The P~esident vetoed s. €6 
on Julv 26, 1975, ob1ectinq to authorization levels in. excess of the *" Administration's reque~ts for these programs and the ca"\.egorical nature of• 
+.he leqi~lation •. The vet.o was overridden in ~.he Sen:it.e on July 26 by a vcte 
of €7 ~o 15; the House overrode the veto 384 to U3 on July 29, 19750 Tbe 

f) Community Men.tal Health Centers Amendments of 1975 were enacted in~o law as.& 
title TIT of PoLo 94-63, 

f!J> o The new CMHC legisla~i~n (1} ptovides a d-:!finit..~_on of a community mental .o 
health center; {2) consolidates all of the previously passed requirements for 
services which a center must provide:· inpatient, outpatient, partial 

.o hosl'.>i tali za'c.ion, eme:t"qencv, consult a.ll:ion and educeo:"cion, services to children, .• 
alcohclics, and drug abusers; (3) adds new pro~isions for services to the 
elderly, halfway-house serTices for those discharged from mental 

~ institutions, ~creeninq services for referrals t.o, a:r.d follow-up services for~ 
those a~.scharged fr~m, state mental institutions; and (4) in addition to the 
~ormer F~d er al grants for con st ruction, qr ants are authorized for pla:nr.ing of 

~ ~enters,,: oi:e!:'atiug costs of centers (replac.ing grants for staffing costs),~ 
financial distress qr~~t~ to centers which have reached the end of their 
Federal qrant without having found alternative sources of supFort, and grants 

~ for consultation and education services to the community. · ~ 

o P.L. 9ll-15'7 (H.R. 10647) 

o Supplemental Appropriations Ac~ for FY76. M3intaining ~heir position on 
tte ?hase-ou~ of the CMHC proqrarr, the Administraiicii did ~ot regues~ 

· ~ supplemental fundit!g fo~ FY76 to implement the provisions of the CMHC t!i 
leqislation. Concrress respm1ded by .Pas-sing Ho Ro 10647 on Dec. 15, 1975, · 
which amcnq other items provides $53.5 million for new CMHC grants in FY76. 1• '!'he bill va·s signed int'.> law as P.L. 9q-157 on Dec. 18., 1975. ~ 

o P. Lo 9U-206 (H. R. 8069) 

o Appropriations ~ct for FY75~ en Jan. 28, 1976, congress passed, over a 
Presidential veto, an aopropria~ion till fo~ the Dep~rtmen~s of Labor and 

,e Healt.h, Edncatio:i and ~elfare, ~hich included $162,207,.000 for the.• 
contiTiuation of exiEting qran+s to Communi~y Mental Health cen~ers. 

0 HoRo 1lt232 (Flood) 

o Apprc~riations for FY77o The Presidentis budget request for Community 
iJ!·.· '.'len"':al Health Ce~.te!."s in FY77 was i.or $130,800,000 to continue existing~ 

centers.. I~ also proposed .. c.ha .. c the Comm1mity Mental Health Cen'ter program be 
consolida~ed, along with 15 Ot}er bEal~h · pragrams, in~O one health block 

~- grant. to the States (see Health Bleck · Gran.t. Consolidation Proposal). No,@ 
legislative ac~ion bas been ta~en on this proposal. 

~ o The House p~s~ed H.R. 14232, an HEW app~opriations bill for FY77 
~ncludes $235.346,000 for Community Mental Health Centers, on June 24, 
1he senate passed an ame~ded bill, i~clud5.ng $230,34€,000 for CMHCs, o~ 

(J!/#- 30, 19760 conference is preso?ntly b::ing held to r1?solve diffei:enceso 
; 

I~ 

$ 
\ ... 

~ha~ & 
i976. 
June 

\0 
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~ u.s. conqress. House. committee on Interstate and Foreig~ Commerce. 
subcommittee on Public H€alth and E~vironrnent. Community Mental 
Health cent~rs oversight.. Ei:!a:ri.ngs, 93d congress, 1st session .. 

t,e Tiash~.ngton, u.s. Gov~. Prin~. Off., 1973. 179 p. 
Hearing~ held May 9 and June 15, 1973 .. 

Health Programs Extension Act of 1973. Hearings, 93d congress, 
1st session, on H.R. 5608 ands. 1116 (a~d all identical bills}. 
Washinq~o:o, u .. s .. Govt,, P!:'in"t.,. Off_, 1973. 601 p~ 

Hea~ings held Mar. 27, 28, and 29, 1973. 

u.s. Conqress. sen~te. cornroitt~e. on Labo~ and Public Welfare. 
Public Health Service Act Extension, 1973. Hearing, 93d Congress, . • 
1st sessicn, on s •. 1136. w ashingto!l, u. s,. Govt.. Print. Off .. , 197 3 .. 
255 p. 

Hearing held M3.r. 22, 1973.. • 

10 REPORTS AND CONGRESSIONAL DOCUMEN~S 
~~~~~~-~~--~~--~---~-----

(fp 

~ 

<e 

u.s. congress. ccnference committ?e. Health services and nu&se 
traininq; conference report ~o accompany s .. 660 ~ashing~on, U.S. 
Govt. Print. Offo, 1975. E4 Po (9Uth congress, 1st session .. 
House. Report !10. 94-348) 

u. s. 

U. So 

Corgress. House., Committee on Appropriations. Departments of 
Labor, end Health, Education, and Welfare, and related agencies 
approp:.5.a"1:ion bill, 1974; report. to accompany H~R. 8877. 
[Washington, Oo s. Govt. Prir~ .. Offo] 19730 89 p. (93d C".>ngress, 
1st session.. Ho11se;, Report no. 93-305). 

Congress.. House~ Co~roittee on Interstate and Foreign Commerce .. 
Health Revenue Sharing and Bealth Services Act of 1975; report 
toge~her with separate, additional, and miro~ity views to 
accompany H.F. 4925. Washington, Do So Govt. Print. Off.,, 
1975. 251 p. (9l.1."e.h co~gress, 1st session. House. Report 
T.:Oo .94-192) 

----- Fealth Revenue Sharing and Eealth Services Act of 1974; report 
toqethe~ with minority and additional views to accompany H.F. 
14214., ( Washingtor., U~So Gcvt.~ P:-in~o Off.,] 197q., 171) P• 
(93d Conqress, 2d session., Bouse. Report 'lo. 93-11€1) 

-----Community mental health centers. Washing~on, u .. s. Govt. Print .. 
Off•• 1973. 40 p. 

At haad of title: 93d Congress, 1st session. Committee print 
no. 2 .. 

Extension of Com~unity Mental Health Centers Act; report to 
accompany H.R. 1€676. f~asl;ing'tan,. U.S. Gov~ .• Print. Off.] 1972. 
11 p. (92d Congress, 2nd se~sion. Hcuse. Report no. 92-1U70} 

u.s. congress. Se~ate •. Committee on Appropri~tionso Departments of 
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Labor and Health, Eaqcation, and Welfar~ and related agencies 
appropriations bill, 1974; report to accompany H.n. 8877. 
[l'Ta~hington, tJ. So Govt. Prir..t.~ Offo] 1973. 137 P• (93d Congress, 
1st session. Senate. Repo::ct no. 93-41U) 

~ U.S. Con.qress. Senate. Commit~ee on Labo!:' and Public 'ffelfare. Heal"':.h (i& 
Facilities, Manpower, and Ccmmunity ~ental He~l~h Ce~ters Act of 
1972; report toqether ~ith individual views to accompany So 37160 

®' [~ashinqton, u.s. Govt. ririr-l:. Off.] 1972. 97 p. (92d Congress, 2d, 9 
session. s~nate. Reper~ nc. 92-1064) 

-
----- Health Se~vices Act of 197U; report to acco~pany s. 3280. 

fWasld.ng~cn, U.S. Govt. Prin~. Off.] 1<?74., 186 P• 
(93d Conqrees, 2d session. Senate. Report no. 93-1137) 

----- Nurse Training and 
Act of 1g1s; re?or~ 
Govt. Print. Off. 1 
senat.e. Report r.o. 

Realth Eevenue Sharing and Health Services 
to accorrpa:t1.y S" -66. [ Wash in gt on,. u. So · 
1975. ~07 p. (94th Congress, 1st session. 
9U-2 9) 

o.s~ conqress~ Senate. Committee o~ Labor and Public Welfare. 
Subcommittee on Health.,\ Community Mental Health Centers Act; 
history of tLn program and cor'!'en't problems and issues• 
Wash inqton, u .. s.. Govto Pr in 't" Off o, 1973" 19 Po 

At head of title: 93d Cong&Ass, 1st session. Commit~ee print. 

OTHEP CONGRESS!CNAL ACTION 
-~-------~--~-~---~-

@ N/A 

$ CRPONOLOGY CF EVE]TS 

N/~. 

Chu, Franklin, and Sharland Trotter. The mental health complex; 
community mental health ce~ters. Washing~onr C9nter for the 

$ study of Fespo'."\~ive Law, 19720 1 .,. (unpagea) 
This study will be publishe~ by Grossman in January 1975 

ur-der the title, The_J1adnee§_£ompl~~ .. 

con~ery, Fobe~t H. The politics of mental health; organizing 
community mental healtth ce~ters in metropolitan a~eas. New 
York, Columbia Oniversitv Press~ 19680 5q5 Po 

Joi~t commission on MRn~al IllneEs and Health. Action fo~ mental 
health; final report, 1961. New Yo:i:-k, Basic Books [ 1961] 338 p. 

Joint Info::::-mation Se~vice of t.he American r>sychiall:!'ic Association and 
the National Association for Mental Health$ The cornrnuni~y mental 
health ce~te:: an interim aFpraisal. Washington, 1969~ 156 p.,· 
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ISSUE DEFINITION 

~ Aqinq is a common bioloqical condition that every person experiences. ® 
1here has been a lack of in-depth research and traininq concerning the aqinq 
process. diseas~s cf old aqe, as well as physical and mental problems that 

® mav occur solely as the result of aginqo Because of the necessity {or more$ 
research into the processes of aqinq. the co~cern of interested legislators 
has been stimulated. 

BACKGROUND-AND POLICY ANALYSIS-
~ ·~ 

The .rate of aqinq population in the United States is growing more rapidly 
than the rate of population as a whcle~ It is es~imated that by the year 

@ 2000. persons 65 years of aqe and over will fall in the range of 11 and 1n3 .~ 
of the populaticn. or approximately 28 rnillicn persons. depending upon the 
birth rate in the United Stat~s over the next three decades. In 1900. the 

~ ~veraqe lifespan for an individual in this· country was 49 years. Today,$ 
b€cause of the central of diseases from infancy to adulthood, it has advanced 
to 71 vears. The ratio cf older women to older men is continuously growing 

~and soon will be much hiqher t_han the present 139 to 100. Because of the.@ 
ir.crease in the number of older ArnEricans, the need for legislation was 
-recoqnized. Mainly. this interest stemmed from the lack of emphasis that had 

~ teen placed upon research as reqard~ the aqinq process as it related to the® 
bicmedical. social, and behavioral asp~cts of aging. 

.• Durinq t!:e 1961 White House Conference on Aqing. the establishment of a~ 
National Institute on Aqinq was reccmmended. Thus. the responsibility of 
aqinq research was qiven to the National Institute of Child Health and Human 

·~Development (NICHD), which was created in 1962. ·.Since 1964. only 113 of the~· 
budqet at NICHD has been alloted to research on aging. 58% has been used for 
child health. and 31% for po~ulaticn research. The 1971 White House 

~Conference on Aqinq aqain urqed the orqanization of a separate institute for~ 
aqinq. because it. was found that thE NICHD program was inadequate •. 

~ Durinq the 92d Conqress, hearings were held by the Subcommittee on Public,~ 
Health and Environment concerning legislation for such an institute. The 
leqislation was passed, but pocket vetoed by ~he President at the close of 

~the 92d Conqress. The President's cbjection was to the "establishment of a•· 
new institute and to a program coniained in the leqislation of qrants to 
community mental health centers for mental health services for the aged." In 

@ the course of the 93d conqress. s. 775 and H. R. 6175 (similar bills to the 0 
previous leqislation) were introduced. Because of the earlier objections. a 
prevision fer a proa~am of mental health service grants for the aged was not 

~ included. s. 775 was approved by the Senate in July. 1973 and passed by the@ 
House. in lieu of H.B. 6175. on May 2, 1974. The President signed it into 
law (Public Law 93-296) on May 3~. 

Under the specifications of the law. the Secretary of Health, Educati0n, 
and welfare was directed to: (1) "conduct scientific studies, through the 

~ Institute. for the purpose of measuring the impact on the biological, & 
medical, and psycholoqical aspects cf aqinq; (2) carry out public information 
and education proqrams to disseminate the findings of the Institute and other 

~ relevant informa-+:ion t.o assist all Americans in understanding the processes@ 
cf aqinq; and (3) prepare a ccmprehEnsive aging research plan within one year 
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after enactment for presentation to Congress and the President, along wi~h a 
statement of the staffinq and funding requirements necessary to implemgnt the 

~ plan." -~ 

The tranfer of aqinq researct activities frcm the NICHD to the 
~Institute on Aqing (NIA) ;has been smoothly accomplished. 

National 
$ 

It has been reported that the primary research continues to gain knowledge 
9 as to whv tte functicnal capacities of various bodily systems decreases with@ 

acre. In the clinical research area, researchers have found that the use of 
the biofeedback technique "operant conditioning" is very useful because the 

~ elderly can be tauqht to slow their heart beat, lower their blood pressure,@ 
and control bowel function. 

8 The NIA is the smallest within the National Institutes of Health. 
proposed a budqet of $26.2 million for FY77. Because the Institute 
proqram definitions have not been made as regards the division 

® funding. Dr. Robert M. Butler, a psychiatrist, has been chosen 
cirector of tre Institute, effectiVE May 1976. 

IEGI SLATICN 

It 
is 
of 
as 

has$ 
new, 

":l:e 
the~ 

@ The 93d Congress enacted s. 775 (in lieu of H.R. 6175) into P.L~ 93-296 on~ 
May 31, 1974. This law proposed the establishment of an I~stitute for 
investiqa ticn of medical, psycholoqica 1, socioloqical aspects of agi!lg , and 

8 ether problems affectinq older persons. It also specified that a National© 
Advisory Council on Aqinq be crqani2ed by the Secretary of He~lth, Education, 
and Welfare. The council makes reccmmendations to the Secretary concerning 

0 i::roarams for the aqed and matters that relate to the Institute. O 

0 94th Conqress ~ 

0 H. R. 1171 (WilEOn of Calif.) 
9 @ 

o Regu~res the Secretary of Heal~h, Education, and Welfa~e to establish in 
the Public Health Service the National Institute of ~ging for the purpose cf 

~ carrving out research, investiqations, experiments, demonstrations, andiij) 
studies rElated to the diseases and the special health problems and 
requirements of the aqed. Referred to the Committee on Interstate and 

@) Foreiqn Ccir.merce. ~ 

(D HEARINGS-

U.S. 
@ 

G 
u.s. 

@ 

Congress. House. committee on Interstate and Foreign Commerce. 
subcommittee on Public Healtt and Environment. National Institute 
of Aqing--1973. Hearinqs, 93d Conqress, 1st session. March 16, 
1973. Washinqton, u.s. Govt. Print. _Off., 1973. 70 p. 

Conqress. Senate. committee on Labor and Public Welfare. 
sutcornmittee on Aqinq. Research on aginq act, 1973. Hea~ings, 
93d Congress, 1st session. March 27r 1973. Washington, u.s. 
Govt. Print. Off., 1973. 6E p. 
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Cranston. Alar.. conqress responds to rEccmmendation of White House 
conference en aqinq--rese~rch on aqinq act of 1973--s. 775. 
Remarks in the Senate. Conqressional record (daily ed,) 
July 11, 1973: S13063-S130E4. 

Eaqleton. Thomas F. s. 775, a bill to amend the Public Health Service 
0 Act to provide for the est a tlishment of a Na ticnal Ins ti ":ute on 

Aqinq. Remarks in the Senate. Congressional record (daily ed.) 
Feb. 6, 1973: S2124-S2125. 

~ ~ 
u.s. Conqress. Committee on Interstate and Foreign Ccmmerce. 

Research on aqi~q act of 19i4; report to accompany H.R. 6175. 
Washinqton, u.s. Govt. Print. Off., 1974. 10 p. 

( 93d Congress, 2d session. House. Report no. 9 3-906) 

CTHER CONGRESSIONAL ACTION 

N/A 

@ CHFONOLOGY OF EVENTS- -

05/00/76 -- Dr. Robe~t M. Butler became the director of the 
Institute on Aqinq. 

01/00/76 

01/00/76 

11/00/75 

The Institute proposed a budqet of $26.2 million for FY77. 

The deadline for subroittinq the research plar. to the 
Secretarv of HEW has been extended from Mar. 1 to May 31. 
1976 because of a lack of funds and personnel. 

Dr. Bobert M. Bµtler, a psychiatrist in the Washingto!"., 
o.c. area, is the director desiqnate of the Institute. 
He is scheduled to begin his directorship in April 1976. 

11/00/75 ---The re~earch plan for the Institute is now in its final ~ 
draft staqes. The written plan is expected to be submitted 
to the DHEW Secretary bv Mar. 1, 1976. 

07/11/75 -- Dr.· Richard Greulich was appointed acting director- of 
the Institute tc serve until a permanent director is 

@ chosen. He is also cne of the candidates being 
ccn~idered for the directorship. 

06/09/75 -- The National Advisory council on Aqinq met to discuss <® 

04/24/75 

the research plan for the institute, and also to consider 
qrant applications. 

The National Advisory council on Aging held its first 
meetinq to discuss tte research plan for the institute. 

08/01/74 -- Hearinqs were held by the Sena+.e Special Committee on Aging 
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to discuss Public Law 93-296. 

06/00/74 -- House approved the transference of $15.5 million from the 
National Institute of child Health and Human Development 
and the Aqinq Administration budget to the National 
Institute on Aqinq. 

05/31/74 -- President siqned s. 775 into Public Law 93-296 for the 
establishment of a National Institute on Aging. 

03/00/73 -- Hearings were held OE s. 775 by the Senate Labor and Public 

02/00/73 

10/00/72 

04/00/7 2 

03/00/72 

Welfare Committee ana the House Interstate and Foreign • 
Commerce Committee. 

s. 775 introduced in the Senate. 

President pocket vetced H.R. 14424, for the establishment 
of a National Institute on Aqinq. 

H.B. 14424 introduced in the House. 

Senate tabor and Public Welfare Committee held hea~inqs on 
s. 887., ·s. 1925, and s. 2934 concerning the orqanizai:ioi: of 
a National Institute cf Gerontology and to promote advanced 
research in aqinq throuqh a comprehensive program fer th9 
study of the process of aqinq in human beings. 

12/00/71 -- White House Ccnference on Aqinq recommended the ''immediate 
establishment of a national institute to support and 
condu~t research and traininq in the biomedical and 
social-behavioral asfects of aqinq." 

02/00/71 s. 887 introduced in the Senate. 

~ ADDITIONAL REFERENCE SOURCES 

Brotman., Herman. B. The fastest qrowing minority: the aging. 
~ American journal of public t.ealthr v. 64, March 1974: 249-252. 

U. s. Department of Heal thr Education .. and welfare. The extramural 
proqram cf research en aging of the National rn·stitute of Child 
Healtb and Human Develct:mentr fiscal year 1973. _ Washington, U.S. 
Govt. Print. Off.,, 1974. 191 p. (DHEW publication no. 
(NIH) 74-235) 

----- The support of health-related research on aginq. Report of the 
Adult Development and Aging Branch, National Institute of Child 
Health and Human Developmentr Bethesdar Md., November 1973. 
81 p. 
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lSSUE_J2EFINITICN 

~ ch il :i nu tr it ic n pro gr a ms ha VE teEn develcp ed under Federal au spices to ·~ 
"safecuard the health and ~ell-being of ~he Nation's childrer- and to 
encouraqE the dcmestic ccnsumpticn cf nutritious agricultural ccm~cdities and 

~~ othe!" foods". Fe o er al cash ::i. :t:d dci:a tEd fcod assista nee a re provided to 1a 
ncnprGf it ~ublic and p~ivate ~chocls and child care instituticns through 
various prcqrams. The Administration in its budget for 1977 praposed 

~ eliminatinq tte c~rient child nutrition programs and suhst!tuting a block t~ 
qrant proqram instead. H.R. 13208 has been :.ntroduced to this effect. Majer 
l3qislation passed in the 1~t sessic~ of the 94th Ccnqress not only extended 

~-:a the terminating p:tcq~ams but EXi:;andEd the continuing pz:ograms a.s well. 1e· 

~ BACKGROUND ANt PCLICY ANA!YSIS 

As early as 1~32, some schccl lunch programs received Federal loans and 
fb aqricultural sur~luses. In 1935., an amendm~nt to the Agricultural Adjustment P 

Act of 1933 provided funds equal tc 3Q3 of gross r-eceipts from cu.:to;ns to act 
~s a farm price sui::port ~rcqram ~itb special emphasis en certain cc~modities. 

<•The Department cf Aqriculture, under this authority (Section 32), ir.itiated a~ 
direct pqrchase and distributicn program which dcnated surplus farm 
commodities tc schccl lunch ~r~qrams in an effort to dispose oi ttese goods. 

i• F=cill 1943 to 1S46, the USDA utilized permanen~ly appropriated Section 32 ,~ 
funds to make cash grants to schcclE to enable theffi to -pu:r:chase ~-~~ ~=cally. 
In 194E, tte sctccl lunch program \as permanently autbcrized in ~t~ N~tio~al 

1.e School Lunch Act (f.L. 79-396). (• 

The child nutrition prcgrams are nationally administ~red by the Food and 
1• Nutritio~ Service cf the-Department of Agriculture in ccoperation with State c• 

Departments of Education; the s~Ecial supplemental focd program for women, 
infants. and small children is administgred through State Departments of 

1Q H€alth. The State, in turr.. is Ie::ponsible for the administration cf the<• 
local programs. Direct Federal adrrinistration is given in ~rivate schools 
where the State educational aqenc~ is prohibited from disbursing funds and in 

1° child ca re inst it ut i ens where nc ST.ate a qency is responsible for 'the i~ 
admicistraticn. rte Feed and Nu~riticn Service has direct responsibility for 
f undinq feedinq prcqrams in all Heaa Sta~t programs. 

;fib , ... 
The school lunch pr oqra m was established in 1946 tv "pro vi de assistance to 

,~ the States in th~ establishm~nt, ~ainten~nce, operation, and expa~sion of 1' 

school lunch i:rcgrams." Since tr.at i:.ime, the Act has been amended to 
incorpcrate otter rroqrams and increase ~he amount of Federal assistance. 

Section 4 (General A~sistance) cf the Act guarantees Federal subsidies of 
at least 10 cents for each type A lunch served. (Type A lunches consist of 

i<ti> qrcui:ir.qs cf feed that have been di:termined to meet tte nutritional needs of('!:!> 
children aq~d 10-12.) A semi-annu~l adjustment in the rate is provided, 
based on ctanqes in the ccst-cf-food-away-from-home series of the Consumer 

1~·Price Index. As cf July 1976., tte rate is 13.0 cents per lunch servedo In~ 
addition tc Secticr. 4 mcr.ey, Special Assistance for free and reduced-price 
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lunches to r.eedv children is quaranteed under the authorization . of section 
11. The~e reimbursements, leqislatively set at a minimum of 45 cents for 

·~free lunches and 10 centf less fo:r reduced-price lunches, have now risen to., 
58.50 cents and 48.50 cents res~ectively--in addition to the 13~0 cents 
currently provided under Secticn 4. These rates are also subject to 

• semi-annu3l adiustment. A child whcse family inccme is under the Secretary's~ 
poverty quideline i~ autcmatically eligible for a free lunch. Presently, 
this level is $5,010 for a family of fou~; this guideline is adjusted 

~ annually. The State has tte discreticn to serve a free lunch to a child~ 
whose family inccme is nc more ~ban 1253 of the level and a reduced-price 
lunch to a c~ild wnose fa~ily ir.ccme is no more than 1953 of the pqverty 

~ quideline. ., 

The Summ8r Food Service Program for Children, originally authorized in 
~ 1968 by P.l. S0-302 as t:a.I:t of tl:e Special Food Service Program for Children,·~ 

has be~n expanded by P.L. 94-105. ~his program provides food service to 
children whc participate in a ncnresidential ~ublic or private, nonprofit 

(GJ institution, or residential public c= private nonprofit summer camp which~ 
develops special summer ~rcgrams tc provide food service similar to the 
school lunch and schocl breakfast prcgrams. The children must be from areas 

~in which at least 33-1/3~ of the children are eligjple for _ free or~ 
ieduced-price meal under ~he NaticLa1 School Lunch Act. \ 
! 

~ ' The Child Care Food Program newly created by P.L. 94-105 was also~ 
oriqinallv part of the S~ecial Feed Service Program fer Children. This 
proqram prcvides .meals f cr children in institutions which are nonresidential 

~public or private nonprofit c:rqanizations such as day care centers, 0 
settlement houses, recreation C€nters, family day care programs, Head Start 
centers, Hc~estart prcqrams. and institutions providin~ <lay care services for 

• handicappEd children. Beimbursernent ratas and commodity donaticn =ates are• 
the same. as those in tlle schacl lunch and breakfast programs, with 
ieimbursement for supplements being 16.0 cents for a free supplement, 10.75 

~cants for a reduced-price sup~lement in addition to the general assistance of e 
5.25 cents. · 

~ The Special Supplemental Feeding Program for Women, Infants, and Children~ 
(WIC), authorized in 1972, ~xcvides nutriticus supplemental food for 
nutritionally deficient and lc~-inccme pregnant and lactating wcmen, and to 

• infants and children up tc 5 years cf age. Cash grants are given to State ~ 
heal~t departrr2nt£ er ccmparable agencies in order to purchase the nec8ssary 
food or prcvide vouchers for this feed for eligible participa~~s. 

?ederallv purctased suiplus and price-support commodities and certain 
other focds are dcnated tc schccls participating in the child nutrition 

• program. Fresently, the minimum lev~l for fedGrally dcnated commodities or ~ 
11 cash in lieu cf c·:mmcdities" i~ 11. 75 cents per meal. This level is updated 
annually according to feed price changes. The Department of Agriculture is 

~ mandated to qrant "cash in lieu cf commodities" to States during any fiscal p 
year that tte DeFartment has not been able to provide at least 903 of tte 
ccmmoditv assistance it tad prcrrised to the scbcols. 

Funds are available for nutriticnal surveys, evaluation, and training 
services tc su~~lemsnt the nutritio~al benefits of the child nutriticn 

!@ proqrams. Up to 1~ of all funds available, excluding the Special Milk~ 
PrDqram, may be used for the nutritional training and education of workers, · 
cooperators, and participants of the feeding programs. Necessary surveys and 

@ studies of requirements fer feeding programs may also be made. e 



CRS- 3 IE75045 UPDATE-07/22/76 

~; 

Child Nutriticn Act,_As Arre~£§.Q 

The Child Nut:i:ii:ion Act of 1966 (P. L. 89-642) prcvided fo.r increased 
Federal assistarce for the strengthening and expaasion of feed service 

? proqr::arns fer children~ T!:e SpBcial Milk Program .. first established i!! 1954 ,o 
and made permanent in 1970, wa5 desiqned to i~crease the consumption of fluid 
milk by children. !he ~rcqram ie avail~ble to all nonprcfit public and 

(.1J> private sctools anc child care inEtitutions requesting it. Participating ,G 

institutior,s r~ceive n minim11ru sutsidy of 5 ce:uts per half-pint of milk 
served. Ttis rate is subject tc an annual adjustment to reflect increased 

·.~ cos".:s. It is now E.O cents. In aodition, children who qualify for free .o 
lunches are alsc ~1iqible fer free wilko 

r The Act also authorized the School B~eakf ast Program ~hich provides ,• 
reimbursements £0r the costs cf processing, distributing, transporting, 
·sortinq, and handling such qoods. Federal subsidies are based c~ guaranteed 

ff "performance f unding 1i of at le as't 8 cents· for each break fa st served, · and .. • 
additional guaran~ees of at least 20 cents for €ach free breakf~st and 15 
cents for each reduced-p~ice breakfast served. These rates are updated 

fl# Semi-annually and are new 10.5 cents for each breakfast served, plus either P 
26.00 cents fer eact free breakfast or 19.5 cents for each reduced-price 
bzeakfast served. Eligibility fer reduced-pri-.Ce and free breakfasts is th~ 

.o same as in the lunch proqram. ~ 

The ncnfcod CeguiFrnent) asEistance program was formulated to ~ake funds 
~ available tc S~ates in crder to enable schools in low-incc~e a:e~s ~o ~ 

purchase food service equi~ment, ether than land or buildings. Through FY 
1977, 33-1/33 cf tte appropriated funds are reserved for those schools haying 

~ no food service or these schccls without the facilites to prepare or receive 1° 
hot meals. 

~ Funds are alsc available fer State Administrative Expenses for child 18 

feedinq ~xcqrams. This ncney may be used by the State agency for the 
supervision and provision cf t2chnical assistance to the lccal school 

1~ districts and service instifciticns in the ~anagement of their food service • 
proqrams. 

€> 
'· 

In the last decade, Federal expenditures for the schc~l lunch program have 9 

increasEd fr0m less ttan $75 millicn to over !2o0 billion for cash ~nd 
commodities. Almost !900 ~illicD is now being spent fer programs such as the _ 

~School Breakfast. Nc~schocl Focd, WIC, and Special Milk, which did not exist,• 
then. 
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- 1975 

Authori tv) 
~ Prggram lt:veljQ.Qliga tion..§1. 

@1 

School lunch(Sec. 4) 
Sctocl luncl': (Sec. 11) 
School Ereakfast 
Child Care Food Freq. 
Summer Food Froq. 
Nonfood Assistance Prcg. 
commodities to States 
Cash-in-lieu cf ccrrroodities 
Special Milk P~og. 
State Administrative Ex~enses 
Nutrition Training ~nd Suxv~ys 
Federal Operating Expenses 

.TOTAl 

Special Sup~l~mental Feedinq 
Prcqram for ~cm€r., Infants, 
and Children (W IC) 

(Actual) 

$ 466.9 
818.4 
83.0 
47.2 
53.6 
28.0 

357.6 
5.1 

124.9 
6.0 

• 9 
____ 8..!.2 
$2,000.5 

$ 92.4 
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1976 
(Estimated) 

(in thousands) 

' 

$ 521.3 
998.4 
116.S 
114.0 
88.0 
20.7 

442.5 
52.5 

144.0 
7.7 
1 .. 0 

11. 7 
$2,518.3 

$ 155-170 

1977 
(Budget 

$ 588.0 
1,165.0 

184.0 
120.0 
132. 0 

28. 0 
586.3 

155. 0 
13.7 

.7 
__ ....:!~.!! 

$ 2,987.1 

$290-310 

~ 

b 

• 
-
0 

~ 

. G> 

~ 

• 
·~ 

~ 

~ 

~ 

~ 

~ 
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P.L. 94-351 (H.R. 14.237) 
Aq~iculture and Related Aqencies ~ppropria'tion Bill, 1977. The hill was 

siqned into law July 12, 1976. 
~ & 
·~:·· 

H.Res. 1129 (t·ihitten) 
Disapproves cf proFcsed budqet deferral 076-105 of $61 million 

9 Special Sup~lemental Feed Proqram (WIC) o Tha House agrEed to H.Bes. 
for the 
112·9 on 9 

Apr. 12, 1976. 

P F.L. 94-105 (H.F.. 4222) e 
Natio~al Ser.eel Lunch Act &na Child N11tritioL Act of 1966, A[er.drnents of 

1975. Mak-Es 'th'2 Schoel Br.:=a.kfast P.rcgr.:i.m pe:rman€r:t. The reduced-price lu~ch 
? prcqrarn is made mandatory in schocls participating in the National School • 

Lunch Proqram, while eligibility fer the prcgram is expanded to 95% above the 
Agriculture Secretary's poverty guideline. Children of unemployed -parents r whose inccme aurinq this feriod of unemployment meets the income eligibility~ 
quidelines shall te immediately eligible for the free and 1 reduced-price lunch 
prcqram. Children's residential institutions are mada eligible fc~ both the 

~ schbol lunch and treakfast programs. The Special Supplemental Fee~ Frogram P 
fo~ Wcme~. Infants, and Children (WIC) is extended for, 3 ye~rs, and the 
eliqitility for th~ program is revised to increase participation. The Summer 

~ Food Service Program For Children (originally the Special Feed Service f 
Program for ctildrer)~ which frcvides meals for needy school children during 
the summer, is extended for 2 years and includes nonprefit summe= ca~ps. A 

~ separate ~ecti~n fer the Child Care Food Program (formerly the yea=-=ound e 
section of the Special Focd Service Program) authorizes meals fer child=en in 
nonresidential institutions prcvidinq.child care; ~he program is extended for 

~ 3 years. This till al~o provides, beginning June 1, 1976, for tte use of fi' 
current data in the issuance cf thE income poverty guidelines for eligibility 
in the child feedi~q proqramse 1he secretary's special purchasing authority 

r for ccmmcdities is extended £or 2 years. States which phased out their~ 
com~oaity distrit~tion facilities ~rior to July 1. 1974, may elect to receive 
cash in lieu cf ccmmodities. This bill also directs the Secretary to include 

,~ ce=eal, shortening, and cil i~ the food donatioas to tte school lunch~ 
program •. The bill becdme l~~ en Get. 7, 1975, after the House and Senate 

.ov8rrcde a Pr.Esidentia1 veto. 
~ ~ 

Po L. 9 4- 2 8 'H • F. 7 13 6) 

Co~tiLued the s~ecial supplerriental focd program for wcmen, 
children through Sept. 30, 15i5. 1he bill was signed intc· law 
1S75. 

P. L. 94-41 (H.J.Res. 499) 

inf an ts, 
on May 

c.nC.. • 
28, 

Continues the Scheel Sreakf ast Program until the Agriculture~• 
appro~riaticns bill is ~assed, !he joint resolution was signed into law cc 
June 2 7, 1 97 5 • 

P. 1. 94-20 (S. 1310) 

,e continued tte S~ecial Food Service Program for Children through Sept. 30, 9 

1975. The bill passea the SenatE Mar. 26. 1575, w~s amended and passed in 

'·· 
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the House Apro 9, 1975; the Senat€ ag:reed to these amendments on Apr. 18, 
1975. The l::ill was siqned intc law c:i1 May 2, 1975. 

S. 894 (HUmE=tr.:y)/H.R. 2C5E ('Talcott.) 
Child Nutrition Acto Provides for the establishment of a universal food 

~ service program of at least one free meal i:;er day for children in schools af!d 0 
in service institutions conductinq programs for the benefit of all childreL. 
Autt0ri22s a voluntary uutriticr: education prog~am for children ~hrough State 

b educatio~al aqetcies tc schools and service i~stitutions. Provides for tr.e '9 
creation of a National Advisory Ccuncil on Child Nutrition Programs. Sa 894 
was introduced en Feb. 28, 1915, a~d was referred to ~he Senate Committee on 

~ ~qriculture and Fcrestry. H.Ro 2058 was introduc~d on Jan. 23, 1975, and ~as~ 
refe==€d to the House Committee er Education and Labor. 

s. 1309 (Case) 

Amends the Child Nutrition. Act cf 1566 to restore to the Secretary of 
6 Aqriculture tte authority to regulate the sale of competitive foods in~ 

participatinq schccls and institu~icns. Directs the Secretary to make cash 
qrants to State educaticn departrrents or comparable agencies for Frograms to 

5 increase the schocl children's kncwledge of the Lutriticnal value of foods~ 
and the relaticLship of nutrition cf human l~alth. The bill was introduced 
on tlar. 24, 1S75, and was referred to the senate committee on Agriculture c..nd 

~ Forestry. & 
s~ 1945 (McGcvern)/H.R. E5E4 (Miller et al.) ,, 

~ Naticnal Nutrition Education .l\ct cf 1975. Zstablishe:s a system of• 
grants for teacher training, {ilot and demonstration projects, and 
development cf ccm~rehensive nutrition education programs for 3 yea=s. The 

6 proqram, ~hich would be administered by the State educational agency through~ 
a Nutrition Education cccrdinatcr, would be advised by a State Advisory 
Council for Nutrition Educaticn. In addition, the bill creates ·within the 

~"Office of Education of the Department of Health, Education, and Welfare, a• 
National Nutriticn Education Fesou~ce Center. The bill was introduced on 
June 16, 1975, and was referred tc the Senate committee on Labor and Public 

~ Welfare. • 

s. 2633 (McI:qan) 

Requires ~tat free lunches be served ~o ell ctildren participating in 
school lunch ~rcgram, and termicates the school breakfast program. The 

i9 was i..nt::oduced en Nev. 6, 1575, and was referred to the Ccmmittee 
Agricultur£ ar.d Forestry. 

s. 2488 (i1crqan) 

the 
bill 
on~ 

Requires tr.at free lunches be served to all children participating in the 
~) schocl lunch i:rcqrarn. Tte bill tias introduced on Oct. 7, 1975, and was~ 

refe~~ed to thE CcmmittEe on Agriculture a~d ForEstry. 

~ s. 2905 (Hart of Mich.)/H.B. 119E7 (O'Hara) • 
ccmmcdity Sup~lernental Feed Frcqram Act of 1976. Adds a ~ew section to 

the Child Nutrition Act of 1966 to carry out the supplemectal feeding 
<a. ~roqrams (not WIC) through additicral funds of up to 20% Of each local e 

prcqram•s budoet tc pay administ~ative and other nonfood costs. Other major 
provisions are the mandate for s~ecifi~ types and quantities of food, 

~ substitutions wtere shortaqes of commodities occur, and the allowance of the~ 
commodity Supplemental Focd Program in the same gaogra~hic area i~ which a 
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food stamp program or ctter feed distributicn program is in operation 
pzovided that recipiente de net ~articipate in two programs. The bill was 

e intrcduced en Jan. 30, 1976 and referred to the Committee on Agriculture and• 
Fores trv o 

~;o s. 3449 (Humphrey et al.) i\i>· 
National Child Nutriticn Infoirnation an~ Educatio~ Act of 1976. 

Authorize3 the Secretary cf Aqricultu~e to f~rmulate antl carry cu~ a program 
~ to provide for nut~itio~~l trai~inq of food service atd educatio~ persounel ~ 

and ~re corduct of nutiiticn Education activities in scn0cls and child ca~t 
institutions eliqitle under ~h~ Naticnal School Lunch and Child Nutrition 

0 ~ctso Gia~ts tc tle States are tc be based on a rate of 50 cents for eact ~ -.::;: .. 
child enrolled in schccls or i~sti~utio~s. The bill ~lso establistes a Fcod 
and Nutritio~ Infcrmatio~ a~d Educatio~ Resources Center within the National 

~ Aqricultural litraryo s. 3449 ~as introduced on Nay 18, 1976, end referred~ 
to the committee c~ Agriculture and Forestry. 

H. R. 12345 (Sisk) 

Bequires ccmpliance ~ith the Euy American Act in the sch6ol l~=ch program. 
,@ Referred to the ccmmittee on Education and Labor. ~ 

H~R. 13208 (MichBl) 

\ 
I 

• Establistes a block grant ircqxam that would consolidate all child ~ 
feedinq programs. Each State wculd be provided Federal funds based upon the 
prcpcI~icn cf children in the state to the country's totar number of needy 

,fi? child=En. The reimbursement rat€ fer FY77 wculd be fifty cents for each ~ 
ne~dy child aGed 0 to 4, a~d ninet~-four cents for each needy ctild aged 5 ~o 
17. ~·.:ltiplieu tv 225 dayso Ccnncdities may be substif1l:.ed for·=. fCr~i:~:i cf 

f!P .. the qrant. not to exceed 40'!;;. Fur:ds ~ill te ~rovided to thE 5t3.-:~s fo= @> 
administrative ex~enses. H.R. 13208 was introduced in the House c~ Apr. 13, 
1976, and was referred tc the Ccmrrittee on Education and labor. 

a:i 

u.s. conqre~s. Haus€. Ccm~it~ea on Educaticn and labor. Subcommittee 
on ElEmentary, Sacondarl. and Vocational Education. Tte National 
School Lunch and C~ild N~tritiJn Act Amendments of 1975. Hearings, 
94th ccnqre.ss, 1st sessicr, on H.B. 2736. Mar. 4 and 1G, 1975. 
Wastirqtcr. U.S. Govt. ~.rir.ta Off., 1975. 192 P• 

Uo s. Cor.qIE::s. SenatE. Ccmruittee on Agriculture c.nd Forestryo 
sutcommittee on Nation~l School Lunch and Child Nutritio~ Act 
AmEndn2nts cf 19750 Hec.rinqs, 94th Congress, 1st sessicn, on 
S. 850. Apro 22 and 24, 1S75. washington, U.So Govto Prir.to 
Off., 1975. 308 i:. 

u.s. Cc~qress. Conf~rence Ccrr~it~ee. Naticnal School Lunch Act and 
Child Nutrition Act of 1~EE A~endments of 1975; conference repo~t 

" 
0 

to accompany H.B. 4222. 35 p. {94th Ccr,qre3s, 1st s8ssicn. tq,· 

Hou~e. RE~crt no. 94-~21) 

----- Naticnal Schoel Lunch Act and Child Nutrition Act of 1966 
Amendments of 1975; ccnfEr€DC€ report to acccmpany H.B. 4222. 
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35 p. (94th ccnqr:ess, 1st session. House. Report nc. 474) 
LBS75-9954 

u.s. Conqress. Conference Ccrn~ittee. National School Lunch Act 
and ctild Nutrition Act of 1966 Amendments of 1975; confere~ce 

(!' report to accompany H. ff, ti 2 22. 3 5 p. (9 4th Congress, 1st 
.ssssicn. Senate. R'2:t:Cr:t nc. 94-347) 

----- Naticnal Schoel lunch Act and Child Nutrition Act of 1966 
Amendments of 1975; ccnfer:ence r2port to accom~any H.B. 4222, 
35 i::. (94th ccnqress, 1st session. Senate. Report r.c. 94-379) 

o.s. ccnqr~se. Beuse. ccrnmittee on Educaticn and labor. National 
sctcol lunch Act and Child Nut~ition Act of 1966 Amendments of 
1975; report together ~ith additional, minority, supplemental 
and iLdividual vie~s. Washington, u.s. Govt. Print. Off., 1975. 
0:2 p. (94th cor.:gress, 1st .session. House. Peport nc. 94-68) 

u.s. congress. ·Senate. Ccrrnittee on Agriculture and Forestry. 
Natior.al School Lunch Act; report to accompany s. 1310. 
fwashinqton, u.s. Govt. Frint. Off.) Mar. 24, 197!:.· 5 F· 

\ (94th ccnqress, 1st sessicn. Senate. Report nc. 94-57) \ 

L ----- S~ecial supplemental feed program for women, infaLts, and 
c:r.ildrer.; report. :to acccmpany s. 1780. (Washington,, u.s. Govt. 
Prir,t. Cff.1 Nay 22, 1975. 4 p. (94th Congress, 1st session. 

(_ senate. Eepoit nc. 9~-1!:E) 

a.s. ccnqress. Senate. ccmmittee on Agriculture and- Forest=!· 
subco~mittee on Aqricultural Pesearch and General Legisl;~ion. 
comprehensive study of tte Child Nutriticn Prcgrams--July 197~. 
Washinqtot, u.s, Govt. Prin-t. Off., Sept. 10, 1574. 87 p. 

At head of title: 93d Ccngress, 2d session. Committee print. 

u.s. congress. Senate. Select Ccmmittee on Nutrition and Human 
Needs. Ser.eel f ccd prcqrarn needs--1975 State Schcol Food Service 
Directcr•e reeponse; a vcrkinq paper. Washington, u.s. Gcvt. 
Print. Cff., April 1975. 213 p. 

At tead of title: 94th Conqress, 1st session. committee print. 

----- WIC ~rcqram survey--1975: a wor~ing pape=. Washington, u.s. 
Govt. Print. Off.. April 1Si5. 291 p. 

P.t t:ead of title: 94th congress, 1st session. committee print. 

u.s. Presiden~, 1975- (FQid}. Ve~o of the National sctcol Lunch Act 
ana Crild Nutriticn Act of 1966 Amendments of 1975. (Washing~on, 
u.s. Gcvt. Frint. Off., 1S75] 20 p. (94th Congress. 1st session. 
Eous-~. Dccurnent no. Sfl-273) 

Messaqe datEd Cct. 3, 1975. 

04/12/76 The House aqreEd tc H.Res. 1129. 

10;07 /75 The PrEsidential veto of H.R. 4222 was overridden in the 
Senate by c. vote cf 79 to 13. '0 
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The Presidential vetc of H.R. 4222 was cverridden in the 
House by a vote cf ~97 to 18. 

H.B. 4222 was vetoed by the President, with a message. 

H.B. 4222 was passed in the Senate by a voice vote. 

H.E. 4222 was pas~ed in the nouse by a vote of 380 to 7. 

H.E. 4222 was r€ccmmitted to the Committee on conference 
by the Senete (rcllcall vote 76-0). 

H.B. 4222 was I€pcrttd out of conference by the House 
a.!ld Senate. 

H.F. 4222 was passed in the Senate by a vote of 81 to a. 

H.J.Res. 499 was signed into law (P.L. 94-41) by the 
·Fr esident. 

' 

~ 

H.B. 7136 was si~neo into law (P.L. 94-28) by the P=esident. fj 

04/29/75 

04 /28/75 

04/24/75 

04/18/75 

04/09/75 

03/26/75 

03/25/75 

03/24/75 

03/17/75 

03/11/75 

) 

s. ·131;) was signed i:tto law (P.L. 94-20) by the P~:sident. 

H.F. 4222 was referred to the Senate. 

H.B. 4222 was passed in the House by a vote of 335 to 59. 

Hearirqs \.lere reld CD S. 850 by tte Sena'te Subcc1r,:;;ittee C" 

Agricultural Research and General Legislation of tt~ 
ccmmittee en Agriculture and Fcrestrj. 

~he Senate aqreed tc House amendments on s. 1310 by a vote 
cf 82 tc o. 

s. 1310 was passed in the House with amendments by a vote 
cf 396 tc 2. 

s. 1310 was p::issEd in the Senate. 

H.B. 4222 was detated in the House and referred back to the 
cc~~ittee en Education and Labor. 

Del:ate was held er H. R. 4222 in the House. 

H.F. 4222 ~as repcrtEd in the House (94-68). 

H.R. 4222 ~as ordered report~d as amended by the Ccmrnittee 
en Education and labor. 

03/10/75 -- Hearinqs were hEla er. H.R. 4222 bv the House Subcommittee on 
Eltmentarv. Secondary, and Vocational Education of 
the Committee en Education and Labor. 

02/03/75 -- Fresident Ford in his FY 1976 budget proposed elimination 
cf current child nttrition programs and the substitution 
cf a block qrant ~rcgram. 
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~ The stroL~ inflationary trend that has characterized the American economy 9 
recently has been reflected more sharply in the acceleration of medic~l care 
prices than in the prices of most other qoods and services. Some decline in 

®>the rates of acceleration of medical care prices ~ccurred darinq the 2-1/2 ® 
vears of the Economic Stabilization (or price control) Program. Since the 
end of that proqram in April 1974. medical care prices have again risen 

~dramatically and at a pace more rapid tnan the prices of most other items in (Ail 
the eco~omv. 

9 Ten vears aqo. Conqress enacted maior health care programs for the aqed 9 
and the poor. A siqnif icant rise in th~ rate of increase in medical care 
prices followed. Maier proposals have been introduced in the 94tb :on~ress 

fl) to establist a proqram of national health insuran=e in which medicil care $ 
prices and financinq are maier issues (see 1873015. Natiocal Health 
Insurance) o 

Historically. charqes for hospital and physician services have always 
increased mere rapidly than prices for consumer ~cods and services in 

@ qenera 1. Dur inq the 19 50 s, medical care prices. :i.s me:i.sureJ. by the ::: on sumer @I 
Price Index (CPI), rose at ~n averaae annual rate of 3.9%--nearly twice the 
2.13 annual rate reported for all consumer prices. During the fi~st half of 

~the 1960s. there was a perceptible decline in the rites of increase for all@ 
consumer prices. All CPI items rose at an averaqe annu~l r~te of 1.33--about 
half the rate recorded for the medical care price index c2;s1). This 

@ lonq-term relationship between the two sets of indices Ci. e., the all-CPI ~ 
index and the medical care index) chanqed du~inq the 1965-1970 period. 
Prices for qoods and services in qeneral rose at an average annuil ·~ate of 

~ 4.23, while medical care prices increased at a 6.1% rate. f!j 

In Auqust 1971, the President ordered a 90-day r~eeze on pri=es. wages. 
tJ salaries. and rents and the creation of a Cost of Livinq Council to ~ 

administer the freeze and to advise on further e=onomic stabilizition 
policieso Three months later, Phase II of the Ec~nomic Stabilizatfon Proqram 

tp· (ESP) beqan. The ESP qoal was to reduce the rate of inflation to about 0 
one~half of the pre-freeze rate. Because of the special problems of 
inflatic~ in the health c!re industrv. a special advisory panel was 

fl! established to assist the Council in the health area. In Decamber 1971. 8 
specific mandatory Phase II rules were promul~ated for tte health care 
industrv, rules which were continued for the industrv when the Phase III. ~r 

~ voluntarv control proqram. beqan in January 1973. Modified controls (Phase @ 
IV) were impbsed on the health industry in June 19730 Price controls over 
the health industry (and certain other seqments of the economy) ended in 

- April 19740 The effects of these controls on medical care prices are shown G 
in the f ollowinq table: 

~ @ 

~ e 

(?]:. ~ 
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CPI. all items 
Medica 1 ca re, 

total 
Medical care 

services 
Hospital service 

charqes 
Physician~' fees 
Dentists' fees 
Druqs and 

prescriptions 

Before ESP 
CFY69-

_£1:l:11.-

5.6 

6.7 

7.6 

N/A 
7.4 
6.4 

1. 2 

~nr. iH~li-l;f:g~~.s.t~s Q.£::..!.D.£t.§.~§~_ .! ~ L 

Durinq ESP After ESP 12 mo. 
CP- uq. 71- (Apr.74- ef!dinq 
_a12k:~Z~l - _J£l':..~LZ§.l- lh£I!.._.:Z_2 

6.4 8.0 10.2 

4. 3 11.3 13.9 

4.9 11.9 14.5 

4. 6 ( 1) 14.0 16.8 
4.0 12.5 14.0 
4. 2 8.8 11. 8 

0.7 7.6 9.2 

(1) Annualized rate of chanqe based on percentage change from 
Jano 1972 rather thar.. Au~. 1971. 

14 mo. 
c:nding 

!I_g_n_g,_2§ 

6.2 

9.2 

9.6 

11 • 7 
11. 3 
6.4 

6. 2 . 

!';;:; 
© 

~· 
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€§>. Proposals for the regulation cf the production and dissemination of toxic~ 
~ubstances are directed toward ~hose toxic substances inadequately controlled 
by existing legislation. A primary emphasis has been placed upon m8asures to 

~protect human· health against unnecessary exposure to toxic metals and@ 
synthetic orqanic chemicals by requiring premarket testing and other 
clearances for safety, although, as with present air and water quality 

~legislation, .measm:es to protect the envircnment are included. Proposed• 
toxic substances:ccntrol leqislation again has been introduced in the 94th 
Congress. M~1or pcints of bcntrcversy include the requirements for and the 

~cost cf premarket screening of toxic substances and the interrelationship of~ 
· the proposed legislaticn to existing laws on toxic substances. 

(/lJ 
, BACKGROUND AND 1?0LI~X_hl!ALYSI_2 

~ In the Forward Plan for Health PY76-80, the Secretary of Health, ~ 
Education, and ~elfare.reported estimates that 80-90% of all cancer is 
environmentally induced. Excluding smoking and other personal factors, the 

~ largest portion of this appears tc be related to exposure to toxic substances{!) 
in tf.e work ~lace. A substantial portion occurs as a result of 
non-occupational exposures. other evidence is accumulating that shows the 

(I> toxic substances being prcduced and disseminated in modern societies produce I@ 
many other adverse effects, including many poorly defined but potentially 
serious, subtle and pervasive effects on various plants and animals in the 

(!fl ecosvstem--often net detected until long after the damage occurs. For this (fr) 
reason, the ccnqress has taken a number of actions over the past decade to 
emphasize the requlaticn cf toxic substances that ar€ having an adverse 

~effect on human health and the etvironment. ~ 

There are a number of laws currently available that provide for the 
~regulation of toxic substances: the Food, Drug, and cosmetic Act; the(9 

Occupational Safety and Health Act; the Consumer Product Safety· Act; the 
Federal Water Pcllution control Act; the Federal Environmental Pesticide 

P Control Act; the Clean Air Act; and the.Atomic Energy Act. These al1 provide~ 
- some authority for contrcl of toxic substances. · 

~ It has been arqued, however, that there still exists a significant need I? 
for additional lEgislaticn that would provide for an assessment of the 
potential toxicity of substances b€fore production and dissemination. This 

~ would prevent the occurrence of adverse health and environmental effects, @ 
instead of trvinq to initiate ccrrective action after adverse effects have 
been detected. The proposed ~cxic substances legislation has emerged as the 

~ mechanism fer ~rovidinq the authority to require premarket screening and (!I 
testing of chemic~! substances to identify potential hazards before 
production and distribution occurs. 

~ ~ 
Although toxic substances legislation was proposed during the 92d and 93d 

Congresses, nc leqislaticn was enacted. Major differences between the bills . 
p introduced in these congresses focused upon the procedures by which prema~ket~ 

testing was required for those substances that Ti1ere identified as requiring · 
testing, and the impact u~on industry of the costs of that testing. Other 

p differences had to do with the inclusion or exclusion of chemicals, produced e 
in very smell amounts, from the previsions of the legislation, the way in 
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1EGISLAIIO_N 

~ s. 3149 (TunnEy et al.) 8 
Requlates ccmmerce and protects human health and the environment by 

requ~ring testing and necessary use restrictions on certain chemical 
~ substances. Beported to the Senate on Mar. 16, 1976, from the Committee on·~ 

Ccmmerce (SoRept. 94-698). Passed the Senate, amend~d, 60 to 13, on Mar. 2~, 
1,976. Referred to the House ccmmittee on Interstate and Foreign Commerce on 

~ Mar. 29. .~ 

H. R •. 14032 (Eckhardt) 
~ Requlates interstate ccmmerce to protect health and the environment from~ 
- hazardous chemical substances. Be1=crted to the House from the Committee on 

r'nterstate and Foreign Ccmmerce en July 14, 1976 (H.Rept. 94-1341).. Passed 
~the House, amended, 319 to 45, on Aug. 23, 1976. Subsequently, this pass.age.~ 

was vacated, and s. 3149 was passed in lieu after being amended to. contain 
the lanquage of the House bill as passed. - Referred to joint conference. 

~[SIMILAR BILLS: S.776 (Tunney et al.), H.R. 7229 (Eckhardt), HoRe 7548$ 
(Brodhead), H.R. 7664 (Mccollister), H.R. 10318 (Eckhardt et al.), R.R. ·11576 
(Eckhardt et al.), H.R. 12336 (Mccollister et al.), H.R. 12440 (Quillen).] 

I~ 

u.s. Congress. Hcuse. Ccmmittee on Interstate and Foreign Commerce. 
Subcommittee en Commerce and Finance. Toxic substances Control 
Act. Hearings, 92d Congress, 2d session, on H .. F. 5276 (and 
identical tills) and H.R~ 1C840 (and identical bills). May 18 

_and 23, 1972. Washington, u.s. Govt. Print. Off., 1972. 199 p. 
"Serial no. 92-73" 

----- Toxic- substances control legislation--1973. Hearings, 93d 
Congress, 1st session, on H.R. 5087, H.R. 5356, and H.R. 1014. 
Mar .. 15 and 16, 1973. Washington, u.s. Govt. Print. Off., 1973~ 
386 P• 

U.S. congress. House. committee on Interstate and Foreign Commerce. 
Subcommittee en Consumer frotection and Financeo Toxic substances 
contrcl legislaticri--1915. Hearings, 94th Congress, 1st session, 
on H.B. 7229, H.R. 7548, an~ H.R. 7664. June 16; and July 9-11, 
197 5. Washington,. u. s. Govt. Print. Off., 197 5. _ 482 p. 

"Serial no. 94-91. 11 

u.s. congress. House. c6mmittee on Scienc~ and Technology. 
Subcommittee on the Envircnment and the Atmosphere. The costs 
and effects of chronic exposure to low-level pollutants in the 
envircnrnent. Heaiings, 94th congress, 1st session. Washington, 
u.s. Govt. Print. Off., 1~75. 1457 p. 

Hearinqs held Nov. 7, 10-14, and 17, 1975. 

U.S. Conqr9ss. Senate. Committee on Commerce. Subcommittee on the 
Environment. Toxic Substances Control Act. Hearings, 94th 
Congress, 1st session, en s. 776. Mar. 3, 5, 10 and Apr. 15, 
1975. Washir.gton, u .. s. Govt., Printo Off., 19750 362 p. 

'·e 
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07/09/75 - 07/11/75 -- House hearings continued on H.R. 7229. 

07/00/75 Fublication of National Academy of Sciences--National 
F.€search Council report. "Decision Making For Regulating 
Chemicals In the Environment." A report prepared by 
the Committee en the Principles of Decision Making for 
Regulating Cherriicals in the Environment. 

06/23/75 -- Ad~inistrator of EPA forwarded support for and suggestions 
for changes in s. 176 to committee on commerce. 

06/16/75 

03/03/75 

House bearings began on H.R. 7229. the Toxic Substances 
control Act. 

Senate hearings t€gan on s. 776. the Toxic Substances 
Control Act. 

04/00/71 -- ccuncil on Environmental Quality publisl:ed a report, 
"Tcxic Substances." recommending toxic substances control 

~ leqislation. 

crewdson. Prudence. Toxic substances controversy continues. 
Conqressicnal quarterly. Jan. 3. 1976: 13-17. 

Environmental mutaqenic hazards. Science, v. 187, no. 4176. Feb. 
14, 1575: 503-514. 

Lcbor testifies on toxic substances bill. Chemical and engineering 
news. Apr. 28, 1975: 17-18. 

Lowrance, William w. Of acceptable risk; science and the determination 
of safety, Les Altos, Calif •• William Kaufmann, Inc., 1976. 

Maqida, Arthur J. 
and testing. 

Toxic substances debate focuses on notification 
National jocrnal. Feb. 14, 1976: 206-207. 

National ·Academy of Sciences, National Academy of Engineering, 
Envircnmental Studies Board; and National Research Council, 
committee en Toxicology. Principles for evaluating chemicals 
in the environment. A report of the committee for working 
conference en principles cf protocols for evaluating chemicals 
in. the environment. NAS-NRC, Washington. 1975. 454 p. 

National Academy of Sciences. National Research council •. Decision 
making for regulating cherricals in the environment.· A report 
prepaxed by the committee on Principles of Decision Making for 
Regulating Chemicals in the Environment. NAS-NRC, Washington, 
.July 1975. 423 p. 

National Institute for Occupational Safety and Health. Suspected 
carcinogens: a subfile of the NIOSH Toxic Substances List. 
Washington, U.S. Govt •. Print. Off., June 1975. 

6 

'o 

~ ~ 
National science Foundationo Science and Technology Policy Office. 
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8 Preliminary estimates fer FY 1975 indicate that national health e 
expenditures in tte United Stat~s amounted to $118.5 billion, or about 8.33 
cf the qrcss naticnal product. Cf this amount, $46.6 billion (or about 393 

¢JP of the total) was expended fer bcEpital care rendered to patients. This is® 
more than twice th-= expei;ditu.res made for any other single category of health 
caz:e outlays. 

~ @ 
Payinq for hos~ital care fiquI€S prominently in each of the major national 

health insurance proposals new under consideration by the Congress. 
@ Expenditures for hcspital care also account for the largest portion of the(!> 

public outlays for health already made each · year under the Medi~a~e and 
Medicaid prcqrams. Rapid escalaticn in the price of hospital care ~ee 

fj) IB75004. Medical Care Prices) is also receiving careful scrutiny by@ 
conqressional ccmnitteeso 

BACKGROUND AND FCLICY ANALYSIS 

Total expenditures for hospital care in the United States have Fisen 
(E) annually at "double-diqi t" rates for nearly an entire decadeo During FY 1965 0 

(the year prior to the commencement of the Medicare program). expenditures 
for hospital care amounted to nearly $13.2 billion. Within 5 years, the 

~annual outlay had almost doubled to $25.9 billion. By FY 1975, annual~ 
expenditures for hospital care r.ad more than tripled to $46.6 billion. 

FY-

1965 
1966 
1967' 
1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 

Expenditures fer Hospital Care 
FY 15€5-1975 

$13.2 
14.2 
16.9 
19."' 
22.4 
25.9 
29.1 
32.7 
36.2 
40.0 
46.6 (est.) 

8.3 
18.8 
14.6 
15. 3· 
15.8 
12.3 
12.4 
10.7 
10.4 
16. 5 

~ Increases in hospital expendittres reflect higher prices paid by hospitals @ 
for sup-plies and :::ervices, wage increases for hospital· personnel, increasing 
expenses associated ~ith new ~echnologies and more extensive care, and 

~ changes in the utilization of ho~t:ital care. fJI. 

([.· 
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j!os.Qital Costs 
~ ~ 

The American Hospital Asscciaticn periodically reports selected data on 
hospital costs. One of the measuxes of change in hospital costs is "expense 

~ per adjusted patient day.'! ·This figure is derived by dividing total hospital f&. 
expenses by "adjusted patient days," that is. the sum cf patient days arid 
patient-day equivalent of outpatient visits. Expense per adjusted patient 

~ day has tripled during the last c~cade. (!) 

1964 
1965 
1966 
1967 
1968 . 
1969 
1970 
1971 
1972 
1973 
1S74 

Expense Per Adjusted Patient Day--Community Hospitals 
1964-1974 

------------

$37.58 
40.56 
43.66 
49.46 
55.80 
64.26 
73.73 
83.43 
94. 87 

102.44 
113.55 

Another measure of hospital cost inflation 
~admission." or cost per case afte:r correcting for 

care. 

is "expense per adjusted 
the costs of outpatient~ 

~ 

1964 
1965 
1966 
1967 
1968 

Expense Fer Adjusted Admission--Community Hospitals 
1964-197[1 

-~----·------

1 9 6 9 - - - -·- --

$285.97 
3 lO. 79 
337.54 
409.04 
471.30 
539.25 
610.10 
675.01 
7 49. 47 
799.03. 
885.69 

1970 
1971 

·1972 
1973 
1974 

j!ospital-Utilization 
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A number of indices are repo~ted as measures of hospital utilization: 
6 admis~ions. patient days. and outfatient visits per 1,000 population; average 6 

length of stay in davs; and occu~ancy rates. 

~ Admissions, patient days, ano outpatient visits per 1,000 population~ 
provides measures cf hospital utilization adjusted for shifts in the size of 
the population. Admissicns and ~atient days per 1,000 population have· 

~ increased ty approximately 133 in the last 10 uears •. Outpatient visits per• 
1,000 population have nearly doubled over the same time period. 

1965 
1967 
1969 
1970 
1971 
1972 
1973 
1974 

Admissions, Patient Days, and outpatient Visits Per 
1,000 Populaticn--Community Hospitals 

19€5-1974 

138. 1 
138.2 
141.9 
145.0 
147,6 
148.7 
152 .. 2 
156 .. 7 

1,.072.5 
1,144.0 
1,.193.2 
1,197.9 
1,18804 
1,173.6 
1,190.9 
1,217.0 

------·-~-------~ 

483.4 
563.3 
606.7 
662.0 
726.7 
787.9 
831 .. 7 
901.0 

(~ 
The average length of stay incr€ased in the years 

enactment of the M€dicare and Medicaid programs, but 
(@ since 1968, 

immediately 
has declined 

~ 
following 

1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 
1974 

Average Length of Stay in Days--Community Hospitals 
1~€5-1974 

7.8 
7.9 
8.3 
804 
8.3 
802 
a.o 
7.9 
7.8 
7.8 

steadily 
~ 

~ The occupancy rate provides a neasure of the average percentage of beds\~ 
- filled throughout the year. The occupancy rat~ incr€ased slightly in the 

1965-1970 timE period but has declined somewhat since that time. 
~ ~ 
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Occupancy Rate--Community Hospitals 
15€5-1974 

1965 
1966 
1967 

. 1968 
1969 
1970 
1971 
1972 
1973 
1974 

ABDITICNAl-REFEEENCE SOUBCES 

76.0 
7€.5 
77.6 
78.2 
78.8 
78.0 
76.7 
75.4 
75.7 
76.6 

American Ho~~ital Association. Hospital statistics, 1975 edition •. 
Chicaqo, 1975. 

u .. s •. Department of Health, Education, and Welfar-e. social Security 
Administration. Medical care expenditures, prices, and costs: 
background book. [U.S. Gcvt. Print. Off.] S~ptember 1975. 

··' 
'.Q 
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...... Mi~h~;i~;i~~J~:~}'.:.:;·;~-·., .. 
. . ._· -:~~:/~~$: .. -~:-!.~:·-~- .' ~'··-· 

FROM:.· ·'"·-· : Elliot. Segal. ~ 

?uBJEt~~;-,,~:;?-~!~ti:h,le ~B~~le~ --for G-~~~~or Carter; Re: Mis-
management· •·· -· 

-~·:· ... _·, ,· _, ' : ;· .. ~~::· ... - :--~~-::;:>. '·.-· .. · 
.: ~--~-~.±-}~:<~0~~[ ... :. ~ .' :-:·~ ... ; :::~~·~·:::··;;/- ·.:.:_ ·_._ .. .. . ·.. ..~ -.... 

. . ~:~];,~~ed}~i;··=~·~)~-~~::_;:.·~.;_. . . . . . - ... -... 
·.·· ..... ·: ... ~ .. ,,:-·· .. ·- .. -~<:{i)' A :short.;-.ge~eral silatement on heal th care cons is tent 
· :-·:,:;.;;t~:/0:/withithe Democratic Platforml our Subcommittee work ,in cost ··. . 

.-:";tA?@/:':\'I.(and;/quali fy.of;,:heal th .. care~- and failures· by _HEW to effectively 

,~;~~~t,~lif ~~~E~t~~i~~~f~;~;t;i~<~~~··.· stud; ~~amp1£~Wmi"~~"•· .. ::···· 
,_ .... ,,;·· . - -:;{ . _·.(a) A heatah:.(actually considered welfare with HEW) 

. c~se;- .namely utilization review under, Medicaid •. The 
example focuses upon'mismanggement and the failure of 
HEW to monitor' cost and quality health care controls. 

·This results in:-at least $800 million being paid out 
without evidence that the proper controls required of 
hospitals, nursing homes, and mental hospitals are.ade-
quate. · - · · 

(b) _A consumer heal th and safety regulation issue. 
The.· case· illustrates a turkey-meat mix-up, demonstrating . 
bad management and. coorcanation with a compounding of .. ·· 
the ·problem _because of a cover~up by FDA of incompetence:.; 
by the Department of Agriculture. · · · 

-- ~ - -.... ~· :_., -

(c&d) · Taw econoriiic regulatory examples. One des crib- · 
ing a study on clean air by the Environmental Protection.,'-:· 
Agency (EPA) which illustrates both not conducting the 
study in a scientific or shhiblarly manner; and secondly;· .. 
furnishing the results to automobile companies in order 
to allow them to make a case against having the appro-

c: <2 
Rf:1~IE':'i ~ 

APPROVAL --~~--------~--~~-
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priate vehicles recalled. (d) The second case refers c ..... :~'·{;•·::-

-~~olh:n I~~~!~!ie e~~::!~~o~o:i~~!o~o~~~i!n~~d P~~~~!:s -.·._:~.-.. -_r,;.:_·;~.i~~ 
.which was_--_ described_.~Cl:S. a "ship without a. captain." ... ,. -,·--··.i=:::.';;''1. 

. -=.:~·:·. -~ .; - :. - : · --- ,_.~:,./~"' · e. • · . ~ ~. ~ .,· • ·- . ~ • • · - :;\~=::~Y%:~k~'K 
- ·. : _-,·:~:\~':-<~::::•;':Je) ·-.An·c_energy·;}!:lCample. wne.re-" '-he· Federal Energy Ad- '/'."'·: .... ¥;~_-!;2~:~ 

; '.:··.ministration- (FEA)::+report on.·the nation's oil and gas --~-~ .. _,~r,~~-l~~-;~ 
>:rc;,sei-ves. was·· total:ly~}fraught .with methodological defi- · ~~·~'~\,:i0<;:: 
··c:iBllcies>·:and administrative:deficiencies. The FEA Re~ .,, -
~port<omi tted. 28J;ffelds·.:amounting to 3. 4 _:brlllion cubic . ' . 

.. feet. of naturla: gas •. ' _ _":.· · 

. '·~ .. 

·~ _, . . . 
. ~.-
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Health Care Statement 

:~".:. :-;_:~>' :;·~·~·?:·;~:::::.~ I. Perspective· of Rising· Costs .- ·- ' 

The overall mismanagement and deficiencies found ·,ii t:'lin ~•- :,·r:~:~~J~;: 
the administration of HEW~ especially the cost and quality .:..:+_;_'.t.~.:;_Li~_fa_~":: 
aspects of the current:health care delivery .system, help .-- ."-'' --,.,-:;-~w--
demonstrate the· need .. f.or~a;..broad new approach as. suggested .. ·,-::'':·::-1;~t~~-;·~ 

'.·by' §lovernor · Carter;;;,:_in.his;:~·call for a cmmprehensive, ·-univer- ,~4\S:;fi'~:;~· 
Sal en~ranch;s~Jllen~ co{~~all. C~ tizens ,·providing heal ~h. care ::>.::~1;t(~:.f 

" . ~ -·· . 

as a right ·and;~notr:2·~;,a· privilege based upon economic status.. · 
"_ ··. - ·. - .'·~_-·.':·~·::;::.·):;_;:;~.:.~f~->:t~~~;:~~~~~~:·~~<~-->~1=·~--~_i.-._·- --:........ . . . ..· - . --~ .. ~~· '·. ·"· -. ~ ... _._·~-.. - . . . 
,:;-With ~-resiiect"rto.-health care costs, for the twelve' . 

. months~ ending JUn.e 1975' Americans spend 118. 5 bil-

•.;',_ •' 

.: lion dollars for health care--U't) 13.9% from the- pre-. 
. vious .- year. · Heal th. expenditures accounted for 8-.. 3t 
. of~~the-:nation' s. gross, national product,_. the highest 
· 1eveV in,his:tory, compared to 5 .. 9% .. ten years ago-~an 

.: increase- of 41% in one decade. ·· · · :. ,:' · ·· 

;. . :~ ~ . 

·~;~.·~~; .. ~~~-~::~~I~:~?'::.·, -~~::~:·;,;,~/,"·"·>~;,.' :'. ?~·.-:·~~ .. _:·~ '-' ,".' ·'.:.' 1 ~ c! •• : : •• • • ·' ' ~ •• -

,:,,~;:·:;.;;The_ Federal-.<Government::-spent·· $33. 8 billion in· fiscal _ 
' · ·year(l9,'.fS~ffor:~ health;;/.· This included expenditures for - __ · · 

··· Medicarii•~f.por:tions'i'of~. Medicaid, operation of VA and _ 
Department,~,o:f:Defe_nse,_Hospi tals and public heal th· · . . -· . . ~-~~~:~-~·:0-r:~~~r~--~t.: ~j- (f · ' · · ·. .· ·· · - - · ·•·· ··_ · < _· ---··-> ·: -. _··· 

. --In ·addition·:;:.·state'~:and local govenunents spent $16.l 
· · billion<:for·;.health .. ·care in fiscal year 1975; primarily· .· 

· for Medicafd, and for public hospitals.' 

In summary}" for :Eis cal year 19 7 5 , 42. 4% of heal th expendi
tures - came from> public funds,· federal payments for Medicare anEl 
Medicaid,alone--both under the jurisdiction of HEW--totaled 
$21.8 billion.~ States paid out an additional $6 billion in 
state Medicaid> payments . 

. ·~~ ...... '· ,~:-;,;:;·:-. . . 

Z. Implicat·i~ns of Poor HEW Management ... ,,, .,_ . 
- :.'·' .. ·. . ....... - .. -~:s.:t;~-:~·::~~:,;: 

The 1972 "amdnements (Public Law 92-603) to the Social Secti~itYi~;: 
Act included several cost and quality control initiatives for_-.:~~i/Ii:i'C, 
the _Medicare and Medicaid programs.· · These amendments required '',:.:.'.i/\;:}~~ 
the· initiation: of cost programs, monitoring of sound administra~:;'Y/{.0;· 

·· tion by the states, diligent .federal management. These amendments:~; 
include quality measures to establish standards that would elimi.:;',:"(: 
nate unnecessary hospital procedures, prevent unnecessary and . ·. ~-) .. 
prolonged nursing home stays and create a network of professional:·':. 
standard review organizations (PSRO's). This network of quality 
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review requires the establishment of national standards and 
careful monitoring by HEW to insure proper implementation. 

No matter what for.n national health insurancellegislation 
takes, there need to be quality standards that are included 
that are included and faithfully executed. The Subcommittee .... 
has examined HEW implementation of these quality provisions to.·. 
date.::and fowid them sadly deficient. For example, we ... focused. 
upon· one quantifiable area, namely,· unnecessary surgery and .:',: 

.·.·found ta•tbaased upon evidence presented by medical researche · 
.and surgeons; that. in 1974 approilima~a:;y 2. 33 million operations.: 
cos ting $ 3. 9Z . billion dollars were unnecessary. Further,. approx
imately 11, 900 Americans died after· these unnecessary procedures •. · 

' .. ,: 

The Subcommittee·pointed out to the Secretary of HEW that 
he has a·r•sponsibility under the Social Security Act.to moni- · 
tor quality control provisions such as hospital review commit
tees.~.-,;,,,Iri fact~ under·-Sectinn-1903 of .the SSA, the Secretary 
is mandated-to,receive.satisfactory evidence that states have 

.·such' quali ty<<pro·granis:.:. for hospitals, nursing homes and mental 
;: hospitals.··· Such:esatisfactory evidence.under the incnetive- pro-

., visions/of thedaw:<result.,in .the expenditure of approximately 
$800\?nillion Federal .. ;dollars- to states. Secretary Mathews-. 

_,, __ ·>\i:·~:· has-.icontinued. to make'~-these:·payments without requiring such 
- - ' satis'fa·ctofy evidence.< ,. . - . > 

' . . .· . . ·. 

3. _Health Care Cost. Strate&!_ 
- ~·, ' ' ' ~ .. 

Currently, legislation exists. that has the potential for 
controlling health care costs. A successful national hallth 
insurance program will have to build upon these measures in 
order to prevent total run away cost and program abuses. 

. . . . 

Two steps.are-- now missing that must be carried out in or
der to affectively control run away health care cost. It is 
likely that a third step in a form of new additional cost con
trol legislation may also be necessary. 

Missing Step One 

Step one is enforce the existing statutes. HEW has been 
particularly remiss in carrying out Medicaid statutes and has 
also been deficient in PSRO and health planning efforts. The 
litany of maladministered programs is legion. For example, < 
the Medicaid child heal th legiilation (EPSDT) is directed to -
diagnosing and subsequentlyttreating children up to age 21. 
In the 7 years of operation> only 3 out of approximately 13 
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million children have even been screes.ad. HEW still cannot 
determine how many children are being treated. · In our study, .. ···· 
we found 40% of children identified as needing treatment did ·· 
not receive it·~ 

·. : < .\jn studying winecessazy surgery, ·we found that HEW was 

' .~ -

· · '·· ~- .. not even able to determine how much money was being spent un- .. 
··:.->:~:·_:,.>""."der Medicaid for furge"ry, ·demonstrating a total leek of public __ : 

responsibility. Under heal th planning laws, ·HEW has chosen to: 
.·. ignore provision·s that· build in greater responsibility for state 
· ::: and local governments. These regulations have made it practi

cally --impassible ,for· local heal th service agencies to be public 
en ti ties. · Public· ·agencies represent .. ~ elected officials, and 
certainly.are more accountable to the public than healthcare 
.provi~ersdominated groups., .. 

. . :-:. -~. ~ ~·~ .. : . ' ' ;"'. . . ... 

. In PSRO' s·,· HEW has for all practical purposes ignored. the 
requirements for' nursing homes and ambulatory set.tings focusing 

· ... only ;on .hospitals. •.. The .current Medicaid scandals are. sxacer-
.. bated because: HEW pays ·noi-attention ·to the out of hospital 

··;_ ... .-.3 ~:~.:~ ... ·-:. · ·: : .. car_e:~~like ~iedi'caid._··mill~,~~.~e;·::.But ·e:ven._~.in hiS~ital .re·ivews ,-.. HEW 
> Y~;:; .. ~'.":!•: . .'.:<ha:S"./failed. to~ coordinate\c'oricurrent .. ' review,. medical care-.evalua

t(;&{;;~.(~·',~-.-:; :>••,':tiolis?•,.arid- ·profile·: analysis ;>t..1lereby-":''creating a system of· dis- . 
~;:::~~?·!~~~;~~'.;·: ';~Joi~ted ·approaches ~.that will not be.· able to be evaluated <ef~ 
:-,··:~(;::~~.::. <. fe:ctively nor will .:the·: impact be able to be translated into ; 

., :·:>~::~ needed;:changes;.in:.the health care delivery system. . 

:;'·.;c:>:;·:~is~ing:·-::.~tep Two "'. ·· •·. _. 
: ·:·: 

. ~: .. 

. · The situation needs a consolidated cost control strategy. 
.·Otherwise, institutional operating cost, aapital cost, and 
the existing fee for service system will continue the escala

. tion. of health cost. 

<.The-publicuutility.approaches encouraged !Jy the health 
planning act for-a six state pilot project must be coordinated 

. with the Social Security Administration prospective reimbUS"se-.. 
· ment · experime11-ts. ·. · · · ·.. .· . ~. _,,. 

, .... 
, . ~ 

'· 

-:~Decreasing. unnecessary admissions to hospitals and nursing 
homes,. shortening the length of the saay and eliminating unneces•: 
sary services are mandated under Medicare and Medicaid and must 
be faithfully executed •. Implementation of the Health Planning
Act calls for approving only needed capital expenditures and . . . . 
controlling the number of unnecessary hospital beds. , · · 

Health maintenaanerorganization (HH~) legillation is also 
designed to effect health costs. By focusing on pre-payment and 
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early screening a.~d prevention there can be restructuring of 
payments toward earlier intervention and less expensive ambu-

:: ... 

latory care •. Pre-paid group practice has often resulted in a .);;-;L>;;1~~ 
30 % savings in patient days- - a powerful cost control tool. , <~.>.ii~:#~~~ 

It appears: clear that an overall cost control strategy· .i .::~-;:.'::'2(!~'-
• ·_needs· to. b~~t:-4evelop~d and:coordinate~. Without coordination·>fo;_;_;;<.':~\~:f~'< 

. heal th. care··.eosts ·.will continue to rise. . . ·. . :;.:.c'"'"H-:~;i~; 

... · MiSsfoS s:;~,,~~~~ · · ''' :{~{!·::I! 
.·. ·~ ·, .. -,F~nally ,_-_ lz1; d;;vel~pi.ng. a universal:~ comprehensive national ·· · 

' heal th·'-.ins_urance: program,> there may need to be: an additional · 0 

. :. legislation) for ·cost .controls.. ·The proposed Talmadge ·Amend•. 
men ts;· the- Scheuer: Fraud.· and Abuse Amendments· for Medicaid,: as 

.. we11:>as:· greater· incentives· for public accountability, as ·well 

... as-'.added responsibility for ·state and local government all 
· seem ·desirable.·> ·· ..... · · ... · · . • · · · 

... . · ~,~'iiJi~~{ goO!l-;il2ailagem~J:;\~~ordinatio~, ac~~untab ility and· ... ··.·. 
' ·faithful:·:.exeeuti'on;<~good:::intentions in the form of comprehen- · 
·sive-·national health-' insurance .will become a hollow dream •. 

- . . . - . ~·-~· 

\~;:;;;;;:--·~·z:,;~~~~i 1~1~,~t'f2!~!~J~:~i~~~~;)r.:y 
,. ··:.·f/·. - --·.•-.- .: 

- . . . 

.------ -
,_ ., 

' i.'. 

.· .. '. -
..:!. 

·. _· .. _ ... 
. ::· .... 

·~· . 

·-. ,· .~ ... 

'·.· .... 



~ \ .• 
1'1,· 

" '· 

......... 5- ~--- ...... 

2(a) HEW. 

HEW' s failure to follow the legislative intent of certain 
provisions· of the Social Security Act leads to inadequate p:-o- .· 

. tection of the public. Failure to carry out the utilization :: ·' ,,_;;:-.· 
control provisions of the Social Security Act (SSA) which was -. ·· ,S-:' ·_ 
intende·d to protect. recipients of care from "unnecessary and · •. · ;, ·r··

...... _ poor quality··services"can lead to disabling injuries or tm-''··:;:.J,;/{ 
.. ) necessary deaths• The provisions of the law are also intende·d.:i)¥°:[ff_:: 

. to, ·cui:b unwarranted.- gQvernment expenditures. · · _ . ·· - .~:: .;_;>.iQef~1 · 
- .- ;·:;~:\:·:~::._./f~X·}~;~~:~:: 

. Most e~tim-~tes: ~£ w·aste ,. abusive ,.practices, and fraud -<:." <::?T.., 
range between $750million·and $1.5 billion a year. Our study - : 
o( unnecessary- surgery suggested there may be close to $1 bil-

···· lion spent:,: on unneeded surgery and related hospital admissions--
•. under.. M~dicare' and Medicaid alone. · 

. : .. ·· 
.. -. t·· .•• :-

;:,:'f;wii'at: has -:HEW· done about·~-this problem? 
,;•' 

-_.',., .. ··--· :·_-'.;.:-.-:-_~-~-~;:~~·~. 
..•. - .·;,t . -:" .: "::"~:·~>~'."::': .-.-~ --~: . ., 

:· :<··· · · ·· _The following ,allegations were made in respect to the De- · 
par.tmentJ:s failure· to •execute the mandatory utilization control : >· 
'provis-ions .. of<the Medicaid' law.· . The evidence was based on 
findings by HBW;> General:Accounting Office (GAO), and the Over
sight.,.Subcommittee ·of;:.the:•_Holise Commerce Committee .. 

. :::::~> _-;,_,,:··?;~t.:-.:{'{:>:/::~.\~'.)··t-.-~-;~;-:~S;:~¥~~;\_~~~:->~~::,~t~~:.~-:~!:i\~h;~ . . -... _. _ - -k-· _ _ . .· . . .... 

/~i,HEW'.has.not·.'·complied wit;h the statutory requirements' 
····:of Section' 1903 (g} of the SSA, which became effective: · 

July': 1; · 1973.: ·:. Mandatory financial reductions are. called 
· · for :if states ·are fonnd not inmoompliance with the·· stat-

\ utory requirements>. ·· . :; 

;_._HEW has acknowledged that many states.have not met re
•. :• quirements in the statute and regulations. 

--As a result, the Comptroller General of the-United States 
·· is authorized to hold personally accountable certain 

· federal officers, for making payments prohibited'. by law 
oaJrwirAibhdi.idnot· represent a legal obligation. It was 
alleged that the payments made by HEW contrary to Sec- . _. ;,_ 
tion 1903(g) 11ze> serious enough_ for the Comptroller Gener~:":.,~;: 
al to invoke that authority. · ·· : -:.j :', '_: 

,J ·." '.:~ ~ - .• 

. ft.:.-;-·, -~~. 

111 testimony frolll. Secretary of HEW, David Mathews, it be
came clear that Mathews ·failed to execute the provisions of 

, . ->~ ·~:~:<.:~:~ 
the SSA. . . .· 

In his testimony (portions of which are attached), Mathews. 
admitted that the same safltes "have not complied with the law . 11 

A."lother HEW official testified that the mandatory reductions 
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were not enforced for the states that did not comply with the 
statute and regulations. In essence then, Mathews did not 
perform his statutory function wiich required HEW to reduce 
the federal share paid to states that do not make a satisfac
tory showing. 

M6st ·recently, on August 30, 1976, Mathews has responded · - ·· 
to a legitimate Congressional inquiry by the Senate Long Term . 
Committee on Aging by saying that hearings into Medicaid fraud 
were ·"grandstanding.". 

.•·.· . 

... . . ,• . Rathe~; Secreta~ Mathews' has acted as a "scofflaw" who . 
· repeatedly. and continuously "flouts" his responsibility.·· 

. . . 

. . ·. . In .fact;:, the Gene~al Accounting Office . (GAO). has' taken· 
the:-'extraordinary step of putting HEW ~'lei Mathwws on notice · 
that he can:be·held accowitable for future unsubstantiated 
disbursements of federal dollars. 

.. -_;- .· .. -·· ·.:.(;.:~·:> i" :;-·· 

-. _.,; . 

. ~(Atta,ched are Ba.ck, up materials--including the GAO letter 
'Mathews,, a newspaper account from the Washington Post, a 

Hchronology .. o~ HEW mismanagement, etc.) 
·.- ·. ·,_:~.-...: : . -

-_· -·"'··, 

• > -'•. "1 ,-_: 

·• ! -··' 

-. ·_::.· 
... ,_ .. 

. ·.'•-

-'. ·-
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Z(b) Turkey Meat Mixup 

ctr: 
~ 

The Food and Drug Administration (FDA) is required to pro-._ '· ;::.-,•' 
tec_t the public from unsafe .and mneffecti ve products. Part of -:,; :·:>
this responsibility extends to drugs used in animal feed. When -';<i:-'
these drugs are suspented or known to cause cancer, FDA sets ~ __ · · t~>. 
tolerance levels to insure that residues of carcinogenic drugs : ;; ::; 0};;,-

are not ingested in food •. -- - · ·. -- '-<!''c:_,, 

- ·< · · · - ,l~c1~i:~-tS:r¥~1: __ In the case of. Ipennidazole, -- a drug ·added to turkey feed, : __ :-.-;:.:t·'<" -
to pr~vent a disease. known as "blackh.ead," the FAA' s Bureau of - >\•<.' 
Veterinary_Mediciae.andthe Department of Agriculture failed to· 
communicate effectively when residues of the.drug--which is 
suspected of being carcinogeicc--were discovered at higher than 
legal tolerance levels in turkeys in mid-1975. 

. ' . ' . . ' ' 

A Memorandum of Conference discribes that the Agriculture 
Department's.Animal and Plant Health Inspection Service inad
vertently.impounded acceptable turkeys, while turkeys·· from the 
dangerous-_: lots were· combintid with other -lots, processed into 
turkey .,rolls ,~-and sold._ . (attached) · ·- -· 

.'• •,n 

•·.'\-:!\-.\-- .. , ·.:-:It.is'clear:_fr.~iii th:is\l'.nemorandum. that .the Food and: Drug 
·. ),i_{:ft:'.:'.-f:~:zU:~~i>A.~i-s taat ion:: ins pe cto?» .·'dis covered a -re po rt of·._ Ip roni.daz o 1 e -
~:-::?/':\:''..-''''''• :"':'residues· in· turkeys'. at- a ·1evel of -48. parts per million.>. According 
· --- · - -.-'to thismemorandum,_an'FDA;:.investigatiaJncontended that-·FDA 

· · ·- should .assume responsibility for the turkeys· that were processed 
-. -·- ··· · and::shipped; _Bureau of Veterinary Medicine Director C. D. Van 

.. ··-·· Houweling, however;_·;maintained that primary responsibility rested 
with· the Agriculture Department, and that the Food and Drug Ad
ministration should only have initiated action when specificallJ 
requested to do so by.the Department of Agriculture. Another 
Food and Drug Administration official said: 

· ••• we must realize that as the drug residue program. 
-is now being carried out by FDA and USDA, there is 
the possibility that USDA, or for that matter FDA, 
may be embarrassed-~ .(emphasis added) 

·.·.· 

by public disclosure.of.the incident in the event of Food and 
Drug Administration legal action against the turkey growers._:,-

- . . .-.. 

During the Subcommittee hearings, Commissioner Alexander;, . 
·M. Schmidt admitted there have been communication problems · ·- · 
among the Bureaus within the Agency. FDA and the Department 
of Agriculture have "concihrrent jurisdiction over misbaanding _ 
and adulteration of meat products after inspection." Therefore;' · 
both Agencies are equally culpable in this case. 

' ( 
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expected to provide screening, diagnosis, and 

treatment of medical needs to children in a coordinated and 

comprehensive manner consistent with good public health prin-
J.";' ~ 

cipf~s. These principles include outreach and follow up activities 

and,:_·;t~'~atment when necessary .. · 
·/.'.·;."-

~The Subcommittee found that the Department of Health, Education, 
~··>-·-
; . . . 

and-W~lfare was delinqueni in faithfully implementing this program 

in ~1l aspects of the program. The Department focused its 

activities on monitoring the screeni!lg aspects. Even here, however, 

the results are for below expectations • In fiscal year 1975 only 

approximately 1,900,000 out of an estimated 12,800,000 eligible 

·.children were screened. 

Of particular concern is the lack of treatment mandated· by · 

the law, but not being provided by the program: When children 

were determined innine states to need treatment, these states 

reported that only 60.4 percent ·actually received such treatment. 

Of equal concern to the subcommittee is the fact that only 

none states were able to supply and data concerning the treatment 

of children. The remaining states were neither able to account 

for the number of children treated nor to. account.for how the 

public funds were expended under the medicaid pr~gram. 

The Department of Health, Education and Welfare has not 

monitored the implementation of this program with delegence, 

it has been tardy in promulgating regulations, it has not 

i 
l 
I 

I 
I 

I 

I; 
I 
I 
I 
I 
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undertaken formal compliance hearings in order to bring states into 

conformity, and it has failed to properly administer the 

penalty provisions~ 

The Subcommittee recommends that the Department immediately 

and fully implement the EPSDT requirements for screening, diagnosis, 

and treatment of children, and that it utilize the broad powers 
. . . 

under the law tosecure implementation. 

Further; the Subcommittee recommends that the Department 

initiate steps to eliminate fragmentation, improve its data 

gathering, and streamline its cumbersome penal~y procedu~e~~ ·· 
. . 

The Subcommittee also suggests that the .appropriate legisl:ati.ve 
. . . 

committees consider providing positive program incentives to 
.. 

screen and treat low income children; and to consider new legislative 
. ···-··. .- . - - . . . . : .· - - : . 

authorities i~ciudin~ the possibilities of greater Federal financial 

coverage or inclusion of the EPSDT program into a national . 

health ,insurance program. 

-·,, 
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We have~hanged our reporting requirements. We 

are in the process of getting that cleared through ' 
the Office of Management and Budget and we are re-
quiring them not ·only to report screening data but 
to develop some mechanism for following up to make 
sure that t~e children are treated. 136/ 

The need for.}roviding follow-up treatment for medical 
\ . 

needs.which have bee~\uncovered by screening is another speci-

' fie requirement under ~he regulations. Section 205.146(c)(V)(3) 
·. . . . \ ... 

. . \ . . 
stat'es that arrangement\ must assure ''that such services 

. . \ 

are provided or initiate~within 60 days of a screening finding 

that indicated a need for\\uch seyices except in cases where 

the State can show that a~lure to do so is not the result of \ . . 

. . . . 137/ \ 
State inaction." -- . \ 

(~ Cost-Benefit RelaJtionships 

· Several witnesses offered evidente of health and economic 

· . benefit payoffs in undertaking an early prevention and treatment 

program for children. Others questioned the large administrative 
. . . . . 

. . . ' . . . 

costs as~ociated with the EPSDT approach and suggested program 

changes that would lead to reduced spending on administrative 

aspects. For example, Dr. North testified: "EPSDT is also linked 

to the special problems of medicaid with its complex eligibility 

requirement~, on and off eligibility, its endless forms, and· 

· its late and inequitable payments 1·~37a/ 
Witnesses focused specifically on the cost benefit advantages 

from a public health standpoint. Congressman Ralph Metcalfe(D.-Ill.) 

testified:. 

Dr. Eli Newb~rger of Childrens Hospital in Boston 
and one of the Nation's most distinguished experts 
in the fiedl of child health care, has estimated that a 
complete preventive child health care, from the 
time a mother is six months pregnant to the 
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time the child is 16 years old would cost about 
$1,000 per child. 

''Compare that with the current rate of hospital care and 

the current cost of drugs," Congressman ~Ietcal f e urged. "That 

$1,000, which could go a long way toward keeping a child healthy 

for his entire lifi, would not even pay for 2 weeks confinement at . 
138/ 

· a hospital at today's prices." 

E. Alternative Approach 

Dr. North testified that EPSDT as currently defined and 

administered "has been and will continue to be a costly and 

ineffective approach to getting these needed health services 

to .the Nation's chil~ren." 139/ 

He suggested that money now spent on EPSDT be relocated. 

to provide a basic minimum program for all children by issuing 

a set of vouchers to all parents. "Vouchers would eliminate 

complex and costly billin.g and paynient procedures," he said. 

Moreover, this approach could cover all 75 million children 

below the age of 21 at a· cost that "would approximate $750 million 

a year, well within the order ot magnitude of what is being 

spent now in attempting ineffectively to get such services for only 
140/ .a small proportion of the poorest children in the country."-.--

Costs for comprehensive child and maternal care are low, predictabl~ 
r 

and controllable. Because a child may be able to avoid expensive 

hospitalization; and because health professionals other than 

doctors can be used, it has been estimated that the costs of 

comprehensive child care from birth to age 19 Kould be about two-
141 I 

fifths of the amount needed by the average adult. --
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The Subcooonittee is impressed with this concept and be-

1 ieves further exploration of this option should be ondertaken. 

Consideration should also be given to creating incentives, such 

as increased federal financi~l participation to those states 

utilizing a positive.approach to the EPSDT program. 

In_examining other alternatives, it may be instinctive 

to examine demonstrations such as Cambridge, Massachusetts. That 

program has shown that a reorganization of existing child health 

service, often disjointed and duplicative, can provide comprehensive 

care to an entire community~ In the case of Cambridge, a re-

reQganization, in addition to the establishment of neighborhood 

health centers in population centers and the use of nurse practitioners 

as the primary caretaker was accomplished without the expenditures 

of any new funds, but significantly improved to child health 
. 142 :/ 

service. -- . . . . . . . . 
There are other alternatives to the EPSD:a appro.ac~~,ently 

being proposed. The " JU~1rV'tJJ'tj-cJ,,J/ '(4~J;i ~(;-/l~rrncr:: 
· -/J 1-(IJJl).!.l!/ . . ;:J;,,c,,,~S . . . 

"111-0-\;]Jer' ~_!li;l:lioJti~1~ by Congressman" Scheuer embodies one such 

alternative. The comprehensive health insurance proposed by 

Congressman Corman and others as well as. other national health 

insurance proposals ~ould materi~lly affect the EPSDT program. 

Since such alternatives require new legislative authority 

and are currently being analyzed and evaluated by the appropriate 

legislative Subcommittees, they were considered beyond the purview 

of this report. 
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Suite 511 - Headquarters Building ?' 45' I JF.S aP- · 
2000 "P" Street, N. W., 
Washington, D. C., 20036 1A~../' 

Dear Mary: r v- tJ 
The new deadline of today for briefing papers 

(your memo dated September 2nd) makes it impossible to 
deliver the material in the format requested. Accordingly, 
I am enclosing materials which I believe will be useful 
in any format. 

While a number of papers deal with "How Health 
Security" does this or that, you will find that these 
as well as the other papers do describe the problems 
and suggest how they must be handled nationally. 

I hope you find the papers useful. 
as follows: 

1. Rural Health 

They are 

2. Urban Health---consisting of testimony by 
Governor Dukakis and paper by John L. S. Holloman, M.D. 

3. The Gap Between Promise and Performance. 

4. A Practical Health Problem for the Aged 
and Chronically Ill. 

7. 
Rashi Fein. 

Charles I. Schottlond 
David Selden 
Albert Shanker 
William Sidell 
John Siegenthaler 

Health Care Cost: A Distorted Issue, by 

Mayor Harvey I. Sloane, M.D. 
Floyd E. Smith 
Oren Lee Staley 
Jesse L. Steinfeld, M.D. 
Corl B. Stokes 

The Most Rev. Walter F. Sullivan 
Gerald Teplitz, B.S., D.0. 
Myron Wegman, M.D. 
Jacqueline Wexler 
Roy Wilkins 

... /2 
T. G. G. Wilson, Ph.D., M.D. 
Leonard Woodcock 
Jerry Wurl 
Ralph W. Yarborough 
Alonzo Yerby, M.D. 
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8. Health Security and Malpractice. 

9. Forward, Cautiously, with Forward Plan for 
Health, an analysis of the Administration's plan by 
Daniel S. Greenberg in the New England Journal of 
Medicine, September 2-, 1975. 

Con 

11. Remarks by Leonard Woodcock and paper by 
Melvin--Glasser-on-why-Hea-lth-securi ty is Good for 
Working People. 

12. Occupational Health and Safety. 

13. Some Impressions of the American Debate 
About National Health Insurance, by William Glaser 
(no relation) who is publishing a book on foreign 
health systems. 

MWF:pap 
enclosures 
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TESTH:ONY OF 
GOVERNOR MICHAEL s. DUK;uns OF MASSACl!USETTS 

TO THE 
SUBCOMMi'J"1'Er; ON HEALTH 

HOUSE COY.11.IT'i':::E ON WAYS AND MEANS 
lJECEMrlF.R 3, 1975 

Mr. Chairman, members oz t.he Health Subcommittee: I apprei::iate 
t:he opportunity to appear before you today to tell you why I believe 
it is essential that Congress approve a comprehensive national health 
insurance bill. 

Let r.ie say at the outset that it is not r..y intention to cornme:it 
en the pros nnd cons o~ the various he~lth insurance proposals before 
Congress. Rather, I want. to give you an idea of how this problem 

- looks from the va::tagc point of a chief executive of one of the states. 

o·,,c.r the piJ.st year, i.-:e ~ave heard a lot of talk from the l'lhitc 
House aboi.!t h<T"'' the L~tatcs and localities should ~ake on the respon
si.bility of r~oviding dece:1t heal.th care for all citizens. Apparently 
oblivious of the fact that the nut.ion's health care crisis is getting 
worse, net better,. the President. has s!"lclved even the l\drninistration 1 s 
li1nite<l netinr1al health insurance scheme. 

I respcctf;.illy submit that the Pr~sid~nt'S thinking in this 
arc~ iz 160 degrees off target. Instead o~ toisti~g the hAalth care 
p~oblc1n on the states, the federal government s!1ould be reeving 
~ggrc~sj.vel}' to solve the crisis. 

A r:~ i~ ional program which guarantees decent heal th care for 
t::very ci.tizen -- and tho.: federal governm0nt is the only government 
that can provi~e. sech a guara~tec -- is long overdue. 

Let me e:.iphasize that I do not expect the fzderill go·1erarr.cnt 
to solve every sc.::ial ill .....-h.ich plagues our society. Quite t:.hc 
contrary. The only 1,i,•ay we as a r.ation can deal with the enormous 
range of social and economic problems which confro~t us is thro~gh 
a clear and intelligent division of fu11ctions between the federal 
govern~ent on the one hand, and state and local governments on the 
,Jther. The feder-ul gover!'L.'":'lr:!nt !f.i..i.:St. do what it, and only it, can 
do well -- and f rcc us at the state and local lev.als to do what we 
cio best. 

Those of us who have been elected t~ l~ad our states and 
cities face a bewilderj_ng array of federal grant-in-aid programs, 
e~ch witl1 i~s own bure~ucr~cy, forms and rcgulatjons. And because 
th.1.s n\!t.:..c!'. has ~een un~ble to co;:i..-:iit itself to ce:~tn.:.n t-.asic 
g~arantees -- a job, decent health care, and so on -- we at the 
local 10vcl ar~ flirting with dcf.1.ult as we try to cope with 
probl~:-ns that. a.re ·beyond our capa1:ity to solve. 

Su, while the states and cities are driven to the brink of 
banl'~rnptcy by their ef~orts to pr·avide these guarantec=s, we are 
robbej of the resources which could rnnke lt possible for us to do 
the thi:1.gs we do best -- educat:..!.n; our children; building dece.nt 
r..ass transpOitation systems; caring for the mentally il..1, and retardc~~ 
creating correctional systc~s that rehabilitate as wc!l ~s punish; 

_ .._pro:.ecting cur con~c..mers with tO'..lgh and aggressive .r~gul':1-tory j a~G 
and age~cies; and fighting t~~ staggering rifie in crime in PU! 
cow.:nur.i ties. 

In remarks to the Nl!t:.or.aj Denocratic lssu.cs Cnn· ... ~r:.t.io~ '--~:o 

~~~~~~~!~.~r. ~~~~:~~~~:~~~-~~'.:~~:'I!~~~; :::~: r~~~.,~~.~~i l ;:~~of~~~::~~~. i :},'. 
is -..:!11:.~.c ~r.ri. a.~:.[! tG ....-or:.:; 11 d~-.:t:a: :"litt::.cn<'ll tra:-:r>;r{":r-~-H :i.::1: ~·,~",..:!.-:.! 
::e~l"J::--:-. cf.:::t~; !.n·.i: '""l'l" ......... a .. ·o :l. 1 ..... ~rr-'' ... ~··,· .......... ,_.,, · .... .?·~~>;;;~;-;-.,·· 
':Q:-:~e:-·:.~~ic,:-;; ~:~=~ :; 1 ~.~~-i·~,--~t-·r,.~--?:~:.;,· ~~~·~;;~_c:;· ;;.·;.~.:~··~~~!.·-~~ .-- ... -·. ···• 
·.:.t·;:·:~.:.. !~·.-.~~:.::. ·~·-"~->-: ~(;' c:;: ;"·-.J~.;;1:;. ·..::--,":·~:-... -~ ·.:'.·;'l :~"'or-·:.""' 'l"~,f\ ,.:· .. 1,,~--·· 
Y.~v~;,:.·>:;:i~;:; .;,-: ~-.:1· ;,;1.~. 
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l:very oth·~r .so-ca/.lE·U prc.sr23sive :::;:;..·~i_,jn :i.r. th~::! wor~.:i h~.s 
~ ~~~io;~l t0aJ~h s1~tem -- and ~h0se of us ir1. stat~ and lo~al 
~o~ern~ejt ~1ill sur~ly go bankrupt jf w~ ~re.forced to co~ti~ue 
;_:') sr:r'JC .. 1;:; insurers for hundrcC.;; of thcusan·:i~ of o·,:r citi ~:~:;.:; 
~~ci~r Lhe ~~d~cald program. 

'.i'iln.L .:.3 :.u:qu~s!:icr:.1~·.ly tJ"t1:.' COSE! iL H,,.;s.ucll~SL!b'..:.S, Wlit.:-.::C: WC 
have experienced a very rv:J']h 11 cr:.ont:.hs as we sought to. ba1;~~lce 
;> bt.:1cct- 1,1~-i.:::(: ... ·:::ir; honc::l<~s~:~.y r:-'1~. 0f b.-:cl;;,rJ:e · . .-r.en I to::11~ .:.;f:ice ... 
~!le c~mbin~t.ion of ovCrcorri:ni"tment..3 to va~ious_ programs and. d:~:lin:..ng , . 
revenues forr:<:>.d us t.o cut. 0ur c1~r..-r:cnt buuc;r.d: almost $~00 mil-1.'?:i ?elc .... 
last year's sp2nd:r.g ever. w!:ile we \>:ere ra:;.sing another $350 m1ll1on 
i1:; new t<1x0s . 

~e have tad to chop SlOO million from the $510 million Medicaid 
buCget, and e:i:ninate all medical care from the G.311eral ~e.:i.ief program. 
The conseque:--.ces ."1::-e er.orrilou.s. The pc.-:-r .:ind the t?lderly f -::.w~ groi.:.ps 
whicl1 traditionally suffer reos~ beca~se of this n~tio~'s_inad~quate 
t:c.J.lth care ~ystem, will bo?: dep::-i.ved of so:ne of tb{-! services so 
essential to their well-being. No lor1ge~ will t~e s~a~e be abl~-~~ 
po.y for occupational therapy, hearing aids, adult_c.lc'_ltJst.ry, poC'.:-~try 
or private duty nursing -- and that is only a begJ.nnlng. So~e eiaerly 
i:Jersong :r;ay be forced out of n'.lrsing horr.cs '. some poor people :-nay so 
without badly needed sargery a:'"ld oth~r ir.8d::.cal care. 

Th:i..3 i8 inexcusable, but Massachusetts and ;nany other states 
a!:"c powe:=less t:o prevent it. If you in Congress fo~l?w t.he :res~<lent~s 
sug')!:!Slion and lea-..re so~.u:-.io:i of the health care eris ls -:.o t ... 1e s-:.ates' 
that. crisis wiJ..l o:ily :)f;t worse. 

A: :~-:e se...-:-:e :;i..'71.-?~ ;i.-:y ::a:i0.-.al ;,e;?.l~h ins·....:ra:.cE: ?l.::r. r.,:;3~ 
i~clu~e c~st cc~trols an~ 3pen~i~g licits. :~~ ~ed~ral ;o'l~:n~~~t 
must take decisive actio~ to deal with. tte skyrocke~ing cost of te2J.t~ 
care. We ~.n :-1assachusett.s arc:- try.i~nq to cope with ~!iis prnbler:: tt.ro:.Jgh 
our rate. set t.ing agency, but any E:f forts we· rr.a}:e pale .ij1 co:npar ison 
to the pote:ltial for action at. the federal level. 

Th~ i~adequate medical care given millions of Americ~ns -- ant 
the comolct~ ~ack of anv he~ltt care fer ~illio~e ~ore -- ~~e glaring 
injustiCes i:i. a la:1d tr.at thinks nothing of ?Ou~ing fant.".!stic si.;.~s 
of money into !Il.i lita:::-y dictatorships c-.!broad, and ir.to swol.len dEfensc 
budge ts at borne. 

A civilized nat:..on .cannot ba:lkrupt a fami.ly be:::.1Pse one of 
its members becomes ill. 

A c~vilized nation cannot close the doocs of its hos?i-~als to 
those who C3~not pay. 

A civilized :;.at.'..o:-. car.not leave mo.re than 500 co:;l.;oiunities -...,ithoi.;.t 
a single doc~or. 

And a c1.vilizcd nation cannot deny i:.rcatrne:i.t !or drug .1buse 
and alcohc.:lism to poor peop::..8 who de::>?erately need·our :ielp if they 
are to bcco:ne product.i·1e rnf'..T:" ... ~crs o!: ·society. 

D-2ceni: health car0 is a right. of the Amer:ic..::.!n rc-ople. I strong!~ 

urge che Con~ress to p~ss a co~p=ehensive national tealt~ inE\2rancc 
plan to make this rig~t a reality. 

If you in Wa.:::hir:gton.do y9ur P!lrt, we in the Gtai:.eS Ccl!i de ours. 
1! ~-·:-..1 u dcvo-..:.e your atter.tion .to the fundar:le:-.r.al r.ceds of ·~he .\mP..rlca!"l 
~i::c;::-lc- -- we can use OU'!'." !""{:::St>t:r.:"2's to Co the thi1;gs ..... r~i.c:h ·.oe, at t'.-":e 
lo~al level~ do ~~ch.bctte~. 

~s pa!·tners, w~ c~~ fi?~al!y de~ionstr~~e ~o our.r,~~)~~c t:1~t 
•: ·· ~·:::::.·~r.~~ ..:0:: Or:~:. 1~f:t1!C~ive l:'l.Str1!1I:-e:-.t .for, soci..al. :and 0 :ccna::.i..:- .-:-;-:,µ,;:::;~ 
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'!be various National Health Insurance bills currently before Congress, and 

those pranised by the Administration and others, have different levels.of state 

_and local irnvolverent for financing.· In If!Y op~on, even though each of the 

bills would initially relieve the state and local governments of at least 

. sate part of their present expenditures for personal heal th services, the 
. . . 

enacbrent of any of them other .. than Health Security would be a disaster for 

many States and local govemments. -And I' 11 tell you why. 

At the present tirre, State and local governments are meeting ab::>ut 11 

. percent of the $100 billion-plus national expenditures for personal realth 

care. The Federal share is about 25 percent of the total, with the ranaining 

nearly two-thirds made up of private out-of-tx)Cket and private health insurance 

. payrrents. "·: 

· .Nc:M that the AMA has dropped its .Medicredit bill and introduced a bill 

closely resanbling that of the .Administration's OilP plan, we have basically 

three different proposals for national health insurance. The first is the 
.. 

CHIP approach. The second is the IDng-Ribicoff catastrophic insurance approach • 

. Anq the third is Health Security. 

en a national basis, the enactrrent of aIIP or a similar bill "°1ld 

initially (and theoretically) reduce the State and local share of personal 

health care costs fran al:out 11 percent to about nine percent of the total. 

When the total reaches $120 billion dollars, as it will this year according 

t.o the estimates, that means a saving of sarewhat over $2 billion for ~ 

State and local gove-"l'litleilts. A theoretical saving that is because, in reality, 

a Health Task Force of the U.S. Conference of Mayors has concluded that CUP 

•• 

, I~,. 



:"would offer no benefit for local governmmts and underserved populations." And 

niy·CMil analysis shc:Ms a similar l::enefitvoid far State government. 

· -. -· - · As you knCM, the ClllP proposal requires substantial deductible and co- . 
. . - ,.- ·_ ... ·-. , . . 

insurance paynents. No one· is so poor as to carpletely escape sane payments 
. . 

· \mder this bili. · For 'exanlple, a family with only $2, 500 annual incane ~ld be 

· reqri.irEd to pay per person deductibles of $25 for drugs and $50 for other covered 

~ sez:vices, .:aria . ~insurance up . to aS nuch as $225 i:er year I or nine p:rrcent Of 

:itS· total inccme of $21500;; Now,-~ is a family with incare of only $2,500 

·~~ fu·gef-$225?°: 'ifu :~-iS' "there's no way." The result is that state 

-~ fc:iCal..,~t W.ffi tiavEf tci pay~tife=''&,...insurance exp~s for the needy and 

. iECU:caify neErli' ~le?"-=conseqdetitiy ,:--~fhe:·5tate and iocai share will increase 

'2J.i·~ ~~'. ::SC:J'-~e·m· pa~ ;:.cm:P-=-\.lculd reduce the state and local share 

. '!Zan·li~·~2citt,c:to-~~~Ceht:_bi-~:-t:bw, the fact is that the state and local 
·~----:--.-~- ._:_· ____ _ . ___ .----.-· :.:_ . .::...:.~-=.;-· .. ··:-·-"· . 

csnare-Wtlr actually-increase fra1i-1rpercent to 12 or 13 percent, and in large 
·,c:.., Ir. '. ; "". • •· .-- ·-· : - ' .. - -. ~·- :: - .-- ~,.-,; ··- · -·- ::_~: --- _-::_-:~- ·. -- . · .. 

· ttrbarfareas·such--as-New'YC>rk-City-·or-·Chicago, it will go considerably higher. 

e.s~~--~-15 a shell"'gane~:aria ~e"s ~b~way that the states and local 
--- - __ .,: ~- . . -·· -- - --- . --·. - ,: -··- -.-..,.· ... ·:::-:·r :.···..:_ __ • • .,- .. -.-· . 

mmnmities·where-rri:>st"'of-the-people-live.can benefit. It may limit the 

·~.labiHfy~Of-··tiie.=Foi:tl-'iidr.J:ilis.ttatioii'. 1 s-::bud~et, but it will wreak havoc with the 

~f:fum:i-pressed--heiith~budgets:.c;f=tiie-cities am states~ 
·~-----~-· .. ·_. ....... ····--·--.---·····- - • --····c. ·~~.-· ..... . 
~·....c._:;;.Wh.ile CHIP--would·be-chaZcirdous to·our health, the I.ong-Ribocoff :,ill ~uld 

be abOOlutely'let:hai;-:,:Thi~f.bii1·-.-is=5uJ?posea. to take over catastrophic costs

~:-federali~e: ·~m~icafcf-:and::th~r~;.:aecording to HEW, reduce costs to State 
. . ...... - - - - - . . . ~· -- - - . - -· --.- ·- --- - -- -... - -: : - -

ancFl0caF·govenment -f:r<:m-11··percent··t.0 ten percent of the total. But I.ong-

Rl£oco:f:f wi:il~be:an.::.o~=fuvitati.Cii :w'private providers of all types to raise 

tl-ieif:c£ee;5·--az.icr_.·dial:9es>~ tlie:=as~~ti6n that wren the deductible threshhold · 

lS~reacliea, ·=w::g~ernmrot-:-will p;;..;;.:: :Basic costs will skyrocket and, worse, they 

~ii Siibsfdi"ze ai:r-~t.he =esot.ei.ic' -:elarertts of medical care while furth~ dis-

couraging preventive medicine and early diagnosis of disease. Tm federalized-

.... .•.•... ,., •• _. ___ ···- ... ·~· .. -·-··----· ·-······ ... -·-··· .. ···-·-·--·-··- -···-- ·-·-····-····-·-·,··. - _ .. '.'!'"'""""·· 
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. 
ne:licaid part of I.Dng-Ri.bicoff has eligibility requirements so low that they will 

provide no relief in my CMI1 city. of Na-r York or similar areas where we have been 

tcying to do as good a job as :possible with this admittedly defective program. 

Savings to State and local governments - and taxpayers ~ are a mirage 

under Iong-Ri.bicoff, because even though an ca.sis may appear on tie horizon, 

it disappears as you approach. On the other hand, Health Security would 

provide substantial savings. Its overall cost control features are not found 

in the other bills. Hospital costs are anchored to budgets, pre-determined. · 

Physician.fees are tied to negotiated schedules~ Other payrrents are limited 

and not arbitrarily established by providers. 'lbese features apply generally. 

Specifically for the States and local govermrents, the savings of redistribution 

of costs can be clearly shown. In the State of Massachusetts, for exanple, 
' 

Governor Dllkakis' office has calculated that the $423 million spent by 

9bvenlrnents within the state in fiscal 1973 would have been reduced to only 

$149 billion if Health Security had been in effect. The reason is that, by 

establishing a single national program with mrlversal coverage, the Health 

Security system would absorb $309 million. in costs incurrred by the state and 
•. 

local governrrents. The same \\Ullld be true for every State in the union. 
,. 

lhder Health Security, the ll percent of total health costs no.-1 net by 

·States and local governments would decline to 3 percent, according to H.E.W. 

But· there are other levels of ccn·iSideration for State and local governrrents. 

Will national health insurance fulfill the right of the people to adequate 

OOalth care? Will the program provide ccnprehensive benefits and thereby 

increase its :potential for inproving health status? Will it serve to reform 

the delivery systan? Will it provide for equitable and progressive financing? 

Will there be strong quality controls? Will cost controls be effective? 

. Will it assure adequate resources to meet the needs of all the ·people? 

·, 

• 



--~----·----··---~ 

a~'.-.. - 4 - .· .' .; 

.. . . . · .. •·' .. ; 

----- --

... . · .. _··:.· 
. _·.· . _.·.. . , : . . . . ·. , . . . ,· . . 

Measure all of the national heaith. insurance profX)sals against these . 

_ criteria and you will find that only Health Security measures up. It is a 

national health insurance.program of the type which I cal\ support becau5e it 

will make helath care· a right instead of a privilege. It does provide a single 

financing system for all and not double standards, _one for the poor· and one 

for others •. It is not merely a financing mechanism; it is a national ~th 

pn:igram. 

'!hose of us in local goveniment·whose responsibility-it is to assure that 
( 

citizens have access to adequate health care, and who provide tie services or at 

least pay for them in part, have long since leamed that ·preventive services 

directed tCMard ccmnunity groups nust be included in any national health 

insurance plan to insure that our goal is preservation of health rather than 

sickness care. And yet, every major national health insurance proposal except 

Health Security would impose deductibles and co-insurance as additional barriers 

to preventive care. 

Assurance of quality of care and equitable distribution of resources must 

be accepted as goc.ls. And yet, they are· mere rhetoric, as in CHIP, or ccmpletely 
. . 

absent, as in the AMA.proposals. 

If resources are limited, should they be rationerl on the basis of ability 

to pay? ·r think not. I think they should be equally available to all, on the 

basis of the peoples' needs for health care. I think that payment for health 

services should be on the basis of a total allocating to local regions and 

areas, an allocation which takes int:O consideration p:::>pulation, local neerl and 

other factors such as environmental, econanic and health conditions. Special 

health problems and· the needs of certain high risk populations must be considered. 

Finally, I believe in the importance of censurer involvanent and public 

accountability at all levels, Federal, State and local. Only Health Security 
> 

- ~- ... - . . - ... -... ' -
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builds in consumer involvarent on a continuing basis. It is the aily program 

which assures public accountability. It is meant to serve the cansurrers and 

not just the providers of health care. 

In surmmy, it is my finn belief that State and local governments "V.Ould 

discover they could not live with am> or ~tastrophic health insurance. 

Frankly, we may not be able to live without Healt.li Seeurity very Imlch longer • 
. ;. 
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. .• THB GAP ·Etr~EN PROMIS~ Atrri· P~itrORMANdE .. Ds .. HEAi:rH CARE: 
. . HCM rr CAN il:E NARndl,~D . 

There is a wide gap between pranise and performance in health care in the United 

·States. We speak of our health systan as the best, the roost aC:va."lced in ~ \'.Urld. 

Yet: 

- millions of l'llrericans have no access to health care services 

- millions nore receive rnllUma.l, inadequate health care services 

preventive medicine is non-existent· 

, we treat disease, we do not mtlntain gocd health 

-At40 million Arrericans have nq ·healt:h::insuranee at a.11 -- and today 

that figure is closer ~to 60 :milli0n as the ·:n~ of laid-off and . - -

unercployed Arrsricansjricrea'ses- arid they· rose their ·health insurance 

coverage. 

-· those who need coV~age_~~--m:>:~t::~::-:r:eceiy~=-~ I~st - the poor have twice 

as nuch il~ ;:_ Jorir_ ~tin!~ :~ ni;ch -_chr~~c : dis€¥i~e, three tirres the heart 

disease, five tines the mental retardation 

- accepteci°hea.lth care indices such as infant mortality, maternal roortality, 

life exrectancy show that the USA is further behind the o~r industrialized 

o00ntries than it was 15 to 20 years ago 

- _, -·-- .... ---
h:":: ~~:::_E_..:~:_ -- .. - - --~ . :~·:-:::..·. --·. 

Meharry Medical College in Nashville, Tennessee conducted a 2-year research 

project whose:: ma.Jn questicn was: l):)es society provide adequate health services to the 

poor? ~ir answer was clearly no. Sane of their. findings in their study of 1,266 

poor families in Nashville are: 

-I/ 1/2 the persons studies had no health insurance for physician visits 

- t:le people surveyed visited the doctor about 1/2 as many tirres as the average 

hnerican 

- in those families where rredical problans had already been diagnosed only 15% 

o! those persons were receiving rredical care 



Q. 

, . " · ·~ 'l'he above are clear ways in which carprehensive rredical benefits would be made 

mrculable to all Arrericans. Heal th Security would also revise the frarrework which 

supports ~ delivery of health services. The ccnpenents of this revision are: 

A. Mninistration 

•. 

overall health policy ~~ld be through a Health Security Board 

am the Secretary of HEW. There would also be a National Health 

Security Mvisocy Council to assist and advi~e ~·Board. The 

Board and Council would control financing, establish benefits, 

set standards of participation, plan for develoµrents 

and improvements in health services. · The administration 
. . 

of the program would then extend to state, local, regional and 

health service areas so that the program would be inplerrent.ed 

effectively-at all levels. 

B. ·.Finances 

A Health Security Trust Fund would receive and allocate funds. 

Fifty percent of the rronies would cane fran: 

1 •. 3.5% tax on enployer payroll 

2. 1% tax ai first $20,000 a year in wages 

· · · and non-earned incane ' ... 

3. 2.5% tax on first $20,000 a year of self~enployed 

:in care 

· .. · , 'lhe rana.ining 50% would be fran general revenues. The 

m:mies would be used to pay far all the medical benefits 

described al:ove as well as for the developry.:>-Ilt of additional 

. realth resources ar.d services. 

• . 
... 



_,, c~ . cost and Quality Controls 

Ck>st controls ·woul.d be bUilt into the system through advanced 

or prospective budgeting. F.ach year a budget ~ld be deter

mined and allocated for physicians, institutional and other 

services in each region. No longer would payment to providers 

.be open-ended and out of control. 

A set of national standards for providers of· care wollld be 

established. This includes physicians, dentists, osteopaths, 

optaretrists and :p:xliatrist.:;. Hospitals, skilled nursing hanes, 

hare h=al.th agencies, specifierl drug abuse, alcohol centers, 

Imdical or dental foundations, HMJ' s would be eligible to participate 

in the program if they met · national standards. 

· D. Consurrer Participation 

There would be a majority of consumer representation on the 

National Heal th Security Advisory Council, assisting the · 

Health Security Board in overall policy-making and ad-

ministration. Regional and local advisory councils would 

also have a najority of consumers. 'Ihere woul.d be public 

control of the basic health policies and support for consumer

spon~red health programs. 

· E. Resources Developnent FUnd 

-·~.··•·,--·· . ·----·----

Grants and loans woul.d J:e given to develop HM)s. llinies would 

be available to train new types of health professionals, allied 

health workers, to increase the desirability of medical work in 

rural or deprived areas. In essence, the Heal th Security Board 

would consider ~ then finance new programs and ideas to renovate 

and hrprove the delivery of care, not just pay for it. 

•. 

------·--·- ---. . 
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95% of the people studied lacked.adequate dental care. 

~4% had a nutrition problem 
• 

OUr medical research is sare of the nost advanced in the ~rld. We have 

~chieved great breakthroughs and discoveries thanks to our research scientists. 

All this is due to the well-organized, federally--financed system of rreclical research, 

of which the National Institutes of Health is the heart. Prior to the establishrrent of 

the NilI the financing of medical research was disorganized, inadequate and through 

private sources such as philanthropy and academic centers - making continuing researcq 

at the whim of what m::mies were available or not, at any given rrarent. Evecy scientist 

will tell you that research cannot yield fruitful results without eotmted-on, continuing 

financial support in adequate arro.mts. With the NIH tax-based federal funding was J!lade 

available for medical research. And a great center for scientific study was opened 
. . 

coordinating research efforts in all parts of the country. The results of this reform 

in tredical research have been outstanding. Between 1950 and 1971, 17 Arrerican scientists 

received Nobel Prizes in medical research. By contrast, in a similar 20-year period 

(1910-1930),Arrericans ~'"Oil Nobel Prizes in medicine and physiology only 3 times. 

Yet, are the promises 9Ild benefits of this.research reaching the :people in 

inq;>roved health services. The answer is no. It is not our research scientists or 

institutions that are at fault. It is our delivery system. It is in chaos, it is 

disorganized, and it is ineffective. We ought t:O take a lesson fran the NIH and the 

refann Of the rreclical research system and refODn our present inadequate system of 

delivering health care. Health Security does just that. 

Health Security will also effectively deal with a problem of recent years which 

has cut into the continuing funds eamarked for medical research. Because our present 

heal.th financing system has no cost controls, no budgeting, no planning the expenditur~s 

for the Medicaid pro;rarn increase out-of-control. The rredical research cormumity has 

found itself in the position of carpeting for federal funds because the 11'.edicaid 

. 
I ... 
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(~ pther federal health prograrns)'are abs:>rbing an increasingly larger arrount of ,. 
federal health dollars. Through its financing and cost controls Health Security wiil 

end open-ended spiraling costs and provide funds fairly for both medical research and· 

·perscnal health services. 

Health Security would refonn our health care system so that the best medical 

care ·would be available to ·all Americans in equal fashion. Health Security '4.0uld Irake 
- . 

it possible to bring the pranise of medical research to every health consurrer. 

....... -·-·~ : ........ . 

. . 

Under Health Security: 

- everyone living in the USA would be entitled to all health care 

services (with fEM exceptions) 

- all these health care services would be paid for by the Health Security 

'!rust Fund 

- no .Merican who needs care would be denied the care required 

-· there would be no co-insurance, no deductibles, no exclusions, no means 

tests 

- full preventive care would be paid for, and encouraged 

- all physicians visits would be paid 

- . all hospi ta1 stays .would be paid, with no time limitation 

- this includes all laboratory, radiology, and social services 

- skilled nursing hare care up to 12D-days per benefit period ~ for unlimited 

time ~f the heme is owned or managed by a hospital 

- social care services ~d be encouraged - grants would be given to local 

nan-profit agencies to develop social care services for tre chronically ill, 

the aged, the harebound 

- nany other services such as drugs, services of dentists, optaretrists, 

podiatrists, ambulance transportation, psychological counseling, physical, 

occupational, speech therapies, family planning, drug and alcohol abuse 

therapy, rredical appliances, eyeglasses, hearing aids would all be covered 

in part or full 

... · . 
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FO'R THE-AGED AND crtRoNfCAttY''!tt 

---:.·-

. · Beal.th Security will not solve all. the. problens of tbe aged and 

chronically ill. It ~ not a panacea. However, it will provide considerably 

··better health coverage than Medicare. And it will create refonns in the realth 

. care system and new services °\'which should be particularly beneficial to elderly 

people and to those suffering frc!n chronic conditions \\no do not need to be 

.·.institutionalized. 

·. All of the aged will be covered by Health Security - no one will be left 
. :•: 

. out. 
. . . 

All hospital costs will be covered - without a first-day deductible and with 

no lifetirre "r~es" or other limitations except on psychiatric hospitalization. 
. . . 

. . : . : All physicians' services will be covered with limitations only on solo 

practicing, fee-for-service psychiatrists. All participating physicians will 

•have to accept payrrent fran the program as payrrent in full; they will not be 

pellllitted to charge-patients additional am::runts. 

"-'. · .. 

Prescribed drugs, eyeglasses and mediCal appliances will be covered. 

Skilled nursing hare coverag~ under Health Security will be provided with-

out limit· if the hare is owned or managed by a hospital and services are provided 

under the b::>spitals' budget - othezwise, trere will be a 120-day limit per spell 

of· illness. '!his pr011ision, it is felt, will stinnilate the hospitals to corre 

out fran behind their curbstones and build adjacent skilled nursing hares with 

inproved services and quality safeguards not al\\'ays found in tr.e proprietary 

nursing horres which tcx:1ay make up 90 percent of the total .beds. 

1n tm Health ·security bill intrcduced into this 94th Congress, as opp:>sed 

to earlier versions, there is· a provision for social care services which will 

. potentially help millions of older Arrericans who do not need long-tenn custodial 

institutional care • 

. . 

..·.· 
.:. 
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·. ,.---. The past deCade shows alnost a 50% increase in the number ~f persons cared 

for in nursing hares •. This is due to the M:rlicare and Medicaid programs • 

. }ICMever, Medicare and Y.edicaid restrict the benefits ti:at the aged and chronically 

ill may receive at hare •. This is what has forced many people to accept care in 

nursing hares, forces-patients to accept nom care than they need - and increases 

·the costs of health care to us all. A recent HEW study showed that between 14 and 

·· . 24% of this country's 1.1 million nursing hare ~tients are unnecessarily institu

tionalized because of the lack of altemative medical care. 

Hcl'te care offers a less expensive alternative to institutional care when 

institutionalization is not necessary. '!he Hane Care Association of Pochester, 

·.New York, showed an estimated savings of $1,068,000 in 1971 through the early 
: . ." . . . . 

transfer of patients fran hospitals to heme care programs - a reduction of 

· : 12,579 in-hospital days. ·· Hare health prograrrts would cost fran $180 to $600 

. ... .. -... 

pimnonth, IlU.lch iess th3n the $15, 000 to $20, 000 per year or. $50 per day to 

keep a patient in a nursing hare in New York City. 'lbe National Association 

of Hane Health Agencies estimates that hare care is 3-1/2 times less expensive 

· · per patient than h?spi taliza tion. 
.• 

Not only is nursing hane institutionalization costly and often unnecessary, . . J . 

it can also be brutal and inhumane to the patient, and a source of greed and 

. . profit-at-the-expense of health to the owner. Witness the nursing P".'!T'e scandals 

· now being exposed in several sections of the country. 

. . 

Great Britain, Derurark, SWeden and No:rway all have the policy of proViding 

as much supportive hane care as is necessary to enable th.e aged and chronically 

ill to stay in their hares. 

Sate of the advantages of hane realth care services to ~ aged and 

chronically ill ar~: ... 

•. 

-· .........•. ~,,. 
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- -·· personal independence; 

.· . ~· · naintain a sense of well-being, usefulness, relationships 

with family, friends, neightors; 

. -: ·< avo~d unnecessary and degrading institutionalization; 

- lower costs of health care to the aged, chronically ill, 

···and taxpayer; 

·: ··• reduce the need for costly construction of nursing banes; 
.· 

-· expand less-costly hare health service agencies: 

· · .. - take profiteering out of the hands of nursing heme a .. ners. 

: '-- · -~ increased effectiveness of ne:lical care means that the disabled, the 

.. ·. : .. chronically ill ancf the aged are a larger portio~ of our p:>pulation than ever 
. . 

- . 

· .··. ·. · · ¥ore. . 'lhose 45 years or civer constitute 1/3 of our population and growt .. l-i in 

·· .. ··the older age groui) {75+) has been faster than ever before. Al:out 80% of the 

.. 65+ age group are iifflicted with one or rrore chronic ccnditions. But in th:! 

J01-institutionalized population of this age group 82% have no limitation in 

nobility despite chronic illness. Many could be at home mo are nCM institu-
. .• 

.tionalized. if hare health care an~ social care services were available • 

. ·Health Security could provide bane care services to the aged including 

_the follc:Ming: 

' 

grants to local non-profit agencies for developing 

soeial care services for the elderly at bane: 

through its payrrent mechanisms, Health Security 

.~pay for: 

a. all necessary hare health visits, ranoving 

the present 100:-visit limit under Part B of 

Medicare 
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b. day care coverage in day care centers and other 

facilities 
. - . . - . . . . . 

c. harenaker visits, transportati0n to.centers, doctors 
- . . . 

offices, rreals-on-wheels, laundJ:y, .· medical equiprent 
I 

.such as ccmrodes, wheelchairs, hospital beds, 

. -·. ·. assistance with shopping arrl ~tdoor walking, telephone, 

and even family subsidies in experinenW.programs t:O 

.- .care for the elderly in their own banes. 

In conjunction with the benefits of the hane health care services of 

· Health Security the program also could provide the folla.-ling through its 

· •·- Resources Developrent Fund: 

.. 

'_:. ·.~: .. . . · ·:-.~,grants to schools of nursing and other qualified institu-
-.. ·.-

...... 

·. ·_; 

_ti.Ons for short-te.rm in-service training-programs for nurses 

. ·:. -. . . ~ .. - _aides and orderlies for nursing hares - this training would 

·emphasize the s~ial problems of geriatric patients; 
·'.··. 
_ .. ·. 

. ,· .. ·_. 

.. m:dical schools; 
·._· - .· ·.· . . :. : - . . . . 
· · · ..;._ continuing education pr~rams in geriatrics for physicians. 

,j 

. . . - . 

Health Security will recognize . the difficulties faced by older people . . 

.en fixed incanes in meetirig premium .costs for health insurance. TOOay, not 

. atl.y. is there a so-called "dynamic deductibles" on Part A of t-'.edicare - which 

. increases regularly -- but also premiums for Part B, as well as deductibles and 

co-insurance. '111ere are so many gaps that millions of older people have turned 
.. 

to supplerrentary private insurance policies, with all their confusing and often 

duplicative renefits, not to rrention high premiums. 

~.r . 

• ·, 



. . · .. . . 

- . -_ 

• ... -

-.-. 

· .. Ulder Health Seairity, :there will be no deductibles, dynamic or otrei:wise, 

no Part B premiums and no gaps except as the liniitation on long-tenn care might 

apply. 

· 1h!- first $5,000 incane fran personc:;over age 60 will be exercpt fran the 

Health Security tax, as will Social Security.benefits. 

As. stated at the. outset, Health Security will not solve all the probelms 

of· the aged and chronically ill. But it will help a great deal, substantially 

improving services presently available. 

March, 1975 
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Health Care Cost : 
A Distorted 
Issue 
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All of us who believe in national health insurance 
because it is comprehensive, universal, fair and equit
able are asked one question: "What will it cost; can we 
afford it?" Some really wonder, and we owe them an 
answer. But others are asking not because they really 
wonder but because they want to muddy the waters 
and cast doubt. They are not interested in an answer; 
their problem is they know the answer-and just don't 
like it. 

There is an element of dishonesty in some of the 
language, questions and issues raised by some who 
oppose national health insurance. Honest men and 
women can disagree about a number of issues involv
ing national health insurance. We can and should de
bate matters relating to financing, fo private and 
public mix of funds, to ways of paying for services. 
There is a lot, legitimately, to argue about. 

Nor do honest men and women all understand the 
issues of cost perfectly. But some who do understand 
the issues correctly use scare tactics about cost to 
confuse the public. They do not believe their own 
testimony before Congress, qut they hope the public 
will believe it. We ought to recognize that for what it 
is and tum our attention to the real task before u·s
explaining the issues to the American people. 

What is the story of costs; what can we afford; 
what is national health insurance all about in dollars 

RASH! FEIN is a professor at the Harvard Medical Schou/. This 
article is excerpted from a paper he prrsrnh-J lo a Washi11gto11, 
D.C., co11fermcr nn Health St•c11rity. ' 
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and cents? It may be useful to remind ourselves of 
the situation as it is today and to consider the situa
tion as it will be when national health insurance is 
enacted. 

We are spending over $100 billion a year in the 
health sector today. In fiscal 1974, the total was $104 
billion, and $97 billion, of that was for health care 

0 and supplies with the remainder for research and con
struction. That was money spent-dollars transferred 
from individuals, insU11ance companies or government 
to the health sector, to yrroviders of goods and services. 
There is an ongoing malth activity. It employs over 
4 million persons, proivides over a billion physician 
visits and about 250 Dl'lillion hospital inpatient days 
per annum. The healtiln sector is alive and thriving
at least as measured !by the dollars flowing into it, 
7 .7 percent of the gros. national product. It is ineffi
cient. It wastes resoll111:es. It fails to deliver care to 
large numbers of peopl? who cannot afford to pay for 
services or who do no:b find services available when 
and where they need tlmm. But it exists; it is financed; 
it utilizes resources. 

We feel the nation mulct be getting more than we 
are for the $100 billiC!lll'. We should, but that is not 
my point. What is impwtant for the moment is that 
there is a $I 00 billion iiradustry out there. We are not 
talking of creating a ;mw enterprise-a new health 
industry-when we sp.mk of national health insur
ance. It is not as if we have nothing today and want 
to create 350,000 doctors, 1.5 million hospital beds 
and all the rest and pa~ for it. We are not an under-



developed country without a health care system en
gaged in a great debate over whether to invest scarce 
resources in developing personnel and facilities. We 
already have a system-a $I 00 billion enterprise. 

All that is important because it lies at the heart of 
one of the significant differences between national 
health insurance and other proposed government ex
penditures and programs. It is at the heart of the 
discussion about costs and what we can afford. 

When government spends money for new desks and 
chairs, for parks or dams, for the CIA, this represents 
a change in the way resources are allocated in the 
economy. In those cases, government pays for things 
that were not going to be paid for by the private 
sector. When government builds or pays for a dam, 
it does not ask whether government should pay for a 
dam or whether individuals should buy it on their 
own. It asks, instead, whether we should have a dam 
at all. And it adds a constraint: if we say "yes," it 
means we will have to do without something else. To 
ask "should we have a dam" is to ask a meaningful 
question-for, if government authorizes a dam, it is a 
new dam that- is created. If government puts new 
money into new programs that deliver services pre
viously not available or delivered, we are talking 
about new services: parks, roads, inspection, regula
tion and so forth. New services require new resources 
-tesources that could have been -used for other 
things in the public or private sector. 

If, on the other hand, government talks of assum
ing the costs of services already being delivered and 
paid for by the citizenry-as is the case with health 
services-there are no new total dollars or total re
sources involved. Every dollar government spends on 
health relieves us, the public, of dollars that we would 
have spent on health. 

There is, of course, a new and different financing 
mechanism, a new way of spending old dollars, but 
that is not the same as new dollars. New parks, roads 
or bombers represent money for things the people 
would otherwise not have. But medical care is dif
ferent: we are already spending $104 billion, and 
private expenditures account for $63 billion of that 
total. 

So the issue is a non-issue. The question can we, as 
a people, afford national health insurance really means 
can we afford to spend what we are already spending 
-and surely the answer is "yes." The issue is not 
whether we are spending more than we can. The issues 
are whether we are getting what we should for our 
money and whether the present arrangements which 
make health expenditures depend on a family's income 
are fair, just and humane. 

But, the critics say, what about those people who 
today cannot afford to purchase medical care. Won't 
national health insurance cost more than we are now 
spending when it attempts to provide care to those 
who today find price a barrier? They ask whether we 
can really afford a umiversal national health insurance 
program that brings health care to the forgotten and 



• the rejected Americans? What does that really mean? 
Anyone who asks those questions apparently believes 
that we do not have enough and cannot produce 
enough medical care services-and that is untrue
and, rather than alter, modify and improve the health 
care system, prefers to continue rationing health care 
on the basis of ability to pay-and that is unjust. 

In part, of course. the critics say they agree, and 
that is why they contribute to charity and "suppoi:t" 
Medicaid. But, of course, to the extent that charity 
and Medicaid do purchase health care we are back 
at square one,. talking about dollars that are already 
being spent. In our view, national health insurance is 
fiscally a substitute for, not an addition to Medicaid, 
but it is also different from and better than Medicaid. 
It is a better way of spending the dollars that are 

. already being spent. No, the reason some of our 
critics may prefer even Medicai·d to national health 
insurance does not relate to the total dollars going 
for care. The real . reason is some people like the 
Medicaid system-not because it is efficient, just, 
humane and decent-but because they feel it is an 
appropriate system for those whom they consider un
deserving. Their chief complaint about it is not that 
it is a demeaning system in which people are required 
to trade their dignity for some health care. Their chief 
complaint is that we are spending too much on iL 
And when they say, "we are spending too much," 
they do not mean America cannot afford it. They 
really mean, "why spend that much on people who 
aren't making it on their own?" 

The fact is that even with Medicaid and· other pro
grams, too many Americans still receive inadequate 
care. National health insurance will permit them to 
enter the medical care system and will require re-
sources for their care. That is good. That is what we 
want. That is one of the important reasons we favor 
the Health Security Act. I am not ashamed of being 
in favor of decency, humaneness and justice. I am 
willing to spend dollars, new dollars; to achieve it. 
In fact, however, I am convinced that we can have a 
well run system of health care that, by eliminating 
present waste and inefficiency, can provide care for 
all the people with fewer resources than are now pro
viding care for only some of the people. For $100 
billion we can provide for all 213 million Americans. 
But even if our critics disagree, even if they argue it 
will cost more than we are now spending, what would 
they have us do, continue to deny care to those who 
need it but cannot pay? Do they really mean we can
not afford it, or do they mean that they prefer not 
to concern themselves with the problems of the less 
fortunate? 

Unemployment is costing our economy billions 
upon billions in dollars-aside from the human suf
fering. Yet we arc told the nation cannot provide 
health care for its people. If we did not have public 
education, they would tell us we could not afford that 
either. If we did not have unemployment compensa
tion, they would tell us we could not afford that--'-Or 

social security or higher education or workers' c~m
pcnsation. Their economic policies cost the nation 
tens of billions of dollars in lost wages and products 
and untold human suffering, yet they ask us whether 
the nation can afford national health insurance. 

Yet another argument is used: if government pays 
for medical care, it is said, you and I will attempt to 
get more care than we need. We will flood the hospi
tals and the doctors' offices, inundate the system and 
bankrupt the economy. But where is the evidence th~t 
we are all so in love with medical care that we will 
face waiting time, travel costs, absence from work, 
fear and concern to behave that way? The evidence 
is not found in prepaid group practic~ where mone
tary barriers to care have been eliminated or reduced. 
It is not found in outpatient departments because they 
have to mount outreach and follow-up programs to 
get people to use the services. It is not found in the 
experience of other nations. Canada can manage to 
meet its commitments but we, presumably, would be 
unable to meet ours. 

This is the rationale offered for coinsurance and 
deductibles-for that which is so pleasantly called 
"cost sharing." Cost sharing is supposed to make you 
and me behave responsibly, but the real issue is how 
to induce the system to behave responsibly. You and 
I do not decide to order unnecessary lab tests; we 
don't really make the decision that we would like to 
enter or stay in hospital an extra few days; we are 
not out there balancing prices and satisfaction and 
deciding whether we prefer another $10 worth of care 
or something else. The bulk of those decisions are 
made for us. High cost sharing is not consistent with 
the goals and aims of a comprehensive, universal ~d 
equitable national health program. Low cost sharing 
-and that which is low for some is high for others
is not worth the administrative costs. Those who are 
so concerned about costs might want to join us in 
eliminating the unnecessary costs involved in admin
istering a system of deductibles and coinsurance. 
Moving billions of pieces of paper around is expen
sive-that is waste and, therefore, is something we 
cannot afford. 

At the margin, and for the poor the margin is 
narrow indeed, price does make a difference. But will 
the system go bankrupt without price barriers? The 
U.S. Department of Health, Education and Welfare
a department not known for its support of Health 
Security-has estimated that the difference in total 
expenditures-total dollars spent on health, whatever 
the source of the expenditure-between the Health 
Security Act and the Administration bill introduced 
in the last Congress was $6.5 billion on a total esti
mated expenditure of about $123 billion. We believe 
that is a substantial overestimation of the costs of the 
Health Security Act. Among other things, it fails to 
take account of the very real savings that will come 
about because of system changes that are part and 
parcel of the Health Security Act. The HEW esti
mates assume that the Health Security Act will only 



finance care and not change the delivery system, and 
that is not what Health Security is all about. Never
theless, even HEW admits that the Health Security 
Act-even without system savings-would add only 
10 percent to what the nation will spend if no legis
lation were enacted and only 5 percent to what the 
inadequate Administration bill with __ cost sharing 
would cost. · 

Consequently, we are prepared to argue we can 
afford a Health Security Act and to argue further 
that with system change the Health Security Act will 
save, not cost the nation money. There is surely more 
than 10 percent waste and inefficiency in the present 
system. 

Js the argument really about going bankrupt be
cause of an additional expenditure of some $6 bil
lion? Can anyone say that a trillion dollar- economy 
cannot afford the Health Security Act? The argument 
is not really about total dollars and total costs but 
about where the dollars come from and where they 
will go. That is the real explanation for the cost shar
ing and also for the mandating proposals that have 
been offered by the previous Administration. Requir
ing that patients pay out of pocket or that employers 
make health insurance available to their employees 
is not really cheaper-it only looks that way in terms 
of federal funds. The dollars all stay in the private 
sector with mandating, and government does not enter 
the picture. The dollars are not greener nor are they 
fewer. But they are private; not public. That is the 
real issue, and that issue is real because the Health 
Security Act has a social insurance approach-and it 
is there for a reason. The fact of the matter is that in 

health care private financing, operating with private
insurance principles, has not met the problems of the 
people. We needed social security. We needed Medi
care. We got them because those who fought for those 
programs understood the basic issues involved. The 
same issues lie at the heart of the fight for national 
health insurance. 

Keeping things substantially as they are or building 
upon a weak foundation will not lead to universality 
or equity. The Administration's bill. after all, would 
transfer only about 5 percent of total costs from the 
private to the public sector. This is what they call 
national health insurance-the Federal Trade Com
mission ought to look into that kind of mislabeling. 
Is it not equitable to have low-inco"me employees 
spend a higher proportion of their income on health 
care via coinsurance. deductibles and premiums that 
arc fixed amounts and do not vary with income or 
with payroll. It is not universal to have a multiplicity 
of plans into which people must be sorted. And in 
dollar-cost terms all this would increase administra
tive costs. Whatever they may say about the Health 
Security Act, at least they must admit that its dollars 
would go for health care and to the health system
not on paper work and to accountants. 

In a March 1975 editorial, the Washington Post 
suggested Congress should examine the true costs of 
government programs-not just the costs to govern
ment, but the real costs. It said: "The argument over 
health care provides a classic example of the way the 
present system works. Health insurance plans before 
Congress arc usually discussed in terms of how much 
they will cost federal or state governments in tax 
money. While these figures arc of obvious importance, 
the true cost of any such plan must include the addi
tional expenses the plan will impose on employers 
and employees. If those additional expenses are paid 
by the employers, they will be reflected, sooner or 
later, in prices. If they arc paid by the employees, 
they will be reflected in a loss of buying power. In 
either case, they are real costs, just as tax increases 
are real costs. 

"In order to get a true picture of the full -.:::ists of 
a health plan or noise reduction regulation or any 
other federal program, Congress needs an 'economic 
impact' statement not unlike the environmental im
pact statements now required of many construction 
programs. Then it could know how much a particular 
program or set of regulations really costs." 
' It surely would be advisable if the Administration 

prepared economic impact statements such as the 
Washington Post calls for. We who support the 
Health Security Act would welcome honest analyses
we have nothing to fear and much to gain from pub
lic information and understanding. Social legislation
Medicare, national health insurance-is never harmed 
by public understanding. It is misinformation that is 
harmful. 

Actually, since the federal Office of Management 
and Budget (OMB) has not been doing what the Post 



' " 
<!alis for, proponents of Health Security have done it 
for them. That is why we know that, in largest mea
sure, the Health Security Act is fiscally responsible. 
Its economic impact is in terms of equity, not total 
expenditures. It calls. not for an increase in real costs 
but, for a shift, a transfer, in expenditures-a shift 
that is needed and a transfer we can afford. It calls 
for a social insurance approach. 

Thus it follows that the argument that the economy 
cannot accommodate itself to national health insur
ance, that it represents an increase in total expendi
tures and that we have to put national health insur
ance on the back burner because it is inflationary is 
false and deceptive. It is an argument without merit. 
and it does not become any more persuasive when 
we are told there is no such thin!! as a free lunch. 
There isn't, and we know it. But this is a lunch that 
is already being paid for. In fact. if' the Health. Secu
rity Act were passed and signed into Jaw and if the 
people who administer it believe in it, the changes in 
the health care system and in its financing would en
able us-for the same money-to have a fine dinner 
instead of a blue plate lunch. 

Recently we were told that the President would 
veto a national health insurance bill even if spending 
were delayed a year because enactment of a spending 
program would encourage an inflationary psychology. 
If we place the facts before the public and the issues 
are recognized for what they arc-if the public is not 
misled-no inflationary psychology need result. There 
are no witches out there, and it is less than honest 
first to keep frightening us with the imaginary demon 
of inflation and then to tell us we cannot have na
tional health insurance because some people believe 
the stories of demons and witches. 

Government expenditures on health will go up 
under the Health Security Act-that is a design fea
ture, not an unfavorable side effect. But private ex
penditures on health will go down. That is also a 
design feature. The Health Security Act will be fi
nanced out of new revenues which can be obtained 
in an equitable manner and which all of us will find 
ourselves better able to pay, in part because we will 
be saving what we are now already spending on medi
cal care and health insurance and in part because of 
the gro~th in tax revenues resulting from the tum 
around and expansion in the economy. We do not 
argue that Health Security should come at the expense 
of other social programs in education, manpower 
training, income maintenance; we can finance Health 
Security because we arc already financing health care. 

Indeed, if people want to talk about inflation, we 
can respond positively. It is the existing organization 
and financing of health care that-in the absence of 
legislation-would continue to c~ntribute to infla
tionary pressures in the future. The real issue is 
whether we can continue to afford the waste and in- · 
flation inherent in the present system of care and 
finance. Inflationary pressures, conversely, can be con
tained and moderated by the kind of responsible inter-

vention that is embodied in the Health Security Act. 
When it is said that it is automatically inflationary 
for dollars to be transferred through government back 
to the private sector for health care, we can respond: 
''Whose administrative costs arc less, the "Social Secu
rity System which handles Medicare efficiently or the 
private health insurance sector whose administrative 
costs are often higher than that of government?" 

· And so national health insurance is within our 
means. We arc not so poor that we cannot afford one 
of the hallmarks of a civilized society-the right to 
health care regardless of income. When all the myths 
arc dispelled, when all the rhetoric and testimony and 
analyses arc over with, we are left with the crux of 
the matter-the argument about justice for all. Make 
no mistake about it-the guts of the issue is not about 
dollars. Those who opposed the Social Security Act, 
disability insurance or Medicare were not really argu
ing about money but about how the pie is shared. 
And the same is the case with national health insur
ance. The real question is whether resources shall be 
allocated so that everyone receives his fair share in a 
system in which the. use of medical care is related 
to medical need, or whether we shall continue, as in 
the past, to ration care on the basis of income. The 
answer will be in favor of justice and decency, in 
favor of national health insurance. A bill will be en
acted and will be signed into law. 

We must recognize, however, that enactment of a 
law is only the beginning of a process and not the 
end of it. The law must be administered. Because we 
are concerned about cost-about saving money in the 
health field so that we can devote resources to other 
social uses, since medical care is not the only unsolved 
problem on the American agenda-and because we 
are concerned about equity, all of us will be required 
to make certain the legislation is administered effec
tively. Only public vigilance can assure that. 

No one will "give" us national health insurance
not the experts or Congress or the Office of Manage
ment and Budget. The baHle for national health insur
ance is first a battle for public understanding. Social 
legislation is not enacted because of the goodwill of 
special interest groups, but over their opposition. It 
is not enacted because a few legislators are concerned 
but because many legislators who would rather sit 
on the fence find that the pressure of concerned citi
zens makes fence sitting uncomfortable. We will not 
convince OM B or the American Medical Association, 
but we can convince the pmblic. 

Thus far, at least on issues of cost, the people 
have been confused. We have not won the battle of 
public understanding ag:alrnst those who have sown 
the seeds of public confusion. I believe it can be won 
because the facts are on our side. However difficult 
it is for facts to prevail in a struggle against deception, 
if enough people work hard enough at it, the public 
will recognize truth from error. Then, having ·,van the 
battle of understanding and organization, we will have 
national health insurance. 

Reprinted from the June 1975 

AFL-CIO AMERICAN FEDERATIONIST 



ti-\ HEALTH SECURITY ANO MALPRACTICE (j} 
Health Security provides the basis for an economical and long range 

solution to the malpractice crisis. Unlike other solutions which are super
ficial and deal only with the symptoms of the crisis, Health Security deals 
with its causes. It corrects for the lack of quality and cost control in 
the pre~ent system and it removes the financial strain of high medical 
bills. ·In short, while Health Security is not a panacea, it corrects system 
flaws which contribute to the malpractice crisis. 

The lack of quality assurance in American health care is one of these 
flaws. But this is to be expected when licensing standards for physicians 
vary greatly from state to s_tate, when specialized care is often provided 
by doctors who are not board-certified in that specialty, when many providers 
fail to keep their medical knowledge ,up to date, and when hospital licensing 
standards are not sufficiently rigorous. Health Security will change a11 
this. It will establish national quality standards for participating indi
vidual and institutional providers. Health professionals will be required 
to continue their education to.keep~their 5kills up to date. Standards will 
be established for the licensing of new providers. These steps will reduce 
the number of malpractice claims filed for incompetence. 

Not only will Health Security improve the quality of medical care, but 
it will ensure that surgery is performed only when it is appropriate. 
Recent studies with a New York union health plan have shown that when second 
~edical opinions are sought prior to surgery, effective alternatives to 
surgery are recommended 17.5% of the time. The need for these second 
~pinions becomes clear when one considers that many malpractice suits result 
from compl i cations associated with surgery or from unnecessary surgery. By . 
requiring second opinions before surgery, Health Security will not only reduce 

·the number of unnecessary operations performed, but will also ensure that 
operations performed are medically appropriate. Additionally, since the 
public will be assured that surgery was appropriate and since the process of 
seeking a second opinion would better educate the patient to the risks 
involved, patients would have less motivation to file for malpractice should 
they be injured. 

In addition to mandating second opinions before surgery, Health Security 
would encourage effective peer review. Group practice would be stimulated, 
assuming that physicians were on hand to monitor each other's we~~:. Physicians 
would receive pressure from within the profession to keep abreas~ of recent 
clinical techniques and to provide quality and continuous care. 

Prepaid group practice plans, the formation of which ·are encouraged by. 
Health Security, have had lower rates of malpractice, partly because they 
practice peer review. But this lower rate is also due to the opportunity 
the organized plans provide for informal consultation among physicians, the 
representation of consumers on many governing boards, and the effort groups 
make to handle consumer complaints. By establishing these channels for 
consumer feedback into the health delivery system, consumer alternatives to 
seeking malpractice redress are available. 

.. - , '.• . • . . . 
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Hea1tn ~ecur1ty ana Ma1prac~1ce .. 

The patient never being burdened by medical bills would also reduce 
malpractice. In Britain where this is the case, malpractice is very rare. 
Whereas 20,000 malpractice suits were filed in the U.S. last year only 281 
were filed in Britain in 1973; of these 281 ,only nine got to court and the 
doctors won seven of them. -

Since patients will no longer be paying their doctors directly under 
Health Security, they will be less inclined to feel the doctor is financially 
interested in their illness. The hostility a patient feels when he receives 
a large medical bill would be a thing of the past. Instead of viewing doctors 
as bill collectors interested in 11 taking them for all they're worth, 11 patients 
might recognize doctors as human beings capable of making mistakes. The 
patient will have less cause to 11 get back 11 at the physician and will be less 
likely to file a malpractice suit. 

It would be naive to say that Health Security provides a complete solution 
to the malpractice problem. · Other ~oncepts such as the introduction of no
fault malpractice insurance, the abolishment of contingency fees for lawyers, 
and the arbitration of malpractice claims should be considered. But to do 
this and neglect the need to correct the causes of malpractice would be foolish. 
That is why we need Health Security. 

Many members of the medical profession oppose Health Security on the 
ground that the government being involved in handling insurance would lead to 
"socialized" medicine, yet many of these same individuals are asking for 
federal relief or even governmental provision of malpractice insurance. They 
apparently feel thataid to beleaguered patients would lead to 11 sociaiized 11 

medicine, while aid to beleaguered physicians would not. 

The malpractice crisis should teach us that there is a need for reforms 
in the heaJth care system to help both doctors and patients. The passage 
of Health Security provides a coordinated and reasoned,.as opposed to a 
piecemeal and haphazard, approach to government involvement. Its passage 
would provide a lasting and fundamental solution to the malpractice problem,· 
while establishing heal.th care as a right and improving the quality, level 
and distribution of health care. 

September 2, 1975 

·. 
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DANIEL s. GREENBERG 

Forward, Cautiously, with the Forward Plan for Health 

The predicament of go\'ernment health planners is that 
they ha,·e singled out the profit motive as a serious trou
blemaker in the national health enterprise, and they be
lieve only government can tame it. But they work for a 
President who is seeking to neutralize the conservati\'e 
Reagan threat to his nomination by campaigning against 
government, a tactic that is popular even in the absence of 
Reagan. 

Witfi that background, we are on the way to under
standing the mismatch between diagnosis and remedy 

0o- 1 ,.that characterizes a newly issued and important govern-
2 ~c~. i\<,'.:rnent document, HEW's second annual Forward Plan for 
~(\?') 'Health, Fiscal Years 1977-81 (259 pages, single copies avail

/ able from the Office of Public Affairs, lJ.S. Public Health 
Service, Room 5072, HEW North, Washington, D.C.). 

·.·'. 

_.:·~ .. 

The tradition of issuing such plans, if tradition it turns 
out to be, was initiated by the recently resigned HEW As
sistant Secretary for Health, Charles C. Edwards, v•ho de
parted in December, aggrieved by, among other things, 
the Administration's denial of much of the money char he 
considered necessary for implementing his design. Ed
wards's plan for the next five years of federal activiry in 
health-related matters put considerable emphasis on pre
ventive medicine, along with strengthened efforts for 
"cost containment" and quality control through such de
vices as Health Maintenance Organizations and Profes
sional Standards Review Organizations. The rationale for 
the Edwards design came from a variery of studies that all 
arrived at more or .less the same conclusions - name!~·. 

that the costs, quality, and distribution of health care in 
the United States are excessively governed by an oldtime 
spirit of laissez-faire. Supporting e\'idence is to be found in 
the virtually unrestrained boom in medical costs, surveys 
that document needless operations, overspecialization, 
and excessive utilization of hospital facilities. To which can 
be added ~werprescribing, zealous pushing of drug for
mulations of dubious utility, and a general absence of 
qualiry review for treatment. 

A few diehards still insist that rhe health industry can 
right itself without the allegedly clumsy hand of govern
ment \.\Tiling the rules for the practice of medicine. But a 
broad and widening consensus among practitioners and 
scholarly spectators now holds that if reform is entrusted 
to the health industry, there will be little, if any, reform. 
The Ford Administration's health leadership, under borh 
Edwards and his successor, Theodore Cooper, shares in 
that consensus, and from this comes the split-level analysis 
and prescription of the latest Foruiard Plan for Health. 

The document candidly acknowledges as much when it 
states, "This year's Forward Plan has not done well in ad
dressing another oft-heard criticism of the last Forward 
Plan. It still does not clearly articulate any set of general 
principles regarding the differences between the Federal 
role and St<lte, local, private, and voluntary roles in the 
health sector." 

The need for ··general principles, .. let alone strong in
ten·ention. is further tesrified to bv the statement that 
"The commitment to indi\'idual initiative and freedom 
has permitted the system to tolerate serious imbalances in 
the distribution of the nation's health resources. The ten
denc~· to focus on purely technological solutions to health 
care problems has created a climate in which the organiza
tional and systems aspects of health care have gone largely 
neglected. The pattern of increasing specialization has 
brought with it not only a heightened awareness of the 
processes affecting organ sysrems; but also in many in
stances a reduced awareness of the patient as a whole 
human being. The uncritical enthusiastic acceptance of 
neK technologies into the health care arsenal, in combina
tion with a gene'ral absence of attention to planning, has 
contributed to rising health care' costs. Finally, the unwill
ingness to infringe on the freedom of health care pro
viders has encouraged a general lack of accountability in 
the health care sysrem, and this partly accounts for the un
even quality of health care." 

And so on, all leading to the grand anticlimax of: "In t 
this view, it is the role of the Federal Government to ex- / 
hort, support, demonstrate, finance, do research and ' 
evaluate; but it is up to the private sector in health care, j 
and the States and localities, to do the actual work of plan-~' 
ning and operating the 'health care system.' This partner
ship offers the best hope for preserving that which 'liberty' 
and 'equality' should mean in the health arena: individual 
freedom of choice and action, and equitable access to 
health care." 

Whether or not this presumed partnership does, in fact, 
offer "the best hope," the authors of the For.vard Plan, hav
ing done their duty for Mr. Ford's anti-government dog
ma, cautiously opt now and then for the feds going in 
there and laying down the law. Thus, in the passionless 
prose that is usually employed by bureaucrats who wish to 
conceal strong fe.elings on controversial subjects, they 
blandly observe "After considerable debate, there is grow
ing recognition of the need for a greater degree of respon
siveness and accountability to the public on the part of 
the major actors in the education and practice settings. 
This is tied to the realization that the Federal govern
ment subsidizes approximately 50% of the total cost of 
health professions education. Particular strategies have 
yet to be agreed upon, but there appears to be fundamen
tal agreement that greater controls must be built into the 
system in order to redress some of its more critical prob
lems." 

Which is a soft way of saying that, since the federal gov
ernment is the largest single source of financial support 
for rraining the health professions, it need not content it
self with merely exhorting, supporting, demonstrating, fi
nancing, researching and evaluaring. It can, as it is in the 
process of doing, prescribe regulations that will ultimately 
have profound effects on the training and distribution of 
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medical professionals. But of such matters the health 
planners may not speak too loudly. 

The section of the Forward Plan that is devoted to pre
vention is one of the most provocative, for it explicitly 
takes on the touchy problem of how far government ought 
to go in preventing people from harming themselves. In 
their proposals for federal activity, the authors convey the 
impression that they believe government ought to go a 
long way, but here, too, the remedies are a bit more drastic 
than the timid prose suggests. 

It is noted that "as far as government actions are con
cerned; the proposals are intended solely to provide op
portunities and incentives for people to assume full re
sponsibility for their own health. Even so," the Plan con
tinues, It 1s clearly appropriate to provide for public 
discussion of such options." 

On smoking, the options for promoting .individual re
sponsibility include "restricting the sale of cigarettes with 
high tar and nicotine content," and legislation to "Ban cig
arette advertisements or exclude such advertising as a de
ductible business expense for tax purposes." 

Regarding alcohol, one of the options is to "Reduce the 
alcohol content of certain beverages." 

On automotive safety, one of the options is mandatory 
use of safety belts and a requirement for "those who are 
convicted of drunken driving, and any driver with acer
tain number of violations, to reapply for a license ever~· six 
months and enroll in a safe driving course." 

The good sense of these cautiously introduced ··op
tions" cannot be disputed, but, then, in the present politi
cal environment, their chances of gaining presidential 
support is miniscule. (It is enchanting to speculate on the 
pohucal explosions that would ensue from a White House 
endorsement to cut the alcohol level of whiskey; in a na
tion that enduringly tolerates the handgun, there is no po
litical profit in tampering with so fundamental a commod-
ity as booze.) ' 

One of the bonuses to be had from perusing the Fonvard 
Plan is that it is dotted with illuminating health-care 
statistics distilled from a large array of studies. Thus, an
nual national spending on health has risen from S 12 
billion to SI 04 billion since 1950; between I 950 and 1970, 
the proportion of GNP devoted to health care rose from 
4.5 per cent to 7 .2 per cent. After that, it leveled off at 
about 7. 7 per cent, but estimates for the last fiscal ~·ear put 
it at 8.3 per cent. 

Of the SI04 billion for health care, hospital expendi
tures accounted for S40.9 billion: physicians recei\·ecl SI 9 
billion. 

The Plan repons wide regional differences in the ratio 
of nursing-home beds to popula1ion. In 1973, for exam
ple, there were 70 beds per thousand persons overt he age 
of 65 in '.\Jew England, the \Vest North Central. and the 
Pacific census di\·isions; howe\·er. there 1»ere onh· -HJ per 
thousand in the South Atlantic and East South Central 
di\·isions. The Plan notes that ··The causes and conse
quences of this variation are not at all clear." 

It also reports a rapid increase in the number of acti\·e 
physicians. as a result of new medical schools, exp~111sion of 
existing ones, and ··an appreciable increase in the number 
of foreign-trained pll\·sicians in the United States."" :\nd it 
concludes tha1 ··Assuming no marked shift in the size of 

medical school graduating classes, the addition of foreign 
medical graduates to the U.S. stock, and the fertility rates 
of the population, the physician to population ratio in 
1990 might be as much as fifty per cenl greater than it is to
day." 

Another interesting statistic is that, whereas the num
ber of practicing physicians increased between 5 and IO 
per cent between 1971 and l 974, "the aggregate number 
of physician contacts, excluding those with hospital inpa
tients, has remained almost constant at about one billion 
contacts each year." The authors speculate that the cause 
of this stability might be more lime per patient or less time 
for ambulatory patients, but they go on to observe, "There 
is evidence from other countries, notably Canada and 
Sweden, that physicians tend to reduce their working 
hours in response to the possibility of increased hourly in
come." The near-extinction of the housecall is also report
ed, down to only 1 per cent of all visits, as compared with 5 
per cent a decade ago. 

The large increase in medical costs in recent years is an 
international phenomenon, with France and Sweden cit
ed as examples; in both, the annual rise since 1965 has 
been 14 per cent. 

As for health insurance, the Plan reports that in 1972, 
about three quarters of the population under 65 had 
"private health insurance of some type." But among 
persons 45 to64 years of age, '"only half of those in families 
with less than S5000 have health insurance while over 90 
per cent of those in families with incomes over Sl5,000 
have insurance.·· 

On federal financing of health research, the numbers, 
which presumably are accurate, indicate that the falloff in 
support is appreciably greater than heretofore reported. 
Citing the Office o[ 1\lanagement and Budget as its source, 
the Plan reports that "Federal expenditures for health
related research will total just over S2.5 billion in FY 1976, 
down from S2.6 billion for FY 1975, and the 52.8-billion 
outlay for FY 1974." When the inflation of recent years is 
taken into consideration, there is apparently corrobora
tion for researchers who contend that, in terms of pur
chasing power. federal support for biomedical research is 
cmrently back to where it was in the early i 960"s. 

A final item. one that is outside the generou~ subject 
boundaries of '.\ledicine and Public Affairs, but that is wor
thv of examination as an example of the bizarre prose pro
ductions of which oHicialdom is capable. Our text for to
da~· is taken \·erbatim from an obscure publication of the 
U.S. Gener-;,d Accounting Office. Mo11th(v Lisi of GAO 
RI' ports: 

··Rear :\dmirals a1·e divided into two classes for pay pur
poses - lower and upper half. They are advanced to up
per half when their sen· ice in grade is longer than half of 
the total number or Rear A.dmirals. 

"Such an .-\dmiral mandatoril~· retired on the last day of 
the month while in the lower half ma~· not compute his re
tired pay as if he were upper half based on the fact that up
per half admirals retired on the same day in sufficient 
numbers to qualify him for upper half had he been in ac
tin~ sen·ice on the first dav of the next month."" 

\\'e can reliably report that the authors of the above 
ha\·e nothing to do with medical matters. 
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: .• ~~~"'~/ Palarks* ® 
By. I.eonard Vb:rlcock** 

en behalf of the Ccmnittee for National Health Insurance and the Health 

Security Action C.ouncil; I v.uu1.d like to wela:me you to this conference. We 

are meeting tmder unusual circumstances in Washington: the Congress and the 

President are in town at the sane time. r.t:>reover, for the first time, both 

are engaged in developing. budgets. We already knCM about the President's 

budget; there is a right and wrong handle to evecything, and the Cf.18 still 

hasn't figured out which is whiCh. The Congressional budget resolutions are 

due fran the House and Senate Budget carmittees this week. We hope they 

will pracote far greater stirm.Ilus to the econaey than ·the Mninistration 

proposes. We do not anticipate their enlistment in the Mninistration's 

}Judgetary war an the elderly and the poor. And ~ certainly expect than to 

give_ a lift and not a· drag to national health insurance • 

.. In recent weeks the nation .. has been treated to the extraordinary 

spectacle of the Secretary of Health, Education and Welfare testifying 

against health on both sides of the capitol. Secretary Weinberger, in the 

great cabinet tradition of· Earl Butz, has even rejected extension of 

~th benefits for the unerrployed. All other witnesses have testified in 

support of legislation in this field. They see a pressing human need. 

All recognize there are in~ities, there are defects, and there are 

problems. But even the American Medical Association supports anergency, 

stopgap legislation. Republicans and DemJCrats, liberals and conserva-

tives, have introduced bills. With such wide support, wouldn't you feel 

that differences could be tanp'.)rarily set aside and legislation enacted 

to provide that those who are losing their jobs should not also be 

deprived of their right to health care through private health insurance? 

* Prepared for the Health Security Conference/Rally sponsored by the Ccmnittee 
far National Health Insurance, April 14-15, Washington, D.C. 

** Chairman, Conmittee for National Health Insurance, President United Auto Workers 
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Secretary Weinberger's answer is "no." He is opposed to health benefits 

for the unemployed. By his reasoning, it is unfair to help scree of the 

people unless you can help them all. However, his testlirony was not dis-

rupted by any ideas about hcM to help them all. He saw insurrrountable 

administrative problems. Governrrent, said the Secretary of Health, Education, 

and Welfare, can't administer health, education, and welfare programs. By 

this, he seened detennined to prove his total incarrpetence. 

I would say to Secretary Weinberger that, if he can't administer these 

programs, he should step aside and let sareone in who Ca.n. His no-plan ~n' t 

play in Peoria and not in Grand Papids, either. I certainly expect that this 

Congress will not be diverted by the .Mmi.nistration' s -opp:>sition fran its mission 

to provide health benefits for the memployed and, imrrediately follCM.i.ng that, 

to proceed to ~t a ccrrprehensive, miversal national health insurance plan. 

This is the Congress of the BiCentennial. There are special reasons why 

it should act. '!Wo hundred years ago, our nation was founded on certain principles . 
and defined rights. "To Provide for the camron Welfare." "Unalienable Rights" 

- arcong them, the rights to life and to the pursuit of happiness. 

Have we provided for the ccmron welfare when adequate health care is not 

available to the American people? Every other industrialized nation in the 

w:>rld has a national health insurance system; Germany's is al.m::>st 100 years old. 

Does a sick child have an equal, unalienable right to life and to the pursuit 
prooide for the care which will 

of happiness when his family lacks the resources to/make him well? And this 

hl a nation whose doctors are am:mg the rrost canpetent and skilled in the , 

'WOrld ••• a nation which boasts the finest medical institutions ••• which spends 

a larger share of its Gross National Product for health care than any European 

nation ••• but in mich infant rrortality is higher than 16 other nations, even 

including Hong Kong and Fast Gennany, and where male life expectancy at birth 

is less than in 21 other.,oountries, all with national health plans? 

i 
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We are rreeting in the nation's Capitol an the eve of the BiCentermial. But 

to date, the 93 Congresses which preceededthis one have failed to provide for 

the Arrerican people what evei:y other noiem naticn has granted to its people. 

It's all very ~11 and proper to send a train around the country to let 

the people see sare of the historical papers fran the Archives. It's nice to 

set up tourist infonnatian centers and to have special band concerts. But I 

propose that this COngress rrenoralize the BiCentennial in a real and lasting 

way by enacting a National Health Security bill before adjourning! 

There can be no nore fitting observance of our 2QOth birthday than to 

finally translate those aspirations of the Patriots - "\ll'lal.ienable rights" 

to life.and the pursuit of happiness - into a reality through National Health 

Security. 

The Ways and ~s camri.ttee in the House is scheduled to nove into con

sideration of national health insurance within the next three or four weeks, 
. ' 

according to its Health SUbcc:mni.ttee chainnan, Congressman Rostenkowski. . . 

I think we need to help them over two big hurdles which they seem unable 

to clear' all by themselves. The first is the one already alluded to: the 

fear generated by Mr. Weinberger and others that government can't administer 

national health insurance. Government certainly has been able to administer 

national health insurance in many other countries, including canada which at 

first turned the problem over to private health carriers but quickly found 

that government could do the job better and at less cost. Canada's national 

health insurance plan is nCM administered by government, without a need even 

far fiscal intennediaries. If any Congressional ccmnittee has reason to knCM 

that Social Security can be relied on to carplete its missicn effectively and 

humanely, it is the Ways and Means camri.ttee. 
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. I see no reason why objective members of the Ways and Means Ccrrmittee would 

question the capabilities of Social Security to administer a Health Security 

program. 

But there are many reasons to question the capabilities or the will of the 

private health insurance industry. The questions are based on 40 years of failure. 

After 40 years, the private sector has failed to provide universal coverage; 

they have only provided a lot of non-traceable figures which even HEW nCM questions 

as bloated estimates of coverage. In truth, at least 60 million Americans have no 

health insurance coverage at all or of such questionable quality as to be absolutely 

useless except for paying unnecessary preniums. 

After 40 years, private health insurance has failed to provide ccxnprerensive 

benefits. Qily one-fourth of all health spending is met even today by private 

health coverage of all types. 

They have failed to control costs which again are escalating 50 percent faster 

than the' general runaway inflation. They have failed to ccntrol quality. 

Private health insurance has worked very well for the insurance companies, the 

doctors and the hospitals, but not equally as welLfor the constnners. 

The second hurdle that Ways and Means will have to clear is the myth that 

Health Security costs too rmich. Isn't it time that those who created the myth 

stepped foi:ward and told the truth? They knCM as we do that all the national 

health insurance proposals would cost the saire at the outset. The main question 

is: should rrost of the money be paid through the insurance ccnpanies or through 

a govermrent trust fund. We favor a trust fa.md for leverage in l.roproving the 

delivery system, far cost and quality controls, and for carrpetence of administra

tion. The AMA favors the insurance carpanies for no change in the delivery 

system, for no cost or quality controls and for inccrnpetence of administration. 

They want patients to process their own claims and pay fees which go beyond what 

their insurance will cover. They don't mind the paperwork, so long as the color 

is green. 
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I am looking fo:rwa.rd, as I know you are, to Dr. Rashi Fein's discussion 

tc:m:>rrow on the Iey'ths and realities of health care costs. One of our nost 

:important jobs upon leaving this conference will be to carry the message of the 

real costs of Health Security and of other proposals to the people we represent, 

and to those who represent us. 

'!he Conference has been structured to discuss substance, strat03Y and action 

to achieve a decent national health plan, in this.Congress,.for all Americans. 

We believe this Congress offers the best opporttmity yet presented for national 

health. -~t it is important that the rnanbers becane fully educated to the 

differences between the proposals. The AMA has abandoned its old Medicredit bill 

and now favors the old Nixon bill. They call it the "Health Care Insurance Act 

of 1975." Like the Administration's OilP plan, it calls on the Congress to enact 

...... ~ 

a law to confiscate wages to buy third-rate insurance policies f ran carpanies which 

have no interest in controlling fees. They ought to call it "The Physicians' Relief 11..ct 
of 1975." 

The Congress ~so will need to know nore about catastrophic health insurance, 

and what's wrong with"it. This idea apparently has great political appeal, and 

the Congress needs to be disabused of the notion that catastrophic coverage WJuld 

be a politically-acceptable cc:rrpranise. If th,ey look closely at the provisions 

of catastrophic i!'.surance, they would see this as a wrong idea. 

Dr. Axelrod of Ann Arl:x:>r was telling us abo..lt the patient who received a 

prescription for eyeglasses. Two weeks later, the doctor saw the patient on the 

street. He was wearing glasses, but with::ru.t lenses, only frames. ~ patient 

explained that he couldn't afford the glasses, "but this beats nothing." 

Catastrophic insurance may beat nothing, but not by much. What good is 

insurance if the patient first has to pay $8,000-$9,000 in bills before he re-

ceives any benefits? 

.: . ~ 
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I know rrany of you are planning to visit on the Hill while you are in 

Washington. If you should chance \.l?)l1 a congressional tirade against socialized 

medicine, I would reccmnend that you carry on your work witl'xmt disputing the 

congressman. You may stumble across the Office of the Attending Physician whose 

doctors and medical carpsrren have a mission to treat mambers and their families. 

You may even find a member headed for Walter Reed or Bethesda Naval Hospital. 

But I don't think we should pressure Congress into accepting their social program 

for everyone. 

In Health Security, ~ have a program that is better and far less costly. 

# # # # # 

April 7, 1975 



.. 
. ·,, .. : 

•1 -·- -~- .. "'" .. 
\' ~ ,,J' -

. -.. 

·--'-~--------'-------------~--------------~ 

Why Health Security is Good for Working People* · 

by 

Melvin A. Glasser 

Many social problems -- this one we can handle -- have know-how 

already spending the money -- Health Security would not spend more, but 

- much, much better. 

First a quid~ look at the six principal problems of our health care 

system. 

· l~ No·National Health Policy: No priorities ..•. spend more money on 

'-, preventive programs which would save hundreds of thousands of 

lives. Programs all over the lot, Medicare, Medicaid, Veteran's, 

CHAMPUS, MCH -- 26 billion for private insurance with its Swiss 

cheese coverages -- costly, wasteflll, and 40 million people, 

including millions of workers and their families are left out entirely. 

z. Skyrocketing Costs: 104 billion - - 7. 7% of GNP. 

Costs increased more than twice the increase in COL index between 

1967 and 1972 -- in last two months escalation is back to that rate 

(. 6% for general COL index -- L 3% in medical services index). 

Chrysler worker - family coverage - 1 month's wages; by 1979 --

2 month's wages 

3. Lack of Access: To needed services by significant portions of our 

population -- low income workers, the poor, ethnic minorities, those 

who live in the urban ghettos and the rural areas. 

Too many specialists -- not enough family practitioners _.:. the 

doctors gravitate to the suburbs. In Inner City of Detroit 15 physicians 

serve more than 200,000 people -- in Harley,N. Y. 100 doctors for 

400, 000 people. 

Is it any wonder that when Meharry Medical College recently conducted 

a study of over 1200 households -in the Inner City of Nashville, Tenn. , 

* Health Security Rally - April 14.-15,1975, Washington,D. C. 
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that only 13% of those requiring medical care were getting the 

care they needed? 

The solo practice system wastes physicians costs almost 

$100, 000 to train a doctor -- AMA Task Force - 50% of time caring 

for patients. 

4. Inadequate Quality: Ranges from superb to horrid. Health status 

18th in infant mortality -- half of countries behind us 25 years ago 

. are now ahead of us. 

·Twice as many surgeries. 

Dod:ors like patients are locked in by present system to treating 

episodic or catastrophic illness. 
\ 
\ 

5. Inability to Provide Coverage for Health Care When Most Needed 
' . . 

During Unemployment and Economic Recession. 

6. Interrelatedness of the Above Five Factors: The Health Security 

program is the only proposal before Congress which would deal . 
with these problems in an integrated way -- which is the way it 

must be done, if the problems are to be solved. 

Workers must be helped to understand there is no other effective 

way to provide comprehensive protection to workers I families. It 
-:.;· 

cannot be and is not being done by negotiated programs alone through 

the collective bargaining process. 

Specifically then, What's In Health Security for a Union Worker? 

1. It's a better way to get health care for the whole family. Health 

Security would provide comprehensive benefits for everyone. 

Billions of dollars diverted annually from wages for negotiated 

health programs could be spent for improving wages, pensions, 

-
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shorter work weeks and the like. 

UAW negotiated health insurance premiums last year cost 

one billion, three hundred million dollars. 

It would eliminate the major disparities among union negotiated 

programs. Unions in the economically strong industries have much 

more expensive and hence better coverage health insurance than 

those in the less prosperous industries -- e.g., auto, steel, 

·machinists. And the workers with the poorer coverages today are 

more likely to have the greater need for health services .. 

3. It would, in most instances, cost y.rorkers less for comprehensive 

Health Security services than they are paying today through premiums 

and out of pocket fees. Under Health Security workers would pay· 

1% -- employers 3 1/2% -• balance from general revenues. This 1% 

is equivalent to what workers are already paying as Medicare tax. 

··But very few workers today are covered for the range of services 

Health Security provides. And today they are not protected from 

excessive price increases in health care services. Health Security 

provides that protection through annual budgets and effective cost 

controls. 

4. It would provide a fairer and less regressive way of paying for 

health care. Today an employed person earning $6000 per year and 

one earning $60, 000 pays the same premium for the same private 

insurance coverage. ·. Through the Social Security tax and the general 

revenue contributions, those earning more would pay proportionately 

more to support the program. 

5. It would once and for all remove from workers the fear that if they 

lose their jobs they would also lose their family health insurance 

protection. 
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6. It would take off the collective bargaining table, efforts, which 

are being increasingly frustrated, to improve benefits. First 

Health Security benefits are comprehensive. Second, because 

·of runaway costs, it is becoming more and more difficult through 

·collective bargaining, to add major needed improvements in health 

programs. 

7. It would provide an important new mechanism to improve access to 

care 

care 

including HMO' s and other new ways of organizing such 

something collective bargaining can't do -- Resources 

Development Fund. 

8.. It would assure workers that there is a meaningful objective program 

to review and protect the quality of the services they are. receiving. 

Today workers and their unions are helpless to assure quality of 

care. 

9. It would bring unionized and non-union workers closer -- through 
. . 

in health care eliminating the widening gaps between the "haves" 

and the ''have nots". This is particularly true of the ethnic minorities. 

10. It would give workers and other consumers an effective voice in 

determining the policies of the new programs -- at the federal, 

regional and local levels. Today the consumer pays for the services, 

receives them, and has practically nothing to say about how they are 

offered, by whom, and under what conditions. 

In summary, Health Security would replace the present priority system 

where the special interest groups, the hospitals, the doctors, the private 

for profit nursing homes and the insurance industry make the decisions on 

the.principle of what's good for them is good for America. 

Health Security believes one self-interest group is entitled to priority 
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and that i~ the people. This is a good trade union principle. It 1 s a 

good American principle. 

· MAG:er 

opeiu42 
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Columbia University in the City of New York 

BUREAU OF APPLIED SOCIAL RESEARCH 

New York, N. Y. 10025 

603 West 11!5th Street 

William A. Glaser 
August 8, 1976 

SOME IMPRESSIONS OF THE AMERICAN DEBATE ABOUT 
NATION.AL HEALTH INSURANCE 

Following are preliminary thoughts about the discussions and proposals in 

the United States, in the light of foreign experience in national health insurance. 

I am currently still doing field work in Europe abo~t how foreign programs 

• 
actually work. When I write my final manuscripts in late 1976 and early 1977, 

I will otter more detailed comments about pending legislation. Some of the fol

-lowing statements might be revised then. 

I have been summarizing my findings about foreign systems in a mimeographed. 

monograph entitled Paying the Doctor under National Heal.th Insurance: Foreign 

Lessons for the United States, second edition, dated July 1976. 

The role of the government. Some Americans. denounce national health insurance 

on the grounds that government will "take over" medical practice and make doctors 

employees of the State. But this confuses "national health insurance" with a 

"national.health service." 

1. Under natioil&l health insurance, taxes are levied on employees and their 

employers, the proceeds are deposited in special funds, and the :f'unds pay 

for medical care. This system is a way of paying doctors and hospitals, . ' 
The research is suppol'ted by Grant 10-P-57847/2-02, Office of Research and 

.... Statistics, Social Security Administration, Department of Health, Education, and 
·Welfare. 
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which are left in their customary organization. It does not reorganize 

doctors and hospitals under a government department. National Health in

surance is the system in Canada and Continental Europe. 

2. Under a national health service, medical care is financed from the national 

treasury. Usually only payers of payroll taxes and their dependents can draw 

benefits under national health insurance, but every citizen by right can use 

a· national health service. Medical care is organized under a government de

partment in a national health service; the hospitals and many other installa

tions are owned by national or local gove.;.""IUD.ents. Doctors may remain private 

contractors who sell their services to the national health service, as 

in Great Britain. Or, doctors may be civil servants employed by government, 

as in Fa.stern Europe. Among developed countries, only Britain has a national 

health service. 

The American debate should focus on how to organize health insurance, and 

not veer off to the demerits of government control and of government employment, 

since there is no chance of a national health service here. Americans are mis

led by the fact that Britain's is virtually the only tm-eign medical system they 

hear about, because of the absence of a language barrier. Britain's experience 

with a national health service has little relevance to the United States. 

The carriers. As a general rule, the pre-existhg insurance funds ("sick 

funds") - survive under national health insurance. The Yidespread American belief 

that they are replaced by government agencies is not umiiversally correct. (How

ever, this has happened in Canada.) 

The carriers are transformed into public non-prctit corporations. They 

are subject to public regulations, but the degree of gowernment supervision and 

the content of the rules vary widely among countries. ]f America follows foreign 

experience, the following will probably happen: 
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1. The sick funds will become larger and more prosperous. Their membership will 

increase. The flow of payroll taxes (instead of voluntary premiums) will make 

their incomes larger and more predictable. 

2. All must offer a basic list o:f benefits by law. Coverage of a person and the 

benefits are not left to co11ective bargaining between employers and trade 

unions, as in several pending American bills. The sick :f'unds abroad can offer 

additional benefits if subscribers pay extra premiums directly to the carriers 

and/or i:f subscribers share costs. 

3. Sick funds must accept any eligible applicant. Experience rating in member

ship and in premiums disappears at once. 

4 •. Their governing boards and many o:f their procedures wi11 be prescribed by law 

or by administrative regulation by the government. 

5. Health insurance is usually separated from other insurance--i.e., the sick 

funds offer nothing else. However, as the Swiss experience shows, a system 

can allow a carrier vi.th multiple :forms o:f insurance to offer health insurance 

under the statute. But this is unusual. 

6. Sliding scales of premiums and benefits according to the subscribers' incomes 

disappear sooner or later. 

7. Completely private health insurance continues to be offered by for-profit 

companies. They cover the elite, which o:f'ten is not included under national 

health insurance. Or, they offer extra benefits, such as private hospital 

rooms. 

8. All persons are covered continuously. Payroll taxes are levied on them and 

their employers at all times. Coverage does not lapse, because persons changed 

sick funds or stopped paying premiums. Most bills now pending in Congress 

are not really national health insurance but are methods of strengthening 
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the existing private health insurance system. Nearly all depend on insurance 

policies and do not protect persons from lapses in coverage. 

Practice of medicine. Many .A:aiericans think· national health insurance will 

reorganize the doctor-patient relationship. The encouragement of HMO's under the 

Kennedy-Corman Bill is based on the argument that national health insurance will 

be too expensive or .too inefficient unless the deli very system improves. But 

this is very unusual abroad: national health insurance is a method of guaran-

teeing payment for care and usually says nothing about delivery methods. As part 

of a political deal to persuade the medical profession to cooperate. the statute 

usually includes specific clauses forbidding the sick funds to organize facilities 

and leaving forms of practice to the discretion of the doctors. 

However 9 some persons abroad think that reorganizing the delivery system 

as part of national health insurance might be a good idea. They believe that 

insurance has merely frozen a deficient status quo and has enriched the providers. 

Pa;yment. · Most Americans still shrink from mandating prospective payment • . 
Some critics assume that government dictation is the only alternative to the 

providers charging either what they want or imposing "reasonable charges" to 

retrieve costs •. They think tha.t fee schedules are proclaimed by governments or 

sick funds. 

No national health insurance system operates with retrospective payment 

methods or with a commitment to pay the costs incurred at the provider's down 

discretion. F.ach uses prospective payment; nearly every one pays the doctors 

according to a fee schedule. Budgeting and administrative order are impossible 

otherwise. 

No fee schedule is dictated by government or by the sick funds unilaterally. 

All are negotiated by the medical association and the sick funds. The statute 

provides for negotiating machinery about payment and many other aspects of 
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:fund-provider relations. Negotiating procedures are one of the most serious 

omissions from the pending American bills. Americans have thought hardly at 

all about the negotiating methods that are integral parts of social programs in 

other developed countries. 

Fluctuations in assignment, as in American Medicare, are not possible 

abroad. A doctor participates in national health insurance for all his eligible 

pe.tients, or he practices completely privately. He does not change from bill 

to bill or from patient to patient. 

Americans seem to take for granted that doctors can charge what they like 

under national health insurance: it the fee schedule seems insufficient, the 

doctor charges the patient at a much higher rate, and the patient collects the 

official payment from the sick fund. Sooner or later in every country, the 

medical profession is requi:-ed to conform to the official fee schedule. Often 

during the showdown, the medical profession calls a strike against the national 
f 

health insurance program. But price controls are inevitably imposed. Usually .•. 

the sick :f'unds and government sweeten the pill by granting much higher fees, and 

the doctors can earn much more than before. Unlike the pending American bills, 

the obligation to follow the fee schedule is specified in the statute. If a 

doctor disagrees, he can practice privately, but few do. 

Extent ot coverage. A few American bills provide only catastrophic in-

surance. In practice, this would cover only a few people, although it might 

alleviate many anxieties. No system abroad has ever been limited to catastrophic 

insurance. National health insurance abroad covers a1l acts, without even small 

deductibles. 

Several American bills (such as Long-Ribicoff) cover home health services 

and nursing home care. Many foreigners wish their systems had included such 

programs trpm the start. They are being added only now. Meanwhile, national 
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health insurance abroad has paid only for office care and hospitalization, with 

an excessive use of acute hospital beds. 

Coverage of specific fields. Several American bills include psychiatry. 

Once, few foreign systems paid for psychiatey, and these specialists had to 

practice completely privately. Several foreign health insurance programs now 

include it but limit the number of visits, out of fear of "provider-induced 

demand" and endless utilization by patients. 

Some American bills cover preventive medicine. Once foreig-.a office doc

tors did little of this. Recently, a few insurance programs have added pre

ventive examinations to the fee schedules at rates high enough to motivate the 

doctors. The result in Germany has been widespread screening, a great increase 

in doctors' incomes, and little accurate case-finding. Office practice-

particularly by general practitioners--may not be the most economical and the 

most clinically efficient vehicle for preventive medicine. A method for iden

tifying persons most at risk seems a more effective method of screening for 

cancer than inviting everyone for an ar.nual examination. 

Laboratory and X-ray may not be medical care t}lat should be paid under 

fee schedules but may be a species of industrial work that should be covered by 

statutory clauses other ihan those relating to clinicians. Large financial wind-

. falls are now occurring under fee schedules abroad, because of automatic equip

ment and extensive use of technicians, when the fee schedule originally assumed 

all the work would be done personally by the doctor. The committees that nego

tiate fees abroad constantly revise the rates for laboratory tests and X-rays, 

but a more fundamental remedy is needed. 

Dentistry is included under several American bills. It has been added 

to national health insurance in several foreign countries. Usually dentistry is 
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added without forethought, under the assumption it resembles medical care. But 

it does not, and it unstabilizes insurance accounts. Utilization of medical 

services increases only slightly during the first years of national health in

surance, because patients were going to doctors privately. But many dental con

ditions are not treated privately, and adding dentistry to national health in

surance precipitates a sudden large increase in demand, long queues, and a great 

rise in dentists' incomes. Therefore, dentistry should be added gradually, be

ginning with preventive care and treatment of children. Perhaps dental teams 

using paramedicals paid by the sick funds can be introduced during the early 

years, since the dentists are overburdened and assured of high incomes. 

Simplicity and comprehensibility. Many Americans involved in health 

insurance debates hope for a system in which each provider is paid, regulated, 

and supported according to his individual conditions, and wherein each cCIDDIWlity's 

specific conditions are served. The result is the large IlUil'iber of regulations 

and disputes, the great amount of uncertainty that critics claim are inherent 

in government. 

National health insurance programs abroad avoid this by employing standard 

rules applying to everyone. If' }Jayment or regulations must be diversified--for 

ex8II!.ple, variations am.Ong comtit:.nities or among types of hospital--broad classi

fications are e~ployed. Simplicity and predictability are prized, even if some 

individual providers or co:.mnunities gain more than a particularized system might 

give, and even if' others gain less. The losses in money and in "justice" are 

considered smaller than the costs from uncertainty, administrative contusion, 

arbitrary application of rules, and endless litigation. Providers and the society 

soon become adjusted to such standardization, if' not totally reconciled, since a 

large-scale public progr~.m cannot .be administered otherwise. Foreign programs be

come steadily more standardized--for example, by the elimination of regional 

differentials in payment of providers. 



August 26, 1976 

Mr. Stuart Eizenstat 
Jimmy Carter for President Campaign 
Box 1976 
Atlanta, Georgia 

Dear Stu: 

One area of considerable importance that we did not have time 
to talk about when the Health, Education, and Welfare people were 
at Plains is the subject of the care of the very old and the 
chronically ill, sometimes called the "frail elderly." I am 
enclosing a relatively short background paper on this subject 
that I wrote for a recent Anglo-American Conference held here 
in the United States under the joint auspices of the Royal 
Academy of Medicine and the Institute of Medicine of the National 
Academy of Sciences. 

This has been a greatly neglected area in our health and welfare 
planning, and now that we have 1.9 million people over 85 years 
of age, with the number growing, it is becoming a very important 
area. If you think well of the paper, I thought you might want 
to pass it on to Governor Carter. 

Enclosure 

Cordially, 

/u 
Robert M. Ball 
7217 Park Terrace Drive 
Alexandria, Virginia 22307 
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U •· S. POLICY TO'l\'ARD THE ELDERLY 

Anglo-l..merican Conference on the Care of the Elderly 

Introduction 

Robert M. Ball 
Senior Scholar 

Institute of Medicine 
National Academy of Sciences 

May 17, 1976 

· This coi1 ference wil 1 ·be concerned primarily with the care of 
those amons the elderly who have such physical or mental limitations 
that they need help from family, friends, or s6cial agencies to per
form the ordinary tasks of daily living. Out of a population of. 23 
million persons over 65 in the United Stat'es today, they number 
b~tween 3 and 4 million. About 1.2 million, ·5 percent of the nopu
lation 65 and over, are in long-term care institutions, with.about 1 
million in that uniaue American institution, the nursino homE, typically 
a for-profit institution for chronically ill patients" with stays averagioq 

v • - two years.or mora i; 
The number who have such limitations and who are livinq in -

their own hoJT.es or with relatives. ·is more difficult to determine·, but 
the approximate size of the group is clear. ~11 ihe Health Survey for 
1973i nine percent cf the ~ersons 65 and over and not living in insti
tutions clas~ified ihemselves as in poor health as compared to others 
of the same age. Adding those self-classified as in poor 
health to those in intitutions gives us 14 percent, or 3.2 million 
when applied to the population 65 and over today. If instead of this 
a2proach, we add ·to the 5 percent in long-term care institutions the 5 .. 2 

percenyt:e.he non-institutionalized persons over 65 who. in 1972 \·1ere bedfast or 
· homebouhd, and the 6.7 percent who could not leave the house without 

help, we get 16.9 percent, or 3.9 million of the population over 65 
today. A range of 14 percent. to 17 percent as the proportion of the 
elderly who need help to perform the tasks of daily living is slightly 
larger but general)y consistent with other estjmates based on eC:rlier 
surveys. Y We cannot, of course, be precise. A few pecple in long-

l/ Except as otherwise noted, the data in this pap.er are from "He=.lth, 
United States 1975," National Center for Health Statistics, DHE\·I. 
Publication No. (HRA). 76-1232, and "Social and Economic Characteristics 
of the Older Populatioi1, 1974," Bureau of t.he Census, "Current 
Population Reports, Special Studies,'' Series P-'-2 3, No. 5 7. 

~/ See the discussion in "Refl.ections on_ the Sick Aged and the Helping 
SystE:m," Odin. w. Anderson, prepared f·~r- th9 Cor."r'ercnce on Soc:i2l 
Policy, So::.:i&l:Cthic:.;, aud t.];c As·i11g .. .:::c(;icty~ ;.;c;y·::;o--June 1, 1075, 
to be published .by the Committ~e on Hum.an Dev2logment, Uri.ive::.sity 
of Chicago. 
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~erm care in~titutibns 'may net need t~e degree of help specified and 
some not i.n 'guc.h ·iust:itutions may be incorrectly classified. However, it 
seems plausible that the sizS bf the group of primary concern to this 
conference is from 3 to 4 million persons, 14 to 17 percent of the 23 
million people 65 or over in the United States today. · 

, Federal Policy 

For good or ill, the policies of the federal government toward 
the elderly have been focussed primarily on making life better for the 
19.to 20.million elderly who are not -- at least not yet-~ in the un-

. fortunate position of the other 3 to 4 million~ U.S. policy for ·th~ 
elderly has- been primarily an income policy. Our emphasis has been on 
retirement, widows' and widowers' benefits under a nearly universal 
social security system (9 out" of 10 jobs are covered under.social 
security), the establishment·of a federal minimum income floor for all 
the elderly under Supplemental Security Income, the prom6tion of priv~te 
pension plan ~upplementation to social security through tax incentives, 
and the establishment of career pensions for the military and employees 
of government at all.jurisdic~ional levels. The idea has be~n that with 
~dequate incomes most retired people can make their own lives. 

Even our national health insurance plan for.the elderly and dis
abled, Medicare, conceptually has been an extension of" retirement in
surance, protecting the retiree against the cost of episodic illness 
on the rationale th~t such costs are unbudgetable and cannot reasonably 
be met by a·regular monthly pension. The Medicare plan has not been 
designed to cover the cost of long-term care for the chronicc;i.lly ill. 
Its. coverage of nursing home care is only for 'post-ho$pitaliz~tion 
for the same condition as treat~d in· the hospital, and lasts for only 
20 days without· copayrnentsand an additional 130 days with copayments . 
.Medicare. is the primary source of payment for only about 1 percent of 
the nursing home residents who have be~n in a home for more than 30 
days. We have chosen to ·finance long-term nursing home care on a 
means-tested basis, primarily through the state-operated, but partly fed
erally financed program of Medicaid. Medicaid and public assistance 
together.are the primary -source of ffnancing for 60percent of the 
nursing home residen~~ who h~ve been in a home for m6re than 30 days. 
In almbst all other such long~term case~, the patient or his family 
are the primary source of financing. 

In the design of Medicare, there are two exceptions to its 
orientation t.o·ward episodes of acute illness: p~ysicians' service~ 
are paid for wherever performed, in a nursing ·home or other long-term 
facility, as well as elsewher~, and perhaps ~ost importantly for the 
future, Medicare fostered the development of the home health agency 
and is the major source of support for such agencies today. 

These two exceptions have worked to the very considerable benefit 
of the chron~cally ill. Most nursing home pa~ients, thanks to Medicare 
and Medicaid, are visited frequently by physicians. According to the 
Nursing Horne Survey of 1973-74, th~ee-fourths of the ~ursing ho~e 
patients had been visited by a. physician within 2 months of the survey, 
60% within a mbnth, even thou~h of those who had been in the home fcir 
a year 6r more 9 percent had not been ~~amined by a physician for at 
least a year prior to the survey. · · 
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The number of home health agencies approved for 'reimbursement 
under Medicare has increased greatly from the beginning .of the program 
in 1966, going from 1,275 to 2~311 in 1970. Since 1970, the number has 
stayed about the same, with some 2,200 ap~roved today. Of the .2,200, 
1, 27 0 aie operated by state and local heal th agencies, 541 are pr-ivate ~ 
voluntary visiting nurse services, 244 are hospital based, and 187 
have a variety of sponsorship. All of the agencies provide nursing 
care, 1,600 provide physical therapy, 1,500 home health aid s~rvices, 
480 occupational therapy, 682 speech therapy, and 518 medical social 
services. 

It needs to. b~ remembered that these agencies are medical agencies. 
The services are prescribed by doctors, and if all a person needs is 
help wi~h household tasks, Qr shopping, or home repairs, or transpor
tation, Medicare does not pay the bill~ Thus, even in the major area 
where .Medicare has supported efforts to keep the chronically ill at 
home and a~oid institutionalization, it is limited by being a medical 
program, when ~hat is needed is an integrated medi~al and social 
agency .. Yet this cart be ch~nged. We do. have thi~ one nationally 
financed program of services for the elderly in .their own homes, and 
there is nb logical re~son'why we cannot add a variety of social_ ser
vices for inclusion in federal r~imbursement, sta~ting·p~rhaps with 
homemaker services. 

But, as I said, the home he~lth agency is something of an excep
tion from the general emphasis.in Medicare. The primary object of 
Medicare is to protect the elderly. and disabled against the cost of 
short~term hospital stays and other costs associated with episodic 
illness, not to pay for long-term care or support services for the 
chronically ill.in their own homes. 

Although not designed ~rimarily for the 3 to 4 million elderly 
people who ~re. th~ focus of this conference, income provisions and 
the Medicare program are of great importance to them as well as to 
the 19-20 million elderly who can live independently. An adequate 
pension and a general health insurance program like Medicare, while 
not enough to meet, the special needs of the chronically ill, will make 
it much easier for us to build special programs for the chronically 
ill in the future~ particularly programs designed as an alternative 
~o institutional.living.· So in spit~ of the emphasis of this con
ference on the speci~l needs of th~ chronically ill, it is perhaps 

·reasonable first, as ge~eral background, to address U. S. income 
policy toward th'e elderly. Here. we can be ·quite optimistic. 

Income Programs for the Elderly 

The income progr~ms of ~he federal governm~nt for the retired e1-
derly are being increasingly successful .. One may say with considerable 
confidence that for tho§e retiring ifi the future the great majoiity 
will have reasohably adequate incomes m~asured ~gainst their level of 
living while working, as long as th2y do not.require the special ser
vices needed by the very old and those with sever~ chronic disabilities. 



..:. 4 -

. The percentage of the elderly population below the government
defined, rock~bottom, low-income level has been more than· cut in half 
in just 15 years, ~rom 35 percent in 1959 to. 16 percent in 1974. And 
the me~hanism now exists.at the federal level to redu6e that 16 per-

.cent to zero. All we have to do is raise the incom~ standards of the 
Supplemental Security Income program to the poverty level, and poverty 
among the ~lderly would ~e abolished, at least statistically. State 
supplementation would still be required where-living costs were above 
average and to qover emergencies, or.where a state wished to guarafitee 
a level of livina above the bare-bones standard. It· would cost from 
$3 billion £6 $3~5 billion a year -- not at all a staggering amount aa 
we reti.irn to a full-employment.economy -- ·to raise the standard to the 
poverty leve-1 for both 'the elderly and the disabled. Over time, very 
gradually, the.proportion of persons needing Supplemental Security 
Income under the improved standards should decline as social security 
is ±mproved. · 

But the arrangements that we have created to provide the elde~ly 
~ith a secure income go considerably beyond the goal of the abolition 
of poverty. Income security, af~er all, is not a matter f6r most 
people of having enough to ~eet a bud~etary minimum defined in s~bsis
tence terms. · Secu·r ity for most means having an income which makes it 
possible for the individual to maintain -~ level of living near that 
attained while working. -The wage replacement ratio heeded to accom~ 
plish this objective will differ among retirees. Some differences 

. betwe~n the money income needs of retired people and workers are 
nearly universal:· for example, differences in.tax treatm~nt, the 
absence of expenses .of woiking, and the ability to partly substitute 
one's own labor for purchased goods and serv_ices. other differences 
exist for a considerable proportion of the elderly, but are not universal: 
for example, lower housing costs because cf home ownership (77 percent 
6f elderly couples own their own homes; 80 percerat mortgage free), 
fewer people in ~ family depapdent on retirement incbme than on.the 
previous work income, and a decreased need to buy home furnishings and 
durable consumer goods. Other d{fferences exist only for a minority 
of the retired elderly, ·and ~re, therefore, not useful in helping to 
determine a reasonable,ratio of retired income to.previous earnings. 
For example, fer the la.rge majority who have very little, if anything, 
in the way of earnings, it is· not.significant that ·10, percent or so oJ 
elderly people work regularly and have substantial e~rnings. Taking 
the proper i terns into account, it i·s likely that,· for most people, 
retirement income of from two-thirds to three-fourths of previous gross 
income will proquce for the e1derly who are in good h_ealth .qn abil~ty 
t.o live independently at a level roughly comparable to what they had 
atta~n~d ,while working. Of course, the benefits then must be kept up 
to date ~t least with the cost' of living, as now provided by social· 
~ecurity and most government career plans, but not pension plans in 
private industry. · 

I don't believ~there is yet geneial awareness of how 
far we have advanced toward this goal for those now retiring and those 
who will retir~ in the future.· Because social security benefits are 
inadequate for so many people now receiving them, and because for so 
long the amounts payable have been so iow, it is no wonder that the 
public generally has not yet:. caught up with the fact that for those 
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who r~tire in the future, social security will be a much more n~arly 
adequate program than it is foi those now drawing benefits. 

The ratio of social security ben~fits to pr~vious earnings will 
more than anything else determine the income security of older people. 
Even in the long run, probably -40 percent of retired persons over 65 
will b~ dependent on social secur~ty a~one for a r~gular :i;e~irernent 
income. An additional 10 percent will find that .social securrty is not 
enough and will need help from the needs-tested Supplemental 
Secuiity In~ome prog~am. Another 45 percent will be getting both 
social securit~ and retirement piotection through eith~r private 
pensions or government career plans. Perhaps 5 percent, under present 
policy, will get Qnly a government career pension. 

Since private pensions and government career pensions are more 
likely to supplemen~ the social security benefits of higher-paid workers 
than of those with aver~ge wa~es and below, - it is particularly impor
tant that social security by itself be adequate to maintain pre-
vious leyels of living foi those earning low wages. F6r married workers 
who work regularly under social security and work until age 65, t~e 
present £or~ula now achieves this goal for both the low-wage ~arner and 

_the work~r who earns the median wage for men. For those worker~ re
tiring at age 65 next month who have been earning the federal minimum 
wage, a husband and wif~ will get about 90 percent cf the earnings in 
£he year befo~e retirement and the single worker something over 60 
percent of the earnings in the year befbre retirement. The dollar 
figures are about $3,900 and $2,600 ~year. 

For a husband and wif~, with the worker earning the median wage 
fo~ male workers, benefits will be about two-thirds of the earnings 
in the year before retirement; for the single ~o~ker, 45 percent of 
earnings in the year before retirement. The dollar figures are about 
~5,700 and $3-,800 a year. -

At maximum earnings, the dollar figures are about $7,000 a year 
for the couple and $4,600 a year for the single w6rker, with the couple 
getting almost 56 percent, and the single worker about 33 percent of 
earnings in the· yeaT before -retirement. But it should be remembered 
that a high proportion of those earn1ng above the median wage will have 
supplementarv retirement ototection and.that in to£al their retirement. 
pay_ for a husband and wife will also approach the two-thirds to three
fourths level. _ · _ - - _ . 

Most i~p6rtantly, the 1972·amendm~nts provided for keeping social 

..,._-,, 
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security protection up to date with wag~s and prices .. 
as this 

Now, income for the :i;etired aged _in the future is not quite as ooo.d / 
sounds. More than half the retirees claim _benefits before age 6 5, and 
thUS get actuarially reduced ~enef i tS Which I for .those retiring at the 
earliest possible age of 62_ are 20 percent lower than the figures gi~en. 

-And, if wo~kers are out of a job, or for any- reasons a~e not covered -
under social security for a total of m'ore than 5-years during their 
working car~er, thei~ benefits will also 6e less than indicated. But _ 
all in all, t_he retirement income positiori'of the-elderly in the future, 
certainly as compared with the pa~t, 16oks ~ncouiaging. The biggest 
remai.ning r.0ed is fo:!'.' improved be~efit~· for._th.2 single worker, par
ticularly single women workers, and f6r widow~. · 
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In the last 10 years we have also greatly improv~d protection fbr 
the elderly against the cost of medical bills. Although we may be correctly 

concerned with. ho.w inucn Medicare has cost, from the standpoint of the 
elderly it has done a good~job in meeting a.very high.proportion of the 
cost of short-term care in:general·hospitals, for after the payment of 
a little over $100 as a de~uctible, the full costs of care are paid 
for up to a 60~day stay. ~he major benefit improvement needed in 
hospital insurance under Medicare is to cover without coinsurance the 
few cases.where long stay~ in general hospitals, OT a series of .shorter 
stays within .the same "spell of illness," are required. There are n6t many 

cases involved, but the few there are should be protected, and without the 
patient having to pay part of the cost~· as is nbw t~e case. 

Protection again~t the 6ost of physitian care covered under the 
supplementary medical. insuranc~ part of Medicare is much less satis
factory: The retired person has to pay a mopthly premium for this 
protection, there is a $60 annual deductible before any bills are 
paid by the plan, and there is 20 percent coinsurance. Actually, the 
individual may be called upon to pay much more than 20 petcent, because 
a physician who wants to take .a chance on collecting his own bills, 
rather than being reimbursed direct1y by Medicare, is allowed to char~e 
the patient more than the fee on which Medicare reimbursement is ·based. 
Under these circumst~nces, the ~lan pays the patient, not the doctor, 
but the physician cari bill for any amount he pleases. Thus, many 
elderly people under.Medicare are now paying not 20 percent of their 
physicians' bills after a deductible, but 30 percent or.40 per~ent. 
The worst of· it is that the phy.sician cai:i c?:"obse patient by patient and . , 

procedur~ by proced~r~. Thi~ ~hould be changed to the Canadian app~oach whicl1 
requires each physician to choose one way or the other f?r a~l patients and : 
procedures. In Ont.ar io, 8 8 percent have chosen to be paid directly by the pl<' ( 

I ~ouid also propose that the stipple~entary medic~l insurance 
program be cb~bined with hospital. insur~nce and that the combined pro-
tection be financed partly by a contribution paid by.the worker and 
his employ~r throughout· his· working. -career, and partly by a government 
contribution. Thus, the ~orker would h~ve paid-up protection for 
physician coverage in retirement,just as he does now for hospital 
coverage •. without paying a premium af.ter he is retired. This proposal 
was endorsed by the 1971 Advisory Council on Social Security. 

Medicare needs to 'be broadened to cover additional health costs. 
Pr~scription drugs, for example, are now covered only while an indivi
dual is ih a hospital or receiving covered care in a nursing home. 
For many elderly people with chronic illnesses, the regular drug bill -
·$30, $40 or even $50 a month, month after month -- may be a vety serious 
drain on income. The cost of prescription drugs for at least chronic 
illness should be covered 'now.· 

With all their_ limitations, 'Medicare and the inco~..,.tested Me.dicaid 
programs have done mu~h to e~ualize ~he availability of ·services among 
the elderly regardless of inco~e. Between 1964 and 19 3, the rate of 
hospitalization incr~ased by-almost 40 percent fo~ the eld~rly poor · whi1 
and by· 1.6 percent for the aged who were. not poor. J'he hospitalization rate/ 

was higher for the not.poor in 1964· was higher for t:he poo·r in 1973. And in 
1964, the elderly poor· averaged 6 physicians visits ·per person per year, 
as compared with 7.3 for those who were not poor.· By·l97J 1 the gap had 
been decreased to 6.5 for the poor and 6~g ~or those who are not pbor. 
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Medicaid, as well as Medicare has been an important program for the eld~rly, 
filling iri for lower-inciome pebple the coinsurance and deductibles of Medicaro 
and supplying for the low~income elderly in many states additional service~ . 
not covered under Medicare, including those which aie of particular impor
tance to the chronically ill~ As I have already indicated, Medicaid, not 
Medicare, is the major program.that pays for long-term nursing care. Per
haps it should continue to be so, at least for a time. I, for one, would 
have concern about extending Medicare to cover long-term nursing care-as a 
matter of right and without regard to income; unless such an extension were 
to be accompanied by universally available and effective support services 
designed to k~ep people out of instituiions. It seems to me quite possibl~ 
that an extension of Medicare to cover the cost of long-term nursing ho~e 
care might lead, under pr~serit circumstances, to over~in~titutionalization. 
I can easily imagine thaf som~ of the elderly now being cared for at home 
migpt be transferred to nursing homes if such .caTe. were paid for under · 
the contributory in~urance program without regard to need~ It is doubtful 
whether such a.transfer on a large·scale wotil~ be a net gain to elderly 
persons. 

A main difficulty with Medic'aid is that its sc0pe depends on stat·e 
initiative and the availability of state funds, and today the.level of ser-
vice is b~ing cut back. in state after state. Perhaps the best thing that 'i 

could happen with this program in the near future w6uld be for Medicare 
to take over som~ of its functions by extension of coverage and by filling 
in deductibles and coirisurance for low-income people, but leaving to 
Medicaid the lon~-term care fu~ction, at least until we have in place com
munity services that ~ould h~lp provide for many a reasonable alternative ~o 
the nursing home. 

But in spite of these needs for reform in the Supplemental Security 
Income program, the cash benefit sociai security program and M~dicare and 
Medicaid, ~e ~ill do quite well even under pr~sent policy for the retired 
elderly who can continue to .function independently without special help. 
Let me turn, then, ~o focussing narrowly. on the group the rest of the con
ference ~±11 be concerned'with~-the 3 to 4 ~illion who need help to perform 
the tasks of daily living. · 

The Chronically .Ill and the Very Old 

First of all, it seems to me remarkable, although perhaps only a co~ 

incidence,· that, in both the U.K. and the u .. s. the proportion of the elderly 
populatiori in long-term care institutions is not strikingly different~ pe~
haps three to four percent in the U.K. and five percent in the U.S. Yet, 
the United Kingdom has as·siduously pursued a general policy of discouraging 
institutionalization a·nd has made. support services for people who remain at 
home generally available, whereas, in the United States, I can detect no 
general policy on this point. · · 

The United States has a variety of important and helpful.demon~trations 
and experiments in support se:rvices,_and in some places good, comprehensive 
setvices are availabl~ to substanti~l numbers of people, but except for 
home heal th services urider Medic.are, we 'have not, as a matter of federal 

. i 
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pblicy undertaken to mak~ generally available the social and health ser
vices that are intended to make it possible for the very ol.d and the chroni
cally ill to remain at home if they wish. In the United States,.the avail
ability of meals-on-wheels, friendly visiting and telephone services, home
maker and handi~an services, .the provision of out-patient mental health ser
vices, . ·rehabilitation, counselling, transportation services, day-care 'centers-
all support ~ervices--depend ~n the happenstance of where you live .. More 
often than not, comprehensive services are not available. 

Yet we hav~ only five ·percent of the elderly·poptilation in lorig-term 
care institutions. Perhaps ip the absence of a deliberate policy of adequate 
institutional care and. promoting its ·acceptance--for example, as in Sweden, 
which, as Sir George Godber indicates in his paper has three times· as many 
elde~ly in instituti6ns as does Britain--the elde~ly themselves and their 
families arid friends make do with what they have as long ~s they can, to 
some extent regardless of how much help they get fr6m outside. Certainly in 
the United States the typically uns~tisf~ctory nature of long-term care 
arrangemen~s and their cost create. a strong incentive to remain at home 
if at all p6~~ible. Few families can afford the average cost of $6,000 a 
year p~r person, and there is considerable reluctance on the part of many to 
turn to public assistance or Medicaid. · 

This ·is far from an argument against making it more satisfactory to 
stay at h6me if that is one's ch6ice, but the fact that the proportion of 
elderly in the U.K. and the U.S. is not widely different may indicate that 
reducing the proportion of older people who are institutionalized is very 
difficult to accompiish, particularly ae the elderly population itself ages. i; 
Clearly there is some irreducible minimum percentage of the population which • 
should be in long-term care institutions; if not five percent, then four ·· 
percent or three percent. It behooves us then not just to attack institu
tionalization, but to improve _the institutions. -Our need for such an improve~ 
rrient in the United States is well documented by both federal and state 
investigations .. we h'ave some· good nursing homes, but we also have many that 
are a disgrace. 

From 1963 to 1973, nursing home beds in the Unite~ States more t~an 
doubled, going fr~m 569,000 beds to 1,328~?00, reflecting the growth in--and 

h · · f the_ older population the shift from state and county mental 
t e aging o -- · · ' · · t · · t · · t te and 
hospitals (between 1964 and 1973. the resident patien ra es in s a . 
county mental h~spitals per 100,000 persons 65 and over dropped from 805 
to 331)3/ the advent of Medicaid, and perhaps·to some small.extent the 
advent of Medicare. Medicare, however, has aI?prove~ for :i;eimbursement.only 

3 960 skilled nursing homes to give the relatively intensive post-hospital 
' · d · der the Medicare program out of a total of about 15,000 care require un · · · d d · ·1· 

nurs.ing homes (or nearly 22~000 if personal care homes an omici iary care 
homes are include~) . 

Because of the 1973-74 Nursing Home Surv~y, w~ have much better infor
mation about nursin~ home ~esidents than ever b~fore, and I must. say that 
the ·characteristics of that population do n<;>t give one 1;luc_h reason. t<;> hoI?e. 
f6r returning large numbers of elderly nursi~g home r~sidents to living in 
the community. It is·quite·possible, however, ·that with.proper SUJ?P?rt . 
services a ~izeable percentage might have chos~n to remain longer in their 
own homes or ·in the homes of friends and relatives. 

ii National Institute of Mental Heal th., Statistical .Note 1.12, Marc.h 197 5 · 
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The percentage of those over 65 in institutions varies greatly 
by age. Only 2.1 perc~nt of those 65 t6 74 are in institutions, and 
7.1 percent of those 75 to 84; but 19.3 percent of ihose 85 ahd over 
are in institutions, mostly ntirsing homes. ~irst of all, then, 
nursing home residents are very old. Seventy-foui percent are 75 or 
oldei, and 38 percent are 85 and older. Women outnumber men in nursing 
ho~es 7 to 3, and 64 percent .a~e widows~ for the group over age 85, 
80 pertent are widows. · 

The most common primary diagnosis among the residents was har
dening of the arteries (22,5 percent), followed by ill-defined con
ditions sucl) as "senility" and "old age" (13. 6 percent), strokes . 
{10.5 percent), and mental disorders (9.6 percent). Few are com
pletely bl~nd (2.8 percerit), co~pletely deaf (1.0 percent), or tinable 
to talk (3 percent), but ~any have serious impairments of sight, 
hearing, . and ,speech. Over 'one-fourth cannot read ordi.narv or int even 

. with glasses, abbut ~O percent.cannot h~ar conver~ation on an ordinary 
telephone, and 22.8 perc~nt have impaired spe~ch. · . 

About 41 percent of the nursing home residents received intensive 
nursing care -- full bed bath, catheterization, intra~enous injettions, 
tube feeding, and the like; 32 percent routine nursing care such ~.s 
enemas, blood pressure re~dings, etc.; about 10 percent limited nursing 

. care services suth as hypoder~ic injections; ind practically all the 
rest receiv~personal riursing care such as a rubdown or massage, or 

.assistance in personal hygiene or eatin.g. Few receiv~ therapy ser
vices -- 15 pertent recreational therapy, 10 percent physical therapy, 
and 6 percent odcupational therapy.' Eight percent received profes- .· 
sional.counselirrg . 

. What of the Futtire? 

I would like to turn now to the question of whether we carr con
tinue th·e policy of adequate retirement income for the elderly that 
we have adopted, improve the piotection where it is needed, expand 
and improve Medicare and Medicaid, and at the same time improve the 
general quality 'of institutional services for the elderly and add the c! 
brobd range. of comrnuni ty services needed for -the non-institutionalized 
elderly who cannot l.i. ve entirely irid-ependently; Ha.Ve we serious· prob-
lems in meeting- the n·eeds of the elderly because of the growth in both 
the number arid proportion of persons over 65? · 

The dortclusions to be drawn from the demographic facts presented 
in Professor. Jeffrey's excellent papet also -apply generally to the· 
United Sta~es .. The demography of all westetn industrialized countries 
is similar~ We share the fact that the over-6~ population is itself 
aging, increasingly female, and non-married, and the fact that an 
increasing pr6portion will need special care because of· di~abling 

·conditions. --~--
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· I would add fr·om ·demography only a few points that are, perhaps, 
of special importanc~ to the United States. Whil~ the growth of the 
population 65 and ·over since 1900 has been very large and quite 
steady ~- rising from J.l million in 1900 to 23 million today, an 
average increase of more than 30 percent every 10 years -- future 
growth will not be a straight-line proj~ction of the past. After 
1980, the rate of increase begins to drop sharply, so that it tak~s 
three decades for ~nother 30 ~ercent increase, with the population 
over 65 re.ac.hing a total of abou~ 30 million people between 2005 and 
·2 01 O. Then, as .the generation ~orn in the post-war" baby boom" reaches 
retirement age, the numbers wil~ shoot up from 30 million to 50 mil
lion in about 20 year~. And this is quite certain. This group has 
alrE;ady ·been born, and its size has been estimat.~d on the assumption 
of only modest improvements in mortality .rates. ~/ ' 

By the measures of ~ither the percent of the total population or 
the ratio of those over 65 to the population of usual working age, the 
increase in the number of elderly during the next thirty years does 
not, in itself, present substantial difficulty. As a percent ·of the 
entire popul·ation, thos.e over 65 have gone from 4 ~1 percent in 1900 
to 10.5 percent today and will rise to an expected 11.9 percent in 
2010. F6r every .100 persons aged 18 to 64, there were 7 above 65 in 
1900, 18 today, .and there will be about 19 thirty years from 11ow. 

Alth6ugh durin~ the next 30 years-.the total po~ulation over 65 
does not increase a:ta rate to cause concern, shifts within the.over 
65 group are significant. The increasing proportion of the very old 
among the over 65 group continues the trend of the past, and the ratio 
of fe·males to males .continues to increase. 

By 2Ql0, those o~~r 80 will make up about 25 percent of those > 

over 65 as compared .. to 20 percent today, while those 65 through 69 
will have drbpped ~rom 36 perc~nt to 31 p~rcent. Lat~r on the propor
tions will reverse as the baby~boom generation begins to reach 65 and 
increases first the proportion in the 65 through 69 age.brack~t. 

The comparatively few males among the.elderly is weli known, but 
the iize of the sex differential is worth noting.· T0day in the 65 and 
over group there are 69.3 males pe~ 100 femal~s, and among thosE 75 
and over, 5S.4' males ~er 100 female~. ~hus it follows that elderly 
men. u~ual~y live with a spbuse, whereas .elderly women.are very often 
livin~ alone, without the kind of support and help that one elderly 
person can give another. The gap between the number of males and 
females will continue to widen. By 2010, it i~ expected that the 
ratio of males to fema~es will have dropped to 65.5 men .per 100 women 
over 65, and 51.8 over 75. 

The population figures in .this paper are from "Demographic Aspects 
of Aging aJ:1d the Older P6·pulation in the United States", by Jacob 
S. Siegel with the assistance of ,M~rk D. Herrenbruck, Donald S. 
Akers, Jeffrey S. Passe.l, Bureau of. the Census, "Curr,ent Population 
Reports, Special Studies," Series P-23, No;. 5.9. Nay, 1976. 
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Although the changes are not .major, over~ll, up to about 2005 or 
2010, begin11ing then· we will have· over the next. 20 years this one-time, 
tremendous increase in the total number over 65, followed by a leveling 
off in the number of the elderly as we approach a relatively stationary 
population. By 2030, assuming a continuation of fertility rates that 
db not exceed the replacement rate of· 2.1 children per· woman, the 50 
million people over 65 will probabli be at least 17 percent of the 
total population, and there will be around 30 people in this age 
group (as com~ared with ·19 in 2-010) for every 100 persons in the age 
group 18 to 64. 

The .sudden jump in the ratio of those over 65 to those 6f usual 
working age coul'd have a serious impact on the relative cost of caring 
for the elderly, since the support of.those who are retired must come 
from the goods and services produced by those at work. There are some 
mitigating factors: the lower fertility rates that produce the problem 
in the first place will mean that ther~ are fewer children to ~upport, 
so that the total number of non-workers -- the elderly ~lus children -
will be about the same proportion .of the lB~64 age group as today, ~nd 
then, too, with fewer children, a higher proportion· of women will work, 
so fhat more people in the 18-64 age group will be ptoducers. But I 
would not 0ant to count on these factors to ~ompletely offset the 
sudden growth in the proportion of the elderly~ Fewer children might· 
make it po~sibl~ for the working population to do more for .the elderly, 
but they might not want to. They might want more for themselves while 
at work and for their children evefi if there are fewer bf .them. 

I believe, if we want to continue retirement plans that replace 
wages to the extent we have promised, improve health insurance and 
long-term institutional care for the elderly,. and add the-services 
needed _ _t._Q_ __ allo.w--pe0pl e tO be cared for outside institutions if they 
prefer'· we had better .give high priority over the next thirty years 
before the crunch comes to reversing the trend toward earlier and 
ear~ier retirement~ 

It is on~ thing to be able to support such programs under con
ditions of a major. indrease in the pop~lation over 65 if most people 
work up to 65 or later. It is something.else again if people . 
generally stop working at 60 or younger. · · 

I be'lieve older people would welc.ome increased employment oppor
tunities, and, if we pursue a policy. of full employment, such oppor
tunities should becom~ available as the 18 to 64 .age group stops 
growing, under .~onditions.of ·zer9 population gtowth, while the number 
of the elde~ly greatly increases. What we need to avoid is acceptance 
of the notion that people ought to stop work at 65 or earlier. As a · 
society we need to ~void extending comp4lsory retirement age poricies 
and mak~ng retire~ent b~nefits available at earlier and earlier ages. 
We need, instead, to be in a position to respond to the need for more 
older workers that is very likely ~o develop in·the next cent~ry. 

,,' 
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Conclusion 

Taking all this into account, what should our national policy be 
toward the chro~ically ill and the very 6ld? How.can we organize to 
provide the combined sotial and health services to make it possible 
for people to func~ion in their Gwn homes as iong as they can and 
wish to? How do we organize to support residential c~nters for those 
who would choose this arrangement in later life? And how do we pro
tect the individuality, hum·ani ty., independence, and dignity of thOse 
who have no other iecourse but prolonged institution~lization? 

It is not my task at this 6onference-to ans~~r these questions 
but rather to place the problem of the chronicall,y il.l and the very 
old in the larger context of· o~r policy toward the elderly in general, 
and to highlight the neglect. I will say, though, that it is past 
time that we made these questions a matter of central concern. 

Whatever we propose to do that is generally effective ~ill cost 
money. And to do it well, on a national basis, may cost lots of money, 
easily, I wo~ld say, in the neighbo~hood of $6 billion to $7 billion. 
It has become .fashionable today to point out that problems are not 
solved by "throwing money at them," but .I submit tha:t they are not 
solved without money -- the wise and judicious use of money. 

A final question: Will the incre~sin~ drain on resour6es 
necessary for adequat~ care of those of advanced age and'·with chronic 
illnesses lead to tension among the generations? Will the middle-aged 
arid the young resent the cost needed for th~ dare of the very old? 
Perhaps, but perhaps not. No one stays young, or even middle~aged. 
We' are a.11 moving in the same direction. Life is a continuum, and a 
cross-section analysis, so often seen in economics,. pitting the wage 
earner against the retired elderly .is not a very useful abstraction. 
Planning social arrangements like pensions and the ~are of the very 
old and chronically ill ar;e of great importance to all of us, not only 
because such ai;-rangements help relieve us of an immediate burden of caring 
for telatives that caH become overwhelming for ~n individual family, but 

because such institutioris~shape our own future. There is no ~eal dichotomy of in-
_erest between the wage earner ~nd the elderly retired. The issrie is how 

much should be given up· in earlier life to provide for l~ter life, not 
only for someon~ else, but in support of social arrangements that we 
will want for oµrselves·if ~e stirvive to bec0me a part 6f the group 
.that needs special care. 
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SUBJECT: RSC Appearance Before National Association of Neighborhood 
Health Centers 

DATE: August 23, 1976 

In your briefing of Mrs. Carter prior to her appearance at the 
National Association of Neighborhood Health Centers, I thought you 
might find the following information useful. Words crucial to that 
audience's lexicon are underlined. ~ 

The Neighborhood Health Centers are also called Community,Health 
Centers and number approximately 800 across the country and are of 
varying size. They represent the first major thrust of bongress 
tow_ard demonstr:a_~-~~n th-at preventive heal th care, deli very in_~12_- ---·--- __ 
ambulatory setting in the patient's neighborhood, could reduce_ the 
need for hospitalization and improve a family's health. --

Most of them are federally funded and either the 1966 Partnership 
for Health Amendments to the Public Health Service Act or the 1967 
so-called Kennedy Amendments to the Equal Opportunity Act (that basic 

, act set up the Johnson poverty program). Under the PHS legislation 
they were administered in HEW. Under the latter legistation, 'they 
were administered by OEO. Had Congress thought HEW was doing its 
job well, it would never have set up this program in OEO. But the 
needs of the poor as a group had not been the subject of special 
focus in HEW. At any rate, they operated under the only federal 
mandate for demonstration of health services delivery (most of the 
federal role in health is financing, not services aelivery). They 
are all under HEW now. 

Their basic concept calls for health services to be delivered 
in pleasant surroundings in the neighborhood so that families will 
properly utilize health care and the need for hospitalization will 
be reduced. The hope is that old patterns of seeking care at the 
hospital Emergency Room like Grady -- when the patient is spitting 
up blood or is too ill to work -- and long after preventive care 
might have helped, _will be broken. Families are treated as families 
.~nd theb~ is an attempt to intervene in the natrition and living 
patterns of the family which might be causing ill health of one of 
its members. Family health workers are local neighborhood people 
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trained as entry-level health workers. They go into homes of~t~~~ 
p~tients registered at the health center and try to intercept problems; :. ·: ··:~·:. ~ .: .. ··~· before they arise. Most of the centers stress consumer involvement. ir:I. 

i!A{t>. ·~· certain policies such as hours.· of service, priorities in expensive. '.:>··;.: 

~~~ri .·. : :: : :; ~;::; ;~: ;!~;; ! ;;;:;;:;~;: ;: ;;~ ;;!;~:;~: :~; ~~!~~ ~~~~r!~~ thous ed 

,,.,,. · under one roar·,. and an internist, pediatrician, nurse and social worker'. . 
. \'!·t generally work as· a team.1 Every,, attempt is made ot integrate mental ,-·:,:./.-

'.·' heal th services as· a part· of the primary care approach. (Primary 

· .. · ; .. 

l.'- ... 

care is originally.a British concept designating the first level of 
direct care needed to help the· patient. It does not include speciality-; 
care like surgery or tertiary care; __ super-speciality care -- like 
neuro-surgery. Primary,·care is a touchstone of the neighborhood health· 
center concept.) 

It costs an average $157 a yea~_for each active patient in a 
neighb6rhood health center, covering an average of four and a half 
visits per year. The Association now produces data substantiated 
by HEW that shows it is indeed less expensive in the long run to ~~· 
deliver care in this way. From the human standpoint, there should ·· 0 

never be any argument of effectiveness, but the Nixon Administration 
slashed this program ruthlessly, using the charge that it was too 
expensive as justification. · 

...... 

· . This form of services deli very will be ideal under National Heal tho;_ 
Insurance because it· will cut down on much ~f the wastage of private 
fee-for~service care as well as hospitalization. Some of the centers 
operate in the manner ~f Health Maintenance Organizations (HMO's) 
with group reimbursement for serviQ~s from Medicaid rather than 

.. individual reimbursement. 
. -~ i 

t,.,.. 

The two biggest problem~_: ~(-:these he~~ th ··centers have been:": 

a) Because the basic enabiing~legislation was -under OEO, and .eligibility 
required that you be poor, .these experimental: programs were developed 
in.a social and political-milieu which had many problems unrelated 
to heal th~ The program ·,con¢epti has '.been' shown to·. be sound and workable 
but these programs were··. and:;·S't .. i_ll~ :are ·,burdene:d by·· the additional pro:- · 
blems of being .developed· solely in i poverty areas. 'For. example, old · . :·· 
untreated conditions sur~ace >when. you 'Star.t .. to:·deliver services in'a. • · · :·· 
poverty. area that~ wi 11"' .ih'ev:i, tabiy make :tqe \costs . higher' than they : ·,.:.· .. :.. "c;-·. 
would be in a middle'class·area. ,. · · .... ,. . 

... ,. . . ·:: ... -- .~/.~-: ~· ~-;. : .. 

b ) Be c au s e · of · the · c on s t.a n t cutbacks iii the i r fund i n g , · t
1 

h
1
. me 

1
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MONTEFIORE HOSPITAL AND :\fEDICAL C NTER 

111 EAST 210TH STREET, BRONX NEW YORK 10467 

OFFICE OF THE DIRECTOR Telephone: 

Ms. Mary King 
Carter Campaign 
P.O. Box 1976 
Atlanta, Georgia 30301 

Dear Mary: 

Area Code 212 

September 7, 1976 

ATTENTION: DOMESTIC DEBATE--HEALTH ISSUES 

In addition to the revised memorandum on health manpower, preventive medicine 
and family health that you will be receiving this week, I thought that a 
briefer political analysis of several of the major points might be helpful 
in preparation for the domestic policy debate on September 23. I think the 
following points could be made and should be watched for: 

1. Adequate financing for Ambulatory Care and Preventive Services is 

essential. Changes in the delivery system will not occur without 

concomitant changes in financing. Lower reimbursement rates for 

rural areas must be corrected and eq~alized with urban and suburban 

areas. Financial incentives must be provided to insure that basic 

preventive services such as immunizations and effective screening 

tests (hypertension, cervical cancer, etc.) are provided to all 

Americans and that the most. efficient provider is reimbursed for 

providing them. This could certainly be proposed as one of the first 
11 phases 11 of any health insurance proposal. 

2. Public and Consumer Education in Preventive Medicine and Health Promotion. 

There has been no effective federal leadership in this area and a 

good political point can be made of this. The only HEW acti~ities 
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of any generic significance (there are a few notable categorical 

exceptions like the National High Blood Pressure Education Program) 

are an ineffective Interdepartmental Panel on Health Education 

chaired by the Assistant Secretary for Health and a small Bureau of 

Health Education located in the CDC which has a very small budget 

(about $3 million) and no concerted major thrust. 

The National Health Information and Promotion Act, recently 

passed by Congress, was opposed by the administration but signed 

anyway because of its inclusion in the overall CDC renewal and because 

of the likelihood of an override. It calls for significant sums of 

money for community demonstrations, research projects, and information 

programs relating to health promotion and prevention. It would also 

require the establishment of an office of Health Information and 

Promotion in HEW to develop the area as a major thrust. The administra

tion appears to be doing only the minimum required by law: no additional 

funds have been requested as a FY 1 77 supplemental budget; the 

required office will be staffed by two professionals, and it appears 

to be business as usual with the focus still in the Bureau of Health 

Education at CDC. I think a political point could safely and effectively 

be made here--you might want to talk with Anne Somers, who is very. 

much on top of it. 

3. Health Manpower. In general this area is somewhat tricky politically 

since the administration has made some good efforts here and also 

the new bill, which is a Democratic effort of Paul Rogers and Ted 
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Kennedy, will probably be sent to the President for signature within 

the next several weeks. It probably.will NOT be sent to the White 

House in time to force a signature or a veto prior to the debate. 

My guess is that Ford will sign it in any case, so some of the 

political advantage is lost. There are a number of manpower points, 

however, that can be made, which I think the candidate is concerned 

about and which have been failings of the administration--and in some 

cases, not emphasized enough in the bill as reported from conference. 

a. Total Physician Supply and Foreign Medical Graduates. Whereas the 

administration has recently correctly argued that the total number 

of physicians is adequate, they have been opposed to addressing 

the issue of foreign medical graduates aggressively, even though 

between 40-50% of a 11 new 1 i censes each year are given to foreign 

graduates; even though the examinations for FMG licensure are 

considerably less stringent than for domestic graduates; and even 

though most Americans are concerned about the problem. The 

administration's position has been only that the examinations should 

be made similar. They have consciously chosen not to highlight 

the moral and ethical international "brain drain" effect. The 

conference bill contains provisions that begin to address this 

issue, although "brain drain" has not been emphasized, nor have 

physicians been eliminated from occupational;:immigration preference 

categories--a provision favored by Kennedy but eliminated by 

administration senators (Beall) in Senate markup. The overall 

posture should be that within the total supply the FMG component 
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should be significantly reduced for reasons of quality and 

brain drain and that any deficit should be made up by more 

American graduates tra~.ned with an emphasis on primary care, 

prevention, and service to rural and inner city areas. Obviously 

this should all be done in a way that does not discriminate 

arbitrarily against the FMG of quality who is not needed by 

his own country. 

b. Geographic Maldistribution of Health Personnel. The Ford/Nixon 

administration has been relatively successful in the initiation 

of the National Health Service Corps and has supported a moderate 

expansion in the scholarship program that obligates students for 

such service. Some curriculum reform has also been initiated. What 

has been absolutely lacking, and is lacking in any significant way 

in the new manpower bill, is a major thrust to change admissions 

standards in schools of medicine and dentistry to focus on a 

percentage of individuals whose rural or inner city background, 

lower socioeconomic status, and personality make it probable that 

they naturally want to do "genera 1 practi ce 11 in underserved areas, 

rather than having to be obligated to do so. Most admissions 

committees choose candidates like themselves--urban specialists; 

but in a very few schools, aggressive efforts have begun to work. A 

Carter administration should stimulate and finance such further 

efforts as a national priority in health. 

c. Minority representation in health. professions schools. During the 

Ford/Nixon administration, the percentage of ethnic minorities in 

medical schools has not only fallen short of the goals, but has 
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been slipping backward. Out of a total health manpower budget 

of $600 million in FY 1 75, only $15 million was devoted to this 

problem. Many _of the programs funded were 11 refresher 11 courses 

that are simply too simple a solution to a very complex problem. 

The answer is early college identification of minority students who 

are highly likely to succeed in a health profession and provision 

to them of financial support, counselling and careful preparation and 

follow-up both in college and in professional schools. 

d. Excess Physician Specialists. This is a very complex problem that 

has been the major problem area in getting a new health manpower 

bill over the last three years. The administration favors a national 

study commission plus more support for family practice and general 

pediatrics and general internal medicine, whj.ch are good. The new 

manpower bill also requires medical schools that receive capitation 

payments to guarantee that the residency programs affiliated with 

them train a certain percentage of generalists. This is also 

appropriate, but somewhat cumbersome since the schools have little 

direct control over what the hospitals do. The most effective 

approach would be to fix national targets for numbers in each 

specialty, exert strong influence on those in oversupply to keep 

constant or cut back, and make funds available to teaching hospitals 

to make sure that the new positions required by the coming increase in 

total physicians are established primarily in the general categories. 

Much less support would be required for this purpose if the health 

insurance program supported primary care ambulatory services. 
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4. Health Services Research and Health Care Managers and Planners. 

With costs of health care being out of control, very little attention 

is being paid to developing new methods of health care delivery and 

management that will help cut costs and improve quality. More resources 

and a new direction and thrust for these areas are essential and not 

that expensive. At the same time, there are not enough managers and 

planners with specific skills to help guide the: system to cut costs 

and improve services. Programs in schools of public health and health 

care administration must be quantitatively and qualitatively increased. 

5. H ealth Care as an Integral Part of Strengthening the Family Unit. 

Other factors such as employment and education are obviously more 

important than health in this area. A number of health-related points 

can clearly contribute to this thrust however. 

a. Increased production of family-oriented physicians, nurses and 

social workers who can provide a single integrated locus of care 

for the.:interrelated health needs of the whole family. 

b. Increased use of supportive persons and services such as homemakers 

and visiting nurses to help families to cope with longterm illnesses 

and disabilities to keep the family together and reduce institution

a 1 i zation. 

c. Teaching and permitting family members who are available to provide 

appropriate parts of institutional care, e.g., feeding and simple 

nursing in the hospital. 

d. Training of health professionals ·in psychosocial problems of families. 

e. Increased availability and utilization of family planning techniques 



Ms. Mary King, September 7, 1976 Page 7 

as well as amniocentesis. 

f. Public education in schools regarding basic preventive medicine 

and health promotion for the family, as well as responsibilities 

and realities of being a spouse, a parent and a child. 

I hope these notes are helpful. Please let me know if anything else is 
required. 

DAK:cb 

cc: Stuart Eisenstadt 
Jack Watson 
Ruth Hanft 

Sincerely, 

r»~ 
David A. Kindig, M.D. 
Director 
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111 EAST 210TH STREET, BRONX, NE.W YORK 10467 

OFFICE OF THE DIRECTOfl Telephone: 
Area Code 212 

September 7, 1976 

Governor Ji1T111y Carter 
Plains, Georgia 

Dear Governor Carter: 

\. 

Thank you for your note of August 23. I was honored to 
be asked to offer advice to you on national health 
issues and pleased that it was helpful. I have 
submitted to Mary King some follow-up material from a 
more political perspective that may be useful in your 
preparations for the domestic policy debate. 

The hopes of many health professionals (including 
physicians!) concerned about equal access to good 
health care for all Americans will be with you in 
the coming months. 

DAK:cb 

be: Mary King 

s j;;1' t::.:k. 
David A. Kindi;, ~ 
Director 
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MONTEFIORE HOSPITAL AND \fl".DlC.\i, CENTI~H 

111 EAST 210TH STREET, BRONX NEW YORK 10467 

OFFICE OF THE DIRECTOR 

September 7, 1976 

Lester Breslow, M.D., M.P.H. 
Dean . 
School of Public Health 
The Center for Health Sciences 
University of California, Los Angeles 
Los Angeles, California 90024 · 

Dear Dean Breslow: 

Telephone: 
Area Code 212 

Thank you for your note of August 24. I would have written you sooner, 
but I left on vacation irrmediately following my trip to Georgia. · 

I received the materials that you forwarded with great interest, particularly 
the draft on the Lifetime Health Monitoring Program and the surrmary of 
the preventive medicine conference. I thought the latter contained the 
most thoughtful statement of the purpose of preventive medicine from a 
philosophical point of view that I have ever seen. 

The briefing dealt mainly with welfare and education although a number of 
general points were made regarding health services and health financing. 
There seemed to be a good familiarity with, and corrmitment to the importance 
of preventive medicine and health promotion, both in terms of specific 
delivery and public education . 

It is my impression that specific option proposals in the area for implementation 
with pros and cons of each would be most helpful at this point and should be 
forwarded to Mary King or Stuart Eisenstadt at their Atlanta headquarters. 

I would be most interested in sitting down to exchange ideas the next time 
you are in New York. 

DAK:cb 

be: Mary King 

SI~µ· 
Dav d A. Kindig, M~ 
Director 



July 26. 1976 

Jacob J~ •• Tavitsj U.S.S. 
United States ~>en.ate 
W:wM.ngton, D.C. 20510 

. Dear Senator JavJ.ts: ... · 
I mn plc~cd to rc!";pond to youx- letter of J.4 July 19'/6 5.nvit:big coar..ent 
oa your bills to est2.bJJ~:h a $yste;n of n.1.U .. on.:!.l health insurance for 
nothe:rs :mcl children. rud to provide for co~:'{)rchcnsivo maternal end 
child health c.:1.1\1 pr~.ctice:s. 

'J11cs0 bills Jw.vo many desirable features. /l.s ri. long-thi;e advoca.tc of 
a CC';!l))l.'ChensiYC Ilrit:i.on:ll health :insurcincc JlTOg!'r:m fo, .. tlw entire p:JpU
lati.on, I h.avo f:wn tira0 to timD 1·:onclc:red \'<hoth~~r it r'.~lr;ht he desirable 
to proceed next ·uith co¥e)."tlgc for mothors a:nd cldldrcn as you propose. 

At t>· ...... , .... ,,.,),._ l,,..,.,_ •. ,,r...,.,... I .r.,,,_,ror 11•·reed:u·nrr c1.;..,..c·,..t1 '" t-:-l~-11 ~J .. ,.,, l-7""1.:-h •·Al;.~\·•.\.. ... J.\.;h;,;·\ iv.A.~ J.t,P.'J J,l. "=--~ ·· 0 "-'-., :\.• ..:..)" •-;o4L..... \ 1.....,. · J\. ... u~ ._J 

.· Sccu:rity h·ogr--..•111 for nll p0rsons. The reason~ c.rc n:my but this is 
not tho placo fo2· tl1t:1<1 sin~o you wan't ca,n"ii':E:J>.ts on your mm bills • 

Hy con~r.:!nts f ollm-1: . : 

Sec~ 2. (n) (3) not !J!o _greatest but gre:J.t potential; other 
factors I believe n.rc even m~n.·~ :i..mpeirtnJ1C.: for inproving the 
heaJ:\.:11 Status of the zcnGlcll population. 

Sec. 2 (b) (2) an.cl (3) E~phusis on p::cventicn and cfficienc-/ 
is excellent. 

sec. 102 (::i.) (1) and (2) Excludes prcr,nzmt wivcg nnd children 
of 5 .. llc~g.:il nl:\.cn.J. Vntil cur lr:migration 1"Y-)J.icies are 

· strnightcricd ou~ th.5.5 p:rovi:;5.on Fuulcl in effect r13quirc local 
Uu..1x:~)'t'TS, c. g-. in ~-Outh':!rn Califcrn:i...a ~ to p~y substnntial 
su::15 for r.1cclic.!.l cc:u:e foi· prospective rmtivc-born /\n()rica.ns 
ru1cl de f 3C to J'J;10ricans. · 

Sec. 111 (~) I doubt th(.i wf!:;d::>~ of full-tfr~ EoaTd aclmin..i.str::ttion; 
)K:r~;an;~lly I f:i.vD1· G. !>in.r:loJ ~~·ron;~ c~·:cc..'11tivc Hith n patt-tim~ 
(bu'c. suhstc.:~·1'l:i_0.JJ.y co;;!:Li tt.t:'J) lb.:n'd to «t(bpt r0gulnt:i.ons. 11uit 
bri21~.s ct Eci~i\ .. l. r::.:-,1~.1~rsJ1ip clirectl)' fro:·,1 the pc;o:>lc> not ono 
lr:ir.~•li:~t{.~J.y r:o-c.pt~:d in':.:o th~ J=ccleral Et-:?chincry. If tho pattc.m 
Of ,._,L,.-j, .. ;,;t·1'""L 1·i1:n T r~,r·yr °'•; '1·,~o~;·.'·c-.,·l -,_ ........ ,, .. Tll"l •. l>.·L··t·'tt)' c.f tll" . c.-;1 ..• - .. w.... ., '---., ... r. \. J. J .• t ... ; ,.,_. ··t L:-.., v, .. ...1 • • • \.,.; 

) ~-, ... r::.·· 11 ~·-~,·, ... f'''i'·.:;,.- ... -... ·~··· ,.j, ..... .,, .. ,,, ...... i ""·''""' .. ,-~ .. ,, .. ,, "1-· 1""' ~' 11·•~..:·u··' L"Ot''lCJ.l .,. ····'·"····-·:'.· .. •;. -··•······ , _ _, '-·•·-~·1. , .... , •··'''J .v .• J.Ll ,'.J".l J .. \..lw l.) u .. 

ftmcL;0;1;. cci:J6. 1·" con~;c1licb.t(.;.J intc. on::! b0dy. 
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Sr.c. 201 (2) nnd (3) D·:!f5.n~ ''qtt:• .. lif::l.cd'' p;;d.fa.trlc: r:wl obstetric 
unit 3 ':J.1:hout r, p~ci fyinrt nr1yi'./1in~~ nk.mt th'J r:ro fr:.ss ion~tl 
di.r(:ct:ion or r.t:.tf:Ti.ng t:hori:=~f. ·nw.t :'i.!> a !;ci':i.cw;:; c:;Lir.!>ian. 
'Die s~;ctJon !Jlioulcl Rt lea.st i.'C~Ul1'l) th{) E!Xt.rd to c:;tabli0h 
r<·rc.n;:..,, •. l.-: 1-0'" n·1~of·-~r·'o"1'1l c~)~cr~-to~1 °·1·1 .• '>+.,f'f.; 1,·.·r! o.f_ .C:.t•.c:l1-t~!"'J..•tr:. .. ~l-~• ,h,.1.·(L;.o - "· l' .. I, ___ ,)_> .... _ .•• .I. -1-.l • • .• J.J !.<'-··"" . - ... , _, 
(lmnt:i.tad.vo stand.an.Ls a-to not cmr.;zh. 

Sec. 7.07' (a) rmd (iJ) f):;lcg;!t:i.on to St::to P-~~cnd.cs l.'ou.ld be 
c!csir~.1'1.c rn-:.der. r.o;.-ic, pcrh:-!}-'!; 1~.~sts ci1·0J::rctru1cus.. u..~1cgatic:1 
to )n·J.v.:to a1~c:ndcs, even ~IC\!{, is not jn T•if oph•:i.1.:m ju:~tifi;'li;lo 
on tJ:.') o<!si.s of J.-:cdicare cx;.-;o:ri<mco. fuc.h m.·.:tvat0 nrcncics 
rc;•min too 1uuch 1mdcr tJ13 cf fccti.vo control° of provicicrs, thus 
creati.nrr, an in.cvitahlc c:o::1flict of interest. Sud1 private ur~encics 
can pln)~ 11 hip)lly cf fccU.\~~ l'olo in pu:;it:i.nl! str~11~~:c:nb rJr:!nd of 
the govcnimr:ntn, \·:ll!.!ro tJ:.-::~r v.rc nblo to <lo r.o, n.rd in ad.v.ls:i.11~ 
government. 

Sec. 211 (b) 3. A sm·r.;con should be p:m:iittcd to p:irtid.p3.tc lf . 
• •·'·'f1 <l -.• .'.".: ,...1 ~ .. 1•,- • ·,·1"i• ·:J"'h·'· ·f'•r • r '11<" 1: l ro "· ·.,_~ ,l·.! •'bl cc:1 L, .. _c o .. :i . .L ._, __ .... -_..tJ.c. c •.. _y \·; _1., •. L1 J .• (; ) c., .. J...-, O.>.. 1 .... co,,n. .. h c .!.t,i e. ·-·-.--- -· -·- --·--·-- .. -··-;- ----

L'nfe>l' W.!.1atcly so;::0 ;.•(!:::o;:~ clir,ibl~ rn1d · ti~(!.11 t01!ia to clctcrim-.-.;.te, 
novor bccor1in.g cer·tif icJ; tJ::ey cm1 he d.:mgcrcus to your hc3.lth. 

Sec. 211 (b) 4 and 5 SC!cmtl con.~ult.at5.on.s n..1 in<l.i.<:.:1.ted nrc excellent. 
'Iho Adrrdni~trv.tion will h:lve to watd1 th::> p;:i.ttnrn of the~;o ''second 
consultations". 

Sec. 212 (2) nofcrs to (c)? 

Sec. 213 (b) and Sec. 225 (h) Pcm.it th:} Uonrd to exclude certain 
itcm5 if they aro ur.sati~fr.d:ory. It l:ould bo excellent to extend 
such uuth.od.ty cxpl:i.citly co~:erin~ nlJ. provl~c!::I:.E.. of scrvlco under 
the Act:. niat \·:ould be u hi&hly JJ:-1;-ort.:~nt :.i:C·11tm.·c of qunlity 
control. · 

. &!c. 303 (n) Pcr11utti11g ~uc.l1 contrnct:; with priw1to C2.rricrs l-:ill, 
in 1ny op.inion, lead to no encl of t.r0:.1.blc. Exporicncc \'.i. tll t.h~ in 
J.tedic.11--e ha.:; bee:n WYl"'f w1s;ttisf~tol"}" e I rcfc:1~ you to S!:natc mid · 
GAO investir,atioas. 

Sec. 305 (b) Co-pa}n~nt, even a •·srnJ.r' :!munt, probably <lctors 
preventive sc1-vice:s, e.g. for prq!n.c:_r.t \,'O:<icn. · The cost of cd;nini
strati.on, confusion D.n.J ill-uiJ.l gcr:.cr0.ted Hill re..:iclily ovcn:hcJJ°"!l 
Em)' ''snv5J1R5n or "bcn~fit". l·h)" not ,:·;)ply it to a l:i.o~>ital n.s mu:.h 
ns to n physicin.n's office? l»i1y h..1.VO it at ell? 

· In general I \-roul<l r;ny that rou h.~vo in~m.:p::r;1tc<l Bcvcral dcsir~ule foaturc!">. 
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(1) C.o:.r,fw;:ton n.t tli:i.s t:Ut.:J w1th tl1~ 1:nvo tm·ri.rd n Health S::cm"ity 
l'>-.coz;rar.1. 

(2) fnU.uro to rn!JJntrd.n son:(' Vul)' cksln1blo fc::t.t:tn\.'5 of th~ Health 
Sc-:cu.1~:lty Pror;crun, especially nn conu-z.ctinr; out \·lit11 private 
Cll).-;·1.ci-s • 

. (3) J~ajJ_urc to define ndequn.tely or provicb for tJic definition of 
}Yfcvcntivo r.cr\':l.ce:s, in r.cac~rfi.l and p1.rticuJ.arlr 5Jl relation 
to l:kl r,r011p;; of physlc:inns. It i5 ll(.l;·r tcchniv.-illy po~~iblo 
nnd hir)1ly <lc::;irablc to bo vc:1T r.pc:.cifl.c c.:hout tl1is rn{ttor. 
l,ce,cl:1T.5 :i.n th~ ficlcl ll:lvc rc~cl~d o. c.onscnsus as to lzh~"lt should 
be included., · 
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. ;· 

., . ~; .·. ·. -~-

. - . · .. ··.· 

H.D., M.P .H. ; ~-

LB:b87 

cc: Senator Alan Cranston
./'. 



Bob Hav~ly, 

Both Stu and I had put in to the 
scheduling operation a request for 
a major speech on Preventive Approaches 
to Health Care for the American Public 
Health Association on October 18, as 
I know you recall. 

Assuming this is still to be scheduled, 
enclosed is all the material I 
"commissioned" for a preliminary 
draft. 

We can go-di-rect.ly __ f_!"om these materials 
to speech form if one (ff--the-staft_ 
working with Pat Anderson is ready:----
Or we can go to a substantive memo 
to go simultaneously to the Governor 
and Pat from Stu and me. The latter is 
the approach Stu s~id he wnated earlier. 

Could you check the status of scheduling 
or whether Stu knows more? I too plan 
to check with scheduling. Also, I 
think a memo as Stu suggested is the 
best approach but don't have the time 
to do it for the next two weeks. 

How shall we proceed? 
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UNIVER.S{TY of· PENNSYLVANIA 

ALBERT J. STUNKARD, M.D ..• 
Visiting Professor 

Institute of Neurological Sciences ·, '~ ·. 

Please Reply to: 
415 Stouffer Building 
Philadelphia General Hospital 
700 Civic Center Blvd. 
Philadelphi.a, Pa. 19104 

• 'I' ,' ' ~ •• 
' - . ', :.. -~ ... .;. ~- ~ 

- • \ ,~_. •' •I ~· r 

:.~~·.-:·~~~---~·>:-:--:.~_:. -:-.--• .. 
·... .·.: •1-, 

·:-:.: ;~-:~_£·~~J.~ ,:.;;_~ .. ~·:: \ . ~r ·-~ . 
August 18,1976 

Dear (j·.-;.~; ...... ~---·~" . , 

Mrs." Eisenman;:~'<:::::; .. , q· 

• .,-' ·; ~- .,.. '; ' • ,.,..-. :' --1 .. ~-/:~:-: :·~ .. :~, ~ ~ 
.-, .~ .. -,.. . .... 

and the Way we -~~~?D;._whi,.c~ I have prepared 
. ':.-

for Governor 

Carter for possil;>le-.~use .in·his campaign. 
. ' - . ·.- '-~"-~ ~: .. -~· .~ ".·>··-;-! .·:l'l- ·: : . . . ·.\~ ' .. 
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·I will .. b~'·,g;;l;?:.d.~·~9.:-)1;1.e~~t::·'Yl.~th 'YOU and/or Mary King 
- .· ... ·:.: .. : .i. ~. ~ .~~ .. · ~,.,' ~~l.}t ..... ;:~-.~ .. ~: . . . ~·-

_to discuss the(various~.':aspects~of 'this paper and ,of this 
; :·~· ;,·;: .. ::'·.)'.:('. ; ;,~··:;<;it?.:~; . . . 
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'.~~·~/'."·:> .·' .. :., ·:··This evening·:·I-.::would: '1,¥k:e·.·~~;: t~lk~1t~'-yo~ about 'one of 

: :~~ the most important o{ our_: national' concerns: . the heal th of 

:· '' 

~ ~. ' .. 

.. 
''·.' . 
~. . ' ' . ~ - . ~~, . 

"":~::('' 
· ~-,»~-:· ·. pursu~ 1:, .. of · b~tter.• heal th/;w.~ :;ap,: a. nat.ion.':•l_1ave ·. ipv~sted ·ya st ., " .. 
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~ ,,.: .. ·· ." .. am~unt~ o~ n:ioney. and. an·" if\cre~sing ·proportion of. our gross".'.,·:: 
~.li:,"·1;~·'••,' '•: ';I " 0 o .- ~· ' ',. "' • -'~ • ,,,.'-,~,~: :•'' • < :1 

1
1 ....... " ..!• •'.' ,c I:, Ooj., \ 

:. fi(.-,' .national product. The bill :for. heal th services· has ·increased 
• ~ ~ .. -.. ~.· ~\.; ~- ' • " • ' • .! \ _. • 

. ::~·;:::,·:· .. " ,from: 26 billion dollar9 i~ <1960 .to··;11s. 5 billion dollars last 
' r • ' ;:;;~ ~ ... " ' J ' ' : ,..._..._.... '"' • ' • ' 

our people. Health is .a.precious:national resource and in 

,, 

·Y·>· :·,:. year.· , We. have built the ... finest· medical· .research to· be found . ., , .. 
''.<~:-:."•,Y,:--.''·~ t ':;_'., 1' ··-,"., '-. ''.",' ... :~.:-::<{:::;' .. ~"!,:.,,.·;.\·,-.·,.,\'>:•I::•.,'.,,,,·,,.' ·:.,,r· ,·," .. 

;,-)( .. ,;~\/ 1 ::'any::' place, in '. .. the-.,wo+).dr ~n9" 1:q~~'hJJge' .,,medi_ca.l~._,care:'·system compris-·' ?·: · "'. ·=./\-{ 
~; ... ·\:~~~~,;.:-_.i,.. ... :...~· :· , ,~ ~. ~'..11\~\~ .. ·'. • ,~J::~:~.J:;_?l·~·~'"j:~~"L·"'":l.~1 ~> ... ·:~::.~:· .;f· .. _:· :·~~.:~

1

·~, .: .. ~ 
:!";S>. ~::'..~". · ::.ing 7'~ 000. hospitals': and employing;,;,A,. 5:. million ::people.· 
.... ~; ~-~ ..... : :~·.. ~- ... _·. . ..·' .... ·~ -.·) ' . ,· . ~' (~ 1_, )~~ :~·, ,\~·~. ~-,~~~.!.:~\. ·~·:_:i ).~ :~ )->'_ <·:'~.:d,'7-(~~ ~: ·.:./~~· :, l :~ ' '' ... ' 
~!: .. ~ .... Our Poor Record in Health):·.1;· !,;:. ;.~·-·,~.··· ...... ''"·: 

.<:>~ ~-·> . 
··'·-: 

. :.;:>:<· .. :<:.~<.. . . '."~hat .a~~".·~,~.~:·:~r~~:~ ~~}-~,~~~~~~~~~~_s,~-' ;~~v.~~~-~ment? How good 

: ~· ·t·?:>: ·,: is the heal th· of, Arner ican.:,people ?·.'~ :Tlie: answer ~is: not good 
.;~,.'l1~. -f~·~·~ · ·:·,. , ·'.· '.~ .•

1
, • '•, .~'~· ... ··~, ·:~-:-·.::.·.,·.·,~.~'.·\.J,"·d·1., '.•~.Y •. ,·.'!C.~r~,:,·.·.••." • .··,· ~.~ ·' .1 ,,: • · •. :~ •. ._~ 

.1·~_,.:/:~~-~~~~: t·t"·,~ .-'· r.· ,' . ,, . . . "' \";·" . • . .. ,, • -~: • 

. J" :.'i• ":.-.." 1enough '·· When We c9tnpa;r_~ .pµ,_1:/'.he~l~,J}'.~ rec;o:t:d · Witl?t .·~.ha.!>. Of. other .. , .. · « 
,:;:~~-~~·:_;:~~; ••. ','' ,· • • •:A •.(··~,"~.'',. • ' •" ,... '.' .~•I,<' .,;""-• .. , ./..,,... l ,•f''.~.~-~ '-·~y: •: 0, ·-: .... ~, I;, :1•· "• ' ' •• •.;' ,·/~·' 

:~;,·,.;~: , , • i~du.s~r ~al i zed . natioii~ W,£{'.~i,ll_\l:;;o~f ~.: is; ~ ~,d~.Y.>~ ac:~,ing; •· ·. One ..• i~ ~. .. . ' . · :, 

::~:.:~~:_:·J·.~." ~~ca.t?:r:~:of _the health of ·.~::~_atio~\:.is";·~.ts )i~.7.··e~pect~ncy •. Six ',·-~·:~t 

,~\'.•'. nations. have a long7r' li:rY~;~.~,~~~~c; ,for ~o~~nthai; w,e do,. . / ;~ :r . 
:t~i~(~:~:.;:·,., Infant. ~ortali ty rate' -~s:. ~~·°:f:?~~::''~n,d~~a.~o~.· ,of ·a nati~p '.s h~al th. ·' <·t 
, .. ·"'!.}" '. '. , . . " ' ' .. (t'.'" .. 1 • • \ .. ' • \11'.i_ ". ' . :» .. 

)il :<> ·"-We. rank:,no better _than·'.:·l5th:_.;·;i.n.;·'th~·-· \'?Orlq in. infant'. mortality:. 11 · "· 

~-J/'. ~.~> y;. ~~ ~·n life expectanc; ·f~r :.~en, ~c~~· .. "r.ank ~ l.9th. . The~e f igur~-s are . /< 
··'r;;" /·-. ,' '. . ' ~.·J:, ~. ,;· ,. ·'" 

·~0~~ 4isheartening e~ough, but~hey.are·not:all. _For this burden of 
j ~C/4.· .. ~~~~ .... . ,,: .. _ ; · :1 ·: • : ·- • • l •. · ~· ,,·~~:: .. <·~·_'..:~:~ .::".:. ·.'.~}~\·;; .:). :: .. ~: · 1 • :: ." • • .... ~:~· < :, · y •·:: ~ ~" ~'·. ~~; .. · . 

·~·:1·:.: '\: 1 ··-·disease ··and ·:death. is· .. ·not' 
1
evenly distributed among our'. people . . :t<~.:/~::: /r' ., .. ; "," ::.-." .'.. ~., .· . ' "· .. ! ·> \._;>· . .,,,,:.~::.l~~,·;;:~·:J:~,;.: '·):u:-·~' '.>"'.',:;'.:;·:·.•> . : .... -.:·. r'.'' .. ~ .. :. ~ .:· ;-." .. 

'\<_:::/·:-:'·.·It· falls most heavily.·:upon~'the.~'poor and ·disadvantaged.·. '.A black 
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2. 

child born in the United States today has twice the chance of 

dying in infancy that a white child does. 

What are the reasons for these failings? Why hasn't our 

huge investment of effort and money brought us better health? 

And, most importantly, what can we do about it? 

A large part of our problem is that we have shirked the 

responsibility of looking after our own health. We have tried 

to shift that responsibility to the medical care system. :And 

we have neglected doing the things that we can do for ourselves. 

And a large part of the answer will be for us to take more 
··' . 

responsibility for our own health. What we do and don't do.to 

ourselves can improve our health far more than could even ~ast·j 

additional expenditures for medical care. 

For most of the pain and disability and death from which 

we suffer is a result of diseases that we can treat imperfectly. 

We can, however, prevent some of these diseases from occurring 

at all and we can delay the occurrence of others. And as Presi-

dent Kennedy pointed out several years ago, prevention is far 

more economical and far more likely to be successful. 

How Can We Prevent Illness? 

The key to prevention lies in the causes of disability and 

death which afflict us. For a vast amount of our ill health to-

day is caused by the way we live-~by the environment which we 

have made and by the personal habits and life styles which we 

have adopted. But if our health is impaired by the way we live, 

it can be improved by changing the way ~live. 

. ·: .. ··. 
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3. 
·; ·. ·, :' 

' . 
'. · ·The Toll of •,1· 

. ·.·.· .. , .. 

Let us look at the lea~ing:: cause!;; -of; death among two· age 
•.• l ~!·'' .. ~·.-,· ~· '• I 

. •. '·1: 

.-, .. _;, . 
·c,. 

group.s in our. populat~on: th,e ,young and· the old. Among the 
. l·' ··. ·'; ' ·"'· 

young people of our nation; far and· away ,the leading cause of 
.. : .. :, . ' 

death. and disability is: .ac.ci.dents,, ':- pa~_ticularly motor vehicle 
. ' • ~ ! ' . ' • • • _, : • • • !, • ' ... ,· ' • - • ' • • • 

accidents. 45,000 people_di~d:9n.our'highways_alone last year 
. . .. ..... _;·~:~"';·=·,.:,, .. 1.~:~:.~·· .~ ... ,. ! •••. ,·. ' . ' .·:', ',. ' - • ; ... '.'. 

... / .. -
.. . d~'. ~ 

. i'. , .. , 

and 2 million people were seriously~injured ~n motor vehicle 

accidents. Three time.s" as ... many young people die in accidents . 

. as in any cd the n~xt &f;;;c~~te~ ?f;~e.~~~- ·~ ~~e 
·· ~ vnent•ilealo:h:eu.·'suicide~and;hom.tcide.·"::.:·Thus 11\ t.hree· g:f b:lEfb ....... . 

'' 
,· 1. / 

• ' • • ' > ,' ) I 4:.•'L .· < :;r:• ."•,;: -~.-.:·:··, .: ... :,i /'' _.·.·,:1 O ' " :· ' 

. leading causes of death.~rnong.1the:,;'-young -~~re '.due to personal habits--
.. . . . . ·. -·:. ·. -" ' .: : .. f:· :;·:· -';.~: ,.· . ~· . ' '; 1 • • • • •. '. . • • ,: • ' . 

to the way we live •. But .this lalso means that they can be red~ced 
; . , . . ·:. . . . -. • ~ '.. . . ... ; . . . : . . . ~ ' . . , .. ·. " , . . , I 

by ch_anging the. way ;we. live,__b~· efianginq=em· per5 •'."¢1al bal=its.. 
'j . I, l- ·, :;· ,· :-. -. • , 

·.Now there are i pessj_rnif:!tS :.'who. ax:gue .that it is a trag~dy for 
- ''.j~ •; :,~.:;,·-..,:•,I;~:~·._>,;,,:·',: :'.':•:.·~' • '·, :. '',, ·,, ;, 

so many. young people,., tq di~~. these,. vio.lent deaths,· but that there 
'•1 • '·' • ·• •• ,, • ~. .,\ /, . • :! • _. ' ' 

isn't anything that can beo' .done. about· it.. Aren '- t 'accidents, for 
. . "' ·,: _.· ,'{ . ·~:·~'/ . . :;_;. :..··< . : 

·example,·. due to careless" driving or: t~. circumstances beyond· our 
. " • ':~'.··: • .- '.':I: '•r·~·;~ . :1'.', ;, ,.1..--):.;, r• : • ,' ,'"'i,. ··: I' ' ·1 'j: '. ''. 

control?· And what can ~7.'.·~o.n.:e··'about that? :it: -" : .'::::,_:;_.." .. ::~·-')_•: ;;;· 

~.well, a lot. has been:'done,::::'and a lot more· can be done.'· 
. ' . ~.;'.{_.~~·- ;:::>:~· (. ·! ,,~,- ~ . ·:/ ' /' ,. 

When the speed l'imit' was>,Jowered .t.o 55 miles per hour,· deaths 
·"': 

from motor vehicle acciden~srJi·we~eralso lowered~-from 55,00~t 
. " ~ -:./11i-jWw/ ~ ~~.;[/). LJ 

45, oqo--and so ~as. ·;.t~e ~.?,j·~·~Y;l\~:·.~nd_ so were ~he. costs_ o thaf' 
1 • ' ' . I ~ .' " t. ' ~ ' • 

·medical care,-ef accideft"8 vioeims ... ·'."And .we· could save. J.O, 000 more 
• ,· •. ~; '1 •. :."_./,•;;~t .... · ... ;:;~-···;.:, .. J'.:·,r •. · · : ... '~. 

·lives if all of us .wore.seat belts ,instead of the.one-fifth who 
' • I :'.. - ' :',·~·. : .. ,' '. • • . • 

~ '. 

could save·,10,000 more .. lives_ .. ontop of that if we 
: ·.:c~··:;:' .. :,:,;;):~:.<::'':.)~:g}<:: J > ' '·'' . ' ... 
~. ' . '' 'L ' • ,', • '... ' ~ " .. • 

··· ·, .. : : :r li~~~;~1.,i.:;.,~;·r·1 :' ~ ·,;;.)~·:,, ... 

do now. And we 
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. st.opped driving after we had.:been;,d~~nking.·:;'."· For .. half of· all 
• ·-~._~ :~:·.~' 't, •' ~~· • !·:~ ':.!. •' :·r .'• ' ·• l, ... ~_ • .' '. I ',' ·,·~ 

.,, . 
' ~'... ' deaths on. the highway. are :'.alcohol-related.' . I .believe that we 

. ·;, ... _. .. - . ' - .',. .... , 

can cut down this t.errible· to.11:,and I .Propose that we proceed 
. : '. . ' .. '~. -

~· ·.to do just that. 
' , • ~t 

·.I "1 
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• .r' 

~'.q,: 
~ ~/ ... ; , ~· } 

'·'. -

. , . ... 
. · '\. ' 

·:i~ .. :i.' - .. 
'~ ~- ~;;: .. 
_ ..... :. .. -

-.:;j~ ~·- _-J··: 

·The Toll of Heart Disease Among Older Americans 

.·Now, .what about' ol~~r.:'..l\meric~lls?'.'~'.:·Personal 'habits and life 
. ·' · .. 

of :.the; causes of death of older Americans 
J~ • { • 

.style lie at the root 

just as surely as they lie at .the root of the violent deaths of . ... · ... "' ;, . ','\ .. 

· "young Americans. Today.· over;,,a ... third :of all. deaths "in ·our. country 
·-.-:, <{( ·-.. ·.,, .~· ....... ;;;·· ;>:lfi::& .. - . ·, ·.', '.. ·,,·. "'<1 ·- ...• ;.. . 

are-dl,1~< ~o heart disease, ''primarily,:cqronary. heart·~ disease which.··· .... 
,· ... :· I '""Jo,:~ :•\•;'-y,, .. :~, "~/)_.~,.:·~ ; ;:-.:.,·;~¥··:=' 1jl•.,,f+'.f' < • ",,.,',~) • ., ", -.;• ' ~~,,· .• 

has reached epidemic proportio~s· .among middle'."'aged men •. "Yet most 
. . . ..t ·~ .··'. -::1:/,)"' -.. · ,~ •;.: ...... '/ .'-. ' - '~ . ' ; ·_ ~::·~- . : -. 

of the _known causes of coror.iel:l:'.Y: hear"t;:.<disease are a· z-esul t of our 
- • ' - . ~ ( .' -. ' • ;,, ·~(,.. ' . ' • : 1: . - • ' - " . ·, - - ~· :. " . : 

.Personal habits.·· First,':.there-'·is overeating •. Overeating an:d 
. ~. .' _.t . .' . 

overweight. contribut~ to ... co:z;-_onary .,he.art disease directly 
, ' - • ; • I, ,~ • ' f" ._~ .... ,', : . . . ,: ' , ' ' -·-~. • '. • ', : . " 

and also 

indirectly, by increasing the~likelihood of .diabetes and 
;-~ ·, ,;~·~1··.~~ :-, ,. :.;: - • .... ,_ ·., ·r . 

high' 

blood.:pressure and by incr~asin~ ~hei~everity.of these: diseases. 
. " , , . ' I , , '·. ·, ."· . : ':'::r ·~ .· ", ~ '. ~~ '· : " i •' , 

Second, .there is smoking;<which"'has· its effect':upon,~the. 
. . ·, :.·.\';t" ':~·{. ,_· . . . ...... ·: . . <':\ :: .. ·,.\ ,): .·,' . 

heart Just as surely as. it .d()es_; on the~ lungs•:'.:-.· , .. · "' · · · 
. . ' - ' ; ' - ··:~·;., ; .. ~ ._, ... '• ·::: ~-...... ·:. . ' '· . ." . ,'; ~ 

Third, theie is'inac~ivity_and lack of physical fitness. 
" '.· • '. /. - : ·:~~~. - .- , , .. .r'";' " . - • ,' ... ', 

One-half of: our population does ·:not engage in1 any kind of. regular 
• ·:: r· ..... -

' ,·-·' .. ,, . 

physical exercise. :~·. .' •• ! . : '~:: -: :~ 
- ~. ' ... ,._ . ' 

The.re is high blood p~~ssure with its ill effects upon the 

'' :;;~jt'-~qi1~+~~'J: ·' ',;,- ,'. '.'. -~-.,. <' . : • ' .,, ' •heart •.. 

Finally,'there·is :the)lack .. of knowledge about heart.attacks 
• . - . ·:;-~: .·_ "/ "·: ~·'i:'' .. : • ... ·>' :.. : ." ' - ' - ·_ : . 

·that leads people to. ·delay. seek.ing. medical .. help until it is too 

, , ' :;:.: ;;~ii-\!~t1t~i'.F~::_:. ' > : , ~: > ' - ' ' ' " 
~ . . . . _____________________ .. _______ ·-----·-·------.. -------··--.. - ·- ----·-.. -· 
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anythi~g that can be done about: all this. They will say that 
. i;-· . ·' ; :· ~ 

there have always been people.:~who ~at .. too .much and smoke ·too.,:much 
.. · . '1,: " ., .. ' ·:. :- .·. ,• 

and exercise .too little and,..don.' t. take their medicines--that ·there 
" . ~- 1 ' 

\ _;:. .:_~· . 
"v .. -

always have been such people :and there always will be. 

· Well, the facts are'.'that people· have been changing these 
,.· ... ·1: .•• ~· .• -•.. ·-,. .• :. 

habits and .the rate of coronar~heart·disease·ha~ been going down-- ·· 
··:··,,;,·.·.: •.. '~~-\·' ... _> ._: . ', -:-- .; . . ·,;,)~~-/<, 

· 10 percent in· the last few ye~rs .• ·;·.)le:· do not . ._know of· all -of the · .... 
• 't- .... ~.~ •• ,,. .- ' - : ' ~ ' ', i; . 

. rea~ons for this dedline,;but we believe that~a good part of it i~ 
. . . - i- . :... . ·. ',' ·. . . . . ;.. : . -,• ' 'J, ·• -~. • • ' : ~- ' . , . 

due to modification of the risk .. factors I have. just described.r 
• • • :·~. • ". • •• _; " : r •• :'• - • :~:..--' • • • , , • .: , • - 1,' 

·~ .. )· ... · 

.' .: 

"-~:.' 

This is a good start,'.but_.it;·is just a start. Our rate of 
. • . ·.-: ·-, ~·. • J • ' I • , , •., C • • ,' • 

coronary heart disease ~s .~til~:second hig~est in the.world--twice 
'~ I, ' ," • ,r-

that of.' some European couptries. and ·almost ten· times that of the 
'! · •. ' ' ' ' '• I ' . . '- ! •" • > ,;,. : ,. ., ·,~·" •" ' ·.·; • '• ,. ' :, ,• ' ", I \ _'·.; .. ' 
. Japane~e. And I canno~. fc:>.r.~e,r:.:::h.~t,:·w~:··7'.~~k • ~9~h (i_m~ng tn~--:~ations · 

" 

.• ! . .. ~ . 

: 'Many of our tasks. are ~lready under way. The National Insti-: ·; ·t· 
. .·'I ' "' ~I.:-.;: ' . ' ', . ~ : I+ : ' •;: ' : • ) ' :', . • 

tues of Heal th have launch.~d. large-scale clinical trials which 

should tea,ch us more abou~·how _changing our personal habits can . . ' . . . .. .. ' ... 

enhance our _health •. ,.' But the. rnajqr. effort in changing. these habits 
•I , : ·.• . • .•- '' ','_.'.~;.·,;·. '':"';.: ' ·.,.' • 'r ·<~)·,;~ • . ' .,'\ • ' ' , . 

is up to. us. How w.ell .are.-·:we·.doing,_and.what more must we do? 

. Weight Reduction ·:\j~{(i;,}/·)) .:•:.' • .. ·. ;. · ; • 
More and more. people are;, becoming aware of ·the advantages of 

,._,.,, ... ~' ~ ,· .,,, ' • :' l ' ' 

weight reduction and of m~deration in eating and they are acting 

• . :. · : · · • .> · · • · ;% ,,.~:.ii~~f ~~t'.?Mi~;:(L'·i.: 'z,: . i : . ; . \ ;}: · ·. · 

): '. ·~· · .. ·· 

. .... 

·.h. ¥ 

'·:·. 
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6. 
- •. 1:·' 

'··
1
/,.;.-;; ... , on :tl;lis information., ..... TQ.ei'ay.,erage weig!l~ ... qf .w'?men. i~·, the. United- .. 

~.~ ... ,:'t~·,. <1,_~ •• • .. • ·: -· •.• .. 1.. ..... : ..... : .. r·" :.~;,_•,"".~'~.' -... :/ .. i·~.;,..,~'l,·t·~·~ ·~:-~ll'?: • • • r t'~_tt,: ~,, .. :·: ·:\1-r·~ 1 ::·· •" '\:.. 1 ;::~ '. 

;:,:. s_ . s10ate s'' ~as. begun: to dec,~i~~ l}:;~~f 1:~~~·~~~~:/j µ~~·~·:h•;:: b<:g~,nil~:.19> ;~:~ '>,~ ,: '~t 
.p/;:· ·' ···'.And-new.treatments are ·being·.developed. to.help people c.ontrol 

~ ~ . . . . . . :'" . . .. . . ' ' . . . - . . 

".,· 
.:_ ·.; ~ .. 

..their eating which are more ~eff.ective than the old ones. We 
'·' 
;~ 

must encourage research to make them even more effective and. 

. . ~ : r .: -
. I, - • ; ~ ' . I•-: _. 

What about smoking?._ ;~·_;gro~ing number of middle-aged men, 
·. :< ! ;\~' ~ .. ,. ' ~I ,1' '_ c 

'~·~·-.·.,...·.c.. . a .g~oup.: with a. very·;hig~~.-.rc3:t.~,-;,of:._:9o:r;onary.;'h_eart~disease ,:·.has'.·'~ .,. :,-. ' · ,. ·, .. · 
;~~:;:~·:~;~·;-,.'.'\_..:~· . ,_ ... ',,_" _. . - . ·. :.~~·-'.·· -<····'!J'.'..;;;:( .. ".'}: . .:i-;:.-~---.-1'·:~::·:··;:· ;~:.~~--r--·:·;:-~ .. ·/·: }"!-' -.:·:· ;,<"': ;. __ -.:...:,_._ .<<·";~~:~--. 
· '..' .: ... "':"··taken ::to· heart the· ·warnings:~·;about: smoking~.,·:-:.,: And· the· nurnber:.of · •"' ·, .. , · 

'-~'.~-: _: ... :~-- . . : ... ' ; ;._ ' . .: . .'> . '·:: -~; ·,~;-.,;'\~:,·"~> ... ~ ; .. : '·,::: ·. >·~i'" ' .· ·~~ _· ;~:- .... ~-.--~ 
· · .,, l.Jliddle-~ged men who.-smoke.-.'.ba~)~.ecre.~sed ~by(over·lO,percent' in 

.°;:t:·;:'· , •' ·. , ... ._·,·;::··',O'~ ... · ..... ·. •··•···"·. -',-'·. 

::~~·:,.)'_. _=~ the past few years, even, during' a·. time when the overall -rate··..:' . , 
... •· . ~. ·-· ' ' .·.. . " . ,,\.<.~:,:. i ~{ ~. 
'' · '·~ · . of, smoking was incr.E?a sing • .,· . ~ -~ ;<·· :·' 

":~·~:'::.. . . ; . . ' . . . ' . ' 1;..:· '·,/~.:.,-::-o:':)·.~<-:< :>"· "::,i.i<~ '.'' 
)~:.~'.>.~·~<>->" ·.; · .. · · <.B~t. : ~~-·~,is_ ... h,a;rd·· ~9.f~t,.9P,.~i~f.!1'<;?~.~-I}9 ~·~;,:.we .. ~'.e;,ho~~~, ~r~vid~ -ass is~ , - - . ~-. ·. . .. . . . :.: ,. v ... ~-·">··:"\'' .. , __ ,_.,../,~'.} .. '·· '.->:< .. . , .. -·: ·: . 

~.:'.~.;~ .. ~.~~.·_:'.~::01·",·~.:.~_-_.···.~-~--_'.·:_:·~--.~.:~_:·.·:.:· _ ·~ )tance _. ~? ev~ryone. _-w~~:'.'V/~~;~·~{;ff:-~\stp~.~\~:<~~r~·'·~\t~o ' .. ~ I).~_w: m~tho.Ci~ .. of. 
,; _ . : treatment are • being · d~y~_l_C?:E?~?-~~:~,~~ .W~ .. : shouJ..(l ... ci.~s i.~.t .. ~. e ff C?rt~ /,t~;.,_im-

- , -: • . • ''. : '-, ,"" :0 ' ' \-.• : • ,' • . • .' ~ .• '\ -• " • ~ . , .. • ' ;-;_' ,r r .... ' -· I ,· ' " ' • • '. ' :. • • 

:.:fc:~> prove: t~em .. and ·.t<:'. ~.~.k-~-~~r}~~/~~.~-~::~~;~~:d~l..~;<3.Y~}l;:bl1~·< .. :=· · .:.:;~·:·r.1. 
·:~.'~_.._ .·'. ., We-. .. should encqurage ·.·:t.h~,:·.:tobacco ~·industry: in its commendable 
;.:.-·-.1,~. . .. ·d ·: -· 
,_j •• ·.~-:-'t· .. 

t:;·'"- ·>:· . efforts to reduce 'the- tar, .. and.,·,~icotine;_content of :.cigarettes. 
. :,-ty_·.t~·:"".· . ·:~ .. ~··~~ ..... -:::::...·.,1 . ·' ·.. ..,, ...... 1 ·~~ '..· 
.:;{"~r.1·~· ~ ~-;~,.. •. •.' .. 

i:f> '.: Exercise and Physical Fitness ·' -:· :.';· 
. '·. -~~· •' \ . . .. ; . 
·.:'.!·-· ' t •• we .. are maki~g. head\'lay.~n~'_d,ea~~ri.g·.with.the,.probl.ems of in-.. ~,~· ..... ·.~ ,,_ ··~."'/ .·.. ... ~ .. ' . 

~~4:~-~/~~;;.·:!:;;:'_·activ~:~~~.~~~l·~·r; .. ~~'.0-~·:,:~~h~.f.:~~},i/?~~~;,~~~:i:\;:~~.~r.~-.t~~F:'~-~~~c~~:7.·.a~~ 
});: /".<·:·.: '. r~cr.~.a t~9.~.~:-~re. · a.~:t~,~_.?,,t-.iP:~~:~R..f.:;;i _a_IJ~ .{~?,~~~.-1:?:,e~~~ .. ~ +,~·-·· 1'~e_.~ n ~ber :·~ho 
i::r·!'., ." '.' .. •• •,• · •· · , L:,,, · ··:~·'- .,t ·~.:.\.'i.""·;·· .!""\,- ~:··t.:,..~ ..... ,,·.~-·~·~.·~~ .. ,,.,.• ·~~ :,•r.;.,;.~ .... --:, r •. , •• o, • --f",.'~ ;_ • , -

<;~/'.;~;---:::~:_ .. ;·ar~.· taking .up· te.nni~, ·,anµ':.:s~i~ing·\~· :.i'n~~~a.sing ~.· c;tnd ·~we·. :·se~ :more 

~~y·t; . . . . ·.·.···· . . ·. :·::%~er ·~"''.~ti~~~?1::t:.~~g·,<'~· ··:; . . . . : \.... . '.~'. .. 
·. ~::..,.. ·e· .. _ .- ·11· ~-.~ J. • ~. 

0~ L'·: · ·. , .. . • .... : : ·•·• :·:,; .... '· ..•. · .· .... '· ;.·:;, ·· · ::~; ;!1:.~~t~;tWJf ~~.~t;~.:;\W~·~~\i;t~>';;_;:;.; .. ': .. , .,f Y · : ' · 
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. 3~~ .. _ .. / '~: ... ~~~_-,:.·. ': ~ ':, ]: ... ' .. : 
_ J. ~ i·' • ; .r·':· 1 : 1' • -~·· :'of. -,~~' ~; • ~, · .. ·:·.~. 

-~.:_:~._::.:.5~~-·2::. :;: :·~.~~~ .. ·~~ .. f ~- :j ·~g~?-~ ~ \ i·i.~; ·;~~J:.~-;~i;~~;.~~r~;;.;.:f }.~~---r~r~~.f{~~:~:~~~})~~~~· >F~~~~0~~~~-:~ .. ;. . : ·":-~-~···~, 
......,..- ~ __ ·side ~ · ·aut we must do· more ..:! ... ~·.:~·/·,-:·-·.< ·"-"-."'·: ~ _ • .., j .·.- .~.:. 1 

• ··;· • •• • ...... •• ... ---··~:·~ ••• •• 1 .• 

I':~} ,'r.'··~, ' • • ,·~ • • 'T • · ... : f ..... "'\l• ~ ;, ~ ;~•:._· '"'.' ! • • • • 41 • • ', • . :- ·, • 

$,f i .:. . "':All too mariy people ;.just'' don' :t_.: have the· facilities for 

,~·~~.'.- ·., . physical exercise , even ;wh!".Il '·th.ey ·.~ant .. to be more . active • Yet 

· ~;{./ "- .. oµr. country_ abounds .in indoor,· and outdoor .. recreation.'. areas. and 
:·:·~-~ ... r:;~--:...,.>:~ 7 ~ ~ .... ''., •. • t..::~tl ~'(:~';._-;~~..:~r:~ :.;· .. \._· :-. ... ~(<·" ·".~ ... 1~·:~~~ .. : ... :·~]~~~:·~-""~~~.:;~!;· .. :~\-? .. ···t~r~: ,._.;~·>:<~_;i ·~· ~~~:·: ........ . :!· t/~,·-_,, ,:· ·_: ··: .. . ·~ .... ~.'i.,:~~· .. 
·'.~:-'.F~,~:··:·:most:::qf~- them-· are ,:.f az) from.:"';~uily)uti:l·~~ed/ .·'. ~r:'.sc~ool;s · and~ college~'.'°,·.-~" 2• 

_";iy.:,.;:=::-·:.~: ' '·:·: -'':;i:.·,.:·:'" :: ,·' ,, .... : . .---:__ . ,- , "._.,_ 
f;i.-·:"> : · have. athletic fields, gy~a.siums. and ·sw_imming pools which could 
--~:f~.1,--~. .. 
'· ,.. - be made available to the neighboring_ comm_unity. We must help 

···~'f':.!; .. ·i_~ •' . :.. . - ' . ·"\·· • .. 

-;~~:>.~~· .. _.~.~e. ~~. /.t th~t. 7v~-r~-~~~:;~.c,:.1~~~;~.--~~:~~~~ ~~·::ta~-~.~~~~ ·i·~. phy.-sic.al '.·- .. -. -.r ... 
'c~\'"':,. < activity·:·should 'have··.:the<opp:o:Z:..tun,ity·.:: ,) .And''."we- must·,,help. organ-,._-: __ c•- .. : ·,-::\.'::~· 

:~frt( .. ,.·: ·· .. ·_-.·_; ,:·.< · .. ,-.'.'"".-'. - .,,<;:<·:-..:::; ... (•>;1t"'{).'~1~-:~·';·:l'~'.:'1i~~~,:;~'.:~-'·:·'.:-,•-·,-,,;::> .,....·:;-~:,.-· ... ·:·, . .' . ·::·.'~_ ..... T 

~t-"':·;:,~:.,· .<".~~atio~s such _as .th~ -~:i::~si,d~.~~;.-~s::f:~-C?.~~.~~~-;:o.~ .. ;~?ysipal,.1;F_i:tn~_;;s _to _.: . .-

.'.~~~~).:;<· . h~lp :~~ople to see, the val~e.»·~~-~·~·h;~~ca~ ··e~e;-~·ise:.,and·: phy~ic?l 
Jri(:_-_ · fitness • · · .. . .'. , - . . _. -·- .q·:.: "· · ::~:: 

··.-a,_ I • 

_;~'t~):._;·: ' 
~ .' . .... ; . 

• - • • • ~ -· - • ~.,A., • ~ 

·:IWF, 
· .. · Control of High Blood Pressure~:':?·:;:·- ·.-._ '<-·~ ... :: .· . .-

. .. '·: . ' . . ,. ;'.' ,·' ·i _,._-_;:\¥;?.''·-" '..: - ' .:."»'-":~'-. -.. ·::'. . ,, ·':··;". ' 

" The,'prospe.cts- for :,t.he(~_qcmtrc;>;t.: of··:. higl1',blood :pressµre ·have.~:.' 
. ···. '• ·J/''. !·· .. • • :·~·';/.. · .. :·~.:~ \';.-°:.'~~~r.;~·-...~ .;~ :'-_~·.·-.:~·.~. , ·:. -..' .·~· . . 0 .. ~· '.-:.· •• 

. never· looked -brighter.·::· Fqr,·~new· treatments .. have given us· the 
' ,:: '', ~ ' ' • - : : ' ~.,'I.;: .. -·,:~·~,•', I·•., ... :- ~,.. '. -,'' '. • •' ' ' ' • ~ ~ 

·possibility of greatly·improv.ing the control of.this disease. 
. ,V " .• _., .. · .. .:>-./·;,..;·.~·.:.:..._;:•· ,·· 1:1.~· ....... -: ·..:- : ' •: r. ·- :·~ • •• 

The major problem right now":is··an,educational one.·· Only three 
' - . -. . . . : .,_,:-.. ·~~~::.· ./-.-- ··:-£: t· ... ~, .. ~. .• -··. • ~·· . • •( .,, • - . . '. .:.. '. 

years ·ago in -this country)'".D.p.+f~ -:_of'» all the people with high 
. • - ~ ' _:.;'"-.: t' • ,. '1.., + . • - .• 

blood pressure did ·not· knqw~>"that.·' they· :were :suffering~~ from :.'the 
'. . '::.~J.~r' .. -~._·:'!:·~.; ... __ ::, ,,1··1'.' ··~:. •· ·;. · ' . 
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t~eatment for it. Yet this treatment, is safe and effective and 

it can greatly reduce the complications of this disease. Here 

liss ~ great potential for improving our health. 

In just the last three years the National High Blood Pres-

sure Education Program of the Department of Health and Welfare 

has made an excellent start in bringing these facts to the 

1\merican people. · Today the percent of people with high blood 

pressure who are receiving adequate treatment has risen from 

16 percent three years ago to 29 percent today. But 29 percent 

is far too low; these programs must be encouraged and expanded. 
. ' ' 

We must make it possible for every American to ~S:ve his blood 

pressure tested. And we must see to it that thb~e who n~ed 

treatment for high blood pressure can receive adequate aqd 
- . . . . 

effective treatment. 

I have discussed with you just two of the ~~jor health 

hazards that arise in part from our life styles and personal 

habifs. Accidents and heart disease are the leading causes of 

·death among our young and our old. But there ate many other ways 

in which our health is impaired by the way we live and many other 

ways in which it can be improved by changing the way we live. 

There is the terrible death toll from cancer of the lung, 

which could be cut to a frattion of its present size by smoking 

cessation. There is the plague of alcoholism which afflicts 9 

million people in this country, and which costs $15 billion a year. 

There is the distressingly high number of people with no teeth or 

badly diseased teeth--problems which can be almost eliminated by 

pro_per dental care by each individual. 

-··' ,.··· 

,-.-. 
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But many of our health problems are so pressing that I be

lieve we cannot afford to wait until all the scientific evidence 

is in. We must take action now. We must ask the scientific 

community to make special efforts to resolve the remaining ques

tions about our health and the way we live. And we must use 

this new information to make our programs more effective. But 

we must start work on these programs now. 

Others despair of our trying to improve our own health 

because they think the responsibility for health can be shifted 

to the medical care system and the government. Too many of us 

have developed an unreasonably high expectation of our health 

care system and we have become far too dependent upon it. We 

do not se,e why we should do what we can to preserve. our own 

health. We put all that responsibility on what seems to be our 

all-powerful system of medical care and expect that it will pick 

up the pieces when anything goes wrong. 

Yet if o'ne thing has become clear in the past few years, it 

is the limitations.of our medical care system. For most Ameri

cans medical care is not the only or even the most promising 

route to better health. For a long time now we have been devel

oping expensive high-technology solutions for problems that arise 

from the way we live. Yet changes in the way we live--in our 

eating, smoking, drinking,, and e~ercise--would do more for our 

health than a doubling of the expenditures for medical care. 



11. 

But is it a proper function of the government to involve 

itself in such matters? Clearly the government must not in

trude into people's lives to change their lifestyles, just 

as it should never do for people things that they can do for 

themselves. But it is a proper function of government to help 

people to help themselves and to help them take responsibility 

for their own health. And this is the course I propose. 
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A Three-fold Program 

What should be the role of government in helping people to help 

themselves? First, we must change the current system of incentives to 

encourage people and their doctors to prevent illness in addition to 

treating it when it appears. Second, we should provide assistance to the 

health education efforts that are now being carried out and third, we 

should provide support to the many voluntary health efforts which are 

already being made to improve the nation's health. 

Changing the Incentives for Health Care. 

Let us take up these three programs one by one. We must move at 

once to change the incentives of our current health care system. We must 

,change our current system of disease insurance into a system of true 

health insurance. 

For now the hospital is paid only for treating the sick. The physician 

is paid only for treating the sick. The individual gets very few rewards for 

leading a healthy life. And the leading culprit in perpetuating this out

moded system of disease insurance is our federal government. The confusion 

of the present aain.inistration is nowhere better illustrated than in the 

conflicting voices with which it speaks on health policy. On the other hand, 

it proclairns--and rightly in my opinion--that prevention of illness is its 

highest priority for health. On the other hand it implements this fine 

rhetoric by massive financial support of a Medicare system which specifically 

forbids reinforcement for prevention of illness and of a Medicai.dsystem which 

discourages such reimbursement. 

This shameful situation must be changed. There is no reason in the 

world why we cannot provide incentives for people to take more responsibility 

for their own health. There is no reason why we cannot provide incentives 
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to the health professions to encourage their clients to live more healthy 

lives. There is no reason why we cannot provide incentives to industry 

for innovative programs of health promotion for its employees and to unions 

for improving the health of their members. There is no reason, in short, 

why we cannot invest a small fraction of our vast bill for medical care to 

keep.~ people heal thy, as well as to treat them after they have become 

sick. 

For a long time now insurance companies have found that it is good 

business to reduce the costs of automobile insurance for young people who 

take driver education courses. Surely such incentives can be provided 

just ps easily to people who have taken measures to improve their health. 

And the government does not need to leave this matter to the insurance 

companies. Tax deductions as well as insurance deductions could go a long 

way towards encouraging healthier behavior. For example, individuals 

could be provided with a tax credit and an insurance deduction ~or taking 

courses to stop the really hard-to-change habits--smoking and overeating 

and abusing alcohol. They could obtain still larger benefits for actually 

changing these habits: reducing their weight and their blood pressure and 

stopping smoking. And even more effective than incentives for individuals 

could be incentives for groups;encouraging the staff of an office or the 

members of a union to collaborate in the rewarding enterprise of improving 

their health. 

Cbe of the attractive things about incentives is that they don't have 

to cost a great deal of money. More important than the actual dollar value 

of an incentive is the knowledge that someone in a position to make a 
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difference cares about us. This psychological leverage means that even 

small incentives can make large differences in peoples' behavior and 

that incentives to adopt healthier lifestyles and personal habits can be 

offered on a sound financial basis. 

I am happy to report to you that some insuranc.e companies have al

ready taken the first steps in changing incentives from simply treating 

illness to preventing it before it occurs. We will be watching with great 

interest the pioneering Blue Cross programs of cancer detection and preven

tion of alcoholism and the imaginative efforts of the Massachusetts Mutual 

Life Insurance Company to lower insurance premiums for people who stop 

smoking. We must encourage these programs and extend them as they prove 

their worth. And we must not rest in these endeavors until it is as 

profitable for people to stay well--and for our health care system to 

keep them well-as it is for them to be taken care of once they have be

come sick. 

Health Education 

The second major means of improving our health is through health 

education. There are basically two kinds of.health education: the 

traditional education in facts and the newer education in skills. Both 

are important. 

All too many Americans today do not know some of the basic facts about 

their health. The fact that half of all Americans with high blood pressure 

did not know that they were suffering from this disease speaks volumes about 

the need for better health education. So do the figures on teen-age smoking. 

During one recent six-year period, for example, the number of teen-age girls 
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who started smoking doubled--from 10 to 20 percent. It is hard to believe 

that this could have occurred in the face of effective health education in 

the classroom. For although health education has been shamefully neglected 

in our nation, there have been some notable successes. Not all of us can 

reel off the seven danger signals of cancer that have been publicized by 

the American Cancer Society. But the publicity about these danger signals 

has saved the lives of many people who took them to heart and sought out 

early diagnosis and treatment for cancer. Similarly, the American Heart 

Associations campaign to publicize the symptoms of heart attack has en

couraged people to seek treatment earlier in the course of their heart attacks, 

and has saved their lives in the process. 

For many people, learning the facts of health and disease is enough 

to persuade them to develop healthier habits. But for others, just knowing 

the facts is not enough. They know that they would be better off if they 

did not overeat, smoke, abuse alcohol. But they can't seem to do much about 

it.· These people require the kind of help that is provided by the newer 

developments in health education-help in learning the skills necessary to 

change unheaithy habits. 

Teaching the skills of healthy living is not an entirely new develop

ment. For many years Alcoholics Anony.rnous has taught its members how to 

change their alcoholic lifestyles and to abandon o.ld patterns of drunkenness 

for more successful methods of coping with life's stresses. What is new, 

however, is the use of systematic, step-by-step training in exactly how to 

change unhealthy habits, and continuing research and development to make this 

training more effective. This approach is being more arid more widely used in 

the control of overeating and it has been far more successful in helping 
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people to lose weight than the old methods of simply handing out a diet. 

It gives every promise of becoming more effective and of being applied to 

more and more health habits. 

Enlisting the American People 

How do we go about helping people to learn the facts and skills of 

healthier living? As a start, the federal government can begin to provide 

some of the leadership which has been so badly lacking in recent years: One 

valuable means is through the Office of Health Information and Health 

Promotion. This Office which owes so much to the untiring efforts of Senator 

Kennedy and Congressman Rogers was established on June 23rd of this year. 

It canserve as an invaluable center for government efforts in health 

education.and it deserves our strongest support. 

But, just as war has become too important to leave to the generals, 

health is too important to leave to the government. The government must 

encourage and support efforts at health education and health promotion. But 

these efforts have always come best from the people. Let me pay tribute 

to just a few of the many voluntary organizations which have made notable 

contributions to the health of the American people in the past, and which 

can form the basis for a broad-scale program of improved health for our 

nation.· 

First and foremost I count our schools. The 45 million children 

in our elementary schools deserve the same kind of high quality education 

about their health that we strive to give them in traditional subjects. 

The personal health habits which they develop as children will determine 

whether their self-imposed risks of illness in later life will be large or 
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small. There are two million teachers in the schools of our country. With 

only.a very small increase in their own education they can be prepared to 

instill in their pupils the healthy habits and lifestyles which will stand 

them in good stead throughout their lives. 

We are fortunate to have in the United States today a large network 

of voluntary agencies with a proven record of helping people to reduce the 

risks to their health. We must pay tribute to Alcoholics A~onymous for 

their outstanding record of help for alcoholics and their families. More 

recently a growing list of voluntary associations is helping people to con-

trol ·their overeating and their weight. Two million.people attend Weight 

Watchers meetings eac·h week, a far larger number than receive medical treat-

ment for their weight. TOPS {Take Off Pounds Sensibly), Overeaters 
and 

Anonymous, ,..Diet Workshop help many other overweight people and a growing 

number of similar self-help groups are helping people deal with other 

habits which pose risks to their health. We must recognize these organizations 

and we must help them to improve and extend their services. 

Other services are rendered by the many voluntary health agencies 

that have been organized to support public education and research into a 

number of critical illnesses. The American Cancer Society and the American 

Heart Association and their many local branches are just two of these organiza...: 

~ions which are doing so much to improve health. They, too, must be recognized 

and their efforts encouraged and supported. 

Our fraternal organizations have a long and distinguished record 

of voluntary and private support for health. The Shriners with their hospitals 

for crippled children arid the Lions with their support for the treatment of 

eye diseases are but two of these organizations which deserve recognition 

for their efforts in the past and help in their work in the future. 
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Many of our Churches have been leaders in helping people develop 

more healthypersonal habits. The Mormons are renowned for the excellent 

.health of their members and the Seventh Day Adventists have established 

an admirable record for helping those who wish to stop smoking. Our 

churches are a major.resource for improving the health of the American 

people. We must recognize and foster their efforts. 

Our youth groups have long been in the forefront of those seeking 

to improve the physical fitness of the nation. ·The Boy Scouts, the Girl 

Scouts, the Four-H clubs, the Future Farmers of America and many other 

worthy organizations must be recognized for their outstanding work and 

given the assistance they need to extend it. 

Our unions have been pioneers in improving the medical care of 

their members, from the model hospitals of the United Mine Workers to 

the comprehensive insurance plans of the United Auto Workers. A small 

fraction of these efforts devoted to improving health-related habits 

could produce ju.st as impressive benefits. Similarly, industry has begun 

to develop programs for employees with problems sue~ as alcoholism, 

carried out on time released from work. Such programs have proved to be 

good business for the company. They are also good news for our country 

and they should be encouraged and expanded. 

Two of our industries have a particularly important part to play 

in improving the nation's health. Madison Avenue is known today as a 

symbol of the power of our conununications and advertising industries to 

change the buying habits of the American people. Surely this power can be 

used to change the health habits of the American people. Let us enlist 

these two great industries in a concentrated, systematic program of health 

education and health promotion, on television and radio, in newspapers 
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2317 M STREET. N.W .. WASHINGTON. D.C. 2003 7 /202-223-3170 

TO: DR. PETER BOURNE 

RE: GOVERNOR -CARTER'S SUPPORT FOR MARIJUANA DECRIMINALIZA
TION 

FROM: KEITH STROUP 
NATIONAL DIRECTOR, NORML 

DATE: SEPTEMBER 10, 1976 

In anticipation of possible Republican criticism concerning Gov. Carter's 
endorsement oi the concept of decriminalizing minor marijuana offenses, I want to 
suggest a number of responses which might be appropriate should this arise. It is 
important that Gov. Carter and the members of his family be prepared to respond 
in a positive manner, rather than gradually back-tracking until the substantive 
position of decriminalization has been completely lost. 

1. The concept of decriminalizing marijuana has been endorsed by the 
National Commission on Marijuana and Drug Abuse (March, 1972), the American 
Bar Association, the Governing Board of the American Medical Association, the 
American Public Health Association, the National Education Association, the 
National Council of Churches, and many other respected organizations; 

- ' -

2. The White Paper on prug Abuse, dated September, 1975, from the 
White House Domestic Council, recognized that marijuana had. a low potential for 
abuse and recommended "de-emphasizing" marijuana enforcement; 

3. Each year more than 400,000 Americans are arrested on man1uana 
charges, resulting in the expenditure of an estimated- $600 million in law enforce
ment resources. More than 9096 of these arrests involve possession of small 
amounts. Marijuana arrests now comprise 6996 of all drug arrests in the country; 

4. National surveys taken by the National Institute on Drug Abuse 
indicate that 8696 of the American adults now oppose the imposition of any jail 
penalty for minor marijuana offenses, and 5296 favor only a fine and/or probation; 

5. In Oregon, where a modified form of marijuana decriminalization was 
adopted in October, 1973, Drug Abuse Council surveys have shown absolutely no 
increase in marijuana smoking following the adoption of decriminalization; 
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6. Dr. Robert L. DuPont, Director of the National Institute on Drug 
Abuse, the agency in charge of all government research into potential health 
concerns, stated earlier this year, upon the release of the Fifth Annual Report to 
Congress entitled "Marihuana and Health," "· .• at our current use levels and our 
state of knowledge, .•• there is no question that alcohol and tobacco are causing us 
far more health problems than marihuana does." Dr. DuPont also endorsed the 
concept of decriminalizing minor marijuana offenses. 

It seems highly unlikely that President Ford will attempt to exploit the 
marijuana issue, despite his statement that he opposes marijuana decriminalization, 
since Betty Ford has publicly endorsed decriminalization and Jack Ford has 
admitted that he has in the past been a marijuana smoker. In fact, Mrs. Ford has 
said that if she were young today, she- would probably try marijuana herself' 
equating it roughly with tobacco and wine. Thus, any attack from the Republicans 
on this point would likely emanate from Senator Dole, rather than President Ford. 

Finally, I wish to complain about some damaging comments Governor 
_ Carter recently made following his wife's statement that all three sons had 
confided to her that they had smoked marijuana before they were married. The 
following day Governor Carter was asked about the situation and reportedly said: 

- , · - 1) _that his concern about marijuana was partly based on the fact that 
marijuana is often used in conjunction with heroin and other addictive drugs; and, 

2) that he is far more concerned about marijuana than he is about booze. 

I assume that I do not have to point out that both of these statements are 
spectacularly unenlightened. The vast majority of marijuana smokers do not use 
heroin or other addictive drugs, and to even suggest that possibility is to perpetuate 
the myth that marijuana somehow "leads to heroin." As to the comparison with 
booze, Gov. Carter may be more comfortable with liquor, since his generation grew 
up with it, but the research on this point is rather conclusive. Alcohol is a 
particularly dangerous and addictive drug, which causes direct damage to several 
organs of the body. Marijuana is non-addictive, and has not been shown to cause 
any direct damage physiologically or psychologically, even in cultures such as 
Jamaica, Costa Rica and Greece where marijuana is used in extremely large doses, 
of ten over several years. 

Should Gov. Carter feel that it is necessary to soften the potential 
adverse political impact of his marijuana decriminalization endorsement, he should 
stress that he continues to oppose the use of marijuana but believes a 
discouragement policy can be successfully maintained without treating the smoker 
as a criminal. He should not perpetuate the misinformation which has resulted in 
our current bankrupt drug policy in this country by exaggerating marijuana's 
potential for harm or by casually lumping it with the truly dangerous drugs such as 
heroin. 

RKS:pes 
cc: Mr. Joe Duffy 

Stuart Eizens~t 
Bob HavelyV 
Chip Carter 
Patrick Anderson 
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UNIVERSITY of. PENNSYLVANIA 
PHILADELPHIA 19104 

Dear Adelaide, 

Please Reply to: 
Philadelphia General Hospital 
700 Civic Center Blvd. 
Philadelphia, Pa. 19104 

August 19 ,19? 6 

Thank you so much for a very exciting morning and 
for listening so attentively and sympathetically. 

When I returned to my office after the trip to 
Washington, I found the enclosed materials from Bob Jones. 
I'll get in touch with him in the morning and ask him to 
develop them further and send them on to you. __ ,,f(~ / 

Also, I'll ask around the University about suggestions 
for coping with the limitations posed by the new camPc{ign 
expenditures law.That is really a very disturbing bit of 
news. It may be that some of the management people will 
have an idea of how to optimize resources 

With best Kishes also to Mary and Judy, 

cryu;,J,e . 
Albel-·t '•· ',, ~~r]· v D , ' .;;. l .. tL. ~.;dd r(. • , 
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PENNSYLVANIA HOSPITAL 
THE: INSTITUTE: 

Th" Netion'e Firet Hospital - Founded 1751 

Governor James Carter 
Plains, Georgia . 

Dear Governor Carter: 

Ill N. f"ORTY-NINTH STRE:E:T 

{P~~b, (/k'. -/.9/@7.9 
TELEPHONE 21!1•829· 2282 

August 13, 1976 

The Benjamin Rush House Committee cordially invites you to be the I 
featured speaker at the annual Benjamin Rush Picnic and Fair on 
September 11. The location would be the most appropriate spot in 
the country for you. to deliver your message on health. 

Benjamin Rush, M. D. is the "Father of .American Medicine." He was 
the only Signer of the Declaration of Independence with a medical 
degree, the greatest medical teacher in our history, and the first 
internationally-known American physician. His campaigns on behalf 
of .black Americans, the poor, the criminal, and the mentally ill 
make him a model. for Americans today. 

:I 
.. I 

·1. 

: Benjamin Rush State Park.:is_a new 275-aebe park i.n the populou~ ,Nprth- _____ ,_. _____ ..:.. .. 
east section of Philadelphia. It was created by the Conunonwealth of · · . 
Pennsylvania as a Bicentennial project, signed into law by Governor ·· 
Milton J. Shapp l~st December. The house in which Benjamin Rush was 
born on Christmas Eve, 1745, will be re-erected in the Park. 

Will you do us the honor of dedicating the new Park on September 117 

Our Picnic.attracts 5,000 people, but will probably attract many more 
with your presen.ce. It lasts all day. l:t is sponsored by many civic 
organizations, schools, and churches in the area. A high SGhool biand 
will play. You may land by helicopter, or you may come by motorcade 
up Roosevelt Boulevard, a prominent avenue lined by homes and stores. 

·The mobile stage, complete with microphones, will a.eat about .thirty . 
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Governor James Carter 
August 13, 1976 

people. Last year all of the local politicians spoke, including 
Congressman Joshua Eilberg and State Senator Craig Lewis. 1he 
park adjoins Philadelphia State Hospital. 

2. 

Tile enclosed brochure lists the many distinguished Americans who 
serve on our Committee, representing all of the organizations with 
which Rush was affiliated. 

We invite you to speak at the site of the birthplace of the "Father 
of American Medicine." 

Yours sincerely, 

Robert E. Jones, M. D • 

' Chairman · 

'I I •l \\ 

Benj am.in Rush Hous~ Canmi t tee 

REJ :hp 
Enclosure 
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HOW TO BE YOUR OWN BEST DOCTOR 
(Working title; to be changed if possible) 

Victor w. Sidel, M.D. and Ruth Sidel, M.S.W. 

Prepared at the request of parent(1;l ~<!9azine 

July, 1976 
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You can guard your own health and the health of your 

family better than anyone else! You, as a non-health-profes-

sional know more about your own health and the health of your 

family than does your family doctor or your pediatrician, your 

school nurse or your pharmacist. Not only do you know when you 

feel fine and when you don't, but you also know, when you don't 

feel well, whether there is something going on in your life. 

that may be a'contributing factor, whether your "dis-ease" is 

due to tension or edginess or other factors. Similarly you 

know when your children are well, and can usually tell when 

that earache or sore throat or scrape is mild and transient--

and simply needs reassurance and love--or when it requires more 

specialized diagnosis and treatment. We must realize that we 

are all--each of us--the best guardians of our own health and 

that of our families. If we believe that we can have the con-

f idence--for confidence is the key--to protect our own well-

being. 

There used to be- a time when there were many family doc-

tors who knew their patients ~ell and could thems~lves tell 

immediately when Mary had a minor intestinal upset which would 

disappear promptly or when her incessant crying meant that some

thing far more serious was going on. The family Joctor at his 

best knew that Mrs. Smith always had headaches; he reassured 

her and helped her to cope with them and to continue doing the 

things that she needed to do. And he knew that Mrs. Jones 

never complained about anything, so the pains in .her head re-

quired a very different response. The doctor was a teacher and 



.l 

2 

adviser and often a friend. Unfortunately there was usually not 

much that doctors could do when the~r patients became seriously 

ill except worry with them and.their families and try to pre-

vent any unnecessary suffering. Of course, some exceptions ex-

isted. On the positive side, surgeons could at times prevent 

further d~sability or even save a life by a timely amputation 

or by the removal of a stone or a tumor. Physicians had some 

drugs, like digitalis for heart disease or quinine for malaria, 

which could relieve specific symptoms. On the negative side, 

some physicians resorted to a crude technology such as 

bleeding and purging -- and may have killed their patients or 

at least delayeq recovery. But·for the most part physicians 

were content to give advice, to use medicines to ease pain and 

suffering, and to permit nature -- which heals most illnesses 

J_, if permitted to take its course unimpeded -- to do its work~ 

Many physicians knew their patients well, visited their homes, 
I 

'\,, :~ 
knew their ~ul ture ;·· understood when intervention would be help-

" ful or harmful. 

But with increasing industrialization in the cities and 

mechanization on the farm, families moved to the cities, mobil-

ity increased, old neighborhoods were broken up, and the old 

relationship between a family and a family doctor who is 

teacher, adviser, and friend has become rarer and rarer. In 

fact, the family doctor (or· general practitioner or primary care 

doctor} has become ra:rer and rarer as more and more doctors 

became specialists rather than general practitioners, began to 

be more concerned with the disease or with the diseased organ 
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than with the whole' patient or with the. family or with the 

social,.economic, and emotional problems· with which the family 

. has to deal and .which are~ the ro'ot·,·of· many. of their .illnesses.<·. 
, • • l •' , I 

' ' ... ,. 

The reasons for the qhange~ ·in doctors included not only 
• , ' .;~ . I 1" • ! '' -. ••. • 

the industrialization and urbanizatio~of life.in: general but. ·· .. 
'·.I. 

especially the explosion of 'technology in. medicine.itself.· 

Oliver Wendell Holmes . ; 'told· the Massachusetts Medical Society 
ll . 'tU-; . 

in 1860: I firmly believe ,that .if \:.1'- entire materia· medica as 
. ' (\' . 

·.--

now used could be sunk to the· bo.ttom 'of the sea, it would be 
. ' . 

all the better for mankind·-...,- and all'.· the. worse for the fishes." 
- \ ' . '·• .. ~. 

I ... 

But by the 1920s hormones \--.. the. first ··were' .insulin and thyroid 
.. .'· .;. . ... .. ";r ', . 

..:,. 

hdrmone -- began to be available for use asi.replacements,for;' 
: ·, I :,I ' 

. '" ~ 
. ' J ... ' 

patients who _lacked enough of their own .. · Ih the 1~3.0s sulfa .. _,;: 
) 

drugs and in the 1940s penicillin and other antibiotics began 
~ I '• 

.:,· 

to permit physicians to.deal.with infections that the,body·was 
. · · 11--.t- •A\ri~A-,l.~ '"f · ·· ' · .. 

unable to deal with. · In the 1950' s cortisone .pe~t;.t;ed tfie. ·:.~.,,>· · · ·: 

doct.or to "fi1~rorm't.-ne£,~'}-ten ~~!~titie~s far gr~:ter than. the,bod;>...,,,,.,,.-4-
f~l/VI' re.-.. ·\ ·~~r c' . 

used)..._bhcm :ee ~ea:l w~ s ~~ific problems such as arthritis· pr··'•···. ·. 1 , . 

· asthma. And in the 1950' s: and .1960' s .potent new tran~uili~ers-"'." 
' , . . . " ' --

including, of course, thalidomide--were .introduced.~·' These in..:. 1 .'·: · . 
. . . . . . . . ·.. . . . . . . . I ... · t . . .· . . _. ., .-:.~ . 

powerful drugs"'."-~nd-increasingly poweJvsurgical~tech"'." 
. . . . . . /I . . ·. . ' . 

': ·. 

creasingly 
•,·· 

niques, such as open-heart 'surgery 'and.transplantation of or- . ' . 

gans--helped many people to overcome their illnesses.and to 
,.,• 

prolong.~heir lives.· But they.also had other .effects •. The· 
•. ,i. 

,,. .. -specific negative effects--such as adverse drug reactions and~·· 
. . . . . . '·" \,' 

.. ' . . ·.' ~ \. 

unnecessary surgery-"'."we will~·return to in a moment. ·But the ~-
. • \ • : • • '. ', ·,, I. . ' ·, ·:~ ~ 

general negative effect) were~_ in··. someways .even worse. <The:·~_,<: '. 
.·./ , . 

' . ~ ' 
. · ... ·... .. :·; ; 

.:-· ·. 



·.' .. 

; . 

.··', 

i 
c..' I 

·.· ·.· ;· I,,. 

,:. ' . . ... ,•, 

.: ! 

~ :. ' . .·/· t 

·. ·.· :· .. 

doctor became more and·m~re·a technologist, requiring expert 

knowledge and a wide var.iet:y of .laboratory techniques to -aid 

qiagnosis and treatment;'_ there was.little. time or. inclination . 
) ,, •, \·~. :::.·.L 

to do the other things a· d?~tor' traditionally did for. a .. family. 

Costs .rose explosively because of the.cost of .the new equipment· 
.·· :_. 

and of the army of skilled ~echnicians needed to_run ~he.cequip

ment and because the doctor.-.demanded a new level of pay _to com-
,_., 

pensate him for his longer, more:specialized training.and.for· 

~.- ;-~ i 

. . ' ...... 

. · the new pressures-~such,, as.: the risk of malpractice-:-','lhich the 

new technology and the new;style,of practice ·brought •. Perhaps 
' •' I '.'' .-. • ' ' '• .,., • .: ... 

i 
- J.' 

most perniciously, ~the·doctor}began to be viewed as'the person 
• • ; ' ' ' ; ~~ •• - ~. • • • • j • , • • '.. '' ' ~ • • 

who })ad a pill or proced~re or: a machine t.hat could·. "fix" any-
. . -~ ·· . ..... 

thing--and people began,·· as . .'Ivan_. Illich has recently pointed·., :, 
..... _ ••• 1' ••• • • • • ' .: 

out, to lose confidence in their own ability to cope with ·::··'· .. . . 

anxiety, illness; and death. The doctor often became Doctor. 

Feelgood, Doctor Miracle Worke.r, _and Doctor Expensive--and .too. 

. rarely Doctor Education and._Doctor Compassion and Doctor Co-.. · 
. . . ' . . . 

• • ' ' f ' - ' • ~ , • l '1 •; ! I~' • , , 

ordin.a ti on. · ' • ') '(:· ·_, • .. -~' J\ ,..: • ;--.;. ;::· • 

'. 
But these last services are still ne~ded by families~ and 

families must learn. both· how 'to -provide. some of ·them·· themselves · 

and how to use doctors eff.ectively to provide the others. that··.-

their special training enables ·them to give. Furthermore, be- ·· 

cause· of improvements in .sanitation and in living standards,·.·· 
'.' i .. • •• 

the leading causes of·sickness'and death are no longer the 
~ ·, ... ' ' ' ' . . .. 

infectious diseases but 'rather'chronic illnesses such as heart 
'' L Po, 

, I 

disease· in which· li~ing. habits· and self-care play a most. im-· ,·· 

portant.role. ·, '" 
- _1.t; 

·-~ ··~. 
I, 

.. ; .-- ' ~: 
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In short, we must. look after our own heal th. We must know 

how to keep healthy; we; must know' when we are sick.· We must~-

. evaluate when we do not_· n_~ed_ a· profe_ssional ·medical worker· and 
"-:•·r. 

when we do. And above all,: we ·_must' know. how to work· together 

with .a medical professiona:J_·_ once -we:. seek his/her advice. · . For 
.. . .... · . 

the ~ld view of the doctor-patient_relationship ~ith:the doc

tor as the authority and the patient passively taking advice 

must change; it no longer works. · We must see ourselves as equal·· 
•) ' I ' 

'• 
partners with medical professionals in protecting our health.· 

. . ' .· . 

For.our health and the health of our children is, after all,· 

our responsibility! 
.. .. .. ~ :' -.:,' 

· ... l 

'.> ' •' 

- -There are several.levels of keeping ourselves healthy. 
i..·. . . i:··r . ·.' . 

The. first, called "primar:y:'.;pr_eventioit{;) is to keep_/rom getting. 

'.• . 

. ·~ 

:.\.. 

''· >., 

' ' ' .·· . 
• ' . ? 

a disease in the .. first place i· accident prevention. and·· immuniza- ·-.: · ·· ~ 
' . ' . .~ .: .. ·, · . 

t, ~ ' ~. " . ~ 

The . second ;~).:: :: ·' . ,;· . tion against infectious di~ease are· exa~pl~s. 
' . ~. 

,• ._:.,, :r.· :' ·~ ... 
I • ' .' '~ .' 

called "secondary p~evention ~ :·. is _to. reco<:!"z;iize certc:i.in ::diseases;··· · .·::,,:;.:, '_ 
, ' . -

early and deal with them. effectively so that they 6ad-be;arrested 
' . . . . .. , 

and their complications minimized; examples are early detection. 

and treatment of 

called "tertiary 

-:,•: . . 

hyperte.nsion. or. breast· cancer. The '-third' .. level, 

prevention·,": •. involv~s rehabilitati~n; _·ge~:~i·~-~"-'_.<: 
back to· a fu·11 and product:ive :·life_ :after an "illness_'or while>. 

coping.with a chronic illness or disability; examples. includ~:'. 
,··. 

' returning to optimal functioning after a heart attack.or a, · 
. , . . ,, ... · ·. : ... -~ ·~· ... 

. !·:· · .. ·. 
. ·' ( ,: ' "'· ' : 

stroke. ·.: 

We can be the . guardians . of_. ... our own heal th first by· _heeding 
·.·;. 

the advice given by wise physicians long before there were 

wonder drugs and heart transplants: eat in moderation; try to·. 

. ' . < 
' \" .I : : .. : :,. ~~ ••• -

' ; ··~ ' ' : 
' . 

• '. ~i • '• ·,. ; 

·'·' 
t ;.•· 
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··~ l •• 

·•.!· 
., ' 
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live a balanced life with elements of work, relaxation and·exer-

cise; try not to get too frantic·with the pace of_·.life and, , 

perhaps most important, ":find something outside yourself and .. . '· . . . . ' . '.: ~ . . ' - ' ' ·; . . ' . . . . . . ' ' ·~· ; ~ ; . 

your family to work and .. live' .for.· 
'.··· 

, , I" • ~. '• .';'• ol 

,. 
' '. 

.·.".' 

.·.•, 

1 .+ 

· Along with the things .. we c_an do. to promote .health, .. ,we can : . 
' • 1, • . ·:: ,.;_. 

•aJ, 

actively attempt to avoid· . .illness .. Stop smokin~;· for· your own 

sake and~ by example, to help your ~hildren not·to:begin .. Avoid 

alcohol or use it in moderation, .for the. same re~sons. , : A.void 

foods with additives when(fresh and unadulterated foods are 

available inexpensively:·(avoiding_simultaneously the:high~ 
• .• ,·.1. ·, 1 •1 • "· 

prices and the fads of "h~alth foods"). for we really do not 
, . I ' • , • •' ' , • • ~ . ' • ' 

I 1'· ') ·,, ;; •' • '' • ''''· 

effect~:.9v.er: the years'.·of additives· and· can . 
, ; .,~ •' • ' ' ',I '• , t ' 

' 
know the cumulative 

,.. '. '. ~ -•. ~ ••• : ;· • ·, • • • : -::·· .• 1' ; '! ''. , , ,: I '. 

only suspect the worst.: , .. <:~"· .,'· .;' ... 
'" ;. ; :. ',· ;. ' '.... :·.:· ·,··· 

·Be concerned with.~azards ~n the~job, ·in the car,-.and~in 

the· home. About· 14 .' 0.00 .·American workers are killed ,each year.:. 

in work accidents and over·' 2 .. million· are either permanently::..:'.'. 
- ',·. . .. ,/ . . ·.-t '. ~ • .. 

or temporarily disabled· as· a ·resul t:·of work·:···accidents ··and oc- • 

cupational disease. Some· 50, doo. deaths 'and 2 million '<injuries 
·•' ',· .,; .. ,_'· 

automobile, ,a?ciden~s 1 each. year. ·· Automobile··/ ,._ :1>·: · 
' : ~I 'f'' ~I ! '. ;" ' , • , -1 1 , , . ... . • • , , . , " 

the leading ;
1

cause _of: death among _Americans aged·;: 
' • '•1 ·- ......... ·' - J • • • • '. 

are caused by 

accidents are 
' . . 

5 to 35. It has been estimated that-l4,000 lives--25% of .the 
·-· ',\ . 

annual motor vehicle· fatalities, could be saved .if everyone ".· 

simply wore their seat belts. .. ;· .. '. 

'· ... -
We must make our houses safe for small children. -~ 

,l · .. 

. -
placing detergents and·other,poisons :higher .~han t~e child.can 

. . ': ~- '. : ~. ' :.:.- . - '. ' •• -1~ '.· l: .. . . . · .. · 

reach or climb or l~cking,them up_and knowing where to call . 
.. .. i ··,:;:-,.,· .:". 

and what to do when he does~_find ,the forbidden bottle and . . . , ' . ,, ~ ' ' 

: ' ~; '. ;~·: ,:·\;~,~ ,· '.· '' ... ,.,; :, . 

; ·· 
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drinks some of the contents. Covering electric sockets, pro-

tecting stairs,· closing~an4 locking_windows,· plariing bars over 
I' •/ 

0pen windows high above. the; <grdund. are addition~! .things .we can 
·.; 

do. 
: ·.: ~ :. 

. > .. ~ 
''!· . . . 

• ! ~ 

: . 
-·.'··1 

.·, 

Anothe.r way of pr.event~ng·_illness involves. taking actions_ 

which are thought of as ;~edical":responsibilities but need to 

be directed, and sometimes done,· by ourselves .. ·. We must make. 
' • I • 

sure our children are i~unized ,appropriately. As-.we all.move 

from one neighborhood to anotheri from one doctor·or clinic to 

another, no one but us will;. make ·sure that our children have 
. . . . . . . . ' 

been immunized against· polio_, diphtheria, whooping cough· and .. 

. tetanus. Measles vaccine has been available sirice 1963 and' 

there ·is no rieed for another American child ·to ever. again:'· have 
' ' . ' ·. 

measles; yet over one-third· of. American· children,·: l 'to· 4. years . ./ . . . 
I. 

old have not. been immunized_ against me~sles despi:te the fact . 
' \ . . . "· 

that deaths from measles ·occur primarily in chi,ldren less than 

5 years old. 
I:: 

f > -~ 

Is your child:or the child of one~f your n~igh-
:-.• : ' '1 •.•· . ·'· 

,•i .. ' .. 

:·.· 

. .. 

· ... I 

:.:, 

~. '. 

J • ,•. 

. " 
'.·, 

. ' 

-: i 

. ,• 

-· · . . ~ - s~~ovr. '~~t~ -:-:/:, 
. : : Early detection of· curable or. reve.rs1ble illness is .our - . ·::~'.: 

bors among the unprotected·one;s?. 

, "· ··.·, :.r . . .. _ ·/A._,: .. :;"~·:· ·_ ... .'.'.,:· .... ~,.,.'.·'::... , 1 :>; 
. - . . . ~ ' ' .... · ·. '· 

responsibility too. >children's development -~- physica1··;·,and.<t·;:-: '' ·.· .. :(-~ 

emotional -- must be carefully' watched and preferably.' cha·rted, ·· 
. ·.- '•._ ' .. :. . 

. either by ourselves or by: t.he ·appropriate health ·professional, 

not necessarily. ~ doctor~ · For adults it means examination £or 

problems such· as high blood: pressure, or• breast cancer:· ·Again. 
' ' . . ,. . 

.this needn't b~dbne by'a?doctor.,·:, .. The:best breast exams.·are 
• ' ' • : • • ~- : ... 6 •• >.. . ~' \ . - ' ": .! .•. · • . • • ),, 

. done by women on their own· breasts . -- if they have been ta_ught 
I ' I• ,•, 

how to do it and .if~:-they'.~are,motivatedto do it regularly .and'_.< 
• ' • ' r • ' ' . • • 

• ~ . ; .... • J • ' • 

.' ·i' -~. 

: ... ,:.\~,' '•· · .. ·. ,. ' 

' • • ' •.,(I' ·: ,: r .·~:~ L 

.. --:: . :;' ~·;-." - ~ . 
. . ·~:.( 

·: '.':'~ •• t ·' ·, 

':ll' 
1; 't 

.· 

: .. ~~~~.:~··.' 
'• ·, I . . ' ..... 
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. "!~' ' ·' : 

t' ' •• '• • ·-·{. . 'r·' , .. ;· ·.- ,,·; r.· 

. . <·.:}~\:}'.:/,.:::-.~-':<.: . , . ..~ .. /'\''..:,,<·;· . . . ... : i '. ' : '· ·':~?·. I 



•. '•· r·· - .· 8 
"•<'., ,,,.. •. . - . ,· .·· 

' _\ . ' 
, I 

'· I 

. ,·.' ·.':.'. 
,. . .... 

thoroughly. It also means,recognizing and~aling with danger 
. . . 

signals even when they' don~.t yet inter,fere with our work or . ' 
,• .. :; : ; 

make us feel "sick;" .the. American Cancer Society ·lists the . ... ' -. ; . ·' .>. ! '.'·, •• :_ • 

danger signals of cancer, for ~xample, .as: a change in bowel 
,; . . . 

• ' . . t 

"' •'·, 

. J. 

or .bladder habits, a sore· that does not heal, unusual bleeding 
':-

or discharge, thickening or :lump in .the breast or elsewhere, ' : ,, •: 

' ' 

indigestion or difficulty in swallowing,'obvious change in a 

wart or a mole or a nagging· cough. or hoarsness. ·' · 

Guarding our. own hea~th also means knowing and admitting 

to ourselves when we don '.t; feel well and se~king .advice from a 

medical professional. And once we consult a;professional,·we 
'' - -- ·, . ., '· - '.. ~ 
. ,'; 

. . 

must, know our rights within.that relationship .. A.doctor .. or a 
. . .. - .. '· 

•.· ... 
dentist or nurse is not the final authority.· They by.no.means 

' . .. . ',• '·, .. ·. . ,,,;_ ' .. 
:•. 

know· all the answers and .w.e ·must feel comfortable ... asking all·, the 
, •• • ;;: f. . '>,I 

questions _we ca~ think of.to better·understand and manage.our:·· 
. • •. • • j. , .•• • . ·.' ~.... • 

• I. ' ) '~.~ \: '. - - .. 

;:' :~ . ' "' '. '; . own health status. 
"·'. ·! 

What is my diagnosis ·'and how did you. a;:riV.e ,·at. it?. Each. · · 
~ . ' ' ./ ·. 

• ! • /·, ' 
diagnostic test ordered ·should generate 1ts 1 own questions.·:. <"' 

.. ,... ,.-' 

For example, if x-.rays, are ordered one might. ask::· • W:1Jy are. you 

recommending that X-ray? .: Is. i.t .essential for my: diagnosis?· Is .. 
-~ 

it worth the radiation hazard, however small? Is there any~ 

thing I have to do (like fasting. for certain intestinal X-rays) 

to piepare~for it? •• 1. '.· 
'· •'\" .. 

, . What is your recomme_nded ·treatment~ how· did .you· decide., .. 
. •, ' . 

. • . , 
on it, and what are .the ~lternatives? Questions about.treat~' ., . ' . -,'-',':; 

ment might include,,· if medications are ordered: . What· is the : · 
• - •' ' I• ' 

' ·' ' •' ~ ' ~ • i; . , T ' 

name of this medication?1<..What·.is it suppose to do for'.my .. t<,,,·· ··, 
' • '• • •• ' - ' ~ 1 · ' l . ; ~ '• ~; .•, .. ·I · • 

. J .: • : , 1 , ~.. '; '. • _. ' • • • ' • : • 
1 

' - , • r ' 11 I!· ·· ~ ~ . · ' . · 
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condition? What are its _possi_ble side effects and its cost?. 
·.:· 

Is there an: alternative, including not using.a drug at all,_.':: 
...... 

which_ might have fewer side' _effects 'or:_ might be less -.expensive?·-.. 
__ • ••. ' ·.:1 ' . , .. 

How should. the drug be· takel'l:; and what precautions, if ·any,'_- ... ·· 

.should.be observed while-· taking it?_,When should r_'report-_back 
'' . '. 

to you? Or a' more specific: example,· why does my .child · n'eed to . 
' . . 

·take antibiotics for ten' days for. his strep throat when his··· .. ( : . ' ' ' ' , .. , 
. '. - ,._ 

throat will probably feel_ better~in twenty-four hours? 
. . ··-

These questions about·'drugs may. sound complex, even pre

sumptuous, and the·doctor .. may.complain· that he or she doesn't-
. : . ~; ~; I'.; ••· • •\ . '' ' ' •. I ' '. • '. ' '' . . ' ' • 

have the time to deal with.them. But we live in an.'.age oC:::·_·· 
· ... _ . ' .. ·,' '.!;· 

·. powerful· medical techniques··:· and drugs which of.ten .. cause .more,;,,:· 
. ... ' - ~ ' ,! .' • ' .·' • .. ,, .. , 

damage than cure. Who can·· forget . the thalidomide tragedy·· in. . .· 
. I , ' , ., , ., , _' : ,• :~ -, , ,• ·. • il I,.:' 

I 
Europe .during the_l950s when children were born so ;severely(· 

' ·:··'. 

deformed beca.use of· ignorance of the .. damage a drug can do?_:·.\ 
..... \ 

American doctors write twice .as many prescriptio,ns per. patient ·:· . 
_;'_:·: 

as do.Scottish physicians, and.~he rate.of side ~ffects:is-,.. 

about twice as h.igh here :as-:in :scotland .... Approximately. 300,000 
. ~ ; ' .• ' i • 

( . 
people are hospitalized-annually in:the-united States~because;~. 

. . . . . - . ' '/ • .,. . i . ' ·;~·'"I.' ;:' c ··._-:;·-:1 '. ~-.;.,~.:,. 

of drug reac-t::ions,. making ·this' one of· the 10 leading causes ,of; 
' ...... 

hospitalization, and appro~imately.30~000 people die~eac~~_year 

'as a result of these reactions.·.· 
_i;' 

We shouldn't.take any,.medication without first under-•:._-·. 
• I • ' - , • • "' ' '' 

standing· the· reason· for the,'prescription, exploring the al-: : ·.:: 
.:• i . 

Converse·ly, once .. ," .. ·· 
' ... 

. . . ' ~-:': ~ .~:_::· . . .. 
ternatives arid the possible~side-effects •. 

. . : ', I·~:: ·:'111 <·(,' ".I. 

sponsibility to agreed upon with our.,.;·;.:::,;;.(>:;_.,: 
.... :, ~rr· 
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doctor. A study of out-p.a:tients -at -the University of Rochester 
-i· 

School of Medicine, for e_~amplE7, ·found that 51% ·of patients -
.•;• ... ' . 

. never took ~he drugs that,wer~ 'prescribed for them;' this.seems 
' ·., - . ~ .· . ·~ '' ' . . ' . 

most often true when the ~rug is prescribed for a chronic con-· 

dition which produced ~i~t~e or no symptoms,·like high blood 

pressure, and the drug"may make the patient feel worse than 
' '. ·, I ' I ' ,:,. • . . ' ' ' 

does th~ disease. But: over.the.long run the consequences of 

not taking the drug will be worse., And, of, cours_e, 'it goes, 
" ~· ', ... 

, J; I 

without saying that one_sli.ould never take drugs that were pre-

scribed for some pr~vious:~illness or. for somepne else without a 

full understanding of wha;~o~e- is_doing or a consultation with 

your physician . 
- 1:- •• 

>' 

···.' 
; ~ • ' I • 

If our physician rec_om1J1ends surgery, ·we have. the right , 

indeed the responsibility~~-"to understand fully the reasons 

for the surgery, the implications, ·the possible, complications, 
.• , _. . 

and again the alternatives.: And then we should feel_ perfectly 

free_ to get a second opin~on because physicians are far._ from 

infallible and because ~-.for.a variety of reasons -- some'ap-

parently are not very e~hical~ 'A great deal of surgery is-·per-
. . . . ' . 

formed ine: the United States_ that ~would seem to be unnecessary •. 
'·., ;, 

The United States',: for:_ example, - has_ about, four -tim~s as 
.. •. 

many people as does Great ~ritain, but close to 8 times as · 

many surgical operations. Withih the Unit~d States, among 
·>· . . ' . ' . 

: Federal employees covered.• by two different types of heal th · 
' , r~ .: ~!- ' ' I , ' ,• 

' . . 
insurance plans,:those coyered,by Blue: cross (where doctors· 

... 1' : ·:~·/ .!:~-. ~·:. ~- 1,·.· ' • ' '1 '.. i 

receive a fee for. each. service) ,·had _about 50% more surgery 
>~ ' ' . . ~ : . ; . ~ .' . . < ' . 

·-performed as did those who .. 'were enrolled -in a prepaid g-roup --_ 
''.._-- ~·\i<,l>;:,~1~·;·: \ •' '. 
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health plan (where the physicians are paid the same amount 

whether they operate or not). And in programs in which a 

s~cond opinion is required before surgery is performedi about 

18% of the operations recommended by the first surgeon were 

felt to b~ indefinitely postponable or unnecessaiy by the second 

surgeon. If one projects this figure to the 14 million elec-

tive operations performed in the United.States each year, some 

2~ million operations and some 12,000 deaths associated with 

those operatioris may be unnecessary. Again, this is not meant 

to discourage necessary surgery, which may be life-saving, but 

to encourage entering into the surgery as knowledgeablr as 

po~sible . 

Ntit -0nl~ should we as adults insist that we understand 

every ~te~ of a medical procedure but we must also insist that 

our children understand what is happening when they go to a 

medi~~l professional. They, too, have the right, for example, 

to know exactly how the dental hygienist will clean their teeth, 

how the hygienist or the dentist will examine their teeth and 

the process of having a cavity filled 
11 

Or 

if a child is to have an immunization, he should be told why, 

how and how much it will hurt. And unfortunately sometimes it 

is up to us as parents to protect our children by insisting 

that they have a right to this knowledge. Medical workers are 

often busy and harassed; how much easier it is to just give 

that shot and let the mother cope with the tears. But it is, 

of course, not the way to develop a knowledgeable, trusting, 

cooperative patient or, even more important, a knowledgeable, 
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trusting, cooperative person. 

What of our role as individuals with, or as parents of 

childrens with~ a chronic illness -- high blood pressure, 

diabet~s, epilepsy? The most important element in managing and 

minimizing the effec~s of chronic illness is thoroughly under-

standing the illness itself, and ways of managing the illness 

medically for it is clear that the individuals who thoroughly 

understand their condition can.deal with it with minimum dis-

ru~tion to th~ir lives. Again we cannot rely on medical pro-

fessionals to be our authorities; they can provide facts and 

advice, but we are the authorities on our own health status and 

care. 

It i~ clear now that an informed patient who is confident 

•·of his ability: .to deal with his own illness fares far better 

than one who passively sits back and takes little responsibility. 

The recent·e~~igence of self-help groups not only in the areas 

. ·of weight redudtion and alcoholism but also in the areas of 

chronic illness indicates a greater awareness and ~eadiness on 

the part of patients to manage their own health status. It is 

also clear that individuals who have experienced similar prob-

!ems can often help one another far better than a professional 

can. We must become informed about our own health problems, 

help ourselves and then perhaps reach out and help others. 

Thus far we have focussed primarily on our individual 

health problems and their prevention and care. But there are 

many aspects to protecting our health that cannot be 
~ 

accomplished 

on an individual basis. We cannot wipe out the ratA in our 
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urban tenements individually. We cannot. as individuals elimin-

ate the lead-based paint from apartment walls which when eaten 

by small children causes severe' illness in thousands each year. 

We cannot rni~imize air and water pollution individually. We 

cannot minimize traffic accidents through increased traffic 

lights and crossing guards as individuals. We cannot as indi
a .• 1d ct >-et(~~) 

viduals discipline incompetent
11 

physicians. and surgeons_ 

We cannot as individuals bring about a national health program which \ill 

assure all people accessible and responsive health care with minimal 

charge at the time of need. For these. and 

many other crucial protections to our health and well-being we 

must band together and work collectively within our own neigh-

. borhoods, within our own conununities. For unless we work to-

gether to assure ourselves and our families of a safer and 

healthier en_vironment, we will . individually suffer the conse-

quence. 
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DRAFT SPEE01 

PREVENTION: TI-IE NEXT BIG STEP 
TOWARD HEALTI-1 FOR AMERICANS 

\\'hen asked about health problems Americans still put the high cost 

of health care at the top 9£ the list .. We do so because we now spend 

over eight percent of our Gross National Product for health care, about 

twice the proportion we spent in 1950. The typical American works one 

month each year - more than he gets for vacation - just to support 

health care. 

We must and we will find ways to reduce the cost of health care, 

first by reducing waste. For example, we have one-third too many 

hospit?-1 beds in some parts of the cotmtry. Furthermore, a recent study: 

by surgical associations showed that we have plenty of general surgeons 

and are now training more than we need. 

more primary care doctors. 

On the other hand we still need. 

Also, we must and we will find ways to handle the proper cost of 

health care more equitably - through national health insurance. 

Yet as Americans we realize that something more is necessary for 

health. The most advanced medical technology, whatever it costs and 

however we pay for it, does not assure health. (In fact we now spend 

far more for dying than we do f9r maintaining health.) 

What is missing? 

Prevention is the main thing we need to maintain health. Yet in 

the early 1970's our nation devoted to prevention in health care only 
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about two percent of what we spent totally for health care. Health 

insurance plans by and large refuse to pay for preventive services. The 

Federal government in the Nixon-Ford period cut back on immunization 

programs for children, failed to support Pap tests that would reduce 

cancer deaths among women, and generally neglected prevention in national 

health policy. 

What was the result? 

The result was that: 

- outbreaks of" measles occurred. In 1975 San Franciso had several 

hundred cases, exceeding the number in any year for the preceding seven 

years. That is a sad corrunentary on the fact that·effective measles 

vaccine has been available since 1963. · 

-·thousands of women continued to die of cervix cancer, with alJOC>st 

completely preventable deaths. In 1974 one-fourth of the wpmen in 

America, mostly poor women who have a large ammmt of the disease, had 

not been tested even once with the Pap smear. Since that excellent .. , 

cancer-prevention technic was made available in 1943, -more than a 
quarter-million American, women have died unnecessarily from cervix 

cancer - and thousands are still dying. 

only about one-fourth of American men with high blood pressure in 

1974 were under adequate control with drugs that can prevent death from 

that condition. 

The list could go on and on. 

Besides considering all these specific preventable diseases and 

deaths one can take stock of our health situation in another way. We 

can consider total deaths, at different periods of life. We have made 

considerable progress against infant mortality and other deaths among 

children and young people. Beginning at age 45, however, the situation 
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is not good. For example, the life expectancy of J\merican men at age 45 

increased from 1900 to 1970 only about four years - in spite of all the 

· · tcdmical advances ,in anti-biotics, in surgery, and in many other aspects 

of medicine. 

The main explana_tion for this ·poor heal th record beyond the age of 

45 lies in several personal habits we have developed in recent decades. 

Smoking cigarettes, excess constunption of alcohol, eating too much of 

the wrong kinds of food and exercising too little - these habits are 

part of a lifestyl~ which results i~ much heart disease, ltmg cancer, 

hardening of the liver, and many automobile accidents. It is such 

conditions that constitute leading causes of death today. Preventing 

these killers is largely a matter of individual habits. Each person 

decides in ef feet each day whether he will" smoke cigarettes, drink 

alcoholic beverages and how much, eat reasonably and be physically 

active. 

These day-by-day decisions, beginning early in lif_e, determine in 

large part how long and with what degree of health an individual will 

live. For example, a man at age 45 with poor health habits has.a total 

life expectancy of 67 years; a man at the same age with good health 

habits has a life expectancy of 78 years. Compare that difference of 11 

years which depends on following a few, simple rules of good health 

(that also make you feel better day-by-day) with the four years of life 

extension achieved in our nation from 1900 to 1970. 

I have tried to be very specific about what can be accomplished 

through prevention because we are not dealing with some vague generalities. 

We say "an ounce of prevention is worth a potmd of rnre" but we do not 

practice it systematically yet, either in our health care system or in 

our individual habits. 
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oi1ly nm1 a-re we beginning to realize the extent to which we could 

improve our health by focussing more on prevention. That will mean 

turning the health programs of the Federal GOvernmcnt more toward prevention. 
\ 

It will mean tu111ing health insurance plans, the ones we have now and 

the national plan we intend to develop, toward prevention. It will mean 

tun1ing the life-style, the day-by-day habits~ of the American people 

toward health maintenance. TI1e ma.rlner of life we must cultivate for 

health is a joyful and ab:undant one, making every day better living and 

adding years at the· same time. 

Nothing is more important for an American president than _to lead 

the nation toward peace in the world and health and well-being at home. 

I intend to do both, with all my energy. 

In the health field I want to see that every child and every mother 

receives the maximum protection now possible through the advances of 

medical science, every school.child the health care that will favor the 

best education, every adolescent the health examination and counselling.· 

that will pennit entry to adult life with maximum health and outlook for 

maintaining it, every worker the protection: needed against chemical 

poisons and other hazards on the job, every person in this cotmtry 

throughout adult life from age 18 to 100 the special procedures appro

priate to each age that will help ward off disease and promote health. 

I want to see the health care system of this cotmtry·turn toward the 

people, join with them in a partnership for health - each doing what is 

best for health, for self and others. That is the meaning of prevention. 

Dedicated to that noble purpose we can take not a small step but a 

big stride toward improving health for all. 

For too long we have neglected prevention. Our health care dollars 

have been focussed too much on expensi vc teclmology, helpful perhaps to 



. . 
·--' 

-s-

a few but not doing what should be done for the people as a whole. 

Instead of working with all the people to advance health through pre

vention we have been spending too much on too few with too little benefit. 
\ 

We must re-direct the tremendous resources that our nation has 

corronitted to health care - the thousands of fine institutions, the 

millions of well-prepared health workers, the billions of dollars we 

spend each year in the name of health - in a mighty partnership with the 

people themselves to advance health mainly through prevention. 

I pledge that ·in its ~1anagement of present- heal th programs; in the 

development of national health insurance; in telling people "like it is" 

about: health - that each person carries responsibility as well as do 

doctors, hospitals and government - my administration will lead the 

American peopleaway from the frustrations and failures in the health 

field to the great achievements that are now possible. 

LB 
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netting oppor
inlJl1ediatcly or 
t0 ll'ait and dis-

make 011r input into this 
tunity voluntarily ;11!d 
whether we will choose 
sip;1tL' nnt only <!llr .. advant;1gl· hut als0 
our cvL·r1tual selr-dcter111ination in this 
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matter. In my view, truly involving the 
community in medical education has the 
potential of heing the single most i111pnr
t:111t medical educatiorw~ achieve111ent of 
this century. 

'foward a Crowtli i'lodel Jor !"cdicinc 

llurnld If. JI ts,., .\I.I>. 

My response to the Institute on Primary 
C:1rc w:1s ;in cmotion:d orw. There is 
something about the artiliciality of the 
corivl·ntion hall :111d the hyperrational 
prcscnlatinn or prohlerns th;1t . f<1J" Ille 
f;1ils l<l convey the magnitude or the 
crisrs nisting in primary care today, a 
CrJSIS that bcl ie\·e e11co111 paSSl"S the 
intCf<IC(iOnS Of aJJ health \\'(lrkL'rS and 
the patients for whom they ;ire respon
sihle. In 111y. view, part or the problem 
is that physicians :rre not :1dequ<1ll'i:".' 
prt:p:1red to n:late clkctively lo patients 
al thL· intL-rpersonal lc\'el in :ill settings -
private practice. an1hul<1tory care. and 
tht: hospit:1l. The ptrhlie dissatisi'<rction is 
t·110r111ous. What I i'cL·I is c:ilil'd i'<1r is a 
111ajor restructuring <'l n11r educational 
systt:m tn dt:vclop pr<rct itioncrs who arc 
srnsitive to the needs of individuals and 
their families. 

l'vly cn111111c11ts IH~rl' arc by way nf re-
. sponsc tP three iss1rcs raised by Dr. 

Henry M. Seidel (Charter J) :ind de
veloped l'y Dr. Rohert L. Evans (Chap
ter <i). Till.'. first COIH.Tf'llS the content or 
the new curriculum in pri111;1ry care. The 

Dr. Wise is dirl'ClOr, RL"sidency l'rogr;1111 in 
Soci:il l\·kdi\·inc, and codircclor, l11s1iru1c for 
Jfrailh Tca111 Dcvclopn1c111, Mon1eliorc Hospi1al 
and Ml'dical Cenlcr, New York. 

second involves the sites for training and 
the different kinds of faculty and stu
dents we need in the new setting. The 
third concerns the politic:tl issues of the 
reordering of rrioritics. 

New Training i\fodcls 

What are we as physicians fundament;illy 
about- the treating of disease only or, 
in aclclition, heiring reorlc to live and 
grow-( Abraham Maslow said if' your only 
tool is a ham111er, you lend to sec t'\'cry 

problem as a nail (I). Unl'ortunatL"ly. 
medical students and house staff spend 
most of their time learning how to dc;d 
with serious illness. Like ·'Sesame Strct'L" 
\\'hich conditions children to be stirnu
lall'cl evt:ry J'cw Seconds, the hospital 
eL1nclitions medical studL'nls and house 
stall' to the. maximal stimulation or in
tensive carL' medicine. 

H a rcrsl1n's heart stops, students 
karn there is a tccl111ology to deal \\·ith 
this: an army of white-coated rcsidrnts 
descends 011 the patient and, through 
horn-rimmed glasses, stare ;1t the clcc
trnc<Jrcliogram tracings making serpen
tine nio\'Cmcnts through the l.V. lluid 
spilled onto the lloor. Herc the disL'<rsc 
model is 11sei'11l and the metaphor of the 
111agic bullet (that is, the resuscitation 
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team <IS the "injection") rrovides a 
rra111cw1'irk ror an encrgclic response. 

But tlic disease model is of limited 
use, as evidcncl'd by a decreasing in
tncst in the patient on the rart of the 
hnUSL' staff as the heartbeat returns lo 
normal. After the third week, only the 
intern ·shows up at morning rounds to 
sec the patient. At this point, instead of 
dealing with a cardiac arrest, house 
slafT faccsa rcrson with a damaged heart 
who must learn to live with incredible 
lil"c changes. And for this situation 
members of the house staff have very 
rcw answers. Many members of the house 
staff sec their role as limited to writing 
discharge orders with enough digirnlis, 
diuretics,." and sedatives. The rroblcms 
the family faces-a husband and father 
suddenly dcrcndcnt, a wife who may 
have to become the major incomc
produccr, and children who m~iy face 
the prosrect or moving into their late 
adolescence without a runctioning rather 
-- -arc left to the family rhysician (if any). 
Or they arc left to the physician working 
in the oi1traticnt clinic who also may 
lack training in family dynamics and 
human intervention skills. At this roinl. 
the disease mOllcl rrovcs inadequate for 
the rrimary care practitioners. 

To say it ·another way, while ankle 
swelling or basal rales may rcsroncl to 

-an injection, in a vast number of situa
tions what is required is managing the care 
of the raticnt and' his family. Further
more, understanding a management 
model would heir the rrim<iry practi
tioner morccffcctively to coordinate sub
specialty care and social resources when 
necessary. Training in the managcmcnl
modcl of care, with orporlunities for 
following raticnts over several years, is 
rarely found in the curriculum of medical 
students or house staff. -

Ur_ lo this roinl, I have dealt with 

Primary Care Education 

;ilternative models and strategics used to 
deal with disease and its management. 
As long as disc~ise is the focus, the hos
rital will continue to be the major site 
for learning and intellectual stimulation. -
Primary _care rractitioncrs may try to 
ma Leh l he cxci Lemen t of crisis med ici nc 
by developing a rroblcm-oriented .prac
tice, using epidemiological techniques 
to monifor their rraclicc, or introducing 
rrevcntive techniques, but there is noth
ing in primary care that allows the rhysi
cian who focuses on disease to cxrrcss 
himsclr as fully or as dramatically as he 
could in the hospital. Young rrimary 
care practitioners switch into high gear 
when confronted with a "hospitiil-type" 
case. 

The focus or medicine, as illustrated by 
the hospital, is on disease. The assump
tion is that if you remove disease, then 
good health will occur. House staffs 
are trained to sec every rroblem as an 
illness and the ratient as sick until he is 
pwven well. 

There IS another arrroach which 
exists in some or the newer psychologies 
which may be useful to the primary care_ 
rractitioner. This aprroach requires the 
rractilioncr to deal not just' with disease 
hut to assist ratients and families in. 
their normal development. We need a 
dcvelorm~ntal model for individuals 
and families at all rhascs of life where 
rrimary care rractitioners can crea
tively assist in helping rcorle grow. I am 
interested, for example, in knowing the 
timing and the kind of intervention that 
might be helpful in converting certain 
classical life crises into gro\\•th experi
ences. One would be the birth of the 
first child, with its concomitant radical 
cffcL·ts on mobili"ty [incl life style. Another 
concerns the. family with children .·rcach
mg adolescence --a middle-aged father 
111 a stressful job, his adolescent children 

..... -
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• coring with pccr-grour pressure. the 

mother aw;1rc that she must prepare to 
be occupied.in new areas as her children 
get ready to leave li9111e,. Ir things go 
wrong, the m.:dical prot"cssion is con
rronted with a son on drugs; a daughter 
looking for an ahortion; a wit'e · de
veloping a breast lump: a husband try
ing to accommodate to a career-changing 
crisis, his first affair, and the onset of 
angina; a grandparent discovering a ter
minal illness. 

Such crises arc often predictable. It is 
my belief that if they arc predicted the 
resulting energy may he turned into 
positive channels for growth rather than 
illness. \Vhat is necessary arc str<1tegies 
to help the adolescent cliilclrcn individ
uate and leave home without sclf-clestruc
tion, the parents lo move into m:w life 
roles as the children depart, the. grand
parents to prerare thc111sdves and their 
families for their final experience in the 
body-,--dying. None of these conditions 
is traditionally or exclusively medical, 
but their combined effects call for the de
velopment of strategics and techniques 
designed lo heir practitioners or pri111ary 

·care to intervene effectively in the family 
system in a way to rromote its healthful 
growth. 

These models exist in some of the 
psychological therapies. They are now 
being developed in the field of medicine. 
What is i1eedcd lllore is research and 
demonstration of these 111edical growth 
models. 

Students, Faculty, Environments 

Most medical students have been 
groomed from early childhood to carry 
out the doctor role. Ami no group goes 
through ·such a compn.~sscd exrcrience, 
rostponing what mos.t people call living. 
What results arc students who arc goal
orientcd and. highly successful achievers 
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but wl10se spontaneous feelings have 
often been rcprcssed and whose intui
tive faculties have never been encour
aged. Thl: approach is better geared to 
the production of applied biologists 
than rractitioners supposedly skilled in 
human interaction. 

The training of lllany ex1st111g faculty 
members was covertly designed to dl'
sensitize them. My classmates and I had· 
cadavers as first ratients--with no prepa
ration for the emotional impact or deal
ing with dead bodies. We learned to 
objectify patients, marking out their 
lungs with wax crayons; 10 of us queued 
up to listen to a heart mur111ur or feel a 
rectal tumor. The message w:1s to beco111e 
dist<tnt. Feelings and empathy were ig
nored, and the grand old practitioners 
demonstrated bedside manner by warm
ing ur the head of the stelhescope, ignor
ing the fact that the patient lay unclothed 
in an a111phitheatcr pit-a "case" to 150 
medirnl students. 

The internships are the finishing blow. 
The person least prerared to deal with 
critical problems is at once confronted 
with making major decisions alone--· 
innicting rain (the first lingua pulp<tl, 
sigmoidoscopy, bone marrow); dealing 
with patient depl'ndency, anger, trans
ference, his .own sexual feelings; getting 
the autopsy consent to boost the hos
pital's autopsy rate. By the end of the 
eighth week of 12-hour days. adjusting 
lo a new city and perhaps to a recent 
marriage, the deeper reclings exploding, 
many house stafT members go into a mild 
anxiety state. There is a brutalization of 
both medical stud·ents and house staff hy 
the syste'm. You cannot ask students to 
be any nicer to ratients than faculty 
members are to students. Unfortunately, 
the resident is in the library re<iding 
journ<ils, and the faculty is playing at
tending. games. Inadequate faculty re-

.· 
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sourc..:s to hclp deal with these !'.:dings 
and unl'<1ir distribution or work make for 
an cxtraordinmily clillicult time for in
terns. Most house sla ff mcm be rs soon 
learn that they must turn off their fcd
i11gs, ignore tllcir standards of· human..:
ness, and limit theinsdvcs to the techno
logical aspects of care. They rut on 
weight, their glasses kcomc thicker. 
and they spend more time looking :1t 
X rays :ind laboratory results or atknd
i11g confrrcnccs than th..:y do in patient 
c.ontact. They dis:1ppcar during visiting 
hours. 

Furthermore, the selection rroccss 
intn most medical schools and house 
staff programs favors high achievers, 
goa I-oriented people. The process docs 
not select people who are warm, em
pathic, genuine, or skilled in human in
teraction. Often the aprlicant's commit
m..:11t to llledicinc is more a matter of 
fulfilling his or her f'amily's expectations 
than any deep personal commitmcnt 
to the field. In my view, the human 
qualities nf the students and faculty are 
more important than their ability to 
learn the technical aspects of care .. In 
any event, focusing in on the "healing" 
qualities of students and faculty ought 
to be rart of the overt criteria of a 
changed selection rrocess. 

It takes sevcrnl years to develop the 
c111pathic and interpersonal skills of a 
practitioner, to he able effectively to 
assist students or house stalT members to 
dcvclor their. feelings and intuitive !'acui
ties, and to experience psychodynamic 
r:1111ily and growth models of intcrac
ion and clcvclorment, all of which :ire 
critical asrects or the healing encounter. 

A word of caution here. If one opens 
up t hesc aspects of a person, there must 
he a st;1ff that is loving and an environ
lllL'nl that is supportive. Most hospital 
environments as they cum:ntly exist--· 

/
1ri111ary Care Education 

wh..:re practititrners encounter daily the 
(kL'jk'St ,)f p:1in and too often a lack of 
cmot ion a I support from thcir coworkers 
--·do not represent such :111 environment. 
Recngni1i11g lhL' contrary :1rgumcnts of 
Ct)Sts, the tr:1ining environment for the 
future primary care rractitioners lllUSt be 
in warm and protective ambulatory and 
hospital scttings. 

lkordl'l'l'il Priorities 

Five YL'ars ago, as poverty disappeared 
as a nation:il concern and primary care 
progr:1111s hcgan to emerg.: as the answer 
ln co11su111cr complaints, thi: traditional 
dcp;1rt111e11ls usL·d two kinds of cop-outs 
to avoid getting involved. The lirst was. 
to llSc' the technique of the arlllchair 
raclii:al·---·t() ded:1rc the rroblenl w:1s so . 
great th:1t a l°Lindamcntal rl'Slructuring of 
sncicly was necL·ssary; this, of course, 
allowed people to function in the same 
old w:1y. 

The second cop-out \l<IS to devclor 
dcp<1rlmcnts of community mL·dicine, 
amhulall)ry care, I'<imily practice, and 
parnmedicinc--you na111e it. Newly 
created or renamed, they func1io1h:d as 
the garbage can. of the medicd institu
tion, assuming the responsihilities tradi
tional Lkpart111ents wished to ignore. 
Search Cl>mmittces consulted with public 
relations departments to forniulatc the 
right crnne:nn in the letter of recruit
ment: " ... hundreds or thousands of 
inner-city dwellers, desperate ror medi
cal c1rL· servicl·s. anxious to p<1rticirate 
in policy formubtion .... " The job 
carried with it a high salary, ;1 few budget 
lines, and the possibility ot'. "bending 
the us11:il criteria for an academic ap
pllintml·nt in th.: medical school." A 
sacrilici;il l<imh was recruifed, who soon 
found the nec~i !'or ;1nnth..:r medical 
schOl)I, school oi' nursing, <111c( sch(ml of 
social 1rnrk to de:il with the new joh. 

..... -



.... 

Gro11·1h Model.fiir Medicine/ JVisc 
-·~· 

This person hcca111c the buffer hctwecn 
the institution and the "co111111u11ity" 
and was at· liomc. in neither camp. Whl'n 
problems occu rrcd, the sea rc).1 co111 m it
tce was nowhere to be found. 

For the few new dcpart111rnts Iha( did 
survive, what w,c sec now ';ire political 
struggles for stalT. for faculty, for curnc
ulum tinie-- often with enormous energy 
going into the pt1litical struggle. In my 
opinion, the prohlen1s of developing an 
iltkquatc ccluc;1tional strategy ror prr
mary c;1re wiil not he met hy' a tinkering 
with the status quo. A major change in 
the focus ;111d deployment of resources 
\viii be necessary i11 most institutions if 
rrirna'ry care education is. to succeed. 

To end on a positive note, there is one 
arrroach that I have seen work. The 
chairman or a department or 1m:dici11c 
decides ttl dclcg;ite responsihilily rur 
the department's in-hospil;tl capability 
to an assist;inl. This frees the ehairn1;111 
to move. \Vith an rnthusiastic group of 
house staff and ;1ttcnclings, to' the pn
mary. care area. His presence as a role 
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model and his obvious commitment to 
prinwry care carry enormous weight 
and greatly enhance the innuence of 
primary care in the institution. House 
staff and attenclings, under this um
hrella, provide the energy for curriculum 
development and primary care strategy. 

Many chairmen, of course, cannot 
make such a mid-life career change. nor 
is it aprropriatc <for even the majl1rity or 
them to leave an area where they have 
accomplished so much. For the ;1dven
turous minority, however, who sec the 
need for a fundamental reordering of 
priorities as well as the critical irnpor. 
lance or the human dimension in rrimary 
care, the challenge is great. No other 
group has as much leverage or as much 
going for it to heir it to succeed in mak
ing the changes so desreratcly needed if 
the kind of medical care the puhlic is 
demanding is to become a reality. 

lh'fcrcncc 

1. M1\SLOW, A. Psyclw/010' of Science: A 
R('cn1111ais.w111ce. Chicago: Henry Regncry 
Co., 1969. 
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University of Pittsburgh 
GRADUATE SCHOOL OF PUBLIC HEAL TH 
Department of Health Services Administration 

Ms . Mary King 
Mary King Associates 
2000 P Street 
Washington, DC 20036 

Dear Mary: 

.\1.f~ 1 1-1 lo"~: .. : ·.-.•·. .. . 

August 10, 1976 

Since Judy Lipschitz tells me that you are spending the week in 
Atlanta, I shall send a copy to both your Washington and Atlanta addresses. 

·--------···· -
Thank you for your kind comments on the discussion on preventive 

medicine which I sent to you. You asked for the source of my state
ment suggesting that the present proportiQn of F~deral funds de~d 
to p~i.mar.._y Er~0Y£,ption-~ould be increased.J..Q_f9ld with an estimated 
100 fold improvement in the health of the American people. ........ . ' ........ . .. ---------~-........ :-- .. .,.........._,_..___ ___ 

The source for this statement comes from "The Analysis and Eval
uation of Public Expenditures: The PPB System (U.S. Congress, Joint 
Economics Committee, Subcommittee on Economy in Government, 1969). 
See attached xerox copy. From the graph, you can readily see that the 
committee suggests a savings in excess of $3 billion resulting from 
programs in driver education and safety which cost only a few million 
dollars. By contrast, there is a savings of $8.5 to 10 billion from 
cervical cancer screening which has a program cost of $300 to 400 
rriillion. In the first instance, the cost benefit ratio is roughly 
1 to 1,000. In the second, it is roughly 1 to 25. My estimate of 
a 100 fold improvement was simply a rough estimate, one that seems 
to be justified. 

Again, please accept my willingness to be of whatever assistance 
I can be with respect to the campaign. 

GKM/sjc 

Attachment 

PITTSBURGH. PA. 15261 

Sinc;efeit, 
I _, 

' :ndrrr-
n K. MacLeod, M.D. 
ssor and Chairman 
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control of these disor~ .. e,;~,>.i1?:. t .. ~e. future.:,_','

.. .· . Prominent among these/ scientis.ts ·are.· Dr: ] 
' . : ·, \ ··.t.; ·:~I . '.. . ., . . . . . I 

President of the Sloan-Kettering Cancer Cente 
·. '· '· . ·1 

Berliner, Dean of the Yale Medical .School and 
t.:_;.· .. . . I 

Seldin, Chairman of the: Department of Medicin 
I ' ~~~~~!f;;,i. ~:·-· • .' , 

. Southwestern Medical Sc.hoo1'!in Dallas.:: · .-_. 
1 ',> ",;,.,. '•'"·:;/" . ·'. ," " .... ' .: .. •··· 

Strongly espousing th~ ·~_th~me .. or.:,this talk 

Knowles, President'of ;th•cR~ckefeller Founda, 

lesser extent, Dr .. Theod9re Cooper, Assistant 

'>-I • ' -. .:1 _ i~ . .' .• • •.•' ' •' ' .... ~· 

for -~,ealth. -1·: {::,',:'.;'.~{:i~-.-''°;:-:·, .. : ... c ... : :'; .• , • 

···<3. . Recommendations'.. for;:decreasing. smoking. 
. . . . : ~ .. :;._:'. ";i:<'.R i::,'·.~,::;. ··:-i. '.-··. ~·~·-~· ~ .. , , ~ . ·. r. , 

to the strong oppositiqn·of'the powerful toba 
• • I'~ •' I. I_, '., ; 1 I . ' ' • 

The .power of this lobby ,' .. which· even Lyndon Joi 
;···· 

ch_allenge, is not to .b~ .. t uri.~~restimat.ed. 

The. counter argument),{(;th;i..t ,,?essatj-on of i 
single_ rnaj or health c_hange .:wpich ~ould yield ] 

benefits. . Nothin~ ·t~a~~--~-~Jid be. -d~ne in the. J . . . . , " . . .· .. . . :·. . ..... ·. . I 
deli very field could, come'. clo~e. t~ .. ~he=: be_nefi t 

: . . I .:<:)· .'\'.; :~.'·' '-/)' »., ,,-, . .. : :.: ; • 
by stopping smoking. -· ·}<>.',,-, .. 

1 

It would appear that~~here are three strate 
'· . ·-..'._ \",,![ .. .,:, .':, . · .. '.· '• ,-.: ·.' ; ' . ., .. -i· ' ;. . . . 1 

ed in the face of the oppos~ton ?f.the tobacc1 

A. Decrease~the emp~asi~ .pn, smoking cessat 
' • .: ':-,· • -: ~ ' •• -~·~~ ,· • ~- ~. '. ·.-:- '. •• ••• ••• ~ •• _. • • •' ·'·.' J ·:>~~~~ . . . ·-.!, ·;1 • . • .' < 

~<-' .... do not mention ... it.in·thisc~talk. ;,.::: .. ,_ .. 
·~··.:.;·~·: .··,'> •.f' '• ,.~ ~, • ,'' I :. ':~ ~' ~~. ':.~~·~':-{/~ ~: ,~ •• : :-. 

B.. : Increase' the 9pl?~~~;t·~~~ \~P, }mo~ ~ng by , 

interventions' as ~ubsidies>to farmers-: to chang '.' .:. " 

•', ·. 

. ' ' . ' . . . , · . :' '•: .. '\ .:'.·'._;:-" ,,''.;. ~ .. : .'• ·; ' . . . '.· ' . "' 1 

growing, as was done~in)Turkey with poppy farm 
: _:. ~-~~;1.'·.·-:-·· .... d:.:·. :··.· . 

increase in taxes on cigarettes~ 
'I' 'J•o .···. · ... 

,(., ··. : 
.<o:,~p. ... ~ ·', ..-· :l 

c .' The most reasonable ,:~approach is a mode 
. .' ,·· •: f'<~:~;'.:'.~~~/\:,::>:·:; .. <7:~:i_:_;;1:·:.;,'.\. : .•;- ::• _·, :• "· : ' ~. ~.: . . - .... 

- •'. 

.-... ._.1: 

. ' ,,._.. ... . , ' 
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i .. ·~ .. ,, 
;~·.~.-.~-.:-=~~I?~ : ':.~~:: ~ , 

Political Consider~tions Regarding Talk on 

,. Wa_ .Y We L_ i ve_" "Our Health and~the 
'I• • ' • '. •• ,:t 

-·~ ·-~>:/;~~;;.~.;;':_ : .. .. : -~~:_:\'._:: ' l :~-. - . :/'.; ''.· ... 

'. 1. The first que.s_t,i~n. is. whether ~he: _topic of lifesty~es 
·. . 'j ~, .. 

id red at all by a pr~sand personal habits s~oµl~;~e cons e 

. The _.argument will be mad_e that this re-. idential nominee. 

i ntervention in the-~rivate liv~s of presents governmen~ . 

people and that. eve~ .. .'~~·~~--~- it ~ons~itute~ invasion of priv-:-

···. . .·fY}}:/ ·:,'.. '\-_,:::::ir:< ,, ... :·.. .. 
acy. .· : . ~ 

The counter argurn_ent,' is. that we are. proposing to help 

people to help themselves, become :_more. independent of gov

ernment and medical·1:est,~b~ishments anct t_hereby: act_ua~.ly __ 
" ,·','·.':.ti i'.f. .:...--.'. >-.:,~·;: ;, . ·.':' :'; ~ .·> .... · . , :·;:· .. _;_ . .,:-' .. · 

' ' r• ~·,.:-~ • ,. •:• ',', 

to increase their in~~P.~r:-eepc~ .. _;'.y:·:_,-,.·.-.-.. :::1 . '··.., 
... · .. 

2 . The second challenge will be on the scientific base of 

i There is a strong group of the proposed recommendat ons. 

establishment scientist,.s .~ho _will say; "'.' 

.. ~A. The scie~t.,ifi_~·;:ba~;e -fo; _belie~in_g_',:~h,at changes in 

Per.sonal·_ ...... _habi ts will affe_c_t .... ·-_illness is still ·lifestyles and _ 
.. _ ·.,_·-·· _:_ .. . ' 

. :of·.uncertain stren~th."~::A_lthough there is.little argument 
/.;;.·. ' ..., ' 

about the benefits 'o,r:~;:~topping _smoking,:_ .. there _is· still dis-
·= '. ... ~· ........ -f{'_ ....... ' ' . . . ' '.' . . 

agreement about matte.rs'-';·s.uch as the·.111. ef.fects of· obesity· 

and high fat d~ets .. -,-~{:\\ .. \< '. ., ·· 
B. These same es_~ablishment .·scientists believe that med-

. · ··· · · · . · . . . ·: le 
ic ine has noi: ... ~usiness; ,;i.iv.~:i:v;"~~~·-=;~--~~~?:E .... w1-tn ~~\ -~~Y tha~ pe~p 
live _and th~~~:c~~ t .--~~-~~J.~d~·c_onfipe _i:t;self solely to •imedical"' 

ie. :ha~macol~gical .. ~,·~:~~~;.~-~~rnen~s.';<'..·:::\;: {:_}:'. :· : . 
• l'' -.),.,.. '·' ' · ..... -:. 

c. They ·al::;<?: ar:'gu_e<;t;ha t _e_quivalent. money spent on basic 
'·: . :,;~ ...... !':· ··:,~: ";" 

biochemical research'.:_W,P1;1~~ give more pron1ise· of understanding 
. ~ . 

of underlying of .possible _pharmacological 

, :;c:· . " 
'. ' .... , .·, ~ ... '• 
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_pressures.encouragin.g .. p~o~le to stop smoking._ Such a program 
. . . ',, .. ·: · .... ; ' 

seems. in line· wi tti:. th~):~q.t±.9!1~·/·,~p·.·~:~~e:.?:1!'ge6m~G_e,neral anq. his 
' . '" .-~lj ·.~::'!1~· .. 1·::. ;, •• ·:·;·~·. ··,·. ' • ' 

1-965 report on smoking_ and-.:w~th progress that has been made 

since that. time in the_'.>are~_· ·o_f public policy.· 

4 •. Incentives to indiyiduals in decreased premiums for 

insurance and tax deductions· for favorable changes in health 
! ·,. .. ·•. "f'\· .~r . . . 

behavior could be looked~on·as discriminating against~in-
'· ', \ '~ 

dividuals ·who were at'·.higher. risk of illness . 

.·The counter argument here is that the opportunity for mak-
•.. ·! ' 

i~g favorable health change~· is open tb everyone and h~nce 
. . . • ' • . . ~· . ~ ·. :- ·.:' . . . ; .. ; . . . :. . • '. ~ .. . . ' .i · 

· does not. inv~lve discrimination. 
. _.' (· ; ! :.;·')-· .. ~:·-i ··: \,.<:·:·.: .' :, .. -: .. :~ 

.. , 
5. No mention has." been. ,made of: drug 

' ' . ·'; r. ~' ' . -~·://< ~ ... :-'. ··. • . . 

. . . :· < I . ~ .. 

J .' . 

abuse--certainly a problem· 

life style and personal' habit. : . : . . .. -~~·--..:··i·· ·.;--. .. __ . ' . of. 

This was don.e partl:y .b.ecause it would seem a topi_c better 
__ . . , I,! L L·;1.: _ 1,. . ·:·. , ·.1;.:~· • · · i -: ~-. · _., 

suited to a mental health::message·:and. partly_, because it is so 
• ~ :. • • • • -. J '~/( ."·I , , .~~ . .- ._ •' , . <-? _ · -'. · · l , 

commpnlyi:~associated. 1wit_l).;_.~he gh,ett9 -.that, it. might turn .off a mid-
. '. ' • ~' ~" '•:: •7 .. - ~ • • " ... ', ." •' . • -~! ' l I • '.· '; ' • 

·' 
dle class audience to:which -~he.su~rent talk should pri~arily ap~: 

eal. · ·"~:·>g;.;\:;~_>"· ... " }.1 ' "• ·-.· ··.-' '.;,,: 

6. The "new treatments 11
;; for. overetting, smok_ing etc. ·to which 

,:,• .• \,-1' ··, ' 

reference is made are behavi,or· modification. 'The term.was not 
-· , " . •."·I . • . " , ' 

used because of it current bad press, being a~sociated with such 
' , , . ' ·, I • . •-. '~ , . - • • ,, ' ' 

_dissimilar trea tments·::··~s:_' ·,~:lee tric shock and psychos urgery. If 

~0JX · ~,. .,: press~d ,'".· i ~.ca~;:?:;' -~:'~;;~~;~S~:;~.~~·~:.. ~·~~r.~~,~ly f~-~h~onable a~terna ti ve, 

, · "social·· learning : .. theory'!-.'~";:·;'.:~~)(<· .. ~: ·'·, · . 
'·',":, :;.··· ·-· ~-'· ·: ·· .. :-. .. «" ··.·.· .. _-',.· .. •i':·-:;:~.-.-~.1;'J'y~· .. -:-~-'-·>.,!' • ... ,:i_:;·._, .. :,, · .... · ·-:~;' 

·.%~.':·::\>.A ·' _:. · · .7. Commerqial·_,org~n:t.:za.t;L9~s ,:ar.e ;mentioned by .name in several 
·~~.~.\ •. · '. . - .. . . .. '·' ... ~·'11:~;-:;',\~.fi:..i', ! '.·< .. ~ l ~:' r . , . 

instances:. Weight.' Wa t;c_hers ,:'.,Diet. Work ship,. Blue Cross·, etc. 
. . . . . ., . :; J.\·1 . ..:. ·,:·:1 ·• -. :_ 

. ; . -~~ : . ' . . .· 

It may be desirable t~ .. delete _these references in order to avoid 
. . . ,_ . 

. . .:;·',~'..'.'_%!'::.:,: ' . / . : 
:, . ' 

._<; ''i . 
. lj ·. 

~--------~------·--------··-···----------

----~· -_, . 
. , . ~' . 

\ ... : 



,, 

•. · 

'. .. _ 

'· 



-.: .... • ~-. 

: .;. 

> .· 

.. :.. • . • . ~:ii"'; 

. ~ ...._ 

. '~-

1·: 

•'.' 

·.· .. 

~-,. ' 
•;'·.,~::,· 

•' ~. 

T''' 

• .~' 0 I 

·.J 

. • - :; . '<l • " ... ~ ·. 

. \-.~~~ 

.-);,I_'.· r • . 

l : • ~- ., . 

:- • ·1"·-

.:.··· : .. 

.. ~ ~ :1 
• 1-' . : ' 
' ~ . ' 

,,··· 
.··. 

advertising them. On the other hand, many people are associated 

with these organization~.and sp~cific referenc~s might appeal 
. ''• ·, ' , .:=· •. • • 1._I' •,' 

to them.. , ..... ~:·~~ .. ::::;/~ .. :' .. ;>·~:.:::'. · \· · ·· ~::' ... ·: ·< 

8. Favorable- menti'p~,:··is )likewise . made of ind us tries whose 

record has been poor ·in~regard to health: .advertising, food 
' . ' . . ... ··-}·' - ·. . . . . 

industry, communications· industry .. 
-~~ ' ... '· . . " . 

Here I have·taken.my lead from Governor Carter, citing 
. · •• ·. . . ,~i: . ' .. 

the good that they have .gone and ·:urging them to. do more. It 
..... , .. ,, . '. •\." ,.··. •' 

'1 ""~ • • '. 

seems to me a reasonable\~trategy. 
:· ·'· 

•I·' .•• .;, " 

.. , 
.;_ ''• 

. ''" ,,. ... 

· .. '• 

' .. 

The g~neral philosophyiof 1 the.talk and a fair amount 

of the facts ~e~Q. f~eift. three:e!cey-r·b00ks: 

(l)"A New Perspective on· the Health of Canadians", Marc Lalonde, 
' . I • ' ' 

·\. 

. Minister of; National. Heal th :and Welfare, Government of Canada ,19 7 4 ·. 
' ... :"•;,.~·- ··-. .. ·.:i:··•.~•,,j ' . '' ' • ' :y I·:~~' 

(2)"Conference on Future:.Dir,ections .. in Health Care" Sponsored by 
:-\,' : ... · .... · '. ,'. . ... 

Blue Cross Association,Rockefeleer' Foundation,Health Policy Progllll 

University of California,San·Francisco ,1975 
... ' , ' • I,. • ~ ' 

(3)"Who Shall Live?''. Viet.or Fuchs,· Basic Books,1974 

Major fact book is .'.'~ealth:Unite.d States,1975,DHEW Publication 

No. (HRA) 76-1232 
r. 
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lJNlVhil\JTY OF CALlFOHNIA, LOS ANGELES 

' 
H!·:HKLl.EY. ll.\VJS. IH\"INE. I.OS ANGJ-:1.~;s. ll!VEl\SIIJE. SAN IJIFC:O. SAN FllA;o.;c1sco 

OFFICE OF TllE Dl!:AN 

Ms. Mary Kine· 
c/o Carter Presidential Campaign 
2000 P Street, N. W., Room 511 
Washington, D.~. 20036 

Dear Ms. King: 

SCHOOL OF Pl1BLIC llEALTII 

TllE CEl'TEI\ Fon HEALTH SC!E:-;CES 

LOS A:\"GELES, CALJFOl\KIA 90024 

2 August 1976 

.~n response to your request, I am submitting a draft speech on pr~
~Qn. If you or others have sur,gestions about it, or would 
desire further work on_ it, please let me know. 

Also attached is a copy of a letter recently addressed to Sen.a.tor 
Javi ts concerning his bills to establish a system of national . 
health insurance for mothers and childl·en, to provide for compre~ 
hensi ve maternal and ch:i.ld heal th care practices. Some years ago 
I was deeply involved in the matter of" develo:p.ing a national· health 
insurance program for mothers and children; possibly that influenced 
Senator Javits to include me on his list of persons to be consulted 
about his present bills. 

Under separate cover, I am forwarding to you backup and related 
materials concerning the draft speech on prevention. 

LB:bb 
attaclunents 

· .. 

. ':,--' 

Breslm.f, M.D., M.P.H •. 

- ~ . ~ . 
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2 August 1976 

DRAFT SPEEOI 

PREVENTlON: TI-IE NEXT BIG STEP 
TOWARD HEAL 111 FOR AMER! CANS 

Wnen asked about health problems Americans still put the high cost 

of health care at the top of the list. We do so because we now spend 

over eight percent of our Gross National Product for health care, about 

twice the proportioi1 we spent in 1950. The typical American works one 

month each year - more than he gets for vacation - just to support 

health care. 

We must and we will find ways to reduce the cost of health care, 

first by reducing waste. For example, we have one-third too many 

hospital beds in some parts of the cmmtry. Furthermore, a recent study 

by surgical associations showed that we have plenty of general surgeons 

and are now training more than we need. On the other hand we still need 

more primary care doctors. 

Also, we must and we will find ways to handle the proper cost of 

health care more equitably - through national health insurance. 

Yet as Americans we realize that something more is necessary for 

·health. The most advanced medical technology, whatever it costs and 

however we pay for it, does not assure health. (In fact we now spend 

far more for dying than we do for maintaining health.) 

What is missing? 

Prevention is the main thing we need to ma~ntain health. Yet in 

the early 1970's our nation devoted to prevention in health care only 
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about two percent of what we spent totally for health care. Health 

insurance plans by and large refuse to pay for preventive services. The 

Federal government in the Nixon-Ford period cut back on innnunization 
\ 

programs for children, failed to support Pap tests that would reduce 

cancer deaths among women, and generally neglected prevention in national 

health policy. 

What was the result? 

The result was that: 

- outbreaks of"measles occurred. In 1975 San Franciso had several 

hundred cases, exceeding the munber in any year for the preceding seven 

years. That is a sad corrnnentary on the fact that effective measles 

vaccine has been available since 1963. 

,.., thousands of women continued to die of cervix cancer, with alroost 

completely preventable deaths. In 1974 one-fourth of the women in, 

America, mostly poor women who have a large amount of the disease, had 

not been tested even once with the Pap smear. Since that excellent 

cancer-prevention technic was made available in 1943, more than a 

quarter-million American women have died unnecessarily from cervix 

cancer - and thousands are still dying. 

only about one-fourth of American men with high blood pressure in 

1974 were under adequate control with drugs that can prevent death from 

that condition. 

The list could go on and ori. 

Besides considering all these specific preventable diseases and 

deaths one can take stock of our health situation in another way. We 

can consider total deaths, at different periods of life. We have made 

considerable progress against infant mortality and other deaths among 

children and young people. Beginning at age 45, however, the situation 
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. is not good. For example, the life e:x-pcctancy of American men at age 45 

increased from 1900 .to 1970 only about four years - in spite of all the 

tecllllical advm1ccs,in anti-biotics, in surgery, and in many other aspects 

of ·medicine. 

1ne main explanation for this poor health record beyond the age of 

45 lies in several personal habits we have developed in recent decades. 

Smoking cigarettes, excess conslDTlption of alcohol, eating too much of 

the wrong kinds of food and exercising too little - these habits are 

part of a lifestyl~ which results in much heart disease, lllllg cancer, 

hardening of the liver, and many automobile accidents. It is such 

conditions that constitute leading causes of death today. Preventing 

these killers is largely a matter of individual habits. Each person 

decides in effect each day whether he will smoke cigarettes, drink 

alcoholic beverages and how much, eat reasonably and be physically 

active. 

111ese day-by-day decisions, beginning early in life, determine in 

large part how long and with what degree of health an_ individual will 

live. For example, a man at age 45 with poor health habits has,a total 

life expectancy of 67 years; a man at the same age with good health 

habits has a life expectancy of 78 years. CornJ>are that difference of 11 

years whid1 depends on following a few, simple rules of good health 

(that also make you feel better day-by-day) with the four years of life 

extension achieved in our nation from 1900 to 1970. 

I have tried to be very specific about what can be accomplished 

through prevention because we are not dealing with some vague generalities. 

We say "an ounce of prevention is worth a pound of cure" but we do not 

practice it systematically yet, either in our health care system or in 

our individual habits. 
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Only now are we beginning to realize the extent to whici1 we could 

improve our health by focussing more on prevention. That will mean 

turning the health programs of the Federal Government more toward prevention. 

It will mean turning health insurance plans, the ones we have now and 

the national plan we intend to develop, toward prevention. It will mean 

turning the life-style, the day-by-day habits, of the American people 

toward health maintenance. The marui.er of life we nrust cultivate for 

health is a joyful and ablllldant one, making every day better living and 

adding years at the· same time. 

Nothing is more important for an American president than to lead 

the nation toward peace in the world and health and well-being at home. 

I intend to do both, with all my energy. 

In the health field I want to see that every child arid every mother 

receives the maximum protection now possible through the advances of 

medical science, every school child the health care that will favor the 

best education, every adolescent the health examination and collllSelling 

that will pennit entry to adult life with maximum health and outlook for 

maintaining it, every worker the protection needed agai.J?.st chemical 

poisons and other hazards on the job, every person in this colllltry 

throughout adult life from age 18 to 100 the special procedures appro

priate to each age that will help ward off disease and promote health. 

I want to see the health care system of this colllltry turn toward the 

people, join with them in a partnership for health - each doing what is 

best for health, for self and others. That is the meaning of prevention. 

Dedicated to that noble purpose we can take not a small step but a 

big stride toward improving health for all. 

For too long we have neglected prevention. Our health care dollars 

have been focussed toomuc;:h on expensive technology, helpful perhaps to 
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a few but not doing what should;be done for the people as a whole . 
. '' 1 

Instead of working with all the people to advance health through pre-

. vent ion we have been spending too much on too few with too little benefit. 

We must re-direct the tremendous resources that our nation has 

committed to health care - the thousands of fine institutions, the 

millions of well-prepared health workers, the billions of dollars we 

spend each year in the name of health - in a mighty partnership with the 

people themselves to.advance health mainly through prevention. 

I pledge that "in its management of present health programs; in the 

development of national health insur~ance; in telling people "like it is" 

about, health - that each person carries responsibility as well as do 

doctors, hospitals and government - my administration will lead the 

American peopleaway from the frustrations and failures in the health 

field to the great achievements that are now possible. 

LB 
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111 EAST 210TH STREET, BRONX NEW YORK 10467 

OFFICE OF THE DIRECTOR 

Ms. Mary King 
Carter Campaign 
P.O. Box 1976 
Atlanta, Georgia 30301 

Dear Mary: 

Telephone: 
Area Code 212 

September 7, 1976 

ATTENTION: DOMESTIC DEBATE--HEALTH ISSUES 

In addition to the revised memorandum on health manpower, preventive medicine 
and family health that you will be receiving this week, I thought that a 
briefer political analysis of several of the major points might be helpful 
in preparation for the domestic policy debate on September 23. I think the 
following points could be made and should be watched for: . 

1. Adequate financing for Ambulatory Care and Preventive Services is 

essential. Changes in the delivery system will not occur without 

concomitant changes in financing. Lower reimbursement rates for 

rural areas must be corrected and equalized with urban and ~uburban 

areas. Financial incentives must be provided to insure that basic 

preventive services such as irrmunizations and effective screening 

tests (hypertension, cervical cancer, etc.) are provided to all 

Americans and that the most efficient provider is reimbursed for 

providing them. This could certainly be proposed as one of the first 
11 phases 11 of any health insurance proposal . 

2. Public and Consumer Education in Preventive Medicine and Health Promotion. 

There has been no effective federal leadership in this area and a 

good political point can be made of this. The only HEW activities 
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of any generic significance (there are a few notable categorical 

exceptions like the National High Blood Pressure Education Program) 

are an ineffective Interdepartmental Panel on Health Education 
\. 

chaired by the Assistant Secretary for Health and a small Bureau of 

Health Education located in the CDC which has a very small budget 

(about $3 million) and no concerted major thrust. 

The National Health Information and Promotion Act, recently 

passed by Congress, was opposed by the administration but signed 

anyway because of its inclusion in the overall CDC renewal and because 

of the likelihood of an override. It calls for significant sums of 

money for community demonstrations, research projects, and information 

programs relating to health promotion and prevention. It would also 

require the establishment of an office of Health Information and 

Promotion in HEW to develop the area as a major thrust.· The administra

tion appears to be doing only the minimum required by law: no additional 

funds have been requested as a FY 1 77 supplemental budget; the 

required office will be staffed by two professionals, and it appears 

to be business as usual with the focus still in the Bureau of Health 

Education at CDC. I think a political point could safely and effectively 

be made here--you might want to talk with Anne Somers, who is very 

much on top of it. 

3. Health Manpower. In general this area is somewhat tricky politically 

since the administration has made some good efforts here and also 

the new bill, which is a Democratic effort of Paul Rogers and Ted 
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Kennedy, will probably be sent to the President for signature within 

the next several weeks. It probably will NOT be sent to the White 

. House in time to force a signature or a veto prior to the debate. 

My guess is that Ford will sign it in any case, so some of the 

political advantage is lost. There are a number of manpower points, 

however, that can be made, which I think the candidate is concerned 

about and which have been failings of the administration--and in some 

cases, not emphasized enough in the bill as reported from conference. 

a. Total Physician Supply and Foreign Medical Graduates. Whereas the 

administration has recently correctly argued that the total number 

of physicians is adequate, they have been opposed to addressing 

the issue of foreign medical graduates aggressively, even though 

between 40-50% of all new licenses each year are given to foreign 

graduates; even though the examinations for FMG licensure are 

considerably less stringent than for domestic graduates; and even 

though most Americans are concerned about the problem. The 

administration's position has been only that the examinations should 

be made similar. They have consciously chosen not to highlight 

the moral and ethical international "brain drain" effect. The 

conference bill contains provisions that begin to address this 

issue, although "brain drain" has not been emphasized, nor have 

physicians been eliminated from occupational immigration preference 

categories--a provision favored by Kennedy but eliminated by 

administration senators (Beall) in Senate markup. The overall 

posture should be that within the total supply the FMG component 
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should be significantly reduced for reasons of quality and 

brain drain and that any deficit .should be made up by more 
'-

Page 4 

American graduates trained with an emphasis on primary care, 

prevention, and service to rural and inner city areas. Obviously 

this should all be done in a way that does not discriminate 

arbitrarily against the FMG of quality who is not needed by 

his own country. 

b. Geographic Maldistribution of Health Personnel. The Ford/Nixon 

administration has been relatively successful in the initiation 

of the National Health Service Corps and has supported a moderate 

expansion in the scholarship program that obligates students for 

such service. Some curriculum reform has also been initiated. What 

has been absolutely lacking, and is lacking in any significant way 

in the new manpower bill, is a major thrust to change admissions 

standards in schools of medicine and dentistry to focus on a 

percentage of individuals whose rural or inner city background, 

lower socioeconomic status, and personality make it probable that 

they naturally want to do "general practice" in underserved areas, 

rather than having to be obligated to do so. Most admissions 

committees choose candidates like themselves--urban specialists-; 

but in a very few school~. aggressive efforts have begun to work. A 

Carter administration should stimulate and finance such further 

efforts as a national priority in health. 

c. Minority representation in health professions schools. During the 

Ford/Nixon administration, the percentage of ethnic minorities in 

medical schools has not only fallen short of the goals, but has 
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been slipping backward. Out of a total health manpower budget 

of $600 million in FY '75, only $15 million was devoted to this 

problem. Many of the programs funded were "refr~sher" courses 

that are simply too simple a solution to a very complex problem. 

The answer is early college identification of minority ·students who 

are highly likely to succeed in a health profession and provision 

to them of financial support, counselling and careful preparation and 

follow-up both in college and in professional schools. 

d. Excess Physician Specialists. This is a very complex problem that 

has been the major problem area in getting a new health manpower 

bill over the last three years. The administration favors a national 

study corrmission plus more support for family practice and general 

pediatrics and general internal medicine, which are good. The new 

manpower bill also requires medical schools that receive capitation 

payments to guarantee that the residency programs affiliated with 

them train a certain percentage of generalists. This is also 

appropriate, but somewhat cumbersome since the schools have little 

direct control over what the hospitals do. The most effective 

approach would be to fix national targets for numbers in each 

specialty, exert strong influence on those in oversupply to keep 

constan~ or cut back, and make funds available.to teaching hospilals 

to make sure that the new positions required by the coming increase in 

total physicians are established primarily in the general categories. 

Much less. support would be required for this purpose if the health 

insurance program supported primary care ambulatory services. 
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4. Health Services Research and Health Care Managers and Planners. 

With costs of health care being out of control, very little attention 

is being paid to developing new methods of health care delivery and 
~ 

management that will help cut costs and improve quality. More resources 

and a new direction and thru~t for these areas are essential and not 

that expensive. At the same time, there are not enough managers and 

planners with specific skills to help guide the system to cut costs 

and improve services. Programs in schools of public health and health 

care administration must be quantitatively and qualitatively increased. 

5. H ealth ~are as an Integral Part of Strengthening the Family Unit. 

Other factors such as employment and education are obviously more 

important than health in this area. A number of health-related points 

can clearly contribute to this thrust however. 

a. Increased production of family-oriented physicians, nurses and 

social workers who can provide a single integrated locus of care 

for the interrelated health needs of the whole family. 

b. Increased use of supportive persons and services.such as homemakers 

and visiting nurses to help families to cope with longterm illnesses 

and disabilities to keep the family together and reduce institution

alization. 

c. Teaching and permitting family members who are available to provide 

appropriate parts of institutional care, e.g., feeding and simple 

nursing in the hospital. 

d. Training of health professionals in psychosocial problems of families. 

e. Increased ava·ilability and utilization of family planning techniques 





-- . ' ..... 

Ms. Mary King, September 7, 1976 Page 7 

as well as amniocentesis. 

f. Public education in schools regarding basic p~eventive medicine 

and health promotion for the family, as well as responsibilities 

and realities of being a spouse, a parent and a child. 

I hope these notes are helpful. Please let me know if anything else is 
required. 

DAK:cb 

cc: Stuart Eisenstadt 
Jack Watson 
Ruth Hanft 

Sincerely, · 

~~ 
David A. Kindig, M.D. 
Director 
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TESTIMONY OF THE AMERICAN ACADEMY OF CHILD PSYCHIATRY 

BEFORE THE.LIAISON GROUP TASK FORCE ON NATIONAL HEALTH INSURANCE 

The prospect of having improved mental health services to Americans 

through a mechanism such as National Health Insurance is a challenging 

prospect. There are many issues involved, and child psychiatrists have 

strong opinions on many of these. Our principle and most natural concern 

lies with coverage for children, and this will be our main topic. 

Is it necessary to talk separately about children? Should children 

have a different type of coverage from adults? The answer is that in some 

important ways children need different types of service from adults and do 

require separate consideration. Let us begin, though, with what ·the 

American Academy of Child Psychiatry sees as a basic principle regarding· 

National Health Insurance which applies to both adults and children. We 

feel there should be equal coverage for mental health services under such 

··an insurance program. By this is meant that there should be no more 

restrictions on services for mental and emotional disorders tr.an on 

services for physical disease. Assuming that under National Health 

Insurance there will be comprehensive coverage for physical disorders, 

we would under the principle of equal coverage expect in like manner 

comprehensive coverage for mental health services. 

Now let us shift to children. There is a tendency on the part of 

mental health professionals who work only with adults to assume that programs 

which are good for adults will be appropriate for children. Again we 

emphasize that there are important differences. Basic to some of these 

differences are the follo~ing features: 
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1. Mental illness in a child not only impairs functioning, as in 

adults, but it does more. It also hampers the child's emotional develop-

ment. Treatment of emotional disorders in children must restore 

functioning, as in adults, but also·hand in hand with this must go restor-

ation of lagging development. Take the case of a neurotic child of 

seven who has been operating in most areas of his functioning no better 

than a four year old level. It is not enough that he should be relieved 

of his neurotic symptoms. His treatment must also enable him to catch up 

with his peers so that he functions as a seven year old generally. 

2. Children are more fragile than adults, more vulnerable to stress 

and far more susceptable to emotional injury than is true for adults. 

This must be taken into account in a treatment program for children. 

3. The dependency of children makes the environmental factors that . t 

surround them far more critical in planning service delivery. Thus, work 

with day care settings, with schools, and with families are necessary 

factors all through childhood. 

4. The disturbed child who goes untreated often faces a far longer 

period of more profound disability than is true of emotional disorders 

later in life. 

Because of the uniqueness of the mental health needs of children, the 

methods of intervention are different, requiring differences in diagnostic 

methods, in treatment techniques, in the nature of institutional arrange-

ments, in the degree and quality of the family involvement necessary, and 

in the training of clinicians. As a result of the differences treatment 

for children must sometimes be of longer duration, especially in in-patient 

settings. It may require the utilization of a large number of highly 

trained specialists: psychiatrists, psychologists, social workers, special 

' '· 
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education teachers, child care workers, speech therapists, recreational 

therapists, etc. In order to meet the mental health needs of all these 

children, the spectrum of services necessary requires inclusion of a 

number of different types of facilities. In addition to the usual out-

patient services the following are important: day treatment with special 

education classes, therapeutic nursery· schools, therapeutic boarding schools, 

group homes, residential treatment centers and hospital care. 

Many services which are beneficial for the mental health of the child 

are difficult to categorize as to whether they are therapeutic, educational 

or supportive. When a social worker helps a chaotic family organize its 

affairs, is this therapeutic? When a special education teacher helps the 

child who confuses right and left learn to read in spite of this handicap, 

is this therapeutic? When a mental health counselor in a regular school 

helps a teacher cope with a troubled child through support and reconnnendations 

for handling, is it therapeutic? In a sense all of these are therapeutic. 

, :~·.:iould everything therapeutic in this sense be covered by National Health 

Insurance? Much confusion can arise as one attempts to draw a line among 

helpful services to children and their families to divide those that should 

be covered under National Health Insurance from those which are better 

funded in more traditional ways. The following is an attempt to clarify 

this matter. The key to differentiation lies in the degree of the psychiatric 

dis2bility of the child. The range of psychiatric disabilities together 

with appropriate types of intervention may be categorized as follows: 

In the first group are vlilnerable or "at risk" children, who do not 

have obvious psychological dysfunction. They have other disabilities often 

of a chronic character, or they are in family or social settings that 

c __ --- --- ~-'-----------·--·--· .. ...-·---~~ -~ . . - ---- - , -· - .... ·-··- ------ ___ ....,.. ___ ---~-----· -- -------- --·------ - -- -- ~-- ---- ---- - •· ·1- I-,.•-··- .. --·--,·· -••·--··,.--.-_,,_i-.,-:,··-.'""":"_ 
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education teachers, child care workers, speech therapists, recreational 

therapists, etc. In order to meet the mental health needs of all these 

children, the spectrum of services necessary requires inclusion of a 

number of different types of facilities. In addition to the usual out-

patient services the following are important:· day treatment with special 

education classes, therapeutic nursery"schools, therapeutic boarding schools, 

group homes, residential treatment centers and hospital care. 

Many services which are beneficial for the mental health of the child 

are difficult to categorize as to whether they are therapeutic, educational 

or supportive. When a social worker helps a chaotic family organize its 

affairs, is this therapeutic? When a special education teacher helps the 

child who confuses right and left learn to read in spite of this handicap, 

is this therapeutic? When a mental health counselor in a regular school 

helps a teacher cope with a troubled child through support and recommendations 

for handling, is it therapeutic? In a sense all of these are therapeutic. 

, "::·.:-iould everything therapeutic in this sense be covered by National Health 

Insurance? Much confusion can arise as one attempts to draw a line among 

helpful services to children and their families to divide those that should 

be covered under National Health Insurance from those which are better 

funded in more traditional ways. The foll~wing is an attempt to clarify 

this matter. The key to differentiation lies in the degree of the psychiatric 

disability of the child. The range of psychiatric disabilities together 

with appropriate types of intervention may be categorized as follows: 

In the first group are vlilnerable or "at risk" children, who do not 

have obvious psychological dysfunction. They have other disabilities often 

of a chronic character, or they are in family or social settings that 

- ------- --~~-·-· ------'·-----· ·-·---·--- --·---------·---· ·-··-·----~-·--- - --- -·-···-1-•.1 - .. ~- ---·----~., .. --~-···---·--~~--.·--~· 
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require '·intervention to prevent the development of psychiatric disorder. 

Some examples of such "at risk" children are the many youngsters with 

chronic physical disabilities such as blindness, deafness, congenital 

abnormalities, and the like. Other examples are children reared in conditions 

of severe deprivation; children caught up in major natural.disasters; 

children involved in serious parental problems such as alcoholism or bitter 

custody battles, or loss of a parent through death, desertion or chronic 

illness and so forth. These children comprise a very large population 

group and often require-intensive and ongoing social interventions to 

preserve healthy growth and to diminish the need for direct psychiatric 

services later. Such social services would normally be provided through 

mechanisms other than National Health Insurance. 

Then there are the children with minor and transient difficulties 

involving social and emotional elements. These youngsters can usually 

be managed without psychiatric diagnosis or treatment. They require help 

from agencies or social institutions such as schools, churches, Big Brothers, 

visiting nurses and the like. Psychiatric consultation to these agencies and 

institutions is a valuable source of mental health expertise and should be 

seriously considered in weighing fundable mental health compensation. This 

might or might not be covered under National Health Insurance. 

~ The following five categories of children with mental illness or 

~ disabilities rangi~g from mild to the most severe should definitely be 

covered by National Health Insurance. 

1. Children with even mild degrees of retardation pose a special 

problem. These youngsters are already at risk, and even minor degrees of 

emotional difficulty will pose severe threat to functioning and development. 

Therefore, early use of psychiatric services is required by this group. 

-----·--·-----·~----~- ---------·- __ : __________ ·--------- -----------------~'----· ·-· ·-· -
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2 .•. Children with evident symptoms of mental or emotional disorder 

require psychiatric diagnosis and treatment. Such diagnostic studies include 

psychiatric interview, psychological testing and family interviews by 

psychiatrist or social worker. Special educational study and neurological 

examination may also be necessary. The large majority of such children will 

be adequately served by outpatient treatment. Some will need only diagnostic 

study and evaluation follow-up interviews. Some may require further regular 

treatment for three to six months. Others may require intensive outpatient 

treatment up to three .to four times a week for a period of several years. 

The techniques of the required outpatient treatment will vary depending 

on the individual patient; they may include group, individual, and/or 

family psychotherapy, drug treatment, therapeutic schooling, and others. 

3. A smaller group of children with established psychiatric diagnoses 

of mental or emotional disorder will require additional psychiatric inter-

vention in the form of day hospitalization or day treatment, or therapeutic 

(\,roup homes • 

4. A small number of adolescent patients may require brief hospitali-

zation or residential treatment to deal with an episode of transient severe 

mental difficulty. Following discharge, a further period of outpatient 

treatment will be required. 

5. The most disturbed group of children with obvious severe psychiatric 

disorders of long-standing duration will require highly structured, long-

term intensive treatment environments. Depending on the individual 

patient, either a hospital or residential treatment setting will be necessary 

for adequate care and treatment. It is important to emphasize here that 

duration of in-patient treatment for children is of a different magnitude 

from in-patient treatment of adults. Instead of a few days to a few months, 
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.it is apt to be one to three years. Children in need of this last resort 

type of treatment need to be removed from home to live in a specially devised 

environment which provides therapeutic interaction through all the waking 

hours. They must live in this environment long enough that they can catch 

up in their lagging development so that they can be returned home. The 

duration of in-patient treatment for adolescents as apposed to younger 

children is apt to be more like the length of that for adults. 

Adequate· psychiatric treatment for children must include two other 

features which differ from adults. To better understand and help the child, 

the psychiatrist and parents must work together. It is essential for the 

parents to understand their contribution to the child's problems, so they 

can correct these deficiencies, and in addition, the parents must learn the 

art of managing the child at home. Coverage for therapeutic interviews 

and for counseling with members of the family household, particularly 

parents or parent surrogates, must be provided. 

In treatment of a mentally ill childt.direct psychiatric interviews and 

consultation by the child psychiatrist with teachers, juvenile court 

personnel, and other social agencies are often essential. The psychiatrist, 

for example, needs to know about the child's behavior in school and he/she 

may wish to make recommendations for the handling of the child by teachers. 

Reasonable coverage for such time consuming consultative services should 

be included in national health insurance. 

Dr. Joseph Noshpitz and Dr. Dexter Bullard, Jr. of the American 

Academy of Child Psychiatry have studied the cost of providing America's 

children with good mental health services under National Health Insurance. 

Here follows their estimations: 

- - ~--·------~-·-- ·----- ------- ·--- -·--- ----·'-------- ----·--· ----- -·- - ----··--·--~- --~--·---·-- -- ---·•--· _ _j _______ ______,___ •----- -- ----------' ·-- -~~----~ --- ··- • -r· --~----·--• •-~ ., , _____ :-~---· . __ ....:,, ______ :·. 
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Cos ts 

~- Cost estimates are necessarily imprecise because of changing po~ulation 
figures, variable utilization rates, and changes in the costs of delivery of 
psychiatric services. At this time, the range o E costs for various psychiatric 

services is approximately: 

A. Brief Outpatient Intervention 

B. Intermediate Outpatient Treatment 

C. Intensive Outpatient Treatment 

D. Group Horne or Professional Foster 
Placement 

E. Intensive Day Trea.~ment 

F. Intensive Residential Treatment 

G. Hospitalization Crisis: 
Long-L:cnn: 

Cost Estimates 

$ 300/3 mos. 

$ 720/3rnos. 
$ llf40 / 6 mos. 

$4800-6400/ yr. 

$9125/ yr. 

$6000-12,000/200-day yr. 

$16,000-20,000/ yr. 

$2310-2940/ 21 days 
$J9,000-52,000 I yr. 

Based on the aforegoing estimates of costs for specified services, it is 
possible to estimate the cost of psychiatric servi.ces for children and adolescents 
in several ways. Two of the most useful are costs based on utilization estimates 
and costs based on need esl:imal:es. UL:il:i:<'.ation estimates provide the best 
est~;;·,,;_tions o[ cosl: which will hte! i.ncurrccl :1t the inception of a program. Need 
esbmates provide rn1 r:~:;tim<ll:ion of: ulti111;1L:c costs if: there is sufficient funding 
and Lull avaiL_ibilil:y :111d ut:i_li_:?.nti.011 of: services throughout the population. 
Both csLini;Jl:c~; wil.L be pi:escnl:ed liere. 

1. Utilization Est i.mates 

The most global estimate oE cost for child psychiatric care has takeh the 
rough figure of 10'% of total costs for mental illness which has been estimated 
in 1971 ~t 10~4 hillions. 1-· (1. Reference: Insurance for Mental Health: Report 
of the Wurk Croup on Healtl; Insurance NIM!!, Nov. 1971+, pg. 5). 1-l~wever, a break
down of direct costs (op. cit. pg. 6) do not spell out the direct cost oE child and 
adolescent psyclii.al:ric services. These 1971 figures do not include the rising 
cost of direct ~;ervi.ces", the facl:or of: inf:lat:ion and tile increased utiliz<ltion 
since 1971. 

The folll)wing figures are based on utilization of: psychiatric facilities 
in 1971-:73. A 10'%, increase in ul:ilization has heen added as well as current: 
(1975) costs for specific services wil:h an inflation factor (1975-76) of approx
imately 10%. Some direct service costs have been estimated assuming a maximal 
use ot available service. It is likely, L:herefore, that first year costs will 
be at or below the [ollo~ing utilization estirn~tes. 

'' ·1, 
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I. Outpatient Care 

A. Outpatient Clinic Care 

Number of outpatient admissions - 391,000 (children and 

adolescents) 

1. Brief interventions - 234,600 (60%) 
@ $300 per patient 7 0 • 4 million 

2. Intermediate intervention - 146,625 
(37 .5'/o) 

3. 

3 months treatment - 78 ,200 (20/o) 
@ $720 per patient 

6 months treatment - 68,425 (17.5%) 
@ $1440 r~r patient 

Intensive 1nterven-1on - 9,775 (2.5%) 
@ $4800-$6400 per year 

Total Outpatient Clinic Cost 

56.3 million 

98.5 million 

46.9 to 62.6 million 

272.1 to 287.8 million 

B. Private Practitioners in Office Setting 

l. 2,,500 child psychiatrisl:s 
Maximum 011e-half ti_me in direct patient 

care - private office setting 

(Estimates of cost~s of direct: office 
r;ervice~; from child psychologists, child 
psychiatric social workers an<l child psy
chial~ric nurses are not: available hut are 
prok1bly in the range o[ 150-200 million) 

Tot:<:il Cost o [ Outpatient 
Office Practitioners 

ToU1l Outpatient Care 

96. 0 mi ).lion 

200. 0 million 

296. 0 mi 11 ion 

568.l to 583.8 million 

II. ~atient Care (It is estimated that the .increase in admissions equals 
the average decrease in length of stay so that total patient clays remoin 

A. Stnte nnd County Mental llospiUtls approximately the same) 

Episodes 
Average length of stay 

Cost -

26,300 
X 90 clays 

2,367,000 patient days 
$100-$ lLfO I clay 

236. 7 million - 331.Lf million 
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.B. Prival:e Mental Hospitals 

Episodes 
Average length of stay 

Cost -
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6 ,Lf00 
X LfO days 

256,000 patient days 
$ 1 oo -$ 1 lf o I cl a y 

25. 6 mill ion 35.8 million 

'' 

C. General Hospital Psychiatric Units 

Episodes 
Average length of stay 

Cost -

D. Residential Treatment Centers 

Episodes 
Average Length or: S t:ay 

Cos I: per year 

E. Community Mental Health Centers 

Episodes 
Average Lcngl:li of Stay 

Cost: per day 

Total Inpatient Care 

Cost of Outpatient Care 
Cost or: Inp;1 t ient Care 

Total Cost 

4Lf, 100 
X 15 clays 

661,500 patient days 
$100-$ v, o I day 

66.2 million' · 92.6 miilion 

11, 100 
1. 5 ye.:ir~ 

LG, G50 p;ll~ i ent -yc.1 rn 
Hi, 000-20, 000 

266 .Lf million 

16' 000 
X 15 clays 

2Lf 0, 000 
$100 to ~;J_Lf() 

2L,.O million 

618.9 million 

568 .1 million 
618.9. million 

ll87 .0 million 

333.0 million 

33.6 million. 

826.Lf million 

583.S million 
826 .L, million 

1410. 2 million 

At the approximate cost of 1200-1400 million, the cost for each 
of the 30 million families with children living at home would be 
$40.00-$47.00 per [amily per year~ or $3.33-$3.92 per month. The 
cost per person (220 million persons) would be $5.45-$6.36 per 
person per year. 
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2. Need Estimates 
.. . 

Children represent approximately 40% of the total population of 220,000,000 
or 88,000,000. A rough estimate of the number of children with definable psy
chiatric disorder is 10/'o or 8,800. 

Current utilization figures suggest that only 10% (880,000 children) of the 
populat~ion with definable disorders actually seek out and use psychiatric services 
in any one year. It is estimated that 85% (748,000) will be treated as .outpatients 
and 15/'o (132,000) will requice other. more supervised settings, including inpatient 

treatment. 

Using these estim<1tes, it is possible to project a range of anticipated 
annual cost for mental health care for children and adolescents. 

Outpatients: 7!18,000 cliU.dren 

Brief outpatient intervention - 50% of outpatients 
374,000 children 

Intermediate outpatient: treatment - 40/c, of out
patients - 299,200 cliiJclren 
lL19,GOO 011c-l1::ilf: receive t:re::itment for 3 mos. 
1!19,600 - one-hal[ receive tre;:it.rnent for 6 mos. 

Intensive outpatient treatment - lO'i'a of outpatients 

Cos ts 

$ U2 ,200 ,000 

$ 10 7 ' 712 ' 00 0 
$215,!f2t1,000. 

7!1,800 children $359,040,000 - $478,720,000 

Total Outpatient Cost Range - $794,376,000 - $914,056,000 

Inpatients: 1J2,000 clii.lclren 

Brief hospit<1lization (in addition to other 
t rea trnen ts) 

26 ,1'100 children 

Croup llornes (35/o of chi lclren who need inpatient 
care) 

46,200 children 

Day Treatment (JS% of children who need inp~1tient 
care) 

1+6 ,200 chi lclren 

Res icl en U.<1 l Tr en tmen t (2 0'7. of children who need 
inpatient care) 

26 ,!100 chi ldrcn 
··-·-- ------·-·-- -- ·-------- ---------

$60,984,000 - $77,616,000 

$421,575,000 

$277,200,000 - $554,400,000 

$422,400,000 - $528,000,000 



_. 
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Hospital Treatment (5% o[ children who need 
inpatient care) 

6,600 children 

Total Inpatient Cost Range 

Total Outpatie~t Cost Range 

Total Cost Range 
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$257,400,000 - $343,200,000 

$1,439,559,000 -$1,924,791,000 

$ 794,376,000 -$ 914,056,000 

$2,233,935,000 $2,838,847,000. 

At the approximate total cost o[ two to three billion dolLirs, for the 30 million 
families in the United SL:ates with children living at home, the cost for eac:h family 
would he $66.67-$100.00 per year, or $5 . .'J(i-$8.33 per month. The cost per person 
in tile Unil:ed States (220 million persons) would be $9.09 $13.64 pe-r person per 
year. 

finally, I wish to conclude with the American Academy of Child Psychiatry's 

position on mental health coverage in general for children and adults. 

Coverage of all varieties of accepted, existing mental health 

services are necessary. A mode of treatment appropriate for one emotionally 

disturbed person may not be helpful to another. A pluralistic mental health 

· .. service system is necessary to meet individual needs for care which would 

allow for the most appropriate and efficient treatment for the patient and 

prevent stagnation and rigidity in the development of mental health care. 

The Academy is in opposition to positions which discriminate against 

private practice in favor of organized care settings. Private practice is 

frequently the most efficient and economical use of manpower. In organi-

zational settings much efficiency is often lost through considerable effort 

spent for intra-staff communication and for administrative activities. 

In the case of psychiatric disorders of a more than mild or transient 

nature, the American Academy of Child Psychiatry feels that there should 

be in-put by a physician. This should consist of participation in the initial 

evaluation followed by, if the physician feels it is indicated, continued 

collaboration throughout the treatment process. National Health Insurance 
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should.cover services ·rendered by non-medical mental health professionals, 

when authorized or supervised by a physician. 

When the treatment is provided in one of the facilities listed 

above, such as residential treatment centers, group homes, etc., these 

should be covered by National Health Insurance as;long as the services 

are authorized by, supervised by, and conducted in collaboration with 

a physician. 

Participation by a physician is indicated to insure that organic 

factors in the case are properly evaluated and so that appropriate consider-

ation be given to inclusion of medical therapy such as drugs in the overall 

treatment plan for the patient. 

The patient and his family also must have the right to choose treat-

ment in any of the various service delivery systems, e.g., private 

practice, connnunity mental health centers, health maintenance organizations, 

etc. Freedom of choice prevents the entrenchment of a single form of 

'::Jervice delivery and encourages innovative patterns of care. 

In any third party payment system, co-insurance and deductibles should 

not interfere with the provision of basic benefits and should be related 

to the patient's capacity to pay. 

The patient must feel comfortable about seeking help for mental illness. 

It is essential for his own protection that·all information about the patient's 

emotional health be kept confidential. People will not seek mental health· 

assistance if they are fearful of the violation of their privacy. 

Finally, the American Academy of Child Psychiatry strongly supports 

the concept of utilization and peer review. The legally constituted 

Professional Standards Review Organization is one means of assuring proper 

utilization and quality of services provided. To prevent abuses of coverage 

----·-------- -- - ---··-· ---·----·--~ -·-----· -----~--·---· --------·----.~----------.- .... -----·---------- ---~----------~------·------·----··:.. 
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such review mechanisms should be an integral part of a National Health 

Insurance program. 

The American Academy of Child Psychiatry is well aware of the divergence 

in views among Liaison Group members in some of these matters. We hope 

to maximize the areas of unanimity, as we go before Congress. 

''· 

~· : 

' ,, 
·, 
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To the Reader: 

Officials at all levels of government in this country, whether 
they are elected or hired, work daily with the growing complexity 
of the governmental system. Most work hard at their own part of 
that system, but few have the time and the authority to analyze 
the cumulative effects of the decisions being made within the 
many different elements of the governmental system. There is a 
growing awareness that these cumulative effects are beginning to 
impair the fundamental working relationships between the Federal, 
State and local governments in the United States. 

The Federal Regional Councils were established to deal with pre
cisely this type of intergovernmental issue. That is why the 
Northwest Federal Regional Council has chosen to perform a pre-
1 iminary study of problems in the intergovernmental system. This 
study focuses on planning because it is planning which suffers 
the most whenever administrative systems are in trouble. 

The study looks at human services programs under seven Federal 
departments, programs in which State and local governments are 
the grantees. This is not meant to be a definitive study, but 
rather an exploratory one which may point the way for further 
analysis and hopefully reforms. The programs studied were not 
chosen as being the most in need of reform, but only because it 
was necessary to start somewhere. 

The problems identified here are very real, very specific problems 
plaguing the intergovernmental system. They may be resolved 
through major reforms such as Federal block grants, but they can 
also be addressed through more limited changes in statutes, regu
lations, and practices. We hope this study will help to focus 
generalized concerns about "Federal red tape" onto specific pro
blems. Only then can these problems be successfully addressed by 
any mechanism. 

Because of its controversial nature and detailed information, this 
report is being given an initial circulation in draft form. The 
Northwest Federal Regional Council welcomes your comments and 
suggestions. 

-



t I FOREWORD 

tHE FEDERAL SUPERMARKET 

The Federal grant-in-aid system is often compared to a qiant supermarket, 
and in many respects that is a good analogy. However, every analogy is 
by nature imperfect and it is unfair to point out how two things appear 
similar and then to criticize them for not being exactly alike. 

The Federal government is of course not a supermarket, and no one would 
suggest that it should be; but the analogy reveals many complexities of 
the Federal grant-in-aid system. 

The Federal government markets about 1100 different commodities called 
"programs." -It marks and shelves them every year in the form of funds 
for which various "shoppers" may apply: states, local governments, 
profit-making and non-profit organizations; colleges and universities, 
Indian tribes, and citizens in many groups and stations. The supermarket 
is called the Federal grant-in-aid system. 

States and local governments are among the biggest shoppers. They buy 
roughly half of the products, both in terms of commodity items (programs) 
and Federal dollars consumed. · 

The store is managed by the "feds.'' Some feds are elected by the shoppers; 
most are not. Only experts can usually tell which store policies are set 
by the elected, which by the appointed feds. Hundreds of pages of new 
and revised store policies are published every month. Only an expert can 
be sure of finding every store policy on any one commodity at any given 
time. Once they find them, the experts often disagree on what the written 
policies mean. Not that it's hopeless; shoppers rely a lot on habit and 
tradition, and keep hiring more and more experts to interpret the policies. 

Basically, shoppers set out to shop for what they need, usually prepared 
to buy whatever comes close to their soecifications. There are the 
staples, called formula or entitlement grants, which every state shopper 
needs; and there are the specials, called project or discretionary grants, 
which are often very good buys but have a limited shelf life. 

The supply of both staples and specials changes year to year, depending on 
what the feds think it is important to stock. The feds go through · 
various stocking exercises called budgeting, authorizing, and appropriations 
each year. Stocking is a complex business. The shopper never knows for sure 
what will be on the shelf until long after he gets his money and shopping 
list from his parent, the state or local legislature. The shopper often 
gets in trouble with his parent when he guesses wrong about what's going 
to show up on the Federal shelf. (This is called the Problem of Anticipating 
Federal Funds.) 

Shopping is not just a Saturday morning trio. There are only certain times 
of the year when certain commodities may be purchased. These are marked by 
due dates for the required state/local plans or applications. These due 
dates vary by commodity and often change year to year. Unfortunately, 
there's no one place where all these due dates are posted. Even if the 
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shopper reads the shoppers bulletin, called the Federal Reaister, every day, 
he may miss the due date and arrive too late for the oroduct he really wants. 
Shoppers worry a lot about this and join shopper associations to keep up 
with rumors of due dates. (This is called the Problem of Due Dates.) 

Even if a shopper knows when to shop, he may not know where. There are 
several outlets to the Federal supermarket: a central warehouse in Washington, 
D. C., and ten regional stores across the country, with many different 11 depart
ments11 at each location. Some commodities are sold centrally, some region
ally, some in both places. Supply is sometimes done in one place, billing 
in another. There is no published shoppers 9uide which tells where to look; 
shoppers can usually--but not always--find commodities where they were last 
year. Smart shoppers make a lot of phone calls before leaving for the store, 
and even their fingers get tired of walking through the yellow pages. 
(This is called the Problem of the Locus of Federal Responsibilities.) 

Prices are another problem. These are generally called 11 matching rates. 11 

They vary a lot between programs for reasons not apparent to the shopper, 
and fluctuate year to year. Sometimes the feds take one look at the 
shopper, or ask what he intends to do with th~ product, and oroceed to 
charge him a different price. Some programs have as many as four variable 
prices, depending on 11 circumstances. 11 Quite often feds won 1 t sell the 
shopper a product unless he buys at least as much as last year--they call 
it 11maintenance of effort. 11 And finally, there are quotas, called alloca
tions, which allow certain shoppers to buy only certain amounts. Obviously, 
these things often get shoppers in trouble with their parents who want 
certain things but who also like good deals and above all don 1 t want the 
shopper to overspend. Shoppers call their parents about these problems, 
but that 1 s hard if one 1 s parent isn 1 t home (legislature isn 1 t in session). 
(All this is called the Problem of Federal Funding Rules.) 

Also, the feds are very protective of their products. They simply won 1 t 
sell the products to state and local shoppers unless the shopoers convince 
the feds that they will handle and preserve the goods properly. l~hile a 
certain amount of this is understandable, the feds sometimes even tell the 
shoppers how to design their kitchen, where to locate the stove and 
refrigerator, and exactly who to consult in selecting the best recipe for 
each meal. The feds are so serious about these things that they give the 
shoppers bags full of gratuitious advice. (These are called the Problems 
of Geographic Districts, Organizational Structures, and Advisory Groups.) 

This is not to suggest that either the elected or appointed feds don 1 t mean 
well. They have a separate commodity.for just about every need anyone can 
identify. The trouble is, every package comes complete with instructions 
not only as to how it is to be served, but who is to be served by it. This 
makes 1t very difficult for shoppers to do meal planning and assure balanced 
diets at home. Some commodities are not even compatible. (This is called 
the Problem of Federal Eligibility and Services Specifications.) 
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It's not that either the elected or appointed feds are opposed to meal 
planning and balanced diets. On the contrary, there are big signs posted 
by the supermarket door warning shoppers to always PLAN and COORDINATE 
whatever they buy. Most shoppers chuckle at these signs. They would 
like to plan and coordinate, and it would be nice if they could really 
figure out the needs at home and shop judiciously at the Federal supermarket. 
Unfortunately, what with due dates and changing prices and keeping up 
with store policies and anticipating what the feds will stock and finding 
the right store and convincing the feds they will keep the rules and 
convincing their parents that they know how to shop--there just isn't a lot 
of time or freedom to really plan very much. (These problems are called 
The Documentation Blizzard and Inconsistent Federal Planning Requirements.) 

Sometimes state and local government shoppers get very frustrated about 
this and think that maybe they'd be better off if they didn't shop'at the 
store at all. But usually by the time they reach this point, they have 
so many experts and other mouths to feed that they have no choice but 
to return to the Federal supermarket again and again. 

A few of the shoppers are downright optimistic. They harbor the hope 
that someday the feds will ease up a little and there will be time to 
use all those state/local experts as planners rather than interpreters. 
There is a small secret group of shoppers who have dedicated themselves 
to promoting this change. Rumor has it that they have even converted a 
few feds .... 
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PART I 

INTRODUCTION 

The concern of state and local government officials with the number and 
complexity of federal mandates in intergovernmental service programs is 
becoming increasingly visible as elected officials and program managers 
face tight budgets and try to focus their resources on the greatest needs 
of their citizens. In many cases, they are finding it increasingly difficult 
to implement their own policies, priorities, and ideas regarding efficient 
service delivery systems. 

The frustration of elected officials was expressed quite clearly at the 
recent White House Public Forum in Los Angeles: 

Lo.6 An.ge.le.6 (UPI J -
Vice PneAident Ne£.6on. Rocke-
6eil.~, win.cli.n.g up :the fM:t 
06 .6ix n.a,t.i_oriwide pub.tic 
mee:tin.g.6, .6aA.d Tue.6day :the 
Am~can. peop.te have given. 
him a me.6.6age :to :take back 
:to WMhin.g:ton.. 
"Ev~h~e we wen.:t, we 
6ourid :the Ame~can. peop.te 
6ed up with gov~n.ment bu
neauMacy an.d ned :tape," 
Rocke6eil.~ :to.td nepo!Lt~ 
n.eM :the en.d 06 :the White 
HoU6e Pub.tic Fonum on. Vome.6-
tic .PoUcy. 
"I 6 :th~e '.6 on.e me.6.6age 
we've gotten., :tha:t '.6 it." 

WMhin.g:ton. Gov. Van.iel 
Evan..6, on.e 06 6oM Wv.i:te~n 
goveMoM a:t :the meeting, 
voiced 6nU6~ation with 
.6p..Ui.aLln.g Ca:tch-22-:type 
negula,t.i_on..6 in. ~emMk-6 
:tha:t Rocke6eil.V1- deA~b
ed M "a b~nt in
.6igh:t" an.d :the mo.6:t .6 uc -

c.kn:t" he had eve~ heMd on 
:the .6ubjec:t 06 6ede~a.t
.6t~a:te ne.tatio n..6 . 
"I:t '.6 time 6on a :tho~ough 
hoU6e dean.in.g," Evan..6 in.
.6i.6:ted a:t on.e point, "o~ 
e£.6e OM aid :to :tho.6e who 
n.eed help :the mM:t i-6 .6imp.ty 
going :to 6ourid~. 
"I:t' .6 time :the 6edena.t 
gov~nment .6e:t p~6o~an.ce 

· .6:CandMd.6 6on :the .6:ta:teA an.d 
.6:topped i.6.6uing how-:to-do
it guideUn.eA an.d book.tw. 
"In. o:th~ wond.6 , in. b.tun.:t 
:t~, get of_{.joM back-6. 
We can. do many job.6 be:t:te~ 
while accepting 6ew~ 6ed
~a.t. doUaM i6 you' U j U6:t 
give U.6 :the admin.i.6~ative 
6.f.eubiU:ty. " 

"The way :the Fed.6 cu:t ~ed :tape i-6 .ten.g:thwi.6e!" 

Gov~n.o~ Raul CM-tJw - A~zon.a 
L A White HoU.6 e Pub.tic 
Fo~um, Vecemb~, .7975 
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The history of government in the United States is necessarily a history 
of three types of government: local, state, and Federal. Any study 
which proposes to analyze the relationship between these levels of 
government is immediately subject to multiple points of view and cast 
in an arena of political and philosophical debate. 

This study of the<Jrants-in-aid by which Federal funds flow to and through 
state and local governments is no exception. For that reason, a few 
basic assumptions must be clarified. 

The grant-in-aid system implies expenditure of Federal tax dollars and 
accountability for that expenditure: to the taxpayer, to the legislative 
body which allocates the funds, and to the service organization which 
passes the funds to citizens in the form of aid or services. Federal 
assistance implies Federal accountability. 

The grant-in-aid system also implies state or local administrators. 
This system provides a role to state/local governments in the administration 
of the Federal funds. State/local administration therefore includes 
some degree of administrative prerogative for state/local governments. 

The continuinq, volatile, and most difficult issue of the Federal 
grant-in-aid system is the BALANCE of Federal accountability demands 
and state/local administrative prerogatives. 

The complaint of 11 too much Federal red tape, 11 therefore, when voiced 
by state and local government officials, is a call for a change in the 
balance of Federal demands and state/local prerogatives. That may 
be a call for a basic shift of power and responsibility, and even for 
a shift in the source of funding, e.g., assumption of full responsibility 
for administering public welfare programs to the Federal government. 
Alternatively, the call may reflect state/local desire to have full 
freedom to expend Federal dollars without collecting the taxes, e.g., 
in Federal Revenue Sharing. · 

A third possibility is that the"red tape" complaint may signify no 
real disagreement over the basic roles of Federal, state, and local 
partners, but rather a conviction that current Federal rules do not 
allow state/local governments to most efficiently and effectively 
perform their part of the partnership, the delivery of the aid or services. 

It should be possible to study the factual basis for state/local charges 
of "Federal red tape" without preselecting the reform necessary to 
correct the problem. That is what this study tries to do. 

Therefore, while this study may seem to provide justification for one 
or another type of intergovernmental reform, it is not directed to that 
end. The study is intended to neither support nor decry full Federal 
administration, revenue sharing, block grants, or other reforms. 
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GENESIS OF THIS STUDY 

The Northwest Federal Regional Council Workplan for FY1976 called 
for a study of the relationship of Federal plannin~ rP.quirements to 

state and local government grantees. The.study was 
conceived as an effort to verify the accuracy of the common complaint 
of state/local government grantees in Region X about the burden of 
11 Federal red tape/ 1 particularly as directed at Federal planning 
requirements. (Appendix II) 

Early in FY 1976 the General Accounting Office published a report: 
Fundamental Changes Are Needed in Federal Assistance to State and 
Local Governments. The report identifies an array of problems which 
state and local governments face when trying to obtain and use 
Federal assistance, and attributes these problems to the proli
feration of Federal programs and the fragmentation of organizational 
responsibilities: (1) problems in identifying Federal assistance, 
(2) problems in applying for and administering Federal assistance 
programs, and {3) problems in meeting needs with a fragmented 
delivery system. 

Between August, 1975, and March, 1976, the Region X Office of 
the Department of Health; Education, and Welfare conducted on behalf 
of HEW nationwide, a National Management Planning Study covering 
the largest HHI programs for which State and local governments are 
the grantees -- some 54 programs accounting for over 90% of the annual HEW 
funding to such grantees. 

In November, 1975, the Northwest Federal Regional Council agreed 
to conduct a limited planning study across Federal Departments and 
programs, utilizing some of the research tools developed by HEW in ,its 
questionnaire, and voluntarily identified a small number of DOI, 
DOL, DOT, EPA, HUD, and LEAA programs in which the questionnaire 

.,. was completed. This is the report of that study. 

The limited number of programs included in the NWFRC study and the limited 
nature of the data-collection tool used do not allow hard conclusions 
and re~omm~ndations for change in the conduct of intergovernemtal 
grant-1n-a1d programs across the various Federal Departments. Rather, 
the m~FRC study documents that many of the problems experienced by 
state and local governments with HEW programs are common to other 
~ederal ~rograms as well. The NWFRC hopes that this study will be useful 
in focusing.the generalized concerns about 11 Federal red tape" on specific 
problems which are amenable to further government-wide analysis and reform. 
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The FRC study did not include additional discussions with state or local 
government officials, and was limited to completion of a single, rather 
extensive quesionnaire by representatives of each of the programs 
studied. That questionnaire is included as Appendix III. 
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PART II 

PROBLEMS WITH THE FEDERAL 
SYSTEM WHICH AFFECT PLANNING 

The HEW Management Planning Study identifies a number of problems 
identified by state and local government grantees, and verifies that 
the basis for these problems exists in Federal statutes and regula
tions. 

The Federal Regional Council (FRC) study analyzes a cross sample of 
other Federal planning programs and verifies that most of the 
problems identified are not limited to HEW programs. Where this is 
true, an extension of the study to a broader array of Federal programs 
is suggested, and possible outcomes and recommendations are discussed. 

This part of the report ~resents each of these problems in turn: 

1. The Documentation Blizzard 
2. Inconsistent Federal Planning Requirements 
3. Federal Eligibility and Services Specifications 
4. Organizational Requirements 
5. Geographic Districting Requirements 
6. Advisory Group Requirements 
7. Federal Funding Rules 
8. Locus of Federal Responsibilities 
9. Due Dates 

10. Anticipating Federal Resources 
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PROBLEM# 1: THE DOCUMENTATION BLIZZARD 

"Comp1te.he.v1..6ive. human. Jte.6ou!1.c.e.6 planning and plan.6 do not ex.b.i:t bec.al.L6e 
.6:ta:te "plan..6" .6 vwe :the. pu!1.po.6e. o 6 ac.qu,UUn.g Fede!tal and .6:ta:te c.a:tego!tic.al 
mon.ie.6 601t p1togJta.rn6. The. pfan..6 c.on..6i.6:t 06 only what i-6 nec.u.6My ac.c.01tdin.g 
to law.6 on negu.R.ation..6 . .. Plan. ingnedie.n.t.6 n.e.Mly alway.6 c.a:ten to Congnu.6-
ion.al and Fede!tal and .6ta:te agenc.y wiJ.ihe.6, not .6ub-.6ta:te need.6 and p!tio!titie.6 
exp.Jt..e..6.6ed thnough toe.al plan..6 and/alt c.on..6i.6ten.t wdh toe.al in.put." 

(
11 A Compendium of Human Resources Planning Processes in the State of 

Washington 11
, Vol. IV, October, 1975, p. 50) 

This section explains (1) whether the programs studied are formula/ 
entitlement or project discretionary grant programs, (2) whether grantees 
may be state governments, local governments, or other organizations, 
(3) what type of primary grant documents are utilized, and how many ~re required 
foreach program. 

HEW PROGRAMS 

HEW requires every state rece1v1ng funds under its 46 formula grant 
programs to submit or annually update 24 separate state plans and 8 
separate applications or agreements. States have an option to submit 
combined state plans for: 

for: 

Crippled Children's Services 
Maternal and Child Health 

·Rehabilitation 

( 13. 211 ) and 
{13. 232) 

Developmental Disabilities Basic Support 
(13.624) 
( 13. 630) 

and, under the General Education Provisions Act of 1974, for 20 education 
programs: 

13.400 
1.3. 427-31 
13. 449 
13.480 
13.483 
13.486 
13.493-95 
13.519 
13.543 

Adult Education 
Educationally Deprived Children (5 programs) 
Handicapped School and Preschool Programs 
School Library Resources 
Strengthening Instruction 
Strengthening State Departments 
& 498-502 Vocational Education (8 programs) 
Supplementary Educational Centers 
Strengthening State and local Ed. Agencies - P&E 

By employing all options to submit consolidated plans, a state may reduce 
the number of required plans from 24 to 14; however, interviews with state 
managers indicated that in their view, the consolidated plans often rep
resent little more than a stapling activity. 

Analysis of legislation, regulations, and plan samples shows that the words 
11 Plan, 11 11 Application 11 and 11 Agreement 11 have no standard definitions and are 
used inconsistently. While formula grant programs usually require 11 plans 11 

and project grant programs usually require applications, this is not always 
true. Some programs require both andJ some formula programs require 
11 applications 11 instead of 11 plans. 11 
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Grantees in major HEW programs are almost always states, although local 
governments, school districts, and Indian tribes comprise sub-grantees 
in many programs. 

While many programs use preprinted forms as part of their required documents, 
only 7 of the 54 programs studied now rely substantially on preprints 
a 1 one: 

13.478 
13. 548 
13.609 
13. 624 
13. 630 
13. 714 
13.789 

SAFA Maintenance and Operation 
Grants to States for Student Incentives 
Aging Programs 
Rehabilitation Basic Support 
Developmental Disability Basic Support 
Medicaid · 
Work Incentive Program 

At least half of the preprints now in use require such major state decisions 
and/or supplementary documentation that their completion can hardly be 
corstrued as simple. Where preprints are used, they are 
sometimes criticized by state officials as not representing a sufficient 
report of the planning function carried out by designated planning agencies 
(Human Social Services Planning Study, Minnesota, 1975, page 49). 

The HEW study collected some limited data on staff time required to produce 
"plans" at the state level. Interviewee responses across the various 
programs show that the average state uses 26 full time staff to 
complete the 24 required state plans. This would amount to 1300 full
time state staff, or the equivalent, nationwide. This would not include 
the staff preparing up to 96 annual HEW project grant applications in each 
state. 

OTHER PROGRAMS 

The HEW study was extended to include 10 other programs in six other depart
ments: five formula/entitlement programs, three project/discretionary 
grant programs, and two which have both formula and project components. 
Three programs serve state grantees only; one, local government grantees 
only; and six,state and local governments as well as other entities 
such as Indian tribes. 

For these ten programs each state participant annually submits at least ten 
state plans or applications; and each local government participant, six 
local plans or applications. No count was attempted of the total number 
of annual primary grant documentswhich this represents nationwide. Various 
combinations of state and local plans and applications are required 
in individual programs. 

None of these programs uses a plan or application format which is totally 
"pre-printed;' a completion or check-off form. Three programs use formats 
which are generally narrative in nature; the rest use some combination 
of narrative and pre-print format in their plans and applications. No 
attempt was made to analyze state and local staff time spent on these 
documents. 
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DISCUSSION 

Extension of the HEW study to a sample of other Federal programs suggests 
that the wide array of primary grant documents labled "plans" and 
"applications" required of state and local governments is characteristic 
of other Federal programs as well. The number of such documents appears to 
relate to the number of Federal programs for which state and local govern
ments are eligible. 

The number and variety of such documents and the manpower they consume 
could well be a serious intergovernmental issue; and therefore simplification, 
combination, or standardization of primary grant documents, even in the 
absence of more sweeping reforms, might constitute a signifi'cant intergovern
mental advance. 
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DCCUHENTS KEQUIRED OF GRk'JTEES 

NHPRDA 
13.210 
13.211 
13.217* 
13.224* 
13.232 
13.257 
13.269 
13.286 
13.400 
13.403~ 
13.408, 464, 465 
13.427-431, 512 
13.433* 
13.449 
13.453 
13.455 
13.478 
13.480 
13.483 

Plan 

x 
x 
x 
x 
x 

x 
xz 

x 
NONE 

13.486 x 
13.491 

HEW 

Application or 
Agreement 

x 
x 

x 
x 
x 

x2 

13.493-495, 498-502 ~X~L--------~----=X~·.--------------------~--------
13. 519 x2 x2 
13.525* X LOCAL 
13 . 5 3 4 X LO CAL 
13.542 -x x 
13.548 x 
13.550 x 
13 . 6 0 0 * X LO CAL 
13.609 x 
13.624 x 
13.626* x 
13.630 x 
13.707 x 
13.714 x 
13.754 x 
13.761, 724 --------~x;__ ________________ ~------------------------~ 
13.748 x 

14 Minimum 
2:4 Maximum 

* Project Grant Programs 

.. 8 State Applications - Formula Proqrams 
5 State Anolications - Project Pro~rams 
3 Lncal Aoplications - Project Pro~rams 

1 Optional consolidation State Plan 
2 Required single general application. Optional consolidated plan for two 

or more 
3 Optional consolidated State Plan 
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HUD DOI LEAA DOL DOT EPA 

DOCUMENTS REQUIRED r-

·. 

r-

OF GRANTEES \D 

olS 

M cc Lt'> 0 N N M l..O 0 
0 ,....... 0 0 0 M 0 C'-l 0 
N N \D Lt'> lD N .- q \D . 
c::t' c::t' Lt'> l..O l..O ....... 0 l..O l..O 
,....... r- ,....... r- r- .- N \.0 l..O 

Formula or f.roject Grant Program p F F F F F p p F 
- p p 

Grantees: State/Local Government/ s s s s s s s s 
Other L L L L L L L 

0 0 0 0 0 0 

Basic Document Required: \ 

State plan or plan update x x x x x 

Local plan or plan update x x 

State application x x x x x 

Local application {( 2) x x 

' 

This Document Is: 

Pre-print 

Narrative x x x 

Both x x x x x x 
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PROBLEM # 2: INCONSISTENT FEDERAL PLANNING REQUIREMENTS 

"Ne.aJti.y a..U o 6 :the. p.la.n.n).n.g doc.ume.n.:t.6 Me. ma.de. u.p o 6 ma.:telvi..a..l .ln.c...tu.de.d 
:to a.c..c.ommoda.:te. FedeJr.ai. a.n.d -0:ta.:te Jz.e.po!Ltin.g Jz.equ..<.Jz.e.men.:t.6 a.n.d, M -0u.c..h, 
-Oe.Jz.ve. on..ty M a.pplic.a.Uon.-0 6oJz. c..on.Un.u.e.d 6u.n.din.g. The.Jz.e .l-0 li:ttte e66oJz.:t 
:to Jz.e..la.:te a.c..c.umu..ta.:ted .ln.6oJz.ma.:t.lon. :to pJz.ogJta.m bu.dge.:t.ln.g on. a. -0y-0:te.ma.Uc.. 
ba.-0.l-O oJz. :to pe.Jz.6oJz.m a.n.a..ty-0.l.!:i 601t pJz.ogJta.mma.Uc.. a.n.d oJz.ga.n).za.tion.a..l 
pM bie.m--Oof vin.g. " 

(,"Human Services Planning Study," Minnesota State Planning Agency, 
July 1975, page 49.) 

One element of the state/local complaint about "Federal red tape'' is 
the suggestion, as quoted above, that Federally-required 11 plans 11 are 
not really plans, but compliance documents, and are useless to state/ 
local decision-makers. The HEW study sought to address this issue by 
asking state/local administrators what they would find useful in · 
decision-making. · 

In describing the basic decision-making functions necessary to employ 
the most efficient use of resources to meet identified community need, 
the state/local interviewees commonly identified the following (although 
many different lables were used, the "order" differed somewhat, and 
some functions were split or combined): 

1. Need Assessment 

2. Resource Assessment 

3. Analysis of Resources against Need 

4. Setting of Priorities and Objectives 

5. Allocation of Resources 

6. Prioritization of Unmet Needs 

7. Evaluation of Program Success 

This concept of planning simply means that anyone attempting to plan 
a program of service to people would normally identify a need, figure 
out what resources are availble to meet it, set priorities and object
ives, allocate resources so as to achieve as many objectives as possible, 
and evaluate the program's success and the n~eds left unmet .. 
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•. 
The term used in the HEW study for this process is "Management Planning. 11 

The product of such a process would describe what services are to be 
given, in what order, with what resources, to whom, and where. 

The issue in this section, therefore, has to do with Federal requirements 
for "Management Planning" and the uses to which Federal documents are put 
at the Federal, state, and local levels. 

HEW PROGRAMS 

An analysis of the statutory and regulatory requirements for the seven elements 
of management planning, as identified above, shows the following: 

1. Many HEW statutes and regulations seem to require a number of 
the seven elements of management planning. 

2. Such requirements are markedly inconsistent among programs. 

3. Regulatory vs. statutory requirements are inconsistent within 
programs. Indeed, this study found not a single program in 
which the statute and the regulations appeared to uniformly 
specify the same management planning requirements. 

(See chart at end of this section.) 

Further analysis of a small sample of the HEW required plans themselves 
showed that: 

1. Some management planning is in evidence in the Federally
required documents. 

2. This bears little apparent relationship to the regulatory 
and statutory requirements. 

2. Only one-fifth of the documents reviewed show any substantial 
evidence of management planning, and none of these could be 
construed as showing substantive evidence of all seven basic 
management planning functions. 

Granting the judgmental and limited nature of this review of plan documents, 
the conclusions accord with the opinions of Federal, state, and local inter
viewees: 

- 70% of the state and local interviewees stated that the Federally
required documents are of little management value to them. 

- 75% of the Federal interviewees said that the 11 plans 11 are inadequate 
for evaluating the program priorities set by grantees. 

The HEW study concluded that the plans produced under inconsistent Federal 
planning requirements are of marginal utility to management decision-making, 
but do serve a compliance and monitoring function, though not usually as the 
sole basis for monitoring grantee performance. 
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OTHER PROGRAMS 

Analysis of the laws and regulations of the other Federal programs 
studied reveals an inconsistency in planning specifications similar to 
that observed in the HEW study. A chart of this analysis of other 
programs follows at the end of this section. Planning requirements are 
seen to be inconsistent between programs and Departments, and between 
statutory and regulatory specifications. 

No interviews were conducted to indicate how useful these documents are 
perceived to be for decision-making purposes, nor were any samples of the 
documents themselves analyzed. Federal program officials indicated that, 
as in HEW, the documents serve a heavy monitoring and compliance function, 
although reliance on the documents in this function would appear to 
vary considerably between Departments. 

In half of the programs (compared with 25% in HEW), the documents are per
ceived by Federal administrators as an adequate basis on which to evaluate 
grantee priorities. In the other half of the programs, either the grantee 
priorities are not evaluated at all, or else such evaluation is made upon 
some basi.·s· other. than the primary plans or applications submitted by the 
grantees. 

It is noteworthy that in some Federal programs a rather comprehensive 
set of planning specifications appears in both statute and regulation, 
e.g. HCDA (14.218), CETA (17.232), and Title XX Social Services (13.754), 
three relatively new block grant programs. 

DISCUSSION 

The absence of consistent Federal planning requirements between programs, 
even where such programs require grantee submit ta 1 of a 11 pl an, 11 suggests 
that the confusion of compliance and planning observed in HEW may exist in 
other Federal programs as well. The HEW effort to distinguish between 
planning and compliance requirements and documents might be made a more 
widespread Federal effort if further analysis bears out these preliminary 
indications. 

The presence of rather extensive and indeed similar management planning 
specifications in the newer block grant programs in three different 
Departments suggests that it may be possible to design corrunon Federal planning 
requirements (as distinguished from compliance requirements). These 
could form the basis for special adaptation to individual programs, and 
might lead to shared technical assistance to states or other forms of 
integrated services. From the grantee perspecitive, common planning 
requirements under several Federal programs would provide excellent 
incentive for integrated data collection and planning at the grantee level. 
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PROBLEM# 3 : Federal Eligibility and Services Specifications 

Virtually all Federal grant-in-aid programs mandate planning and inter-program 
coordination by the state/local grantee. Both "planning" and "coordination" 
imply a prerogative on theµirt of the grantee to target resources on needs, or 
to apply services to the greatest needs or to needs left unmet by other services. 
Without such prerogatives. 11 planning 11 is wishful thinking and "coordination 11 is 
little more than meeting with other service providers. 

Yet, while demanding coordination and planning of grantees, both Congress and 
Federal administrators often severely limit the power of state and local grantees 
to rationally apply resources to human needs. While Federal restrictions may not 
absolutely prevent state and local substantive planning and coordination, they 
undercut state and local management planning efforts. 

Federal restrictions as to what services state/local government grantees may 
provide to whom tend to artificially structure, if not totally pre-determine, 
identification of needs. These Federal statutory and regulatory specifications 
are often so detailed as to make it pointless for grantees to analyze citizen 
needs at all. If grantees are given certain limited funds for certain limited 
services to certain limited groups, why should they spend much time or money 
finding out who needs what? 

The impact of heavy Federal specification on eligibility and service falls even 
more heavily upon planning resources than on planning motivation. Staff resources 
used to verify, document, and account for state/local compliance with Federal 
eligibility specifications might otherwise by used to analyze citizen need and 
to prioritize services. 

HEW PROGRAMS 

The HEW study documents that HEW-administered statutes and regulations are 
replete with detailed eligibility and services specifications. The two charts 
which follow show whether such specifications are primarily regulatory or 
statutory in each program studied. It appears obvious that any real effort 
to remedy this problem must include legislative, as well as administrative 
change. 

It is periodically fashionable to decry gaps and/or duplication in social services 
programs. The HEW study does neither, but rather concludes that the Federal 
eligibility and services specifications are so complex and detailed that it is 
probably impossible ta be certain whether there are gaps or duplications at all. 

The following charts show lists of HEW services and eligibility criteria which 
might have been drawn up in many different ways. However drawn, they would 
continue to show heavy Federal specification as to just who may receive just 
what services under each categorical program. The charts may be seen as some
thing of an obstacle course for planners, as well as for the clients who seek 
to establish eligibility and obtain help. 
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OTHER PROGRAMS 

Similar charts of eligibility and services specifications were not drawn up for 
the other programs, since the other programs studied were primarily planning, 
not direct service programs. 

A broad study of Federal eligibility criteria across Federal Departments is now being 
conducted under the aegis of the Mountain Plains Federal Regional Council 
(Region VIII). It is called the "SPAARS" Project, for Single Purpose Application 
with Automatic Referral System. 

The legal constraints to a single purpose application imposed by statutes 
and by regulations are being studied for possible change so as to make more 
uniform the terms, definitions, and other provisions governing a client's 
eligibility. Client eligibility requirements have been compiled for each 
program, by statute and by regulation. These eligibility requirements are 
then analyzed by subject classification: income, client/identification, 
employment, medical, veteran, education/training, state agency validation/ 
certification, client resources and confidentiality. Through analysis of this 
compilation determinations are to be made as to which terms, definitions and other 
provisions of client eligibility are feasible of change so that the 
same information obtained from a client may be used to determine the client's 
eligibility for more than one service need. Also, this study seeks to identify 
areas where administrative costs may be reduced through single agency 
certifications of eligibility applicable to common program administered 
by other agencies. 

DISCUSS ION 

The main objective of SPAARS is to develop a simplified way for clients to 
apply for an array of Federal programs administered at state and local levels. 
Though primarily aimed at client problems with Federal specifications, the study 
may also be directed at state/local planning problems as well. 

Specifically, the "legal constraints study" under the SPAARS effort could be 
used to identify Federal statutory and regulatory specifications which could be 
simplified to allow greater state/local flexibility to apply resources to the 
greatest needs, as appropriate to individual localities. 

-24-



~ (/) * 
r> (/'l -o 
- c: :;;:J 
i:i (::> 0 
. 0 (/) r~ 
-j --f rn 
.~'> n 
,, -o• -I 
:j :.:j 
--C >-I~ 

"):::> :::0 
- r > 
- r :z 
c:: -<.-I 
"> n -o 
-< ...... ;o 
J ;::o 0 
') n G') 
: c: ;::;J 
:.::::::> 
'I (/) 3: 
') n Vl 
J ;;o ........ 
J c;J 
, IT1 
~o 

:J t:O 
c-< 

' (/) 
l --f 
) )::> 
: --f . c: 
> -I 
~ fT1 

Vl ,., 
"O ,-,., ·-· n (,"') ..... ·-· .,., lJ) ..... . ..... 

liJ 
r,-J ;o c: a r:J 0 "'O )_, (/) I 1~ 

..... 
;o Pl ·-· r., ....... :J: --f C') :~ 
(.") Vl 1'1 t/l (/I tn -~ '-i : 1: ri I C') 

<.~ :L> :l • -- ~ > (/) fl I C> C:> 
; 'l ·u CJ ·u CJ l') ::"> l;;J ...... C> >: 

(") r 
)> .... 
-f --f 
>'--< -<: 
0 
:z 

;n rri ,- ·:.: ..... r- •-4 n t :J r IT1 Vl 
(I) 0 ·: . .-. r- r- ):> :!~· 
:-1; n -~:. - ,_ r- A._ ..... IT1 -I --f -I C') 
-0 PI ):~ -< -< ) Pl -- C> 

--f IT1 

tlHPRD/\ XV 
-+-~-r---+----i---1---+---+---t-----1---i,_ NH PROA XVI* 

·~-><----+--><--+---+---(/)--+---+- 13.210 
----+---+----+----i---+--Vl---+---+---+----+- 13.211 

13.217* 
13.224* 
13.232 -1---------.._--+---+- 13. 25 7 
13.269 

-+-~-+----+-~--;-~+--~-+--~---<---+-----13.286 

(./1 

>< 
-__L_ I ;o ;o 

,,,-. . -- -
I ;o ;;:::>-~ 

.1 ;o ;;o (/) 

--
>< 

-4 I I 

>< ;o 

;o 

::0 

>< 

I_. ::n ---
I I 

"'~:** >< ;;o 

;o >< >< 
;;u I >< ~< 

./) 

~r ,, :J ·-·-- ----- -- --F - -- . -r-----
-1----- I (/) ;;u ;o -:' ±= >< r-----. ---- -----

x 1 vi - -----,-. ·- - -- -- - __ _.., 

'>< 

>< ;o 

. 
;d- j ;o 

>< >< 
(/) >< 
;o 

>< >< 

>< ;o 

;o 

;o 

>< ;;o 
>< ;;o 

>< 

>< 
>< 

x 
x 
;o 

x 
x 

>< 
;:;:::i 

;o 

>< 

x 
;;o 

x 

>< 
x 
>< 

L 
13.400 
13.4~3* ":.' 
13.403, 464, 465 
13.427-431, 512 
13.433* 
13. 449 
13.453 
13.455 
13.478 
13.480 
13.483 
13.486 
13.491 
13.493-495, 498-502 
13.519 
13. 525* 
13.534 
13. 542 
13. 548 
13.550 

13.600* 
13. 609 
13.624 
13.626* 
13.630 
13. 707 
13.714 
13.754 
13. 761 t 724 
13.748 

"T'1 
rri 
l', 
ll I 
·o 
~--r-



x;aV>* 
:::0 ::=:i ::0 -0 
rn rri rri :::a 
DDDC> 
ccc:c... 
~ ..._.. 1-C fT1 
:::o ;o ;on 
rn rn rn--1 
0 t:l 0 

C1 
OJ c:o c:o ::0 
-<-<-< ):> 

;z 
(/) ;::a (/) -I 
-I rri -I 
):> C1 )::> -a 
-I c -I ;::a 
er-co 
-I> --IGJ 
rn --1 rn ;o 

...... > 
QO 0 :s: 

z 
;;o 
rri 
C1 
c: 
r-
)> 
-f -0 
:z 

I 
. 

-
-

-gz-
'.P 0 •.: r- -~ l/l ::i: P"l Cl ·q '.l.,, ~-: C) c -i - ·I t/l ,; l/l ._... ,__... 
t-i -·-4 :-:....> ....... r11 ·iJ ,__, ,- . • ,,, r·-- 111 .,, , ,, ~lJ Pl ~1: :-r: :.:: :;-:: 
:~: :r: C"\ tt) :-r~ Pl\,) r 11 ··- l_' r'::.: --• _ '! • n ,_ .. rll (") ·q 
.,_", ;• .u c1 C) :L.: r11 u1 l) --~ ·- --t _ ... r 1- l~ <~J 
::-:-:: :..u -··f :i·· :r: ....... r11 ........... ~-~, ·--~ : :: ~::• ,-, ) .. t/> , ... t-, -• ~ .. .: ;..i.1 
......... ,__. :..u 111 :1":'9 ;u < ,, ·1 ,_., 1- .r• ,- ·\1 c1 :u rn 111 ;:: 
Vl n ..-::) -<: ;.1.J I (Tl :.: l'l r·- r· CJ Pl 1'1 :u - .)-" 
.-10:.: rrinr•l--i :r: n;uVl::--.....:..:-l 
;o c ;..~ l/l --i t.'<> CJ rJ •-• !:'' r 11 n )" --i - ..- c >--• 
;µ. :.: r P1 ~t' c.:. rn .... -4 n :1~ )> ;i._-, J:. -n V> :-: -f o 
-I l/l - ;u ;> ):> c-i C:J n - or· ;u n1 -t c:J v1 ;i;i ;;.:: 
...... Pl :-: ·: .... a :;,-. c:: :;:. o ;u --i Pl ·~ ;u vi --i ..... -........ 
0 I ):• >--< ::: C: --i l-, r.., ;:u C:: I 0 rTl • --i :n 
~-~n-r--~ -1'0 ~~~ -rn 
-~~rn~--iO--i X Vl Q<CJO~ 
~~q ~ ~- OVlrT'l ~-~~rn r ~ rri o -1rn~ an~ ;.o 
:i> rn o z -~< rnrn ~ 
;z ;.o <....... )> 

...... n r-
nm 
IT1 

I l I I j j I I H I V>j J J J 
I I J_±i J I 

Ul ! J J >-i ><i ! ;;-.-; y. l 
VljVll I - ,---, i--

;;o 
J 

:;:;:J I l J fX 

l i 

--

--

-
J l .1 x Vl I I_ 

--r 
VJ I 

. ' 
Vlj I I J 

Vll I I 
.1 I I ! 

Vlj I 
l l l V:J J l l ! .I, .l 

Lnl >< ;o 

i><1 · ... -: >< 

NHPRDA XV 
Nl!PRDA XVI* 
13.210 
13. 211 
13.217* 
13.224* 
13. 232 
13.257 
13.269 
13.286 

13. 400 
13.<~3* 

:UCO , ., -< U"I 
l7) , ,, 

c: U"I ;.o 
r --~ ..
)> )' .~ 
-i--ic-'1 ...... c.: ,.,., 
C> --i U"I 
~ ,,., 

.......... VI 
-0 
m 
n ....... .,, 
....... 
rri 
c 

;:o x ·- 13.403, 464, 46S 
Vl x ->< 

;:;) :;:;:J 

>< ;;o ·. 
I >< 
·:;o 

I>< 

>< I>< 

i>< 

>< 
:::-

::0 >< 
Vl >< 

,_,, V< 

>< -< >< .-, 

>< cX 

>< 

~ 

I>< I 

Vl 

I 

I 
I 

I 
I 

I 
I ---
I I I r·-I I 

~ -
-~ 

~ 

-

I . , 

13.427-431, 
13.433* 
13. 449 
13 .453 
13.455 
13.478 
13.480 
13.483 
13.486 
13.491 
13.493-495, 
13.519 
13.525·-'" 
13.534 
11. 542 
13.548 
13.550 

ry~~- _ ~- u _tt~~LJ~t~l-_lj~:-oC 13.GOO* 
;uj·:i --.J -~ L~'' l.·.::l.<.J[ );o ><fl ;,c ·o 13. GO'.J 

-·;q.;:1.::: -- - - ct-: 1· - !:--:-:r;1:;;11:·.J!-- --- -; ~;; ~~- 13. 624 
.=oj:<l-:: -- - l--+--.\-r,-:-.:; - j-;):.-_r-Z: --~J- ::G ~--- 11 G26* 

-·Vif0- :u- ·- -- ·~ u j __ ·-1-f.'.'.j'--1~r-l- :J--~~~- l J: GJO 
·;j1:;:- - - .LJ- --~-r- _1 ____ -T~~f- ~-;;- 13. 707 -i - -- - - ~!r- - --r-~-1---I--, -r- ----.. 

r-· ·1 , ·-: ·''i·'JI:·~, 1 -: .·~ 13. 71'l - -·- - - - - - - --r- i -; --,-· !- I j - ···- lJ. {r:,tt 

-~.l -·,-···E 1-;--!-,- .. ·-r1--i-1--L·-· n.1c1, n., 
--JJJ~t=· -~ __ /= --=.,~L!.:J~!=:~:.ll: ~ -... .LJ~~ ~-=--= i J. / 1rn 

512 

498-502 

:x: 
rn 
:::<::: 

.. 



PROBLEM # 4: ORGANIZATIONAL REQUIREMENTS 

In presenting his FY 1977 Budget Message, President Ford referred to the 
complex array of Federal, state and local organizations and agencies 
engaged in administering human resources programs. 

It would seem that the proliferation of Federal, state, and local agencies 
is partly a function of the numbers of categorical programs and the special 
interest groups they serve, and partly a result of the "add-a-program" 
approach which has characterized human services growth in the recent past. 
What is perhaps less well known is that Federal statutes and regulations 
sometimes go to considerable length to assure that individual programs will 
operate with minimal concern about other similar programs. Program autonomy 
is supported by legislators as an 11 accountability 11 measure and by program 
operators as an "independence" measure. 

State and local governments react strongly against Federal provisions which 
dictate organizational structure and staffing patterns on an ad hoc. program 
by program-basis. Such Federal provisions frequently take the--form of 
"single state agency" and "single organizational unit" rules, although many 
forms of organitation and staffing rules are found in Federal statutes and 
regulations. 

HEW PROGRAMS 

"At f..e.a.1.d .tiin.c.e. J9J7, .ti.tctt.utu a.d.mln.i-6.tvr.e.d btj .ttu..6 Ve.pa.Atme.n..t 
a.n.d ili p!I.e.de.c.e..6.tiO!r.. a.ge.n.ue..6 a.uthoJU..zin.g gJr.a.n..t.6 .to S.tctt.u have. 
Jr.e.qu.Vr..e.d .thctt. .the. Stctt.e..6, in. oJr.dvr. to Jr.e.c.uve. .the. gMn..t.6, u.ta.bw h 
o!I. de..6ign.ctt.e. a pa.Jr.t,[c.uf.a.Jr. S.tctt.e. age.n.c.lj, o!I., in. Mme. c.Me.6, an.lj on.e. 
S.tctt.e. a.ge.n.c.lj, .tha,t WO ui_d be. the. o n.f..lj a.ge.n.C.lj 60'1. a.d.mln.i-6.tvr.,[n.g the. 
p!I.ogJr.a.m wahin. .the. S.tctt.e.. Both tljpe..6 06 '1.e.qubi.e.me.n..t.6 have. c.ommon.f..IJ 
gon.e. undvr. .the. n.a.me. 06 ".tiin.gf..e. .6.tctt.e. a.ge.n.c.IJ" '1.e.qubi.e.me.n..t.6, an.d HEW 
ha..6 viewe.d bo.th a..6 wuva.f..be. unde.Jr. Se.c:Uon. 204 06 .the. In..tvr.govvr.n.me.n..ta.f.. 
Coopvr.a,t,[on. Ac.t 06 1968. 

Th eJr.e. a.Jr.e. ma.n. IJ .6 .tctt.uto '1.IJ '1.e.q ubi.e.me.n..t.6 no '1. a '1.g an.i z a,t,[o n.a.f.. .6 .t!I.uc.tuJr.. e.6 
in. HEW f..e.gi-6£.a,t,[on. whic.h a.Jr.e. n.ot .tiin.gf..e. .ti.tctt.e. age.n.ue..6 an.d .thvr.e.60'1.e. 
c.a.n.n.o.:t be. wa.ive.d unde.Jr. the. I n..te.'1.go ve.Jr.n.me.n..ta.f.. Coopvr.a,t,[o n. Ac.t. The. 
.tiin.gf..e. oJr.ga.n.iza,t,[o n. un.i.:t i-6 e.mpf..o lje.d a..6 a g e.n.vr.,[c. .tvr.m f.o!I. the..6 e.. 
The. '1.e.qubi.e.me.n..t 60'1. .tiin.gf..e. oJr.gan.iza,t,[on. unili .tihoui_d be. '1.e.vie.we.d 
a..6 Aw c.ome. up 60'1. '1.e.n.ewa.f.. o!I. in a.me.n.din.g Aw c.on..ta.in.in.g .6 uc.h a 
Jr.e.qu.Vr..e.me.n..t whic.h have. n.o e.x.piMtion dctt.e.. The. '1.e.qubi.e.me.n..t .tihouf..d 
be. efA.min.a..:te.d a.n.d e.xc.f..ude.d 6Jr.om new f..e.gi-6£.a,t,[on. un.f..e..6.6 .the.Jr.e. i-6 a 
c.o mpe.lli.n.g '1.e.a..6 on. 6 o!I. Jte..ta.in.in.g il ~ " 

("The Single State Agency Concept," a Report to the Secretary, HEW, 
1973, pp. 9-10, 61.) 

Since 1973, states seeking to consolidate HEW funded program agencies have 
found an easier way to sidestep single state agency requirements than by 
seeking waivers under the Intergovernmental Cooperation Act. They do so 
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by designating the state consolidated agency itself as the "single state 
agency" for each program agency included in the new organization. Single 
state agency requirements, however, continue to constitute a significant 
barrier to states wishing to divide responsibilities for a single Federal 
program among more than one pre-existing state agency. Interviewees ex
pressed continuing frustration at the difficulty of obtaining a waiver 
under the Intergovernmental Cooperation Act of 1968. 

Single organizational units, moreover, still present a significant barrier 
to the consolidation of administrative functions--including the planning 
functions--across the individual HEW programs at the state level. Single 
organization unit requirements demand the creation of agencies which are 
devoted exclusively to administering one program, and that personnel paid 
under that Federal grant work exclusively on that program. Some go even 
further and demand that any planning done for that program be done only by 
the same agency which exclusively adminsters the Federal funds under that 
program. 

The practical result is that these Federal funds may not be used even in 
part to support a more generic planning effort. It is therefore difficult 
to make these programs part of a cross-program planning effort. 

The HEW chart at the end of this section shows which programs contain such 
organizational and structural restrictions by statute and regulation. Single 
organization unit requirements are statutorily imposed in three programs. 
In terms of both statutory and regulatory restrictions, manpower planning 
is particularly adversely affected by these requirements, since 10 manpower 
programs are involved. 

OTHER PROGRAMS 

As the following charts show, single state agency and single organizational 
unit requirements appear to be rather common in both HEW and non-HEW 
programs. As in the HEW programs, such requirements often, but not always, 
originate in the statute. 

No analysis was attempted as to whether such requirements present the same 
difficulties to state/local grantees in non-HEW programs as the HEW discus
sions revealed. 

DISCUSSION 

State and local grantees of HEW programs have posed the question as to 
whether the appropriate Federal role includes restrictions on organization 
and staffing at the state and local government level. If so, and if 
Federal accountability demands such Federal dictates, why not in all 
programs? Why in only some? 
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It would appear that the same question may be applicable to all human 
resources programs. Federal inconsistency in the application of such 
requirements between programs indicates that there is no ·common Federal 
policy on this issue. 

If further analysis shows that Federal organization and staffing rules 
are froublesome for state and local government grantees, then this can 
become a concrete and identifiable issue in the area of intergovernmental 
debate. 
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ORGANIZATIONAL REQUIREMENTS 

-

The applicant must designate a 
Single State Agency or Sole State 
Agency. 

The applicant must designate a 
Single Organizational Unit, or must 
otherwise have a unit whose only 
responsibility is the administration 
of this program. 

The applicant must comply with 
certain requirements (other than or 
in .addition to the above) relating 
to the organization, structure or 
personnel configurations of the 
administering agency or agencies. 

State or local planning in this 
program must be done by a specified 
agency or unit: (an example would 
be a requirement that planning must 
be done by the Single State Agency). 
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PROBLEM # 5: GEOGRAPHIC DISTRICTING REQUIREMENTS 

Program consolidation proponents in recent years have developed sets of 
overlay celluloid maps which, one by one, reveal the different sub-state 
districts developed for the planning or administration of individual 
services programs. The final composite picture is typically one in which 
the state map resembles a pile of spaghetti. 

The proliferation of non-contiguous districts for planning or administration 
of state programs is obviously a barrier to cross-program planning, 
particularly in terms of data sharing, comparison of citizen needs and 
assessment of available resources outside of individual programs. It was 
because of this obvious difficulty that this study analyzed sub-state 
districting requirements, or geographical specifications in Federal 
statutes and regulations. 

HEW PROGRAMS 

As the following chart shows, the HEW statutes and regulations do indeed 
specify the identification and use of sub-state geographical planning 
and/or delivery areas for many programs. A closer look at the nature of 
these Federal specifications, however, shows that they are not nearly as 
restrictive as some state/local officials apparently presumed. Typically, 
the Federal requirements specify only that the grantee shall identify 
and/or use some sub-state districts--as determined by the grantee. 

There are some exceptions to this general finding. The Educationally 
Deprived Children and SAFA programs specify that local school districts 
shall be the planning and delivery area for the programs. A few programs 
require that states designate urban and rural areas, but do not otherwise 
restrict such designations. The HEW chart shows the nature of such 
specificati-0ns in the statutes and regulations studied. 

The major exceptions to this pattern in HEW are the National Health Planning 
and Resources Development Act of 1974, which specifies strict population 
criteria for the designation of Health Services Areas, affecting all 
health planning, and the Older Americans Act, which delineates factors 
to be used in establishing Area Agencies on Aging. 

OTHER PROGRAMS 

Four of the ten non-HEW programs studied show Federal requirements for sub
state districting. Closer analysis shows that the statutes and regulations 
in those programs not only require districts, but specify criteria against 
which they will be set up. Particularly problematic to state/local 
officials are the differences in the way various Federal programs define 
districts, such as "urban" or "metropolitan" areas. 
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DISCUSSION 

It is not the purpose of this paper to repeat the excellent ~tudies of 
sub-state regionalism and other related analyses which have suggested ways 
to relieve the jungle of jurisdictional boundaries that exists in some 
states (e.g., Advisory Commission on Intergovernmental Relations, Substate 
Regionalism and the Federal System, 4 vols., 1973-74). 

Rather, this paper suggestsa more limited listing of the Federal statutes 
and regulations which create disparate sub-state regions, and a brief study 
re-confirming the hindrance which these rules pose to rational human 
resource planning. This data might be useful as a basis for seeking 
a statutory and requlatory moratorium on additional Federally imposed 
program specific districting. This would constitute one step in favor 
of more rational sub-state regionalism. 

It should also be noted that Section 3075, the Intergovernmental Coordin
ation Act of 1976, would provide added emphasis to area planning, and added 
flexibility for state/local government in designating area wide planning 
agencies. 
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GEOGRAPHIC DISTRICTING 
REQUIREMENTS 
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PROBLEM # 6: ADVISORY GROUP REQUIREMENTS 

The Federal government is deeply involved in telling state and local govern
ment grantees v1ho shall advise them in planning for human services. The 
Federal specifications are apparently aimed at forcing grantees to pick 
advisors who have some knowledge of, or are affected by, the programs. 
State and local program managers feel that this may put strings on the 
evaluative judgments which are part of the planning for the programs. 
Additionally, in some areas (particularly rural areas) membership require
ments may cause some special groups to duplicate their participation on 
many advisory groups. 

The Federal government is also involved in detennining the authority and 
responsibilities of advisory groups. There are some cases where Federal 
requirements concerning the authority of advisory councils directly conflict 
with state and local legislative authorities, thereby precluding some 
governmental units from being grantees. 

Perhaps the most important point cited by HEW interviewees is that Federal 
advisory group requirements tend to focus on a single approach to citizen 
influence. As state and local governments experiment with other methods 
of including citizens in the planning-decision making process, (e.g., 
publication of plans, public hearings, task forces, public comment mechanisms 

such as "hot lines") they are finding 

- a "mix" of approaches is often necessary and desirable 

- the approaches which appear to result in the most effective 
citizen involvement vary greatly in different situations. 

HEW PROGRAMS 

In the 54 HEW programs studied, some 14 state advisory committees are 
required, plus local advisory committees in at least 8 of the programs. 
Approximately half of these requirements are based in statutes. 

The Federal regulations on advisory committees are incredibly detailed as 
to the make-up, and sometimes the functions, of the groups. Most specify 
that the groups are to be made up of various combinations of consumers of 
the particular program, professionals providing a given service, and other 
citizens with various characteristics such as residence in a given area, 
income level, etc. In 7 programs, regulations and/or statutes specify 
that program operators must form part of the advisory groups. · 

The following chart shows which programs have these requirements in statute 
and/or regulation. Most of the advisory groups are charged with providing 
input to, helping to develop, or reviewing and commenting upon the plans 
and applications prepared for those programs. A few have more extensive 
administrative responsibilities. For the most part, these groups advise 
the state or local agencies administering the programs, not elected 
officials or the Federal government directly. The study did not attempt to 
evaluate in-depth the content or effects of the advisory activities. 
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OTHER PROGRAMS 

As the final chart in this section shows, four of the non-HEW programs 
studied require state and/or local advisory groups by statute and/or 
regulation. Whereas the HEW study was able to indicate heavy reliance 
on the advisory group approach as opposed to other forms of citizen input 
mechanisms, the extension of this issue to other programs does not allow 
such a conclusion. It does little more than to verify that advisory 
group specifications are not just an HEW phenomenon. 

DISCUSSION 

It is anticipated that further an~lysis would show advisory groups to 
be a rather common focus of Federal statutory and regulatory specification. 
If so, an analysis of the relative effectiveness of such groups in assuring 
citizen influence upon program decisions might be fruitfully conducted 
across a number of deoartments. 

Such an analysis might reveal whether Federal specification of certain 
citizen-input mechanisms is successful, under what circumstances, and 
how citizen influence may be more generally and effectively applied to 
all Federally-funded human resources programs. 
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PROBLEM #7: FEDERAL FUNDING RULES 

It is unclear to what extent Federal allocation formulae, financial partic
ipation formulae, and maintenance of effort requirements determine how 
much money, in the aggregate, is spent for human services. These requirements 
determine whether those expenditures will come from Federal revenues or 
state/local government revenues. To the man in the street, these Federal 
specifications govern whether his Federal taxes or his other taxes will 
pay for the services provided. 

Federal allocation formulae determine which portion of a Federal appro
priation will go to each state or local jurisdiction. The formulae 
contain many criteria, some of which require census-type counts of 
citizens who fall into certain categories. For example, Indian Educa
tion Grants to Local Education Agencies depend upon the number of Indian 
children in a given school district, compared with the number of non
Indian children, and with the number of children in school nationwide. 

Federal financial participation (FFP) formulae--better known as state/ 
local matching requirements--determine what portion of each dollar spent 
on a service program must be 11 put up 11 by the state or local jurisdiction 
so as to 11 draw down 11 the rest of the dollar from the Federal government. 
If the FFP is 75%, then the state/local grantee must provide 25% of the 
funds required to provide the services of that program to its citizens. 

Maintenance of effort requirements are any specifications designed by the 
Federal government to ensure that Federal funds will not displace the 
state or local funds already being spent in providing a given service 
as of a certain date, usually before the Federal funds became available. 
Sometimes a grantee may r.ot provide less than he did during the year just 
previous to the current one; the state or local government must 11maintain 
its effort 11 in the program. 

HEW PROGRAMS 

The first chart in this section shows whether these three types of require
ments are found in statutes, regulations, or both, for each of the programs 
studied. The second chart shows the FFP percentages. Where more than one 
formula applies in one program, depending on various circumstances, each 
of the possible FFP rates is shown. As this chart shows, these require
ments are many and varied within the HEW programs studied. They are heavily 
grounded in statute, although there are some programs in which one or more 
of the requirements appear to be based on regulation alone. 

The second chart presents a quick picture of the array of Federal financial 
participation rates in each of the HEW programs. It show that some pro
grams offer as many as four different matching rates, depending on circum
stances within the program site. 
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This study asked state and local officials about the influence of the 
FFP formulae on state and local government priority setting. Of the 49 
who discussed this question, 25 felt that the FFP has a "great influence" 
on such priorities, 17 felt that the FFP influenced state and local 
priorities "somewhat," and 7 saw no influence. Not all of those who 
believe that the FFP influences priorities see this as undesirable; 
some point out that the Federal matching funds are useful in encouraging 
state legislatures to provide the matching funds. 

OTHER PROGRAMS 

The third chart in this section shows that the array of Federal matching 
rates is probably as variable as in HEW programs. Respondents were not 
asked to identify whether such rates are statutorily or regulatorily set, 
but it is a safe assumption that, as in HEW programs, statutes determine 
most of these rates. 

The third chart also shows that half of the programs studied contain, by 
statute and sometimes regulation, requirements that the grantee maintain 
fiscal effort with non-Federal money, or provisions against displacement 
of state/local funds with Federal funds. 

The Great Lakes Federal Regional Council (Region V, Chicago) has done an 
extensive analysis of allocation formulae. The findings of that study which 
bear repeating here are: "(a) that the cumulative effect of these formulae 
on any one state is unpredictable, (b) that the individual program 
formulae often bear a questionable relationship to the purpose of the 
program or the clientele to be served, and (c) that further study of 
this relationship is warranted and would probably suggest a need for 
statutory change in many programs." 
(Region V FRC Resource Allocation Task Force, "An Introduction to 
Formula Grants,".July 1975.) 

In view of the extensive Region V FRC effort, no analysis was made here 
about allocation rates. The Region V FRC report covers 40 programs in 
all. These include 25 HEW programs, 20 of which are also covered in the 
Region X HEW Planning Study, plus 15 other Federal programs, 5 of which are 
common to this analysis as well: 

DISCUSSION 

DOI 15.605 and 611 
LEAA 16.500 and 502 
DOL 17. 232 

The multitude of Federal matching rates is rather easily understood in terms 
of its historic origin in Congress. Variable matching rates enable 
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Congress to recognize a need without assuming the full burden for serving 
it. FFP formu 1 ae a re, in fact, a sort of 11 proportionate maintenance of 
effort 11 requirement, i.e., so 1 ong as Federa 1 funds are used to meet this 
need, the state or local government must carry its 11 share 11 of the load. 
FFP formulae also appear to indicate a set of Congressional priorities; 
a program funded 100% with Federal funds would appear to be more important 
to the Congress than one funded at 50%. In fact, however, given the 
piecemeal way in which the programs have arisen, it is doubtful that the 
formulae should be understood to represent Federal priorities; they may 
better represent available Federal funds at the time of the authorization, 
or the make-up of the authorizing committee and the current expenditures 
of their own states in a given type of service program. 

Whatever the reasons for the origin of the FFP formulae, the end result 
is a grab-bag of matching rates, some more appealing to state and local 
governments than others. At the very least the 11 system 11 makes for 
unnecessary complication and budget paperwork; at worst, it skews state 
and local priority'-setting away from an objective response to needs and 
towards a purely fiscal response to the most advantageous Federal matching 
rates. 

Fixed dollar maintenance of effort (M of E) requirements indicate that 
either (a) the Federal Government does not expect the problem to go away, 
or (b) it wants to pull Federal money out first if the problem does start 
to go away. Fixed-dollar M of E requirements are not necessarily less 
advantageous to state and local government than proportionate M of E 
requirements (FFP); that depends on where the fixed dollar line is pegged 
and what happens to the total cost of the program over the years. Fixed
dol lar M of E requirements, however, constitute a greater disincentive for 
the grantee to engage in creative action to remove this problem or to 
administer the service more efficiently. Under fixed-dollar M of E, the 
grantee saves nothing until the cost of the program falls below the M of E 
level. Fixed-dollar M of E requirements also imply a risk for the grantee. 
If the local appropriation drops below the M of E line, all the Federal 
fu·nds are in jeopardy. Most significantly, of course, fixed-dollar M of E 
requirements prevent state and local governments from shifting state and 
local dollars to better address the variable needs within the citizenry. 

While fixed-dollar M of E requirements may be useful for limiting Federal 
expenditures, they do so at the direct expense of state/local flexibility. 
They directly limit state/local ability to adjust resources to needs and 
penalize states which provided funds to resolve those problems before a 
Federal program was instituted. 

In sum, all three types of federal funding rules (FFP, M of E, and Allocations) 
represent micro-mechanisms for applying incentives and strictures to the 
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spending of state/local dollars along with the federal dollars offered 
by Congress. These mechanisms are "rationalized" on a program-:-by-program 
ad hoc basis, but the CUMULATIVE effect of such mechanisms on state and 
local governments is never analyzed nor rationalized. Were this done, 
it might be that a more effective set of Federal incentives to state/local 
effort could be devised. At the very least, a simpler and more efficient 
process for mixing public dollars could probably be designed. A less 
efficient and more complex system than the present one would be hard 
to conceive. 
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NHPRO/\ XV c. 75°!, fv:l_!_ies'somcv1tJat) 
fUIPRfJ-=-A-X-,!-I _* ____ 6_6--7-:J-~(J- l 0(('. 
13. 210 Less ih<; n-100:7');,.----------------
13. 211 Less th~n 100~ 
13.217 ~ Varies 
13. 224* Less than_.J.00:~ 
13.232 o~~ --------
13.257 -----="'ro-c.o-% _____ ---·-· -- ----
13.269 50% Maximum 
13.286 90% 

EDUCATION 

' 13. 400 100% ------------------13.403 * 50% -----------------13. 408, 464, 465 Varies ----------------13. 427-431, 512 75-80-84-85% ----------------------13.433* 100% 
13.449 -----1-0-m-~ ----------------
13.453 100%-80%-70% 
13.455 100% -------------------------13.478 100% 
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Proble~ 8: Locus of Federal Responsibilities 

Since the advent of the Catalog of Federal Domestic Assistance, the state/local 
problem of locating Federal fund sources has been markedly reduced. Grantees 
can determine from the Catalog what programs they may potentially apply for 
and where to begin applying. Receiving and maintaining a Federal grant, however, 
implies more than simply applying, and there is little information in the Catalog 
as to how grants are processed and maintained. At least nine basic activities 
comprise the Federal role in both formula and project grant programs: 

1. Receiving the plan or application. 

2. Reviewing plan or application and recommending grant action. 

3. Approving the grant, or 

4. Disapproving the grant. 

5. Holding the official plan or application of record. 

6. Issuing the grant award. 

7. Monitoring of grantee program performance. 

8. Grants management, compliance & fiscal monitoring of grantee. 

9. Providing technical assistance to grantee. 

Grantees, particularly inexperienced ones, often have occasion for confusion 
as to which Federal office is responsible for which of the above functions. 

HEW PROGRAMS 

As the following HEW chart shows, the functions identified above are divided 
rather inconsistently between the central and regional offices of HEW, even 
within individual agencies, e.g., the Office of Education. 

This inconsistent locating of Federal responsibilities poses an obvious 
problem should a state or local government hope to present to HEW a 
consolidated plan or application covering more than one program--namely, 
who in HEW does what with respect to such a plan or application? 

Aside from the special problems of consolidated planning or application 
submittal, the inconsistent locus of responsibility within HEW works 
against any attempt of a state of local government planner, budget 
officer, program administrator, or elected official to track Federal 
actions across a number of programs operating in his jurisdiction. 
There is no simple way for him to find out where the Federal· responsibilities 
are lodged. No charts such as the one presented here are publicly 
avartficble, nor is there any assurance that this one will long remain current. 

OTHER PROGRAMS 

As the final chart in this section shows, other Federal programs appear to 
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t. 

be more heavily regionalized, in general, than many HEW programs. There may 
well be less confusion among state/local grantees of these programs than is 
the case in HEW programs. 

DISCUSSION 

If further analysis indicates that HEW is a unique locus of this problem, 
the finding may be useful in addressing a recent Congressional trend to specify 
the locus of respon~ibility in programs such as Vocational Rehabilitation, 
Older Americans, and Education programs. 

-48-



>< _, * 
;;o -0 "'O 
rnr7-l 
G'> :t> a 
>-e z c_, 
0 P1 
zon 
):> :;;o -l 
r 

)>Cl 
0 -0 ;:o 
..,., -u :P 
-,., I :z: ---i nn 
rn ):> -o 

-l :::0 
:::o-o 
fTl 0 (j") 
Vl :z :::0 
-0 ):> 
0 ::r: 3: 
::z: n1 Vl 
(I) I 
>-<O 
to -r:z --lVl 
-<-I ,,. 

~-1 
f'T1 

0 ..,., .,, -n 
rn 

·-·I 
ru 
n 
;y 
:-i 
-'· 
() 

'" _, 

µ 
Ill 
VI 
-'• 
Ill 
rf· 
Ill 
:;! 

n 
ro 

x 
x 
><. 

x 
>< - x 

>< 

-->< 

...... 

' 

>< 

>< 

>< 
>< 
>< 
>< 
>< 
>< 
x 
>< 
x 
>< 

,,..-·-...""\"I 

C> . 
c.r 0 

(. ·'· l() 

111 . 
(> llJ 
<T :.1 
-'· 

·< •·. .. -. ... 0 
"'~ ;:, ...... -'• 

rt . .0 
"1 
-'• 

::I 
\0 

x 
>< 
>~ 

>< 
>< 
>< 

x 

x 

...... 

>< 

x 

x 
>< 
>< 
x 
x 
x 
>< 

x 
x 
;;...: 

I I 
,.- ... (j) .,, ,__, 
(") ·; ... ._,, 
(.) ru :.:;. V• 

:1 .. (ij 

·u ,-1- :) fl· 
-1 V) n V1 ..... •. .1. 

tu ~ OJ Ii) . -
::i ru .;_, ") 

() ::i "' (0 01 ~-': ·~ 

-....... -to ,.., c-i· 

CD ::l 
3 "' (!) C.."J 
::l IJ 
r+ :'3 

(D 

::J 
c-t 

-

. 

>~ x x 
---->< >< >< 
>< >< x 
x x >.: 

>< >< x 
>< >< >< 

>< >< x 

>< >< >< 

.?'- >< >< 

>< >< 

>< >< x 
x -

>< >< >< 
>< 
>< 
>< >< >< 
>< 
>< 
>< 

->< 
-->< >< - ...... 

>< x x 

6v ··- - I 
5'~ 

I i. .. -; -; .. 
i . .. I 'I) 

I n _, ~ ~, ·rJ 
c Cl.. i '" I .. 
i5 "'' I 

'\ 1 0 
::l C.::> .,. _; .. 
c+ --ti ; I ,-.;, 

' -+, (.> I V1 

I -'• < n _,, (\) I 
llJ Vl 

I 
_, 

I 
I 

I 

-
>< ;;< >< 
_, ...... 
x >< x ----::< >< >< 
_, 

>< 
>< x >< 

>< >< >< 

x 

-x 

x 

>< 

.. 

>< >< 

>< 
>< 
>< >< >< 

x 

>< 
x 
x -->< 
>< >< 

;,J."J ;o 
<I> fi> 
< n -·· ro 
(ll -'· 

:.: < 
VI fl) 

Vl 
-0 ...... _ 

-0 
).> ' ~ 

-
>< >< 
>< >< 
>< 
>< >< 
>< 
>< >< 

>< >< 
>< I 

>< >< 

>< 

>< 

>< >< 

........ >< 

·-

>< >< 
>< >< 
>< >< 
>< >< 
>< x 
x >< 
>< >< 
>< >< 
>< >< 
>< >< 

. 

-

Vl ,, I 
•··1 rr1 0 
t:J C:l n 
•··• f'l1 c-
r· ;;u Vl ... ... )• 
-i I 0 - -ri 
fll :::0 
(/J rri 

(/) 

-0 
0 
:z: 
I 

NllPIW/\ XV 
Nl!PRDA XVI* 
13.210 
13. 211 
13.217* 
13.224* 
13.232 
13.257 
13.269 
13. 286 

l 3. 400 
13.403~' 
13.408, 464, 465 
13.427-431, 512 
13.433* 
13.449 
13.453 
13.455 ::::: 
13.478 
13.480 
13.483 
13.486 
13.491 
13.493-495, 498-5 
13.519 
13.525* 
13.534 
13.542 
13.548 
13.550 

13.600* 
13.609 
13.624 
13.626* 
13.630 
13.707 
l3.i'l4 
13.754 
13.761, 724 
13.7'18 



I 
·c.n 
0 
I 

LOCUS OF FEDERAL ... 

RESPONSIBILITIES 

Receives plan/application 

Reviews, recommends action 

Final approval 

Final disapproval 

Holds the Document of Record 

Issues grant award 

Program monitoring respons i bi 1 i ty 

Grants management responsibility 

Provides technical assistance 

X - Regional or Area Office 
Responsibility 

HUD DOI LEAA DOL 

.--

.--
l.O 

oa 
M co LO 0 N N 
0 .-- 0 0 0 M 
N N l.O LO LO N . . . . . 
o:::t o:::t LO l.O I.!'.) ...... .-- ,.... ,.... ,.... ,.... ,.... 

x x x x x x 

x x x x x x 

x x x x x x 

x x x x x 
.. 

x x x x x . ,, 

x x x x x x 

x x x x x x 

x x x x x x 

x x x x x x 

· (~o X - National or Central 
Office Responsibility 

.r 

DOT EPA 

M I.!'.) 0 
0 N 0 .-- o:::t l.O . . . 
0 l.O l.O 
N l.O l.O 

x x x 

x x x 

x x 

x x 

x x 

x x x 

x x x 

x x x 

x x x 



PROBLEM # ;9: DUE DATES 

So me. State. and f o c.al gov eJtnm e.n.t-6 c.o mm,Lt .6 ub1.i :ta.riti.a.l ti.me. and Jz.e.J.i ou!l.c.e.J.i to 
k.e.e.ping in6oJz.me.d 06 a.vaifabfe. Fe.de/Lal a.61.J,[J.i:ta.nc.e.; othe.M a.Jz.e. unwilling oJz. 
unable. to mak.e. .6uc.h an e.6 6 oJz.t. Fu!l.the.Jz., the. .6 y1.ite.m '1.i c.ompfe.x,[ty ha.1.i 
e.nc.oUJz.age.d and afmoJ.it Jz.e.qu..[Jz.e.d State. and foe.al goveJtnme.n.t-6 to e.ngage 
inc.Jz.e.cu. ing fy in g Jz.an.-UmanJ.i hlp • 

The. F e.de!tal GoveJtnme.nt hM no 1.iing fe. 1.iou11.c.e. o 6 Jz.e.f..[a.bfe. and c.ompfe.te. in6oJz.
ma.t,i.o n on the. type. and ava..[fab,[f,[ty 06 Fe.de!ta.f a.1.i1.i,[J.i:ta.nc.e. pJz.ogJz.a.ml.i 6oJz. State. 
and .toe.al goveJtnme.nt.6. Be.c.aUJ.ie. 06 the. pJz.oli6elta.t,i.on 06 1.iuc.h pJz.ogJz.a.mJ.i, 
State. and f o c.a.l gov e!tnm e.n.t.6 have. d e.v o te.d c.o nJ.iid eJta.bf e. ti.me. a.nd e. 6 6 oJz.t to 
ide.nt..[6 ying, k.e.e.p.ing in6 oJz.me.d o 6, a.nd a.va..[ling the.m1.i e.lve.1.i o 6 F e.de!tal 
a.1.i1.i,[J.i:ta.nc.e.. Vupile. the.ill. e.66ow, ma.ny State. and foe.al o66iua.l.6 do not 
fea.Jz.n 06 a.va...[fable. Fe.de/Lal a.1.i1.i,[J.i:ta.nc.e. oJz. ·.te.a.Jz.n 06 ,Lt too fate. to apply. 
(General Accounting Office, "Fundamental Changes Are Needed in Federal 
Assistance to State and Local Governments," August, 1975, pp. 19,22.) 

A major part of the state/local difficulty of keeping up with Federal grant 
programs is the task of identifying the dates each year on which plans and 
applications are due to the various Federal agencies. Early knowledge of 
the due date is obviously critical to state/local ability to produce quality 
plans and applications. It is also important from the perspective of the 
state/local manager trying to deploy staff time wisely. 

The problems which the Federal system creates in formula programs differ 
from the problems created in project grant programs. The. state formula 
grantees expect to submit annual documents. Their problem is being sure 
to learn each applicable due date in time to prepare the document required. 
This problem is compounded for elected officials and planning or budgeting 
officers who may wish to compare plans in different stages of development 
at any given time. For project grant applicants, including state and local 
governments, the problem is tracking available funds and due dates so as to 
make timely application. 

HEW PROGRAMS 

The HEW study confirms the GAO finding that state and local governments must 
spend considerable staff time to track Federal due dates. There is annual 
anxiety and confusion about due dates for plans and applications·submitted 
to HEW and the array of submittal dates makes cross-program planning all but 
impossible. 

This study found that in about half of the programs studied the due date 
for state/local submittal of annual plans or applications to HEW changes 
each year. The dates generally fall between January and July. Some are 
announced via the Federal Register; others are announced by letters to the 
prospective grantees, program memoranda, policy instructions, or informational 
bulletins. All are set by the Central Office HEW program agency with the 
exception of three health programs in which the regional health agencies 
set the date (Family Planning, Health Services Development Project Grants, 
and Alcohol Formula Grants), and one other program in which the states choose 
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between alternative dates (Title XX Social Services). The following chart 
shows which programs have changeable due dates and how these are announced. 

OTHER PROGRAMS 

lt would appear that extension of the HEW analysis to other federal programs 
would quickly confirm the GAO findings. As the final chart in this section 
shows, (1) due dates vary greatly among programs, (2) most programs tend 
to change the due dates for plans and applications frequently, and (3) the 
due dates are ordinarily set by the national office, though sometimes by area or 
regional Offices. 

Perhaps most surprizing is the indication that none of these non-HEW programs 
announces the due date for plans and applications via the Federal Register, 
which is the only official and universal Federal organ for such information. 

DISCUSSION 

The aforementioned GAO report urges greater information-sharing activity under 
the FRC system as a solution to state/local grantee information problems. 

A more irmnediate and direct solution to the more limited problem of due dates 
may be possible, especially since such a solution apparently would not involve 
changes in either statues or regulations. The primary solutions being con
sidered by HEW are: 

(1) Allowing States to pre-select their own due dates for all 
or groups of F2derally-reguired fonilula grant plans._ E.g., 
a state would announce that its Federally-required plans for 
HEW and DOL formula grants will all be completed by March 31 
for the fiscal year beginning the following October 1. Once 
selected, that date would be binding and no more flexible 
than the current Federally-set date. But the state would 
have chosen it to allow cross-comparison of plans and to 
accommodate the state's own planning, budgeting, and legis
lative cycles. 

(2) For project grant programs, where equitable competition must 
be assured, ~deral agencies would announce on a set date in 
the.Federal Register all the various due dates for all pro
ject/discretionary grant programs in the succeeding year. 
There would still be exceptions in the form of new programs 
legislated after the publication date, and perhaps appropri
ation timing problems, but these would not be as extensive 
as the present system of helter skelter due date announce
ments. 
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PROBLEM # 10: ANTICIPATING FEDERAL RESOURCES 

"Unc.eJLta.i.n.:ty a.bout 6und<.ng Jz.e.du.c.e..6 the. value. o 6 planning 
on the. pa.Jz.t 06 State. and .toe.al gove.Jz.nme.nt.6 and ma.ke..6 -0uc.h 
planning moJz.e. d<.66-{.c.uU. Suc.h unc.eAf.a,i_n.:ty ma.ke..6 State. and 
.toe.al gove.Jz.nme.nt.6 Jz.e.a.c.t to Fe.de.Jc.al M-O-Wta.nc.e. M il be.c.ome..6 
a.vcU..e.a.ble. and d-Wc.ouJz.a.ge..6 pla.nrU.ng 6oJz. the. in.:te.gtr..a.Li..on 06 
Fe.de.Jc.al p1c.ogJz.a.m6 in.to the.iJz. 6unctioM. Th-W impa.c.t on the. 
planning pJz.oc.e..6-0 a.l-Oo ma.ke..6 pJz.ogJz.am impleme.n.:tation moJz.e. 
d<.66-{.c.uU a.nd le..6-0 e.66-{.c.ie.n.:t a.nd e.6fie.c.tive.. • 

(GAO Report, Q£_. cit., p. 26.) 

The single greatest barrier to improved planning, according to state 
and local officials interviewed in the HEW study, is the timing problem. 
Grantees cannot accurately anticipate Federal resources early enough 
to plan the coming year's budget adequately. Reliance on the previous 
year's funding fugure, adjusted by hearsay and guesswork is standard 
operating procedure for grantees. -

The following calendar shows two fiscal year: Year l is the planning year, 
Year 2 is the operating year. 

Year l 

Year 2 

July - Beginning of FY 
Oct. - State Agencies Prepare Budgets 
Jan. - Legislatures Convene/President's Budget Announced 
Feb. - Federal Projections 
June 

July - Beginning (old) FY 
Oct. - Beginning (new) FY/Appropriations 
Jan. ) 
Feb. ) Old appropriations, allocations 
June ) 

In about October of Year l state agencies must prepare their budgets for 
Year 2's operations. They do so to be ready for their legislatures which 
convene in January of Year 1. But usually the legislatures have already 
convened before the President presents his budget message in January. 
Then it isn't until sometime during the operational year, Year 2, that the 
state agencies and legislatures know what the actual Federal appropriation 
is and their state share will be for the programs they are operating. 
In short, state agencies and state legislatures must both engage in 
considerable guesswork to anticipate Federal funds. 

The new Federal fiscal~year won't address this problem directly. It may 
produce appropriations and thereby allow state allocations early in Year2, 
but state agencies will still do their basic budgeting back in September or 
October of Year 1, to prepare for the January meeting of the state legislatures, 
and the President still won't announce the Federal budget request until after 
those legislatures convene. 
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HEW PROGRAMS 

State and local officials, in discussion with HEW, spoke in considerable 
detail about when their program budget requests must be submitted to 
their state/local planning or budgeting offices each year, when they 
receive dollar projections and final grant figures from HEW, and when 
they would like to receive solid Federal figures for their own planning 
and budgeting purposes. 

The responses show that state/local agency budget requests are usually 
made in September or October (9 or 10 months before the beginning of 
the applicable Federal fiscal year), so that state/local budgets can be 
prepared before the beginning of the legislative sessions in January. 
They ordinarily receive their first Federal projections between February 
and May, 2 to 5 months before the fiscal year) and their actual Federal 
allocations after the beginning of the applicable fiscal year. Even after 
the Congressional appropriations,some state allocations are delayed for 
months while HEW factors the latest data into its complex allocation 
formulae. 

Most interviewees felt that it is not unreasonable for them to receive 
firm Federal dollar estimates a month or so before they submit their budget 
requests, i.e., in July or August (one year in advance of the 
July fiscal year, 15 months in advance of the new Federal fiscal year 
beginning in October.) The Congressional Budget Act and the new Federal 
fiscal year are not expected to solve this problem. The President's 
budget announcement will still be in January, and it serves as the primary 
basis for Federal projections. The state legislatures will continue to 
convene in January, and this establishes the state budgeting timetable. 
Thus the question remains: How can HEW get good figures to state/local 
grantees 12-15 months before the fiscal year begins? 

OTHER PROGRAMS 

General inquiries among the ten other Federal programs showed that most 
are unable to give Federal projections of state allocations with any 
certainty until at least March of Year l - some time after the state 
agencies have prepared th~ir own budgets. Apparently, however, early 
appropriations in some Federal programs have enabled them to prepare 
actual state allocations almost as early as their Federal projections, 
thereby providing grantees with firm figures in advance of, or at least 
early in, the operation~l year. 

Such a situation, while clearly preferable to that observed in most HEW 
programs, still does not approach the ideal of state and local government 
officials: knowledge of Federal resources before they prepare their 
own budgets. 
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DISCUSSION 

Earlier Federal appropriations and speedier Federal allocations always 
represent improvements from the -perspective of state/local planners. 
However, there are only two possible solutions which aoproach the ideal: 
(1) forward funding or (2) multi-year appropriations. 

Forward funding has been employed in some Education programs--to the great 
satisfaction of state/local education administrators. An expansion of 
the programs covered by forward funding is included in the President's 
current Education Block Grant proposal. 

It would appear however, that forward funding is not an unalloyed solution: 

"Owz. Jte.comme.nda.tion a.bout: 6otr.Wa.Jtd 6u.nd1ng a.nd a.ut:ho!U..za,Uon1.:i 
a.nd a.pp!topJr,.[a,t{_on1.:i 6oJt iongeJL than 1 6L6ca.i ye.a.Jr.. Wal.> bJtoa.dty 
e.ndo.li6e.d; mo~t Jtv.iponde.n:t.6 a.gJte.e.d .-LtJ.i 6u.ti a.dop.tlon would 
~igrU,6ica.ntiy Jte.du.ee. 6u.nd1ng u.nevr.,ta,i,ntiv., 6oJt potential 
gJta.nte.v.,. Howe.ve.Jt, OMB a.nd ~ome. othe.Jt Jtv.iponde.n:t.6 ha.d ~e.!U..oM 
Jtv.ie.Jtva,tion1.:i a.bout: fiotr.Wa.Jtd 6u.nd1ng; the.y note.d it would 
Jtv.i:tJUet Fe.dVc.a.t 6L6ea.i policy a:.nd ove.Jta.U bu.dge.t file.ubility 
by ineJte.Ming the. numbe.Jt a.nd ~ize. 06 Jte.la,tive.ly u.neontJtoUa.bte. 
pJtogJta.~ in the. Fe.de.Jta.i bu.dge.t." 

(GAO Report, .2£_. cit., p. 51.) 

Whatever the full scope of national considerations which should be 
included in this discussion, this preliminary analysis sheds light 
on one point: from the perspective of state/local government planning, 
timing incompatibility is possibly the most serious of all problems. 
At present the Federal government is in the posture of requiring 
state/local governments to plan, and simultaneously forcing them to 
attempt planning on the basis of guesswork about Federal resources. 
As the Federal share of resources gradually outweighs the state/local 
shares, this Federal position becomes less and less defensible from a 
planning perspective. 
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PART I II 

SUMMARY OF RECOMMENDATIONS 

Each of the ten problems identified in this report appears to be common 
to many Federa 1 programs. Generally, it is recommended that this study 
be expanded to cover a larger number of Federal programs with state or 
local government grantees. 

Fo 11 owing, in brief form, a re the other more specific recommendations 
made in this report for addressing each of the problems identified. 

Problem 1: The Documentation Blizzard 
Recommendation: Simplification or standardization of primary grant 

documents, such as Federally-required state plans and 
grant applications. 

Problem 2: Inconsistent Federal Planning Requirements 
Recommendations: 

(1) Distinguish in Federal statutes and regulations 
between planning and compliance documentation; do not 
call compliance documents "plans." 

{2) Design general or common Federal planning require
ments for grant-in-aid programs; allow adaptation to 
individual programs. 

(3) Increase training of federal employees and 
technical assistance to state/local governments on 
planning techniques. 

Problem 3: Federal Eligibility and Services Specification 
Recommendation: Build upon the legal constraints study under the SPAARS 

Project (Region VIII FRC) to simplify Federal statutory 
and regulatory specifications as to who may receive 
what services in client-related programs. 

Problem 4: Federal Organizational Requirements 
Recommendations: 

(1) Analyze present utility and drawbacks of single 
state agencies, single organizational units, and 
other Federally-required organizational structures 
and staffing patterns for state/local grantees. 

(2) Develop a standard Federal policy applicable to all 
programs in this respect, delineating the appropriate 
limits of such Federal specifications in an intergovern
mental system. 
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Problem 5: Geographic Districting Requtrements 
Recommendations: 

(l) List all statutes and regulations which require 
sub-state districting, 

(2) Analyze appropriate degree of Federal specification 
vs. state/local choice, 

(3) Identify and correct conflicting statutory and 
regulatory definitions of areas, such as "urban" and 
"metropolitan" areas. 

Problem 6: Advisory Group Requirements 
Recommendations: 

(l) Analyze the relative effectiveness of advisory 
groups vs. other mechanisms for assuring citizen influence. 
in Federally-supported programs. 

(2) Identify the appropriate degree of specificity 
needed in Federal statutes and regulations to assure 
equitable citizen influence on 'governmental decisions 
and priorities. 

Problem 7: Federal Funding Rules 
Recommendations: 

(l) Analyze the cumulative effect of matching rules, 
maintenance of effort requirements, and allocation 
formulae upon state/local governments. 

(2) Develop an overall Federal policy on incentives 
to state/local grantees, and alternatives for simplifying 
these funding rules. 

Problem 8: Locus of Federal Responsibility 
Recommendation: Analyze pattern of regional vs. national office grants 

management responsibilities in Federal programs; 
determine whether further standardization would be 
advantageous to state/local grantees. 

Problem 9: Due Dates 
Recommendations: 

(l) Allow each state to select a common plan due date 
applicable across Federal formula grant programs. 

(2) Publish simultaneously in the Federal Register all 
due dates for project/discretionary grant programs. 

Problem 10: Anticipating Federal Resources 
Recommendation: Extend forward funding and multi-year appropriations 

to more grant-in-aid programs. 
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APPENDIX I 

PROGR/\MS STUOI ED 

fE/\L Tff --
Nationa1 Health Planning and Resources Development Act of 1974-Titles XV, XVI 

13.210 Cnmpr~h~nsivc Public Health Services-Formula Grants 
J3.2ll Criopied Children's Services 
13.217~ Family Pl~nning Projects 
13.224* Health Services D~vclopment-Project Grants 
13.232 Maternal a:id Child Health Services 
13.257 J\lccho1 rorrnula Grants 
13.269 Drug Abuse Prevention Formula Grants 
13.286 Limitation on Federal Participation for Capital Expenditures 

':OUCATION 

~3.400 Adult Education-Grants to States 
13.403~ Bilinaual Education 
!3.408, 464, 465 Library Services Programs 
~3.427-431, 512 Educationally Deprived Children 
13.433* Fol lo\\' Through 
!3.449 Handicapped Preschool and School Programs 
13.453 Higher Education-Land-Grant Colleges and Universities 
13.455 Higher Education Academic Facilities-State Administration 
~3.478 3~hool Assistance in Federally Affected Areas-Maintenance and Operation 
:3.480 School Library Resources, Textbooks, and other Instructional Materials 
13.483 Strengthening Instruction Through Equipment and Minor Remodeling 
,3.486 Strengthening State Departments of Education-Grants to States 
3.491 University Community Service-Grants to States 

.3.493-495, 498-502 Vocational Education . 
13.519 Supplerr:entary Educational Centers and Services, G,uidance, Counseling, and Testing 
3,525* Emergency School Aid Act-Basic Grants to Local Educational Agencies 

.3.534 Indian Education-Grants to Local Educational Aqencies 
13.542 Strengthening State and Local Educational Agencies-Comprehensive Planning 

and Evaluation 
3.548 Grants to States for State Student Incentives 

13.550 Postsecondary Education Statewide Comprehensive Planning Grants Program 

:NCOME MT. & SERVICES 

1 3.600* Child Development-Head Start 
3.609 Special Programs for the Aging 

.3.624 Rehabilitation Services and Facilities-Basic Support. 
13.626* Rehabilitation Services and Facilities-Special Projects 
3.630 Developmental Disabilities-Basic Support 
3.707 Child W~lfare Services ' 

13.714 Medical Assistance Program 
-3.754 Public Assistance-Social Services 
3.761,724 Public Assistance & P.A. Training 

13.748 Work Incentives Program-Child Care-Employment Related Supportive Services 

* Project Grant Programs 
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STATUTORY & REGULATORY REFERENCES FOR PROGRAMS STUDIED-HEW 

· ff.~to 
13.211 
13.217* 
13.224* 
13.232 
13.257 
13.269 
13.286 
13.400 
13.403* 
13.408, 
13.427-4 
13.433* 
13.449 
13.453 
13.455 
13.478 
13.480 
13.483 
13.486 
13.491 
13 .. 493-4 
13.519 
13.525* 
13.534 
13.542 
13.548 
13.550 
13.600* 
13.609 
13.624 
13.626* 
13.630 
13.707 
13.714 
13.754 
13.761, 
13.748 

464, 
31, 

95, 

724 

' 

465 
512 

498-502 

Statutory 
References 

4L U::>C Z4b 

42 USC 704 
42 USC 300 
42 USC /t;d. ( c-) 
42 use 703 
42 USC 45 72 
21 USC 1176 
42 USC 1320 a-1 
20 USC 1201 
20 USC 8806 
20 USC 351 
20 USC 241 a-m 
42 USC 2929 
20 use 1401 

7 use 301 
20 USC 1132 a-4 
20 USC 236 
20 use 821 
20 USC 441 
20 USC 861 
20 USC 1001 
20 USC 1241 
20 USC 841 
20 USC 1601 
20 use 241 aa 
20 USC 867 
20 USC 1070 
20 USC 1142 (b) 
42 USC 2921 
42 USC 3021 
29 use no 
29 USC 774 
42 USC 6061 
42 USC 620 
42 USC 1396 

42 USC 602/1301/iJSl 
42 USC 602 

* Project Grant Programs 

FR- See Federal Register for Date shown 
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Regulatory 
References 

4Z l-l'K')f.101 
42 CFR 200 
42 CFR 59 

42 CFR 
'li '"'' 42 CFR 54 (a). FR 71111r:. 

42 CFR 54 (b) FR 711 nr:. 
FR 11/13/73 

45 CFR 166 
45 CFR 123 FR 6/24/75 
45 CFR 130 FR 12/2/74 
45 CFR 116 
45 CFR 158 FR 4/21/75 
45 CFR 121 
NONE 
45 CFR 170 
45 CFR 115 FR 4/8/75 
45 CFR 117 
45 CFR 141 
45 CFR 119 
45 CFR 174 
45 CFR 102 FR 2/25/75 
45 CFR 118 
45 CFR 185 FR 6/ 12/75 
45 CFR 186 , 

45 CFR 129 
45 CFR 192 FR 5/31/74 

FR 1/29 /75 
45 CFR 1302 FR 6/ 30/75 
45 CFR 903, 909 

. 45 CFR 401 
45 CFR 402 FR 12/5/74 
45 CFR 416 
45 CFR 220 
45 CFR 201/246/248, 249 
45 CFR 228 FR 6/27 /75 

45. CFR 201/233 
45 CFR 224 FR 9/18/75 



OTHER FEDERAL PROGRAMS 

CATALOG 
NO. PROGRAM STATUTE REGULATION 

14.203 .Comprehensive Planning 40 use 461 24 CFR 600 
Assistance (HUD) 

14.218 Community Development 42 USC 5301-17 24 CFR 570 
Grants (HUD) 

15.605, Fi sh & Wi 1 dl ife 16 use 669·& 777 50 CFR 80 
611 Restoration (DOI) 

16.500 Comprehensive Planning 42 USC 5601 Guideline 
Grants ( LEAA) M# 100 IE 

16.502 Improving & Strengthening 42 USC 5601 Guideline 
Law Enforcement (LEAA) M4 100. IE 

17.232 CETA I. I I. VI (DOL) PL 92-203 ?Q f.FR Q4-99 · 

20.103 Planning Grant Program 49 use 1713 14 CFR 152 
(DOT) 

66.426 Waste Treatment Man- 33 use 1288 40 CFR 30, 35, 
, agement Planning (EPA) 126' 130 

66.600 Environmental Protection 42 USC 1857, 40 CFR 30, 35 
Consolidated Program 42 USC 3251 , 

Grants (EPA) 33 use 1151 
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fJ Scrnard E. Kally (HEW) 
a Chairmen 

Iii Don Samu .. i.on (Don 
M Vice Cho1rman 

.,...1 111111 o,. 
I ,-,~ nn, .. o 

• ; l·!U''.i \ 

~.: 11111111 :; 
t ... IO ...... 

~ Jam .. l. Young (HUD) 

Sornard G. Winckoski (LEM) 

:lifford Smith (EPA) 

1
...,, Sampsol (DOI) 

Reply to Attn of: 
Serlal No. 1745 May 23, 1975 

'i'o: 

From: 

Subject: 

FRC Principals 

b~;W-1;. b;;:gt~k;:1 Staff Director 
NWFRC 

Human Resource Planning 

During the last three years, the Regional Council has undertaken 
several activities designed to improve the coordination of 
federally-fu11ded planning programs, including the Planning 
Coordination Task Force and the Regional Manpower Coordination 
Committee. 

While recognizing the need to improve the coordination of federal 
planning activities, the Council determined at the Port Ludlow 
Retreat that the two existing task force efforts had been unproductive 
and agreed to eliminate both activities in FY 76. 

There continues to be a need for some type of interagency planning 
coordination effort. The fragmentation of federal planning programs 
has increased with the passage of major new federal legislation, 
including CETA, HCDA and Title XX of the Social Security Act. These; 
as well as other established federal programs, place a variety of 
planning 'requirements, and numerous constraints, on state and local 
governments which hamper their ability to carry out state and local 
priori ties through the federally-funded planning programs. 

In recognition of this problem, the regional office of HEW is planning 
to initiate-a major review of HEW statutes and administrative 
regulations during FY 17 6 to identify provisions which restrict the 
ability of state and local chief executives to coordinate and 
integrate planning for human resource programs. As the program 
design for this effort has not been finalized, a specific work plan 
will not be available until mid or late June. At that time, it is rec
ommended that the Council review the HEW planning coordinatiffi?i

0 

. i~) \_w_ .. ~ 
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design to determine an FRC role in addressing non-HEW human 
resource planning programs. Given the planned HEW effort, 
this provides an excellent opportunity for the Council to address a 
critical coordination need through a focused and carefully designed 
approach. 
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The Northwest Federal Ragianal lauDCil 

\.i 1< Human Resources P 1 an n i n~ • HEW I Region X i s w~ rk i ng wi th th;; r7 hi!iidqti a rte rs 
~ n the review of programmatic planning requirements, both legislative and admin
~ istrative, to determine areas of conflict and duplication. This study will lead 
~ to improving and streamlining the human resources planning process. Other federal 

'agencies (DOL, HUD, LEAA, CSA) expressed an interest in using the analytical 
0- tools established to review their planning requirements. 

ACTION: Hold exploratory meeting with key agency staff of DOL, HUD, LEAA 
and CSA, chaired by Norm Zimlich, to determine the degree to which 
other agencies will participate. 

~ 4. uman Resource Planning Coordination. The Staff requested direction from 
~·th~ ouncll on whether to proceed with an interagency study on federal, 

"-.-statutory and administrative planning requirements and a determination of which 
~ departments wished to be· included in the study. The Council directed the 

'=-Staff to proceed with the proposed NWFRC planning study, using a questionnaire 
::, approach. This study is to include all FRC member agencies who wish to 

participate and all programs which they elect to include. The Study is a1' 
effort i:o reduce federal red tape engendered by categorical programs. /\draft 
report is expected by December 31, 1975. 

The acting Chairman stated that in view of the FRC Chairman's enthusiasm 
for this effort, the Council will cooperate in terms of completing the 
questionnaire and proceed with the study. If an agency head does not wish 
to participate, he should contact Mr. Kelly directly on Mr. Kelly's return 
to the office. A written inquiry of whether agencies wish to participate will 
be sent to each principal. 

ACTION: Proceed with study. Prepare letter to FRC agencies. 
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\ernard E. Kelly (HEW) 
Chairman 

ll 
Ion Samueh~n (DOT) 

Vica Chci;rr:an 

'm•• T. Hughe• (DOL) 

"norcl G. Winc<~•ki (LEAA) 

fl 
rl 

;; J.>hn Finley ;C"OJ 
u 

~ 
'"/ Sorr:;;.el \::JOI) 

~ 

To: 

From::. 

Subject: 

James L. Young~ HUD, MS 329 
James T. Hughes, DOL 
John Finley, CSA 

i..----f)ern.ard G. Hincko~..[d ,~~A, 
~~13_-"~ L~ 

Bernard E. Kell~ha .~W 
Nbrthwest Federal Region~ Council 

Human Resources Pl annirig Refonn Study 

As discussed at the September 2 FRC meeting, HEW/Region X is 
sharing the leadership on a national study of HEW barriers to 
State and local government human resources planning. The initial 
step of this study involves analysis of the statutes and regula
tions of some 55 HEW programs. The· analysis tools developed by 
HEW may be usefu1 to other departments and agencies wishing to 
conduct a similar study. 

Fernando Oaxaca indicated that OMB would be interested in the 
results of an interagency analysis if the FRC \•Jere to sponsor 
such a study across federal agencies. 

The staff commitment required to conduct an analysis of your 
agency's programs •.vi 11 depend on the number of rro~rams to be 
studied. HEH has assigned one full-time and one half-time staff 
persons to comp 1 ete the analysis of the 55 programs by Deceri1ber 31. 

Norm Zimlich (442-0490) is the HEW/Region X lead staff person on 
this study. He will chair a ~eeting in the Council Chambers on 
Hecnesday, September 17, 10:00 a.m., to discuss the interests of 
other Region X agenciP.s in such a study and tile possibility of 
FRC sponsorship. The FRC staff will make a recor.:mendation to 
the Council at the next meeting regarding such sponsorship. 

If you are interested in participating in such a study, please 
provide Norm Zimlich by Friday, September 12, the 11 ar;1e of your 
staff person who will attend the September 17 meeting. 

cc: Norm Zimlich 



lernard E. Kelly (HEW) 
Chairman 

Don Samuelson (DOT) 
~ Vice Chairman 

James T. Hughes (DOL) 

.~ 

Bernard G. Winckoski (LEAA) 

Roy Sampsel (001) 

Stanley Trenhaile (DOA) 

Reply to Attn of: 
\ 

Serial No. 190 5 October 21, 197 5 

To: 

From: 

Subject: 

Ruth Kagi , DOL 
Larry Fosmo, DOL 

Lind/7~~' . o&<~gher;:t~rector 
Northwest Federal Regim{al Council 

Planning Study Questionnaire 

Attached for your review and comment is a draft of the planning 
study questionnaire which Norm Zimlich, DREW, prepared as a 
result of our discussion last Friday. 

Please send your comments to Norm at Mail Stop 610 by COB 
Monday, October 27. In the meantime, if you have any questions 
about the draft, please call Norm at 442-0490, or Kaye Kidwell 
at 442-1290. 

The FRC Chairman will send the final questionnaire and other 
applicable information to each FRC principal for action. 

. ~ 

Attachment 
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'""'~' Trctnhaile (DOA~ 

Serial No. 1911 

To: 

From: 

Subject: 

FRC Members ,? k ~; 
Bernard E. Kelly ,~irman 
NWFRC / 

Region X FRC Planning Study 

October 23, 197 5 

There is a continuing interest among the Under Secretaries and in OMB 
in reducing federal red tape engendered by categorical programs. 
Strategies for doing so range from revenue sharing and block grants to 
various sorts of incremental changes in statutes, regulations and 
policies o 

Federal "red tape" studies are under way in at least two other regions. 
Region V FRC has just completed a comparative study of federal 
formula for allocation of funds to states, covering some 42 programs 
in eight federal departments or agencies. 

Region VIII FRC is now engaged in the development of a Single Purpose 
Application and Automatic Referral System (SPMRS) for some 41 federal 
programs in five federal departments. The aim is to simplify client
level application for assistance under these programs. The study will 
be completed about April 197 6. 

At the S~ptember Region X FRC meeting, HEW-X recommended that the 
Northwest FRC join HEW in conducting a broad study of federal 
administrative/planning requirements. The HEW study seeks to 
identify federal statutory, regulatory and administrative requirements 
which make' planning difficult for State and local governments. The 
findings might.serve as a basis for Region X FRC recommendations for 
incremental changes in programs or might provide hard evidence of 
need for further revenue sharing or block grant efforts. An FRC report 
would, at the very least, testify to FRC awareness of and concern over 
the planning problems so often cited by State and local government 
officials in Region X o 

ATTACHMENT "C" 
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At our request, staff have met twice since the last session and 
have developed the attached questionnaire to serve as a basis for 
such an FRC report. This approach greatly simplifies the in-house 
task of collecting information. The questionnaire could be completed 
in a very short time (less than one hour) by regional program staff. 
Each member would decide which programs in his department would 
be covered. The staff recommends that as many as possible of the 
programs studied by Regions V and VII be included (see attached 
comparative studies). 

While som8 FRC members have already indicated reluctance to join 
such a study, I request that you reconsider in view of the light 
burden which completion of the questionnaire will entail • FRC 
staff would draft the report for review by the members. The draft 
report would probably be completed by December 31 , 19 7 5. 

At the next FRC meeting I would hope that we can make final decision 
as to: (a} whether to proceed with su'ch a study and (b) if so, with 
which programs. ' 

Attachment 
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\:;:~ Re~~~i~~ ~~~n 1 ~~~ 
11-o<-'d [ hilt (HEW) 

ci-.~.l'lftCln 

O"" So,,,~h~n (DOT) 

Jame• L. Young (HUD)· . 

Bernard G. Winc~oski (LEAA) 

Clifford Smith (EPA) 

John Fioiley (OEO) 

. ~: 
~~~> ;~·4'..'.~ 

Roy Sampsel {DOI) 

~tonley Trenhailo (DOA) 

November 4 ,-· 1975 

To: F~:J1/4# . 
David A. ~gh[i', -y f Di rector ·From: 

.Subject: NWFRC Pl~nnirig Study 

At the November 4, 1975, Council Meeting, the staff was 
directed to proceed with the proposed N~!FRC planning study; 

.using a questiorinaire appro~ch. This study is to include all 
NWFRC me~ber a~encies who elect to participata, and all programs 
which they elect to include. Staff recommends inclusion of 
all the programs studied in similar efforts by the FRCs in 
RegibnsV and VIII, as well as CSA programs (see attachment) . 

. Please inform me by COB Friday, November 14, whether, your 
agency will partictpate. If so, please indicate the following: 

l. The programs which you wish to be included, 
listed by .Federal Domestic Assistance Catalog 
number and title, 

2~ Name, address, and phone of the reqional agency 
official who should complete the qu~stionnaire . 
for each program ( approximately one hour required). 

3. Name. address, and phone of one staff person, if 
any.whom you are assigning to participate in the 
analysis of findings an~preparation of the study 

·report (5~10 workdays required during December/ 
January). 

Note: Whether or not a perso~ is ussigned, each 
parti ci pa ting FRC agency head wil 1 have. the oppor
tunity to review and recommend changes in the 
draft report .. 

4. Your reccimnendations for changes in the attached 
draft questionnaire. 

Attachment: 
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I!! Vico Chairman 
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Bernotd G. Wln<koski (LEAA) 

Oifford Smith (EPA) 

§ •Ci} 
•o.,..., .. , 

§ John flnloy (OEO) 

i lot Sampoel (DOI) 

I 
5-ley Trenhall• (DOA). 

I 

APPENDIX II I 

~n~!fil~.~~t .!!.~£~! .. ~~Qgim~L~.~uncil I~ 2 .i. :975 

·Reply to ·Attn of: 
Serial No. 1953 November 23, 1975 

To: 

From: 

Subject: 

J. Young DHUD 
D. Samuelson . DOT 
C. Smith EPA 
M. Smith EDA 
C_. Polityka DOI 
B. Kelly HEW 
B. Winckoski LEAA 
J. Hughes DOL 

J. Finl'2~&~~q 
David ~Dougher , Sti;uf Director 
Northwest Federal Regional Council 

NWFRC Planning Study 

· The above addressees· have agreed to participate in the NWFRC 
Planning Study. The attached questionnaire will provide the basis 
for an NWFRC report on federal requirements which relate to planning 
for federally-funded programs administered by state and local 
governments. 

One copy of the questionnaire should be completed for each program 
which you have decided to include. If you have not already done so, 
please arrange for such completion. Although some of you have 
forwarded the names of program participants, we would appreciate 
your forwarding the questionnaire to them with appropriate 
instructions. 

We request that the completed questionnaires and one copy of any 
documents referenced by the answers be provided to the NWFRC 
office no. later than December 30, 1975. Participants who have 
any questions may call Ms. Kaye Kidwell, FRC Representative,; at 
442-1290. 

Thank you for agreeing to participate in this study. We expect to 
forward the draft report for your review about January 30, 1976. 

Attachment 
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NORTHWEST FRC 
PLANNING STUDY 
QUESTIONNAIRE 

1. PROGRAM (OMB # ___ _ (Title) _____________ _ 

2. Statutory Reference·--------~-~--~~~-~---:-'-----~ 
Regulatory Reference _______ ~--------------~ 

3. This is a Formula Grant Project Grant Program. 
4. Federal funds under this program may be received by: (Check) 

State Gov't. Local Gov' t. ------- -------

Other(describe) ------- --------~--------

5. The basic document required is: 

6. The above document is 

State plan or plan update 
Local plan or plan update 
State application 
Local application 
Other 

Preprint (pre-written; a1pplicant primarily assures -----------
compliance by check-off and signature) 
Non- preprint· (narrative; applicant describes plan or 

--~-------~ 
proposed activities) 

__________ ___.. artial preprint_ 

7. Due date of plan/app}ication last year _________ --'---------
8. Does date change from year- to-year? 

(Circle one) YES NO 

9. What office determines this date? -------------'--------
10. How is this date announced? 

-~-------------------

11. When did you distribute federal funding projections to State and local 
grantees last year? -------------------------

12. When did you provide final funding availability information to grantees 
last year? 

----------------------------~ 
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13. National/Regional responsibilities o Please indicate whether these 
functions are performed bynationa.loffice (D. C.), regional office, 
or both. 

N R' Receives plan/application 

Reviews, recommends action 

Final Approval 

Final Disapproval 

Holds the program allowance 

Issues grant award 
Processes modifications 
Program monitoring responsibility 

Grants management responsibility 

Provides planning assistance (technical assistance) 
\.. 

14. How do you use the plan or application? (Check all applicable items) 

To establish initial or continuing grant 
As sole basis for monitoring grantee performance 
and conformity to regulations 

As a partial basis for monitoring grantee conformity 
to regulations 
As basic information regarding State needs and 
priorities 
Other 

15. Do you get more than one plan or application or more than one part, 
e.g., compliance plan vs service or operational plan? 

16. Does the plan/application provide a basis for federal intervention 
with the grantee regarding priorities which he sets for services or 
recipients? 

~~~~~~~~~~~~~~~~~~~~~~~~ 

17. If so, is the plan/application adequate for this purpose, or must it 
be supplemented by other information, submittals, or reports from 
the grantee? Adequate must be 

supplemented 
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18. Has there been a substantive change of legislation affecting the 
planning of this program recently (since July 1, 197 4)? 
Yes No ----.,.----

19. If so, have the final federal regulations been publ.ished? 
Yes No ------

20. For wha:t do you monitor grantees? 

Conformity of grantee to regulations, whether or not 
issue is covered in plan/application 
Grantee performance against plan/application 
Conformity of plan/application to law, regulations 
Whether application of proposed solution is lessening 
the stated community problem 
Other 

21. Roughly, what percentage of your monitoring exceptions or problems 
will grantees relate to the plan/application (either·conformity of the 
plan/appli~ation or conformity of performance) % 

22. What is the rate of federal financial participation for this program 
{l 00% - State or Local match)? · % 

If the rate is variable or several rates apply, please describe 
briefly. 

The rema.ining questions seek to establish whether certain requirements apply 
in this program I and whether the requirements are found in the statute (S), i 

the federal regulations (R), or other federal administrative directives (0), or 
in more than one such place. Complete by circling the appropriate letter(s), 
or by circling N/A if the statement is not applicable to this program. 

EXAMPLE: An annual State Plan is required: @ R <§) N/A. 
(This answer indicates that the federal requirement for an annual State Plan 
is found in the statute and in administrative directives, but not in the federal 
regulations.) 

23. The applicant must designate ·a SirigTe State Agency _ 
or Sole State Agency. S R 0 N/A 
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24. The applicant must designate a Single Organizational Unit, 
or must otherwise have a unit whose only responsibility is 

25. 

the administration of this program. S · R 0 NIA 

The applicant must comply with certain requirements (other 
than or in addition to the above) relating to the organization, 
structure or personnel configurations of the administering 
agency or agencies. 
S R 0 N/A 

2 6. Certain planning and/or advisory committees must be 
established at the State and/or local level for this program. 
S R 0 N/A 

If applicable, please describe the number and type of these 
committees briefly or give referen<;:e to statute, regulation, 
etc. , for further analysis. 

~~~~~~~~~~~~~~~-

27. There are limitations on the percentage or amount of federal 
funds which may be expended for planning in this program. 

28. 

S R 0 N/A 

If applicable, please describe such limitations briefly or give 
reference to statute, regulation, etc., for further analysis. 

State or loca 1 planning in this program must be done by a 
. I 

specified agency or unit; (an example would be a requirement 
that planning must be done by the Single State Agency). 
S R 0 N/A 

29. Sub-state geographic areas must be designated under this 
program for planning or delivery of services. S R O N/A 

If applicable, please describe such districting requirements 
briefly or give reference to statute, regulation, etc. , for further 
analysis. 

~~~~~~~~~~~~~~~~~~~~~~~~~ 

30. Grantees are required to collect certain types of data about the 
population served, either for planning purposes or for eligibility 
purposes. S R 0 N/A . 
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If applic~ble, please characterize this data /briefly or provide 
reference to statute, regulation, etco, ·for further analysiso 

31. There is a State or local maintenance-of-effort_~_equ_ii:-e_l!l_~_f!.~~?!:_~~f!!i_lar 
provision requiring grantees to spend as much non-federal money 
as at some previous time, or precluding the displacement of State/ 
local funds with federal funds o S R 0 N/A 

32 o There is a provision whereby the grantee may apply for waiver 
of certain federal requirements.~ S R 0 N/A 

Please describe briefly ,what may be waived and by whom, or 
provide a reference to statute, or regulation, etc., for further 
analysis. 

~~~~~~~~~~~~~~~~~~~~~~~~~ 

33. It is the federal intent that substantive planning be done by the 
grantee, Le., planning which includes (1) an analysis of needs 
and resources (or of market supply and demand), (2) the setting 
of program goals, and (3) evaluation of performance. 

34. 

35. 

36. 

37. 

S R 0 N/A 

{The following questions deal more specifically with certain 
elements of substantive program plann_ing ~) _ 

The grantee must analyze the need for this program within the 
State, community, or populace. (Needs assessment/market survey} 
S R 0 N/A 

The grantee must analyze existing services, funds, or resources to 
meet that need (resource inventory/assessment of supply). 
S R 0 N/A 

The grantee must compare needs and resources or supply and demand 
for this program. S R 0 N/A 

The grantee must set priorities for services, recipients or sub-programs, 
or must establish goals or objectives for the program. 
S R 0 N/A 
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38. The grantee must allocate resources among sub-units, or 
must determine an appropriate "mix" or combination 6f 
service/program activities to fit the differing needs of sub-
groups within the population served. S R 0 N/A 

39. The grantee must identify needs which will remain unmet by 
this program, or must make a projection of long-range changes 
which the program will make o S R 0 N/A 

40. The grantee must perform an evaluation of accomplishments under 
this program (result-measurement rather than merely process 
recording). S R 0 N/A 

(END) 
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(CJR§ ISSUE BRIEF 
CC!R§ 
CCIR§ The Issue Brief you requested is 

enclosed for your use. 

Issue Briefs are designed to present 

CCIR. § concise summaries of information on 
major public policy issues. All 
briefs are similar in format: 

CC!R§ 
CC!R§ 
CC!R§ 
CC!R§ 

Issue Definition 
Background and Policy Analysis 
Legi slat ion 
Hearings 
Reports and Congressional Documents 
Other Congressional Action 
Chronology of Events 
Additional Reference Sources 

Information is constantly updated 
through the Major Issues System. The 
system provides printed copy and a 
quick reference on various issues through 
CRT terminals, which are available at 
CRS Reference Centers and.other locations 
on Capitol Hill. 

CCIR§ For additional copies, call 426-5700. 

For further information about the 
Major Issues System, call 426-6386. 

CONGRESSIONAL RESEARCH SERVICE 

LIBRARY OF CONGRESS ·~~ 

CC!R§ Acting Director · 
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CBS- 1 IB76005 UPDATE-08/17/76(11> 

The major health proposal of the FY77 President's budget is a legislative ~ 
proposal to consolidate 16 health services grant programs, i~cluding Medicaid 

~ and Developmental Disabilities, into a single block grant to the States. The~ 
proposal is called the Financial As~istance for Health Care Act. Budgets for. 
each of the proqrams involved in the consolidation plan have been reguested 

ff:> under existinq legislative authorities. If the Administration's legislative~ 
proposal for consolidation is approved by Congress, HEW then plans to
consolidate the fundinq for each separate program into one $10 billion block 

@> qrant, which will be distributed among the States by a given formula. HEW~ 
proposes to increase the block grant amount by an additional $0.5 billion per 
vear for each of the next three years. 

B~CKGROUND-AND POLICY ANALYSIS 
~ ~ 

Federal funding of health caLe programs has, in recent years, taken the 
.form of formula qrants (qrants to States) or project grants (grants to 

~ individual prciects or groups) that are targeted toward specific population~ 
qroups (e.q., the poor, miqrants) or specific health problems (e.g.,· 
alcoholism, men ta 1 illness). '!his catagorical approach to heal th ca re 

~ funding is intended to target re!:ources in areas of unmet needso It has beenl'.3' 
the basic approach of the health Committees with jurisdiction over these 
programs (chiefly the Health Subccmmittee of the Senate Committee on Labor 

e and Public Welfare, and the Subcommittee on Health and Environment of the~ 
House Interstate and Foreiqn Ccmmerce Committee). 

~ Since 1973, the Executive Branch has attempted to simplify or diminish~ 
these 20-odd categorical health programs in an effort to increase the 
flexibility of funds and to increase the role of State decision-making. With 

~ the presentation cf the President's Budget for FY74 in January 1973, the 1o 
Executive Branch began a policy of either phasing down or phasing out many of 
the categorical health services delivery programs by requesting lcwer budgets 

(ii> for these prcqrams, or by refusing to request renewal of expiring~ 
authorizations. congress responded, in most cases, by renewing 
~uthorizations and appropriating latger sums of money than ~eguested by the 

~ E xecu ti ve Bra nchs · ~ 

In 1973, the Executive Branch proposed a plan, Compreher.sive HEW 
~ Simplification and Reform, otherwise known as the "Mega Proposal," similar to~ 

t.he health block qrant proposal in the FY77 budget. Among other items, the 
"Mega Proposal" designated nine health programs (Comprehensive Health Grants 

~ to States, Alcoholism and Narcotics Addiction Project and Formula Grants,~ 
Venereal Disease~ Lead Poisoning, Rcdent control, Communicable Diseases, and 
Medical Social Services), which wculd be consolidated into a single block 

~ qranto No earmarks or matching requirements were to be made on the States.~ 
The maier difference between the "Mega Proposal" and the FY77 consolidation 
plan is that the former did not include Medicaid in the consolidation. 

~ Medicaid was to be replaced by a health insurance program, Maximum Liability~ 
Health Insurance. The stated rea!:ons for the "Mega Proposal" reforms were 
to: (1) Reduce increasinqly costly health program budgets; (2) end 

~ overlapping and duplicative programs--an attempt to simplify; (3) all0t-1e' 
States to determine their priorities; and (4) restrict the Federril role in 
health services. 
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The distribution of the block grant among the States was to be through a~ 
formula based upon population, per capit~ income, anj medical need (including 
incidence of alcoholism, v.o~, and drug abuse). No action was taken on this 

1·~ proposal by the Congress or the Executive Branch, 

fX11_CONSOlI]~1IO!!_f~AN 
JEinancial~As§i§tance For Health care ActL 

Ad~inistration•s Reasons For Bleck Grant 

The Administration's reasons for the consolidation of health programs into 
~ a block qrant are to (1) improve access in FY77 to quality health care at~ 

reasonable cost, (2) control Federal spending, · c:>nstrain growth of the 
Federal bureaucracy, and reduce Federal rEd tape, (3) allow States and 

~ localities to determine their own he3.lth priorities and control health carer~ 
costs, and (4) achieve a more equitable distribution of Federal health 
~ollars among the States according to populations in need. 

(~ The 16 programs that would be included, effective Oct •. 1, 1976, (the6-J 
beqinninq of FY77) are outlined b~low. 

(fA'r .!1~gi;;.£i~ This Federal proqram matches State expenditures for ··medical,€?. 
care for certain low-income persons. 

In the area of health services, there are six programs. 

Co..!!!..Qrehensive Health Grants to States. These are formula grants to States 
1€p for public heal th Sf?rvices. :Qi. 

CO.!!!.!!!.Yni ty_J:tgal th ~.§lnte£fu... Grants are given to community heal th centers in 
'@ p rima ri 1 y medical 1 v under served areas. '<i' 

Mate£nal ~nd Chi1g, Health Servi~§.!. These are formula grants· to States 
10 for maternal and child health and crippled children• s services; research and'(lbl 

training qrants; qrants to pediatric pulmonary centers; and for a Sudden · 
Infant Death information program. i . . 

'f!P 

i.EL!!!i!.LR1a.nnin.fu Grants and Contracts are offered for research, training, · 
and dissemination of information on family planning. 

M~~~nt Heal~ Grants are qiven to health clinics for migrants. _ 

~ Erng~9..§ll.£Y M€ij_ical Servj,ce~..!. · Grants and con tracts are given to establish;p 
ernerqency medical services. 

e In the area of alcohol. druq abuse, and mental health. there are tWO'~ 
programs: (1) gene~£l flent£1 li§£lth CentersL which provide grants to 
community centers providinq mental health services; and (2) A!£2.hQ!~§~ 

® ~Qfilmu.nitY R.£Qgram.fu which provide qrants to community alcoholism programse 
tarqeted toward various population groups, such as Indians, poverty 
populations, and drinkinq drivers. 

Preventive health comprises four programs. 
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(1) y ener.§.£1 Qisea§_g?.. -, Project qra nts for screening and research on V. D. 
~- ( 2) Immgni~~tion.~ Research and investigations for measles. rubella. polio.,@ 
· TB, smallpox. etc. (3) Rat ~ontr~~ Grants to help communities develop rat -

-control proqi:ams. (4) 1..§..£Q-based £aint,!.. Screening projects for children 
~ exposed to 1 ead-based pa int. /0 

Two health resources programs are outlined below. 

Heal_ih Pl£]1ni.n.ili.. Implementation of the National Health Planning 
Resources Development Act of 1974. which authorizes funding of agencies 

@ ~lan for the health services and facilities needs of their communities. 

,~ 

and 
that 

Ji.@.9lth- £,gnstr.YctiQl!! .. - Formula grants are provided for medical 
@ renovations. correction of safety · hazards. with emphasis on 

f acili ti es. 

facilities 
outpatient;'.~ 

@ DevelOQ!!!gn.tal ]isabilitig_§!.. P:rcject and formula grants are 
research, training, and service projects for those ~ith 
disabilities. 

provided for!'~ 
developmental·. 

i.~ 

. ii:!) 
''. 
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Table 1 shows the budget levels for these programs. The "Ccngressional ~ 
Level" column includes the enacted Supplemental Bill (P.L. 94-157), and the 
HEW Appropriations Bill (P.L. 94-206). The "Revised" column includes 

~ the Administration's revision of the oriqinal FY76 President's Budget~ 
Request (including proposed rescissions). The "Legislative Program 
Offset" for 1977 includes estimated savings from the proposed consolidation 

~ legislation. ~ 

Table 1 

HEALTH AGENCY PROGRAMS IN THE 
FINANCIAL ASSIST~NCE FOR HEALTH CARE ACT 

(Budget Authority in Millions) 

Congressional 
1212 t_ev2!. 

Medicaid 6,966 
Comprehensive Health Grants 

to States 90 
community HEalth Centers 197 
Maternal and Child Health 293 
Family Planning 101 
Miqrant HEalth 24 
Emergency Medical Services 37 
Disease Control-Project Grants 56 
community Mental Health 

Centers 213 
Alcohol Community Programs 104 
Health Resources Plan~ing 98 
Health Resources Co~structicn 
Developmental Disabilities 54 
Legislative Program Off set 

Total 8,233 

8, 262 

90 
197 
322 
101 

25 
37 
41 

219 
124 
164 

56 

122§-

68 
155 
224 

79 
19 
25 
34 

160 
80 
66 

54 

9,226 

' 

1~12 

9,292; 

-- . 

155 
210 

79 
19 
25 
34. 

·131 
79 
90 

54 
-168 

10,000~ 

• 

~ 

to 

b 

~ 

~ 

~ 

~ 

(@ 

~ 

~ 

~ 

~ 

~ 

~ 

© 

~ 
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Funds would be distributed according to a formula based upon the size 
the States• low-income population, per capita income, and tax effort. 

~ proposal anticipates a redistribution of health funds from the wealthier 
the poorer States. 

of 
The 
to~ 

The formula would be phased-in to give States time to prepare fort9 
idjustments in the amounts that they would receive. The formula would be 
applied beginning Octo 1, 1976; but with the proviso that no state would gain 

~ more th~n 103 of the amount it received in FY76. Amounts in excess of a 103'° 
increase would be reallccated among the States not receiving 103. In 
subsequent years, increases would be lim~ted to ·a maximum of 20% over the 

~ prior year, and decreases limited to a maximum of 53. ·The allocation formula~ 
used is as follcws: The share cf total Federal assistance going to any given 
state is (P)x(TE)/(PCI) divided by the sum of such lileights over all States. 

~ components are P, the number of perEons in families with income less than 1.sp 
times the official poverty level; TE, relative tax effort; PCI, per ~api~a · 

ND 
~· 

income~ 

Table 2 (Available in hard copy cnly) shows the distribution of the 
::rrant amour.. t by State. 

;e 
block 

fr:> 
Federal grantees (community mental health centers, neighborhood health 

~enters, alcoholism projects. etc.) would be protected frcm large reductions 
~ in funding during the first three years of the program by guaranteeing them;~ 

at least 803 of their FY76 grant level in FY77, 50% in 1978, and 25% in 1979. 

f? =REIM EURSEMENT AND COST-SHARI NG 

Although no State match to the block grant would be reguired, 
~ Administration would expect the States and localities to spend at least 

billion of their own funds for health--an amount that they spent in FY76. 

The States could impose any cost-sharing or reimbursement 
levels of premiums that they feel would be appropriate, as long 
not prevent access td services by the target populations. 

levels, 
as they 

Three major restrictions on the expenditure of blo~k grant 
States are noted below. 

funds by 

the 
$16~ 

or(f1' 
do 

~ 
the-

: .e 
' \·. 

E~rsQnal Health C£~g_;_JMinim~.!lL..i.Q~L!.. At least 903 of Federal funds must be 
spent on personal health care services such as those coveretl by Medicaid and 

~ the other qrants being consolidated. Serv.:ices currently provided under~ 
Medicaid a~d the PHS grants, which states could cover at their option with 
block qrant funds, are listed belcwo 

{i.!> 
\."-
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Hospit~l services (inpatient and outpatient) 
Physician services 
Labs and X-ray services 

IB76005 UPDATE-08/17/?6~ 

Skilled nursinq facility services for persons over 21 
Screening, diagnosis, and treatment of children (includes 

outreach and referral services) 
Family planning 
Medically related Home Health care services 
Transportation to necessary medical care 

Q~tional under current 1£~ 

Private nursing services 
clinic services 
Dental services 
Physical therapy 
Drugs 
Intermediate'care facility services 
Mental hospital services for persons over 65 
Prosthetic devices, eyeglasses, and hearing aids . 
Inpatient psychiatric hos~ital services for persons under 21 
Other diagnostic, screening, preventive, and rehabilitative 

services 
Skilled nursing facility services fot persons under 21 
Services of other practi ticners licensed under State law PH§ 

~§rVi£§§-

Community Mental Health centers 
Alcoholism services 

~ Rat control. : ~ 
Lead-based paint 
Immunizaticns 

• Venereal disease ~ 
comprehensive Health Centers 
Family planning 

'~ Maternal and child heal th services .. ~ 
Emergency medical services 
Miqrant h€alth services 

~ Health planninq, construction, and resources development ~ 
co.m.munity-ana Environmental !!_ealtJ! Activiti_g.§. Jmirr.imum ~~l At least 5% 

must be spent on (1) community health protection (eog., disease control, 
~ environmental health, health education); (2) community- based mental health~ 

services, including alcoholism and drug abuse treatment; and (3) 
developmental disabilities programso 

6 ~ 
Othe£~He£1th Acti~ities~flaxifil~..!!l_53~ The remaining funds may be spent on 

other health activities, such as planning, rate regulation, data acquisition 
~ and analvsis, and resources development, or for services in the other t~o~ 

areas noted atove. 

<i? States may establish their own definitions of eligible population. Theye 
are net required to use Federal categorical restrictions je.g., childless 
couples, single persons between ages 21 and 65, and intact families may 

e ~ 
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qualify for assistance). States may not impose duration of residence 
@- requirements as a condition of participation. If changes in eligibility are .. {;) 

made from existing state Medicaid eligibility standards, the changes must be 
presented for public review and comment as part of a State Plan. Services 

~ financed with the 5% community health protectiJn, mental health and~ 
disabilities monies may be offered to all individuals regardless of income• 

STATEPLAN-REQ!UREMENTS 

A Sta~e Health Plan must be developed annually· for a State to receive the~ 
Federal block grant. The Plan must be coordinated with other human service 
programs (e.q., Title XX), and have b:::-oad input from health interest groups. 

~ The Plan must be published for public review and comment. State Plan~ 
publication, review, and amendment procedures would be monitored by HEWo The· 
Plan should cover (1) how the State will assure equal access for all citizens 

<P to health services., particularly underserved populations; (2) preventive~ 
health services; (3) provision cf ambulatory and home-bc.sed care instead of 
institutional care when pcssible; (4) use of ambulatory care instead of 

@> inpatient services; and (5) promotion of community health. @ 

The Plan would have two parts. (1) Part A would cover the entire State 
• population for both publicly and E=rivately financed health services. . It~ 

would include (a) facilities and services--evaluation of supply and 
distribution; (b) health rnani::cwer--assessment of supply and training 

~ programs: (c) financinq--analysis of sources available to State residents; (i? 
and (d) health needs--evaluation, especially in medically underserved areas. 

~ (2) Part B woulo cover the pcpulation and services that are covered by the~ 
Financial Assistance for Health care Act. It would include (a) definition of 
eliqible population; (b) definition of covered services, and rationale for 

~ any change frcm Medicaid services; (c) assessment of needs of the target~ 
population; (d) estimates of individuals to be served and expenditures for 
s er vices: (e) geoqra phic accessibility of services; (f) identification of 

~ those who provide services and the standards for each cate;Jory of provider;~ 
(~) standards for each group of providers; (h) methods of reimbursement of· 
providers; (i) impact of service programs on particular populations, 

fl> including children, elderly, migrants, mentally ill, alcoholics, drug~ 
abusers, handicapped, and mentally disabled; (j) coordination among the block 
grant proqram, SSI, Title XX, ~edicare, and the State Health Planning 

f? Activity; (k) provisions for confidentiality of information; (1) definition,~ 
of the organizational structure responsible for administering the funds under 
the Act; (m) guali ty assurance systems for each type of provider; (n) State 

1f> planninq, evaluation, and reporting activities; and (o) system for citizen~ 
complaints and he~rinqs. 

\~ 

~ States must have a mechanism fer citizens to file complaints and receive a<~ 
hec. ri nq. In addition, citizens may bring civil suit. HEW plans to track 
States• performances against their State Plans and Federal requirements, and 

ft to do a financial audit of state records yearly. If a State is not in~o 
compliance, HEW could reduce Federal payments by up to 3% for each· 
requirement, or, if the State refuses to come into compliance, Federal funds 

tf!!> would be terminate:do if'!' 

'~ "-.-
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b 
states must administer a certificate-of-need program that includes a 

review with approval or disapproval of new State institutional health care 
~ services. states must also have quality-of-care systems that include peer(o 

review. States must report on their expenditure of funds at the end of each 
v ear and explain variances from their State Plans •. 

:t:_ED]JlAL~J:!EAlIFI · FLA N]I NQ_A~TIVIT.11~ 
~ ~ 

, The Federal Government would establish a Natior.al Health Planning and 
Policy council composed of representatives of major health interests to 

~ address nationwide heal th issues such as heal th costs. manpower, and~ 
~esources allocation. HEW would develop technical assistance ~aterials 
(data. analyses. and guidelines) to assist Statesr conduct research on the 

~ impact of health planning. and develop national guidalines on distribution of~ 
heal th resources. 

The proposal to_c~nsolidate many of the health services programs 
·~ potenti3.l of addressinq many of. the problems involved. in the 

financing of health proqrams. It also may create some new ones. 

has the 
Federal~ 

·t$ Fungifill 1~vel.§.. The proposal should have the effect of reducing t~e{b 
Federal expenditures for health services through the $10 billion ceiling in 
FY77 and throuqh limits on increases of $0.5 billion in the three succeeding 

~ years. The effect these ceilings will have on programs dependent upon~ 
Federal funding remains to be seen. A Feieral ceiling on funds will shift 
responsibility to ~he States and localities to finance any shortfalls in 

·~ onqoinq or r.ew programs. There is a question whether the States would be\i?) 
financially capable.of supplyinq the ~ecessary funds to continue support of 
these programs. The Federal ceiling could have the effect of encouraging 

~ individual projects (heal th centers. alcoholism projects. etc.) to try to~ 
become self-supporting, if possible, in the absence of Federal funds •. 

·~ It is di ff icul t to say whether the $10 billion request for the block grant~ 
is ad~guate for FY77, The $10 billion amount is based upon continuing most 
proqrams in FY77 at the FY76 Revised Budget level •. The FY76 Revised Budget 

~ level is unrealistically low because it ignores the enacted supplemental'@. 
appropriation (P.L. 94-157) ~nd the HEW appropriation bill (P.L. 94-206). If 
one compares the 1977 estimate with the 1976 colu~n, which includes these two 

~ bills (sEe Table 1. 1976 "Congressional Level" column)• the 1977 numbers for~ 
each health prcqram except Medicaid are. in most cases, considerably lower 
than 19760 Since Congress overrcde the veto of the HEW bill. the Federal 

~ Government is now asking the States, in 1977, to support health programs that~· 
have been reduced 263 in total (excluding Medicaid) o • Instead of increasing 
the health budget $1 billion in FY77. the net increase will be $775 million, 

0 . 3. ll of which will be used to cover the increase in the cost of the Medicaid'O 
proqr;;i,mo . 

(@ It is difficult to determine the "reasonableness" of the estimate of~ 
$9.292 million for FY77 Medicaid expenditures without more information on the 
source and the State-by-State distribution of the estimate. Although the 

lo FY77 estimate is.$1,108 million (13.53) hiqher than the FY76 levelsr it may~ 
be insufficient, as the growth rate is smaller than in previous years. a~d 
the transition quarter bridging FY76 and FY77 would be expected to increase 
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the qrowth betijeen the two years. One of the major impacts of the block 
@ qrant proposal will be felt in the years following FY77, when authorizationsG. 

increas~ by only $.5 billion each year (compared to increases of more than $1 
billion in Medicaid alone in the two preceeding years). . States will have to 

O absorb any cost increases beyond this $.5 billion increas~, either through~ 
increased State funding or programmatic cutbacks. 

<@ In addition, no consideration has yet been given to the effect of 
proposed changes in Medicare on Medicaid expenditures. The estimated 
billion savinqs estimated under Medicare would result in some increased 

@ to Medicaid" as Medicaid pays these expenses for those persons eligible 
both proqrams. 

the' 
$2 o2 

costs 
under'-

~ SiJ!!.2lification.!.. - By consolidating 16 health programs into one,, there' 
should be some simplification in administration of health programs. Each of 
these proqrams is presently administered by separate HEW programs, often even 

~ by separate agencies; each h~s its own regulations,, grants review procedures,G 
f isca 1 policies and constraints. By merging these programs,, the ·· 

·Administration hopes to simplify program administration by centralizing 
@ control for these programs in the States. The burden will be on the StatesG: 

to establish their own standards and requlations for these programs if,,· 
indeed, thev wish to continue them. Whether.the States would be able to 

• simplify proqram administration remains to be seen. ·~ 

~f:iO];:i ty ~.§tt,i.n.g.!!.. ·. The Administration ° s proposal should allow the States 
@ and loca 1i ties more flexibility in determining their heal th goals and~ 

proqrams.. 1.s the leqislative proposal is now written (see the abcve list of 
services),, there are certain bread guidelines that the States must follow in 

~ the funding of health services that should preserve what has been felt in the\$ 
past to be national needs for certain health services programs. Individual -
States may beqin to discontinue funding of programs which they believe are 

@ not of high pricrity within their State. . Whether these decisions are wise or~ 
not will depend, in part, upon how effective the states• efforts are at 
d~terminq their individual health needs~ 

H.R. 12233 (Staggers and Devine, by request) 
Desiqned to consolidate Federal financial assistance to the 50 states, 

~.the District of Columbia. and the territories for ·programs on those~ 
individuals most in need cf them, and to eliminate unnecessary restrictions 
on the exercise of State responsibility for program administration. Referred 

@: to the House Interstate and Foreign ccmmerce Committee. (;. 

s. 3137 (Curtis) /H.R. 12955 (Michel) 
ft' Seeks to consolidate Federal financial assistance to the 50 States,, the~ 

District of CclUmbia, and the territories for programs in the field of 
health. Also focuses those programs on individuals most in need of them, and 

~ eliminates unnecessary restricticns on the exercise of State responsibility~ 
for pro~ram administration. Referred jointly to the Finance Committee and 
the Labor and Public Welfare Committee. 

U.S. Congress. Senate. Ccmmittee on Labor and Public Welfareo 
Subcommittee on Health. H€alth, education and welfare 
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requlaticns for health services, 1973. Appendix: Comprehensive 
HEW simplification and reform ("Mega Proposal''}. Hearing, 
93d conqress, 1st session. Washington, u.s. Govt. Print. 
Off., 1974. 337 p. 

Hearing held June 27, 1573. 
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Appendix. Jan. 21, 1S76. Washington. U.S. Govt. Print. 
Off,.,. 1976. 

u.s. Department of Health, Education, and Welfare. Press Re1ease 
on the FY77 Budget. Jan. 21, 1976. 



T/1.BLE 2 
DISTRIBUTION OF FUNDS RY STATE FISCAL YEARS 1976 THROUGH 1986 IN MILLIONS OF DOLLARS (_$) 

STATE FY1976 FYl 977 FY197fl FYl 979 FY l 9Flil FY1931 FY1982 FY19Fl3 FY1984 FY1985 !FY1\l86 

ALABAMA 156.0 17 l. 5 188.7 20 7 .6 249, l 298.9 358.7 375. 3 389.7 404.l 418.6 
ALASKA l l • 5 11.8 12.0 12.3 11. h - 1 1. 5 1 1. 5 11.5 11. 5 11.6 11. 6 .. 
ARIZONh 12. 5 13.8 1 5. 2 16.7 20. () 24.0 28.8 34.2 41.1 '• 9. 3 59.l 
ARKANSAS 111. 1 122.2 D4.4 14 7. 9 177.5 213.0 225.7 234.7 2t,3. a 252.8 261. 8 
CAL I FORN IA 11:'1..8 1155. 2 1173.0 1198. 8 1133.5 117.7.5 1126.'· 1124.8 1135.3 1177.3 1219.4 

COLORADO 9 2. l 94.5 96. 0 98.l 110.4 115. 2 120.0 124.8 129.6 134.4 139. 2 
CmlNEC T !CUT 110.5 113.5 115. 2 117. 8 111. 3 110. 8 11o.1 110.5 110.b 111 .1 111.0 
DELA I-IA RE 17.. 9 l '·· 2 15. 7 17.2 20.7 21.7 22.6 23.5 24.4 25.3 2b. 2 
DISTRICT OF C U.UHEl I A 74.2 76.3 77.4 79.1 74. 8 74.4 71,. 4 74. 2 74.3 74. 7 7l1. 6. 
FLORIDA 164. 5 181.0 199.1 219.0 262.fl 315 .4 378.5 449.4 485 .4 503.4 5 2 l • 1+ 

GEORG IA 23 5. 7 259.3 28 5. 2 313.7 35 9, R 3 ·15. 5 391, 1 406. s 4?,2.4 .r.:i 8.1 "53. 7 
HAWA 11 29.3 30.l 30.6 31.2 31, a 33,2 )4.5 35.9 37.3 J8.7 1,0. l 
IDAHO 31. 1 34.2 3 7. b 41.3 43.6 1t !i. 5 111 I 4 'f'). 3 5 l ~ 2 S3ol !i5.:) 
ILLINOIS 458.l 470.5 477.7 1,aa.3 461. 1 4!i9.2 (t 5 B. 8 1t5D. l 450.7 4b2,9 !tB,-4· 
HID !ANA 15 7. 8 173.6 175. 3 130 .1 202.2 211. 0 21').8 228.6 237.4 24 6. 2 255.0 

IOHA 86.8 95.5 1U5.0 ll5o5 lJ0.6 154.2 l~0.6 167.:J 173 .!+ 179.9 186.3 
KANSAS 70.9 1n.o 85. fl ':Jlt. 4 113. 2 11 B. l lZJ.O 127,') 1J2. 9 137 .El 142,7· 
KENTl,(;KY 15 2. t, 167.7 1'3 !t. 1> 202.9 2i·~3 It 5 292.2 J20.Z 3JJ,O 345.8 358.6 ·311.:. 
LOUISIA~JA 160.5 l 7h. 6 l 9~to 2 213.6 2 Sb. ct JOT. 6 J !>'). 2 !138. 3 501,. 1 522.8 5 .. q .'.J 
l'.1\ INE 6 1+. 4 70.9 71.9 7 9 .1 ll4. <; 8tl. 2 91. 9 !J 5. 6 99.2 102.9 lOb.,:, 

~l.'1RYUND 16 9. -, 174.3 177,0 1no.9 171.0 no. 1 l "f'J. u 1 69 •. , 1 74 .9 llH .3 137 .o 
M.\SSACllUS CTTS 3 54. l 363.6 369. 2 3 77. 3 J:-16) 0 354,9 35'i. [, 3 54. l 3:; 11. 5 356. l 355. 3 
>I !CH l GAN 4(,1.'• 473. 9 1,3 1. ?. 4 91. 8 :,65. 0 l>f:12.:; :"> &2 > l 116l'1, 1, 62 .o t,61,. 2 't 63. 3 
~II NNcSOTA 193. 3 19A,b 201.b 20b.l 21'),3 2 24. 6 2).:,. 0 2 !>} ·• !t 252 •. , 262.1 2-:' l • 11. 

~I I SS I SS I P P I 116. 4 128.0 l 1•0• B 15'•. 9 13:;,9 2 23. 1 2;, 7. 7 317.J 3 81 • t, ~'tJ3.4 VtS .5 

MISSOURI 104.7 115. 2 12 6. 7 l) 9.3 l&L2 200,7 2:10. 0 2C 5 • .t; 316.l :;27. s ~39.5 
HO~IT.~NA 25.8 28.4 31.2 34.] !~ l • 2· ft9'> 4 51. :, 5J.~ 55.6 5 7. 6 59,7 
NEOP..lSKA !10. b 4t,. 7 '• 9. 1 54. [) :,:, • 8 ., 7. 8 38.J 91.3 95.J ., 3. 9 l 0 2. !t 

llEVAOA 15.7 17.J 19.0 21 • () ;~ 2 • l 2J.O 2«. 0 2'>. '] 25. ') '.?~.El 27.3 
NE~I t1HiPS11rnE 25.7 . 26. '• 2b.13 2 9, 5 3~}., 8 32. 2 33,5 34. 0 36.2 37.5 3:L9 

NE'rl J ERSCY 2 l, 4 • '• 251.0 2 5 ( •• 9 260 .5 2t,!_,. 3 245.0 2<14. 7 24 i,, 4 21,1,. 7 2.:. 5. 8 2 5 Cl. t.,. 

NEW MEXICO 34.6 3fl. 0 41.9 46.0 5 :; • 2 bb.3 ·1-:;. 5 'Jit • 5 113.3 LJ6 .o 151. 5 
NE'tl YORK 1666.lt 1711.'• 1737.3 1776. 0 lt.7'.J.2 16 7 0, it 1~63,8 l 6!Jb. t, 1663.6 16"/'J.2 l674.ll 
NORTH ChROLINA 174 .2 191.6 210.a 2 31. fl 273. 2 . 333.8 .1)0(). 6 449.2 lt66. 5 4!33 .s 50 l • l 
NORTH D.\KO r,\ 21. 1 23.2 2 5 .• 6 2 8. l 33.7 3U,3 39.9 'tl. 5 43.l ~,.4 a 7 46,3 

O:·IJO 302.3 :nn.4 341.5 3!19.0 J 71. 5 J CJJ. 9 Ii l·J •) 1,2 6. 7 • • .1, 3 .1 ,, :; '). 5 1, 7 6. 0 
Ol<LAHmlA 134.6 l '>!1 • l 162,9 166 • .,., 185 ... l )3. '• 2D l , 5 209. ,<, 217.6 225,7 2::!3. 7 
ORcGO.~ 7f1. 3 86.l 9t., 7 96.8 l 0 5 • '• 110. 0 l l 4 .• 6 l1'J.1 123.7 120,3 132 ,9 
PE~H<SYLV:.NJA 451. 9 4 bl,. 1 510.5 521.3 5!>6.8 591.5 616.1 6.!,0,7 665. ft &'JO.O "/14.7· 
RHODE ISLhND 60.6 62.2 63.2 6'•. 6 "1. 0 60.7 !JO, 7 b~.& 60,7 60,9 .; D, 9 
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TABLE 2 (CONT.) 
NFT GRANT ( $ MIL t IONS I 

STATE FY1976 FYlq77 FY197R FY1979 FY19RO FY1981 FY l '182 FY1'183 FY!984 FY1985 FY1986 

SOUTH CAROL INA 103.6 113.9 125.3 137.8 16 5. '· 198.5 238.2 2152.8 299. 0 310 .i 321. l 
SOUTH DAKOTA 23.2 25.5 28. 1 30.9 37.0 44.5 53.4 63.3 72.3 75.0 77. 7 
TENNESSEE l oO. 9 l 77. 0 194.7 214.2 257.0 308.4 353.9 368. 1 382.2 396.4 410.6 
TEXAS 503.8 554.2 609,6 670.5 739. 0 77 1. 1 803.3 835.4 867.5 899.7 931 .8 
UTAH 3R.6 4 2. 5 46.7 ') 1 • 4 61.7 72.8 75.8 78. 9 81.9 84.9 88. 0 

VERMONT 32. 0 32.9 36.l 36.9 40.0 41.7 43. 4 45.? 46.9 48.7 50.4 
VIRGINIA 140.0 154 .o 169.4 186. 3 223.6 265.0 276. l 28 7. 1 2<.JB.2 309.2 320.2 
WASHINGTON 137.5 l'tl. 2 l '13. 4 146.6 138.6 138.4 144. l 149.9 155.7 161 ·'• 167.~ 
\iES T VIRGINIA 49.6 54.6 60.0 66.0 79.2 95.l 114. l 135. 5 162. 5 195.l 218.6 
WlSCONS IN 2 76. l 283.5 287.9 294. 2 278.2 276.7 276.5 281.3 292 .1 302.9 313.7 
WYOMING fl. 0 fl. 8 9.6 10.6 12.7 15.3 18. 3 20.5 21. 3 22.1 22.9 

other* 45.0 47.3 49.S 51. 7 54.0 56.3 58.5 60.8 63.0 . 65.3 
TOTALS 9466. 32 

10,000 10,500 11,000 11,500 12 .• 200 12,goo 13,500 14,nsn 14,550 15,nnn 

* Puerto Rico, Virgin Islands, Guam, Am. Sanna, Tn1s t IT'erritories 

. . 
. • 
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~UE_DEFINITICN 

CBS- 1 IE76028 UPDATE-08/24/76 

~- Medicare and Medicaid are th~ ~c~ular names given to the two programs~ 
enacted by Conqress in 1965 ~tat telp aqed and poor persons pay fer the costs 

=.of their medical care. Medicare i~ a nationwide health insurance program for 
("': the aqed and di~abled, while Medicaid is a F~derally aided State-operated and 1• 

administered ~rcgram for certain categories o~ low-inccme persons. 
. .. 

~ Medicare will co~t an estimated $2~.o billion in FY77 -- a 23.5% increase~ 
over the $1708 billion estimated for FY76. Medicaid outlays are expected to 
increase 13.1% over the ~ame peiiod. from $14.7 billio~ to $16;6 tillion. 

r- The s~irallinq cost~ of these twc programs and their i~pact on Federal and•'!° 
State budqets bas become a subject cf incr~asing coilce~n. Proposals di~ected 
toward making Meaicare and ~edicaid both more efficient and economical are 

~currently under consideration b! the Congress~· ~ 

r- BACKGBCUND AND FCLI:-Y ANALYSIS· 

Medicare is a nationwide health insurance program for the aged and certain (II> 
disabled individuals.. The eligibility requirements and benefit structure are 
the same throughout the country. The progr~m is administered by the Bureau 

C of Health Insu~ance in the Social Security Administration of the Department~ 
of Health 11 Education 11 and Welfare (HEW) .. 

C Medicaid is a Federally aided, State-operated and administered progra~ for r 
certain ca teqcries cf lcw-incqne I,:~:rsons. The States establish, subject to 
Federal guidelines, eliqibility requirements and the scope of bene!its to be 

g ~rovided. As a result, the p~ogtam va~ies con~ide~ably f~om State to State. r 
At the Federal level. Medicaid ~ICgLam responsib~lity is assig~ed to the 
Medical services Administration in th~ Social and Rehabilitation Se~vice of 

~ HEW. 

Certain very-low·-income agEc and disabled are eligible for both programs. 
F In cases of dual coverage. Medicaid pays for Medicare premiums, deductibles ~ 

and copayments. and for ~ervices not covered under Medicare. 

r Federal prcqram costs under Medicare and Medicaid are estimated at $31.2 ~ 
billion foI FY77. ex appxcximately 82~ of the Federal hEaltb budget: This 
represents a 20% increas~ over the $26.o· billion estimated for PY76. A 

( little over 953 of Federal program costs represent actual benefit payments--·~ 
$24.8 tillicn in ?!76 and $29.9 billicn in FY77. States and local costs 
under Me<licaid will represent an es~imated additional $7.3 billion in FY77, a 

( 133 increa::e over the $6. 5 billicn estimated- for FY76. (See Issue Brief~ 
IB750€6: Hcs~ital care Expenditures, cos~s. and Utilization, and Issue Brief 
IB75C04: Medical Care Prices.) Fr~posals directed toward making Medicare and 

C Medicaid more efficient and eco~crnical are currently unde= consideration by~ 
\; .. 

the Conqress. 

r Jurisdi~ticn over Medicare ~nd Medicaid is assigned to the Senate finance (I' 
Committee: ~he Hoc~e Ways and Means Ccm~ittee has jurisdiction over Medicareo 
Jurisdiction over Medicaid was transferred from the wavs and Means to the 

e committee on Inter.state .and Fc:reiqn commerce at the beginning of the 94th ~ 
Congress. Proposals affecting both programs thus · :require consideration by 
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.hath House committees. 

~· The last maier amendments to the Medicare and Medicaid programs were~ 
';.,. included in the Social Security A11endments of 1972 CP.L. 92-603). This 

leqislation, whict extended M€dicare eligibility to c€rtain social security 
,~ disability l::;eneficiaries and pa-tient.s with cnr.onic kidney disease who ara 'o 

under aqe 65, ccntained a large number of ~~ovisions designed to contrcl 
costs, strenqthen ~rcgram administratioil, and improve the delivery and review 

~ of services. Ccst conttcl me3~0tcs applicable to both Medicare and Medicaid~ 
included provisions limiting Fea~ral participation fo~ capital expenditures 
not approved by ~laoning agencies, and establishing limits on hospital cost 

~levels recognized as rgascnatle. The legislation elimiftated" the -
compretensive qcal Ieguiiements onder Medicaid, and set limits on the 
prevailing charqe 1€vels fer ~hysicians• services that Medicare can recognize 

~ as beinq reasonable. Amendments designed to i~prove administration and~ 
operation included these establieting penalties for fcaudulen~ acts and false · 
reporting, and increasing Federal matching £or iwproved management 

~ information sys-terns under Medicaid. Th.e legislation included a number of~ 
provisions directed toward impicving the quality of long-term care services, 
includinq a single definition cf caie and coordination of · certification 

~ procedures for facilities participating in. b<'th programs. P. L. 92-603 also Q. 
provided for the establishment of Ptofessit::.nal Standards. Review Organizations 
CPSROs) tl:ro.uqhcut the co\lntI:y. · These organizations, ~epresenting 

~ substantial numbers of practicing ~hysicians in local areas, are c~arged with~ 
the ongoing review of S€rvices ~r.cvided under Medicare and Medicaid. They 
are to determine \'l!lether se:r:vic:es are ( 1) medically necessary, (2) provided 

~ in accordancE with prof€ssicna1 standards, and (3) in the case of -
insti~uticnal services, rende~ed in the appropriate s&tting~· · 

~ Durinq the 93d co~qress, ~everal technical measures we=e enacted, Q 
principally relatinq to ··the cO().t:di:lation of Medicaid --::lig ibility .:equi=emercts 
with the new F€der3l Supplemen~al Security Income (SSI) pro~ram. 

~ ' . 
P. L. 94-1€2, enactAd on I:ec. 31, 1575, included several technical 

amendments relatirq to physicians• ~revailing charge l~vels, Medicare Part B 
~ premiums, PSRO desiqnatic~s ap~ funding, aud utilization review requirements• 

under Medicaid. 

· ~ In addition to proposals direc~ed toward improved efficiency and economy, ~ 
which are discussed later in this trief, a large number of bills have been 
introduced in the 94th ccnqress (aF- in previous Congresses) that wculd €xpand 

~ the scope of services availabl~ under ~edicare, lower or . eliminate certain ~ 
Hedicare ccst-sharinq chazges, an1 i~pcove and expand long-term care services 
available under Me~icare and Madicaia. 

~· e 
ll B lJ;; AR] 1 

Descriptio~. Medicare (authc~ized under Title XVIII of the Soci~l 
~ Security Act} is ~ nationwide prcqram that provides health insurance to most~ 

individuals ~q€ 65 and over, to pe~~ons under 65 who have been entitled fer a 
period of 24 months t' social security or railroad retirement benefits 

~ because ttey 6re disabled, and fer certain workers and their dependen~s whop 
need kidney ~rans~lantation or dialysis. M€dicare is a Federal program with 
uniform eligibility and benefit structure throuqhout the United States. 

6 Protection is available to insured ~ersons ~ithout regard to their income or ~ 
assets. M€dicaie is ccmpcsed cf t~c parts -- the Hospital Insurance Program 
(Part A), and the Supplementary MEdical Insurance Program (Part B)o · 

~' : ® 
The vast maiority of persons reaching age 65 ar~ autcmatically entitled to 
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protection under Medicare Fart A. ~hose over 65 not automatically covered 
may voluntarily obtain prctectic~ ty paying the full.actuarial cost of such 

~< coveraqe (currently $40 p€J: mon'th).. r.lso 2liqible (after receiving social (0 

security or railrcad retirement disabl~d benefits for 24 months) are disabled 
workers, disatled widows, and disatled nependent ~idowers batween ages 50 and 

~>65, benefici~ries over 18 who rec€i11e b-anefits because cf disability prior to,• 
· 'r eachinq aqe 2 2, and disabled !a.ilroad ann 'Ji tants. Fully or currently 
insured workers un<ler social security and thei~ dependents with chronic rsnal 

r:!li disease may be considered disablied for purposes of coverageo . lo 

Part A is financed principally through ~ sp~cial hospital ins~rance 
~.payroll tax levied en em~loyees. ern~loyers, and th€ s~lf-emflcyed. Du~ing (• 

calendar year 1 ';76, each will. pa)' a tax of o. 9% of the f.i=st $15,300 of 
covered earnings. During ea~h t~~€fit pericd (defined as beginning ~hen an 

ff insured enters a hospital ~nd ending ~hen he has not be€n in a ·hospital or ·0 

skilled nu:u:ing £::icility for 60 a~ys), Part A will pay f 1Jr; 

~ · (1) 90 days of inpatient hos~ital care subject to $104 deductible and al• 
$26 a day copay~ent for the 61s~ th~ouqh 90th dayo An additional iifetime 
reserve of 60 days -(su~j€ct tc a l'S2 a day copayment) may be dra'!in upon when i• an individual exceEds 90 days in a benefit period; \• 

. \ 
(2) · 100 days cf post-hospital skilled ·nursing facility care sutject to a 

1~ $13-a-day copaym€nt after the first 20 days; l• 

I~ 

(3) 100 m~dically ~ecessary post-hospital heme health visits. 

Part B of ~edica~e is a voluntary proqram financed jointly ·through monthly 
premium charqes on enrollees (ctrrEntly $6. 70) and by the Federal Government. 

~· 

~ All perscns age 65 and elder and all persons enrolled under Part A may elect~ . 
to enroll in Part B. PeL"scns aq.e 6 5 or over who el'3ct to 11 buy in to" Fart A 
are required to buy Part B prctection as well. Part B (with certain 
excepti~ns) pays 80~ of "reasciable charges" for the following covered ~ 
services after the insured mee~s a $60 deductible: services cf independent · 
practiticners ('E:rimarily 'f:hysiciansl, 100 home health visits (not subject. to 

r-" coinsurance), m~dlcal and r-::lated sEr:vices,. ou'tpatient hospi·tal sei:vices, and l':" 
labcratory services. £adiology and pathology servic~s that physicians 
provide to hospital in~ati9~ts are reimbursed with~ut regard to the 

~ toinsurance or deductible requir€ments. ~ 

In qeneral, r~imbursement under ~he Medicare program is based upon 
.~ "reascnable cos-cs" in the caEe of hospitals and other institutional('• 

· providers~ an6 "rEasonable charq~~" in the case of physicians and other 
nor.institutioEal supplierE of S€rvices. 

Hospital insurance 

total 
Benefit ~a7me~is 

Supplementary m4dical 

$10,681 
10 ,383 

FY76 
(est.) 

$12,.540 
12,210 

Transitional 
q1;i.ai:,S~J;:j~t~J_ 

$3,421 
3.,346 

FY77 
J!!sti.t 

$15,1468 
15,117 

,• 



f\, 
insurance tctal 

Benefit pa1ments 
Total CcstE 

4 ,,251 
3,/81 

14 ,,932 

Total Benefit Eayments 14,164 

CRS- 4 

5,231 
4,706 

17,771 

16.,916 

gersons Wi.th H_gdi~_P::::~tion 

FY. 7-5 FY76 
PIO"'t.§Ctig~ _@~J.tl (est.l 

Hospital I nsu:::: a nee: 

l\qed 21~6 22~0 
Disabled 2.1 .2. 3 

supplementary Medical 

Insurance: 
Aged 2J.5 21. 9 

\ Disabled 1. 8 2.0 

(in 

I E76028 

1, 57 2 
1, 437 
4, 993 

4, 78 3 

millicn~) 

Transitional 
_gy_srter(e.st.l 

22 .. 2 
2.4 

22 .. 1 
2.1 
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6,, 483 
5,910 

21,951 

21,027 

"f'f.77 
jest .. l 

22 .. 4 
2.5 

22.4 
2.2 

T 

!" 
'b 

~I 

Persons Eeceiving Reimtu~sed SP.rvices Jin millicns) 

Services 
-r-------r-' 

Hospital Insurance: 

A9ed 4.9 
Disabled C.6 

Su ;:pl em Ent ::iry Mc:d.ical 

Insurance: 
Aqed ·• 11a2 

Disabled 1 .. 4 

FY76 
J.gst ·l 

s.o 
0,1 

11.7 
1. 5 

Transi tiona 1 
quart.ar(esi:.l 

1.2 
o. 2 

FY77 
j~.§.t~.1 

5 .1 
. 0. 8 

12.5 
1. 7 

(Is> 
current g~m;JJa~ !§SU~ ThE Meuicare program covers about 403 of thB 

health costs cf th~ aged. Varicus proposals have been made to extend the 
~ coveraqe of the ~Icgram ce.q., by paying fo~ addit~onal long-term care, ~ 

outpatient drugs. eveqlasses, bea~ing aids, dental care. routine physical 
exawinations, etc.t. 

~; 
~he substa~tial increase in tcs~ital costs has prompted a number of 

proposals that would limit Mediear~is liabil~ty in one way or another. These 
~ include incentive arrangements that would ~eward efficient hospitals. and. in~ 

some cases, penalize hiqh-cost institutions; establishment of prospective 
payment levels based u~cn analy~is cf the hospital's proposed budget and 

~ approved needs; establishment cf prospective payrnent levels based upon t;. 
formulas; setting limits on the hospital ccst increases that will be 
reimbursed; and the addition of ccpay requirements ~hat would shift scme of 

(® the hospital C05ts from the proqr~m to the pati€nt. Reimbursement methods e 
that involve ~Io~pective rates and incentives are tbe subject cf experiments· 
being carried out unde~ ~revisions of 1967 and 1972 Medicare legislation~ 

; (?) 
Increasinqly rsstrictiv€ policies concernin~ tr.e. reasonable charges 

:9 
-.. •' 

• ·-. ', ... ''·· J• , .. ~-- .. ~-~ •• 
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all~wable undEr Me<licare have teen accompanied by an increased unwillingness 
amcnq physicians tc accept the amcunts payable as payment in full, and by 

• declininq assiqnment ~ates. By I~15, when about 2/3 of tte hills submitted~ 
for Part B benefits were reduced tecause the· billed ·amount exceeded the 
allowable Medicare charge, the ~ercen+.age of assigned bills (on which the 

@ physician agrE~s to accept the ~llcwatle charge as payment in full) had~ 
fallen to 52~. 

• Ccncern has been expressed about the substantial fee differentials that~ 
exist between physicians in djffeEent localities, and that the relatively low 
fees sometimes ~aid in rural and ghetto communities, and those relative\y lcw 

@ fees sometimes paid to general ~~actitioners, may discourage physicians from("> 
practicing in these physician-scaice areas. Conce~ns ove~ exc€ssive paymBnts 
have persistsd in the case of pathclogists, teaching physicians, and other 

@ p.ractitioners whc bill fer servic~s that are produced either wholly or in.~ 
part by hospital e~ployees. iih~ ques~iou of paying teaching physicians and 
th€ effect of M~dica.re payment levels on the geographical and specialty 

~ distribution of physicians was the subject of a. March 1976 Iepcrt by the ~ 
Institute 6 f Medicine, "Medica:re- Medic~id Reimbursement Poli~ies. ") · 

~ ]ilICAID ~ 
. Descziption.. 'Ih'9 Medicaid pi:cg:ram (authbrizea under Title XIX of the 

Social Secuiity Act) is a Federal-State matchi11g progi:am pJ:ovid.5-r.g medical 
~ ~ssistance for low-inccme person~ tihO are aged. blind, dis~bled, er members r 

of families with dependent childre~4 All States (except Ari2ona) and the 
District of Cclumbia, Guam, Puert~ Fico, atid. the Virgin ·Islands currently 

@participate in the progr~m. Tte Federal Government's share of medical, 
ex~enses is tied to a formula tased UFOn the per capita. income cf the State. 
As=. :ninimum, the Fede.ral Goverr:n;ent will pay 5071 of tl:e cost!: 0£ medical 

~ care; this amount may range up to 831 in the lower per ca~ita iLcc~e States. f 
Each S'tats a~ni:nis'ters and operates its own p:rogram, and, subject to .Federal 
quidelines, dEte:r~ines eligibili~y and the scope of benefits to be p=cvided. 

~ The proqrams varv considerably frc~ State to State. ~ 

~ Payments tc MEdical Vendc~s 

\~ 
~.t-

f. 

Federal 
Stat€ 

Total 

Adminis-trative Costs 

Fed·eral 
State 

Tctal 

,~ Total cutlays 

Fed era 1 
State 

Total 

F'Y75 
(act ·l 

FY76 
J§.§!.!..L 

6,743 7,842 
5,3Ll6 6,220 

$ 1 2 • 0 8 9 $ 11i • 0 6 2 

3 17 342 
·~ :: 1 250 

$ 548 $ 592 

i,CEC 8,184 
5,577 6,470 

$12,t:37 $14,654, 

Transitio:ial 
.srna r!~L{es .hl 

2, 125 
1,685 

.13,, 810 

95 
69 

$ 164 

2,220 
1, 75 u 

$),974 

FY71 
jg§.hl 

8,694 
7 ,041 

$15,935 

3S8 
290 

$ 688 

9 ,292 
7,.331 

$16 ,623 

.... 
\ 

·.~• 

... 
\ 
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1 
·Eliqibility for Medicaid is linked to actual er potential receipt of ca~h 

; ". •''4dJ 

;ti ··assistance under tl":e federally assisted Aid to Families with Dependent t, 
·· Children program (AFDC) and the F~deral Supplemental Security Inccme Program 

(SSI) for "t:te aqed. blind, and disablE:d. States must cover the 
:~4 "cateqoricallv needy" under their Medicaid programs. In general. these are(,, 

persons receiving assistance under AFDC or ssr. States have the option of 
limitinq Medicaid coveraqe of 551 rEcipients by requiring them to meet any 

~ more restrictive eligibility staildard th3.t was in effect on Jan.. 1, 1972 '* 
(before inplementation of SSI). States choosing the mor~ restrictive 
criteria must allcw ap~licants tc ~educt medical expenses from income in 

~ determining eliqibility. In 14 States, Medicaid coverage is limited tO'those~ 
who· can meet th~ mere restrictive criteria. Thirty-six States· cover all 
persons eliqible fer SS!, and 30 States cover persons eligible for State 

~ supplementary payments under the ~xcgram. States may also cover additicnal ~· 
persons as ca·tegorically needvo These might include persons ~he would be 
eliqitle fer cash assistance, e:xcei::t that they are r-esidents in· medical 

t. institutions (such as skilled nur~ing facilities). States may also cov~r the~ 
"medically needy, 11 i.e.,• person:: lihose income is slightly in excess ·of tbe 
standards for cash assistance, (rovided that (1) they ar~ aged, blind, 

ts dis ab 1€d. or m~mbe:a:s of ·families · with dependent chi ldJ:en, anC. (2) their ¢. 
income {after dedu-:ti~q incurr·~d medical expenses) falls belcv the State 
standard--29 States have elect~d this option. States may .alsc cover all 

\a needy and nedically ~~edy children under the age of 21. even though tliey are~ 
not eliqibl€ for cash assista~ce. ' 

\:> i (p 
Medicaid Recipients (in thousandsl 

,. '. 

REci,gients· FY7~ FY76 f_Y77 <. 

Aged 4,.170 4. 233. 4, 296 : fe 

Blind 127 129 131 

t.s <. 
Disabled 2,37u 2,406 2,442 

Adults in AFDC .families 5,100 s.304 5,410 

"" 
C:tildren under 21 10,7CO 11, 128 11.351 

<. 
Total 22,467 23,199 23,629 

ra states are r~quired tc offer tb~ following services under their Medicaid~ 
proqrams: inpati~nt and outpatient hospital services; laboratory and x-ray 
services; skilled nursinq facility (SNF) services for tbose over age 21; home 

\g health services for those entitled to SNF care;· €arly and periodic screening"~ 
diaqncsis and tr2at~ent (EPSDT] fer those under age 21; family planning 
services and su~~lies; and physicians services. Tb~y may also Fiovide 

\<9 additional mEdical services such as drugs, intermediate care facility (e. 
services, eyeql3sses, inpatient ~svchiatric care far individuals under age 21 
or over 65. Stat€s are P~Imitted to establish limitations on the amount of 

•care provided under a service catEqory {such as limiting the number of days~ 
cf covered tos~ital care or numbeI of physician services). States may
provide more in the way cf services fer the categ0rically needy than the. 

~ medically needy, but tt:ey may net p:ovide less. b 
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States have ccnsiderable leeijay in setting reimtursement levels for 
services except !or hospitRl care ~here they are~ in general, governed by the 

© ... 

@>cost payment system established unue.: Medicare. Effective July 1, 1976, fi"' 
States will be r~q~irea to have rlEW aporoval for =ei~burseillent systems for 
skilled nursing and intermediat~ ca~e facilities. Practitioners and 

~ providers are :reguirEd tc acc-eft payments under tbe prcgram as payment in,• 
·. ~ull fer covered services. Pati~nts Iesiding in long-term care facilities, 
: however, may be requi=ed ·to turn aver most of their income to help pay fer 

f9 the cost of their care~ In certain cases nominal copayments may also be ,.a. 
required (e.g., one dcllar per ~rescription). 

~ Cu:rr.§nt Proa.r:atli Jssae.&!_ Increasinq evidence of fraud and ~·buse, 6 

particularly on tte ~art of heillth care providers, ha3 recently become the 
subject of major ccnc~rn. While t~e exact dollar figure is net available on 

l~ the cost to the prcqram of such acticns, some estimates ranqe from 5-103 of:.• 
-total GAperidit:u:Le.s. Vio.1ation.::; incluue bill pal'.ldirig by doctors, kickbacks by 
~edical labc:ratories, sending patients to a succ€ssion of doc~ors when not 

'~ medically jus·tified ("pinq-ponqinq"), and ~1assive s'tlindles on the part of 1-.. 

n ursinq ho II€ ope l:a tors. \ GAO re~o:rt issued on Apr• ~3, 197 3, and t WO 

subsequent Co nqress ion al. Cc mm i tt·~.c re po:tts hig!llighted both e xa illples of fraud 
(~ and ah,use and HE~ •s alleged failu!:e to take e£-fective action. HE'ii h_ad stated (6 

that sine~ Medicaid is administ~red by the States, it is the\ States• 
respcnsibility tc detect and pros~cute violators. However, HEW is now taking 

lo more direct action.. A newly established f;-aud and abuse unit, exfe:cted to be 1._• 
composed of 108 persons, is €X~ected to assist States in id~ntifying 
corrupticn, proceeding with pi:o.::ecution, and .::stablishing better -management 

l~ systems. On Mar. 26, 1976 7 the Secretary of HE~ anncunced a major("" 
investiqative proq=am to l::e cqnduc"t:ed over the next year in six cf the States 
with the largest Medicaid expenditures. Prog~am abu~~ and fraud in the 

1~ proqram is not limited to providers; recipients may misrepresent their ~o 
~- circumstances in ci:der tc obtairi eliqibility, 6r may loan their cards to -

noneligible persons. Recipient fraud is considered to be less ·extensive and 
(ft far l€ss ccstly ttan provider fraud. While· there is a higt iz:stance of~ 

errors in eligibility dcter~~naticns, mach af the blame is placed upon the 
difficulty cf administerinq the iroqram•s difficult eligibility reguir€ments. 

f!' ' Rising costs of the M€dicaid }:tcgram have placed increa.sing strains on ~ .. 
many State budgets and forced a number to take actions in response to 
budgetary ~ressures. In toe first nin~ month3 of 1975, 15 States cut back in 

r~ the scope of se~vi~~s cffei:ed er grcup3 covered u~dec their Medicaid plans. c
A number of Sta~es have alsc set limits on reimbursement rates for · 
physician's servic~s that are ~utstantially below these authorized under 

l~ Medicare; ttis has deterred a number of physicians _from accepting Medicaid t~ 
patients. ThE delay in the int:lementation of the mandatory early and 
periodic screeninq 7 diaqncsis, and treatment program (EFSDT) has also been 

--~attributed to fiscal ccncerns. Dest:ite the laH's penalty for noncompliance, 1_• 

only 113 of tte estimated 13 [illion eligible children wer~ screened in FY75. 
· The administr~tion of State Medicaid programs, in many instances, has been 

(~found lax and inefficient. and fails to meet Federal requirements for proper ( .... 
prcqram operaticu. Deficiencies include delays and errors in making 
eliqibiiity determinations, atsence of accurate reporting systems, and 

tr; inadequate prcc€dure.s foi: revie"Ning claims. Tl:e Medical Services(• 
~dministratioTI. the Federal MeJitaid agency, has heen unable to eff6ct 
significant improv€ments, primarily because of an absence of uniform 

~ performance s-tancai:ds and. the lack of effective sanctions for i:-oorly (..,. 
~erforminq States. 

'~ 
1 

Eligibility requirements-foi: Medicaid are complex, vary widely between the(~ 
states, and pi:eclude certain ~cor persons f~om receiving benefitso 
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Eliqibility is ti~d to actu~l er ~ctential receipt of ~~lfare; a recipient 
must be a~ed, blind, dis~bled, ~r a me~ber of a family with dependent 

~children. Persons who do net fall within these definiticns (examFle: (, 
sinqles, childless couples, and, in some States, male-beaded families) cannot 
receive M€dicaid benefits regardle~s of ~heir income. Fu~ther, a person with 

(g a specified income could be eligible automatically for benefits in one State,<:. 
forced to incur substantial medical expenses before g~ining eligibility in a 
second state, a~d not be eliqible at all in a third State. 

<:. 
The sccpe of benefits available to r~cipients is generous in some States, 

and in other States more limited. ~be average Medicaid payment for families 
~on AFDC ranoed fxca $210 in Mississippi to S1.57C in New York in FY7~. A~ 

further ccrcern ~eqardinq services offered under Medicaid is that the primary 
emphasis has beEn on instituticn3l ca~e; for exa~~le, cnly 0~3~ of program 

~ payments wen~ for heme health services in FY74. Roughly 363 of prog~am ~· 
payments is a~~lied f-0~ caxe in lcng-terrn care insti~utions «skilled nursing 
facilities ana intermediate care facilities). In mauy in~tances, these 

(., facilities fail to meet i:equiied ::t.andards or p:ovide. th<:! full range of (.,~ 
services tequir£d by the patient~. The F~deral Gov~rnment is placing 
increasinq empha~is on upgxading ~are in these institutions. 

LEGISIA.'.J'.ION 
<4P 

P.L. 9Li-182 (B.B. 10284) 
.. 

Amends Title XVIII of the Social Se~urity Act to assure that the 
~ prevailinq fa~s .retognized by Medicarg for FY76 ar~ not less then those for ~ 

FY75. Extends, for 3 years, the existing ~uthority of the Secretary of HEW 
to qrant temporary waivers of nuzsinq staff ragu!rement~ for small hcspit~ls 

~in ru::al areas. Maintains the 1;~esent sy.stem of coorJ.ination of the !'i-edicare ~ 
and Federal EJit:lcyees' Health Ee!lefits programs., corrects a tecr~::ical :.::-::er 
in the law that p=events incrEaSAS in the M~dicare Part B premiums. Permits 

~ d€siqnaticn cf additional state~ide Profession~! Standards Review ' 
Orga~ization (PSEO} areas unde~ c~rtain co~ditions and facilitates funding 
for PS?.Os. Requires state Medicaid ~lans tc include a copsent by the state 

~ to suit in Fedeial courts in acticns brought by the providers of certain' 
Medicaid services and includes a p~nalty for noncompliance with this 
requiremeut, B.:can:~ la:o1 en tee • .: 1. 1975. 

P. L. 9 4- 3 6 8 (H.F. 13501} 
Extends for an a1ditional year the current method of paying for 

~physicians' services in a t8achlng hospital. Assures that physicians'~ 
prevailinq charqe levels £3coqnizEd under Medicare shall not be less than 
those recoqnized in the praceEding year. Signed into la~ July 16, 1976. 

s. 320~ (Talmadge) /H.R. 13C8C (Duncan) 
Medicare and Medicaid Administrative and Reimbursement Reform Act. 

~ Establishes a new combined Adainistration for Health Care Financing in HEW, ~ 
headed by an A~sistant Secretary for Health Ca~e Financing, which would have 
responsibility far Medicar.:.:, Medicaid. and. the FSEO progra-m. Es~ablishes a 

.0 central fraud and abuse •Jnit in the new Administration headed l>y an Inspector Ccr. 
General. Establi~hes ~tr=oimanc~ criteria for Medicaid to =eguire timely 
determination and redeterainaticn ~f eligibility, promot payment of provider 

- claims. effective review of these ~roviding services and services provided, ~ 
and timely develc~ment and repcrting of program data. Establishes a new 
mettod of reimbur~ement for routi~e hospital operating costs based upon a 

~ classification system; and provides that the mechanism. to be phased in over <e. 
3 years, would prcvide incentive reimbursements fo.r hospitals with costs that 
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are below the av~raqe and pe~alities for thos ~ith cos~s that exceed 120% cf 
the average. S~ecifies that aEdical specialists, such as certain 

@.. radioloqists, [:a thcloqists, and anesthesiologists, would be reimbursed on · a ;'1> 
fee-fo~-service, er ether reascnable compensation basis, for services that 
they perscnallv re~der or arE i:rovided under their direct personal 

~,,s upe:Cvision; and provides that for administrative and general supervision cf ,& 

· departments performed by these s~ecialists compensation would be on a basis 
comparable to what a salaried s~~cialist receives for comparable time and 

@5i·· work. Establishes a minimum i:aya~pt rate for phys~ci~ns under Medicaid at • 
803 of the Medicare raasonable charge for similar care or se~vice. 
Encourages phJ3icians tc accept assignment under Medicare by permitting., them 

•to file simplified billing forms, assuring more timely reimbursement, and~ 
providinq an adrriristrative cost ~avings allowunc~ above regular payments. 
Precludes automatic increases in MEdicare prevailing charge levels for given 

~ services er piccedures in a locality to the extent that they are more than ~ 
50% hiqher than the median chaCgE in all localities in the saffie State. 
Pro vi d.es ·tba t tr.e Sec re ta. r:v ·of E EW •ill be the fin al certifying officer with 

.0 respect to th€ eligibility of skilled nursing facilities and intermediate 1• 
care facilities to participate in ~he program and permits St3tes to include a 
reasonable factor in rayments tc foI-profit facilities. s. 3105 was referred 

1~ to the S€nate Finance committ~e, and: H. a. 13080 was ref~rred to the House 1,,._ 
Commit~ee on ~avs and Means. 

~ H.R. 12233 (Staqqer, ty req.)/S. 3137 (Curtis, for the Administration) ~ 
Financial Assistance for Healtl: Care Acto Consolidates 1.6 ca1:egorical 

qrant programs, includinq Medicaid, into a ~inqle, $10 billion blod grant to 1• the States beqinnirg in FY77. Increases the authorization level by $500 ~ 
millicn for each succeeding fiscal year. Provides for the distribution cf 
funds among the States according tc a for~ula based pri~~rily upon the size 

@of a state's low-income populaticn., with consideratio11 also given to its per~ 
capita inccma and fiscal effort. Provides for a phase-in of the distribution 
formula and s~ecifies that no Stat€ will receive less than it did in FY76 and 

(!? no State will rEceive more thaL a 103 incre3.5€ per ·year~ - Excludes any f' 
requirement for State matching cf FEderal paymsnts. Prctects PHS grantees 
frcm large budgeta~y reductions in the first three years. Requires at least e 903 of Fedexal funds to be spent en personal health care, at least 53 on ~ 
community and environ~Ental health activities (including mental health 
services), and no more than 51 tc te spent on other he~lth activities such as 

·~ ~lanninq, rate requlaticn, and re~~urces d8velop~ent. Permits States bEoad1• 
latitude in .defining the eligible i:cpulation, except that pei:-sonal heal th 
care services.must be provided tc those in the lcw-income category. Permits 

.0 State :s broad la ti t~ae in setting .r·eimbui:sement levels and lc:vels for premiums,<&> 
oc cost-sharing. Beq~ires de~elo~ment annually of a Stat~ Health Care Elan 
including: (1) ~tatement of healtt care goals and ~aya ·the ~lah is directed 

\11> toward meeting t1;€se gcals; (2) ass~ssment of health care resources, \9 

financing, and population needs; and (3) description cf prog?:am including 
eliqible pcpulaticn, se~vices covered, specification of standa~ds for 

i!f/> ca teq ories of providers, re i irl: ex.semen t methods, anti q11a li ty assurance i9 

systems. Requires public participation in planning process. Continues 
National Health Planning Council a~d technical assistance at the Federal 

~ level. H.E. 12233 was referxea to the House Commi~tEe on Interstate and i0 

ForeiqD commerce, and s.3137 was referred to the senate Finance committee and 
the Senate La~or ano Public Welfare Ccmmittee. 

H. R. 120E2 (Duncan, ~y req.) 
Medicare Improvements Act of 1976. Modifies current cost-sh~ring z• charqes fer hospital care, by rEquiring 10% coinsurance for each day beyond 1~ 

the first day cf ca~e up to a maximum of $500. Eiiminates current maximum 
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~ ' day limitations fct hospital and skilled nurinq facility care~ Provides for 
increases in fart E deductible egual to the percEntage increases in social 

~ s~curitv payments. Regui:res cofa1ment of 103 for hospi~al-based radiologists~ 
and patbolcqists. Places $250 csiling on cost-sharing charges under Part Bo 
Limits increases in reimbursem€nt ever the 1976 levels to 7~ in the case of 

~ per diem payments to hospitalsw 3nd $5 in the case of physiciar. fees. '°" 
Referred to the House ccmmi·ttee en ways and Means and committee on Interstate 
and Foreiqn Ccmmerce. 

H.B. 129€1 (Bcqer:s) 
Repeals the :requirement und~r Medicaid add.e·d by P.L. 94-182 that 

~requires a StatE's ~lan for: m~dical assistanca to include a provision giving~ 
consent of the State to certain s~its brought with ·respect to payment for 
in..;patient services. Pass€d the Beuse on ('lay 12, 1976. Refe;?:red to the 

~Senate Finance Ccrr~ittee. Heaxinqs were held on June 7, 1976a ~ 

D.S. Conqress. House. cc~rrltt~e on Governillent Operations. Department 
~ of Health, Education aa~ Welfare (Preventiort and Detectio~ of Fraud ~ 

and Proqram Abus€). [ ~2:hington, o. s. Govt. Print. Off. J Jan. 26, 
1976. 42 p. (94th Ccr.:q:ress, 2d session. House. Repor~ no. 

~ 94-786.) l i;. 

u.s. Congress. Houseo Ccmmit~ee on Interstat~ and Foreign Commerce. 
Sul::co111mittee on Hee:.ltb and Environment. Data on the Medicaid 
Prcqram~ Eligibility, se=vices, expenditures, Fiscal Years 
1966-1976 .. fWashingtc~" lioSo Govt .. Print .. Off ... ~] January 1976. 

<o 91 p. (94th Ccngz:ess, 1st session).. (. 
At head of title: ccunittee print no. 18. 

<.. u.s. Conqress. Senate. Special Committee en Aging. Fraud and abuse ~ 
amcnq clinic~l labcratcrie~. Washington, u.s. Govt. Print. Off., 
febxuaxy 1976. 45 p. (94th Conqress, ·2a session). 

~ At head of title: Cc11IIittee print. , <r.. 

~.-

U.S. General Accounting Offic€. Report to the Human Resources 
Task Force, House Ccmmitte€ ori Budget. History of the rising 
costs of the Medicare and M€dicaid Programs and attempts to 
contrcl ttese cos-ts~ 1966=1975. rlWil 76=SJ. Feb. 11. 1976. 

u.s. Library cf conqrEss~ Ccnq4essional Reseacch service • 
. Hospital care; ··Expenditur€s, costs,:-and utilization (by] 
Jack c. E~~ler and Glenn B. Markus. Issue Brief 75086, 1976. 

-----Medical care prices. (by] Glenn R;-Markus and Susan Bailey. 
l3sue Erie.t; 75004, 1976. 

i <.o. 

----- An CvErvie~ ~f the Medicaie Program (by] Robert Hoyar. (Washington] 
Mar. 18, 1~76o 17 p. '-Hultilith 76-60 ED 

----- Professional Standards Review Organization (PSRO's) for review r. 
of services uLder Medica~€ and. Medicaid (~y] Jennifer O'Sullivan. 
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,- The u.s. Supreme court decisicrs in .RQ§ v. Wa.Q_g, 410 u.s. 113 (1973), and~ 
]oe v. Bolton, 410 u.s. 179, which held generally that a State could no 
lcnqer prohibit abortions in the first 6 months cf pregnancy, caused several 

~ House and senate members to move fer an abortion prohibition effectuat~d by ~ 
conqressional action. To this End, pro~osed bills and constitutional 
amendments have been intrcduced in both Houses. Rather than I'-aving settled 

("' the abortion question conclusively, the Supreme Court decisions have kindled ~ 
a national pretest movement. 

BACKGROUND AND FCLICY ANAIYSIS 

r It is generally acknowledged that, at ccmmcn law, abortion performed ~ 
before quickening (the first reccgnizable movement of the fetus in uiero) was 
not an indictable offense. whether abortion of a quick fetus was a felony at 

C common law is still disputed. The later and predcminant view, however, is r 
that abortion of a guick fetus ~as, at most, a minor offense. 

€ In this country, the law in all but a few States until tte raid-19th r 
century was the pre-existing English common law. It was not until after the 
Civil war that legislaticn began generally to replace the common law. Most 

(' of these initial statutes dealt severely with abortion after guickening but F 
were lenient with it before Quickening. The typical law permitted an 
abortion where nec~ssary tc save the mother's life. 

Gradually, in the middle and late 19th century, the guickening distinction 
disappeared frcm the statutory law cf most States. By the end cf the 1950s, 

( a larqe majority of ~he jurisdicticns banned abortion, however and whenever ~ 
perfo~med, unless done tc save CI ~Ieserve the life of the mother. The 
exceptions, Alabama and the District of Columbia, permitted abortior- to 

( preserve the mother's health. 'Ihi:ee states, Ulass., N.J., and Pa.) permitted~ 
abortions that tie-re not 11 unla"Wfully performed" or that were not "without 
lawful justification," lea vinq interpretation of those star.dards i~o tl:e . 

r; courts. - ~ 

In recent years, about one-thira of the States have adopted, either in 
( whole er in part, the Model Penal Cedes provisions allcwing abortions in ~ 

instances other ttan where the rrcther•s life is in danger, i.e., where 
continuance of the pregnancy wculd gravely impair the physical or mental 

l health of tte rnctter; or where tte child would be born with a grave physical~ 
or mental defect: or where the ~regnancy resulted from ra~e, incest, or other 
felonicus intercourse. By tbe end of 1970, four States (Alaska, Hawaii, 

( N,Y., and Wast.~ had repe~led crininal ~enalties for abortions performed in~ 
early ~reqnancy by ~ licensed ~hysician, subject to stated procedural and· 
health requirements. 

~ ~ 
Beqinninq with the successful challenge ·to California's pre-1967 

restrictive atortion statute, P€f_tl§ v. ~elo~~, 71 Cal.2d 954, 458 P.2d 194 
("' (1969), cert. denied, 397 u.s. 91: (1970), abortion prop~rnents in the early(' 

1970s were successful in having abortion statutes declared unconstitutional 
in several states. Wieldinq arquments that (1) 2bortion statutes invade· a 

1- womaD.'s privacy and (2) that s-tatrtes prohibiting abortions except "where~ 
necessary to .save the life of U:e mothe.r" are unconstituticnally vague, 
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abort ion propcnents successfully argued t.hat aborticn statutes in Texas (B.Q~ 
v. Wade, 314 F, sui::p. 1217 (N. D. 'Iex. 1970)); Georgia (I:;oe v. ].Q_lto_!!, 319 F. 

~Supp. 1048 (N.D. Ga. 1970)); Wisccnsin (]~bb~tz v. ~ccan_!!, 310 F. Supp. 293 • 
(E.D. t\is. 1970)); Illincis (DCE v, ScQtt, 321 F. Supp. 1385 (N.D. Ill •. 
1971)); Connecticut (.~be.Jog v. ]ar]:£le, 342 F. Supp. 800 and 351 F. Supp. 224 

~ (Conr).. 1972)); New Jersey fL_~.C.]!.!. v. Kugler, 342 F. Supp. 1048 (N.J. '$ 
1972)}; Kansas (Joe v. M€nqhini, 339 F. Supp. 986 (Kan. 1972)), and Florida 
(Stat~ v. BaLg~et, 262 so.~d ~31 (Fla. 1972)) were unconstitutional. 

"- However, State abcrtion stat~tes ftere sustained in Louisiana (Ros~~ v. ~ 
Louisiana ~-t~te Boarg cf Medical Examiners, 318 F. Supp. 1217 (E.D. La. 
1970)); Ohio (Steinberg v. Brown_g!, 321 F. Supp. 741 (N.D. Ohio 1970)); Utah 

'1, (.Roe v. RaJ!l.Qtcn, F. Supp._ (D. Ut.ah 1971)); Kentucky · <£.r2ss_gn. v. ~ 
Attorney General, 344 F. Supp. 5E7 (E.D. Ky. 1972)); North Carolina (£or~.§Y 
v. ]g~~ds, 322 F. Supp. 1248 (W.D. N.C. 1971)); Indiana (Ch~ane~ v. 2tate, 

~ 257 so. 2d 876 (Miss. 1972)); and ~outh Dakota rn_tate v. ]ynson, _ S.D. _, 201 ~ 
N.W.2d 123 (1972)). Indeed, even the u.s. Supreme court denied a vaguene~s 
c:hallenqe to the District of Cclumbia abortion statute, .!h.h v. ..'L!:!.i!ch, · 402 

~ u.s. 62 (1971) o 'Ihe net effect cf the Vui_:tch decision, however, was to~ 
expand the availability of abo:rtions under the D.C. statute's section · 
allowing aborticns where "n~cessary for ·the preservation of the 

'1. rriother•s .... l:ealth. 11 
: e 

, Finally, c~ Jan. 22, 1973, the United states Supreme court, in decidirig 
~ ~ppeals from the invalidation of ~exas and Georgia abortion statutes held ~ 

that a state may nc longer prchitit abortions in approximately the first ~ 
montts of p:reqnancy (.Bee v. _Rade, 410 O.S. 113 (1973)). Neither may the 

·~ State encumber the abcrtion right with certain statutory procedural~ 
requirements fDo_g v. ].clt.Q.J!, 410 u.s. 179 (1973), companion case with ].£de). 

k Ruling that a woman has a furdamental personal right, encompassed 
'El> I • 

by a~ 
court. Fourteenth Amendment :riqht of privacy, to terminate her pregnancy, the 

in Wad~ held the fellowing: 
(Po 

(1) For the stage prior to ai::~roximately the end of the first trimester of 
preqnancy, the abcrtion decisicn and its effectuation must be left to the 

~ ~edical judgment cf the pregnant wcman's attending physician. : ~ 

(2) For 
I • 

~trimester, 
may, if it 
reasonably 

the stage 
the state, 
chooses, 

related to 

subsequent tc approximately the end 
in ~~omo~ing its interest in the health 
regulate the abortion procedure . in 
maternal hE al th. -

cf the first 
cf the mother, ~ 
ways that are 

I 

. I ... 
~ .. ~ 

(3) For the staqe subsequent tc viability, the State, in promoting this · 
interest in the potentiality cf human life, may, if it chooses, regulate, aria 

~ even proscribe, abcrtion except ~be:re it is necessary, in appropriate medical~ 
iudqment, for the preservation cf the life or health of the mother. 

\ . 

~ (4) The State may define "physician" to mean only a r:hysician currently,~ 
.licensed by tte Stat~; and may r:rc~cribe any abortion by a person who is not 
~ physician as so defined. 

G ~ 
The Bolten deci~ion effectively prohibits a State from processing an 

abortion patient in a manner more turdensome than for ether patients. ]Q!i~~ 
~ struck down Georqia statutory ptccedural reguirements that an abortion be ~ 

performed in a hospital accredited by the jcint Ccmmission on Accreditation 
cf Hospitals, that the procedure be approved by the hospital staff abortion 

~ ccmmittee, and that the ~erforrring ~hysician's judgment be ccnfirmed by & 
independent examinaticns cf the patient by t~o other licensed physicians. 

~· ~ ... : .~· 
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Additio~allv, a requirement that a ~cman must be a bona fide resident 
Georqia befcre she could have an abcrtion in that State, was struck down. 

' 

of 

The Supreme Ccurt• .s decisicns in 1!°.2~ v. Wa.Q.§ and Q.Q.§ v. ~gJ:tcn. left a 
number of ~mportart abortion-related issues unresolved. Two of the major 

$ 

f!Jf questions remaining have been clarified by the Supreme court in Pl£nnEd4 
f_g_ren thQod o.t.Senj: I al_ Mis so_yri v. J;§nf or:th. and ..Q_g.n fQt_t h v. Pl.SJ!J!gfLE~.I:en,ibQ.QQ 
21 Cent,£al Mi_gsouri, 44 U.S.L.~. 5197 (July 1, 1976). The Court held that 

p .spousal ana pa~ental ccnsent reguirements during the first trimester of ~ 
preqnancv. which amount to a vetc of the decision to abort a pregnancy, 
violate th€ standards of Ro~ v. Dee. The court also held that a section of 

(0 the Missouri abc:rticn sta~ute which prohibits the most commonly used safe fl' 
available abortion procedure (saline amniosentesis) in tbe country was not a 
reasonable protection of maternal health. In addition, the court struck down 

~ an entire section cf the Misscuri abortion statute which required a phusician ~ 
to exercise a standard of care, \ithout regard to stage of pregnancy, that 
would preserve the lif€ and health cf the fetus. SectionE of the Missouri 

~ abortion s~atutes involving a flexible definition of viability, written~ 

.. 
'· 

consent of the women, and confidential report ano recordkeeping requirements 
were upheld .• 

Stat~ Deni£] ~i ~~dic£ig ]ene±l~& fQ~ ]1ec!iY& ~£Qrtion~ All courts that 
have faced the issue have held such a denial unconstitutional. . Wulff v • 

II# 
\ 

.:f> ~.i.ngletcn,, 508 F.2a 1211 (8th c:..r. 1975), reverse.a on procedural grounds by~ 
the supreme ccurt, 44 u.s.L.w. 5~13 (July 1, 1S76); Do~ v. ]Q§~, 499 F.2d 
1112 (10th Cir. 1S74); JS.lej,:g_ v. =Nassau county ·Medical Center=,, 347 F. Supp. 

~ 496 (E.D.N.Y. 1972), vacated and :remanded, 412 u.s. 925; .QQ.§ v. ,Bam~on, 366 f!'1 
F. supp. 18S (Do Utah 1973); =Doe v. 'l'of11gem_gth, 376 F. supp. 173 (D.c.w.n. 
Pa. 1974), aff'd en other groYnds, _ F.2d (3rd Cir., Dec. 10, 1974), 

i'.'7 rehear-inq en ba.n.£ qranted Februar'.Y 1975; RQ.~ v. ]estby, 383 F. Supp. 1143 f! 
(D.SoD. 1974) • vacated and remanded by the Supreme court on Mar. 17, 1975, 
for consideration cf statutory issue. Where the statutory issue has been 

~ considered alcne, one court bas held that Title XIX -0f the Social Security f 
Act does net ~revent a state frcm excluding elective abortion from Medicaid 
coveraqe (Ree v. F e.£g_yson, 43 U. S .1 o Wo 2452, 6th Cir.• Apr. 28, 1975) • The 

€ court ordered a threa-judqe district court convened to consider the~ 
constitutional issues. · · 

~ ~ Reg_y1aticn gi Abo,I:tig~ P:roce..9Jil~.!. The courts have in a number of f' 
instances struck down State and local regulations on the ground they were 
overbroad and unccnstitutionally restricted a woman's right to texminate her 

(' preqnancy,, frien_Q_§]JjQ _tli:djcal CeJij;.§L 1111.!. v. ~hiC§.9..Q .f_g~rd .Qf ]fil!l.:t.h. 505 1' 
F.2d 1141 (7th Cir. 1974); word v. _g.Q.glkg£, 495 F.2d 1349 (8th cir. 1974); 
].Q~ v. goel~er, 43 u.s.1.w. 24!:0, 8th cir., Apr. 14, 1975; golf_g v. c Scl;roeri_n_g, 388 F. Supp. 631 (W.D. Ky. 1974). ~ 

PerfQrmanc€ g.f ~.Qor.:tic.n.§ j] ,£ubli.Q !!.Qfili ta.12.!. The courts have 
~ consistently leld that public hos~itals may not refuse to permit abortions ~ 

(Nyberg v. ~i..i.Y 21 ~irginj~, 495 F.~d 1342 (8th Cir. 197~), appeal dismissed 
and cert. denied, 95 s.ct. 169; ~~~ v. Halg Hospjta.J,, 500 l''o2d 144 (1st Cir. 

~ 1974). certo denied, 43 u.s.1.w. 2411; Dog v. Poel~er, 43 u.s.L.w. 2450, 8th~ 
Cir •• Apr. 14, 1975; ~oe v. ~ri2cna Board of Regent§, Ariz. Ct. App., Apr. 
21. 1975). 

! 

~usal and Parental Ccnsent. Most courts have invalidated requirements of 
spousal and parental consent. ~ v. Ge£stein, 376 F. Supp. 695 (S.D. Fla. 

!Iii:'" 
\. 

(" 1973), cert. denied, 42 u.s.1.w. 2666: Do~ v. ]£!!!.2.ton, 366 F. Supp. 189, 193 f.i7 
D. Utah 1973); ~oe v. ]ellin Me~ori£1 Ho§pita1, 479 F.2d 756, 759 (7th Cir. 
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1

973) Foe v. Vanderhoff,, No •. 7~-P 418 {D. Colo.,, Feb. 5, 1975); Jone.§. v. 
Smith, 278 So. 2d 339 (Fla. Ct. At=P• 1973) • Qoe v. _Boe, 314 N.E. 2d 128 

~ (Mass •. 1974); but cf. Planned PaJ;§.nthgod of_Cen.:tral Ni§.§Q.!J£i v. Danforth, 44 ~ 
u.s.L.w. 5197. 

! 

~ . Advertisin..9..!_· Tte Supreme Col:rt held in f!ig.§12:! v. Vi,rgi!li~ No. 73-1309, @!. 
decided on June 16, 197 5, that a State may not proscribe advertising 
~eqardinq tte availability of ar: abcrtion or abortion-related services in 

~ another State. ~ 

The 93d Conqress enacted anti-atortion amendments to the following laws: 

. (l) Health se=vice Extensicn Act of 1973, P.L. 93-45,. approved June 18, 
~ ~973,, contains a ccnscience clause ~hich prohibits compelling institutiotis ~ 

~nd individuals that receive Federal funds to perfcrm or participate in 
abortion or sterili2a tion i;rocedu:res,. 

~ ~ 
(2) Foreign Assistance Act of 1973, P .. L. 93-189, approved Dec,. 17, .. 1973, 

was amended to prchibit use of funds to pay for the performance of abortions 
~ or to coerce any ~erscn to practice abortions. ~ 

(3) Legal Services·ccrporation Act, P.L. 93-355, enacted July 25, 197~r 
- contains an amendment which Jirrits the ~articipaticn of Legal Services~ 

attcrneys in abcrtian litigaticn. 
i . . 

·~ In addition tc the preceding anti-abortion ridersr tte 93d congress added ~ 
orovj.sions to the National Research Act cf 1974 (P.L. 93-348) and National 
Science Foundation A utho:ri za ticn Act of 197 4 (l?. L. 93-96) , which pr oh i bit the 

•use of funds for resea~ch on human fetuses. (For more information on fetal• 
research, see IE74095. ] · 

~ The ma;or pclicv questions invclved in the abortio~ issue are as follo~s: ~ 

1 
(1) How may congress, if it ~c determines. overrid~ the Supreme Court's 

fa> abortion decisions speedily 
constitutional am~ndment? 
I 

and with precision? By statute? By~ 

fl) i (2) Does secticn 5 of the Fcurteenth Amendment tc the constitution~ 
authorize Congress to enact a statute which would prohibit abortions? 

@) I (3) Shoul a Conqress exercise its authority over the jurisdiction of @> 
inferior Federal courts and enact a statute which would prohibit Federal 
courts from hearing abcrticn cases? would such a law be constitutional? 

(4) What would be the collateral, and · perhaps undesirable 
any, of a constitutional amendment which invests the unborn 

@ canst it uticnal "due pr:cce s s" and "equal protection" guarantees? 
i 

@ 
effects, if 

i¥i th certain 

( 5) Dees Ccng:ress have 
• ieligious-aff iliated hos~ital 

facility from being compelled 
abortion'? 

tt.e constitutional authority to fund a 
and at the same time insulate, by statute, that e 
by a court to piovide its facilities for an 

• , e 
(6) May an individual er a private or public hospital· be compelled to 

perform an abortion? •! e 
(7) Should the device of a discharge petition be used to disgorge 
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anti-abortion legis1aticn frcm ccmrrittees which i::lan no hearings en same? 

fJ (8) May Ccngress deny or limit tb.e use of Federal funds to pay for p 
abor'ticns? 

G? ~ 
'>i-.:. 

1;EGI1iLA_'J:ICN 

0 
~· Tha following bills en abortion have .been introducE:d in the 94th f'1 

Conqress: 
i 

(f! P.L .. 94-E3 (S. 66) (" 
Nurse Training Act of 1975. Arrendment No. ~33 (B€llmon) provides for 

I 

the preserva-tion cf freedcm of choice regarding abortion or sterilization 
~ practices in programs which are in whole or in part federally assisted. ~ 

(Adopted by unaniIIcus vcte on Ai::r. 10.., 1975.) Amendment No. 336 (Bartlett) 
bars the use of funds und£r Social Security to pay for or encourage the 

~ performance of abortions, exceFt in cases necessary to save the life of t~e r 
mother, (Tabled by a vote of 50-36 on Apr. 10, 1975.) S. 66 was passed by·. 
the Congress en July 20, 1975, cv~r a Presidential veto. 

s8 318 (Bartlett, Garn) 
Provides that, not~ithstanding any other provision cf law, the 

~ Department cf Health, Education, and Welfare is prohibited from spending or f 
furnishing, directly or indirectly, any funds to pay for or encourage the 
performance of abcrticns, except such abortions which are necessary .to save 

(I" tte life cf tl:e mct!:er. The bill was introduced on Feb. 3, 1975, and was{!!. 
ieferred to the Senate Committee en Labor and Public Welfare; subseguently · 
i-eferred to t:te Senate Ccremittee en Finance. 

I ~· 

s. 2538 (Kennedy}, s. 2360 (Eayh) /H.R. 10589 (Cohen} 
Intended to insure that teenagers have a "meaningful alternative to 

~ abot:tion" by authorizing comprehEr.~ive health care for pregna!1t adolescents ( 
before and after childbirth. Heaiings were held on s. 2538, the Nation~l 
School-Aqe Mother and Child HEalth Actr on Nov.:4, 1975. 

H.R. 164, H.F. 4348 (Abzug et al.) 
Provides that family ~lanning services, supplies, and counselin~, 

1° including abortions and sterilizations, be provided as an inclusion in ( 
' ~edical care rendered in facilities of the uniformed services. H.F. 164 was 

{ntroduced on Jan. 14, 1975, and tias referred to the Hou~e Committee on Armed 
~ Services (subsequently assiqned to the Subcommittee on Military Personnel). ( 

H.R. 4348 was intrcduced on Mar. 6, .1975, and was also referred to the 
~ommittee en Armed Ser~ices. 

H. R. 1133 (Waqgonne:r), H.R. 1515 (Dingell) 
. Withdraws jurisdicticn from the supreme Court and district courts in 

( cases arisinq out cf State la~s I€garding abortion. H.R. 1133 was introduced~ 
on Jan, 30, 197 5, - and was refe :rr:ed to the commit tee on tl:e Judiciary 
(subsequently assigned tc the Subcommittee on Civil and constitutional 

( Riqhts). H.R. 1515 was introduced en Jan. 16, 1975, and was referred to the P 
~o~se Ccmmittee on the Judiciary. 

(' P.L. 94-1E1 (HoRo 9005) {" 
International Develc~ment and Fcod Assistance Act of 1975e Sen. Jesse 

A. Helms (R-N. c.) offered an amendm2nt prohibiting- the use of family planning 
~ ~nd population funds to pay fer abo:rtion as a method of family planning. The ~ 

Helms amendment was subsequently dropped by the Senate-House conference 
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' 
(p H. Ro 14232 (Flcod) ~ 

i Department of labor and Healtb, Education, and Welfare Appropriation 
Act. Amendment introduced by Rep. Henry Hyde (R-Ill.) would provide that 

~ none of the funds appropriated under this Act could be used to pay for ~ 
aborticns er tc· prcmote or encourage abortions. The Senate voted to strike 
the arrendment en June 30, 1976. The House rejected an anendment to recede 

& ~rom its disagreement to the amendment on Aug. 10, 1976. ~ 

• Numercus prcrosed constituticnal amendments have been introduced ia the ~ 
~4th Conqress in an attempt to overturn the Supreme Court's decisions in RQ~ 
v. Wade, 410 u.s. 113 (1973), and ]£,g v, Bolj;on, 410 u.s. 179. Proposed 

~ c;onstituticr.al. amendments have been of two major types: (1) those"-
maintaininq tte ~ights of the States, the District cf Columbia, and the 
territories to pass laws allowing, regulating, or prohibiting the prac±ice of 

~ a,bortion and (2) those guaranteeing a "right to life • 11 Amendments introduced ~ 
~arlv in the S4th Ccngr~ss include but are not limited to the following: 

~ S.J.Res. 6, S.J.,Res. 178 (lielms) ~ 
"R iqht to life" ct mend men t, \Ii b ich states as follows: "Section 1. With 

iespect to the xight to life guaranteed in· this Constitution, every human 
~ being, subject tc the jurisdiction c£ the United States, or of any State, ~ 

shall be deemed, frcm the moment of fertilization, to be a person and 
entitled to the rjght to life." en Sept. 17, 1975, the Subcommittee on 

~Constitutional Amendments voted net to report s.J.Res.. 6 to the full~ 
Committee on the Judiciary. on A~r. 28, 1976, the Senate voted tc lay on the 
table a moticn to ~roceed to ccnsideration of s.J.Res. 178. 

s.J.,Res. 10 {Buckley et al~) 
11Riqht to life" prcposal, ~hich would allow abortions if the 

~ continu3. ticn. of pregnancy would xesul t in the death of the mother.. "Secticn e 
1. With respect tc ~he right tc life, the ~ord 'person•, as used in ·this 
article and in the fifth and fcurteenth articles of amendment to the 

~ ~onstituticn cf the United States, applies to all human beings, including• 
~heir unborn offspri~q at every stage of th~ir biolcgical development, 
frre~pective cf age, health, function, or condition of dependency. Section 

<@. 2.. This article shall net ap~ly in an emergency when a reasonable medical~ 
dertainty exists that continuaticn cf the pregnancy will cause the death of 
the nether." On .Sept. , 17, 1S75, ·the subcommittee on constitutional 

O Amendments voted net to repor:t s.J.Res. 10 to the full Committee o!l the~ 
Judiciary. 

~ S.J.Bes. 11 (Buckley et al.) ~ 
, Provides as fellows: "Section 1. With respect to the right to life, 

the word 'person• as used in tbis article and iti the fifth and fourteenth 
~articles of amendment of the Ccn~titution of th€ United States, appli€s to~ 

all human b~ings, irrespective cf aqa, health, function, or condition cif 
dependency. including their unbc~n offspring at every stage of their 

~ biolcqical develcpmento Section 2. No unborn person shall be deprived of~ 
life by any perscn: Prcvided, ho~ever, that nothing in this article shall 
prohibit a law permitting only these medical pi:ccedures required to pr~vent 

e; the death of tte mother." on Sept. 17, 1975, the Subcommittee on&. 
Consi tutional Amendments voted not to report s.J. Res. 11 to the full 
Committee on the Judiciary~ 

~ b 
H.J.,Res. 41 (Delaney) 
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Provides as follo~s: "Secticn 1. No person, from the moment cf 
conception, shall be deprived of life, literty, or property without due 

.fl? process of law: nor shall any perscn, from. the moment of conception, be~ 
denied equal ~Ictection cf the la~so Section 2. Neitter the United States 
nor any State shall deprive any tuman being of life on account of age, 

~ illnBss, or incapacity. Secticn ;. congress and the several States shall·~ 
have power to enfo:rce this article by appropriate legislation." Introduced 
Jan. 14, 1~75; referred to the Ccrrmittee on the Judiciary. 

s.J.Bes. 91 (Scott) 
11 Sta tes :riql: tE" pro.:;c sal. Pl:c vides that "the power to regulate the 

(!? circumstance under ~hich pregnancy may be terminated is reserved to the P 
States. on sept. 17, 1975, the Succcmmittee on Constitutional Amendments 
voted not tc rei:crt s.J.Res. 91 to the full committee on the Judiciary. 

(/:> I ~ 
H.J. Res. S6 (lH:itehurst) 
"States rights" proposal. Provides that nothing in this Constitution 

f> shall bar any State or te:rri tory ct the District of Columbia, with regard to P. 
any area over wr.ich it has jtrisdiction, from allowing, regulating or 
prohibiting the practice of aborticn. The :resolution was introduced on Jan. 

~ ts, 1975. and was referred to the House Committee on the Judiciary. ~ 

' 
~ Several House rescluticns have teen introduced during the 94th Congress, ~ 

impact of 
within the 
respect t.o e 

either callinq for the establishment of a committee to study the 
the Supreme court's abortion 6ec1sions or to poll citizens 

~ jurisdiction cf the United States to determine their views with 
abortion laws. 

H. Bes. 32 (Holt) 

Creates a select committee tc te composed of eleven members of the House 
~ cf Representatives to conduct a full a~d complete study of the constitutional f 

basis of the Jan. 22, 197-3, Supreme Court decisions on abortion, the 
ramificaticns cf such decisions en the power of the several States to enact 

~ ~bortion legislaticn, and the need for remedial action by congress on the' 
subiect of abortions. The rescluticn was introduced on Jan. 14, 1975, and 
was referred ta tte Ccmmittee en Eules. 

H !"Res. 220 (Sy min gt on et al.) 

~ Requests ttat each of the several states, the 
Commonwealth of Puerto Rico, Guam, the Virgin 
American Samoa, and the Trust Territories of the 

~ survey or study tc determine the views of their 
abortion laws. Th€ resolution was introduced on 
referred to the Ccmmittee en the Judiciary. 

Ho Res o 2 8 0 (Bu l= ~e) · 

District of Columbia, the ~ 
Islands, the Canal Zone, 

Pacific Islands conduct a 
citizens with respect to f> 

Feb. 19, 1975, and was 

« Authorizes the House Committee ·an the Judiciary to conduct an~ 
investiqation and study of the decisions of the Supreme Court of the United 
States relati~g tc the practice cf abortion as to the effects of the 

~ decisions and the desirability cf mcdification of the decisions through f: 
legislative action. The resoluticn was introduced on Mar. 6, 1975, and· was 
referred to tte Ccnmittee on Rules. 
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u.s. conqress. House. Ccmmittee on the Judiciary. Subcommittee on 

civil and Constitutional Fights. Proposed constitutional 
amendments on abortion. Hearings, 94th Congress, 2d session. 
Feb. 4, 5; Mar. 22-27, 1~1E. (Not yet published] 

u. s. Congress. Senate. ccrr~ittee on the Judiciary. 
Constituticnal Amendments. Abortion •. Hearings, 
sessicn, on s.J.Res. 119 and s.J.Res. 130. Part 
u.s. Govt. Print. Off., 1974. 729 p. · 

Hearings held Mar. 6 and 7, Apr. 10, 1575~ 

Subcommittee on 
93d Congress, 2d 
1. Washington,. 

----- Abcrticn. Heaiinqs, 9~d congress, 2d session, on s.J. Res. 
119 and S.J. Bes. 130. Part 2. Washington, u.s. Govt. Print. 
Off., 197 5. 

Hearings held Apr. 25, May 7, June 4 and 26, July 24, Aug. 21, 
sept. 1 2 , and Oc t • 8 , 1 9 7 4 • 

--~-- Atortion, Hearings, 94th Congress, 1st session, on s.J.Res. 6, 

~ 

l -

,(;.. S.J.Res. 10 and 11, and s.J.Res. 91. Part 4. "1iashingtcn, u.s. ~ 
Govt. Print. Off., 1976. 1001 p. 

Hearings held Maro . 10, Ai:;ra .11, May 9, June 19, and July 8, 1575. 

_REPORTS AND_~CNGRESSIONAL DOCUMEN'IS 

N/A 

OTHER CONGRESSICNAl ACTION 

N/A 

~ CHRONOLOGY OF EV]NTS 

08/10/76 -~ The House voted, 223 ·to 150, to prohibit· the use of funds 
for abortions under the FY77 Departments of Labor and 
Health, Education, and Welfare Appropriations bill. 

~ i 08/03/76 -- The confer~nca ccmreittee appointed to resolve differences 
between the Hotse and Senate on HoR. 14232 failed to 
reach agreement en the Hyde amendment, which would 

~ ban the use of funds appropriated under the FY77 ~ 
lator-DHEW Appropxiations bill for abortions. 

06/30/76 -- The Senate voted, 58 to 28, to strike from H.R. 14232 
tte secticn barring the use of funds for abortions or 
to promote or enco~rage abortions. 

04/28/76 -- 'Ihe Senate defeated a proposal for immediate consideration 
of s.J.Bes. 178, a proposed "right to life" _amendment to 
the constituticn. 
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Senator Hel~s moved for immediate consideration by the 
SEnate of s.J. Bes. 178 (identical to s.J.Res. 6). a proposed 
amendment to the Ccnstitution guaranteeing the right of 
life to' the unborn~ Objection was heard and the amendment 
was placed on the senate calendar. 

02/04/76 -- Ihe House Judiciary Committee's Subcommittee on Civil 
and Constituticcal Bights began hearings on proposed 
constitutional amEndments on abortion. Testimony was 
heard from Prof. Cyril Means, New York Law School; and 
Pref. Joseph Withers~ccn, University of Texas Law 
Scheel. 

09/17/75 ~- The Subcommittee en Constitutional Amendments voted not to 
re i:ort to the full ccmmi ttee on the Judiciary s. J. Res. 6, 
S.J.Res. 10, S.J.Bes. 11, and S.J.Res. 91 that propose 
~ffiendments to the ccnstitution relat{~e to abottion. 

06/29/75 s. 66 was passed by the Congress (P.L. 94-63) over a 
Presidential vetc. 

06/19/75 -- The House agreed tc a conference to resolve the differences 
between·s. 66 and H.R. 4925. 

06/05/75 

04/10/75 

11/26/74 

The House passed H.R. 4925, a companion bill to s. 66. 

The Senate passed s. 66 with the Eellmon arrendment, which 
provides fer freedcm of choice regarding abortion or 
sterilization in federally assisted programs. 

The House and Senate agreed to H.R. 15580 as reported out of 
ccnference commiitee (subsequently became P.L. 93-517). 

11/21/74 -- Conference ccllinittee .reported out H.R. 15580 without the 
Eartlett am€ndment. 

09/18/74 -- The Senate passed B.R. 15580, as amended, and adopted the 
Buckley amendment (No. 1881). wbich broadens protection 
for human participants in research and experim~ntal 
~rcqra ms. 

09/17/74 -- The Senate adopted a sweeping amendment-to H.R. 15580, 
the Bartlett amendment (No. 185,), which places a total 
ban on the use cf funds allot€d tc Labor and HEW "to pay 
for or enccurage 11 abortion except. in instances when 
necessary to save the life of a mother. 

0.7 /25/74 

07/12/74 

06/28/74 

The President signEd into la~ H.B. 7824, the Legal Services 
Coi:poration Act of 1974 (P.L. 93-355), which contains an 
amendment lireiting the availability of Leqal Services 
attcrneys for participation in abortion litigation. 

The H.P. 7724 was enacted as E.L. 93-348. 

The House agreed (~11-10) to conference report on H.R. 7724, 
the Naticnal BicmEdical Research Fellowship, Traineeship, 
and ~raining Act. 

(?• •. 

f" .· 
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~he House defeated an anti-abortion rid~r (247-123) when 
it approved H.B. 15580, the Departments of Labor and 
HEalth, Eaucaticr, and Welfare Appropriaticns Act. 

A march on the Capitcl was made by 5,000-10,000 
demcnstratcrs pretesting Supreme Court abortion decisions. ~ 

President ~igned s. 1443, the Foreign Assistance Act of 1573, 
wtich ccntains Helms amendment prohibiting the spending of ~ 
funds for abortions (P.L. 93-189; 87 Stat. 714). 

The Sena~e agreed to s. 1443 as reported out of conference ~ 

with modified Helrrs amendment. 

The House agreed tc s. 1443 as reported out of conference, : ~ 
with modified Helms amendment. 

Senator Buckley ~ro~csed an amendment to H.R. 3153 to prohibit ~ 
.Medicaid funds frcm beirig used to pay for abortions. The 
Buckley amendment was adopted. 

Senator Chc:rch submitted an amendment to H.R. 3153, the . 
Social Security Amendments of 1973, providing that recipienti 
of certain Federal aid neeq not perfcrm abcrtions if · .<. 
contrary to religious or moral beliefs (amendment was 
adopted). 

The Conference committee on s. 2335 reported out s. 1443 with 
mcdified Helms amendment (H.Bept. 93-664 (1973))0 

Rep. Froetlich intrcduced H.Bes. 585, intended to create 
a Hcuse Select Ccmmittee to study the impact and 
ramifications cf the Supreme court abortion decision. ·~ 

The Helms amendment to s. 2335 was adopted by Senate. 

Senator Helms ~reposed to amend s. 2335, the Fcreign 
Assistance Act of 1973, to prohibit Federal funds from 
being used in atcrticns. 

Senator Buckley proposed to amend H.R. 7724 to 
prchibi1: research en fetuses,. ('Ihe senate version of H .. R. 
7724, as reported frcm the Committee on Labor and Public 
Welfare, omitted the Roncallo amEndment; tbe Buckley 
amendment, as amended, was adopted by the Senate.) 

The President signed H.R. 8510, the National Science 
F6undation Autbori2ation Act, 1974~ with Roncallo amendment, 
which· prohibits fetal research. 

~he House agreed tc H.R. 8510 as reported cut oi conference 
with Ro~callo ameLdment. 

The Senate agreed tc H.R. 8510 as reported out of conference 
with Roncallo amendment •. 

The conference ccnnittee on H.B. 8510 reported out bill with 
Ronca116 amendment reinstated (HGRept. 93-408 (197~). 

<:. 
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07/10/73 -- Rep. Hogan presented motion to discharge Subcommittee No. 
4 of the Hcuse Judiciary committee from consideraton of 
H.J.Res. 261, a ~rc~csed consitutional arrendment 
intendsd to neqate the Supreme Court abcrtion decisions. 

06/~9/73 The Senate rejected the House version of H.R. 0510 and 
completely rewrcte the bill, omitting Boncallo amendment. 

06/22/73 -- Repo Roncallo p~c~csed to amend H.E. 8510, the National 
Foundaticn Authorization Act, to prohibit fetal 

~ 

research (amendment was adopted) • (i> 

06/21/73 -- Ee~. Hegan propcsed to amend H.R. 7824, the L~gal Services 

06/18/73 

06/05/73 

Ccr~cration Act, tc ~rohibit Legal Services attorneys from ~ 
participating in abcrtion litigation (amendment was adopted) .; 

The President signEd s. 1136, the Health Programs Extension 
Act of 1973, ccntaining Church amendment (F.L. 93-45; 
8 7 St at • 9 1 ) • 

The Senate agreed tc H.R. 7806 and passed same as s. 1136, 
including Church amendment. 

05/31/73 -- Eep. Roncallo propoEed to amend H.R. 772Q, the National 
B ic ire di cal Res ea.r~h Fella wship, Traineeship, and Training 
Act of 1973, tc ~rchibit research on human fetuses 
(aner.dme:nt was a adopted). 

Senator Buckley introduced S.J. Res. 119, a proposed 
_ c;cin_stitut:Lcrng._l qm_..:11d!llent intend€d to _negate the _Supreme 

Court abortion decisions. 

The House passed H.R. 7806 (companion bill to 
s. 1136) with modified Church amendment. 

05/25/73 -- The House Ccmmittee en Interstate and Foreign Commerce 
repcrted on H.R. 7806 (companion bill to s. 1136) and 
included modified fcrm of Church amendment (H.Rept. 
93-:227 (1973)). 

03/27/73 -- Senator Church prc~osed to amend s. 1136, the Eealth 
Programs Extension Act of 1973, to prohibi~ 
inter_alia a cour~ frcm comp€lling a private 
hos~ital tc peiform an abortion because it receives 
funds (amendment was adopted). 

03/13/73 -- Ee~. Whitehurst int.reduced H.J. Eeso 427, a proposed 
ccnstituticnal amendment to return the auttority tc 
regulite aborticns tc the States. 

02/26/73 -- Tbe o.s. su~reme co~rt declined to reconsider p~o-abortion 
decisions of ]ade and ]QltQnr 410 u.s. 959. 

01/30/73 -- Rep. Hegan intrcduced H.J. Res. 261, a proposed 
ccnEtitutional amendment intended to negate Supreme 
Court abortion dEciEionsa 



(~ 

(~ 

(ca> 

' '° 
. CRS-12 IB74019 UPDATE-08/12/76~ · 

01/22/73 -- The u.s. Supr~me ccurt announced pro-ab6rtion decisions of 
Rc_g v. Wad&!, 410 U.S. 113, and Do& v. Bolton=, 
410 u.s. 179. . 
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f;;i Over the past 30 years, conqress has considered a succession of 0 
leqislative proposals inte~dej to substantially ~lter tb.e role of t~e Federal 
GovernmeLt in providinq personal health care services to the Am~ri=!n people. 

"' These: measures c-. re loo sel v classified as "na tion3. l hec.l th insure.nee," and 19 
include specific proposals hivin~ the endorsement of wi~ely iiver~ent ~roups 
and representinq a variety of philosophies. Each plan woul~ give the 

~· National Government more respcn~ibility, in varvin~ de~rees, for · the 0 
financinq of care, the requlation of health providers, and, in some 
instances, tte orqanization of the health delivery system. 

The debate over national health insurance entails examin!ti6n and 
consideration of several interrelated issues and problems. rhe=e is. for 

- examcLe, a qreat deal of concern about the s~iralinq =osts of m;dical care • 
and about the economic burden resultinq from such cbsts. rhara is \also an 
awareness of the difficulties that m!ny Americans have in obtai~iTiq tealth 

- services even when finances are no problem. There is mu::h discussi~n of the 0 
strenqths and weaknesses of the various ways of Jrqanizinq the ielivery of 
medical care and developinq additional health resources to meet the demands 

~ of the public for more and hiqher quality health care. O 

Renewed interest in the subject of national health ibs~rance j~s ~eveloped 
0 in a qrowinq climate of seeminqly widespread public discontent wit~ ~he If!) 

present status of the country's health system. Major sourc:s ~f ~his 
apparent dissatisfaction are: (1) sharply escalating medi::!l c::.re pri::es, 

€IJ (2} :. ncom plete and parti:l. l prote::ti on a=l ai nst medical care ex: pense s po~ id for tfl 
bv private health insurance, (3) inadequate protection a~ainst the =osts of 
care associated with catastrophic illness or dise!se, (4t tb.e uneven 

0 distribution of health resourc€s and services, and (5) the absence within the ~ 
health industry of incentives to improve the efficiency and effectiveness of 
scarce health resources. Each of these issues is dis=ussed briefly below. 

In recent vears, annual expenditures in the Urited St!tes for he~lth 
ourposes have reached astronomical proportions: $11Bo5 billion in F!75 (8.3% 

(!J of the ~ross national product), which represented per c!pita expenditures ~f O 
$547 for evErY man, worna~, and child in the couutry. rhe national health 
bill has risen so rapidly that in 6 years it has nearly doubled; in 15 years, 

§more than quadrupled: and, in the 2~ years since 1950, increased more than O 
nine-fold. 

e Traditionally, expenditures for health in the United States b.ave been 9 
financed from private sources. Howevar, be~inninq in FY67 with the advent of 
the Medicare and Medicaid proqrams, the trend has been toward increased 

0 public financinq of health. In FY75 this trend continued, with qovernment S 
outlays risinq two and one-h!lf tiwes as fast as th~se from private sources 
(22.23 compared with 7.7%). As a result~ the government (Feier!l, St!te and 

~_local) share of ~he Nation's health bill is now more than two-fifths; in e 
1966. it was about one-fourth. 

s: Followinq the expiration of the Economic Stabilization Proqram on Apr •. 30, ~ 
1974, medical care prices experienced a sharp incre!se. For the post-contr~l 
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period endinq December 1974, the medical care component of tna consumer 
Index rose at an annualized rate of 14.13. In contr~st, pri=es for all 

e and services measured by the CPI moved upward at a 12.13 annualized 
Between May and December, the composite hospital .service charges iniex 
at a 20.2% annualized rate, with physicians• fees in=reasing at a 

o annualized rate. 

Price 
goods 
rate~ 

rose 
14.43 

0 

-
e 

Althouqh private health insurance has ~rown over the years, many Americans 
•still have relatively little, if any, protection. In 1974, 78% of the o 

civilian population had some form of private covera~e aqainst the cost of 
in-patient hospital care. While 743 of the population had private =overage 

e for the costs in in-hospital ptysician visits, only 603 were insure~ for 3 
pbsician care rendered jn the home or office. Some 673 ha1 insurance f~r 
out-of-hospital druqs, but onlv 333 were insured for any form of r.ursinq ~ome 

@care. and 16% for dental care. Althou~h many pers~ns not covered under e 
~rivate insurance plans receive assistance for their health care expenses 
throuqh public proqrams such as Msdicare, Medicaid, ana the ·veterans 

~Administration, an estimated 22 million people, or .123 of the American o 
populetio~. have no health insurance protection under either publi= or 
private proqrams. 

consumer expenditures for private health insurance in 1974 totallei $28.4 
billion in premiums and subscription charqes, up 123 from 1973; 83 of p~emium 

~income in 1974 was returned in benefits, with 14% of the premium iollar ~oing o 
for operatinq expenses and a net underwritinq loss of 1,3% of premium in=ome. 

Despite the ~xtent of participation in private plans, private h~alth 
~ insurance met only 40% of consumer expenditures for personal health =are in ~ 

1974. In the case of hospital care, private insurance eovered considerably 
rnore--77% of all consumer expenditures. But only 51% ~f consumer costs for 

@ physicians' care and 7% of consumer expenditures f~r other types of =!re were • 
paid for by private insurance. 

@>. Health care costs of a catastrophic nature are amonq the most difficult to $ 
protect aqainst. Althouqb sliqhtly more than half the population under 65 is 
cov8red under a maior medical or comprehensive health plan, m!ny of these 

•plans contain limits on m!ximum benefits per episode or pee lifetime th!t e 
orove inadequate in the face of lonq-term illness or the need for exotic 
medical treatments. Persons without maior medical or comprehensive :overa~e 

~are even more vulnerable to economic ruin in the face of such expenses. G 

The allocation and distribution of health res~ucces in the United States 
$are most uneven. In some commu~ities. virtually no hospital f!cilities are 9 

available to serve tte public. Elsewhere, there mav be a surplus of beds and 
other scarce manpower and equipment resources. M!ny institutions ace 5ld and 

@ badly in need of moderniz!tion or repair. In 133 counties of the United • 
Statesg there is no active physician engaqed in providing care to p!tients. 
Nearlv half a million Americans reside in these counties. Sener~lly 

@s~eakino. low-income inner city areas have relatively fewer physic~ans than G 
the suburbs, the rural areas less than the urban, and t~e pooLer St~tes less 
than the wealthier. 

@ e 
The health ir.dustrv is one of the lar~est in the Nation, ~nd it is also 

believed by its critics to be one of the most inefficient. In=reasing 
&specialization and other factors have established requirements for greater• 

and qreater numbers and kinds of manpower. There is concern over the 
possibly excessive use of =ostly hospital resources to treat persons who 

®could be equally and more economically served in other ways •. There h~s been@ 
·· criticism that -the methods used to pay for health care contain little in the 
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wav of incentivies for the economical and efficient use of fa=ilities. 
manpower. and special services. 

The array of national health insurance proposals reflect diverient 
viewpoints as to what should be c~nsidered the priority problem are~s to be 

/-_'"".· 

© 

•resolved under a national health insurance proqrim. Most ~f the bills@ 
concentrate on meetinq the :ost problem throuqh improved and exp~nded public 

,and/or privcte healt~ insurancee Other proposals incorporate pr~visi~ns that 
~-·would reform and rest!:'ucture the health delivery system. @ 

Several maior policy questions have been raised: 

(1) What is th~ proper role of the Federal Government in financing ~~d 

administerinq health insurance? 0 
(2i What portion of the popul?.~ion should be covered under su:h 3. 

proaram? •· 
(3) How should the proqram be financed--th~ouqh multiple public and 

private sources. ~r throuqh a sinqle ~hannelling of funds ~hrou~h 
\ the public sector? --' 1 

(4) What should be the nature and scope of :Oenefits to ba ins::=ed? • • (5) To what extent should the private health insurance industry be 

involved in the proqram? 
(E) What is the potential effect of the proqram on ~h~ or~anizatic~ 

.. f.> 
and delivery of haalth services throughout the country? 

In addition to these basic questions. other pertinent issues·incluae 
~matters as the reimbursement methods and cost c:intl:":>ls to be devi:::ed 

providers of health services, provisions for consumer pirticipation 
control, and the need for qu~lity-control procedures, • 

such 
for • 
ana 

The proposals before the 94th Con~ress include measures that would: (1) 
entitle all Americans to comprehensive health benefits, federillv fin~nced 

®>and administered. (2) mak.e tbe Goverr1ment responsible f:>r financing health$ 
care onlv·for the hiqh risks in society--the aqed, poor. disabled, and 
persons experiencinq catastrophic illness costs. (3) provide federally 

(@financed eccr,o~ic incentives toward the purchase of private health insurance@ 
plans~ or (4) mandate employers i::.o purchase adequ:i.te private health insur3.nce 

'.. plans for employee qroups. Proponents of a federalized health insurance 
@ aporoach maintain that the Goverr..rren.t is not only the appropriite, but$ 

perhaps the onlv institution throuqh which universal coverage ~nd equitabl~ 
financinq can be achieved and levera~e can be exerted upon the health system 

~to control costs and impr~ve quality and efficiency in servi~es. Supporters o· 
of more decentralized approaches advocate pluralistic finar.cinq and 
administration of health insurance, and would seek to minimize 3ov~rnment 

,;r intervention i.n the heali:r'. system. G 

H. R. 1 (Ullman) 
~;, National Health care 

Establishes a oroqram of 

($ 

Services Reorqanizatior. ~nd Financin~ 
comprehensive health· benefits f~r ~11 

Act. ~· 
u .-s •. 
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.Presidents. phased in over a 5-year period, and provides for =reation of 
Health Care Corporations to cover every qeographic area of the country. 

~ Initiallv, the proqram would extend Medicare benefits tc lo~-in=ome qroups to ~ 
be f inar.ced throuqh qeneral revenues, and would require employers to provide 
emplovees with private health insuran=e equivalent to the Medicare level of 

~ coveraqe. After 4 years. a broader level of benefits would be ma~dated for ~ 
both the Federal proqram fer the aqed and the poor and the ~mployer-employee 
health plans. The bill was introduced on Jan. 14, 1975, and was referre1 to 

~ the House Committee on Ways acd Means. 

H.R .. 21 (Ccrmar.. et al.)/S. 3 (Kennedy et al.) 
• Health.Security Act .. Establishes a federally financed and a1minist~red o 

health insurance proqram for the entire population, =overin~ a comprehensive 
ranqe of services with no cost-sharic~ by the patient. Provi1es various 

~incentives for reoraanizinq the delivery of health services :i.nd woul:l act to ~ 
restrain health cost increases thcouqb annual prospective budqetir.:;y on a 
nationwide basis. H.R. 21 was introduced on Jan. 14. 1975, :i.nd was ·refereed 

~to tte House committee ori W3.VS and Means. s. 3 w:i.s intri:>du=e:i on J3.n •. 15, tit) 
and referred to the Senate Committee on Finance. 

H. R. 3328 (Martin et al. t /S. 600 (Brock) (.9 
Medical Expens\ Tax :redit Act. Provides for a system ~f prote=tion 

aaainst t~e ~osts of catastrophic illness by meacs of ref un:l:i.ble tax credits 
~for excessive medical expense. Allows persons t~ cl3.im as credits aqainst ~ 

personal income taxes amounts equal to 853 of an amount by which meiical care 
expenses, paid or incurred, exceed 153 of "modified adjusted gcoss income," 

~.as defined in the bill. Tax credits wculd ordinar-ily be cl:i.imea. on _the~ 
reaular income tax return. H.R. 3328 was introduced on Feb. 19, 1975, and 
Yes referred to the House Committee on Ways and Means. ~s~ 600 was introduced 

@on Feb •. 7, and was referred to the Senate Committee on Finan=e. 

H.R. 5990 (Burleson et al.)/S. 1438 (Mcintyre et al.) 
'® Natione.l Health Care Act. Sets minimum standards to be met by private o 

-health insurance policies purchased by em~lJyecs and employees, those 
purchased bv individuals, ani those offered throuqh a St~te plan for the poor e and near pocr. - Provides Federal income tax incentives for purchase of su=h • 
plans bv emplovee qroups and individuals. Statewide plin for the poor woul~ 
be financed by Federal and State ~eneral reve~ues with some premium 

@;!!contributions scaled to income. Both bills were introduced on Ape. 15, 1975. $ 
H.R. 5990 wes referred to tte House Committees on Interstate and Foceign 
Com~erce, and Wevs and Me:i.ns; s. 1438 was referred tJ the Senate Committ~e on 

~Finance. ~ 

H.R. 6222 (Fulton; 
~ Compre~ensive Health care Insurance Act. Requires employers to make~ 

available specified private health insurance coverage for their employees and 
to share in at least 65% of the premium cost. The self-empl~yed and 

®non-emploved would be eliqible under the 11 medicredit 11 provisions of the bill~ 
for qoverLment contributions to private health insurance plans in the form of 
a credit aqainst Federal income tax or a certificate of entitlement issued by 

~the qovernment and acceptable by private insurers fJr payment of premiums. ~ 
The bill was introduced on Ape. 22, 1975, and was refecred to the House 
Committees on Interstate :i.nd Foreiqn Commerce. and Ways and Means. 

~ Q 
s. 2470 (Lonq et al.t/H.R. 10028 (Waqqonner) 
Catastrophic Health Insurance and Medical Assistan=e Ref~rm Act~ 

~Creates a catastrophic health insurance proqram to be m:i.de available to all o 
u.s. residents throuqh either a federally administ~red publi= pl:i.n or would 
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~~ 
be required under the bill to pay the full cost ~f =atastrophic prote=tion ~f 
their employees. Replaces Medicaid with a uniform national pro~ram of 

&.medical benefits for low-income persons. Provides for a voluntary Federal~ 
certification proqram for basic private health insurance to ancoura~e private 
insurers to make such basic =overa~e (supplemental to the catastrophic plan) 

t&.~ available iri all areas of the country at reasonable rates. The bj,lls wer9 (1 

intrcduced cL Oct. 3. 1975, and were referred, r=spectively, to the Senate 
committee on Finance, and the House Committees on ways and ~eans and 

~-· lntersta te and Foreiqn Commerce. ~ 

{® 

@) 

@ 
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\ 
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ISSUE DEFINITICN 

:i;f;, Health manpower shortaqes have existed in the United States for decades. $ · 
U nti 1 rE c2r:. tl y, Federal policy has concentrated mainly on improving aggregate 
supplies of such manpower. While shortages of certain kinds of health 

p professionals still exist (eog., primary care physicians), the· main issues~ 
surroundinq health manpower ptcl:lems are:: (1) geographic maldistribution of 
hea lt't perscnnel, (2) maldistribution of physician specialists, and (3) the 

~ increasinq reliance o~ qraduates cf foreign medical schools. If net solved, • 
these ~roblem~ may have considerable adverse impact on any form of national 
health insurance enacted by Ccnqress. 

~ ~ 

BACKGROuND ANB POLICY ANALYSIS 

Nationwide shortaqes cf health manpower have been documented and analyzed 
for over 30 years. As recently as 1969, the Federal Government indicated 

~that the United States needed an addition3l 50,000 physicians, 200.000 $ 
riurses, and almost 150.000 technicians. 

~ In order tc alleviate some cf the problems surrounding the shortage of ~ 
health manpower, Congress· enacted the Health Professions Education~l 
Assistance Act in 1963, which was extended and broadened in 1965 •. 1968. and 

~ 1971. The programs authorized under this l€gislaticn were specifically (3' 
desiq~ed tc: (1) increase aggregate supplies of health manpower, mainly by 
increasinq en:rcllme:nts and q:raduates at hE:tlth prof€ssions scr,.:iol5, (2) 

~provide a statle tase of revenue tc the educational institutions i~ order to 9 
· maintain their financial viability, and (3) encourage specific aevelopmen ts 

at the individual institutions including curriculum improvements, · more 
•intensive effcrts to recruit ~inorities, and experiments to train new kinds• 
· of personnel such as physician extenders. 

~ Most agree tbat the Health Professions Educational Assistance Act has been,$ 
relatively successful. Enrcllments and graduations at u.s. medical schools 
have increased substantially since the· Health Professions Educational 

-~ Assistance Act was enacted. First-year enrollments in medical schools !D 
increased from almcst 9,000 to nearly 14,0CO. They are expected to increase 
to 15.500 ty academic year 1977-78. During the decade from 1963 to 1973, 

• qraduations increased frcm 7.300 to 10.soo. 8 

In 1974, tre Administration dEclared that the nation°s aggregate shortage 
.Iii) of health manpcwer, particularly •ith respect to physicans and nurses, was,'@ 

rapidly endinq. President Nixon ~ut it this way in his February health 
messaqe to Congre~s: "The Natior,•s tctal supply of health professionals is 

~- becominq sufficient to meet our r.eeds during the next decade. In fact, e 
over-supply in the aggregate could I=Ossibly become a problem." 

(Z> Hcwever, n~eds for health mar.pc~er cannot te dealt with solely ir. terms of.$ 
aqqrEqate sup~ly. Reliable data are not currently available to reflect 
accurate reguir~ments for such manpower in relation to the various 

,$populations serv~a. demands for care, and the availability and accessibility.& 
of health serviceso Ho~aver, if cne defines the shortage in terms of the 
availability and accessibility cf care to various segments of the population, 

~ then the reality of the shortaqe is apparent and can be summed up as follows: e 
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(1) The su~ply of health professionals is maldistributed geographically. 

(2) Physicians are maldistricutEd by specialty. 

(3) Incre~singly, the Naticn is relying on graduates of foreign medical 
'© schcols to providE it~ health care. 0 

Q§.£9±.S.lli::l:S! Di_§tri.QJ!i:.io.n~ Medicine is the mos;: ir.tensively studied health 
~ profession and the profession for which statistics and other data are most 0 

a~ailable and· reliable. These statistics show that physicians are 
disproportionately located in the Ncrtheast and west. 1hese regions have 

•ratios of active ~hysicians per lCC,000 population which are significantly e 
above those in the South and Ncrth Central States. For every 100,0CO persons 
in South Dakota, there are only 71 ~hysicians providing patient care. In 

~other words, each physician in South Dakota serves more than 1,400 people.$ 
TherE are 77 physicians per 100.000 population in Mississippi, or 
approximately 1,300 persons for each ac~ive physician. In contrast. the 

@ratio for New York State is 195 i:hysicians per 100.000 pcpulatioL. or just <!i} 
over 500 perscns ~er physician. California has a rate of 168 per 100r000, or 

• 
one physician for every 595 persons. 

9 
Each of thes€ ratios reflec·.,s a significant deviation from the national 

a veraqe, wtich is 130 physicians I=Er 100,000 population, or one physician for 
~ every 76 9 per.sens. Nore important, the geographical pattern indicated by·@) 

these ratics reflects the continued movement of physicians to States and 
reqions which have larqe urban po~ulations, where speriialized facilities and. 

~technical perscr.nel are mere r€adily available, where most internship and o 
tesidencv ~roqrams are located, and where cultural and social advantages are 
less limited. 

\'i> e 
Physicians, ~hile maldistributed within regions and Sta~es, are also 

maldistributed within inner city, rural, and suburban areas. Latest 
~statistics indicate that 54.83 of the Nation's physicians are located in the~ 

most densely ~opulated metropclitan areas and serve the needs of 41.4% of the 
resident population. In ccntrast, cnlv 7.33 of the supply of physicians is 

~ located in nonmetrcpclitan areas to serve the needs of 173 of the population. • 
The number of physic:.a.ns in inner cities has actually decreased over tte past 
two decades. A recent survey cf Chicago shows that the private office-based 

~ physician-~cpulaticn ratio in the inner city decreased from 1.11 per 1,000 in@ 
1950 to .75 per 1,000 in 1970. SiKultaneausly, the same physiciac-population 
ratio iL the suturts of Chicagc increased from .95 per 1,000 to 1.23 per 

J.ii;.: 1.000. e 

Di.stributiQn _Q_y ~§cialt~ In addition to being maldistributed 
@ qeoqraphically, physicians are maldistributed by specialty. The proportion 0 

of physicia~s in ~pecialties has increased rapidly in the last two d€cades. 
In 1949, 50% of the Nation 9 s physicians were in general practice. By 1970, 

~the pgrcentaqe had decreased to 21.s. Correspondingly. physicians in medical e 
speci~lties had increased frcrn 11.2% in 1949 to 24.33 in 1970. The 
percentaqe of physicians in surgical specialties increased during that same 

~period from 17.1 tc 27.2%. Most physicians in specialties practice in large® 
urban arE~s. In 1973~ 87.93 of all medical specialists providing patient 
care were located in the Nation'~ rncst highly populated areas. In that same 

@year. 84.1% cf t.r,e rhysicians in surgical specialties were located in such~ 
areas. 

@ R-eli~n.ce .Q]} .foreign_ 11.~.Qica.J: Scl:!_g~.J: Graduate.fu._ The problem. of physician e 
maldistribution is seriously aqgravated by the Nation's continued and 
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~ncreasiLg reliance on gradriates cf foreign medical schools (FMGs) to provide 
~ealth care in t~e United states. 

• @ 
The number of FMGs entering tre United States has increased remarkably 

durinq the last 14 years. In 1959, FHGs comprised less than 63 of all 
<® physicia~s in the Uni~ed States. Ey 1963, that percentage had incr2ased to 0 

10.7. ~cday it is 20%. Fecant tepartment of Health, Education. end ~elfare 
proiections indicate trat by 199C the proportion of FMGs practicing medicine 

~in the United Stat€s could b€ as hjgh as 30%. :@ 

IL 1972, one-fifth of all physicians (68,009) in tne United States were 
~ qraduates of foreiqn medical schccls. One-third of all interns., residents, ,@ 

and otter physician trainees (~1,959) in U.S. hospitals were FMGs. Almost 
half, er 46%, cf all prysicians newly licensed to practice in 1972 were FMGs. 

• Like u.s. qraduate~. the grea~ majority of FMGs are specialists. Only 10% ® 
o f th e F MG s i n th E Un it e d state s , a s of D e <.:. 3 1 , 1 9 7 2 ., were in . gen er a 1 
practice. 

The ~ealth piofessions legislation expired June 
authorizing legislaticn was ccnsidered by Congress. 

~under study were: 

30, 1974, 
The· majo::: 

and new 
questions 

(1) Wrat is the proper role of Federal support ·for health manpower 
~education? Should maior emphasis be placed on increasing aggregate supplies~ 

of manpower, providinq stable revenues at educational institutions, and 
improvinq curricula? Should main concentrations of aid be targeted toward 

9 improving sup~lies of those specific professions in short supply, as ~ell as~ 
imprcvinq the distribution of health manpower nationwi4~r 

e (2) Should Federal assistance be used to support graduate B~dical p 
traininq programs in order to influence specialty distribution of physicians -
and ether healtt professionals? 

'11 
(3) Should the Federal Government continue to provide special student · 

assistance programs for health prcfessi9ns students? Should th~se programs be 
~tied to a health manpower shortage and service commitment for students,® 

receivinq such aid? 

.~ {4) How can Federal aid be used to encourage the effective ,G 
recruitrr.ent of mincrity and disadvantaged students? 

$ (5) Should e~~hasis be placed on developing reliable data systems for 9 
determininq the nature and extent cf national and regional need for health 
manpower? 

The 93d Conqress enacted.legislation extending the funding authority for 1 
vear :=or Federal leans tc nursinq and other health professions programs at 

:.0. 

.~their FY 1974 a~propriations levels. • 

H. R. 5546 (Rogers et al.) 
18 Revises and extends the Public Health Service Act programs for health• 

professions educatior: fer 3 fiscal years~ Extends a~d amends the 
construction grants program and the loan guarantee and interest subsidy 

:@1 .proqrarns. Establishes a program cf traineeships_ i;i schools of public health, .rt?> 
and ex~ends and amends the student loan program, the National Health Service 



CRS- 4 IB74093 UPDATE-08/0.4/76 
~ . ~ 

Corps, aEd the Fublic Health and National H€alth Service Corps Scholarst.ip 
proqram. Extends and amends the ~rcgrams for capitation grants, start-up 

~assistance and financial distress grants, special project grants, and• 
contracts and grants fer ~ublic ard allied health personnel. Passed by the 
House on July 11, 1975, and referred to the Senate Committee on Labor and 

e Public Welfare. • 

P.l. 94-E3 (S.66) 
·~ Nurse 'Ire..ininq Act cf 1975. Ti-':le I revises and extends the Public~ 

Health Service Act ~r~qrams of assistance for nurse training. Extends and 
amends the prcqrams cf constructicn grants, capitation grants, and financial 

· ~'? distr-es s o ra r. ts. Beau tbor izes programs of special FIOj ect grants and ~ 
cont~acts and advanced nurse trair.iLg, and establishes nurse practitioner 
proqrams. Extends a~d amends the proqrarns of traineeships and student loa~s. 

~ Pass~d by a House-Senate ccnference committee on July 11, 19750 Presidential$ 
veto wc.s ove:::ridden in the Senate (ES-15) and in the House (384-43); bec3.me 
P.L. S4-63 en Jul'} 29, 1975. 

So 989 (Kenn Edy Et alo) 
Health Professions Educational Assistance Act. Revises and extends the 

• proqrams of Federal support for health and allied health manFowe= contained~ 
i'n the Public Health service A1\t. Extends and amends the constru~ion grant 
proqram and tte ccnstruction lean guarantee and interest subsidy program. 

e Extends and amends tLe health ~Icfessions student loan progra~~ and the6 
provisions for loan forqiveness for s~rvicie in designated underserved areas. 
Repeals the unccnditional health professions scholarship program, and extends 

9 and amends the Public Health and ~ati6nal ~ealth seivice Corps Scholarship 6 
Traininq Proqram and the National Health Service Corps program. Extends and 
amends the prcqram of capitaticn grants to health- professio~s schools, 

(V requirinq each health professions student enrolled in a school receiving a e 
capitation 4rant tc aqree to serve desiqnated underserved populat~c~s or 
institutions for at least 2 years after graduation, if selected for such 

@ service.. Extends. and amends tl:e special project grant programs, the program" 
of assistacce to area health education centers, and the family medicin~ grant 
proqrams. Extends and amends the programs for allied health training. 

@ Authorizes a new nat icnal pre gram tc certify postgraduate physician training o 
proqrams. Authorizes a new naticnal licensure program for physicians and 
dentists. Referred to the Ccmmittee on Labor and Public welfare. 

s. 990 (Kennedy et al.) 
Ider.tical tc Hou~e-passed bill (H. R. 17084) in the 93rd Congress. 

@summary of H.R. 5546.) 

s. 991 (KennEdy et al.) 

(See 
® 

9 National Health Services M~npower Act. Replaces existing Public Health e 
Service Act p~oqrams for health professions education, allied health 
traininq, ~ursinq~ and schccls cf ~ublic health. Establishes a program to 

@;provide, as an entitlement, a scholarship for graduate ·level health (J 

professions students who would aqrEE to serve in the NatioLal Health Service 
corps fr:ir c.t leas": 2 years. Revises the National Health Service corFs 

® Proqra~. Establishes a- national ~Icg:ram to certify postgraduate training e 
proqrams for ~hysicians. Authori2es special project grant prcgrams for 
schools of podiatry, nu~sing, pharmacy, public health, health administration, 

@ and allied realth. Revises the prcqrarn of gr~nts to area health education Q 
cent~rs. AuthcrizEs loan quarar:tEes and interest subsidies for studeLts in 
health education underqraduate training programs. Referred to the Committee 

• on Labor and fublic Welfare. @ 
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s. 992 (KennEdV et alo)/H.Ro 3279 (Roge::s et aL) 
T~e Health Man~cwer Act. Introduced at the request of the Association 

~·of American r·lEdical Co11eqes. Fevises and extends the program of Federal o 
suppo~t for health manpower ccntained in the Public Health Service Act. 
Extends and amends the constructicn qrant program and tte construction loan 

~$ quarantee and intarest subsidy Ficgram. Extends and amends the health o 
~ profsssicns student lean proqram and the provisions for loan forgiveness fer 

service in desiqnated underserved areas. Extends the health professions 
e scholarship prcqram, arnendinq it to make it a 2~year scholarship program. ~ 

Extends and ame~ds the Public P:ealth and National Health Service Corps 
Scholarsti~ Traininq Prcqram and the National Health Service Corps p~ogram. 

~ Extecds and amends the capitaticn grant program, the special prcject grant~ 
proqram, ana the prcgram of assistance to area health educaticn centers. 
Authcrizes a new proqram to certify medicel residency training programs. 

~ Ame.nos tbe imniiqratior! laws to !:<:!quire for€ign medical graduates to pass 9 
cert~in t€sts before beinq admitted to the United states to practice 
medicine. s. 992 was referred tc the Senate Committee on Labor and Public 

~Welfare. H.R. 3279 was referred to the Hous~ Committee on Interstate and o 
Foreiqn Cornmerceo 

·C) s. 1357 (Beall et al.) . $ 
Health Professions Educaticnal Assistance Act._ 'mevises and extends 

Public Health Service Act programs for health prcfessions education, allied 
@health, and schacls of public health for 3 fiscal years. Extends and revises~ 

the constructi<:n qrc.nts program. Extends tbe construction loan guarantee and 
interest subsidy ~rcqram. Extends and revises the health professions st~dent 

O loan program. Revises the student loa~ forgiveness program. Repeals the~ 
health professions scholarship program and replaces it with the Public Health 
and National Health Service corps Scholarship Training ~rogram, renaming it 

~the Health Service Shortaqe Area Scholarship Program. Extends the Physician~ 
Shortage Area Scholarship Program. Extends and revises the Naticnal Health 
Service corps Proqram, the capitation and special projects grants programs 

(jJ for healtl: prcfessicns schools, and the program of assistance to area health~ 
education centers. Obligates cne-fcurth of the health professions students 
enrolled in a echcal receiving a capitation grant to serve in a tealth 

($J> manpower shortage area for at least 2 years. Extends the start-up assistance .. ~ 
proqram a~d the family medicine grant program. Repeals the computer 
technoloqv qrant proqram and tte health professions teaching persor.nel grant 

~ proaram. Revises and e:xtends the · programs for allied health training •. ('.) 
- Amends the imrriq~ation laws t6 require foreign medical graduates to pass 

certain tests before being adroitt€d to the Onit~d States to practice 
$ medicine. Referred to the Senate committee on Labor and Public Welfare. e 

s. 2748 (Ker.nedy et al., for the Administration) 
·!Jl) Health Professions Educaticn Anendments of 1975. Revises the programs .9 

of Federal su~~crt for health mar.power contained in tbe Public Health Service 
Act. Repeals the authority of grants for the construction of medical 

P teactinq facilities. Extends the authority for the Federal guarantee of• 
loans for the ccnstruction of teachinq facilities. Terminates the loan 
quarantee autha~ity fer schools of pharmacy. Repeals the program of interest 

~·subsidy payments, but would ccntir.ue to make payments under previous~ 
co~rnitmen~s. Amends title XVI of the PHS Act to authorize States to use 
F€de=al form~la allotments, loans, loan guarantees, and interest subsidies 

1~ for the modernizaticn n€ceesary to. increase the primary care P 
health-rnanpowEr-traininq capacity of hospitals and outpatient facilities 
affiliated with a ·medical, osteopathic, or dental school. Phases-out 

~-"capitation" qrant support, and eliminates such grants for schools of .tP 
ph arm acv. Replaces "ca pi ta tion" for schools of medicine, osteopathy, and 
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dentist~y, meetinq specified criteria, with National Priority I~ce~tive 
Grants. Rerlaces Fublic Health a~d National Health Service Corps scholarship 

e traininq proqrams ~ith a new Health Service Scholarship Program, authorizing~ 
scholarshi~s for health profassic~s students who agree to specified service 
cbliqation~ after qradu~tion. Fe~eals the unconditional health professions 

~scholarship prcqrarn~ Eevises ana consolidates special projects and financial 9 
dist~~ss cuthcrities. Referred to the Se~ate Committee on Later and Public 
W~lfare. 

s. 3239 (KETITI€d y et al.) 
&~vises and extends th~ programs of Federal support for health and 

~ allied health manpower ccntained in the Public Health Service Act. Amends e 
the ccnstructicn qrant authority to substitute authority for grants to public 
or nonprofit private entiti es tc assist in construction of ambulatory. 

~ prim~rv care teaching facilities f cr the training of physicians and dentists. 8 
Extends authorities for lean guarantee and interest subsidies fo= 
ccns~ruction cf tealth professicns teaching facilities. Eevises health 

6 professions lean ~Icgram. Shortage area repayment provision amended to apply~ 
only tc direct tealth prcfessi~ns student loans. Establishes a program of 
insured loans for tealth professions students. Amends the healtt professions 

·~scholarship program tc p:rovide students of exceptional financial need with~ 
assistance for their first yea1\ of postbaccalaureate study only. Establishes 
a Lister Hill scholarship progr~m fer medical students who agree to enter 

6 family practice of msfiicine in a shortaqe area. Extends and a~ends the ~ 
National Health Service Corps autbcrity and the National Health Service corps 
scholarship prcq:ram. Extends and revises the capitation grant frogram and 

~the special prc;ect qrants authcrity. Establishes a National Council· on~ 
Postqradua~e Physician Training tc conduct studies relevant to postgraduate 
training of physicians and establish numerical goals-- for distribution of 

@training posi ticns amonq specialities. Amends provisicns of the Immigra tio:I:"! tJ) ·' 
Act relating to foreign physicians wishing to enter the u.s. as immigrants. 
Directs the Secreta:ry of HEW to dEvelop and establish model standards for 

~ Stiie lice~sur~ of physicians and dentists. Authorizes grants for the~ 
establishment of occupational health training ~nd education centers. Amends 
Title III of the PHS Aci to pxovide for Federal minimum standards for 

~ licensure of radicloqic~l technclcgists and for the accreditation o~ programs~ 
for t~e training cf radiological te~hnoloqists. Passed by the Senate .on July 
1, 1976. aLd referred to ccriference with House-passed bill H.Ra 5546 •. · 

N/A 

Health Manpower Act of 1975. H.R. 5546. (Debate and vote in the 
House] Congressional record [daily ed.] v. 121, July 11. 
1975: H66C5-H6661. 

Health Hanro~er Act of 1976. [rebate and vote in the Senate] 
Conqre5sicnal record (daily ed.] v. 122, July 1, 1976: 

® 511251-511310. 

u.s. CongLess. House. Ccmmittee on Interstate and .Foreign 
Commerce. Health Man~cwer Ac~ of 1975; report to accompany 
H.R. 5546 toqeth~r with c~~osing, separate; and supplemental 
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views.. vlashir,qtcn, u .. s .. Govt .. P:::-int .. Off., 1975., (94th 
Conqress, 1st session. Hcuse. Report no. 94-266J 

U. s. Conq re 2s. Senate. Corn mi ttee on Labor and Public Welfare. 

N/A 

Health Professions Educational Assistance Act of 1976; 
report to acccmpanv s. 3239 tcgether with supplemental 
vieliis., [Wasrir.qtcn, u.s. Govt. Pr-int. Off.] 19760 (94th 
Ccnqress, 2d sessicc. Senate. Report no. 94-887) 

® 
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ISSUE DEFINITICN 

~· Medical malpractice has beccme a matter of national concern because of 1• 
dramatic i~creases in the cost cf medical malpractice insnrance for health 
care professicnals in the last 15 years and the reduction in the number of 

<9 insurers willinq to offer medical malpractice insurance to health care io 
professionals. particularly ph,sicians. Physicians, as groups and 
individuals, in many instanc8s are faced with th€ possibility cf teing unable 

<~to obtain cover-age. This, in tuI:n. creates a situation where patients ,o 
injured throuqh tte neqliqence cf health care providers might not be able to 
ottain adequate ccwpensation for such injuries. Reviews cf medical 

~ malpractice by ccnqressicnal ccrnmittees and the Administration have uncovered ·• 
serious deficiencies for both the ~etient and the health care professional 
that qc beycnc the problems with .c:edical malpractice insurance. 

BACKGFOUND AND FCLICY ANALYSIS 

Black's Law Dictionary gives this definition of malpractice: 

~ "As applied to i;hysicians and surgeons, this term means, generally. ~ 
professional misconduct towards a patient which is considered reprehensible 
either because immoral in itself cI: because contrary to law or expressly 

(• forbi-:,:en by law. ·• 

llJ:.n a more specific serse, it means bad, wrong, or: -injudicio~s t::e:::.~n:er::t 
t• of a patient, profEssicnally and in respect to the particular aisease or • 

iniurv, resulting in injury, unnecessary suffering, or death to the patient, 
and p=cceedinq frcm iqnorance, carelessness, want of proper professional 

p skill, disreqard of established rules ~r principles, neglect. er a malicious~ 
or cri.::inal intent. _Eoa_gers v. ]lin~!" 56 Miss. 816, 31 Am.Re~. 389; .§il2ba.r,g · 
v. ThOJU.§On, 109 Mass. 288; Napier v. Gre™w€ig. c. c. A. N. Y., 256 F. 196, 

fk" 1 9 7 • II !'.O 

Data availatlE: since 1960 show rapid increases in these areas: (1) the 
~ numbBr of malprcctice claims. (2) tte amounts paid to injured patients or 1• 

their leqal representatives, and (3) the medical malpractice insurance 
premiums which health care providerE. particularly physicians. must pay. (In 

,~ this context, 11 leqal representatives" (;\re persons making claims on behalf of • 
injured patients or on behalf of those suffering losses as a result of 
alleqed·injuries.} Between 1560 and 1970, rnalp~actice insurance premiums for 

J9 dentists rose 115~; for hospitals, 262.73; for physicians other tha~ ~ 
surgeons. 540.8~; and for surgecns. 949.2%. Available evidence since 1970 
shows that malprac~ice insurance I:ates are ccntinuinq to climb. In early 

~ 1974, physicians in New York State had to pay 93.53 more for their • 
malpractice ir:surance than in the ~revious rating period. In 1975, the 
insurer, Arqcraut, proposed an additicnal increase of 200~. Unable to obtain 

.~approval for the increase, it withdrew converage for ~ver 20,000 doctors in• 
the State. In Maryland, Stg Paul Ccmpanies regu~sted a 48% increase only a 
few months after taviDq increased its rates by 463. Unable to obtain the 

,• increase, it alsc ~ittdre~ its ccverage for the majority of the states• 0 

physicians. Califcrnia physicians have engag~d in work slowdowns twice 
durinq the last nine months in protest over rising medical malpractice 

.• insurance rates. Doctors in northern California recently were forced to pay ·~ 
over 3003 more for their medical malpractice insurance or face the loss of 
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coverage. 

:4& A recent survey of hospitals conducted by Mal~ractice Lifeline, a • 
newspaper devcted to ptcfessicnal liability issues, found that 90% of the 
hospitals surveyed reported a rise in their medical malpractice insu~ance 

·~rates in the last 3 years. For 1<;14-75, the increases averaged 198%, and for 1~ 
1975-76,, the increase was 185%. Sixty-one percent of th€ hospitals surveyed 
said they had raised their tates to absorb the increase in medical 

o- malpractice insurance. The average increase, according to the survey, was 0 
$4.56 a day, ~bile £ome hcspital~ raised tneir rates as much as $25 a day. 

w Accordinq to an article in the Nev. 4, 1974, issue of the Am~rican ~edical 0 
Nevs, the ~umber of malpractice claims filed has increased by 8 to 93 per 
vear. The Ir.surance Services Office, an independent rating organization, 

e r~ported in 1966 that 1,7 physicians per 100 were sued; by 1972, 3 physicians 0 
per 100 were 3U~d. In 1970, tbe average (mean) settlement of malpractice 
claims was $5,000; by 1973, the figure had increased to $8,000. A recent 

4> survey by the Arrerican Insurance Association showed the average total award 0 
per claim to be $10,972. 

• Al~houqh the ccst of malpractice insurance Las increased dramatically, • 
· only a'. small ~ortion of t.bese dollcts actually qoes to the injured f.3.tient or 

his legal representative. The amcunt of premium dollars actually awarded to 
~ ~he patient or his legal ~epresentative may range from 16 to 38 cents, ~ 

aependinq u~on which estimate is accepted. The remainder goes to lawyers.for 
the plaintiff and the defendant, and for costs and profits of insurers. The 

~ survey by the Anerican Insurance Association shoffed that settlements are b 
frequently not ~rcmpt~ The average time of settlement from the time of the 
i.~cieent to payment was 30 months. Settlements with larger aKards tock 

~ considerablV lcnqer. After four yEars, 82% of tte claims are closed, but b 
only 663 of the total dollar awards are paid. After six years, almost 63 of 
the claims have n~t been settled. Forty-nine percent of the total claims 

~ made resultEd in payments to the ~laintiff. ~ 

A maier prcblem from several standpoints is th~ contingent fee system for 
·~ payinq the claima~t•s lawyer; tr.e mcst common charge is one-third of tbe • 

recov~rv amount, with both higher and lower rates used. This can result in 
cases beinq rejected by lawyers bEcause the potential return is too small to 

<:!! iustifv their investment of time. A study for the sacretary's Commission on~ 
Medical Mal~ractice, spcnsor:ad by the u. s. Department of Health, Education, 
and WelfarE, reported that 233 cf the claims rejected by lawyers specializing 

p in medical mal~ractice ~ere rejected because the potential dollar settlements• 
were too smalle For lawye~s surveyed who bad ever clcsed a medical 
malpractice case, there was a 10' rejection ~ate. This system can also 

~ result in excessive payments to lawyers in cases of very large awards, ~ 
resultinq in less mcney qcinq tc the claimant and higher ffiedical malpractice 
costs c verall. 

~ 
The questicn of the extent of medical injuries caused by the negligence of 

healt~ care providers which do net result in malpractice claims is still 
e unanswered. Cne study, again ccmuissioned by the Secretary's Commission on • 

Medical Mal~ractice, found that of 23~750 discharges from twc hospitals 
studied, 1,780 patients had received medical injuries during treatment, 517 

tE'. of which were caused by the neqligence of tealth care providers. The~ 
investiqators fcund that only ~1 malpractice claims would be filed during the 
vear in which tte study was made. . Since there were cnly 12 ,600 claims 

e asserted in 1970 throughout the nation, and over 30 million hospital ~ 
admissions a year (according tc the National Center for Health Statistics), 

@ 
"'t···· 



CBS- 3 IB75001 UPDATE-08/20/76 
~ p 

it appears that roalpractice claims are instituted in only a small fraction of 
cases where medical injuries thtcugh negligence have occurred. 

Medical malpractice, and clains that result from alleged malpractice, 
create aaditicnal ~roblems regarding the delivery of medical services. 

~ Physicians, because of their great concern for avoiding malFractice suits, • 
frequently ~ractic€ defensive medicine. Defensive medicine is defined as 
medical practices undertaken tc avcid a malpractice claim or to provide 

{ilJ> protection in the event a claim is instituted. !here is some evidence that • 
defensive medicine is practiced, and that it results in higher health service 
costs and overutilization of scare€ medical resources. The fear of charges 

.~of medical mal~ractice may alsc jeopardize the rela~ionship between the• 
physician and his ~atient, becau~e each patient is viewed as a potential 
adversary ir: a rredical malpractice lawsuit. 

Perhaps thE cverridinq concern of the health care providers in the United 
states. particularly the physiciar~, is the threat that they will be unable 

@to purchase medical mal~ractice insurance because insurers will no longer be~ 
willing to offer it. The number of insurers who offer malpractice insurance 
appears to be decreasing. According to Gene Cudworth, Secretary cf Hartford 

~Insurance: ~ 

"Tte current maipractice situaticn represents probably the ~est 
,e pro bl em faced by t!:e insurance ind t:Jstr y at any time in its history. 

every carrier in the business is either restricting its business or 
out 2.:.toqetrer. 

serious 
Almost,• 

gett~ng 

":' ·::-= number cf c:cm pa nie s :.n vcl ved in mal pr act ice !:a.s always been small 
cc~p~7ed to the tctal number of insurance companies, b~t today t~ere a=e cnly 

·~a half a dczen who handle the majority of malpractice business." \~ 

Insurers cite the maier problems facing the insurer as: (1) the inability 
~ to prsdict with reasonable accuracy the number and size of claims that might r 

arise from hEalth S8tvica prcvider encounters with patients, (2) the 
relatively small number cf insured providers, and tbe harmful impact a single 

~ verv larqe awa.i:d can !:ave on re~erves and rates, (3) inflation and its impact('" 
on future settlemEnts, and (4) the concern that courts are increasingly 
maki~q awards in the case of injuries whether or not negligence has been 

~ proven. ~ 

Alttouqt tte claim is frequently made by providers of health services and 
~by insurers ttat claims are seldom meritorious. available data do not support.~ 

this contentione The Sec~etary•s Medical Malpractice Commission asked 
insurers to exaEine cases they had .settled to determine the percentages which 

~ were with and without merit. !he insurers repcrted that 463 were.~ 
meritorious. This was ccnsistent with data en the percentage of cases 
resultinq in ~aym€nts to Flaintiffs (453). 

Efforts to alleviate the medical- malpractice pr~blem frequently have been 
directed to methods of contair,inq malpractice insurance p~emium increases and 

~~to assuring the ccntinued availability of malpractice insurance fer providers ' 
of health s~r~ices. 

~~· Measures to contain lllalptactice insurance- costs have been taken.~ 
princi~ally by insu~ers and State and local medical societies. Insurers 
frequently conduct educational ~rcgrams designed to cut back on medical 

,~ malpractice injuries and to make ~rcviders aware of what to do in the event a-~ 
potential fualpractice claim arises. Provider effo~ts to reduce malpractice 
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claims includE the use of physician screening panels, which review pot~ntial 
malpractice claims with the physician involved. recommend that he attempt to 

(S settle or defend himself against the claim, and assist him in preparing for ta 
his defense. 1he insurer and the physicians• panels work together in 
assistinq tt.e ~h,sician. Another approach is medical-legal panels, comprised 

(4i) of both physicians and lawyers. ~ith the latter considered.to =epresent the fa 
interests of the claimants. Both the claimant and the defending physician 
are involved in this aprroach. ~ith the stated pµrpose to settle as many 

~ cases es possible ~itbout court action. Another approach, increasingly used ~ 
by health maintenance orqanizaticr.s. is binding arbitration. Experience with 
this approach is limited, but reEults have been encouraging. In Philadelfhia 

~ and Alleqhenv Counties in Pennsvlvania, the courts by rule have initiated an~ 
arbitration requirement for all tcrt disputes involving less than $10,0CO, 
with the riqht cf eit~er party tc demand a court trial, subject to certain 

fa economic pEnalties. 

A demonstration project involving eight hospitals in southern California 
(6§) was initiated in July 1969 to determine the effectiveness of the arbitration (o 

of medical malpractice claims. ander the demonstration, persons admitted 
siqned an aqreement ~ith the ho~pital to arbitrate any claims arising from 

(@ actions by the hospital. The patient then had 30 days to rescind the i., 
agreement unilaterally. A con<11:cl group of hospitals in the same area was 
also ~Elected for ~ur~oses of ccmrarison. A review of the findings for the 

~ period 1970-73 showe~ that the hcspitals using arbitration had f~wer claims, ~ 
310 to 350. a higher rate of settlement within the studied period. 50.7% to 
40.663, and faster settlement time. ~ithin 35 mont~s. the hospitals using 

~ arbit:~tion had settled 96.73 of the claims. while the control hospitals had~ 
settl~i 80.03. The analysis shewed that during the pericd 1970-73, the 
setti@ment costs per claim i~creased 42,73 f6r the contzcl grouf, ~--~ i3,49U 

~e to $4,986, while fer the hos~ital~ using arbitration the increase ~as 26.2%, G 
from $~,562 to $3.244. Admiinistrative and legal costs per claim ~ere 50.0~ 
less for hospitals usir.q arbitration. 

In er easinql v. physici.ans have ~i:on so red "group insurance" for physicians 
on a State or ccuntv basis. At least 25 States have medical-soGiety-

G 

~ sponsored medical malpractice insurance programs. Hopefully, these programs~ 
will streamline in~urance aq~inistration, improve physician education 
proqrams, an<l improve the physl.cians' ability to negotiate better insurance 

~- proqra.rns. ~-

Although physicians understandably are ccncerned about the shrinkage in 
W the number cf insurers offering rredical malpractice insurance. to date no~ 

qroups of physicians have been denied coverage because they could not find a 
carrier. Where certain qrcups have faced severance of their coverage, the 

\1!B· efforts of State governm~nts, ~lus those of the physicians themselves, have~ 
resulted in ottaini~q coveraqe. In a case occurring in 1975 in Indianapolis. 
Indiana. it was necessary for the State insurancE commissioner to intervene 

@ where ~he st. Paul Fire and Marine Insurance Company had withdrawn coverage~ 
from eiqht anesthesiologists. The insurance commissioner ~as successful in 
placinq insurance with several insurers. 

~ 
The medical malpractice crisis pr~cipitated substantial State legislative 

activity. A review of State legislative activity relating to medical 
$ malpractice. ccnducted by the ire€rican Insurance Association. found that 35 e 

States had enacted leqislation in calendar year 1975 dealing specifically 
with the medical malpractice p~cblew. The American Insurance Association 

G also found as of June 16, 1976, that 42 States had enacted legisl~t!on to ~ 
assure the availability of medical malpractic~ insurance. primarily by 
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requiring insurers offering certain lines of liability 
to offer Kedical malpractice insurance through 

~·associations. Other approaches include State-operated 
authority to physicians and hos~itals to operate their 

insurance in a State 
joint underwriting 

insurance pools and ~ 
cwti mutual insurance 

companies. 

In 1969, the Subcommittee of E~ecutive Beorga~izaticn (chaired by Senator 
Abraham Ribiccff) cf the senate Ccmrr.ittee on Government Operations studied 

~ the probleffis cf medical malpractice. The study report, entitled Medical • 
Malpractice: The Patient Versus the Phvsician, included conclusions that 
medical ~al~ractice was a ~eriot~ and growing problem, that it was not being 

•dealt with effectively. and that the Federal Government should have a role in -
dealing with the ~rcblern. 

~ During tte 92d ccnqres~, the Subcommittee on Health (chaired by Senator ~ 
tdward Kennedy) cf the Senate Ccmaittee on Labor and Public welfare · held 
haarinqs er s. 3327, th€ HEaltb Maintertance Organization and Resources 

8 Develcpment Act of 1972, which ~rovided physicians with the arbitration.~ 
pri vi leqe as .. a ..9.Yi a I?I:O _g_y~ for their participation in the bill's propos€d 
quality assurance prcqram. 

~ ~ 
At the request of fcrmer President Nixon. HEH \Secretary Richardson 

conven~d ~ Medical Malpractice Ccrrmission, which baqan its work in September 
.~ 1971. on Jan. 16. 1973. it issued a report containing reccmmendations ~· 

coverinq 77 areas for improvemett in dealiLg with the problems of medical 
malpractice; fo~ exam~le: tha establishment of a nationwide data collection 

·~system, qreater attention to iniurv prevention and quality controls in ~ 
medical care deliveryJ ap~licaticn of the same legal doctrines to health 
p~~fessionals as those that a~ily tc -Other forms of def~ndants, the use of 

~@ irnpcsed arbitraticn meeting certain specified cri~eria. encouragement of~ 
experimentaticn with contractual arbitration, and the cooperative ef fcrt of 
industry and health ca!e providers in daveloping contingency plans in the 

• event medical mal~ractice insurance becomes unavailable through normal market r 
channels. 

Policy considerations for the Ccnqress include: 

(1) What priority should be given to an investigat!on of the extent of 
~ ~edical injurie~? What effect wculd findings of such an investigation have,~ 

en the approach to leqislation taken by Congress? 

~ (2) How should effcrts to ifup~ove the current situation regarding medical ~ 
malpractice be li~ked ·to professicnal standards review organizations (PSBOs)? 

(3) Should ai: bi tra tic r. in or:e or more of its several fo:rms b€ the 
:P required mode for settling medical malpractice cases? ~ 

(4) Should tte ~res€nt tort liability system be improved to cause cases 
1~ of alleaed medical mal~ractice to be settled ~ore quickly · and more ~ 

efficiently. e.q. ty reducing legal expenses? 

(~ (5) Should injuries not currently compensable under the present tort .~ 
liability system bE included in the protection providad for patients or their 
leqal representatives? 

(@ l~ 

(6) Tc . ·wt.at extent and in 
contribute to reducticns in medical 

'.~ controls? 

what ways 
injuries 

might Federal participation 
and - improvements in guality 

(\!'!' 



(7) · How 
.malp:ractice 
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would the system be financed? To what extent might 
ccsts he reallocated under new financing arrangements? 

current 

(o}i 
(8) Would Federal participation assist in reducing medical malpractice 

costs? 
<o 
ii< (9) Is the medical malpractice insurance industry sufficiently 

(.., 

unstable 
and unpredictable to warrant Federal participation directly 

(O reinsurance rcle? 

H.R. 1305 (Helt) 

or in a 

(o Esta~lishes a commission 
introduced en Jan. 14, 1975p 
Judiciary. 

on Medical Malpractice Awards. This bill 
and aas referred to the Committee on 

was (6 
the 

(g 
H. R. 1378 (RcstenkowEki) 

~ Amends title XVIII of the social Security Act to conform the timing of (1 
premium determinations there1~der with the automatic benefit increase 
proviEions in titlE II 0f that Act, and provides for studies cf malpractice 

~ insura~ce protlems afucng physicians and hospitals. This bill was introduced ~ 
on Jan. 14, 1S75, and was referr€d jointly to the Committee on Ways and Means 
and tte Co«mittee on Science and Technology. 

If:_ 
'\$' 

EoR. 3954 (Gcnzales) 
8illends title X c:: th-: u. s. Cede to provide for-, c.n excl·:s:.v'2 :-s:nec;· 

& against the U~ited St~tes in suits based upon medical malpractic~ 0~ ~he part ~ 
of active duty fersonnel, and fer ether purposes. This bill was int=oduced 
in the Hduse on Feb. 27, 1975, and was reported by the Committee on Armed 

~Services er. June 27, 1975 (H. Rept. 94-333). It passed the House on July 21, (., 
1975, end was subsequently referrEd to the Senate Armed Services committee. 

~ H.R. 6100 (HastiHJS) "' 
Assists in the settlement of medical malpractice claims through a 

Federal prcqram of reinsurance a~d through voluntary arbitration under State 
<o laws. The bill was intrcduced in the House on Apr. 17, 1975., and was (8 

referred to the Committee on Interstate and Foreign Ccmmerce. 
' 

H.R. 6182, H.R. 6293 (Downey, si:ellman, Hannaford/CornEll) 

Authorizes tte Secretary of Health, Education, and Welfare to establish a 
~ medical malpractice reinsurance i:rogram, and to conduct experiments and ~ 

studies en rneaical malpractice. Ecth bills were introduced in April 1975, 
and were referred to the committee on InterstatE and Foreign Ccmmerce. 

H. R. 6766 (Hastinqs et aL) 

~ Identical .to H.F. 6100, the bill was introduced in the House o~ May 7, ~ 
1975, and was referred to the Ccnrrittee on Interstate and Foreign Commerce. 

<a;i H. R. 7008 (SpEllman et al.) 
National Medical Injury Ccre~ensation Insurance Act 

Public Health Services Act to prcvide for a national 
~ injurf compensation insurance. The bill was introduced 

was referred ~o tte committee on Interstate and Foreign 

of 1975. 
program 

on May 14, 
Commerce. 

i. 
Amends the 
of medical 

1975, and 'e 



CBS- 7 1875001 UPDATE-08/20/76 

s. 188 (Nelsen) 
Authorizes the secretary of Health, Education, and Welfare to establish~ 

a medical mal~ractice reinsurance Fiogram, and to conduct experiments and 
studies on medical malpractice. ~his bill was introduced on Jan. 16, 1975, 

~- and was r-eferred tc the Ccmmi ttee en Labor 1md Public Welfare. (Identical t0 
bills, H. R. 2 e 04 (Downey) and H.B. 28 84 (Ge nzales) , were introduced in the 
House en Feb .. 5, 1975.) 

s. 215 (Inouye, Kenn-edy) 
~rnar:ds ttc Public Health SErvic~ Act to provide for a national program 

~of medical iniury compensaticn f[~urance. The bill was introduced on Jan. b 

17, 1975, and was referred to the Ccmmittee on Labor and Public welfare. 

@!I s. 482 (K~nnedy, Incuye) 
Amends the Public Health Service Act to provide for a national program 

cf medical insu~ance and arbi~raticn of medical mal~ractice claims. The bill 
@: was introduced en Jan. 29, 19i~. and was referred to the Committee on Labor~ 

and Public Welfare. 

s. 1253 (B:rock et al.) 
' \ 

Amends the Social Security Act tc conform the timing of Medicare premium 
~ determinations ~ith tte timinq cf automatic increases in Old Age, Survivors, ~ 

ana Disability Insur~nce benefiti.- -~irect~ the - Office of Technol6gy 
Assessment to euqaqe the Natiocal Academy of Sciences to study And ptopose 

~ soluticns fer ~:roblerns of medical malpractice insurance. Specifies that~ 
prccosed saluticns ~hall te relatEd to the Medicare previsions cf the Social 
Sec~ritv Act. The bill was introduced on Mar. 20, and -was referred tc the 

~ Committee on Finance. ~ 

s. 1763 (Reth et: al.) 
e Places specified_ limitaticns on the amount of the fee which may be• 

charqed tv an attorney who brings a medical malpractice action before a 
Federal court. The bill was introduced on May 19, 1975, and was referred to 

8 the ccmmittee on tt6 Judiciary. • 

~--

·~~ 
~··· 

-~-

u.s. congress. senate .• Ccrrmittee on Labor and Public welfare. 
Subccrnmittee on Health. Fbysicians training facilities a~d ~ 
health ~aintenance organi2aticns. Hearings~ 92d congress~ 
1st and 2d sessions. ~ashi~gton, U.S. Govt. Print. Off., 1972. 

11 s. 935, s. 703. s. 837, s. 1182, s. 1301; and s. 2827, s. 3327: :
bills tc amend t~e Public Health Service Act to increase and expand 
physician training, health care generally, and health maintenance 
orqani2aticns. 11 . ~ 

Hearinqs held July 20, :t1, 1971 (Fart 1); Oct. 5, 6, 14, 18, 1971 
(Pc.rt 2); Nev. 2, 10, 1~71 (Part 3); Nov. 17. 23. and Dec. 1, 2, 
1971 (Part 4); Feb. 24 (hearing on Califcrnia Medical Association • 
survey), Apr. 24, 26. and May 1, 15, 1972 (Part 5); and May 17, 18, 
25, 26, 1C:72 (Part 6). 
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College of Physicians & Surgeons of Columbia Uni~ersity I New York, N. Y. 10032 

DEPARTMENT OF BIOCHEMISTRY 630 west 168th Street 

Dr. Solomon Garb 
6401 West Colfax Avenue 
Lakewood, Colorado 80214 

Dear Doctor Garb, 

June 14, 1976 

You asked me, in your letter of the 7th, to summarize briefly my 
views on the dangers of recombinant DNA research, as it is being con
templated now. 

The genomes of all living beings, each acting as the signalling 
center for the entire biological future of the particular organism, are 
composed of DNA. These are enormously long chains which, in the form 
of coded messages, carry an array of signals for the production of en
zymes, protein hormones, and in the last resort of all other materials 
making up the living cell. In addition, the DNA contains other regions 
that do not code directly for compounds, but act as spacers, starting 
and stopping signals, etc. The meaning of this arrangement and of the 
sequence in which the various biological messages are arrayed is little 
understood. 

It is now possible to dissect a DNA molecule into fragments each 
of which may contain several genes or, rarely, even a single gene. 
These fragments can be incorporated, by highly technical expedients, 
into the DNA of a bacterial virus which then is transferred to a living 
culture of E.coli, the common intestinal bacterium. The E.coli cells 
thus infected, will now continue making the materials for which they 
have been coded by the recombinant DNA. 

My objections have mainly to do with the choice of E.coli as the 
host of new forms of life. No containment will prevent the eventual 
spread of these potentially dangerous new organisms which will find 
their ecological niche in the human gut. If there exist genes respon
sible for malignancies, then. the incorporation of pieces of human DNA 
into a bacterium that cohabitates with us may have disastrous effects. 
Even apart from this the creation of new forms of life is an irrevers
ible process. A long period of discussion should precede this possib
ly very dangerous step. 

EC:eh 

Sincerely yours, 

/f~- t:-f ~7 fl 
Erwin Chargaf f 
Professor Emeritus 

of Biochemistry 
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Dr. Solomon Garb 
American Cancer Research Center 
6401 W. Colfax Avenue 
Lakewood, Colorado 80214 

Dear Dr. Garb, 

June 12, 1976 

I am writing this letter to inform you of the most re
cent developments in the attempt to set up guidelines for 
recombinant DNA research (gene transplants}. 

Recent scientific technology has brought us to the brink 
of a new biologic era. Scientists are now technically equip
ped to pursue recombinant DNA research which can be employed 
in the manipulation and redesigning of human hereditable ma
terial, the genes. As you know, among many other hazards this 
type of experimentation creates the risk of producing and in
advertently dispersing new, uncontrollable organisms which may 
include carcinogens. 

The controversy over this potentially hazardous type of 
genetic experimentation is gathering momentum within the scien
tific and public communities. It has become an issue of serious 
concern not only because of the moral and ethical questions 
that arise if scientists tamper with the heredity and evolution 
of their fellow-humans, but also because of the hazards of 
creating self-reproducing new organisms, "put together" by 
scientists which may prove to be uncontrollable, irreversible, 
and could contaminate large populations. 

Unfortunately, since most of the scientists on the guide
lines committee (Recombinant DNA Molecule Program Advisory Com
mittee of the National Institutes of Health} are involved per
sonally in this research, the decisions have resulted in setting 
up: 1.) inadequate laboratory safety requirements, 2.) the 
projected use of the human gut bacteria E. coli ("enfeebled"} 
as a host organism, and 3.) assumptions that: a. the work will 
go ahead, b. we can "act now and learn later", c. the benefits 
outweigh the risks, d. every problem has a solution. This has 
occurred although eminent scientists from all over the United 
States have submitted statements, reports, letters and data 
calling for 1.) more stringent control measures, 2.) centralized 
P4 (strictest control level} laboratory facilities, 3.) the re
jection of E. coli as host, and 4.) the postponement of the re
search. 
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page 2 
June 25, 1976 
Dr. Garb 

The essential issues still remain to be discussed and 
decided publicly: 

1. The biohazards of accidental release of uncontrollable 
new organisms. 

2. The use E. coli (common to the human gut) as a host 
organism. 

3. The implications of interference with evolution. 
4. Reduction of diversity in the human gene pool. 
5. The inherent fallibility of inspection, enforcement, 

and regulatory bodies. 
6. The imposition of complex medical decisions on in

dividuals and society. 

The potentially irreversible and self-perpetuating hazards 
of recombinant DNA research would involve citizens alive today 
and those not yet born. It is therefore of utmost importance 
that the responsibility to protect the public take precedence 
over the ''requirements" of science. We must prevent those who 
press so insistently for haste from forcing the premature ex
pansion of this new technology. 

The controversy should be opened up to the public and 
legislators so that an official moratorium on recombinant DNA 
research could be imposed pending further public investigation 
and subsequent public decisions. By acting now, before the in
tellectual and economic investment grows greater, we could help 
to avoid for this new technology the consequences of premature 
proliferation being suffered today by the nuclear energy industry, 
thirty years after its inception, in the form of insoluble prob
lems (radioactive waste transport and disposal, sabotage, weapons 
proliferation, low-level radiation, etc.). 

Because recombinant organisms once released into the environ
ment from a laboratory are released irrevocably, we must assure 
in advance that the new technology of recombinant DNA research is 
based, not upon technical expectations and hopes, but upon rep
licated technical solutions. 

I hope that this material is helpful in bringing the situation 
up to date. Director of the NIH, Donald Frederickson, plans to 
publish the guidelines on June 21, so time is of the essence. 

FRS:fh 
enclosure 

Yours very truly, , 

/. - 1:<1. . /t -
-/_,.) c::ttGz{"t"{'.:/ ,1· . ..£({~4/(/h,(/4xA-1l.A>/' 
Francine Ro.hinson Simring . r __ .,., 

/ ! 

Committee for Genetics ( /J.1 



Recombinant DNA: Unknown Risks 

Bernard D. Davis's letter (6 Aug., p. 
442) makes interesting reading in a week 
in which 25 Legionnaires have died 
and more than 100 are still ill-some 
critically-of a disease of unknown ori-
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gin, unusual virulence. and unprecedent
ed epidemiology. If scientists do not con
dude from this juxtaposition that it 
would be good to face up to ignorance in 
areas in which we have no experience, 
instead of engaging in facile speculation, 
I hope the public will. 

I am not claiming that the mystery 
disease is a result of genetic manipula
tion, since obviously no one knows its 
cause. But I wish to point out that to 
pretend to know more than we do about 
causes and prevention of disease can 
only discredit science and scientists. (At 
this writing. infectious and toxic agents 
have in tum been ruled out as causes of 
··Legionnaire's Disease" and today's 
newspaper talks about Fort Detrick and 
possible unknown varieties of infectious 
agents.) 

A further point: if a recombinant (and 
perhaps short-lived) coliform organism 
ever were to produce an outbreak of an 
epidemic. it might well be nearly impos
sible to iden.tify or to culture as the cause 
in the presence of all the other, normal 
s,trains of Escherichia coli that grow in 
us. 

Davis suggests that medical history 
shows such risks must be taken and im
plies that the high child mortality rate of 
a century ago was reduced through medi
cal intervention. This is not true. Almost 
nine-tenths of the decline. in the com
bined death rate from scarlet fever. 
whooping cough, diphtheria, and measles 
in children under age 15 occurred before 
the introduction of specific therapies or 
vaccinations; and similarly with tubercu
losis. cholera. typhoid. and most other 
infectious diseases. The most probable 
reasons for these reductions were im
provements in nutrition and public 
health measures-better housing, .clean 
water, and so forth. The specific medical 
measures of the last three to four dec
ades only clipped the tail off the asymp
totic curve. This is not to underrate the 
importance of every life saved. Further
more. those risks were taken to cure 
known diseases. not to create new ones. 

Biolo~ical L11horatories, 
Harvard University. 

RUTH HUBBARD 

C ambrid~t'. Mas.mclwsetts 02 J 38 
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•Cambridge C OURCil a ne':" techni_que to study al A numbet of local residelllS· 
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cdnsidered hazardous to the Harvard would not only abide 
local populace. . . by the N.I.J:I. guid~ines.. but 

Tonight's ifeclsiOri came after would also adhere . to . even 
several weeks of public debate st~cter regulatocy processes 
over }larvatd's :Intent to. use ~tablished by the ,university. 
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DEPARTMENT OF HUMANITIES 

COLLEGE OF ENGINEERING 

(313) 764-1420 

Dear Dr Garb: 

TH E U NI VE RS IT Y 0 F M IC H I G A N 
ANN ARBOR, MICHIGAN 48104 

June 18th 1976 

I write to express my support for a provision attAched to the HEW approp
riations for the coming year, specifying that no federal money will be 
used for reeearah using recombinant DNA techniques until hearln~s have 
been held to evaluate the risks. 

Recombinant DNA techniques constitute a revolutionary advance in our power 
to manipulate the environment, for by implanting bacteria and the cells of 
other organisms with the genes of totally unrelated or~an1srns, the genetic 
heritage of millions of years of evolution may be rearran~ed. in short order. 
While it is possible that serious harm to human and other forMs of llfe may 
follow from the use of recombinant DNA techniques, those molecular biologists 
who advocate this form of research are, in general. optimistic about the 
benefits to medical science and to industry which will follow. As a historian 
of science, I em reminded of a similar optimism thirty years ai:ro with respect 
to the possibility of release of energy from matter throup;h the use of nuclear 
fission techniques. It is well to remember that in the case of nuclear 
power, perception of the risks has grown, and perception of the benefits 
has correspondingly declined. 
At present, the wider community of biologists is divided with respect to 
almost every crucial aspect of the hazards associated with recombinant DNA 
techniques: the precise degree and extent of harm should the novel mtcrobe~::: 
engineered by the techniques escape; the validity of the ~uldellne~ about 
to be released; the effectiveness of the use of enfeebled strains of host 
organisms in providing "biological containment. 11 

In the light of this lack of consensus, I am troubled that input to decision
making in this area has come largely from actual or potential practitioners 
of the technique. While I do not questiop their good intentions. it is 
doubtful that scientists in the front ranks of research will judge the risks 
in ways that reflect the values of the gene~al population. Furthermore, 
policy has apparently been tacitly assumed rather than explicitly formulated. 
It has been assumed that the traditional mode of selent1f1c research. 1n 
which facilities proliferate and compete· in exploitinp; a new and promising 
technique ls appropriate here. But limits on expansion may be as critical a 
factor in averting harm as methods of containing the hybrid microbes. As 
numbers of laboratories and practitioners grow, the probability of accidents 
increases. 
There ls an urgent need for policy in thi~ area and for democratically appointed 
bodies to develop it. Until such bodies are- appointed and report, I believe 
that the only way to ensure the well-being of the wider population is to 
restrict research to a very small number of isolated, strict:ly supervised. 
high containment facilities. I therefore strongly support the proposed 
provision in the appropriations since it would have the effect of limitin~ 
expansion in this area. Only a far more cautious approach can adequatP-ly 
protect human life and the stability of the ecosystem. 

Sincerely, 

S°'tSaN\ Wr~ 
8usan WriP,:ht 
Assistant Professor 
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FR I EN D S 0 F TH E _ EAR T H 72 JAP•E Sn.HT• NEW Yo1tK, NEw Vo11K 10014 • (212) 675-5911 

FOR RELEASE: SEPTEMBER 22 1 1976 

MORATORTUM ON GENE TRANSPLA'IT RESEARCH DEMANDED BY ENVIRONMENTAL GROUPj 

FOE CHARGES BE'ITER DISEASE PROTECTION lOH CATTLE THAN PEOPLE 

Friends of the Earth, a natio9al environmental organization, today attacked the 

National Instit~tes of Health guidelines on gene transplant (recombinant DNA) research 

as inadequate and unenforceable, and demanded an immediate official moratorium on all 

research, development, construction and funding in this area. 

"Hazardous gene transplant research is proliferating on campuses and in popula-

ted areas across the country; funded by NIH and private industry, 11 declared Francine 

Simring, chairman of !"OE's Committee for Geneti_cs. "'Ihe NIH research guidelines are-

purely voluntary,_ io not cover v-.e ori vate sector, and therefore '1"e unenforceable." 

'!"riends of the E~rth further charged that NIH is involved in a conflict of interest 

because it is funding and uromoting the very research the guidelines are set up to con-

trol. 

Mrs. Simring oointei O'lt t'iat a lth01lgh scientiats agree that one hWldred per cent 

laboratory containment of ootentially lethal organ:sms is unattainable, the release of 

the NIH guidelines has given the green light for most of the research. 

Indicating that Plum Island, off our no~theast coast, is the only facility in the 

country permitted to research hoof-ani-mouth disease, an affliction of cattle, Mrs. 

Sirr.ring said, 11 Those who support these gllidelines offer to us anj to 0 1.ir children 

less protection than is accorded to American cattle raised for slaughter ••• It is simply 

unacceptable." 

FOR FUR~ INF'ORMA TTON C~LL: 

FrancinE:i Simring 675-59:1.1 

. "" ":' •:: ., : ·il·' '"'•" - .. , .••. ~ • ·:·.:· ,"[. 



DEPARTMENT OF MICROBIOLOGY AND MOLECULAR GENETICS 

HARVARD MEDICAL SCHOOL 

25 SHATTUCK STREET 

BOSTON. MASSACHUSETTS 021 IS 

July 15, 1976 

Dr. Solomon Garb 
6401 W. Colfax Ave. 
Lakewood, Co 80214 

Dear Dr. Garb, 

I support your request for Congressional hearings 
on recombinant DNA research. 

JB/am 

sincerely, 

~l\l\~ctJL 
Jon Beckwith 
Professor of 
Microbiology and 
Molecular Genetics 
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June lf+, 1976 

Dr. Don~ld S. Frederickson 
Di rec.: tor 
National Institutes of Health 
Bethesda, Maryland 2001!1 

Dear Dr. Frederickson: 

A group of us who work at the Sidney Farber Cancer Institute are 
concerned about the possibility that experiments involving recombinant 
DNA molecules will be performed in the research laboratories in our 
hospital. Aside from the many serious questions Hliich have been raised 
about the potential lwz,ards involved in this research, we sec at least 
two potential hazards specific to doing these experiments in a cancer 
hospital: 

(1) The orp,anism which will serve as the host for many recon:binant 
DNA' s is _Escheridd.:_<!_ £_~1}_• f.· c~l~"!:. is a com:no;i cause of hospital 
infections and is a leading cause of scptice1ria. For every 1000 
patients wlw enter ]lost.on City Hospital, 1. 75 die from f· .coli 
septicemia. (Journal of Infectious Di:3eases, 132: 3 lG (197.S)) 

(2) A large proportion of the patients in cancer hospitals are 
receiving either irnmunosuppressive dru~~s or antibiotics which 
destroy the normal intestinnl flora. A newly created, hir,hly 
virulent form of E. coli coul<l wreak havoc in such a patient 
population. 

As you arc aware, accordinr, to the We<lum report, even the most rigorom; 
containment facilities cannot gu<Jrnntee ab.solute containment of microorr,.:misms. 
Since most l1ospitals arc not cqulppcJ with rigorous containment facilities, 
it is highly probable that new, possibly da;:1gerous forms of r.1icroorg.i.11isrns 
will be spread around hospitals, the major vector beinr, the laboratory 
personnel who arc doing the experiments, the maintenance workers, and the 
housekeeping staff. 

No one can predict what the consequences of this research will be. 
We <lo not believe, however, that the p;_itients in a hospital slwuld be 
used as "~uinea pigs" in determining whether the putative hazards arc 

,llh/1MY r I JNl) 

I lUILLJIF'H; 

CH.ASlLL:!..; /\.. D/\N/\ C/\Nf-:Ln l·ICJ~~!Plf-A.L 
ANO lll~SEAHCH LAEHJI l/\TLJl-lllo!:; 

MICI '''I. L HLLJ~~T[JNL 
L l\Ul Jl·1/\ Tt)FllL !j 
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real ha;~ards. \-.10 would lik8 to urr,e tiL::it tile forthco1:iing ~.I. ti. 
guidelines on recombinant u:;,\ research prohi:.:,it such rcsearci1 fro;n 
being performed in a hospital. 

Sincerely yours, 

I~ n -r ~· ~ 'G:<./1'_.~, j J 1,';- ','"_'.,,·-

Robert U. DubroH 
Research Associate 

rn_chacl R. ~-U llcr 
Research J\ssoci.'.lte 

• / n J •, 
._,-;;J;., .. £;,//~- )/t.: t.C:. 
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MArinc Biological Laboratory 
WOODS HOLE. MASSACHUSETTS 02543 

July 10, 1976 

Dr. Solomon Garb 
6401 West Colf2x Avenue 
Lak2wood, CoJ.orado 80214 

Dear· Dr. Garo: 

I understand that you, like I, are worried about the possible 
risks engendered by the new technology that permits the transfer 
of genes frcrn on8 kind of organism to another by generating 
what are called recombinant DNA molecules. I e~m troubled by 
many aspects of this work, but what worries :ne most is c.t[:J follows: 

1. Most biologists believe that living organisms have come into 
so~e sort of enuilibrium with their environment (including other 
oq;anL1rE.::;) ever t:uiie .s1;c:n:::.~ ol' many i:iiJ_lio.rlG oi :f8c~rs. \~e d.:.· :ti-:L 
know how new kinGs of organisms arise in nature, but we can be 
sure that this also is a very slow process. When chances are 
sudden -- as environmental changes have been sometimes -- it can 
have d:ire consequenct:;s for organisr1iS. This new technology introd
uces s~dden c~1anges into organisms and we cannot -predict thei:c 
effects either on the organisms themselves or on their environ
nen ts, because these nS"w organisms will have to find nev; way2 ar:d 
~l~ces to live. It could therefore produce sudden mnjcr perL-
1U'b::nions in ±k~ mal'J.Y and varied interactions wl1ose magriitvcles ar:C. 
::ffc.:.;-c.::; we can:c.ot predict ar..d therefore c.:::;,nnot prepare for • 

. '2. T.JJ.c; i'a.voL·i te host organi:sm into which foreign 'genes are im-
1,l.aI'. t2d i::~ the common colon bacillus, F.. coli. Millions ·Jf coJi 
b~cteria live in aJl of us as well as in our domestic animal~, i11 

i~sects, w~ter, soiJ -- indeed everywhere around us. Occasionally 
, i ~1 d for r 8 a ::-;on s w c do n. o t ye t un d erst and E • co 1 i c- ::i ~1 s e s di s ca:::; c s 
::-:uc:1.1 us diarr'hr:::a, nrinary tract or bladder or kidney infections, 
r;rost:::i.tc ir..fE;ctions and others. To tamrJer 1;.;i th the genes of E. 
coli seems madness, because if a dangerous strain arose, it would 
be dispersed far @1d ~ide before we would even know that it existed, 
f o r i t t a.k e s o ~ i l y 2 0 m in u t e s for one E • co 1 i to b e come two • 

). No acleq_L1ate preca"L:.tions car:. be taker~ to keep this ort:;anisrn fro1,; 
i~,~; ~: t inc, out of the labo.rri. tory, because the main vector will be the 
i eo _rl e who work with i L. 

~beretore, if this work is done (and I would like to see a much 
wLdcr cc.1~r. more thorough discussion of whether this should be), 

1. it shc~ld be done a~ one or very few central facilities away 
fro~ centers of population, to which access is restricted to the 
_people \\1!10 i.vork there, so that the whole opera ti on could be clo scly 
r~1oni tored until we know a great deal more about the potential 
hazard::.;. 

2. :Every effort should be made in the mean time to find an org
anism or a cell line that does not get about as freely in us and 
our environment as does E. coli. 

Sincerely yours, 

\Z-~--~~1~~ 
Ru th Hubbard ., 
Professor of Biology 
Harvard University 
n •.> ~ h "'i r' <:Y' i=- M ,., c, q !i ,.,, }111 q P T + c:.- () ? 1 ~ R 



• INDEPENDENT PHI BETA KAPPA ENVIRONMENTAL STUDY GROUP 
Elise Jerard - Chairman 

• CITIZENS RIGHTS COMMITTEE 

3l--Ch&rle.1.SU~---~tU.,-l:A., tt "r.ttsal 

Dr. Solomon Garb 
Citizens Committee for the 
Con~uest of Cancer 
6401 West Calfax Street 
Lakewood, Colorado 80214 

Dea.r Dr. Garb: 

115 Central Park West, N.Y., N.Y. 10023 

July 27, 1976 

I write as chairman of the Independent Phi Beta Kappa Environmental Study 
Group, a resea.rch society of 1001 professiona.ls. My work for the doctorate 
was done in biological sciences. I am also a member of the Scientists Advisory 
Committee of the Environmenta.l Defense Fund. a.nd of the Natural Resources Defense 
Council as well as a Fellow of the Scientists Institute for Public Information. 

I am deeply interested in joining the efforts of those who are fighting 
environmental cancer. Dr. Wilhelm Hueper, who was Chief of the Environmental 
Ca.ncer Section of the National Cancer Institute a.nd the internationally honored 
oncologist, was a close a.ssocia.te of mine for ma.n;v yea.rs. 

We are, of course, opposed to the proliferation of recombinant DNA research 
along the present lines and with guidelines wholly ina.dequa.te to the protection 
of the puhlic which is already multiply exposed to environmental carcinogens. 

My friend, Dr. George Wald and his wife, biologist Dr. Ruth Hubbard, have 
been represented in la.st week's issue of Science as arousing the rJJa.yor of 
Cambridge, Ma.ssachusetts, in opposition aga.fnst-the Ha.rvard program, but in fa.ct 
the Mayor a.ppea.led to Dr. Wald, who was extremely busy prepa.ring his recent 
experiments for publication, to enter this battle for huma.n protection. 

In our opinion, the National Institutes of Health are not equipped to set 
forth guidelines for any such unprecedented and extremely hazardous undertaking 
a.s the genetic engineering which ha.s been pioneered by the Harvard scientists. 
It might be of some use to the formation of a committee of qualified a.nd 
independent scientists, together with generalists who have enough intelligence and 
scientific background to see the involved basics in human perspective. 

\·li·th the welter of risks ha.pha.za.rdly accumulated we ca.n no longer afford to 
consider the advancement of science as overriding the interests of the social 
community. Where scientists differ sha.rply it is obvious that some deeper 
ruling principle must be invoked. Know-how must yield to know-why and know
why-not. 

This is the position also of the Citizens Rights Committee, with participants 
in 33 States, of which I am cha.irma.n. 

I should be interested in lea.ring more a.bout Citizens Committee for the 
Conquest of Cancer. 

EJ/prn 
A GROUP OF MEMBERS OF P 8.1< 

Cordi a.l ly, 

~/fLUu_~~ 
Elise Jera{.~, ;h.D. 

IT DOES lllOT REPRESENT THE UNITED CHAPTERS OF THE P.1!1.1<. WHICH PURSUE 
NO ENVIRONMENTAL STUDIES • 
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NATIONAL .JEWISH HOSPITAL ANO 

. DG=o 
RESEARCH cllE~ TI . 

3800 EAST COLFAX AVENUE • DENV.ER, COLORADO 80206 • TELEPHONE 303/322-1881 

Soloman Garb, M.D. 
6401 W. Colfax Ave. 
Lakewood, CO 80214 

Dear Dr. Garb: 

I am writing to you out of concern about the potential dangers of gene manipulation. 
Recent events have convinced me that a biological disaster is almost inevitable · 
using the National Institutes ·Of Health Guideiines to allow gene-splicing research 
to begin. 

Biologists are new capable of creating new organisms that have never before existed 
in nature using new laboratory.techniques that allow the splicing together of genes 
from diverse species. These novel arrangements of genetic material bypass the evo-. 
lutionary process and the results are not predictable. The host for the hybrid genes 
is the standard laboratory bacterium, Escherichia coli, which is also a major inhab
itant of the human gut and throat. It readily becomes airborne in a laboratory. 

Three and a half years ago Dr. Paul Berg created a synthetic gene containing a 
monkey cancer virus and human gut E. coli genes. Dt. Berg and 10 other molecular 
biologists, including 2 Nobel Laur;;t;s:-asked for a moratorium on this research 
stating that such synthetic organisms "might be more easily disseminated to bacterial 
populations in humens and ••• possibly increase the incidence of cancer or oth~r diseases: 
Irwin Chargraff of Columbia University,who recently received the National Medal of 
Science from President Ford for his work on the structure of DNA,has written in 
The Sciences that "the spreading of experimental cancer may be confidently expected." 

The National Institutes of Health guidelines which allow gene manipulation to continue 
will be released later this month. These guidelines have been devised almost solely 
by practitioners of gene manipulation, clearly a vested interest.group. Despite 
repeated requests from within and without the NIH Guidelines Committee for public 
participation, NIH has declined to respond. Dr. Jonathan King of MIT saw the NIH 
Comffiittee functioning "to protect geneticists, not the public." 

There has been no direct input from the general public in deciding whether and how 
to proceed with gene manipulation. Informed consent by the public must be given before 
research in gene manipulation continues further as the public, not the biologists, have 
the most to gain as well as the most to lose by gene mixing. 

I recently attended the Miles Symposium on Genetic Engineering and can tell you that 
a large number of academic and industrial laboratories throughout the world are 
currently actively pursuing gene manipulation without what I and many other.s would 
consider proper caution. 

We are at the dawn of synthetic bi6logy on our only habitable planet. What we create i;' 

will be irreversible as we are dealing with replicating organisms, not mere chemicals.· 
If human patterns are any guide' it will take a major biological diSaster to arouse 
effective concern. I hope that you will be able to help intervene through asking for' 
congressional public hearings bef,o~e such a 4isaster occurs. . 

1 
... '· · · · • • · 

Sincerely, 

',_:h·~i<N. J LUwG~1Llf &-Aj) 
Ste~Hen L. Wiesenfeld, M~~. . . · 

''J'' 

; ~l •• -•• j-' . -· , .. 

:.\:. '! : ; . 
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Citizens' Committee for the Conquest of Cancer 
870 United Nations Plaza, New York, N.Y. l 0017 

Cu-Fou11dt:r 
'.:.ID1JfY f/\Rl\UI M [; ( 19lLl IYlJ) 

212-421-9011 

Co· Cho 1 rpersons 
fMI RSON ~()l)ff 

SOLO/\\ON GARB. MD 
K1W MANSOLILl 

September 17, 1976 

Senator Edward Kennedy 
Subcommittee on Health 
U.S. Senate 
Washington, D.C. 20510 

Dear Senator Kennedy, 

I respectfully request that this letter be made part of the record of 
the Hearings on recombinant DNA research. This research is the most dangerous 
program ever undertaken by any person or group, and should be evaluated by 
the entire nation through the Congress, not by a small group of scientists 
with vested interests. · 

1. The key issue is not how recombinant DNA research should be done, 
but wheth2r it should be done. A related issue is who should make the decision. 
Dr. Frederickson has assumed that he has the right and the authority to make 
the decision after seeking the advice of people whom he chooses to listen to. 
Many of us feel that he does not have any such right morally, and we would like 
clarification of his legal right to do this. 

2. A glaring example of the inadequacy of the NIH guidelines is the 
section on inspection. NIH makes no realistic provision at all for outside in
spection, but leaves all inspection for compliance with the guidelines in the 
hands of a committee at each university involved. To anyone, who like myself,· 
has served on university committees for twenty years, it is ridiculous to ex
pect any effective policing from such cormiittees. 

In other areas, concerned with public health and safety, there are legal 
requirements for inspection by government inspectors. These areas include 
restaurants, elevators, pharmaceutical manufacturers, meat packing companies, 
and even barber shops. Would we turn over inspection of a restaurant to a 
committee of the restaurant's employees? Would we turn over inspection of a 
meat packing firm to a committee of that firms employees? Hardly. Why then 
is Dr. Frederickson ready to turn over inspection of recombinant DNA research 
labs to colleagues in the same institution? Does he regard scientists as in
herently more reliable than restaurant workers, meat packers, elevator operators, 
or barbers? 

The significance of this omission of adequate and meaningful inspection 
extends beyond the question of inspection. It shows clearly that despite the 
voluminous and detailed published ~uidelines by NIH, there has not been the 
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kind of mature, deliberate and unbiased consideration that a topic of this 
seriousness deserves. It also shows clearly that Dr. Frederickson and his ad
visors are not competent to make decisions of this nature. Thus, even the ad
dition of a requirement for adequate outside inspection would not make the NIH 
position acceptable. 

3. The hearings held by NIH were not as unbiased as Dr. Frederickson 
would have us believe. Those who testified in favor of recombinant DNA re
search had their travel expenses paid by their grants or their universities. 
Those who wished to testify against it would have been required to pay the 
travel expenses from their own pockets and couldn't afford to go. Therefore, 
the hearings were a distortion of true scientific sentiment. 

4. Containment facilities are never absolute. They can reduce con-
tamination but not eliminate it. The best containment facilities in the world, 
at Fort Detrich, failed several times, with infections and deaths resulting. 
Luckily, the failure did not involve organisms, like E. Coli that can replicate 
rapidly outside cells. Unfortunately, the recombinant DNA studies'will in
volve E. Coli. 

5. Or. Frederickson claims that only a weakened strain of E. Coli 
would be used, and that the risk of its replication outside the laboratory 
is insignificant •. We disagree.· Or. Frederickson may be 99.999% right. How.;,..:.
ever, if one drop of culture containing the organisms splashes and gets out
side the containment facility, some 100,000,000 bacteria may be involved. If 
99.999% of them cannot survive, that still leaves 1,000 that can survive and.~: 
replicate. If they contain viral genes, they could cause a deadly epidemic. 

6. Some proponents of recombinant ONA research argue that genetic :. 
recombination takes place every day in nature and that doing it in the laboratory': 
is not significantly more hazardous. That argument is a half-truth and com- · 
pletely misleading. The genetic recombination that takes place in nature is 
between closely related organisms, usually of the same species. The proposed 
laboratory studies, however, involveorganisms of grossly dissimilar types. 
In the laboratory, scientists have created frog eggs that produce bee venom~ 
When did that happen in nature? ·· 

7. Proponents of recombinant DNA research have contended that this 
research could lead to information that might unravel the mystery of cancer. 
These proponents have seldom if ever, had any responsibility for the medical 
care of patients with cancer. My personal opinion, based on years of cancer 
research, including responsibility for cancer patients, is that recombinant DNA 
research is far more likely to cause a cancer epidemic than it is to lead to 
clinically useful information about cancer. 

In support of this opinion, I enclose a newspaper clipping dated May 28, 
1976. Please note that scientists combined a harmless baboon virus with a 
mouse cancer virus that by itself is also harmless to other species. The hy
brid virus, however, causes cancer in a wide variety of species, probably in
cluding man. Fortunately, it has not yet escaped from the laboratory. 
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8. I will take one example from the published NIH guidelines to 
show that despite their length and apparent detail, they are essentially 
worthless. It reveals that Dr. Frederickson either does not grasp the degree 
of hazard involved or is not telling us about it. 

In explaining guideline VI, Lon Page 27909 of the Federal Register, Dr. 
Frederickson discusses the concern of many colllTlentators over the use of SV40 
virus for recon~inant studies. It is noteworthy that most of these co~nentators 
are generally in favor of recombinant DNA research and can be considered members 
of Dr. Frederickson's "team11

• On this particular point, however, even they 
felt that the risks were too great, and that recombinant DNA research using 
SV40 should be banned. · 

Dr. Frederickson overruled them and is permitting research with SV40 to 
proceed. His discussion and reasoning is based on his statement that there is 
no evidence that SV40, a monkey virus, can cause cancer in humans. That may 
be true of unchanged SV40. However, an altered SV40 could cause a.disastrous 
cancer epidemic. Again, let us look at the enclosed May 28 newspaper clipping. 
A baboon virus harmless to man, and a mouse virus harmless to man, when combined, 
produce a virus that grows well in human cells, and that "scared" the scientists 
working with it. It is noteworthy that this newspaper report appeared before 
publication of the NIH guidelines. It is difficult to believe that Dr. Frederickso11 
was unaware of it. How then can he claim that the lack of evidence of human 
harm from unaltered SV40 is reason to permit its continued use in experiments 
that alter it? This is especially disturbing since Dr. Frederickson's own allies 
and supporters have warned about Sv40. 

I doubt if the Congress would allow a committee from the Pentagon to de
clare war, or al low a conv11ittee from the State Department to decide on foreign 
policy. Recombinant DNA research is a greater hazard than war, or errors in 
foreign policy. Therefore, decisions in this area should not be left to com
mittees of scientists, loaded with those having vested interests in this area. 
Congress should investigate the area thoroughly, hearing from many experts in
cluding physicians, veterinarians, plant pathologists, disaster control ex
perts, public health officials, nurses, and others who have experience in deal
ing with infectious disease. Also, groups concerned with the environment and 
natures• balance, such as Friends of the Earth, ought to be heard. Until such 
hearings are held, and until Congress decides on whether recombinant DNA re
search should proceed, all such research, however funded, should be stopped 
completely. Anything less might destroy mankind, and perhaps all higher forms 
of life on this planet. 

gr 
enclosure 

Yours truly, 

~''-·~ _);l'-l 
Solomon Garb, M.D. 
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Herb Denenberg, member of the National Academy of 
Science, former Pennsylvania Insurance CoMI1'1.issioner _ 
and Public Utility Commissioner, former Loman Professor 
at the Wharton School of the University of .Pennsylvania, 
former Professor of Law at Temple University, writes 
this syndicated column for the Philadelphia Sunday 
Bulletin (circulation about 640,000) •. _ -------------------

1 
World's Scientists Now Pro~-uce Ultimate in Pollution 

I WE'RE A LONG WAY down the! But they may escape from their con- Thus. a new disease may be born. 1sttcs you choose; engineer an entirely without taking the precautions He un-
path of- killing and contaminating oar fines and go on to spread infection for- And that new disease may be both un- new form that would ~ot show up in doubtedly took when He engaged in 
environment. But now we have a new ever. detectable and untreatable by conven- any of the known testing procedures the act of creation. 

____ pollutant to end all pollutants. A spo~esman fo~ the National C~- tional methods. It may strike a year aimed at disease detec~iol_J_... Existing_ controls are totally m. 
- ·~Our latest growth indu.stry is the. cer_ Institute admitted to me ~t m from now or 20 years from now. Dr. Garb was ref~g to the. new- adequate and they are only applicable. 

r.tianufacturin~_of new viruses, new their own labs there has be~n acc1den- Even deadly nuclear wastes can be est. t~hnology of ~ building to goyemment financed research. 
bacteria. and new diseases. tal expos~e to labo~atory vtruses four detect~ measured, and monitored. which_ IS calle:c' by vanous names - They don't even involve inspection. 

Scientist.\ a,11 over t!?e world are now of five umes during the last year There is no way to do that for Iabora- genetic marupuJa~; ~- trans- A potentially catastrophic situation 
- -~udng the ultimate In pollution _ alone. tory produced microorganisms that plantation or recombmant DN"~ work. is likely to get worse, as this. kind of 

new biologfcal organisms that multf. HOW COULD THAT h escape. . . scientific God-playing can even be: 
ply llld that can cause and spread dis- appen? He And as Dr. Richard Goldstein of N~W ~ ADDITION· CO. creating carried on ia a high school Iab. 

.
ase to the lut o.neration. said that a scientiSt may be injecting Harvard Medical School told ,.,..e once bybnd vuuse:-. such 89 tile. ba~ There fs need for .;..JJ:.. in-

·-·· credibly dangerous bloloifcal polhl- a mouse with a virus, miss the mmise,· ... use combination I"\'& described .,...... .. 
_ Tbe _public t& almo&t totally una- tion, according to Dr. Jonathan KID& and get himself. · a laboratory microorganism escapes, mo _ . . aaualty volvement and: political airing ~t this ware of the h&z&rd although it repre- professor of biochemlstry at MIT. Dr. Stephen L. Wiesenfeld of the Na- '"we can't go out and chase it with a above:! t' SClentiSfromts can ,...,,,,., 1~ trans- wtJole teselil dt process. . . · 

. , butterfly net " P an genes one-~ to an- Whe ·u· • all. . .. · 
sen~ the most serious threat to our Here's an example. This year a lab- tional Jewish Hospital told me there . · . other and come up with a new crea- re wi . it lead? Maybe we're_ 
·~~ment ID history. · oratory in Texas combined a harmless have been hundreds.of reports or such Wam_m~ ~ch as t~ese. are coming tfon. They can transplant one gene or already _gettmg the answer. Some. of · 

I ~ ~ .. Usual, our scientific-medical-gov- baboon virus with a cancer viros from laboratory acquired infections, and he from distinguished scientists aJ_I over J0,000 of them according to Dr. Gold- the medical ~!U· q~ ~ name 
~~ent esWllfshment has made crit- a mouse. . says there is no way to guarantee. the world. Dr_ .. Solomon Garb, Director stein and the only certainty ia that the above, say this kind of scientific ~ . 
t•Ut·decislona OIL this kir.d of t'l?search Pres~ It ma.lid a brand-new vilUI safety· . of the ·'.'~eoc:n c~_ncer ~esearch results are llripredictable. pla_ymg, not ~Y C:OWd ~Wll- a IDY5"-

- .~ ~wipe us" out. without public capable of fnfectilll dogs, baboons, Science can give us many i:niracles. Center put ,t thi., way· This capability ot produdrig hybrid tenous;. _r egwnnaires , disease, but 
~ or public understanding. mice. cbfmpamees and possibly man., BUt one we slmu.'d not expect is for it __ "The technalogy now exists to take organisms. sounds like a hybrid Ltself might m. fact be the ai, !)nt. 

~ :_,,~ ;e pour b1lllons of our _tu dollars Ihe new ~ may stay wbera to keep laboratory manufactured or- a virus or a bacteria and make vir- - a cross between science fiction and We have a lot to learn about bath · 
"mtomedicalreseardlthatis~ they'r8 ~'b>.. atay; if n'nl plliams coafined to their assigned tually any mutation you want to theBookotGenesismtheBible. the technique and price of~ 
~~ft and prolon& llle. But we get ht- always. luckf ~; ~ cauttcm . places. make; add or subtract a..•1 character- Our scientists are p!a)i;Dg Gad. but mental pollW:iaa. 




