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PUBLIC HEALTH SERVICE ACT EXTENSION, 1977

WEDNESDAY, FEBRUARY 23, 1977

U.S. SENATE,
SupcoMMITTEE 0N HEALTH AND SCIENTIFIC RESEARCH
or TaE Cosnrree ox Husrax RESOURCES,
Washington, D.C.

The subcommittee met, pursuant to notice, at 10:30 a.m., in room
1939 Dirksen Senate Office Building, Senator Edward M. Kennedy
(chairman of the subcommittee) presiding.

Present : Senators Kennedy and Schweiker.

Senator Kexxepy, The subcommittee will come to order.

On September 30, 1977, many of our most significant health pro-
grams are due to expire. They include the assistance programs for
migrant health, community health and community mental health
centers, hemophilia, health planning, and biomedical research. Under
the provisions of the Budget Act, to insure continued funding of these
programs, committee action must be completed by May 15.

In order to meet this time requirement and at the same time give the
Congress and the new administration a reasonable period of time to
develop proposals for substantive improvements in these important
programs, I introduced legislation yesterday which will extend these
assistance programs for 1 year without any substantive changes. I am
happy to note that these bills are cosponsored on a bipartisan basis by
a host of Members of the Committee on Human Resources, including
the distinguished Chairman of the Full Committee, Senator Williams,
and the ranking minority members of it and the Subcommittee on
Health and Scientific Research, Senator Javits and Senator Schweiker.

[ The texts of S. 754 and S. 755 follow :]

(1)
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IN THE SENATE OF THE UNITED STATES

Feenvary 22 (legislative day, Fesrvany 21), 1077
Mr. Kex~eoy (for himself, Mr. Sonwrrker, Mr. Wiiams, Mr. Javrrs, Mr,
Rawporri, Mr. Perr, Mr. Newsox, Mr. Harmaway, Mr. Riecre, and Mr.
Starrorn) introduced the following bill; which was read twice and referred
to the Committee on Human Resources

A BILL

To amend the Public Iealth Service Act to extend through the
fiscal year ending September 30, 1978, the assistance pro-
grams for health services research; health statistics; medical
libraries; cancer control programs; the National Cancer In-
stitute; heart, blood vessel, lung, and blood disease preven-
tion and control programs; the National Heart, Lung, and
Blood Institute; and National Research Service Awards;
and for other purposes.

Be it enacted by the Senate and Iouse of Representa-
tives of the United Slales of America in Congress assembled,
Secrion 1. (a) This Act may be cited as the “Health
Services Research, Health Statistics, Medical Libraries, Bio-
medical Research and Research Training Extension Act of
19777,
II




2
(b) Whenever in this Act an amendment is expressed
in terms of an amendment to a section or other provision,
the reference shall be considered to be made to a section or
other provision of the Public Health Service Act.

SEc. 2. (a) Section 308 (a) (2) is amended by strik-

ing out “September 1” and inserting in lieu thereof “Decem-

ber 17,

(b) The first sentence of section 308 (i) (1) is amended
by (1) striking out “and” after “1975,” and (2) striking
out the period at the end of the sentence and inserting in
liew thercof , and such sums as may be necessary for the
fiscal year ending September 30, 1978.".

(¢) Section 308 (i) (2) is amended by (1) striking out
“and” after “1975,” and (2) striking out the period at the
end of the sentence and inserting in lieu thereof , and such
sums as may be necessary for the fiscal year ending Septem-
ber 30, 1978.”.

Sec. 3. Section 390 (¢) is amended by (1) striking
out “and” after “1975,” and (2) striking out the period
after “1976” and inserting in lieu thereof “, and such sums
as may be necessary for the fiscal year ending September 30,
1978.”.

SEC. 4. Section 409 (b) is amended by (1) striking out
“and” after “1976,” and (2) striking out the period at the

end thereof and inserting in lien thereof ““, and such sums as
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may be necessary for the fiscal year ending September 30,
1978.”.
Sec. 5. Section 410 (C) is amended by (1) striking out
“and” after “1976;” and (2) striking out the period at the

end thereof and inserting in lieu thereof “, and such sums as

may be necessary for the fiscal year ending September 30,

1978.”.

SEC. 6. Section 414 (b) is amended by (1) striking out
“and” after “1976,” and (2) striking out the period at the
end thereof and inserting in lieu thereof *, and such sums
as may be necessary for fiscal year 1978.”.

BSec. 7. The first sentence of section 419B is amended
by (1) strking out “and” after “1976,” and (2) striking out
the period at the end thereof and inserting in lieu thereof *,
and such sums as may be necessary for fiseal year 1978.”.

SEc. 8. The first sentence of section 472 (d) is amended
by (1) striking out “and” after “1976,” and (2) striking
out the period at the end thereof and inserting in lien thereof

“, and such sums as may be necessary for fiseal year 1978.”.
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IN THE SENATE OF THE UNITED STATES

Feeruary 22 (legislative day, Frenuany 21), 1077
Mr. Kexweoy (for himself, Mr. Senwerker, Mr. Witiazs, Mr. Javirs, Mr.
Raxporrir. Mr. Pern, Mr. Newsox, Mr. Hatiraway, Mr. Rigcre, and Mr,
i1l : which was read twice and referved

Starrorn) introdueed the following

to the Committee on Huwinan Resour

A BILL

To amend the Public Health Serviee Aet to extend through the
fiscal year ending September 30, 1978, the assistance pro-
grams for comprehensive public health services, migrant
health, community health centers, hemophilia programs,
national health planning and development and health re-
sources development; to amend the Community Mental
Health Centers Act to extend it through the fiscal year end-
ing September 30, 1978; and for other purposes.

1 Be it enacted by the Senate and House of Representa-
2 tives of the United States of America in Congress assembled,
3 SHORT TITLE; REFERENCE TO ACTS
4 Secrioy 1. (a) This Act may be cited as the “Health

Services, Hemophilia and Health Planning and Development

; Extension Act of 19777,

IL
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(b) Wherever in title 1 an amendment or repeal is
expressed in terms of an amendment to, or repeal of, a
section or other provision, the reference shall be considered
to be made to a section or other provision of the Public
Health Service Act. Wherever in title IT an amendment is
expressed in terms of an amendment to a section or other
provision, the reference shall be considered to be made to
a section or other provision of the Community Mental
Health Centers Act.

TITLE I-AMENDMENTS TO THE PUBLIC HEALTH
SERVICE ACT

Src. 101. (a) Section 314 (d) (7) (A) is amended by
(1) striking out “and” after “1976,” and (2) striking out
the period at the end thereof and inserting in lieu thereof
“, and such sums as may be necessary for fiscal year 1978.”,

(b) Section 314 (d) (7) (B) is amended by (1) strik-
ing out “pragraph (1)" and inserting in lien thereof “para-
graph (1)”; (2) striking out “and” after “1976,”; and
(3) striking out the period at the end thereof and inserting
in lien thereof *, and such sums as may be necessary for fiscal
year 1978.7.

Sec. 102. (a) Section 319 (h) (1) is amended by (1)
striking out “and” after “1976,” in the first sentence there-

of; (2) striking out the period at the end of the first sentence

thereof and inserting in lieu thereof , and such sums as may
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17
18
19
20
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be necessary for fiscal year 1978.”; and (3) striking out
“for the next fiscal year” in the second sentence thereof and
inserting in lieu thereof “for the next two fiscal years”.

(b) Section 319 (h) (2) is amended by (1) striking
out “and” after “1976,” in the first sentence thereof; (2)
striking out the period at the end of the first sentence thereof
and inserting in licu thereof “, and such sums as may be nec-
essary for fiscal year 1978.”; and (3) striking out “fiscal

year 1977"” in the third sentence thereof and inserting in
lieu thereof “fiscal years 1977 and 1978”.

(¢) Section 319 (h) (8) is amended by striking out
“and’’ after “1976,” and (2) striking out the period at the
end thereof and inserting in lien thereof “, and such sums as
may be necessary for fiscal year 1978.”.

Sec. 103, (a) Section 330 (e) (1) is amended by strik-
ing out “subsection (e)” in the first sentence thereof and
inserting in lieu thereof “subsection (e) .

(b) Section 330 (e) (2) (D) is amended by striking
out “agney” and inserting in licu thereof “agency”™.

(¢) Section 330(g) (1) is amended by (1) striking
ont “and” after “1976,” and (2) striking out the period at
the end thereof and inserting in lieu thereof “, and such
sums as may be necessary for fiscal year 1978.”.

(d) Section 330(g) (2) is amended by (1) striking

out “and” after “1976,” and (2) striking ont the period
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at the end thereof and inserting in lieu thereof ““, and such
sums as may be necessary for fiscal year 1978.”.

SEc. 104. (a) Seetion 1131 (f) is amended by (1)
striking out “and™ after “1976,” and (2) striking out the
period at the end thereof and inserting in lien thereof “,
and such sums as may be necessary for fiscal year 1978."”.

(b) Section 1132 (e) is amended by (1) striking out
“and” after “1976,” and (2) striking out the period at the
end thercof and inserting in lien thereof “, and such sums
as may be necessary for the fiseal year 1978..

Sec. 105. (a) The fourth sentence of section 1503 (b)
(1) is amended by inserting “established” after “Couneils”.

(b) The first sentence of section 1511 (a) is amended
by inserting “except as provided in section 1536" after
“throughout the United States”.

() Section 1511 (a) (3) (B) is amended by indenting
the four lines beginning with “if the Governor” and ending
with “of this subsection™ to line up with “ (ii) ”.

(d) Seetion 1512 (b) (3) (RB) (i) is amended by strik-

ing ont “subsections (e), (f), and (g)” and inserting in

lieu thereof “subsections (e), (f), (g),and (h)”.

(e) The first sentence of section 1512 (¢) is amended
by striking out “agencies’” and inserting in lien thereof
= yoi

agency’s”.

(f) The last sentence of section 1513 (a) is amended
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by striking out “(b) through (g)” and inserting in lieu
thereof ““ (b) through (h)”.

(g) Section 1513 (b) (2) (B) is amended by striking
out “are responsive” and inserting in lien thereof “is
responsive’ .

(h) Section 1513 (b) (2) (C) is amended by striking
out “which take into account” and inserting in lieu thereof
“which takes into account”.

(i) Section 1513(d) is amended by striking out
“system” each place it occurs and inserting in lieu thereof
“systems”.

(j) Section 1515(d) is amended by striking out
“health services area” and inserting in lieu thereof “health
service area’.

(k) Section 1516 (c) (1) is amended by (1) striking
out “and” after “1976,” and (2) striking out the period
at the end thereof and inserting in lieu thereof “, and such
sums as may be necessary for fiscal year 1978.".

(1) Section 1521 (d) is amended by striking out “Na-
tional Health, Policy, Planning,” and inserting in lieu thereof
“National Health Planning”.

(m) Section 1523 (c) is amended by striking out
“paragraph (4), (5), (6), or (7)” and inserting in lien

thereof “paragraph (4), (5), or (6)”.
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(n) Section 1525 (¢) is amended by (1) striking out
“and” after “1976,” and (2) striking out the period at
the end thercof and inserting in lien thercof *, and such
sums as may be necessary for fiscal year 1978.”.

(0) The first sentence of section 1526 (a) is amended
by inserting “grants” after “the Secretary may make”.

(p) Bection 1526 (e) is amended by (1) striking ont
“and” after “1976,” and (2) striking out the period at
the end thereof and inserting in lieu thereof “, and such
sums as may be necessary for fiscal year 1978.”.

(q) Section 1534 (d) is amended by (1) striking out
“and” after “1976,” and (2) striking out the period at the
end thercof and insertine in lieu thereof ©, and such sums as
may be necessary for fiscal year 1978.”..

(r) Section 1536 (a) (2) is amended by striking out “the
Trust Territories in the Pacific Islands” and inserting in lieu
thereof “the Trust Territory of the Pacific Islands, the North-
ern Mariana Islands”,

(s) Section 1536 (b) (4) is amended by striking out
“chief executive office” and inserting in lien thercof “chief

exceutive officer”.

Sec. 106. (a) Section 1602 (5) is amended by striking

out “section 1503 and inserfing in lieu thereof “section

1603”7,
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(b) The first sentence of the last paragraph of section
1602 is amended by striking out “supports” and inserting in
lieu thereof “support”.

(¢) Section 1603 (a) is amended by striking out “sec-
tion 1602 (a)” each place it occurs and inserting in lieu
thereof “section 1602".

(d) Section 1603 (a) (6) is amended by striking out
“paragraph (4)” and inserting in lien thereof “paragraph
(5}

(e) Section 1604 is amended by striking out “section
1602 (a) ™ each place it occurs and inserting in lieu thereof
“section 1602”.

(f) Section 1604 (b) (2) (A) (i) is amended by strik-
ing out “section 1602 (a) (2)” and inserting in lieu thereof
“seetion 1601 (2) .

(g) Section 1604 (e) is amended by striking out “ap-
pproved” and inserting in lieu thereof “approved”.

(h) The first sentence of section 1610 (a) is amended
by striking out “section 1513” and inserting in lieu thereof
“section 1613”7,

(i) Section 1613 is amended by (1) striking out “and”
after “1976,” and (2) striking out the period at the end
thereof and inserting in lieu thereof “, and such sums as

may be necessary for fiscal year 1978.”,
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“(j) Section 1620 is amended by striking out “Septem-
ber 30, 1977 each place it occurs and inserting in lieu
thereof “September 30, 1978”.

(k) Section 1622 (e) (2) is amended by striking out
“and” after “1976,” and (2) striking out the period at
the end thereof and inserting in lieu thereof “, and Septem-
ber 80, 1978.”.

(I) Section 1633 (14) is amended by striking out “title

XIV” and inserting in lieu thereof “title XV”’,

(m) Section 1640 (d) is amended by striking out “and”

after “1976,” and (2) striking out the period at the end
thereof and inserting in lieu thereof “,.and such sums as
may be necessary for fiscal year 1978.”.

SEcC. 107. Section 314 (¢) is repealed.

TITLE II-AMENDMENTS TO THE COMMUNITY
MENTAL HEALTH CENTERS ACT

SEC. 201. (a) The second sentence of section 202 (c)
is amended by striking out “recommeinded” and inserting
in lieu thereof “recommended”.

(b) Section 202 (d) is amended by (1) striking out
“and” after “1976,” and (2) striking out the period at the
end thereof and inserting in lieu thereof *, and such sums as
may be necessary for the fiscal year 1978.”.

Sec. 202.. (a) Section 203 (d) (1) is amended by (1)
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striking out “and” after “1976,” and (2) striking out the

period at the end thereof and inserting in lieu thereof “, and

such sums as may be necessary for fiscal year 1978."”

(b) Secction 203 (d) (2) is amended by (1) striking
)

out “1977” and inserting in lien thereof “1978” and (2)

striking out “1976” and inserting in lien thereof i i
Sre. 203. Section 204 (¢) is amended by (1) striking

out “and”’ after “1976,” and (2) striking out the period at

the end thereof and inserting in lieu thereof *, and such sums

as may be necessary for fiscal year 1978.

SEC. 204. Section 205 (¢) is amended by (1) striking
out “and”’ after “1976,” and (2) striking out the period at
the end thereof and inserting in lien thereof , and such sums
as may be necessary for fiscal year 1978.”
Sec. 205, The last sentence of section 206 (d) is
amended by striking out “ninetieth” and inserting in lien
thereof “one hundred and twentieth”.

Sro. 206. Section 213 is amended by (1) striking out

“and”? after “1976,” and (2) striking ouf the period at the

end thereof and inserting in lieu thereof “, and such sums as

mav be necessary for fiseal year 1978

SEe. 207, Section 228 is amended Ir_\' (1) striking out
“and” after “1976,” and (2) inserting after “1977.” “and

such sums as may be necessary lor fiscal vear 1978”.

B7-300 O-T71-2
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1 SEC. 208. Section 231 (d) is amended by (1) striking

2 out “and” after “1976,” and (2) striking out the period
at the end thereof and inserting in lieu thereof *, and such

}  sums as may be necessary for fiscal year 1978.”,
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Senator Kex~eny. None of the programs I am proposing to extend
is perfect, Each one, however, has been important in making an effort
to meet a portion of the health needs of the American people.

I know that the constituencies affected by these programs have pro-
posed numerous substantive changes in them. These proposals deserve
serious consideration on their merits, and I want to assure them that
such consideration will be forthcoming in the months ahead when each
of these programs is substantively reevalnated.

I look forward to working with the administration and the public
in determining what improvements can be made in each of these
programs.

I am pleased that Dr. Dickson and his colleagues from HEW are
with us this morning to give us the administration’s view of the legis-
lative approach I have proposed.

Dr. Dickson, do you want to introduce your associates, please?

STATEMENT OF JAMES F. DICKSON III, M.D., ACTING ASSISTANT
SECRETARY FOR HEALTH, DEPARTMENT OF HEALTH, EDUCA-
TION, AND WELFARE; ACCOMPANIED BY DALE SOPPER, ACTING
ASSISTANT SECRETARY FOR LEGISLATION, DHEW; HAROLD
MARGULIES, M.D., DEPUTY ADMINISTRATOR, HEALTH RE-
SOURCES ADMINISTRATION, DHEW; EDWARD D. MARTIN, M.D.,
DIRECTOR, BUREAU OF COMMUNITY HEALTH SERVICES, HEALTH
SERVICES ADMINISTRATION, DHEW; DONALD S. FREDRICKSON,
M.D., DIRECTOR, NATIONAL INSTITUTES OF HEALTH, DHEW;
THOMAS F. A. PLAUT, PH. D, DEPUTY DIRECTOR, NATIONAL
INSTITUTE OF MENTAL HEALTH, ALCOHOL, DRUG ABUSE, AND
MENTAL HEALTH ADMINISTRATION, DHEW; AND HARRY CAIN,
DIRECTOR, HEALTH PLANNING

Dr. Dicksox. From the left, Senator, Dr. Harry Cain, Bureau of
Health Planning and Resource Development; Dr. Harold Margulies,
Deputy Administrator, Human Resources Administration: Dr. Don-
ald S. Frederickson, Director, National Institutes of Health.

And on my right is Dale Sopper, Acting Assistant Secretary for
Legislation; Dr. Edward Martin, Director, Burean of Community
Health Services: And Dr. Thomas Plaut, Deputy Director, National
Institute of Mental Health.

I have a statement for the record, Senator, and also some very brief
opening remarks that T would like to make.

Senator Kexxepy. We will hear them. We want to hear you a little
bit on the health budget as well. We will hear you on the legislation,
first. and then we will ask a few questions on that, and then come back
to the other matter.

Dr. Dicksox. We are here today. initially, to discuss the extension
of the various Federal health program authorities for fiscal year 1978
that are contained in S. 754 and S. T55.

There are some 18 health areas that require extension of authority
that we do wish to continue supporting, ranging from health plan-
ning and health services research to migrant health centers, among
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others. We will be pleased to go through them individually or how-
ever you may choose.

We do believe that an appropriate way to deal with these issues at
this point in the congressional authorizing cycle and very early in this
administration is simply to extend these health programs for 1 fiscal
year at authorization levels which are consistent with the President’s
fiscal year 1978 budget. This will allow the administration the oppor-
tunity to make a thorough assessment of these programs and as a result
of this process to develop recommendtions for changes which it be-
lieves would be desirable.

The 1-year extension of these authorities will enable us to continue
our activities without disrnption, and we strongly support this effort.

Those are the remarks I have to make, Senator.

We will be pleased to respond to your questions.

Senator Kexxeny. As I indicated, I introduced two bills yesterday.
that extend the expiring programs without major modification. In
order to maintain flexibility, I set authorization levels at such sums
as may be necessary.

Now that the budget is out, what is your position as to the level of
authorizations?

Dr. Dickson. It would be desirable to have the level of aunthoriza-
tions tailored to the request of the President.

Senator Kex~Eepy. \{'Imz does that mean ?

Dr. Dicgson. Authorization levels to cover the amount that he has
suggested.

Senator Kexxepy. Are you suggesting anything above that or just
at that level or what do you have in mind ?

Dr. Dicksox. At that level, sir.

Senator KexxenY. You do not want to put it a little bit above that,
do you? [Laughter.]

Basically, as T understand the administration’s position, they sup-
port. the 1-year extension which would give them an opportunity to
examine these programs in detail and hopefully work with us on the
committee to try and deal with the substantive issues in due conrse.

What we are attempting to do is to provide the 1-year period which
will give the administration the opportunity to examine in consider-
able detail various provisions of the legislation, shape and form them
in a way which will complement the health insurance program which
will be coming forth—you do not bring us any news about that, do
you?

Dr. Dicksox. None.

Senator Kexxpey. The President said he would submit a proposal
before the end of the year. We will be looking forward to it.

I think all of us understand the importance of interrelating these
various programs with any kind of health security.

The real problem we faced over the period in the past has been the
financing on the one side and delivery on the other. We have to bring
these matters together.

That is really what we are intending to do. That is the position of
the administration, as I understand it.

Dr. Dicksox. We strongly support what you just said.
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Senator Kex~epy. I think that makes sense, and what we are going
to do. as I understand it, both from our committee and from the ad-
ministration’s point of view, is to use this period of time to evaluate
the various recommendations on substantive changes that will be made
from a number of different groups that are dealing with these issues,
and are living with these programs day by day. You are going to look
at those substantively. We are going to examine those substantively.
We are going to keep our doors open, welcome suggest ions, recom-
mendations, modifications, and so that when we come to grips with it,
by the end of this year and the early part of next year, we will really
be able to make the kinds of adjustments which are necessary.

Dr. Dicksox. Yes: over the past 3 weeks the administration has been
pretty much eonsumed by budgetary considerations. At this time, the
Secretary is trying to move energetically into his planning process for
1979. He has indicated that he will be sharing with you, essentially,
the proposed legislative agenda as it emerges.

Senator Kenxepy. We will look forward to working closely on those
programs.

Possibly the other staff members have particular questions which
they will submit to you or make a part of the record.

Dr. Dicksox. Fine.

Senator KexNepy. If we could talk to you a little bit about the fund-
ing priorities that come from the administration. I had a very good
conversation with the Secretary some time ago about some of the areas
of priority that we had in terms of the health budget, and I have en-
joyed a good exchange with the Secretary as he has been attempting
to fill the very important position of the Assistant Secretary. That,
[ know. is & matter of great importance to the Department. I think it
must. be to Secretary Califano, as well as to the President. I know that
he has been focusing on that issue.

But. nonetheless, I would like to review some of the specifics of the
budget with you this morning. T would be less than frank not to say
that I am disappointed with regard to a number of programs which I
think can help the administration in an important way in dealing with
the issues of cost controls.

T read, this morning, the efforts to be made by the administration
in terms of setting hospital costs ceilings, which I think is a con-
structive and positive step forward in attempting to deal in part with
the very complex issue of escalating health care costs.

I look forward to studying in great detail that particular proposal.

But we find out that, for example, in the health planning area, minus
the construction, you are proposing, for 1978, just about the same
figure as last year. Am I correct ?

Dr. Dicgson. Yes.

Senator Kexxepy. Then the figure is less than what the adminis-
tration’s budget was for 1977 including the supplemental which would
total $146 million. Am I correct in that ¢

Dr. Dicksox. Yes; that is right.

Senator Kexyepy. Do you want to talk about that a little bit?

Dr. Dicksox. I think it is a general statement I can make, and it
applies not only to the health planning area, but also to other areas.
such as startup of new mental health clinies.
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Senator Kexxeny. No new mental health centers will be started.

Dr. Dicksox. I think my remarks relate to the reasons it is not. They
will be made in the same frame.

The administration generally wants to make possible restorations
back to the current services levels from the reduced levels that were
proposed by the previous administration.

I' think that is the way the administration is approaching that.
Clearly, at the same time, there were constraints on the resources avail-
able, but T do not think that is the major issue. That applies to the
planning moneys

Senator KexNepy. A recent report, as T understand it was done for
the Congressional Budget Office which touched on health planninge.

Dr. Dicgson. Yes.

Senator Kexnepy. It indicates that the planning law is the key op-
tion available at this time to control costs.

This is so because the health facility planning legislation includes
provisions that control the number of facilities, supports State efforts
to set hospital rates, and so on.

With the rather bold action that has been taken by the adminis-
tration in terms of setting a ceiling, for hospital costs which I again
support, it seems to me that on the one hand you are moving forwanrd
and on the other hand you are standing still in the area of attempting
to get some control on the cost of facilities and services.

I was just wondering what the thinking was.

Dr. Dicksoy. I think the point you make is a very important one.
Clearly, one is not going to get after the matter of general cost con-
tainment in health by just dealing with the hospital situation. For
example, there are many other variables in the picture, particularly
the role that the health systems agency might play in both cost con-
tainment at large, but particularly with respect to the hospital issue
that is now before us. It is not unreasonable to think that the hospital
issue might be approached in terms of doing it on a region-by-region
basis. Some of the health systems agencies are developing faster than
others, and for health system agencies to engage in regional consider-
ation of hospital costs is going to be difficult business. So some of them
might be able, in the coming year, to get into that consideration of
cost, We are aware of that.

At the present time, as the plans are being elaborated for contain-
ment of hospital costs, the question of the role of the health systems
agency is very much at the forefront. However. T have to go back to
the remarks T made at the beginning, indicating that the general policy
that was followed, in the most general sense, make restorations back to
the current services level from the reduced level that was proposed by
the previous administration and not to expand during the period of
examination. That is true with respeet to the moneys. But in the spirit
of which you are bringing up the health systems agencies, the contain-
ment of costs, we do recognize that, and it will be subject to ea rly
consideration,

Senator Kexxeoy. Do T understand then that the administration
recognizes the importance of the planning process and its role in terms
of cost controls, and the budgetary decision should not be interpreted
as a negative feeling of the administration toward the planning
legislation.

Dr. Dicksox. Yes,
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Senator Kexnepy. I think that the planning function is one that
just cannot be missed in terms of cost controls in long-range thinking.

I am hopeful that we will be able to have the concept of planning
that is included in the legislation and which you have talked about
here this morning reflected in the terms of increased commitment by
the adiministration in the funding process.

Now, as for HMO's, it is basically, again, just a holding action. We
have talked about the building of some competition in the delivery of
health care systems, We saw modification in terms of the regulations
last year in order to encourage the existence of more HM( )'s.

I was extremely reluctant to see that because I did not feel that if
we are.going to move into a national health insurance system, that
those kinds of variations or adjustments were necessary. But, nonethe-
less, we had a very significant debate within our own committee about
that particular issue. But we made adjustments and changes to try and
bring some new life into the whole HMO program, and you virtually
have stabilized it going from $15 million in 1976 to $18 million in 1978,

Dr. Dicksox. I think the principle is the same, but I would like to
make a comment. I said before the issue of containment of health care
costs clearly involves six to eight major variables. They include the
matter of the financing mechanisms. They include the matter of allo-
cation of resources at the local level. They include the matter of
atilization and how that is done. Matters of malpractice, naturally,
which happens with respect to the technology that has developed that
is useful in health care is also included. Across that broad spectrum,
clearly, the matter of containment of hospital costs is being taken as
an initial first step, but at the same time, we are looking broadly at the
problems that relate to containment of costs and prominent among
those happens to be the issue of health maintenance organizations for
the purposes of competition, and whatever, playing an important role
in containment of costs. So, we have not forgotten that as a part of a
larger picture. It is just some of the money is not there.

Senator Kex~epy. That is right. We are all concerned, figures of $7
billion to $9 billion a year for defensive medicine is unacceptable. The
malpractice issue needs serious attention. I am sure this administra-
tion will attempt to deal with it.

The 50 States all have different statutes being promulgated by State
insurance commissioners that have very little, if any, knowledge, about
the health implications of this issue. I realize it is difficult to get a
consensus, hut I put in bills last year in an attempt to begin building
4 consensus.

Getting back to HMO's, they really do offer an important alterna-
tive in the health care system beseiged by rising costs. We have seen,
for example, in my own State, the caring for medicaid recipients cost
30 percent less in an HMO than in a fee-for-fee service system. That is
30 percent less, When we are trying to control costs, it seems to me
that HMO's offer an important opportunity that cannot be adequately
taken advantage of with $15 million or $18 million. And, as you are
doing your review, this is something to think about. We ought to give
it a good run. You cannot do it with $18 million. Then we ought to
take a look at it and give it a thorough evaluation. in terms of quality
and cost control. But once again, it seems to me we are missing an
opportunity. ;
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Dr. Dickson. There are two things I would like to say.

First, the 3 weeks the administration has had to revise the previous
administration’s overall budget, is a very short time to determine how
it interrelates.

Essentially, we have a Ford budget with this administration, here
and there where it is possible, signaling some new directions, as with
children and immunization and in cost containment.

A second point has to do with the issue of malpractice. As an infor-
mation item, I would just like to note to you that the work that Dr.
Roger Egberg has been doing in trying to survey this situation and
come up with some alternative solutions to it, will be pulled together
in June of this year. I think it will be an interesting input to the delib-
erations of your committee.

Senator Kexxeny. We will look forward to it.

I would hope that you do the kind of cost analysis, that I know is
done since we have heard about it before this committee which com-
pares the cost of HMOs with the fee-for-service system.

Now, in the health manpower area—we are not supposed to call it
health manpower any more—in the Health Professions Act—there has
been a very modest increase in the National Health Service Corps
scholarship program from $22 million to $40 million. I am afraid that
with less money put into those scholarship programs than is needed,
and as universities raise their tuitions, what we are going to see is that
the people that are going to be able to afford to go to medical school are
only going to be the rich kids.

We have attempted to make an important effort to insure that in the
area of medical training, it is expanded to include minorities and
women unless we have n scholarship program that is really going to
reach out and include those that are most hardpressed financially, we
are going to be back where we were 10 or 15 years ago in terms of med-
ical education.

Dr. Dicksox, I do consider this an important area. The administra-
tion’s budget for 1978 is essentially a 100-percent increase over the 1977
level. But in actual cents that may not appear enough. It is an in-
crease over the present year, going from $22 million to $40 million. It
was felt that was as much as they wanted to put forward at this time
while they were evaluating the overall interrelationships of the Na-
tional Health Service scholarship program with other manpower
efforts.

Senator Kexxepy. It has been, I think, very well run. My experi-
ence with it has been that it is a first-rate program. There is a great
deal of hope for it in the future.

As for community mental health centers, this will be, the first bud-
get in recent times where we would not be able to build one new——

Dr. Dicksox. I did not hear you when you started, Senator.

Senator Kexxeoy, For community mental health centers, this is.
basically, a no growth budget, is it not ?

Dr. Dicgsox. I think, as T understand you, there were 90 new cen-
ters being planned.

Senator Kexxepy. That’s community health centers, is it not? 1f
you want, let’s talk about community health centers and then we will
come back to mental health centers.
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Dr. Marmiy. In section 330, community health center budget, the
President has proposed starting 90 new centers, and is proposing an
additional $14 million above that to increase services within com-
munity health centers. The increase will serve as a focus to expand
very significantly the activities related to adolescent health, particu-
larly to high-risk adolescents.

Alccess to care, as well as the quality of services provided will be
expanded as a result of the President’s request.

Senator Kex~eoy. I think that the latter program is very valuable
and worthwhile. I think it makes sense from both a health and a finan-
cial point of view.

What are you planning in terms of new neighborhood health cen-
ters this vear?

Dr. Marrin. We presently have 302 community health centers in
addition to, of course, 97 migrant centers. We are planning to start
120 integrated projects in 1977 combining different authorities with
National Health Services Corps.

Senator Kexyepy. You have the resources for it in the budget?

Dr, Martin, Yes, sir.

Senator Kexxepy. What are the number of applications, qualified
applications?

Dr. Marriy. We actually are generating in priority areas numbers
of applications that we end up approving 100 percent. We anticipate
somewhere between 130 to 140 applications this fiscal year. The way
we now do the programing is that we work with the grantee so that
they are not turned down on a technical basis.

For example, underserved communities, characteristically, have dif-
ficulties on those applications. We anticipate 130 to 140 this year in
particularly high-impact areas, and it will be difficult to estimate for
fiscal year 1978.

Senator Kex~epy. Migrant health centers have virtually stabilized.
is that correct ?

Dr. Marrin. The actual number of centers is stabilizing, but the
mechanism by which we are increasing the service to migrants reflects
an increase of almost 100,000 additional migrants being served by
beginning to incorporate service to migrants across categorical pro-
grams. Instead of serving migrants in 90 or 100 centers, the adminis-
tration is proposing ambulatory centers up and down the migrant
stream. In addition to that effort. the $30 million being requested, and
improved management efficiencies will result in a 25-percent. increase
in the actual numbers of migrants receiving care within the system.

Senator Kenneny. Would you please give us a note on this, in-
cluding, as well, what you are going to do, what you see as the in-
crease in the number of people served, and how that is going to be done.
I would like to get that as part of our record so we can follow that a
little bit.

Dr. Dicgsox. I think we have given this area a good deal of thought
in the past year, and it has become apparent that to be effective here
you have to extend beyond just using 319 authority ; it has to be much
broader. I think it will be much more effective, even though there is
still $30 million being used for this. We will get that to you, Senator.

[ The following material was subsequently supplied :]
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MiGRANT HEALTH IPROGRAM

Currently, there are 700,000 migrant farmworkers and their dependents who
follow the crops. An additional 2 million seasonal farmworkers live in areas
where the migrants work.

In 1978 we anticipate providing services to 334,000 migrants and 165,000 sea-
sonal farmworkers. We also plan to expand the number of high-impaet areas
served by providing care to migrants in ambulatory health care centers funded
by other Burean of Community Health Services authorities, including community
health centers. We will continue to emphasize improvements in management effi-
cieney for all projects.

Senator Kexxepy. You have got $30 million in the 1977 appropria-
tion, and t]w administration has proposed the same for 1978, “'hll
are you going to do about the 60,000 more people who need services?

Dr. Dicksox. Dr. Martin.

Dr. MarTin. In that particular program, there are still sienificant
improvements in efficiency and effectiveness. For example, the com-
munity health center program, with a fixed budget between fiscal year
1974 and fiscal year 1976 for a fixed budget increased the number of
users by 70 percent and the numbers of encounters by 31 percent, by
increasing physician produectivity and decreasing administrative cost.

That same process is under way in most of rlivw programes.

Of course, it frees up significant numbers of dollars from the ad-
ministrative and poorly used produetivity costs into patient care. That
is where largely those increases come. The record is fairly clear on
CHC’s and lwmmmu‘ clear on migrant management. Improved man-
agement can result in significant increases that do not require addi-
tional dollars.

Senator Kex~xepy. If we can, in both of these areas, I would like to

get a description and analysis of what yon expect to be done,
[The following material was subsequently supplied :]

1 ) M L TENCIEE y OM ) Iy CAL RS AND J GRAT
INCREASED EFFICIENCIES IN CoMMUNITY HEALTH CENTERS AND MIGRANT
HEALTH PROGRAM

The Burean of Community Health Services requires all funded projects to be
responsive to the health needs of the population it serves. Within that mandate
projects are also required to be responsive fo specific management and organi-
zational efficiencies, where appropriate. Examples of these are:

Health Maintenance.—Program emphasis on provision of preventive, com-
prehensive health services to reduce the morbidity of the patients and to control
costs,

Direct Health Services—Many BOHS projects have demonstrated innovations
in providing services which support the health and well-being of the people they
serve,

Efficiency—Assure that BCHS projects meet chosen indicators of productivity
and program efficiency.

Specific Indicators—Development of specific indicators of uniform perform-
ance and management for their specific purpose. The indicators are measured to
give specific indication of operational efficiency and financial viability.

Senator Kexzepy. For the community mental health centers, what
are you planning this year?

Dr. Dicksox. As I said before, I think the situation is much the same
with respect to moneys that are available.

Senator Kexxepy. 1976 is 215 and 1977 is 232 and the Carter budget
233, is that correct.?

Dr. Dicksox. Yes. Again, I think the program is being held stable
throngh the coming year.
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Senator Kex~epy. You have no new starts?

Dr. Dicksox. That is right. There are not any new starts.

Senator Kexxepy. People are going to ask me to explain why, on
one hand we had the announcement by the White House of the for-
mation of a Presidential commission on mental health, and here we
have got a budget that allows for no new starts in a program that has
done a first-rate job under difficult circumstances. I know the facilities
in my own State are really excellent. What do I tell them ? That, on
the one hand, you are getting no new starts in the program, and this is
the first time this has happened since the start of the program. And,
on the other hand, we have a pronouncement from the White House
in terms of how important mental health is. What do I tell these
people ?

Dr. Dicksoy. I can only say to you what I said before about the gen-
eral policy that was followed with respect to the budget. for 1978, in
terms of generally trying to make across-the-board restorations where
the Ford administration had been making cutbacks, and not to expand
except in a few areasin the coming year.

Senator Kenxyepy. How many programs did they start last year,
mental health centers?

Dr. Praur. Forty-seven new ones were started in 1976, Senator, and
a number of centers are in the process of conversion from the previ-
ously required 5 services to 12 services. A substantial number qualify
for the first time under the consultation and education program which
is an indirect outreach service, as you know.

Senator Kexneoy. How many did you have the year before?

Dr, Pravr. In 1976, there were 12 new centers started from the con-
struetion funds.

Senator Kex~epy. How many last year?

Dr. Pravr. Forty-seven, but we anticipate that there will be an addi-
tional 34 new projects qualified and approved, but for which there will
b2 insuflicient funds to initiate them.

Senator Kenyepy. You had 34 in 1976, 34 last year, and now we are
not going to have any ? Tell me I am wrong.

Dr. Dicgsox. I wish T could.

Mr. Sorrer. Senator, I would like to say that is true in terms of
what the President has proposed as a result of the 3-week process to
look at the budget. But the Secretary did say on Monday that he has
not had the time to look at every item. As the appropriations process
unfolds and he has more time to review some of these programs, he is
sure some changes will be made. I think there is spirit and commit-
ment on his part to not let things just stand pat.

Senator Kex~Nepy. That is certainly my umpression in my conversa-
tions with him, where we have gone over these matters—and quite
clearly President Carter has made a commitment to mental health.

Senator Scuweiker. What is the spirit of commitment in OMB? 1
would like to know that.

Senator Kexxepy. You probably have a good enough evaluation.

Dr. Dickson. The last call T had before I came here was from the
Secretary indicating that tomorrow morning there will be a meeting
between the mental health people and the White House, Dr. Bourne
and Dr. Bryant and myself and some representatives from the Na-
tional Institute of Mental Health, discussing exactly what to do.
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Senator KEnyepy. We are going to have to look into the authoriza-
tion for these programs and figure out what we might expect in terms
of the future and supplementals.

As for the Food and Drug Administration in fiscal 1976, it was 210
and 1977, 253, and for 1978 you propose that it goes up to 279. You
are very much aware of the enormous responsibilities that the FDA
has. T think in fairness to Dr. Schmidt, we just unloaded responsi-
bility after responsibility on him, and we gave him inadequate re-
sources fo be able to carry those forward. He and others were really

aught right in the middle of it. FDA is involved in some of the most
important health areas including the quality of scientific research.

I know Dr. Frederickson is very much aware of it.

We added more responsibility to the FDA in terms of medical de-
vices. We will probably add more in the cosmetic legislation. There is
a whole new additional concern in terms of food additives and all its
health implications. We will want FDA to fulfill its responsibility.

I am just wondering whether the budget request is consistent with
these responsibilities, or whether we are going to find out 3 years from
now that the new head of the FDA is going to say that the reason he
was not able to do the kind of job he was asked to do was because of
inadequate resources,

As a person who has attempted to fashion legislation which has
given FDA some important new responsibilities and to hold them ac-
countable in terms of performance, I do not want FDA leadership to
come back and say, “You people just did not give ns the resources to
do this kind of job.”

I would be interested if you would talk about how you think that
they can fulfill their responsibility with this kind of budget.

Dr. Dicksox. I am thoroughly aware of the insistence you have had
in the past year and meetings you have had on these issues. I intend
to accent the things that you have mentioned here at the earliest oppor-
tunity. There is no question about the problem of demand, honest de-
mand, on that agency versus its resources, It is a very diffienlt situation.

Senator Ken~xeny. In the last year, we had good cooperation from
Dr. Cooper. We did not have so in terms of OMB.

Senator Scriwerker. We never have had.

Senator Kexneoy. This is a very important area. involving the
whole question of the quality of scientific research. This is going to be
something that we are going to have to follow very, very closely. I
know, again, from my conversations with the Secretary and the work
he is doing in terms of assuring that he is going to fill the assistant sec-
retary position with a person of high quality and competence. It is of
utmost importance that we have someone in there that can speak effec-
tively for the new administration.

Now in the area of NTH, there was $2.300,000 in 1976 and $2.500,000
in 1977, and you are holding it at $2,500,000 for 1978. That probably
does not include the cost of living increase, does it.?

Dr. Freprickson. No: that does not include the cost of living, Mr.
Chairman.

Senator Kexxepy. It does not include the cost of living ?

Dr. Freorickson. No.

Senator Kexyepy. Would you like to speak a little bit about the
budget. what this belt-tightening is going to mean in terms of the re-
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search community ? I think we have seen in some of these other areas
where it is going to mean a holding pattern, some of the important
areas of the health care system. I think all of us have an enormous re-
spect. for the NIH and the programs which it shapes and fashions.

What can we expect from what effectively will be a budget. cut if we
do not get a cost-of-living increase ?

Dr. Freperickson. Mr. Chairman, the President’s fiscal year 1978
budget contains an inerease of about 1.8 percent in current dollars. We
estimate the rate of inflation in the area of research costs to be about
614 percent at present. That is the deflator that we are using.

[ think that this budget means that we will have to exercise great
prudence in choosing the best priorities that we have. The allocations
within that budget for the several institutes represent pretty close to
the judgment that we passed on to the Department at the time this
budget. was being assembled. You will note that in the areas that we
are discussing primarily today, the five areas whose reauthorizations
are being considered, that the Cancer Institute’s budget rises by about
one-half percent between 1977 and 1978, and for the Heart, Lung, and
Blood Institute, it is approximately 1 percent.

We have, in addition to that, four other items: National Research
Service Awards, Medical Library Assistance, and population research.
which are being considered here today for reauthorization.

Senator Kex~epy. You would not venture what you requested from
OMB, would you, last year?

Dr. Frepricksox. Actually, by the time we got to OMB, Mr. Chair-
man, we had a figure which we were allowed to request. I think you
see here an exercise in the direction on a preset level—

Senator ScuwEeIKER. I gather that changed ?

Dr. FrepricksoN. It did change after it returned ; yes.

Senator Kex~epy. Can you tell us how much it changed?

Dr. FrepricksoN. Actually, Mr. Chairman, we were addressing a
figure already supplied us by the administration prior to any submis-
sion to the OMB. That budget did change downward, somewhat, after
it returned from OMB, on the order of $40 million.

Senator Kex~epy, I just want to state for the record that I hope
when you go back and talk to the Secretary about some of these mat-
ters that we raised this morning, you will tell him I was delighted to
hear about his positive response to our January 21 letter on the new
certificate of need regulations that appeared in the Federal Register.
I think this is to be commended.

[ think what we are seeing, hopefully, is a clear commitment to
bring the regulations into compliance with both the requirements of
93-641 and its legislative history. I think Secretary Califano deserves
a great deal of credit for giving us a prompt and satisfying response.
It is a tough issue and there are a lot of pressures to bear on it.

As you bring back some of these other questions, I hope you will
menticen this. I am very much aware that in the establishment of a new
administration and filling out positions that you have been under the
gun. This is basically not the budget of the Carter administration, but
the budget of the previous administration built upon and supple-
mented. These programs we have mentioned this morning I have
talked to Secretary Califano about. He knows our interest and the
interest of the committee. But I just want to give you the assurance




we are going to work very closely with you and to hopefully gain sup-
port for additional resources in these areas as the budget process
moves along. Many of these programs have important implications in
terms of cost and quality control. That, I know, is what the admin-
istration is concerned and interested in.

As someone who has commented on these matters time and time
again, the cutbacks and stabilization of programs at minimal levels are
matters which are important. These programs reach out to the people
that, quite frankly, put President Carter in the White House. And
these people are basically the ones that are most affected by these kinds
of programs. I know he believes in these service programs deeply. I
remember very well when we debated health security at the Governors’
Conference, with Secretary Weinberger, and the head of the AMA in
Seattle about 4 years ago. And the person who spoke in response to
questions of these kinds, both on community mental health centers
and neighborhood health centers, was Governor Carter.

He had understood it. Understood its implications in terms of the
States. We want to make sure his concerns are reflected in his budget.

Senator Schweiker,

STATEMENT OF HON. RICHARD S. SCHWEIKER, A U.S. SENATOR
FROM THE STATE OF PENNSYLVANIA

Senator Scuwriker. The purpose of today’s hearings is to receive
testimony on two bills which extend existing authorities for health
services and health research programs for 1 year. Both bills, as in-
troduced, involve simple extension of expiring programs, with strictly

technical changes in the existing law,

I have joined as a cosponsor of this legislation because 1 believe it
is important that program continuity be maintained as Congress and
the administration review proposals for substantive changes in such
widely diverse programs as the National Cancer Institute and the
Health Planning and Resources Development Act. There is no doubt
in my mind that we are committed to health planning, cancer control
and research, and other programs included in these bills, although it is
possible some changes in existing programs are desirable. In the area
of biomedical and behavioral research activities, for example, I look
forward to participating in this subcommittee’s comprehensive review
of existing Federal efforts. In the meantime, however, we must meet
Senate budget deadlines and I do not believe we can allow these vital
disease control and research programs to lapse.

In some other instances, for example, the health plannine and com-
munity mental health centers programs, more time is needed so that
the existing law or changes in the original law enacted during the 94th
Congress may be fully implemented and evaluated.

I commend Senator Kennedy’s leadership in moving for prompt con-
sideration of these bills. I appreciate the new administration’s willing-
ness to come before us today to express its views on this approach, and
I hope we will learn of the concern felt by various interested parties
as a part of today’s hearing process,

Going back to the budget, as I read the budget : In both the Carter
and the Ford budgets, there is zero requested for nursing, educational
and institutional support, zero for optometry, educational and institu-
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tional support, zero for veterinary medicine, zero for pharmacy, and
so on. That is really the same pattern as under the Nixon administra-
tion. That has not changed at all in three administrations.

Where are the changes?

As I read it, the difference between the Carter budget and the Ford
budget, in general, is only $5 million, and that is in the National In-
stitute of Child Health and Human Development. It looks like we are
on a plateau.

Dr. Dickson. I think, Senator, as I said before, there was an over-
all approach to the budget here, in which the intention was to try and
repair the losses that ocecurred in general services in the Ford admin-
istration budget, and then to hold steady beyond repairing those losses
in services during the coming year when we examine the entire pro-
gram. That is the general umbrella under which we proceeded to gen-
erate the budget, except for some areas: children, immunization, and
so forth, where we wanted to make initial signal at this time as to some
feelings they had about where they would like to go.

Again, looking at the entire budget, within a period of 3 weeks, it
simply was not possible to do much more than that. Many of these
programs are clearly integrated with each other, and they will re-
quire further examination over the period of several months. That is
the reason why there are not increases here and there, as people would
like to see them.

Senator Scunwriker. 1 do not have all the figures in front of me. I bet
there are not many segments of the Federal budget that do not in-
crease at least the cost of inflation. I just bet there are not many seg-
ments or sectors or divisions in the Federal budget that really had
zero population growth, so to speak, from last year to this year. I just
bet that is the case.

IHere we are with all of our health activities
cetera—and zero growth for inflation.

I have said this before. I eriticized the Republican administration
for making health the whipping boy for budget cuts because health
budget is the one with the least visible constituency out there, and the
one easiest to cut in terms of grassroots lobbying.

It looks like we are on the same track again. I just bet that just about
every other segment of the Federal budget has had some kind of in-
flation rate increase. Correct me if I am wrong.

What other segment of the budget has not really grown? Why do
we always single out health for this illustrious honor, and why does
the health community stand for it?

Dr. Dicksox. You are asking me why in this period that the coun-
try’s aspirations outdistanced its resources, and it is necessary to make
judgments between defense, health, and other areas. That has not been
my province, and no one has inquired of me how those distributions
should be made. It is a very serious problem, clearly.

I think it is quite clear that after many years the country has finally
come to the point where our aspirations have outdistanced the re-
sources. There are choices that have to be made.

As you look back through history, mankind has probably not made
better use of any money it ever had than putting 1t in health. There
are other demands and other needs. Someone has to make a choice
someplace. Everyone cannot be satisfied in a period when aspirations

heart, cancer, et




28

outdistance resources. Someone has to make a judgment. These are
passed on to the Public Health Service to do the best it can within
those decisions. We are trying to do that.

Senator Scuwriker. Here is a position paper from HEW. It
shows some of the inconsistencies that I have trouble reconeiling.

This is in the booklet titled “Fiscal Year 1978 Budget Revisions,”
the background paper on health professions. I believe this is a docu-
ment of HEW.

“The primary goal of the Carter budget for health professions in
both fiseal 1977 and 1978 is to redress imbalances in the distribution of
health professionals by specialty and by geographic area. This con-
tinues the shift away from ear |IL‘1 emphasis on increasing the overall
supply of health care providers.

Now, right above this statement, if vou look at the figures which
show the current levels of expenditures in these areas, for health pro-
fessions education, they are $470 million for fiscal 1977, and $470 mil-
lion for fiscal 1978

Yet on the other side of the sheet—this is on page 24—it looks like
the Carter budget is $448 million for the fiscal year we are in now, 1977.
This is nh\mlnl\ a cut of some $22 million. For the fiscal year 1978
that we are getting into, you are talking about a Carter budget, as 1
read these figures, of $331 million, \\Imh is $139 million cut. or a 20-
percent eut,

How on earth can we accomplish these objectives, or even argue that
we are standing still, when, as I read this document prepared hy HEW,
we are making a cutback even in this fiscal year, and a significant cut-
back in medical education for 19787

Did I misinterpret the figures? Where have I gone wrong?

Dr. Marcuries. Senator Schweiker, the reduction in the budget is
associated with, as you have pointed out, a change in the |l"'l“~|‘ltlf)l’l.
Public Law 94484, which clearly emphasizes a shift away from a
quantitative approach to manpower

Senator Scuweiker. The legislation did not cut the money.

Dr. Marcuries. I am not saying that.

Senator Scuwerker. Go ahead.

Dr. Marcuries. 1 do want to set the stage for what we have done.
With that legislation there are opportunities provided for dealing with
the issues of maldistribution, with a shift from high specialty to pri-
mary care, and with a general movement toward putting people in un-
derserved areas. This can be done effectively with the budget which is
available.

The key issues are the scholarship program, federally guaranteed
student loan program, pay back mechanisms which are associated with
national scholarship program activities, and the Graduate Medical
Education National Advisory Committee’s analyses, which are going
to set the stage for reports to you on how specialty redistribution can
be achieved.

What you are seeing is a shift away from an expansion of programs
which are not tied to the targets identified in the legislation w hich you
passed.

I would say this budget is quite faithful to purpeses of Public Law
94484,
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Senator Scuwerker. What, in essence, are we cutting out? Obvi-
ously, if we are cutting $22 million in this fiscal year, and $140 million
in the next fiscal year, something is suffering in medical education.
Where are those cuts coming from ¢

Dr. Marcuries. The major cuts are those in the nurse program,
which is dropped from the present fiscal year to the next fiscal year
with the argument that there is adequate support for the training of
nurses at all levels, So when you drop that out, which is a separate
kind of issue, which you may wish to discuss, and look at the amount
which remains in Public Law 94484, the Health Professions Educa-
tion Assistance Act, the reductions are not that significant. There are
programs which are dropped out. You will see changes in capitation
levels. You will see in there certain kinds of special project activities
which are diminished.

Quite frankly, the reason for doing that was to maintain a reason-
able budget, but shift the emphasis toward redistribution, toward
health service areas, and toward meeting the needs of physician short-
age areas.

Senator Scuwerker. Of course, one side benefit. of dropping that in-
stitutional support is that you are not bound by the trigger mechanism,
so it enables you to cut deeper, because we did write in a trigger mech-
anism, tying capitation to scholarships, to ensure that the National
Health Service Corps Scholarship program was funded.

Dr. Marcuries. 1 do not really believe it was done for that purpose.
If T may, I would like to comment on the advantages and long-term
cost of the scholarship program which I personally think has not been
examined thoroughly.

Senator ScuwrlkER. In your comment will you explain with a little
more specificity where that $140 million, you are cutting is actually
coming from?

Dr. Marcuries, The combination of the nurse professionals and
health profession is reduced $130 million plus. One hundred million
of that is from the nursing program. The other, as you will see, affects
segments of capitation, and so on. Some of the activities in public
health are the main sectors which are reduced.

Senator Scuwrrker. On what basis are you cutting $100 million out
of nursing ? What is the logic, rhyme or reason for that?

Dr. MarcuLies. Based on the present onutput through various kinds
of nurse training programs, the total number of nurses available, the
areas in which they are likely to be found, and existing means of sup-
port, State, local and others, it was felt that there was not a need for
continuing large Federal support. This is a position which has been
maintained in the past, and I think this administration will prob-
ably continue to support that view.

What we really need is an increased emphasis of health care delivery
in the primary areas of service, which this will allow us to do more
effectively, than simply adding to the number of individuals being
turned out of basie training programs.

Senator Scuweiker. There 1s another point I am not quite clear on:
What is the rationale for knocking out the loan program ?

Dr. Marcuries. There is a change in the legislation which replaces
the loan program with a special scholarship program for the disadvan-

87-306 0O =77 -3
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taged. There is discontinuance of one, and replacement by another in
that process, although it depends on which one of these particular items
you are talking about.

Senator Scuwerger. Wait a minute. The Ford budget had it in.
Ford put it in at a level of $18 million. The 1976 level was $24 million.
The Ford budget, 1978, had $18 million. The new Carter budget for
1978 has knocked it all out.

I do not see how we are getting people into the right specialties and
the right geographic areas when we knock out "\‘4 million in loans
which | provide some incentive to do exactly that.

Dr. Marcurigs. The scholarship program, on the other hand, goes
up $40 million. There is a shift which is consistent with the legislation
which you passed——

Senator Scuwreiker. How many dollars? How many people will
that cover? In other words, how many students will be covered for that
fiscal year!?

Dr. Marcuries. In fiscal 1978, it will cover 4,000 students, There is
also, as you know, a guaranteed student loan program which can add
significantly to that. There is a special scholarship program for the
I]IHdIl\dlltEl}_{‘l‘ll. These are all being attended to in this budget.

Senator Scuwrrker. Four thousand represents what percentage of
the student group? In other words, how much of the medical student
body will your proposal for National Health Service scholarships
cover?

Dr. Marcuries. I think it depends upon the extent to which it is
distributed. and the amount that goes into all the scholarships, prob-
ably in the range of 25 percent. But I would have to give you some
figures later on that. I am not sure. I would have to come back with
some more data.

Senator Scnwriker. What percent? Say that again,

Dr. Mareuraes. As I say, T really do not know. I will have to come
back on that.

[ The following was subsequently supplied for the record:]

I’'rROPOSED COVERAGE OF MEDICAL STUDENTS

The law anthorizing the National Health Service Corps Scholarship 'rogram
requires that of sums appropriated for the scholarships, 90 percent shall be obli-
gated for scholarships to medical, osteopathic, and dental students; and of such
90 percent, 10 percent shall be obligated for scholarships to dental students. The
required distribution of the total therefore becomes : 81 percent for medicine and
osteopathy, 9 percent for dentistry, and 10 percent for “other.”

Assuming an average cost of $10,000 per scholarship, the 1978 request of $40
million would provide scholarships for 3.240 students of medicine and osteopathy,
representing 5.1 percent of estimated total envollment of sunch students in 1977-78.
It would provide scholarships for 360 dental students, representing 1.7 percent
of total enrollment.

Senator Scnwemker. That figure you shot out sounds rather high, I
am afraid.

Dr. Marcuries. Which group of students are you referring to?
Which classification would vou like covered in the response?

Senator Scuweiker. Basically, what do you mean by these HEW
figures here, where you say the level for National Health Service schol-
arships will be $40 million under Carter?
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Dr. Marcuries. If you look at the legislation, you will see that those
scholarships are distributed according to specific requirements in the
legislation. As you follow through those requirements, I think the per-
centage covered by those requirements will be higher than you have in
mind.

Rather than guess at it, Senator, I would rather give you precise
figures later. They are tied to a certain percentage which goes accord-
ing to legislation to certain classes of students.

Senator Scaweiker, 1 am a little confused here, because as I read
further, in your own explanation you say in fiscal 1978 the President
has proposed a $5 million increase in National Health Service Corps
scholarships.

Now, that cannot be taking care of very many new people, with only
a $5 million increase, as I read this thing.

Dr. Margurnies. You mean from one fiscal year to the next?

Senator Scuweikegr. That is right. Here you are knocking out $24
million in loans on the one hand, and only adding—again, these are
your figures, and maybe I am confused in interpreting them, but you
are knocking out $24 million in medical student loans on the one hand,
and only increasing the National Health Service Corps, which was the
major vehicle Congress chose to meet the problem of geographic

Dr. Mareuries. That is right. You have also introduced in the
legislation a federally guaranteed student loan program which is new,
which will be initiated, which has something in the range of $500 mil-
lion potential in the first fiseal year.

Senator Scuweiker. My point is that we are knocking out $24 mil-
lion in student loans, and only increasing the National Health Service
Corps, which T understood was the principal vehicle for alleviating
maldistribution by specialties and geographic area, by $5 million.

Dr. Marcuries. If T may say so, I think that is not fiscally prudent,
and a little reckless, If you will price out the control of the scholarship
program on the pay-back basis, over outcoming years, you will see
the cost of it will run between $215 and $3 billion by the time you
get all the pay back worked out. I am not sure the Congress had that
in mind when they put the scholarship system in. If the program was
to be funded at the levels authorized in the law, by 1981 there would
be about 13,000 physicians potentially paying back services. The costs
for that do not even take into account the business of placing, manag-
ing and supervising what they do.

I think it would be a good 1dea to look over the cost of this scholar-
ship program very. very carvefully in terms of the total cost over the
next decade, and this is only for Public Law 484, If this is followed by
further scholarship pay-back mechanisms, the cost will be extremely
high. T personally do not object to it on budgetary basis: I do not
think that was ever discussed when the bill was passed.

Senator Scuwerker. This committee held a great series of hearings
on this whole issue. Both Senator Kennedy and I, and Paul Rogers and
Dr. Carter in the House, all zeroed in on what would be the most
effective and best route to go to solve the specialty and geographic
maldistribution problems, and this scholarship program was going to
be our principal vehicle.
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Now. if you say our prineipal vehicle ends up with only a $5 million
increase, yon are circumventing the thrust and intent of what our
committee and the Congress deeided to do.

While we can honestly differ on the effects of this, it really is con-
trary to the new bill we passed in terms of where the emphasis should
be. and what we should be doing. You may honestly differ with us, but
we did pass a law. We put a triggering mechanism in just to protect us
from what is happening.

Obviously it did not work. because you got around it.

It looks like we are going to hit heads on this thing. We have not
vet analyzed all the details and come down on it, but my preliminary
thinking has got to be that vour prosposals are contrary to what this
committee decided. what the House committee decided, and what the
Conference Committee decided.

We have been legislating this thing for 5 years. fighting it through
first with the Nixon administration, and then we had the renewal in
the Ford administration. If we are going to battle again on it, what
kind of health professions policy are we going to have!?

You have a right to your opinion. We did legislate. and we did come
to a conclusion. This has been a 5-year process. I have been on the
committee 8 years. and for 5 years we have been battling this issue.

Now we come up through all the battling, vetoing from the Nixon
administration. and rewriting the bill. and we are still on the wrong
target, unless I am missing something here.

Dr. Dicksox. I think it might be helpful at this point, if we could,
to submit for the record for you a careful profession by profession
analysis of the impact of the 1978 budget.

Senator Scuwerker. That would be helpful, I agree, That would be
very helpful.

[ The following material was subsequently supplied for the record :]
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IMPACT OF PRESIDENT'S 1978 BUDGET

The President's fiscal year 1978 budget of $330.7 million for health
professions education is directed toward providing available high
quality health care to all Americans. Support is

targeted toward alleviating the specialty maldistribution of health
professionals by increasing the supplysof primary care physicians and
auxiliary personnel; redressing the problem of geographic maldistribution
through scholarships tied to service commitments and programs to region-
alize health professions education in medically underserved areas;
assuring opportunities for the disadvantaged to pursue health careers;
and increasing productivity and containing costs through more efficient
vse of personnel, Through the Public Health, Allied Health,

and Nursing programs, emphasis is placed on the maintenance of health
and on improving the efficiency and competence of health care personnel.

Capitation

Capitation grants provide a base of Federal financial support to health
professions schools to assist them in meeting the costs nfllhcir )
educational programs in return for efforts to meet identified national
health manpower needs. These include the maintenance or cxpa?sion of
training capacity, increased emphasis on training for the deInvﬂfy of
primary care, training in medically underserved areas, and altering
specialty and geographic distribution patterns.

The request of $114.5 million in fiscal year 1978 will support 186 schools

in the disciplines represented below:
Average amount

Enrollment per student —
Medicine
Allopathic 59,388 X $1,350
Osteopathic 3,898 X 1,350
Dentistry 21,470 X 1,350
84,756

The average amounts per student compare with average amounts of
$1,100-51,200 proposed for fiscal year 1977.




34

National Health Service Corps Scholarships

The NHS Scholarship program will substantially influence the distributien
of physicians practicing im rural or inner-city shortage areas by requiring
one year of service in return for each year of scholarship support received.
A minisum of two-years service is required.

Tuition and fees are paid directly to the school and the student receives
12 moothly stipends of §400 per month. Eighty-one percent of the awards
must go to students of medicine and ostecpathy; 91 to students of dentistry;
and 101 may go to other health professionals designated by the Secretary

as in short supply in the National Health Service Corps.

The budget request of $40 million for fiscal year 1978 will provide support
for approximately 4,000 participants as follows:

Total New Awards Continuations:

Medicine 3,240 1,860 1,380
Dentistry 360 -

Nursing 52 1 52
Other 348 - 28

Total 4,000 2,54 1,460

1/ 1Im 1978, all nursing personnel included under
"other" category.

The number of new awards to medical students in 1978 would be almost 500 more
than the number proposed for 1977.

Assuming that appropriations for NHSC Scholarships continue at the level of

$40 million in fiscal years 1979 and 1980 (and then are phased out), and

making certain other assumptions as to award distribution and deferral patterns,
it is estimated that the following man-years of obligated service of physicians,
dentists and others would be available:

Year (July-June) Physician Dentist Nurses & other
man-years man-years BANYoexs

1979-80 69 350
1980-81 19 400
1981-82 4 172 400
1982-83 350 150
1983-84 361 =
1984-85 g 198 -
1985-86 2 180 -
1986-87 18 -

nsured Loans

The Health Professions Educational Assistance Act of 1976 authorizes a new
program of insured loans for health professions students (medicine, osteopathy,




dentistry, veterinary medicine, optometry, pharmacy (after third year
of training), podiatry, and public health), effective in fiscal year
1978. Up to $500 million in loans may be approved under this program

in fiscal year 1978. Except for pharmacy students (who may borrow up

to $7,500 a year), these loans are allowed up to $10,000 a year, at an
annual rate of interest mot to exceed 10 percent. It is estimated that
a total of about 25,000 health professions students will be aided under
this program in fiscal year 1978.

Loan Repayments

This program serves as an additional mechanism for attracting health pro-
fessionals to medically underserved areas by providing for service agree-
ments in exchange for repayment of up to 851 of educational loans incurred
by health professions students. Individuals with degrees from accredited
schools of wedicine, osteopathy, dentistry, optometry, pharmacy, podiatry
and veterinary wedicine, who obtained direct health professions student
loans, are eligible to enter into an agreement with the Secretary for
repayment of a part of these loans for practice in a shortage area.

For the minfmum period of two years of service in a shortage area, 60 per-
cent of the outstanding principal will be repaid (plus interest as it falls
due). For a third year of service, an additional 25 percent of the prineci-
pal will be repaid (plus interest as it falls due).

Three hundred health professionals practicing in shortage areas would have
loans repaid under the 1978 request of $1,500,000.

Exceptional Need Scholarships

This program is intended to encourage persons with limited resources to
enter a career in the seven health professions (MOD, VOPP) and thereby '
assure that such education is accessible, not only to the wealthy, but
also to students from low-income or disadvantaged backgrounds.

These scholarships assist full-time students with exceptional financial
need in their first year of post-baccalaureate study at a health pro-
fessions school. Scholarship recipients will receive a stipend of $400

a month for living expenses, plus tuition and other reasonable educational
expenses without incurring a service obligation.

The 1978 request of $5,000,000 would support 500 financially needy
students.

Dental Education - TEAM Grants

The program of Training in Expanded Auxiliary Management provides support
dental schools for the development and implementation of didactic and
clinical training experiences which prepare dental students to organize

and manage multiple-auxiliary dental practices, including the utilization
of dental extenders. TEAM trained dentists operate at the patients chair
utilizing dentistry assistants while traditionally trained dentists do

not delegate direct patient care tasks to others. This training will
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enable graduates to improve the efficiency of dental practice and the
increased productivity resulting from greater efficiency should make
more dental services available to more people, and be a significant
factor in cost-containment.
116
The ;request of $2,100,000 would support 12 TEAM programs for approximately
800 students. -
TEAM Projects 1977 1978
Nusber of projects 27 12
Students in training projects.....c.ae 1,725 BOO

This activity provides support to programs which train nurse practitioners.
The overall impact is improved mccessability, availabf{lity, and quality
health care, especially in medically underserved areas.

Both shortage and the maldistribution of primary care health professionals
are addressed by this program since nurse practitioners provide primary
care in community and ambulatory care settings.

a7t
Presently there are about B,000 nurse practitioners. The request of
$9,000,000 would support &3 nursing programs which have approximately
590 students in training as nurse practitioners.

Nursing Special Projects

The Special Project program is directed at improving the nursing educa-
tion process and the product. This program aims to improve access to
quality health care, to strengthen the nursing workforce's competencies,
and 'to assure nursing opportunities for the disadvantaged.

178
Thefrequest of $6,000,000 would support 65 projects in the aforemen-
tioned tareated areas,.

Nursing Scholarships

The Nursing Scholarship program provides scholarships up to $2,000 per
academic year to assist students having exceptional financial need so
that they might undertake a course of study leading to a diploma in
nursing, an associate degree in nursing, a bachelor's degree in nursing
or its equivalent, or a graduate degree in nursing. Funds are allocated
according to a legislative formula to participating schools of nursing
education which in turn make scholarship awards to those in need.

The 1978 request of $9,000,000 would provide scholarships averaging
$1,000 to 9,000 nursing students at 1,350 schools.




Grants to Graduate Programs in Health Administration

A number of current problems in the health delivery system, including
high costs, inadequate access and inefficiency have been attributed in
part to the lack of effective planning and management. Recognizing the
need for increased numbers of appropriately trained managers in all seg-
ments of the health system, this new program of grants for graduate pro-
grams in Health Administration will support the expansion and improvement
of graduste programs in health administrationm, hospital administration
and health planning.

1978
Under the, request of $3,000,000, an estimated 30 public or non-profit
private educational entities, including schools of social work, would

receive grant awards.

Special Projects: Public Health and Health Administration

The 1978 request of $5,000,000 would support approximately 100 projects
training about 7,000 students in the following high priority areas: Bio-
statistics and epidemiology; health administration, planning, and policy
analysis; environmental and occupational health, and dietetics and nutri-
tion.

Allied Health Special Projects

This allied health program help® assure the availabélity of qualified health
professionals through its credentialing and coatinuing education efforts.
1t influences the efficiency of health care services through role de-
finition and career development projects. The program contributes to im-
proved geographic distribution through regional systems of coordination

and management.

The law stipulates that of the ampunts appropriated for special
project grants and contracts, 50% is to be reserved for awards to
training centers for allied health professions. Priority would be
given to programs training allied health professionals in specialties
crucial to the support of primary care practitioners and in specialties
with critical manpower shortages.

e
Thearcqurst of §B8,000,000 would support an estimated 150 projects.

Family Medicine Residencies and Training

This program supports development of family wedicine faculty and family
medicine training programs so that more family medicine practitioners
will enter the health care delivery system where they are needed.

1t also supports efforts to increase the portion of training occurring in
an ambulatory environment instead of in-patient hospital settings to
sssure that family medicine training occurs in & community setting.
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The program is directed at making comprehensive personal health care
available and accessible to medically underserved areas, an effort which
must be considered a key part of a national goal of quality health care
for all Americans. An adequate supply of such comprehensive personal
health care practitioners is essential for any naticnal health care
program since such practitioners can and should handle the vast majority
of patient complaints and i{llnesses. It will help to stabilize and
reverse the significant downward trehd in the number of family physicians
vhich has occurred in the last 30 years and help assure the continued
availability of needed family care to many communities.

A combination of allopathic residencies, osteopathic internships, faculty
development and predoctoral training are supported under the family
medicine residencies and training program.

The 1978 request of $40,500,900 would support 146 residency projects
training 2,850 residents (including 1,260 first-year residents):

30 faculty development projects training 300 faculty; and 60 preceptor
training projects.

General Dentistry Residency Training Program

The General Dentistry Residency program will support the planning, develop-
ment and implementation of didactic and elinical experiences that enable
dental students to acquire the advanced skills and competencies that
characterize primary care general dentistry.

= a47f
Théﬁrequrst of $4,500,000 would support 20 grants, providing training
and experience for approximately 200 students and faculey.

Primary Care Residencies

By promoting the training of primary care doctors in fields of
general internal medicine and general pediatrics, this program will
directly address the specialty maldistribution problem. The program
also may help alleviate the geographic maldistribution problem since
primary care practitioners tend to distribute themselves in more
equitable proportion to the population.

The 1978 request of $15,000,000 would support an estimated 96 residency
projects training 675 residents.

Physician Assistants

This program supports the planning, development, operation, or maintenance
of physician assistant training programs and the training of faculty to
serve in such P.A. programs. The educaticnal programs supported by these
grants must have an orientation in the curriculum and a deployment mecha-
oism vhich encourages the graduates to work in Health Manpower Shortage
Areas.
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The Physician's Assistants graduating from Federally funded programs
directly impact on the primary care shortages recognized by Congress.
Research has shown that primary care physicians'practices can be augmen—
ted by 40% to 70X by the introduction of appropriately trained Physician's
assistants. Physician assistants deliver those primary care services for
which they have been trained to function at the same competency as the
physician, including: complete physical examination; analyses of patient
complaints; performing attendant examinations; ordering laboratory tests;
recording medical data and outlining treatment regimes within physician
specified parameters. Research also demonstrates that 44X of P.A.'s are
located in non-metropolitan areas, while only 14% of non-federal physicians
are located in the same areas. Thus, we expect the P.A. programs to impact
on the geographic maldistribution of health service problems.

1
Th:1t9quest of $9,100,000 would help sustain 40 programs training
2,?50 physician assistants and 6 faculty development projects supporting
60 faculty students.

Dental Extenders

The purpose of the Dental Extender program is to upgrade the training

of dental hygienists and dental assistants to qualify them to assume
expanded functions under the supervision of the dentist as members of

the dental care team. The degree of task responsibility allowed dental
extenders varies from state to state. Duties can i{nclude administering
certain types of anesthesia, applying cavity liners and bases and placing
and removing periodontal dressings. The use of dental auxiliaries increases
the amount of services a dentist is able to provide, and potentially
extends the mix of primary dental services. This contributes to
cost-containment, alleviation of health manpower shortages, and broader
accessibility to health care.

000,000 would support approximately 24 programs,

The 1978 request of $2,
students and faculty.

benefitting an estimated 1,200

1977 1978
] o CEBs v svnnns srsssannn 24 24
Number of Projects .

Number of Students and Faculty Trained
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Area Health Education Centers

The AHEC program is especially designed to alleviate the geographic
maldistribution of health manpower and, to & lesser extent, specialty
maldistribution. By supporting projects linking schools of medicine
or osteopathy, and other health i{nstituticns to rural and urban
comrunities, practitioners in training may develop coumitments to
serving in such underserved areas. Continuing education is provided
to practicing health professions and basic training is afforded to

students,

The 1978 request of $15,500 ,000 would support 16 centers serving 18 states
and 325 counties. These centers would train 9000 health professions students
and 800 medical and dental residents. They would provide an estimated
62,500 hours of continuing educatiom to rural health practitioners.

s one of the few training programs exclusively
conomic backgrounds who are educ ationally
and who are interested in pursuing a

This program i
for individuals from socioce
or financially disadvantaged,

health career.

The types of programs supported are motivation, recruitment, admissicns,
and placement of these students. Funds are awarded directly

retention
educational entities not to

to public, nonprofit private health or
individuals. A limited stipend, however, is allowed for students

participating in these programs.
The 1978 request of $8,000,000 would support 100 projects
9,000 students.

benefitting
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Transfers from Foreign Medical Schools

This program supports grants to schools of medicine and osteopathy to
plan, develop and operate programs to assist U.S, citizens enrolled in
foreign medical schools before October 12, 1976 in transferring to U.S.
medical or osteopathic schools with advanced standing., A major objective
of this program is to identify the deficiencies that exist in the medical
education of the transferring U.S., foreign medical students and to
develop materials and methodologies for correcting these deficiencies.
Eventually, such students may be integrated into the U.S. health work-
force as highly qualified practitioners.

The 1978 request of $2,000,000 would support 14 projects benefiting
600 students,

Graduate Medical Education Nation 1al Advisory Committee

This Committee provides the Secretary of HEW with a resource group to
address the problem of physician specialty maldistribution through

the analysis of specialty requirements, the examination of the
characteristics and outputs of the current specialty education system,
and analysis of the effects which patterns of reimbursement and support
for specialty education have upon the numbers and types of physician
specialists being trained.

The request of §1,000,000 would allow the Committee to examine
issues, review analyses, and advise on data requirements and
research needed to permit the GMENAC to fulfill its task of
proposing national goals and recomwending Federal policies,
strategies and plans to achieve the established goals. It
would also fund three analytic contracts required to support
the Committee's mission and charter functions.

Health Professions Star

This program provides grants to new MOD, VOPP and public health schools
so that they may begin instruction earlier or substant{ally increase their
enrollments over what would otherwise be possible.

The $1,000,000 requested for 1978 will meet prior year commitments to
seven schools in six states.




Financial Distress

This program provides financial assistance to health professions

" schools to meet costs of operation {f in dire financial distress,
to meet pressing accreditation requirements, or to carry out operational,
wanagerial or financial reforms in response to a cost analysis study.
A school may, in return for financial distress assistance, be required
to reform its operation.

Financial Distress grants are intended to provide interim assistance to
schools in serfious financial straits. The amount of the grant to &
school is limited to 75 percent of the financial distress grant to that
school in the preceding year.

An estimated five schools would receive funds under the 1978 request
of $2,000,000.

Manpower Supply and Distribution Reports

These funds will provide a Congressionally mandated comprehensive
program of studies on supply, requirements, and distribution by
specialty and geographic location of health professionals.

The request of $2,000,000 would support a program to generate the
statistics and develop the analyses needed to design effective health
manpower legislation, develop policy, amd plan, develop and evaluate
programs.

Health Teaching Facilities: Interest Subsidies

The Federal Government will continue to support construction for
health professions education through loan guarantees for private
non-profit schools. The Government also has the asuthority teo

guarantee the full amount of any losses in case of loan defaults,

The Interest Subsidies program provides assistance to eligible health
professions schools or affiliated hospitals and out-patient clinics
which did not receive construction grant support.

In 1978, $2,000,000 is needed to pay the 3% interest subsidies on

prior guaranteed loans of $75 million for health professions teaching
facilities awarded in 1972. Payment of these subsidies is a continuing
commitment during the life of the 30 year loans. This assistance program
provided expansion of training facilities at five institutions with an
increase of 92 first year enrollment places, 369 new teaching inpatient
beds and the replacement of 1,156 obsolete teaching beds.




The Bureau of Health Ma er is responsible for the develog

mentation, and operation of programs author 1zed under the newly er
» F pProg
LR

Health Professions Education Assistance Act of 1976, P.L. 94-484 and the
Furse Training Act of 1975, P.L. 94-63.

The 1978 request of 5$23,020,000 and 668 positions is needed to carry out
new initiatives directed in the health manpower le lation and also to
vide for the orderly complet_on of a vities s ysrted in previous
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Senator Scuweiker, 1 think what we also ought to have for the
record is where we are cutting back, the impact that is going to have,
and whether what you are adding really offsets the impact of your
cutbacks,

I just have basic trouble with the fact that we wrote a new law, de-
fined a new direction, a new thrust, and here in fiscal 1978, instead
of your current level of $470 million for medical education, we are
down to $331 million. Granted, a big chunk of that is musing. I
acknowledge that fact.

I wonder whether a $5 million increase in fiscal year 1978 scholar-
ship money—$5 million for the whole thing, directed toward a whole
new law, a law which you say you are not excited about—really does
anywhere near what the committee and the Congress had in mind.

Dr. Marcuries. Senator, I am sorry if I misled you in thinking 1
am not excited about it. T think this is one of the most remarkable,
potentially effective pieces of legislation in a long time.

Senator Scuwerker. Well, then let’s fund it.

Dr. Marcurnies. I am trying to describe the budgetary restrictions
that were based on that funding process. I would like to have you look
at the alternative choices, federally guaranteed student loan program
and scholarships. I think you put them in deliberately. I think they
provide alternatives, and are usefui, and that we ought to employ
them effectively.

Senator Scuwriker. Correct me if T am wrong, but in the gnaran-
teed loan program that you are talking about, isn’t one of the big fea-
tures and options of this program the ability of students to buy out of
it? Given that feature, the fact that you can buy out of any service
obligation, emphasis on this loan program completely cirecumvents
what we are trying to do, which was to channel people into needed
mediecal specialties and into health manpower shortage areas through-
out the country, without an option for them to buy out and not serve.
If you buy out, you completely make an end run around the whole
thrust of what we are trying to do, unless I am missing the point.

Dr. Marcuries. There are two thoughts on that.

Senator Scuwreiker. There sure are.

Dr. Marcuries. As a matter of fact, you took very good account of
that in the bill you wrote. I'f you look at the amounts they have to pay
back, they are not slight ; 850,000 is not something that someone is go-
ing to pay back rather readily.

The Secretary has the choice of using payback mechanism in short-
age areas, which he can utilize in the way the bill was written. I do not
say that is a guarantee that mandatory process is, but it is an alterna-
tive which may prove quite effective

Senator Scaweiker. With the buy-out concept, if you are well off
and well to do, you are in great shape. but the people who are not well
off end up on the other side of the coin. Right away you are differen-
tiating in a way this committee was very concerned about, giving some
people with more money the right to buy out and therefore not perform
any needed service.

It looks to me as if you mean to make this vehiele, which in fact we
did set up as an alternative but not as the main piece of action, the
main thing. Yon mean to emphasize the program with the buy back
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feature. and T think that is very disconcerting. I think we have to get
all these ficures on the record.

I think it would be very helpful if you would submit them for us in
great detail, and break them down, so we can analyze them.

I would like to come back to mental health for a minute or two. Un-
der the provisions of the 1975 law, centers providing children’s serv-
ices will lose funding if they cannot convert to full-fledged community
mental health centers by the end of 1977.

Of course. some of these centers are in areas that are not served by
community mental health centers and may not be able to support full-
fledged centers now. Some people feel they ought to be allowed to pro-
vide their specialized children’s services. I know what the law says,
and what T am really seeking is an opinion, as to whether you have
addressed yourself to this issue and formulated a position on it yet.

Dr. Pravr If T may respond to that—that is an issue dealt with in
one parazraph of Dr. Dickson’s opening statement. It has to do specif-
ically with the question of whether or not a children’s services grantee
must provide all services required of a CMHC by the third year of
funding after enactment of Public Law 94-63, pending substantive
reconsideration next year.

The current situation, unless there is some change in the legislation.
is that the 2-year requirement for having providing all 12 center
services would prevent these childrens projects from being funded
during fiscal 1978.

I believe the paragraph in Dr. Dickson’s opening statement indicates
a willingness on the part of the Department and the administration to
work with the committee to insure that the 1-year extension has that
technical change in it, so these programs can be funded during this
hold-harmless year.

Senator Scrweiker. It is further my understanding that some cen-
ters that want to convert to full service centers, as required by the
1975 amendments. have had conversion grants approved, but they have
not been able to convert because conversion grant funding has not been
available.

For this reason, many are concerned about the need to extend the
9.year grant limitation. Is your position on this the same as on the
other question, the question of children’s services centers? What is
the administration’s position ?

Dr. Pravr. It is correct that community mental health centers that
are offering only the services required under the old act cannot con-
tinue to receive funds under the old act for a third year following en-
actment of Public Law 94-63. Unless they are able to receive a con-
version grant during the third year, or some other assistance, some
centers conld not receive additional funding under the terms of Public
Law 94-63.

Senator Scrwerker. Will you be recommending more money for
conversion ?

Dr. Praot. I believe there was an interchange between the chairman
and Dr. Dickson on this issue. just as you came in, indicating that while
the original proposal does not include this, the Secretary has not had
an opportunity himself to go over all these matters in detail, and it is
possible that might be modified when it is reviewed.

87=300 O =77 - 4
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Senator Scawriker. I do not know who would like to answer this
question.

When can we expect to see an Assistant Secretary for Health on the
job? Does anybody care to tackle that ?

Dr. Dicksox. I think we would all like to know the answer to that.

Senator ScHweIker. I just thought I would ask.

In this ease, no news is bad news nstead of good news.

The Mental Health Association has prepared a statement of its
position on the proposed extension of the community mental health
centers program we are considering in this legislation. The association
has made recommendations on suggested anthorization levels for com-
munity mental health centers, some changes it would like to see in the
present bill, and some observations on changes in the program we
might want to contemplate in future legislation. The association has
requested that this background material detailing its views be inserted
in the written hearing record, and I ask unanimous consent that this
be done. Also any other pertinent material supplied for the record.

[The following was subsequently received for the record:]
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DATIONS OF THE MENTAL HEALTH

HORIZATION LEVELS FOR CMHCS IN FISCAL YEAR

a

The Association recommends $100,300,000 in authorizations for
new community mental health services in FY 78 (attachment # 7). We are
recommending that CMHC continuation costs be funded at the "such sums as
it the federal government to meet its continuing
MHCs in succeeding grant years. Followir
our recommendaticns:

need far
h would
achment A).

& million for
ntal Health C

ing for new Com
372. ollowing is a review of the recent history
to start new CMHCs.
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It is true that as of 1975, the Federal government started to
put some funds into the deve:opmen; of new services in existing CMHCs,
in addition to providing support to start new centers. Important as
funds for new services in existing centers are, they do not help that
60 percent of the nation that stil1 has not received its first dollar
in CMHC start-up funds.

There is a considerable accumulation from previous years of approved
but unfunded Community Mental Health Centers grants. Currently, there are
38 communities awaiting initiation grants to start new centers, and many
more will be added to that 1ist shortly. In addition, there are 139 other
grants that have not been funded, in areas related to Consultation and
Education, Conversion grants, etc. The total needed to fund all of these
grants, and the start-up grants, is $51.2 million. We want to underscore
again that all of these grants are a back log from previous years. ODuring
FY 78, an equal number of grant requests is anticipated. The need is there.

t is just a question of getting the additiomal funds.

[t is also important to note that the Federal funds represent un1y
about 35 percent of the total dollars that are being spent on CMHC services.
The other 1argest part of the funding dollar comes from state government
(30 percent), followed by local government (11 percent).

Congress has established a goal of complete national coverage of
1500 Community Mental Health Centers by 1980. Presently, there are
649 Federally funded centers. Although the Assocfation has concluded
that it will not be possible to achieve the 1980 target, it is crucial
that Congress support a very substantial increase in the FY 78 funding
for new centers, if the nation is to make even modest progress toward
the goal of national coverage.

PLANNING AND DEVELOPMENT

The Assocfation is recommending $6.9 million which would provide
150 Planning and Development grants. Recognizing the strong support from
the Administration for moving the CMHC program forward and anticipating
continued strong support from Congress, the Association is recommending
funding for 150 new Planning and Development Grants. A number of communi-
ties have held back in recent years in planning for new CMHCs because of
the previous Administration's opposition to funding Centers. There are
currently 40 approved but unfunded planning grants, and it is expected that
the momentum of the receipt of planning grants probably will accelerate
later in the fiscal year. Funding for 150 new Planning and Development
grants would provide adequate support to meet the expected new impetus
coming from communities throughout the country.

CONSULTATION AND EDUCATION (C & E)

The Association is recommending $7.8 million for FY 78, which
would provide for 100 new C & E grants.
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Centers, by providing C & E services, reach out into the
community. They consult at the local level with individuals and groups,
including clergy, police, schools and courts, who are the first fo
come in contact with people suffering from emotional problems. This
results in early case-finding, an important part of preventive mental
health services. It also allows for early intervention in life crises,
which can reduce the incidence of mental illness. This service is truly
on the cutting edge of Community Mental Health Center care.

CONVERSION

The Mental Health Association is recommending $25.2 million, which
would provide for 100 conversion grants. Funding of conversion grants for
CMHCs has been seriously short in both FY 76 and FY 77. As a result,
many Community Mental Health Centers that wanted to convert from 5 to the
newly mandated 12 services, have been unable to do so. This is in the face
of the fact that such conversion was mandated by the CMHC Act passed in
1975. $25.3 million would be sufficient to meet the need in FY 78, assuming
that centers will be given two years after receipt of the conversion grant
to provide these 12 mandated services.

FINANCIAL DISTRESS

The Mental Health Association is recommending $3.9 million, which
would provide for 25 Financial Distress grants. The Association has had
mixed feelings regarding their support of the financial distress program.

To provide much in the way of support to the communities that have already
received eight years of federal grant support, while two-thirds of the
nation goes without any federal start-up funds for CMHCs, is questionable
practice. We support distress grants only where the need is well-documented.
and the CMHC has carried out a well-planned effort to seek other funds.
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CONTINUED SUPPORT FOR CHILDREN'S SERVICES UNDER THE OQMHC ACT

Nineteen Children's Services (part F of the QMHC Act of 1975) are

in catchment areas not served by Centers. Current law states that unless
they convert to become full fledged QMHCs, they will lose Federal funding
at the end of FY 77. Many of these nineteen are special services that do
not easily lend themselves to providing an adequate base to become a OHC.
They should be "grandfathered" so that they can complete their recommended
periods of support without becoming a OMHC.
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OMHC CONVERSION GRANTS

The 1975 OHC Act required that all Centers convert from five to
twelve services \-1‘.*11'1 two years. However, 3opmn'i:¢.,icns have been in-
adequate to permit all OFCs to convert to the twelve mandated services.

Cc'uer‘f. uu.‘h.lfj‘l"tg for and unable to obtain Federal assistance
for conversion should not lc:u, all ﬁ»*der:ﬂ assistance because of failure
to meet the requir he 1 Act. Such Centers should have two
years after receipt of Lmu‘ers:c,. uI’lI"I: to meet H'e-.::ion 201 of the OMHC
Act. In addition, at least one more year's authoriza is required,
and possibly two years.
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FEDERAL MATCHING FUNDS FOR STATE WIDE COMPREHENSIVE
~ COMMUNTTY MENTAL HEALTH PLANNING PROJECTS

has just esisholisned
The President is—expeetod-momentarili—te—establish a President's
Commission on Mental Health, which will study and make recommendations re-
garding major unmet mental health needs in the nation. A similar study has
not been conducted since the Joint Commission on Mental Illness on Health
in 1961.

In follow-up to the 1961 Joint Commission Report, Federal match-
ing funds were provided to states to carry out statewide comprehensive
commmity mental health planning projects. Those planning projects resulted
in many changes in the care and treatment of the mentally ill, including
the enactment of Commmity Mental Health Service Acts in a number of states.

The Joint Commission Report and the state mental health planning
that followed were complementary. Both were needed to achieve change. The
Joint Commission detailed mental health problems on a national level, but
the state planning was essential if the states were to discover and take
action on their own mental health needs.

In recent years, there have been major changes in the delivery of
mental health services. But it is not clear that adequate services are
being delivered. Indeed, there are indications of major gaps, such as
failure to provide adequate assistance to patients leaving state mental
hospitals.

There are many other questions and problem areas that should be
addressed through a new statewide planning effort. Therefore, the Mental
Health Association is recommending that in 1978, legislation be enacted
that provides for Federal matching funds to states to engage in statewide
comprehensive commmity mental health planning projects. It may be appro-
priate for such projects to be funded as a part of legislation providing
for long term extension of the QHC Act.

iﬁgcifically, the purpose of the planning effort would be to
states to:

encourage

1) Consider the advantages of developing an integrated mental
health delivery system, bringing together the state mental hos-
pitals and commmity mental health services. This might include
having all patients who are admitted to state mental hospitals
enter through the Commmity Mental Health care system. It might
also include financial incentives to commmity mental health care
contained in '"single stream" funding. That is, it could provide
funds to the Commmity Mental Health systems, which in turn could
fund state mental hospital care, similar to the California system.
It might include taking steps to develop a system which provides
for continuity of care, including emphasis on the provision of
commmity support systems for persons leaving state mental hos-
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pitals and other mental health facilities.

2) Begin planning for the advent of national health insurance
and its impact on state funding of mental health services.

3) Study and make recommendations concerning the development of
a continuing mental health planning capacity within the state
mental health authority.

4) Consider how much of a state mental health authority's

efforts should continue to be focused on the delivery of services,
as opposed to becoming principally an authority for planning,
financing, program review, etc., of mental health services.

5) Examine the state mental health code in relationship to new
model mental health codes now available.

6) Plan for more adequate utilization of Title XVI (Supplemental
Security Income) and Title XX (Social Services) funds under the
Social Security Act.

7) Review the Medicaid policy in relationship to funding of
mental health services.

8) Consider mental health research needs and possible state
involvement in funding more research.

9) Study the need for developing an ongoing mental health man-
power training capacity at the state level.

February 17, 1977




CONSIDERATION OF PERMITTI
HEALTH CENTERS WITH FEW
TIME PERIOD TO ACH

The Community Mental Health Centers Act, as amended in 1975,
mandated that 211 new CMHCs provide tweive services, instead o
Just five, as required under the old legislatign. It also mandated
centers currently receiving Federal funds to develop the twelve
services within two years.

The increased funding needed to start new CMHCs providin
the full twelve services, and the increased money needed to
vert existing centers to twelve services, have made it more
cult for those communities that have no Federal CMHC start-
money to obtain such funding Presently, 649 communi
of 1500 have received Feder funds to start

In 1977, L illion wen start new
million went

The Mental Health Association recommends that this problem be
studfed in depth, with a view toward spreading the Federal dollar
to more communities that have received no Federal funds. This
might mean cutting back on the number of services required to
start new CMHCs, longer period until centers
wauld have to provide fu spectrum of twelve services.




BRINGING THE OWHC ACT AND THE HEALTH PLANNING ACT
INTO CONFORMITY

Changes are needed in the QHC Act and the National Health Plan-

ning and Resources Development Act to bring several provisions in the one
act into conformity with the other.

February

1) The OMHC Act should require that its catchment areas be
changed so that none lies in more than one Health Service Area.
2) The composition and definition of the governing board mem-
berships should be changed in the Health Planning Act to be
consistent with the OHC Act.

The OWHC Act and the Hes Planning Act should be medified
0 require that provisions related to OHC planning mandate
their integration into the Health Systems Agency and state plans.




John H. Vetne
303 5. Illinois St.
Arlington, Va. 22204

April &, 1977

Hon. Edward M. Kennedy, Chairman

Subcommittee on Health and Scientific Research
Rm. 431, Russell Senate Office Building
Washington, D.C. 20510

Re: § - 755, Health Services, Hemophilia and
Health Planning and Development Extension
Act of 1977. Amendments relating to
medical student transfers.

Dear Mr. Chairman:

I write this in anticipation of -- and in opposition to -~ "technical"
amendments to 5-755. I respectfully request, further, that these comments
be made a part of the hearing record on the bill.

Section 7(i)(3) of the House Bill (H.R. 4976) contains a proposed amendment
postponing the effective date of medical 5tuden} transfer provisions of
the Public Health Service Act (B ??l{b)(i)(a))L which would substantially
and adversely affect thousands of American students studying in foreign
medical schools, including approximately 2,500 American students at
Guadalajara ( Universidad Autonoma de Guadalajara ).

In the six months that have passed since the Act was approved, the Depart-
ment of H.E.W., disregarding the express congressional mandate that the
transfer provisions are to become effective the Fall Semester of this yearﬁj
has failed to issue even proposed rules or to actively solicit public
comment. It is recognized that drafting regulations may require complex
considerations, however, H.E.W. could clearly publish proposed, broadly
defined guidelines and receive the benefit of objective public comment,
with a view to implementing regulations flexible enough to meet specific
problems that may come up.

H.E.W. laid the groundwork for its foot-dragging shortly after the Act

was approved by the President. In November 1976, the Department issued the
following statement: "It is possible ... that the provision could be
amended befora it takes effect." In December H.E.W, published this statement:
"Pending clarification of requirements, it appears that a student identified
by the Secretary as eligible would NOT be ASSURED of a position in a U.S.
medical school, at least not in any given year." (underscoring supplied)

1/ Enacted as part of the "Health Professions Educational Assistance Act
of 1976, P.L. 94-4B84; 90 Stat. 2243, Approved, October 12, 1976.

2/ According to the terms of the Act, 8 (3)(A), the Fall 1977 Semester is
"the school year beginning immediately before the fiscal year" starting
October 1977.




Thus, in arrogant disregard of the statutory time-frame, the Department
of H.E.W., in ostrich-like fashion, has avoided its responsibility
rather than acting upon it.

In a very brief exchange during House hearings (Tr., Vol. I, pp. 62 - 64),
the issue was all but ignored. Rep. Rogers indicated to Dr. Margulies
(Dep. Administrator, Health Resources Administration, H.E.W.), that amend-
ments would be made to accomodate H.E.W.'s problem.

I urge you, and the members of the Health Subcommittee, when this comes
up, that H.E.W.'s bureaucratic delinquency not be condoned by legislative
amendment, but rather that H.E.W. witnesses be required to explain their
jnaction, and further, that the committee go on record by emphasizing
executive branch responsibilities to carry out existing law.

My brother, and thousands like him who have a record of academic excellence
and a burning desire to practice medicine, but who have found a limited

and restrictive domestic medical school market, are anxious to participate
in the well-conceived transfer plan. Their present frustrations with H.E.W.
are complicated by National Board of Medical Examiners' action, within
weeks after the law was enacted, restricting access to the examination

for students studying abroad.

Your efforts, and that of the committee, are greatly appreciated.

Regpectfully yours,

(LYl

Sen. Pell John H. Vetne
Sen. Nelson

Sen. Hathaway

Sen. Schweiker

Sen. Javits

Sen. Chaffee

Dr. Margulies, HEW

Kathy Henderson, Health Subcommittee
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AMERICAN FEDERATION OF L.ABOR AND CONGRESS
OF INDUSTRIAL ORGANIZATIONS,

Washington, D.C., February 28, 1977.
Hon. Epwarp M. KENNEDY,

Chairman, Health and Sciences
U.8. Senate, Washington, D.C.

DEAR MR. CHAIRMAN : The AFL-CIO st rongly supports 8. 754 and 8. 755. These
bills would extend present programs for biomedical research and associated
programs ; and health services and health planning for one year.

We concur with what we believe to be the majority sentiment of the Senate
that these health programs, the authority for which wonld expire in 1977 without
congressional action, should be extended for one year in order that the admin-
istration be given time to develop their plans for improvements and establish
their priorities,

We are, therefore, opposed to any substantive amendments to these Publie
Health Service programs at this time.

Sincerely yours,

Suboommittee, Human Resources Committee,

ANDREW J. BIEMILLER,
Director, Department of Legislation.

TESTIMONY BY R. LEE CLARK, M.D., PRESIDENT, AMERICAN CANCER Sociery, WiTH
REGARD To RE-EXTENSION OF THE NATIONAL CANCER AcT oF 1971 (PUBLIC LAW
92-218) As Extexpen (Pusric Law 93-352

Mr. Chairman, T want to thank you for inviting the American Cancer Society
to testify before the Subcommittee on Health and the Environment on the subject
of extension of the National Cancer Act.

This is a brief presentation in view of the subcommittee's decision to extend
the law for 1 year at tihs time and to investigate longer term extension later
this yvear.

The Society is in favor of the extension of the National Cancer Law. We
further submit in this statement a few comments in justification of that extension,
anticipating a more extensive justification for your continued support of the
National Cancer program when hearings are reconvened some months from now.

The Society’s suggestions for modest changes in the law T will detail shortly,
but first T would like to put into the record an interesting few facts on cancer
mortality.

The Metropolitan Life Insurance C'o. has the most up-to-date large-scale tally
of cancer deaths. In 1970 cancer mortality among the company’s standard ordi-
nary policy holders was 3 percent below that for 1975, Data are adjusted by
the company so that the trend is not warped by the year-to-year difference in
ages of the persons covered.

Next month the company will publish their data, attached to this testimony
in appendix A, showing that deaths from every type of cancer they measured
were percentage points below 1975, with death from Hodgkins disease 17 percent
below 1975.

I'll mention other signs of truly significant progress in a moment.

Section 408 of the National Cancer Act coneerns cancer centers (see appendix
B). Establishment of centers under section 408 has been done with core grants.
Beyond core grants, center investigators work under basic and elinieal research
grants, The law authorizes training grants and support for demonstrations by
centers of diagnosis and treatment methods deemed likely for effective use in
the general population.

Under the present statute, core grants are for 8 years, but may be renewed
for 3-year periods.

The American Cancer Society suggests that the law be changed to 5 years,
instead of 3. Much of the work done under core grants is organizing, some-
times organizing that reaches out into the community, involving institutions with
which the center has not before jointly worked. This, and other new duties
of the centers, require long lead times. Just about the time the work gets under
way, a new grant application must be written.

This is wasteful of scarce time. The people who must participate in grant
writing are the people who do the work under the grant for the most part. A
good grant application takes months of eareful work and involves great detailed
attention to complex application requirements.
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An interval of five years for these grants would save money as well as provide
a better period for truly reliable evaluation of the center's progress,

This would be in line with legislation you passed with regard to similar grants
under the National Heart and Lung Act.

The center grants authorized by Sec. 408(b) are restricted to £5 million
per yvear per center. This limitation is suitable as originally conceived, but in
operation has dwindled both by center’s rising overhead costs, over which the
National Cancer Institute has no control since they are set in government-
wide negotiations, and through inflation.

The American Cancer Society supports the $5 million restriction with the
modification that it be exclusive of indirect costs and that an adjustment equal
to the percentage rise in the Consumers’ Price Index ginece the National Cancer
Act of 1971 be allowed whenever such a grant is made.

The act should be amended to permit the distributio of chemical earcinogens
and animals to investigators who are not NCI contractors or grantees. The HEW
general counsel has ruled against this practice, but cooperation by the National
Cancer Institute with the Oceupational Safety and Health Administration and
others requires this, because these items are often not commereially available.

In accord with the Intergovernmental Personnel Exchange Act, we recom-
mend that reimbursement for travel and two-way moving expenses be paid for
expert consultants providing limited tenure work for the National Cancer
Institute. These experts have provided erucial help when the Institute would
otherwise have had to contract out or delay activities because of employment
ceilings imposed, not by the Congress, but by the Office of Management and
Budget. These experts are working, in fact, at a gavings to the U.S. Govern-
ment because they do not share in the full range of usnal employee fringes,
including the very important one of retirement pay. They are much more subject
to National Cancer Program planning and supervision from the National Cancer
Tustitute program leaders than would be the same persons working for an outside
contractor.

In addition to providing these emoluments for these experts, an additional
100 such positions could be utilized economically by the institute, and the
American Cancer Society recommends that the law provide for them.

We recommend for fiscal year 1978 an authorization of $104 million for
cancer control work and an authorization of $1,196 million for cancer research
to make a total of $1,300 million for fiscal 1978's authorization. We intend to
present proposals for later years at your hearings on extension later this year.

There has been comment that your Subcommittee is considering a cost-
of-living increase of 10 percent on authorizations enacted in the current round
of short-term health law extensions. This would work a hardship on the Na-
tional Cancer Institute staff and retard progress under the National Cancer
Law and provide only $97.3 million for cancer control instead of what we
request, We hope the reported 10 percent figure is incorrect. Thus where we
request $104 million for cancer control the 10 percent figure would produce a
short-fall of $6.7 million. For research, the 10 percent would authorize $1,082.4
million instead of the requested $1,106 million, a short-fall of £113.6 million.

In cancer control there will be practically no new activities initiated in
fiscal 1977 because of lack of funds. In research, the National Cancer Plan’s
proposed NCI Federal lead agency role has been severely curtailed by failure
of authorizations and appropriations to provide adequate support for statu-
tory responsibilities under this, and other, acts including the Toxic Substances
Act.
Congressional largesse vis-a-vis the National Cancer Institute has been grossly
exagegerated as measured against the Institute's innovative responsibilities.
There is no possible way to maintain the Institute’s traditional high quality of
administration and surveillance of grant and contract work if fewer site visits
must be made, if the workload of interim and final research reports review is
doubled or tripled where staff increases have been fractional.

Community based activities are seen as essential to the practical development
of workable models for upgrading the therapeutic treatment that the vast
majority of cancer patients receive—only 15 percent of them are treated at
comprehensive cancer centers—a large amount of staff and consultant time is
required.

Since the passage of the original National Cancer Law, research on lung
cancer, bone cancer and leukemia has expanded, and that expansion has paid off

8T-300—77—5




62

in new therapy approaches for thousands of patients with cancer. In other areas
such as prostate cancer and colon-rectal cancer, however, clinical research is
far too limited in light of the fact that yearly there are 19,300 deaths from
prostate eancer and 49,000 deaths due to colon-rectal cancer.

For the first time in several decades prostate cancer therapy has begun to
show advances in useful and productive life extension, but research is still
limited far below the nation’s ecapacity for investigation. There is urgent need for
a larger proportion of today's patient flow to be subjected to research protocol and
studied by epidemiologists, surgeons, chemotherapists and radiologists inflnenced
by the sophisticated knowledge flow emanating from the National Cancer In-
stitute. This cannot be done without more money.

This Subeommittee enacted the last National Cancer Law extension in 1974,
Consumers’ Price Index for 1974 was 147.7 (Statistieal Abstract, 1975 edition,
p. 422). The Consumers’ Price Index for December 1976 (TU.S. Dept, of Lahor
press release) was 174.3, or 18 percent above the 1974 figure.

The American Cancer Society is requesting an aunthorization no larger, in
percent, than the increase in the Consumers’ Price Index.

We are in sympathy with this subcommittee's moves in recent years to bring
anthorizations down to more realistic levels. We commend the Subcommittee for
eliminating the fiction that caused great misunderstanding among citizens. But
that work has now been done. The authorizations are now so close to pare-to-the-
bone budgets that there is little leeway for the interchange among budgeters and
appropriators, which is essential to completion of the appropriation process. It is
still impossible for the agency or the citizen to ask for a dollar and get a dollar
from an appropriations committee, no matter the impressive strength of justifica-
tion. The figures herein requested by the American Cancer Society are highly
realistie and should be enacted to protect the momentum of the National Cancer
Program.

There are more than 1,500,000 Americans alive today who have been cured
of cancer—and free of the disease at least 5 years after diagnosis and freatment.

Each of you on this subcommittee very likely knows someone who has had
cancer and is back in a normal life schedule, Several are on the Hill.

And if you go to your local doctor in Washington, D.C,, you will possibly be
asked to take a “routine’” CEA test. It’s given in many cities now, but was only
a research idea when the National Cancer Plan commenced. The question of
“markers,” of which the CEA test is one, was highlighted in the report by the
Panel of Consultants to the Senate in 1970. The Carcino-emboyonic Antigen
(CEA) test was then one of the beckoning research possibilities the National
Cancer Plan was designed to exploit. It has now become an important part of
the diagnostic as well as the prognostic workup for colon-rectal cancer.

Another test, long possible with available science before the enactment of the
National Cancer Law, has now become routine, the Hemocult test, as it is called
by the test kit manufacturer, SmithKline Corp. This is a test which identifies
blood that is in the feces but which in small quantities is invicible to the naked
eve. SmithKline reports that the test is frequently used in 4,500 of the nation’s
7,000 hospitals, routinely in the larger ones. It is used in 15,000 to 25,000 physi-
cians' offices. The American Cancer Soclety has developed strong community
education and implementation programs whereby large numbers of persons are
sereened with the Hemocult test.

There is little question that this simple, extremely valuable test, which in fact
can be administered by the test subjeet, himself, was marketed partly because of
the impetus given cancer work by your legislation. A test subject just sends an
ordinary mailing envelope to a laboratory where a special kit he used is analyzed
and results returned by mail. A produet, in part, of the atmosphere created by
your legislation, it did not cost the American people any federal outlay.

Maybe the Subcommittee considers that sort of advance non-specific as regards
the law. The American Cancer Society believes the general “can do” attitude these
days about cancer is an extremely important result of your legislation.

A great many claims can be made for truly significant progress against the
various cancers. Eleven are curable that were not curable ten years ago, if
diagnosed in time, however most of those are relatively minor in incidence. Under
the National Cancer Plan advaneces are acceruing against the major eancers such
as breast, lung, bowel, bladder, prostate, and pancreas. The Society will present
extensive data on this at the next National Cancer Law hearings.

For the present, some mid-1976 figures should be of interest as examples :
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1. In disseminated breast cancer, chemotherapy with combination drugs has
tripled the median survival time, Single drug chemotherapy under regimens in
nse when the National Cancer Plan went into effect resulted in a median survival
time of 8 months after diagnosis. That survival is increased to 15 months for 44
patients fortunate enough to enroll in one of the best multidrug clinical trials, and
in over 22 months for 45 patients, many still alive and leading normal lives, after
enrolling in a elinieal trial on immunotherapy plus combination chemotherapy.

Incidentally, immunotherapy is scientifically esoterie, but clinical action is so
simple that spouses of cancer patients are being taught in some instances at M.D.
Anderson Hospital to give the patients treatment at home. (The hospital is ad-
ministered by American Cancer Society President B. Lee Clark, M.O.)

2, In osteogenic sarcoma, an ongoing study at the Sidney Farber Cancer Center
has produced 80 percent disease-free patient survival after two years. The his-
torical survival rate was 20 to 25 percent, by contrast, showing another magnifi-
cent advance,

At future hearings on the National Cancer Act we will present details of the
progress and accomplishments including advances in the treatment of human can-
cers which have been made under the National Cancer Program since its incep-
tion in 1971.

APPENDIX A
CANCER MORTALITY REPORT STANDARD ORDINARY POLICYHOLDERS, METROPOLITAN LIFE INSURANCE CO.
1976 COMPARED WITH 1975

Death rate 1976 death
per 100,000 rate as percent
in 19761 of that in 19751

Cause of death

Cancer—all forms... .. oo 3 5 152, 4 97
Digestive system.______ ... — 39.8 95
ROSDITBROrY SYSIM o e e e et et cee s en e st e e 4.5 99

N T R BT e TSNS 1= SR SR * 49.7 99
Breast S - PURRQES S 1 e o 10.6 97
Genital OTgaANS. . - oo x iR e 14.7 99
Hodgkins disease ) 1.2 83
Leukemia.....- i 6.2 95

4.8 99

All other cancers

\lrlggth rates for 1975 are adjusted lo correspond to the age and sex distribution of the standard ordinary policyholders
in 1976.

HNATIONAL CANCER RESEARCH AND DEMONSTRATION CENTERS

“QEe. 408, (a) The Director of the National Cancer Institute is anthorized to
provide for the establishment of fifteen new centers for elinieal research, training,
and demonstration of advanced diagnostic and treatment methods relating to
cancer, Such centers may be supported under subsection (b) or under any other
applicable provision of law.

“(h) The Director of the National Cancer Institute, under policies established
by the Director of the National Institutes of Health and after consultation with
the National Cancer Advisory Board, is authorized to enter into cooperative agree-
ments with public or private nonprofit agencies or institutions to pay all or part
of the cost of planning, establishing, or strengthening, and providing basie¢ operat-
ing support for existing or new centers (inciuding, but not limited to, centers es-
tablished under subsection (a)) for elinical research, training and demonstration
of advanced diagnostic and treatment methods relating to cancer. Federal pay-
ments under this subsection in support of such cooperative agreements may e
used for (1) construction (notwithstanding any limitation under section 405),
(2) staffing and other basie operating costs, including such patient care costs as
are required for research, (3) training (including training for allied health pro-
fessions personnel), and (4) demonstration purposes; but support under this
subsection (other than support for construction) shall not exceed $5,000,000 per
vear per center. Support of a center under this section may be for a period of
not to exceed three years and may be extended by the Director of the National
Cancer Institute for additional periods of not more than three years each, after
review of the operations of such center by an appropriate scientifie review group
established by the Director of the National Cancer Institute.
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AMERICAN COLLEGE OF CARDIOLOGY,
Bethesda, Md., February 23, 1977.
Hon, Epwarp M. Kexxepy, Committce on Human Resources, Senate Subcom-
mittee on Health and Scientific Research, Dirksen Senate Ofice Building,
Washington, D.C.

DreAr SExATOR KENNEDY : Pursuant to the request of the staff of your Subcom-
mittee, the American College of Cardiology is taking this opportunity to submit
testimony pertaining to the extension of the legal operating authorities of pro-
grams of the National Heart, Lung, and Blood Institute and the National Re-
search Service Awards Program, If I can provide you with further details regard-
ing our recommendations, please let me know.

Sincerely,
CHARrLES FiscH, M.D,, F.A.C.C,

President,
Enclosure,

SraTEMEST oF DR, CHARLES FiscH, DISTINGUISHED PROFESSOR oF MEDICINE, AND
DirecTOR, KRANNERT INSTITUTE OF CARDIOLOGY, INDIANA UNIVERSITY SCHOOL
oF MEDICINE, PRESIDENT, AMERICAN COLLEGE OF CARDIOLOGY

Mr. Chairman and members of the subcommitee: T would like to thank you
for inviting the American College of Cardiology to submit its views on legisla-
tion pending before you to extend the operating authority of the National Heart,
Lung, and Blood Institute. For the record, my name is Dr, Charles Fisch and I
am Distingnished Professor of Medicine and Director, Krannert Institute of Car-
diology, Indiana University School of Medicine. I am also President of the Ameri-
can College of Cardiology. It is in this last capacity that I submit this testimony
to you, As you may know, the College is a professional medical specialty society
of more than 7,000 physicians and scientists who specialize in cardiovascular and
other closely related disorders.

May I preface my statement by saying that the College supports fully the activi-
ties of the NHLBI. In Dr. Robert Levy, the Institute has a dedicated leader, an
eminent scholar respected in the scientific communities, and a capable and imagi-
native administrator, The Institute has clearly forged ahead in meeting the
statutory mandates of implemetning the National Programs to combat heart,
lung, and blood disease,

May we also take this opportunity fo express our appreciation for your having
taken this early initiative in introducing “The Health Services Research, Health
Statistics, Medieal Libraries, Biomedical Research, and Research Training Ex-
tension Aet of 1977,

The effort that you, Mr. Chairman, and the other Members of this Subcommit-
tee make to assure that this legislation moves gquickly through the Senate and
eventually is signed into law is evidence of your commitments to cooperate with
the new Administration and to assure that the Institute functions smoothly prior
to the time that you consider legislation to revise substantially its programs and
mandates.

Therefore, the College agrees that a 1 year extension of the Institute’s operating
authorities is entirely appropriate under the current circumstances,

8. 754 authorized “such sums as may be necessary” for research and preven-
tion, eduecation and control programs. We believe the Subcommittee should specify
more precisely authorization levels sufficient to meet at least the existing com-
mitments and mandates of the Institute. In your Report that accompanied S. 988
las year, you praised the Institute for its research contributions to the under-
standing of arteriosclerosis, hypertension, coronary heart disease, peripheral
vascular diseases, arrythmias, heart failure and shock, and congenital and
rhenmatic heart diseases, more importantly, you noted these cardiovascular
problems as high priority items in the National Program in the years to come.

Yet, despite the great support of the Congress and these efforts by the Insti-
tute, cardiovascular disease continues to be the primary health problem in the
United States. Diseases of the heart, lungs, blood and blood vessels, collectively
cause more than one half of all deaths each year in the United States. Public
Law 94-278, which extended the operating authorities of the Institute through
fiscal year 1977, provided for the implementation of the 1972 mandate regarding
the establishment of thirty hearty, lung, and blood research and development
centers, only three are operational. The National Heartf, Lung, and Blood Ad-
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visory Council has recommended that $50 million be allocated this year for these
centers: however, given fiscal year 1977 budget constraints, only £5.8 million
will be so spent. Without an authorization and appropriation at substantially
inereased levels, there will be no further expansion of these important centers
for applied research,

This years, the Division of Heart and Vasenlar Diseases of the Institute has
announced that it will request contract proposals for important studies in non-
invasive methodology for detection of arteriosclerosis, anti-arrythmic drug ther-
apy, and others. The opportunity to develop important research programs in
heart, lung, blood, and blood vessel disease are at hand, but the ability to do so
far exceeds the resources which have been made available for the implementation
of the National Program. Therefore, we recommend that 8. 754 be amended to
include an overall authorization of $490 million—$450 million for research and
$£40 million for prevention, education and eontrol programs.

The College must also respectfully request a higher fiseal year 1978 authoriza-
tion for the National Research Service Awards Program., We are pleased that
P.L. 94-278 provided for the resumption of federal support for pre-doctoral as
well as post-doctoral biomedical research training. The American College of
Cardiology believes that the outlook with regard to research training programs
is bleak. In fact, considerable instability has been a dominant characteristic
of research training programs in the past several years. Support of research
training in eardiovascular disease has actually decreased by more than 30 per-
cent during the past 6 years. For fiscal year 1977, the Institute received 17 per-
cent or about $17 million from the total NRSA appropriation of $100 mil-
lion. It has been estimated that some 2,000 researchers and educators are needed
this year and a greater number next year, just to keep Institute extramural
programs at their present level.

In order to insure that the needed pool of scientific talent will materialize
in the years to come, the American College of Cardiology recommends that 5. 754
be amended to provide for fiscal year 1978 authorization of $180 million. This
would allow the Institute to support about 1300 full-time equivalent traineeships
from NRSA funds, provided this section is fully funded by the Congress.

Finally, there is one more very important reason for setting specific and
reasonable authorization levels for research and prevention, education and con-
rol, and training programs. Recent experience has shown that authorizations
often are interpreted as exaggerated ceilings by appropriations, In fiscal year
other words, actual appropriations fall far short of anthorizations. In fiscal year
1973, about $400 million was authorized for the National Heart, Blood Vessel,
Blood and Lung Programs; only $280 million was appropriated. In fiscal year
1974, about $460 million was authorized and only $284 million was appropriated.
In fiscal year 1975, there existed a $200 million gap between the two figures.
While authorization levels should provide guidelines for Institute appropria-
tions, room should be allowed for new initiatives in promising program areas as
well as for continued funding of the present programs at current inflationary
rates. We believe that the adoption of the College’s recommended authorization
levels will insure that your mandate that the important national programs con-
tinue through 1978 will not be frustrated by the realities of the appropriations
Process.

Finally, may I reiterate our appreciation for your efforts to insure that this
vital Institute function effectively through 1978. We understand that later in
the 95thr Congress, you will consider legislation to revise substantively the
National Heart, Lung, and Blood Institute's policies, programs and mandates. At
that time, we hope that we will be afforded the opportunity to submit details
pertaining to the following recommendations:

(1) That the Institute and its programs be extended and anthorization
levels designated for a longer—perhaps 5 year—period ;

(2) That support be increased for the establishment of the new research
and demonstration centers;

(3) That the role of the National Heart, Lung and Blood Advisory Coun-
¢il be expanded, and ;

(4) That, consistent with our testimony before this Subcommittee last
year, the salary of the Director of the National Heart, Lung and Blood
Institute, as well as the salaries of other top executives at NIH, be sub-
stantially increased.
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Mr. Chairman and distinguished members of this subcommittee, on behalf
of the Ameriean College of Cardiology, I wish to express our deepest gratitude
for your having invited us to submit our views on this extremely important
subject.

Thank you,

Ravymoxp D, Corron,
Washington, D.C., March }, 1977,
Hon, Epwarp M. KENNEDY,
Commitiee on Human Resowrces, Senate Health Subeommittee on Health and
Seientific Research, Dirksen Senate Office Building, Washington, D.C,
Diar SeENAToR KENNEDY : On behalf of the American College of Chest Physi-
ciang, T have been requested to transmit the enclosed official ACCP Statement
regarding 8, 754 for inclusion in the hearing record.
Thank you for your cooperation in this matter.
Sincerely,
Raymonp D. Corrox.
Enclosure.

STATEMENT OF THE AMERICAN CoLLEGE o CHEST PHYSICIANS, Dr. JoserH Ross,
CHAIRMAN

Mr. Chairman and members of the subcommittee: My name is Dr. Joseph C.
Ross, and I am professor and chairman, Department of Medicine, Medical
University of South Carolina. T am also the President-elect of the American
College of Chest Physicians. It is my pleasure to represent this professional
medical specialty society which is composed of more than 10,000 heart and lung
medical specialists,

I wonld like to take this opportunity to express our gratitude for your having
afforded us the opportunity to submit our views on legislation to extend the
legal operating authorities of the National Heart, Lung and Blood Institute
and the National Research Service Awards Program. We appreciate this early
effort on your part in introducing S. 754. We hope that the momentnm created
by the introduction of this bill will insure its passage by the Congress at the
earliest possible moment.

This shounld assure that the Institute continues to funetion smoothly prior
to the time that the operating authorities, mandates, programs, and policies of
NIILEBI are substantively revised.

The College, therefore, fully supports your proposal that the operating au-
thorities of the Institute be extended for 1 year, through fiscal year 1978,

We are concerned, however, that authorization levels which the Subcommittee
decides upon for research and prevention, education, and control programs be
sufficient to meet existing commitments, The causes of many lung diseases remain
largely nnknown. Due to the consideration time lag between the inereased inci-
dence of these diseases and the establishment six vears ago of a major research
program to study them, the College believes that stringent financial limitations
should not be placed on the Institute as an obstacle to reaching the goals of
the program.

Thus, despite the great support of the Congress and the efforts of Dr. Levy and
the Institute, cardiopulmonary disease continues to be a major health problem
in the United States. NHLBI's Division of Lung Diseases intends to fund im-
portant research projects in lung cell biology, pulmonary vascular disease, chronic
bronchitis and emphysema, pediatric pulmonary disease, and respiratory failure.
The Divigion of Heart and Vascular Diseases will fund eritical projects in hyper-
tension, cerebrovascular disease, eardiovaseunlar disease, arrythmias, and con-
genital and rheumatie heart disease. And while we are pleased with the efforts
of the Plumonary Diseases National Research and Demonstration Center at the
University of Vermont, it is distressing to note that this is the only pulmonary
center thus far established, althongh authority exists for the establishment of
ten such lung centers. Without a substantially increased authorization and ap-
propriations, there can be no further expansion of these important centers for
applied research.

The opportunity to develop these crucial research and prevention, education
and control programs in cardiopulmonary disease is at hand, but the ability to
do so far exceeds the resources that have been made available for the imple-
mentation of the National Program. Therefore, we recommend that 8. 734 be
amended to provide for an authorization of $490 million for the National Heart,
Lung, and Blood Institute—3$450 million for research and $40 million for pre-
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vention. education, and control programs. The College feels that, in light of the
extension of Section 4198 of the act which includes the 15 percent reservation of
sums appropriated for NHLBI for Jung disease, the Institute can make significant
progress in combatting cardiopulmonary disease.

With regard to the extension of the National Research Serviee Awards Pro-
eram, we would like to reiterate our strong support for both pre-doctoral and
post-doctoral training. Yet, the National Heart, Lung and Blood Advisory Couneil
has estimated a need for 2,000 researchers to maintain Institute programs at
existing levels, The College recommends an NRSA Program anthorization of $103
million, an amount, which if appropriated, would yield about 1,300 full-time
equivalent traineeships from NRSA funds.

My, Chairman and distinguished members of this subcommittee, on behalf of
the more than 10,000 members of the American College of Chest Physicians who
specialize in treating diseases of the heart and lungs, I wish to express our
deepest appreciation for your having invited us to present our views on the legis-
lation pending before your Subcommittee. Moreover, we hope that we will be
afforded an opportunity to appear before you to present our views later in the
vear when vou consider legislation to revise substantively the National Heart,
Lung, and Blood Institute's policies, programs amd mandates. In the spirit of
mutual cooperation and support, it is our hope that you will continue to call upon
us for advice and consultation whenever you think we can be helpful to you and
this subcommittee.

Thank you again.

Respectfully submitted.

JoserH C, Ross, M.D., FCCP,
President-clect,
American College of Chest Physicians.

AMERICAN DENTAL ASSOCIATION,
Washington, D.C., February 2}, 1977,
Hon. EpwArp M. KENNEDY,
Chairman. Subcommittee on Health, Committee on Human Resourees,
Dirlksen Senate Office Building, Washington, D.C.

Dear SENATOR KENNEDY : 1 am writing to express the views of the American
Dental Association concerning the numerous expiring Public Health Service Act
programs which are the subject of legislation to provide one year extensions. I
request that this letter be made a part of the hearings on this legislation.

We are sympathetic with the problems which are faced in organizing a new
administration and with the difficulties which wounld be present if the new ad-
ministration were required to respond to formal amendments to these numerous
programs or to propose its own amendments. Accordingly, we support the efforts
of your Committee to extend these programs without change for one year.

While accepting the necessity for this procedure, we must point out that the
dental profession has some very strong concerns with the current National
Health Planning and Resources Development Act. We will, therefore, be most
anxions to particpate in formal amendments to that Act at the earliest possible
date.

We thank yon for your eonsideration of our views.

Sincerely,
Winiaym E. Auiex, D.D.S,,
Chairman, Council on Legislation.

-

STATEMENT OF THE AMERICAN HOSPITAL ASSOCIATION

Mr. Chairman, T am Leo J. Gehrig, M.D., Senior Vice President of the American
Hospital Association, representing some 6,500 member institutions, including most
of the nation's hospitals, as well as extended and long-term care institutions,
mental health facilities, hospital schools of nursing, and over 24,000 personal mem-
bers. We appreciate this opportunity to present the views of the Association on
8. 754 and 8. 755, which extend certain expiring authorities under the Publie
Health Service Act, and the Community Mental Health Centers Act.
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We concur with the Subcommittee’s support for a simple one-year extension of
these programs, and we understand that the Subcommittee intends to postpone
consideration of substantive amendments until a later date, However, we would
like to take this opportunity to make preliminary comments on substantive
changes in certain of these programs that are of partieular eoncern to hospitals,

EXTENSION OF THE NATIONAL HEALTH PLANNING AND RESOURCES DEVELOPMENT ACT,
PUBLIC LAW 39-641

The AHA has supported and encouraged the development of sound health plan-
ning. Despite our concerns with some provisions of the legislation, we supported
enactment of Public Law 93-641 in 1974. Since that time hospitals have partici-
pated actively and constructively in the implementation of the program, It iz our
belief that a sound health planning process is necessary to the development of a
national health policy.

We understand that the Subcommittee intends to recommend a one-year exten-
sion of P.I. 93-641, recognizing that such an action would permit the new
Administration time to develop its position and recommendations. Moreover,
additional time and experience with the program will provide all interested
parties further insights to the strengths and weaknesses of this Act. We, there-
fore, support a simple one-year extension of Titles XV and XVI of the Public
Health Serviece Act.

‘While we agree with the one-year extenson approach, there are two important
issues which we wish to bring to the Subcommittee’s attention. First, while a
simple extension of this Aet indicates no substantive changes in the program, we
strongly recommend that appropriations for this activity be considered not in the
light of a relatively stable program, but rather in terms of a new program which
is in a critical stage of development. We urge the Subcommittee in its recom-
mendations to the Budget Committee and to the Appropriations Committee to call
for funding levels which will provide the necessary resources for the sound devel-
opment of this program across the country.

Second, our Association, in its participation in efforts toward implementation
of this program, has identified a series of amendments we believe should be made
in the existing statute. While we recognize that such recommendations will not
be acted upon in a simple extension, we are providing a brief summary of these
amendments. We intend a more detailed presentation when the Subcommittee
subsequently schedules hearings on substantive changes to the Act.

I. Provider Representation on HSA Governing Boards

The composition requirements of Section 1512(b)(3) (C) for the governing
bodies of HSAg, their subarea councils, and advisory councils restriet member-
ship to providers who reside in the health service area. This precludes the par-
tieipation and input of providers who supply services in the area, but do not reside
there. We propose amendments to Section 1512(b) (3) (C) that would require
governing hodies of HSAs to include at least one representative of the hospitals
located in the health service area and permit governing board membership to
providers of health services in the area regardless of the location of their
residence.

II. Provider Representation on the National Council on Health Planning and
Development and the Statewide Health Coordinating Councils

The underlying philosophy of the statute is that health care policy is to be
developed through a coalition of representatives of various consumer and provider
interests. We believe that the statute has failed to ensure the adequate repr-
sentation of provider interests at the national and state levels of the planning
structure.

We recommend that Section 1503 be amended to require that provider member-
ship on the National Couneil on Health Planning and Development include at
least one representative from each of the direct provider categories identified in
Section 1512(b) (3) (C) (ii).

We also recommend that the statufe be amended to require that the provider
members of Statewide Health Coordinating Councils (SHCCs), as defined by
Section 1524(b) (1) (C), include representatives of each of the five provider
categories listed in Section 1512(b) (3) (C) (ii).

IIT. Definition of “Indirect Provider”

The definition of “indirect provider” in Section 1531(3) (B) goes to an extreme
to assure that persons who are directly tied to the interests of a specific health
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institution or to the provision of health services do not serve as “consumer”
representatives, Some persons who are, in fact, nonproviders with only coin-
cidental or indirect ties to the health system and who should qualify as *“‘con-
sumers” are instead included in the category of “indirect providers.”

We recommend that “indirect provider” not include members of the immediate
family of an indirect provider or any individual who receives less than one-quarter
of his gross income from a health care interest or activity.

1V. Conflicte of Interest

The Health Systems Agency (HSA) ean be a nonprofit corporation, a publie
regional planning council, or a single unit of general local government, There is a
potential conflict of interest when an agency of local government that is also a
major provider or major purchaser of health services becomes an HSA. It is not
unusual for large urban counties to own and operate general and special hospitals,
nursing homes, outpatient clinics and the like. 1t is clear that Congress went to
great pains to establish ground rules for the HSAs to assure that they would not
be dominated by provider interests. Therefore. it would be inconsistent to permit
a loeal government agency that is also a provider or purchaser of services to be-
come an HSA.

We support an amendment that precludes those governmental agencies which
are major purchasers or major providers of health care from being designated
as HSAs,

V. Private Contributions

We fully appreciate the advisability of limiting the amount of funds or con-
tributions in kind which an HSA can accept from an agency that has a vested
interest in an HSA’s actions. However, Section 1512(b) (5) so severely limits
the sources of private contributions, that an HSA is precluded from accepting
funds or contributions from some appropriate contributors. We propose that the
HSA’s sources of nonfedera] support be broadened so that the statute would per-
mit HSAs to accept contributions from health insurers.
VI. Phase-In of HSA Functions

The functions of the HSAs are delineated in Section 1513 of the statule. The
problem here is that these functions are required regardless of capability. We feel
that HEW should evaluate each applicant HSA’s proposed work program aceord-
ing to the agency's level of expertise and financing, Therefore, we support an
amendment that permits HSA functions to be phased in according to expertise
and availability of funds.

VII. Certification of Need Laws

The principal regulatory tool assigned to the state government by P.L. 03-0641
is certification of need (CON). It is the process whereby the state granis per-
mission to health care providers to change their scope of services or to make
significant capital imporvements. No institution or service should be excluded
from the ecertification of need process because of its ownership, including a fa-
cility or service operated by a governmental or quasi-governmental agency or
unit.

Therefore, we recommend that the definition of “new institutional health serv-
jice” in Section 1531(5) be broadened to include all facilities and programs, ir-
respective of ownership. We recognize that exemption should be made for the
private offices of health practitioners to the extent that those offices do not in-
clude highly specialized equipment fypically found in institutional settings.

VIII. Appropriateness Review

Periodic review of institutional services for appropriateness in Sections 1513(g)
and 1523 (a) (6) requires that HSAs and state agencies individually review each
service and facility within the area or state. The magnitude of the burden can
only be appreciated when one considers that there are over 7,000 hospitals which
provide a broad range of different services and over 22,000 nursing homes, all of
which would require review. We believe that such a requirement only adds an
impossible burden on an already overworked process. Therefore, we recommend
its deletion from the statute.
IX. Federal Health Grants—Review and Approval

The statute provides that the HSA will “review and approve or disapprove”
certain federal grants to and contracts with local public and private health enti-
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ties nnder Section 1513(e). The ambiguuous wording suggests that the federal
zovernment has delegated to HSAs final decision-making authority over federal
health grants in the local area. Of course, a local HSA's approval or disapproval
of an application to a federal agencny for a grant does not constitute final federal
action. The Secretary of HEW can choose to commit federal funds in a manner
inconsistent with the HSA's recommendation. Therefore, we recommend that this
section be amended so that the function is more accurately identified as review
and recommendation by the HSA.

Like the HSA, the State Health Coordinating Council or SHCC is a planning
agency, and its funetion in the “review and approval” process is advisory only.
The statute should also be clarified in this regard. Further, where the HEW
Secretary or state agency makes a decision regarding a grant or contract con-
trary to the recommendation of the HSA, we recommend that the federal or state
agencies provide a written explanation to the applicant as well as the HSA.

X. Area Health Development Fund

We disagree with the assignment to HSAs of the direet developmental assist-
ance functions in Section 1513(e) (3). This seetion authorizes HSAs, through
grants and contracts, to assist in the development of programs deemed necessary
to achieve the goals contained in the HSA-developed plans, We are in agreement
that a developmental assistance funection is necessary, and should be supported
by federal funds. We believe that the developmental program activities should be
the responsibility of a state level agency. HSA planning functions should be
limited to review and comment on developmental proposals in light of established
plans, To provide HSA planners the anthority and resourees to implement their
own plans wonld, we feel, detract from the prineipal function of the planning
agency—planning,

Therefore, we recommend an amendment that would convert the Area Health
Development Fund to the State Health Services Development Fund to be ad-
ministered by the designated state agency.

XTI, Uniform Aecounting and Reporting

Section 1533(d) of the bill ealls for the establishment of uniform systems for
cost accounting, rate ealeulation, elassification and cost reporting. The Association
has supported the establishment and implementation of uniform billing systems,
uniform cost reporting, uniform rates for all purchasers and a uniform classifiea-
tion system reporting as necesary to equitable comparative systems of reimburse-
ment.

However, we must emphasize that although uniform accounting may appear
usefu! in theory, a mandated system which lacks flexibility when applied to
individual institutions cannot be implemented without impairing management
and accounting innovation. The importance of a flexible accounting numbering
system—a requisite for the wide diversity, scope and complexities of health care
institutions—and adherence to generally accepted accounting principles cannot
be overemphasized, Therefore, we believe that the uniform systems proposed under
this provision should not extend to uniform accounting,

Uniform reporting, pricing and classification can be, and are, aceeptable con-
cepts, since they need not affect internal accounting systems and management pre-
rogatives in obtaining their desired results. The necessary requisite to nniform
reporting need only be an adequate method of reconciliation for the conversion
of internal accounting information into a uniform reporting system. This does
necessitate nniform accounting.

The American Hospital Association believes, however, that this section of the
Iaw is no longer valid since the requirements established by this section were
to be complied with on or before January 1976, We, therefore, recommend that
Section 1533(d) be deleted in its entirety.

XIT. Facility Modernization and Construction Assistance

While hospitals have provided and continue to provide services to individuals
unable to pay for care, the accountability for providing evidence of meeting
the assarance requirements for a reasonable volume of uncompensated services
in Section 1604(b) (1) (J) (ii) should be limited to the existing 20-vear period
for recovery of assistance funds under Title VI of the Public Health Service
Act, Further, the enforcement aetivities of the assurance requirements should
be earried out by the state agency.
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COMMUNITY MENTAL HEALTH CENTERS

Title IT of 8. 755 provides authorizations for FY 1978 grants to community
mental health centers (CMHCs) to assist in planning, initial operation, conver-
sion to expanded services, provision of consultation and eduecation services, as
well as to assist centers in financial distress and to fund rape prevention and
control programs.

The American Hospital Association strongly supports continuation of the
CMHC program. Centers funded under the Community Mental Health Centers
Act have had a major impact on the quality of mental health care in the United
States and have increased the availability of such care. The program has been
a prinecipal force in the growth of comprehensive community-based treatment
of the mentally ill, and also constitutes a positive effort toward prevention of
mental illness and disability.

The AHA has long been committed to improvements in the delivery of mental
health ecare, and the participation of hospitals in the CMHC program is signifi-
ecant. Of the 547 currently operational community mental health centers, approx-
imately 80 are based in private, nonprofit hospitals. The latest HEW estimate
is that the catechment areas of hospital-based CMHCs serve approximately 12
million persons.

While supporting a simple one-year extension of the Act, the AHA would
like to identify an issue that is eritical to the continuation of hospital participa-
tion in the Community Mental Health Centers progran. The 1975 amendments
to the Community Mental Health Centers Act, embodied in P.L. 94-63, incor-
porated a provision in Section 201 requiring that each CMHC establish an
independent governing board, with specific membership requirements and pos-
spssing autonomous budgetary, operational and policymaking authority. The
effect of implementing this provision in a hospital-based CMHC wonld be to
establish two governing bodies within the hospital, with competing authorities
over some of the institntion’s funetions. Such an anomaly would occur beeause
in a hospital setting the CMHC becomes an integral part of the institution’s
comprehensive program of services. Historically, however, the hospital’s gov-
erning board has responsibility for all the operations and policies of the insti-
tution. The requirement imposed by Section 201(c¢) that a hospital-based CMHC
must have a separate governing board introduces a requirement which is in-
tolerable from a management point of view and presents a serious deterrent to
hospital sponsorship of such centers,

Sueh interference with a hospital board’s authority over the institution would
place the board members in legal jeopardy. Board members would continne to
be liable for all aspects of the hospital’s operation, yet would not be in control
of all policymaking. Thus, an autonomous board for a hospital-based com-
munity mental health center could well make a decision resulting in liability
for the hospital board as well. From a legal perspective, therefore, as well as
from a management point of view, Section 201(c) is unaceeptable to hospitals,

The purpose of Section 201(c) could be accomplished in a hospital-based
CMHC by the development of a CMHC advisory committee, made up of individ-
nals from the center catchment area as deseribed in Section 201. Such an advisory
committee could report to the hospital governing board, which is responsible to
the community for all functions of the hospital. In this way, individuals directly
affected by the operation of a CMHC could have a voice in the center’s function-
ing, and the hospital governing board eould continue to exercise authority com-
mensurate with its legal responsibility for the center’s activities.

Our discussions with participating hospitals indicate that unless hospital-
pased CMHCs continue to come under the sole anthority of the hospital governing
board, many hospitals presently involved will withdraw from the Community
Mental Health Centers program, and other institutions will be discouraged from
sponsoring CMHCs, This would be unfortunate, and would impair the ability
of many CMHCs to provide the comprehensive services called for in the Aect.
Moreover, we believe that all qualified providers should become involved in this
program to assist in developing a nationwide system of community mental health
centers.

It is our understanding that enactment of 8, 755 as it is presently drafted will
postpone the effective date of Section 201(c) for one year. If this interprefation
is valid, then we urge the Committee to include the fact in its report on the bill
On the other hand, if this interpretation is incorrect, we urge that the existing
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postponement be extended. Extension of this time limit would prevent disruption
of services at hospital-based CMHCs prior to a full examination of this issue by
the Congress during consideration of substantive changes later this year. The
AHA looks forward to a future hearing by the Subcommittee on this program
at which this issue can be addressed more comprehensively,

Recommendation: That the Committee include in its legislative history on
8. 750 a specific acknowledgement that the postponement of implementation of
Section 201(¢) of the Community Mental Health Centers Act is to be continued
for one year, consistent with the extension of the Act for that period.

MIGRANT HEALTH

Migrant and seasonal farm workers and their families currently comprise a
population group of approximately three million individuals in the United States.
A number of factors adversely affect the ability of migrants to use existing health
care programs effectively ; therefore, the migrant health programs meet a special
need for this segment of the population.

In fiscal year 1977 approximately one-half million migrants and seasonal farm
workers and their families will be served in 125 projects supported by this pro-
gram. Of these migrants, nearly 100,000 will be gerved in 33 new Primary Health
Care Centers. Continued federal support of migrant health services programs is
essential because state and local health programs and services often are not ac-
cessible to migrants,

Recommendation: The American Hospital Association supports and encourages
extension of the anthority for migrant health services programs.

COMMUNITY HEALTH CENTERS

The Community Health Centers (CHC) program supports ambulatory care
projects to provide services to medically underserved populations in both nrban
and rural areas. Services provided through Community Health Centers emphasize
preventive and comprehensive care, as well as family-centered, multidisciplinary
approaches to health care services, including outreach and transportation,

In fiseal year 1976, the CHC program served an estimated 2.1 million persons.
Although large, this total represents only 4.1 percent of the estimated number of
people nationally who reside in medieally underserved areas, In fisca] year 1977,
the program is supporting 164 ongoing Community Health Centers and Primary
Health Care Centers which provide a range of preventive, curative, and rehabili-
tative ambulatory services and arrange for in-patient services for nearly 3.9
million persons, or about 6 percent of the total estimated population of medically
underserved areas. Becaunse this program is among the efforts to address a diffi-
cult and complex problem of service delivery, it shonld be continued.

Recommendation: The American Hospital Association endorses extension of
this program.

MATERNAL AND CHILD HEALTH

The Maternal and Child Health program enables each state to extend and
improve services promoting the health of mothers and children and to reduce
infant mortality and morbidity. In addition to providing services, standards of
care are developed, facilities are licensed, clinical research findings are imple-
mented, and health professionals are trained. The program also develops and im-
proves services for locating, diagnosing and treating children who are crippled
or suffering from conditions which lead to erippling, and for providing these
children with medical and rehabilitative care. Although much has been accom-
plished, much remains to be done, and the program should be continued.

Recommendation: The AHA urges extension of this program.

NATIONAL CENTER FOR HEALTH SERVICES RESEARCH

The primary activity of the National Center for Health Services Research is
to support and conduct a program of research which will contribute to improve-
ments in the way health services are produced, organized, distributed and
financed.

The National Center has established sound working relationships with pro-
viders of health care services and researchers based in universities, The American
Hospital Association and the National Center jointly sponsored a Symposium on
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the American Hospital in the 1980's this past December in an effort designed
to anticipate and define public policy issues of the future, Initiatives of this sort
afford an opportunity for representatives of government, providers, and research-
ers to share and discuss research findings and assess needs for future research
efforts.

Recommendation: The American Hospital Association strongly supports the
extension of the authority for the National Center for Health Services Research,

NATIONAL CENTER FOR HEALTH STATISTICS

The National Center for Health Statistics has played an important role within
the federal government by gathering data related to the health field. The Center
gepks and reports information on health status and trends; availability and
utilization of health manpower, facilities, and services; demographic character-
istics of the population; character and guality of the environment as it relates
to health ; and knowledge, practices, and attitndes toward health and health care.
The center thus produces data needed on a continuing, periodie, or ad hoe basis
for the broad assessment of the health status of the population and the planning,
management, and evaluation of the delivery of health services.

Recommendation: The AHA supports continuation of authority for the Center.

MEDICAL LIBRARIES

The American Hospital Association supported the initial Medical Library As-
sistance Act of 1965 and its extension by the Health Services Research, Health
Statistics and Medieal Libraries Act of 1974 and is pleased to continue that
support at this time. The National Library of Medicine (NLM), which admin-
isters this program, continues to be one of the world’s most important research
libraries and contributes to a strong system throughout the country.

In fiscal year 1977 the NLM is expanding efforts directed at establishing co-
operative, resource sharing library consortia among the nation’s health care
institutions. Support, data gathering and planning operations are currently under-
way for 50 such consortia projects. The Regional Medical Library Program con-
tinues to grow in terms of the number of services provided, for example, docu-
ment delivery services funded by the NLM are expected to exceed 450,000 during
the eurrent fiseal year. Improved library and communiecations services also are
important to the success of educational programs for physicians, hospital admin-
istrators, nurses and other allied health personnel. The NLM is attempting to
meet these needs through improved library resources and improved communica-
tions technology.

Recommendation: ATTA supports the extension of the legislative authority for
medical libraries.

Mr, Chairman, we appreciate this opportunity to present our views on this
legislation.

i —

AMERICANY LIBRARY ASBOCIATION,
Washington, D.C., March 10, 1577.
Hon. Epwarp M. KENNEDY,
Chairman, Subcommittee on Health, Human Resources Committee, U8, Senale,
Washington, D.C.

Dear Sexator KeExyeny : This letter is submitted on behalf of the American
Library Association, a nonprofit educational organization of some 35,000 members
dedicated to the improvement of library service in the United States. We strongly
support extension of the Medical Library Assistance Aet (MLAA), which is part
of your bill 8. 754, the “Health Services Research, Health Statistics, Medical
Libraries, Biomedical Research and Research Training Extension Act of 1977."
We request that this letter be made part of the hearing record on the bill,

Length of authorization. We are pleased that your Subcommittee is acting
promptly on extension of the medical library program, so that funding will not
be disrupted for lack of compliance with the May 15 deadline imposed by the
congressional budget procedures. Ordinarily we would urge you to enact a three
to five-year extension of this important library program, but we understand that
the one-year extension you propose this year is primarily to allow the new Ad-
ministration time to make its own recommendations for substantive changes
next year.

We hope you will include in the legislation the same contingent one addi-
tional year extension authority that you did in the 1974 extension of the Medical
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Library Assistance Aet (PL 93-338). A provision such as this would assure
medical libraries throughout the country of at least minimal continuity. Such
contingent one-year extension authority is provided to all edueation programs,
throngh the General Edueation Provisions Act, and we have found it to be most
helpful to the states and loealities. We are very pleased to see this approach
incorporated in the Medical Library Assistance Aect, and hope you will continue
it in the 1977 amendments, It is all the more important when the program is only
being extended for a single year.

In-depth hearings. This new copyright law enacted last year (IP’L #4-3553) takes
effect January 1, 1978. This law is expected to have substantial impact npon
hospital and other health science libraries throughout the country. In the light
of this new law, we believe it is imperative that your Subeommittee conduet in-
depth hearings on medical library service during the 95th Congress.

We believe that not only the National Library of Medicine should be invited
to testify, as has been the custom in recent extensions of the Medieal Library
Assistance Aet, but that you invite also representatives from medical libraries,
both large and small, regional and loeal, to present their views on library and
information service in the health science field. Our Association's membership
includes among its constituent divisions the Health and Rehabilitative Library
Services Division, and we would welcome an opportunity to testify at such
hearings.

The 1965 enactment of the Medieal Library Assistance Act was a milestone in
the field of medical library and information service. The 1976 enactment of the
copyright revision act may well prove to be another. The impact of the copyright
law on mediecal libraries must be earefully monitored. We may well find that the
Medical Library Assistance Aet requires strengthening to assist small hospital
libraries. Your Subcommittee, with jurisdiction over the Medical Library As-
sistance Act, seems to us to be the logical place for this oversight funetion. We
stand ready to be of whatever assistance we can.

Importance of Medical Library Assistance Act. One of the most important
achievements of the MLAA has been the development of the Regional Medical
Library network. Backed mp by the National Library of Medicine, the eleven
regional medical libraries provide comunity hospitals with access to the liter-
ature of the whole system through resource sharing and document delivery
service.

In addition, community hospitals have been assisted in acquiring the basie
resources for a health library through the Improvement Grant Program under
the act. In this way many small community hospitals have either established
libraries where none existed, or have improved minimal resources,

This highly suceessful program has become the base for another program
of self-help and development—hospital library consortinm grants which provide
seeding funding and then matehing funding aimed at broadening the utilization
of shared resources., The consortinm grant program is just getting underway
and deserves to be expanded. It will encourage better service and wider avail-
ability of biomedical information and research resources by supporting groups
of libraries in institutions such as hospitals, mental health cenfers, research
institutes, clinies, community ecolleges, public libraries, and others who serve
health personnel in sharing resources and planning for improved services.

Through a demonstration project funded from the MILAA, in many teaching
hospitals and medical centers, librarians are now serving on the health care
team as information specialists, Taking information to the point where it is
needed, at the patient's bedside, is a part of the philosophy of information de-
livery and knowledge utilization that has been the hallmark of the programs
supported through the legislation.

Medical Library Assistance Act projects have served as sucecessful models, as
pilot projects, and as seed money., Libraries begun with federal funds have
continued after the federal project ended; innovative projects have been dupli-
cated elsewhere; cooperative efforts have spread; specialists receiving training
have gone on to train others.

Much remains to be done, however. There are new developments in medicine
daily, and the literature continues to multiply rapidly. In the health sciences
it is extremely important that all practitioners keep well-informed. The high
quality of health care depends heavily on continued life-long learning on the
part of our providers of health ecare and a more informed patient population.
The health library's role is a vital one, providing the channel through which
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new knowledge flows to those with the responsibility and obligation to apply that
knowledge to the betterment of us all.

Conclusion. In conclusion, we strongly support extension of the Medical
Library Assistance Act. If there is only a one-year simple extension to allow
the Carter Administration time to develop its own recommendations, we believe
it should include as well an additional year's contingent extension, as was done
in the 1974 amendments. Finally, we strongly urge you to hold in-depth hearings
on medical libraries in connection with next year's extension bill. We believe
such hearings are imperative at this time,

Thank you very much for this opportunity to present our views on the Medi-
eal Library Assistance Act. We request that this letter be made part of the
hearing record on 8, 754,

Sincerely,
Emeexy D. CoOKE,
Director, ALA Washington O flice.

AMERICAN LUNG ASSOCIATION,
New York, N.Y., February 235, 1977.
Hon. EpwArp M, KENNEDY,
Chairman, Subcommittee on Health and Scientific Rescarch, Dirksen Senate
Office Building, Washington, D.C.

Deak Mi. CHAIRMAN : Enclosed is a statement of the American Lung Associa-
tion, sefting forth the views of our organization relative to the one-year extension
of authorization for the National Heart, Lung and Blood Institute. We wounld
appreciate the attention of your Subcommittee to the views expressed therein
and hope that this statement will be made a part of the record of your considera-
tion of this important legislation,

Very truly yours,
Wirrtiaxe RoBERTS,
Managing Director (Acting).
Enclosure,

STATEMENT OF THE AMERICAN LLUNG ASSOCIATION TO THE SENATE COMMITTEE ON
HUMAN RESOURCES SUBCOMMITTEE ON HEALTH AND Sciexrtivie REsearcH IN
STUPPORT OF AUTHORIZATION FOR THE NATIONAL HEArT, LUNG, AxD BLoop INSTI-
TUTE, FEBRRUARY 23, 1977
The American Lung Association wishes to record its support for extending the

authority of the National Heart, Lung and Blood Institue,

We realize that the eircumstances of a1 new Administration which is faced
with complex health policy decisions make it advisable to consider only a one-
year extension of authority. However, it is our hope that next year the Institute
can at least obtain a three-year authorization ; only with adequate lead time can it
effectively plan a viable ongoing research program.

NHLBI, through its Division of Lung Diseases, is the major Fe 11 agency
conducting and supporting research in the broad range of lung diseases which
affect Americans, ineluding chronie bronehitis, emphysema, asthma respiratory
disease of the newborn and environmental and occupational lung disease. For
that reason, our organization, ineluding its medical section, the American
Thoracie Society, works clogely with and supports the Institute so that its lung
disease program can have maximum impact on the control and prevention of
these important causes of premature disability, early mortality and chronie
adverse influence on the quality of life.

The American Thoracic Society has more than 7,000 members. Among these
there are leading pulmonary disease specialists in both academic and clinical
settings. ATS members contribute to the work of lung associations especially in
the development of medical standards for the diagnosis and treatment of respira-
tory disease patients, the population with which lung associations throughout
the country are concerned. These medical scientists are aware of the tremendous
gaps in our knowledge about pulmonary diseases and are committed to increase
that knowledge. For that reason, the relationship of the ALA and ATS with the
Institute is very close and our organization can attest to the financial problems
the Institute faces.
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The Division of Pulmonary Diseases in NHLBI was not established until 1970 ;
it is only now developing the momentum which enables it to influence the diag-
nosis, prevention, and treatment of the lung diseases prevalent in our pepulation,
DLD has made striking progress during its brief tenure, but because the estab-
lishment of the lung program in NHLBI was so long overdue, it is essential that
this program continue fo be fully financed during this necessary growth or
“catch-up” period. In order to accomplish thaf, we urge that the ceiling for 1978
for the Institute be increased to $490 million, which would allow for an important
inerement in DLD funding. In 1977, the Institute received an appropriation of
83097 million, which was close to its authorized ceiling. A FYT78 appropriation
which is linked to the present ceiling would have a disastrous effect on this
vital area of biomedical research.

The Institute must not only meet its obligations to fund research in diseases
which represent leading causes of death, but it must also carry out specific Con-
eressional mandates in those disease fields which have been added since 1970.
Meeting these augmented responsibilities in a climate of continuing inflation, the
Institute could do very little to support promising new areas of research under
the current authorization ceiling.

In the field of pulmonary disease alone, there are several areas which could
have been productively pursued this year but were not hecause funds were not
available. For instance, three worthwhile Specialized Centers of Research grant
proposals with good prioriaty ratings, totalling $3 million, could not be funded.
There is only one pulmonary National Research and Demonstration Center. There
are important programs relating not only to adult and pediatrie lung diseases
but to broad areas such as structure and funetion of the lung where new initia-
tives should be actively pursned. Such work leads to understanding of the mech-
anisms by which disease processes develop, knowledge which is then translated
into the effective care of patients.

The specific causes of many lung diseases remain largely unknown, Because
of the considerable time lag between the dramatic rise in these diseases and the
creation in 1970 of a major research program to study them, there ghould be no
finaneinl hindrance placed in the way of that research program. Emphysema and
other chronie obstructive lung diseases are today the fifth cause of death from
disease and are significant causes of disability, The Social Security Administra-
tion estimates that benefits for workers retired prematurely because of these
conditions cost the country at least half a billion dollars annually. Each year our
industrial technology becomes more complex and pervasive; adverse environ-
mental influences make it imperative that research in respiratory disease not bhe
held at the status quo.

With its increased responsibilities, the NHLBI has not received an increased
proportion of NIH resources. As opposed to the National Cancer Institute whose
proportion of the total has doubled, the percent for NHLBI has stayed at the
16-17 percent level since 1970, We believe that it is incumbent on Congress to
increase the money authorization for NHLEI by a significant amount if it is to
be realistic about the Institute’s ability to handle its mission. Heart, lung, and
blood disorders represent an enormons research fleld. Heart disease alone ae-
counts for almost 40 perecent of all deaths in this country, In our opinion a ceiling
of $490 million is commensurate with the size of the disease problems NHLBI
is handling, and we hope that this Committee will recommend at least this amount
to Congress.

AMERICAN MEDICAL ASSOCIATION,
Chicago, Il., March 7, 1977.
Hon. EopwaArp KENNEDY,
Chairman, Subcommittee on Health and Seientific Research, Committee on
Human Resources, Dirksen Senate Office Building, Washington, D.O.

Dear Sevator Kexsepy: The American Medical Association submits the at-
tached statement pertaining to a one-year extension of certain provisions of
the Public Health Service Act and of the Community Mental Health Centers
Act, presently under consideration by the Subcommittee.

The AMA urges that the Subcommittee reauthorize certain of these programs
at appropriate levels. Although we believe that several provisions of these Acts
should be amended, it is our understanding that the Subcommittee is now con-
sidering only a one-year extension of the expiring provisions, and that consid-
eration of substantive revisions of these programs will be deferred to later in
this Congress.
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Therefore, we will reserve any specific suggestions for change to these pro-
grams for the later consideration by the Subcommittee.
We request that this statement be made part of the Subcommittee's record
on this subjeect.
Sincerely,
James H. SaAmmons, M.D.

Enclosure.

STATEMENT OF THE AMERICAN MEDICAL ASSOCIATION ; RE: EXTENSION 0F EXPIRING
HeALTH LEGISLATION, SUBMITTED TO THE SUBCOMMITTEE ON HEALTH AND SCIEN-
riric REsSEARCH, CoMMITTEE oN HuMAN REsOURCES, ULS, SENATE

MarcH T, 1977.

The Subcommittee on Health of the Commiitee on ITuman Resources is
presently considering a one-year extension of many health programs contained
in the Public Health Service Act and the Community Mental Health Centers
Act,

The Public Health Service Aet is a major vehicle for much of the Federal
funding of health programs throughout the country. The Aect authorizes a
variety of general grant programs with wide latitude for the direction of the
programs to be taken by the recipient. Programs expiring this year include those
directed toward providing certain health services (such as community health
centers, migrant health and others) and also includes programs in basic and
applied research, data collection and other health activities.

Also under consideration by the Subcommittee is extension of the Com-
munity Mental Health Centers Act which provides funds for the development
and operation of such centers,

We have reviewed the programs to be extended, many of which we have
supported from their inception. While we remain supportive of most of these
activities and urge that you favorably consider a one-yenr extension of them
as we discuss below, we have also indicated those which we believe should not
be continued. Although we believe that substantive changes should be made to
certain of the programs for which we recommend continuation, it is our under-
standing that such changes will not be considered by Congress until later this
vear. We would be happy to work with the Subcommittee at that time in develojs
ing certain needed substantive changes and will reserve our comments and
detailed suggestions until that time.

We urge the Subecommittee to evalinfe each program as if a “sunset” law
were in effect and to terminate those which are no longer productive.

Our comments on the programs being considered for a one-year extension by
the Subcommittee follow.

COMMENTS

A, Public Health Sercvice Acl

(1) Health Statistics and Healih Services Research

General recognition is made of the importance of adequate statisties and health
services research in developing and providing proper health care.

Mo this end, provisions of the PHS Act empower the Secretary of HEW to
carry ouf health services research and to develop and compile health statistics.
Two agencies, the National Center for Health Services Research and the National
Center for Health Statistics, are ereated under these sections. Also funded are
grants to set up research centers around the country.

The AMA has supported these activities in the past, and, although we have
certain reservations about program specifics, such as the need for two agencies
to perform related tasks and the numbers of research centers to be established,
we support the one year extension of these programs.

(2) Cumprehensive Public Health Scrvices

This iz a block grant program for the states and allows each state wide latitude
in selecting how the money will be distributed. Frequentily, these grants supply
the sole Federal support for many activities of the state publie health serviees.
Funding is also provided for certain state mental health services.

This provision of the PHS Act aleo provides additional funding for establish-
ing and maintaining state programs for the sereening, deteetion, diagnosis, pre-
vention, and referral for treatment of hypertension.

[S7T-300—77 6
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The AMA has also supported this block grant program since the program's
inception in 1966. The provisions of the law have served to ameliorate many of
the difficulties that characterized the system of eategorical grants which existed
prior to the enactment of this program. These block grants to states have per-
mitted each state to meet its particular needs by establishing its own priorities.

We sapport the one year extension of this program.

(3) Migrant Health

The health care problems of migrant workers and their families are acute and
proper delivery of the means to meet these needs often requires active Federal
participation. The provisions which are considered for extension authorize the
Secretary to provide grants to publiec and non-profit private entities for projects
to plan, develop and operate migrant health centers. These centers are to provide
primary and supplemental health services to migratory and seasonal agrieultural
workers and their families. Also authorized are contracts with states for the
implementation and enforcement of acceptable environmental health standards
in migrant labor camps,

Over the years, the AMA has consistently supported Federal efforts to expand
the availability of health services to migrant workers, pointing out, however,
that the development of a federally supported program utilizing voluntary health
insurance would be the most appropriate means of providing health care to
migrant workers. One of the concerns over the present program provisions that
has been expressed is an undue reliance on migrant health eenters aus the method
of providing services. Such stationury centers may in fauct be too inflexible to
cope with the needs of a migratory population. Appropriate changes should
perhaps be considered at a later date.

However, we believe that the program has helped to meet essentinl health
needs of the migrant worker that might otherwise go nnmet. Therefore, we urge
the one year continnation at this time,

(%) Community Health Centers

Many sections of this country can be considered “medically underserved areas.”
Multiple and imaginative responses are appropriate in encouraging and stimualat-
ing the provision of proper health services for these areas,

One legislative response to this gitnation wak the ereation of community health
centers (formerly enlled neighborhood health centers), Community health centers
are defined in the PHS Aet as entities providing primary and supplemental health
services and referral to, and information about, other available health services
and facilities for persons living in medically underserved areas.

The provisions of the PHS Act provide for grants to plan, develop and operate
such centers.

However, available evidence does not indicate that these centers are panacen
for underserved areas, In fact in some cases, they are the least cost-effective
method of health care delivery., The AMA recognizes that, in certain cases, the
community health center may be an appropriate means of delivering needed
health eare. Nevertheless we believe that the evidence of the program emphasizes
that recognition should be given to alternate means of providing health services
that are equally effective. The community health center should be viewed as only
one possible alternative in appropriate circumstances.

Therefore, while we do believe that a one year extension of this program
would be appropriate in order fo provide continnity of services, we recommend
that the community health centers coneept be carefully studied during the period
of any extension with a view to the development of alternative forms of health
care delivery in shortage areas.

(5) Medical Libraries

The importance of proper medical library services to research, patient care
and medical education cannot be overstated. The Congress has recognized the
importance of such facilities and has responded with the present grant program.

The medical library grants provide assistance to individuals for training
as medical librarians and to institutions to support such educational programs,
Also provided are grants to establish, to expand, and to improve medical libraries
at schools, hospitals and other institutions.

The AMA supported the Medical Library Assistance Act when it was originally
enacted in 1965 and since then has urged continuation and expansion of this
program. We support the one year extension of this program.
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(6) National Institutes of Health and National Research Service Awards

It is through the National Institutes of Health that much of the Federal
money for basic and applied medical research comes. The contributions by NIH
to the quality of health care in the country are many, and its activities should
receive a full measure of Congressional support.

To be reviewed this year are the programs of the National Cancer Institute
and the National Heart, Lung and Blood Institute. Also fto be reviewed is
funding for the National Research Service Awards.

The AMA has endorsed an increased national effort to seek the canses of,
and cures for, cancer. We continue to support these activities and urge funding
levels as high as possible consistent with adequate funding for other mediecal
research activities,

The AMA also supported expansion of activities under the National Heart
and Tung Institute. The Association urged, however, that the research and
demonstration centers established under these provisions not function primarily
as general patient care facilities but rather as the research centers that they
were intended to be. We also supported extension of the National Research
Service Awards but we have been concerned over the service payback provisions
which would require mandatory service in areas not related to the purposes of
this program.

We urge that these programs in support of needed medieal research he
continued for another year. However, we still believe that the payback pro-
visions of the National Research Service Awards should be appropriately
amended as soon as possible.

(7) Family Planning

Aside from a change in birth rates or population growth statistics, one of
the benefits of the family planning program ig to be found in the lowering of
infant mortality and morbidity figures. The knowledge which women have
enined in wunderstanding family planning principles and options results in
healthier mothers and infants.

Expiring this year are funds for family planning services inecluding grants
for the establishment and operation of voluntary family planning programs
and training grants for personnel to carry out these programs.

The primary source of birth control information has been, and will con-
tinue to he, the personal physician. However, the program funded under these
provisions also serves for many people as an appropriate and unseful source
of reliable information and counseling. If the progress which has been made
is to be carried forward, these programs must continue to receive necessary
financial support.

The AMA supports the one year extension of this activity.

(8) Sudden Infant Death Syndrome

These provisions authorize programs to develop and to disseminate public
information and professional eduecational materials relating to sudden infant
death syndrome. Also authorized is the provision of information and counseling
to families affected by sudden infant death syndrome,

The AMA supports the one year extension of this important activity.

(9) Hemophilia Program

This program provides funding for grants for establishing comprehensive
hemophilia treatment centers and blood separation centers.

The AMA believes that the inclusion of these provisions in the PHS Act is
unnecessary. We believe that private and other public programs have ade-
quately cared for those persons with hemophilia and can continue to provide
quality care. The number of patients involved does not, in our view, justify a
special Federal program. We believe that increased support for basic research
could be a more productive use of Federal funds and could in fact benefit many
other people.

(10) National Health Planning and Health Resources Developmend

P.L. 93-641 provides for a system of national health plapning (Title XV)
and for funding of health care resources development and construction (Title
XVI).

The AMA opposes the Health Planning and Resources Development Act and
is currently involved in a lawsuit challenging the constitutionality of the pro-
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visions of that Act. P.L. 93-641 should not be extended (but an approprinte
program of assistance for resource development should he formulated in lien of
Title XVI in order to provide for necessary Federal assistance as in the former
Hill-Burton program).

B. Community Mental Health Centers Act

This Act provides grants for the planning and initial operation of community
mental health centers. Also included are grants to establish eonsultation and
education services with community entities involved with mental health services,
Other programs are conversion grants designed to assist existing commumity
mental health centers meet new federal program requirements, grants to cen-
ters in financial distress, assistance for the construction of needed community
mental health faeilities, and funding for rape prevention and control activities.

The Association has in the past given its overall support to this legislation.
However, we are concerned that the cost of delivery of mentl health services
through these centers may, in some instances, be excessive, Services provided
by the private seetor would ecost less than many of the services provided by the
Centers.

Although we support extension of this Act for an additional year, we urge
that the whole concept be thoroughly studied and evaluated during that exten-
sion period, with a view toward consideration of desirable modifications,

. Conclusion

In conclusion, we reiterate our support for a one-year extension of the fol-
lowing health programs expiring this year: health statistics and health services
research, comprehensive public health serviees, migrant health services, medical
library support, National Cancer Institute, National Heart, Lung and Blood
Institute, National Research Service Awards, family planning programs, Sudden
Infant Death Syndrome programs, and community mental health centers.

Certain substantive changes are warranted and we again would be plensed
to offer our assistanee in development of changes when the subcommittee con-
siders the programs in greater detail.

AMERICAN NURSES' ASSOCIATION—STATEMENT oN lIXTENSIONs oF Hearrn
PROGRAMS AS PRrRovIDED BY 8. 754, 8. 7565

The American Nurses' Association, the professional erganization of registered
nurses, with 52 state constituents and 200,000 members, supports the one vear
extension of the health programs provided by 8. 754, the Health Services Re-
search, Health Statistics, Medical Libraries, Biomedical Research and Research
Training Extension Act of 1977 and S, 755, the Health Services, Hemophilia and
Health Planning and Development Extension Aet of 1977, Althongh we do have
zonecerns about several features of the above, we feel continued funding of the
services under the legislated programs is deserved until a thorough evaluation
can be made at a future date.

We speak first to Health Services programs, of which, many of the provisions
are in the early stages of implementation. Changes or termination of them could
seriously jeopardize the health of those persons receiving program services who
otherwise are unable to afford the necessary health eare. The need for continuing
federal assistance for the programs operating nnder the Act is especially obvious
now that millions of workers are unemployed.

Among the many programs estahlished by the Act, some are just getting n head-
start. To cite one : Interim regulations relating to Hemophilia treatment Centers
were published in the Federal Register, September 13, 1976. Final regulations are
several months away. The services rendered and the data eollected by the many
programs are essential to assure a total health care system. We believe it ossen-
tial that these programs be continued pending any proposals for changes by the
new Administration.

ANA has lent its support to the legislation since it was first jutroduced,
especially the community health centers, migrant health centers and community
mental health centers programs.
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COMMUNITY HEALTH SERVICES

The concept of community health services loeated in a facility that is accessible
to residents of a circumscribed geographic area has long been endorsed by the
Association., Services provided in such facilities make primary eare available to
people in nei wrhoods where low income levels and poor transportation services
make it difficult or impossible for them to seek health care in distant locations.
At this time there are 157 of these centers serving approximately 1.5 million
people, many of whom would otherwise not receive health care.

MIGRANT HEALTH CENTEHRS

One of the most needed programs of the Health Services Act is that for support
of Migrant Health Centers, The plight of the migrant worker has had dramatic
emphasis during this winter. Not only the severe cold of the East but also the
drought in areas of the West have damaged potential erop yield and caused a
drop in the migrant employment. They will have increased difficulty in acquiring
the necessities of food and shelter. Health care will be a low priority, especiaily
preventive eare. Therefore, the services provided by the migrant health centers
are especially important. These include both acute and preveutive care. Sup-
plemental services may also be provided as appropriate to assure adeguate sup-
port of the primary health carve. With migrant health centers in strategic loea-
tions along the migrant worker's geographic path, health care will be available.
We strongly support the continuation of these services to the migrant workers
and their families.

COMMUNITY MENTAL HEALTH CENTERS

The American Nurses' Association urges the Congress to renew the Community
Mental Health Centers Act by providing adequate funding authorization to
sustain the CMHC programs beyond the expiration date of July 29, 1977. We bhe-
lieve that Community Mental Health Centers have had a substantial impact
upon the quantity and quality of mental health care. Accessibility to mental
health services has remarkably improved in those areas where Centers are
comprehensive and operation.

Although a total of 603 community mental health centers have been initiated
with federal assistance through fiscal year 1975, there continues to be a shortage
of guality community-based mental health services in many areas of the coun-
try. We believe it is imperative that this innovative mode of mental health
service delivery be allowed to flourish by increasing CMHC operating centers.
Only, in this way will the original intent of the 1963 legislation be realized.

Though we have no suggestions for changes in the law at this time, we do
have several guestions regarding administration and direction of the program,
which we would like to call to the attention of the (sub) committee.

The first related specifically to the role and utilization of the nurse in Com-
munity Mental Health Centers, Psychiatric nurses have demonstrated expertise
in: erisis intervention, stafling 24-hour emergency phone services, providing qual-
ity care in the therapeutic milieu of inpatient and partial care units, functioning
effectively in outpatient services such as Aftercare Clinics, delivering, with
specialized preparation, group, family and individual psychotherapy, making
home visits, working directly with the client in his home environment, and in
providing follow-up care to patients discharged from Community Mental Health
Centers. However, there seems to be an obvious discrimination against employ-
ment of Registered Nurses in the various components, other than inpatient care,
of Community Mental Health Centers. Registered nurses are repeatedly under-
utilized in outpatient, daycare, consultation and education, alecohol and drug
components not because they don’t choose employment in these areas, hut be-
cause they aren't seriously considered for employmenf. Nurse administrators
have had limited opportunity to prove their value to CMHC program operations
as program directors and senior staff. We believe this is unfortunate and would
like to see some changes occur in the staffing of such Centers.

The ADAMHA Forward Plan fiscal year 1978-52 highlights the need to include
community mental health centers as “providers of service” under Part B of
Medicare. Our Association favors this direction because we believe that Com-
munity Mental Health Centers must be given every opportunity to be financially
self-sufficient if they are to survive and continue to be viable providers of
quality mental health services. We fully realize that such a direction requires
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amending Section 1861(u) of the Social Security Act, but we trust Congress
will consider such a need in conjunction with the CMHC legislation. Lack of
certified provider status for CMHC's has encouraged the costly, dehumanizing
institutionalization of many patients,

We would also like to see a movement toward delineation of and reimburse-
ment for nursing services in the CMHC care delivery system. Many psychiatric
nurses are exceptionally well eredentialed through R.N, Licensure, graduate
degree and professional certification to deliver high quality mental health serv-
ices. As providers of service they should be allowed to bill for third party funds.
These funds could be dispersed to the gualified nurse provider or indirectly
through mutual employee-employer arrangements,

A third area of concern relates to maldistribution. Arve Community Mental
Health Centers giving high priority to underserved areas and areas of extreme
need? Current legislation does speak indirectly, to the issue, but we believe that
the matter of maldistribution should be addressed more explicitly, and program
planners, directors, and federal monitors held increasingly accountable in this
regard. Perhaps, eurrent reimbursement restrictions demand that Centers operate
closer to more affluent, organized health care settings.

The ANA 1976 House of Delegates passes a resolution on establishing Commu-
nity alternatives to mental hospitalization, The resolution reaffirmed the Asso-
ciation’s support of federal legislation designed fo assure the high quailty of
community alternative to hospitalization in public institutions for mentally ill
and mentally retarded persons. It further clarified the role of the professional
nurse in this regard by resolving :

“that professional nurses take the initiative in providing effective linkages
between community based mental health and mental retardation services and
those services provided by large public institutions, and

that nurses utilize and increase their skills in community education to
facilitate the physieal and social integration of mentally disabled persons
into the community."”

Deinstitutionalization is a meaningless term without high quailty community
alternatives. Too often patients do go from backwards fo back alleys and too
often, too, community institutionalization in custodial nursing homes or social
isolation in single room occupancy situations replace state hospital confinement.
We believe there should be greater emphasis on aftercare services, transitional
half-way house gervices, sheltered workshops, and renewed efforts at community
reintegration of persons discharged from mental institutions. This may mean
pursuing rezoning legislation at the loeal level, establishing a social and commn-
nity support system, and providing job counseling, training and placement. We
gincerely hope CMHC's will see this as an integral part of their commitment to
the communities they serve.

The National Center for the Prevention and Control of Rape is authorized to
carry out and support research, services, and education. We are very pleased to
see this Center operational and request continuing Congressional support so that
services of the Center can be expanded to inelude training personnel to deal
with rape vietims, their families, and offenders. This is viewed as a most needed
and worthwhile endeavor by our constituency.

The Committee on Mental Health and Iliness of the Elderly, which grew
out of this legislative mandate, is to be commended for its initial efforts. We
would like to see Congressional support continued for this committee, which
has undertaken the rather unique task of promoting mental well being in the
special age group of the elderly. This has been a long neglected area.

HEALTH PLANNING PROGRAMS

We also support extension of the health planning law. As nurses we are
well aware of the lack of coordinated comprehensive health planning and the
resultant waste and duplication in allocation of health resources and services
in some areas while still other areas of our country and some segments of
our population remain underserved or without services. For that reason, we
strongly endorse the objective of the National Health Planning and Resources
Development Act of 1974, that is, to facilitate the development of recommen-
dations for a national health policy that would contribute to the goal of adequate
and accessible health services for all Americans, and ask it be extended for one
more year,
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However, we do have some observations we would like to bring to your
attention, The complexity of the law has been a deterrant to its early implemen-
tation, Statewide Health Coordinating Councils (SHCC), an important organiza-
tional structure in administering the Act and having certain specified
responsibilities for review and approval of applications for special health funds
under other acts, are still being formed.

The National Council on Health Planning and Development, charged with the
responsibility of advising, consulting and making recommendations on national
guidelines, and the implementation of the Act has held one meeting. Only five
members were present. Seven had not yet been appointed by the Secretary at
the time of that meeting. No official business could be transacted because there
was no quornm. National guidelines and a health planning policy are necessary
for the Health Systems Agencies (HSA) to develop their health systems plan
and annual implementation plans (AID). In turn, HSPs are needed by the
SHCCs for incorporation into a state health plan. These are just a few of the
incompleted mandates of P.L. 93-641.

Although at this time we do not recommend amendments to the Aet, we feel
we must express another major concern. It is the lack of a registered nurse as
a member of the Council, There are approximately 1,350,000 registered nurses
in the United States and 961,000 of them are in the active work force. We know
that nurses represent the largest group of health professionals (407 per 100,000
population) ; that nurses are providing health services in all settings; and that
nurses provide continuity in the provision of health eare. By not having a nurse
representative on the Council, a precedent is set for ignoring the importance
of obtaining nurse representation on the SHCCs and governing boards of HSAs,
Latest figures show only 165 nurses on HSA Boards or to put it another way,
nurses make up only 7 percent of the provider group of all HSA governing
boards., (The number of dentists is 136 (6 percent) and the number of physi-
cians is 643 (27 percent)—despite the nurse-doctor ratio of 3:1). We feel nurse
contribution is essential for setting priorities for a national health policy and
developing guidelines to assist with planning for health care and the distribution
of resources.

Just last month, certificate of need regulations implementing section 1523 (a)
(4) (A) were finalized. We strongly believe that some Health Services should
not have been excluded from the regulations and we have sent a letter to Secre-
tary Califano expressing this opinion. We feel this is an unfortunate direction
for DHEW to follow since inclusion of Home Health Services was seen as a
device to assist in the coordination and appropriate expansion of home health
services. (Recent rumor that the nursing home industry is preparing to move
into home health services underscores this concern.) In the absence of a mech-
anism for monitoring and avoiding the proliferation of the home health services,
we feel there may well be duplication of services thereby inereasing health care
costs, Our recommendation to the Secretary was to amend the final regulation
to include home health services under the certificate of need requirements.

When we reviewed the HEW draft of the proposed goals and standards, we
noted the omission of home health services, Home health services, provided, co-
ordinated and supervised by registered professional nurses, can give the pre-
ventive, restorative, and health maintenance services that save the cost of
hospitalization or institutionalization. We feel this omission in the proposed
roals and standards does not fulfill the intent of the law to build into the sysem
alternate services other than hospitalization and sick care,

We also noted an absence of goals related to national health priorities enunei-
ated in the law dealing with utilization of nurse practitioners and clinicians and
the education of the public in health eare and use of health services. This can
be corrected, but again, we would point to the need for nurse involvement at all
levels in order to accomplish the intent of these priorities.

As a final recommendation we urge this year's extension as a means to stabilize
the funding of this massive health planning effort, It is crucial that the present
employees of HSAs can be asssured of paid employment to enable the HSA to
carry on the projects already underway. It is unfair to jeopardize the progress
already made or to undermine the intent of P.L. 93-641 by delaying in any way
the momentum that is just now having an effect. Implementation of P.I. 93641
has just gotten started. Let us wait one more year for an indepth review of its
promises—kept or unkept !
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BIOMEDICAL AND BEHAVIORAL RESEARCH PROGRAM

We also endorse extension of provisions for support of biodmedical and be-
havioral research, The significant inereases in the cost of health care and the
rising expectations of the publie for health care services have placed immense
pressure on all health professionals to provide improved, yet economical, health
care and to reduce or prevent health related problems.

The great majority of those wlho provide health care in this country are nurses.
Nursing can be effective only if adequate research is carrvied ont to provide in-
creased knowledge and sound data on which to base clinical nursing practice.

Nurse researchers are engaged in investigations designed to identify better
methods of ecare, such as strategies for reducing the complications and costs of
hospitalization ; facilitation of home-based care and self-care in chronie iliness;
improving the ouflook of high risk groups such as premature infanfs and the
elderly ; and reducing the disabilities, discomforts, and costs of coronary- and
cerebral-vascular problems. Such research includes studies focused on pain
alleviation, care of burned patients, home care during dialysis or parenteral
nutrition, and management of dying patients.

Through the system of federally funded scholarships and training for re-
searchers, current presonnel needs generally have been met in many biologieal
and behaviorial fields. This is not truoe in nursing, where a major barrier to
research development is the small number of adequately prepared research
personnel. In 1973 there were 1,106 nurges who had earned doctorates in the
United States, which represents approximately 0.2 percent of all employed regis-
tered nurses in this country, Since 1972 approximately 100 additional nurses
have received doctorates each year.

Support for nursing research and research training for nurses from the major
institutes of N.I.LH. has been minimal. N.I.H. priorities have most been oriented
to the cure of disease and have less often been direeted toward improvement of
preventive methods or toward improvement in the quailty of care of the ill, which
are the types of problems nurse researchers investigate.

In recent years approximately half of all nurses earning doectorates received
some federal assistance during their doctoral studies. Funds have been provided
through the Health Resources Administration, U.S, Public Health Service, Divi-
sion of Nursing,

The need for additional numbers of nurses with doctoral-level preparation is
evident when the personnel resources of schools of nursing are compared with
those in the biomedical and behavioral fields. Whereas the ratio of graduate
and undergraduate students per biomedieal and behavioral Ph. D. scientist em-
Moyed in academic settings ranged from approximately 20.1 to 40.1 between 1960
and 1972 (see Figure 32, page 45, 1976 Report, Personnel Needs and Training for
Biomedical and Behavioral Research), in 1974 the ratio of full-time graduate
and undergradnate students per full-time nurse faculty holding a doctorate was
168.1,

Just as support for predoctoral training was essential during the last gquarter-
century to sl:]:p]\in" reseasch personnel in the basie biomedical and behavioral
flelds, there is a critical need to inerease the availability of doetoral preparation
for nurses in a variety of substantive areas.

Thank you for the opportunity fo submit this statement for the record.

—_—

THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION, INC.,
March 8, 1977
Hon, Epwarp M. KENNEDY,
Chairman, Subcommitiee on Health, Committee on Human Resources, U.8. Sen-
ate, Washington, D.C.

Dear Mgr. CHAIRMAN : The American Occupational Therapy Association wishes
to record its support for the extension of several important health planning pro-
grams and activities, including those mandated under the “National Health
Planning and Resources Development Act of 1974” (P.L. 93-641), as proposed
in 8. T55.

The attached statement has been prepared to inform the Subcommittee of our
support for 8, 755 as well as to elucidate some of the problem areas in the imple-
mentation of Public Law 93-641 which have come to the attention of oceupational
therapy practitioners.




85

The Association requests that this statement be made part of the hearing
record, and we offer our assistance to the Subcommittee as may be necessary in
the future.

Sincerely,
JAMES J. GARIBALDI,
Hxecutive Director.

Attachment.

STATEMENT OF THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION ON S, 7565*

Mr. Chairman and members of the subcommittee : The American Occupational
Therapy Association is pleased to submit this statement on the extension of health
planning and other programs as mandated by S. 755.

For 60 years this Association has represented independent health professionals
who specialize in alleviating the suffering and increasing the independence and
productivity of the aged, the physically or mentally disabled, and the economi-
cally or culturally disadvantaged.

Occupational therapy practitioners are trained in curricula involving de-
velopmental psyschology, anatomy, neurophysiology, and the social sciences. This
training is followed by field work experience in areas such as psychiatry, re-
habilitation, developmental disabilities, and gerontology.

Occupational therapists are among the few non-physician mental health pro-
fessionals who are trained in the medieal and biological seiences. They provide
services in general and psychiatrie hospitals, nursing homes and tuberculosis
sanitoria, community health and mental retardation centers, rehabilitation agen-
cies and home health settings, and public and private school systems.

The Association has actively encouraged its membership to participate in local
health planning programs and activities since the enactment of P.1. 93-641, and
it currently has fifty occupational therapy health planning coordinators through-
out the United States, The Association and the 23,000 members which it repre-
sents therefore have a direct interest in the legislation extending aunthorizations
for health planning agencies and their concomitant activities,

It is our understanding that the subcommittee intends to recommend a one-
year extension of Public Law 93-641. The Association supports this action in
light of several factors. First, there has been insufficient time for Congress to
evaluate the effectiveness of recently designated Health Systems Agencies
(HSAs), Statewide Health Coordinating Council (SHCCs), and State Health
Planning and Development Agencies (SHPDAs). Second, the National Council
on Health Planning and Development, mandated to advise the Secretary of
Health, Bducation, and Welfare on health planning activities, has yet to meet as
a committee with its full complement of members as designated in the Act. Third,
the new administration needs further time to develop its own positions and
recommendations on Public Law 93-641.

The Assoclation, in conjunction with its support of a simple one-year extension
of titles XV and XVI of the Public Health Service Act, urges the Subcommittee
to recommend to the Budget and Appropriations committees funding levels that
will insure the development of a strong health planning program throughout the
United States.

We are aware that comprehensive amendments of Public Law 93-641 will not
be addressed in the one-year extension of health programs. However, the Asso-
ciation and its members would like to point out several problem areas in the
implementation of Public Law 93-641 which we believe will require amendments
to this statute in the months to come. These areas have been discerned through
occupational therapists' involvement in various health planning activities
throughout the country.

The Association strongly urgs that the five categories of providers [as defined
in section 1512(b)(3)(C) (ii)] composing the membership of HSA governing
bodies be made mutually exclusive. If health professionals are specifically men-
tioned in one of the categories of providers, they should not be allowed to rep-
resent one of the other four categories. For example, occupational therapists
in several states have remarked that health professionals from ecategory I includ-
ing “physicians,” “dentists,” and “nurses,” are being selected to serve on HSA
governing hboards as representatives of category V, the allied health professions.”
The agencies in question had received applications for HSA board membership

*A statement submitted to the Subeommittee on Health of the Committee on Human
Resources, U.8. Senate, Washington, D.C., March 1877,
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from qualified allied health professionals, such as oceupational therapists. In
spite of their manifest interest and qualifications, their place on the board was
filled by non-allied-health personnel.

The Association is aware that a number of health professions fall under the
rubrie of “allied health,” and we are not advoeating that these professionals be
specifically enumerated in Public Law 93-641, However, the Association does
strongly assert that the health professionals that comprise this category of pro-
viders do have substantial contributions to make to the health planning process,
particularly in the areas of preventive health and in the provision of alternate
forms of health care. Therefore we assert that the “allied health professions"
category should not be obscured by the other four categories of providers, and
that providers specifically mentioned in categories I-IV should not be placed on
HSA governing boards as representatives of category V.

In light of the Association’s concern that allied health professionals be ade-
quately represented on health planning bodies, we also recommend that section
1503 of Public Law 93-641, designating the National Council on Health Planning
and Development, be amended to include categories of health providers as desig-
nated in section 512(b) (3) (C) (ii).

Oceupational therapists have also noted a problem with the representation of
allied health professionals on SHCCs. Section 1524 (b) (1) (C) of Publie Law
98-641 requires that “Not less than one-third of the providers of health care who
are members of a SHCC shall be direct providers of health care (as described
in section 1531 (3)).” However, there is no provision that SHCC members who
are providers of health care be representative of the five categories of health
providers (as described in section 1512(b) (3) (C) (ii) ). In order that all cate-
gories of providers, including allied health professionals, be represented on
SHCCs in the same manner that they are on HSAs, the Association recommends
that section 1524(b) (1) (C) be amended by adding the following sentence at
the end of this section: “Providers of health care who are members of a SHCC
shall be representative of the five categories of health providers (as deseribed
in section 1512(b) (3) (C) (ii)).”

Association members have also commented on problems resulting from the per-
centage of SHCC members appointed by a state governor who are not HSA
representatives, as compared to those members who are HSA representatives.
As defined in section 1524 (b) (1) (B) (i), at most, 40 percent of the total member-
ship of the SHCC must be non-HSA representatives. The remaining 60 percent
must be HSA representatives. This gives HSA representatives a majority voice
in reviewing the decisions and recommendations made by the HSAs. The Asso-
clation believes that this situation counld result in a conflict of interest or in a
failure of the “checks and balances” function which the SHCCs are supposed to
perform. We therefore recommend that these percentages be reversed so that
60 percent of the SHCC members do not represent the HSAs and 40 percent do
represent the HS8As. The requirement of consumer majorities on the SHCCs
ghould be maintained.

The Association appreciates this opportunity to record our support for this
legislation and submit suggestions for future amendments to Public Law 93-641.
We stand ready to offer assistance to the subcommittee as may be necessary
regarding this and other health legislation.

————

STATEMENT BY THE AMERICAN PSYCHIATRIC ASSOCIATION oN 8. 755, THE HeaLrH
SERVICES EXTENSION ACT, PRESENTED TO THE SUBCOMMITTEE ON HeaLTH, HUMAN
Resovrces ComMrrTer, U.S. SExate, MarcH 4, 1977

The American Psychiatrie Association, which represents twenty-three thous-
and psychiatrists in the United States, wishes to express its support for the
enactment of 8. 755 with respect to the extension of Public Law 0463, title I1I,
the 1975 amendments to the Community Mental Health Centers Act.

This association believes that a simple one-year extension is indicated at this
time in order to authorize the continuation of the present law, and at the same
time enable the careful examination and evaluation of the CM HCQ program by the
new Administration.

We have been traditionally supportive of the CMHC movement and its goal to
build a viable network of Community Mental Health Centers consisting of 1,500
centers to serve the Nation.

While advocating this movement, we have also made it known that as physi-
cians and providers of psychiatric services, we view CMHCs as an important
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element in a pluralistic spectrum of mental health service delivery. We do not
believe that any one form of delivery, including CMHCs, should be favored in
publie policy at this time over any other.

The “Legislative Guideline” that is presently employed by the APA in regard
to the mental health care delivery system in the United States is as follows:

The APA espouses a pluralistic health care delivery system, as being (a)
the most likely to encourage growth, progress, and continuing evaluation
with the field of clinical medicine and (b) the best able to provide the
patient freedom of choice as to locus and modality of care. The APA there-
fore shuns any plan that would favor one health care delivery system over
any other except in those instances where one can be shown to be dependably
superior to another in providing patients with eare of high quality.

We believe that it is important to provide adequate federal funding for “new
starts” so that the OMHC national neiwork will be completed. If federal funding
is not provided, we will find areas within this country which will not be served
by CMHOs leaving an inequitable patchwork pattern of CMHC service avail-
ability around the nation—a development certainly mnot anticipated by the
architects of the law. It is important that every catchment area be adequately
served by CMHCs, especially at this time when many state mental hospitals are
being phased out, leaving few af any community alternatives to treatment,

Also, we must assure that all population groups, including children, the elderly,
and poor, will be able to receive quality treatment in CMHCs as prescribed by the
19756 amendments,

We now find that many mentally and emotionally ill persons are falling into
the eracks following their release from mental institutions, where there are no
adequate provisions for follow-up services through community facilitieg, includ-
ing CMHCs. Former patients often find themselves worse off following de-
institutionalization. This should not be the case, or de-institutionalization may
become synonymous with no treatment in some areas. CMHCs should have ade-
quate funding to permit the treatment of all elasses and income levels, and to
provide the necessary follow-through that is essential for released patients, If
the latter is not provided we will be only fooling ourselyes with statistics illus-
trating drastically reduced institutional populations, since many of these patients
will eventually be readmitted.

We concurred with the Council of Community Mental Health Centers in reject-
ing the administration’s rationale in 1975, during which time the new amend-
ments were passed, that the program had proven to be so0 successful that
continued further federal funding was not necessary. There are many areas,
especially poverty areas where centers are most needed, that cannot raise
sufficient funds through their communities to initiate CMHCs.

The American Psychiatric Association strongly supports this extension, and
believes that these centers should be adequately funded to permit forward
planning and encourage quality care.

ASSOCIATION OF AMERICAN MEeprcAn COLLEGES,
March 4, 1877.
Hon Epwagrp M. KENNEDY,
Chairman, Subcommittee on Health and Scientific Research, Commiltee on
Human Resources, U.S. Senate, Washington, D.C.

Desr SexATor Kexsepy: The Association of American Medical Colleges is
pleased to submit the attached statement for the record concerning 8. 7564 and
8. 755. We appreciate the opportunity to malke our opinions known to you and
the members of your subcommittee.

Sincerely,
Joax A. D. Coorer, M.

STATEMENT BY THE ASSOCIATION OF AMERICAN MEDICAL COLLEGES ON LEGISLATION
To ExTEND FOR ONE YEAR THE AUTHORIZATION FOR EXPIRING HEALTH PROGRAMS *

Mr. Chairman and members of the subcommittee : The Association of Ameri-
can Medical Colleges (AAMC) ), formed in 1876 to work for reforms in medical

1 Submitted by John A. D. Cooper, M.D., president, Assoclation of American Medical
Colleges, to the Subcommittee on Health and Seclentific Research of the Senate Humaw

Resources Committee, March 4, 1977.
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colleges, has broadened its activities over the years, so that today it represents
the whole complex of individuals, organizations and institutions charged with the
llnfls.-l':.:rm]mtt(- and graduate education of physicians. It serves as a national
voice for all of the 116 operational U.8. medical schools and their students, more
than 400 of the major teaching hospitals, and 60 learned academic societies whose
members are engaged in medical edueation, biomedical research and the delivery
of health eare, Through its members, the concerns of the Association range far
bevond medical edueation itself and include the total health and well-being of
the American people,

The subcommittee is considering 8, 754 and 8. 755, bills that would extend for
one vear the authorizations for a number of health programs, At the outset the
Association would like to emphasize its support of the one-year renewal of
expiring health-related legislation, provided that the extension incorporates ap-
propriate fiseal authorization changes and appropriate perfecting technieal
amendments, This action will provide the Congress with the time to conduct
comprehensive reviews of the nation's biomedical and behavioral research pro-
gram and the National Health Planning program. We agree with the Congress
that such reviews would be useful in evaluating current priorities and defermin-
ing the most productive future course for these programs. The extension will
also give the new Administration an opportunity to formulate its own program
proposals and priorities,

The main focus of this statement is on five sets of expiring authorities of prime
concern to the Association and the research community, These are: the National
Research Service Award Act : the National Health Planning and Resources De-
velopment Act; the National Cancer Act; the authority for the National Heart,
Lung and Blood Institute: and the medical library assistance program.

In anticipation of the expiration of this legislation, extensive discussion has
taken place in the biomedical research and acpdemic communites concerning the
conrse of action these communities hope the Congress will take in 1977 in re-
newing and revising these programs. The Association is prepared to testify on
its views on the more long-range directions that should be taken by these expiring
programs and submit substantive amendments on each of them during oversight
hearings that this subcommittee and its House counterpart have already indi-
sated will be held during 1977 on federal support of biomedical and behavioral
research. the mission and accomplishments of the National Institutes of Health,
and the National Health Planning Act.

While consideration of long-range changes can be put off for a year, it is
imperative that this subcommittee insure the vitality of these biomedical re-
gearch programs during the intervening 1978 fiscal year, The Association supports
increased anthorization levels for these programs in order to provide the neces-
gary leeway under which the Appropriations Committee can act to preserve
effective programs that should not be required to wait an additional year to
make up for inflationary pressures.

Section 472 of the Public Health Service Act provides for the National Re-
search Service Awards program. This specific program was first enacted in the
National Research Service Award Act of 1974 and was revised and extended for
one year by Public Law 94-278, the Health Research and Health Services Amend-
ments of 1976, This program provides funds under both NTH and ADAMHA for
individuals to be trained for careers in biomedical and behavioral research.
Awards may be tendered directly to individuals or to publie or nonprofit private
institutions to sapport selected individuals, Unless renewed, funding aunthority
to support the National Research Service Awards expires September 30, 1977.

The Association has several comments for the subcommittee’s consideration on
the extension of the National Research Service Awards Act. These comments are
grounded in our firm helief that a strong, viable program of research training
is absolutely essential to produce the numbers of skilled biomedical scientists
needed to earry ont the nation’s future agenda for research in the biomedical
seiences, Without these programs to capture for biomedical science a reasonable
fraction of the nation’s most creative young people each year, our scientific
efforts and advances will be seriously thwarted.

With respect to the level of authorization for research training for FY 1978,
we helieve, as does the National Research Council of the National Academy of
Sciences, that the present overall level of research training support should be
continned. The NTH and ADAMHA together will expend only $150.5 million in
fiscal yvear 1977. We support the National Research Counneil’s recommendation
that at least $165.2 million in authorization is needed to maintain an adequate
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level in fiscal year 1978. Most importantly, institutions and young scientists need
stability and continuity in federal support for research training. Without this
commitment. it will become increasingly diffieult for research to compete with
the more lucrative clinical fields in attracting top flight scientific minds.

Apart from this important concern about adequate authorization levels, the
Association is still serionsly concerned about the attempts made by the previous
Administration to thwart the awarding of institutional grants for research train-
ing. The language of section 472(d) of the Act states that not less than 25 per
centum of the sums appropriated for the National Research Service Awards shall
be made available for individual fellowships. Because there is no ceiling on this
percentage, efforts were made to make virtually all awards to individual fellows,
rather than to institutions. This would have enable the Administration to achieve
its long-sought desire to completely terminate institutional training awards. The
prevention of such an eventuality was one of the primary reasons thaf the
research training legislation was originally introduced.

The Association views the support of institutional research training grants
as essential to the maintenance of the necessary quality and quantity of the
nation’s biomedical and behavioral research manpower. It believes that the Con-
gress, in passing this legislation originally, intended that institutional awards
be granted by the Secretary and that they be used vigorously both to maintain
the high quality of existing research training environments and to develop, when:
justified, new training capacities not yet in existence.

A sound national training program requires an appropriately balanced mix
of individual and institutional awards. Institutional awardees, selected in na-
tional competition, receive funds to support both trainee stipends and the educa-
tional environment—faculty, equipment, supplies, etc.—for training. The indi-
vidual trainees, almost entirely without a “track-record” in research, are chosen
by the grantee institution, which is in an excellent position to assess the ap-
plicant’s merit and potential for a productive research career. The institutional
award thus provides stable continuing and dependable support for a program of
training in an institution, and thereby fosters high quality activity., Individual
fellowszhip awards, made by a national selection committee on the basis of aca-
demie record and letters of recommendation, provide stipends directly to fellows
during a period of training under identified mentors, often in institutions that
have no appropriate institutional training grants or formally organized training
programs. It is our view that the institutional award should be the mainstay of
the national research training effort with the direct fellowships being used to
provide special opportunities or to capitalize on special circumstances that com-
plement the institutional grant program.

Research training awards are a particularly important part of the biomedical
research training of physician scientists. The Association is particularly con-
cerned that adequate numbers receive high guality research training in the
immediate future. If this does not occur, the vital step of the transfer of
research-proven ideas to clinieal practice will be seriously impaired. Uncertain-
ties and cut-backs in research training in the clinical sciences will inevitably
lead to the rapid deterioration of complex clinical research training programs in
our nation's academic medical centers, Physicians, as contrasted with Ph. D.’s, do
not receive significant research experience in their predoctoral education pro-
grams and thus the exposure of these M.D.'s to research methods is largely
dependent upon postdoctoral training programs. The institutional variety have
been particularly productive. For these reasons the AAMC hopes that this sub-
committee will look carefully at the research training program later this year
when it considers a further renewal.

In order to preserve the mix of pre and post doctoral, individual and institu-
tional awards, with the Association believes is essential to maintain a high
quality national program for developing research manpower and in order to
prevent any continuing efforts to circumvent the intent of the Congress that both
institutional and individual awards be made, the Association urges this subcom-
mittee to adopt a technical amendment or Report language reasserting the
original Congressional intent that there be a balance of awards.

As previously mentioned, the Association supports a one year renewal of the
Health Planning Act while the Congress conducts a thorongh evaluation of this
statute, When hearings are held during this next year, we hope that the Congress
will carefully consider amending the law to include a provision requiring rep-
resentation from academic medical centers on the executive committee (if any)
of all local health systems agencies. Such a requirement would provide academic
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medical centers the opportunity to fully participate in and contribute to the estab-
lishment of policies which could have a direct and important impact upon their
operations, These centers constitute major resources for health care in all HSAs
An which they are located and the communities should be assured of access to the
insight, knowledge and experience which they encompass. Further, the AAMCO
-urges that the law be amended to exempt research administered under NIH
grants and contracts from Health Systems Agencies review and approval. Ob-
viously, consideration of these changes in the law, and other substantive changes
that are likely to be proposed, should not be undertaken hastily. A one year re-
newal of the Health Planning Act will provide the time necessary for a competent
review of the entire statute unfettered by time pressures and constraints. The
Association hopes to have the opportunity to testify further on the Planning Law
:at that time.

The cancer programs that are scheduled for renewal emanate primarily from
“the National Cancer Act of 1971, revised and extended by the National Cancer
Act Amendments of 1974. There are two specific authorities in the Cancer Acts
which will expire on September 80, 1977 unless renewed. The first is the Cancer
Control Program (section 409 of the Public Health Service Act) which anthorizes
programs for diagnosis, prevention, and treatment of eancer in cooperation with
State and other health agencies. The second expiring authority (contained in sec-
tion 4100) provides funds for all other eancer programs, the majority of which
involve cancer research. The AAMC endorses the renewal of these authorities
with appropriate adjustments in the authorization levels.

The authority for the National Heart, Lung, and Blood Institute also expires
on September 80, 1977. These provisions were most recently revised and extended
by the Health Research and Health Services Amendments of 1976, which placed
new responsibilities within the Institute by upgrading efforts with regard to
blood vessel and blood diseases. Similar to the Cancer Act, there are two authori-
ties expiring this year. The first is authorization for cooperative programs in the
diagnosis, prevention, and treatment (including the provision of emergency medi-
eal services) of heart, blood vessel, lung, and blood diseases (section 414). The
second expiring authority (section 419B) provides funding authority for all other
National Heart, Lung, and Blood Institute programs including research. As with
the Cancer Act, the Association supports the one year renewal of these Heart,
Tung, and Blood authorities with the needed adjustments in the level of
aunthorizations.

We also noted that the authority for medical library assistance programs ex-
pires on September 30, 1977. Since 1965 Congress has recognized the vital role
that information services play in the advancement of knowledge in the health
sciences. The need for federal assistance in this area remains a genuine priority
as the massive expansion of biomedical knowledge is unabated and continues to
outstrip available private resources for information services.

The Association of American Medical Colleges would appreciate your fa vorable
consideration of our recommendations concerning renewal of these programs. As
always, the Association’s staff is available to assist the subcommittee in any way
in which we can be helpful.

WHEATLEY & MILLER,
Washington, D.C.

DEAR Mg, WENGER : Pursnant to our telephone conversation of Wednesday, Feb-
ruary 23, 1977. I am enclosing three copies of a statement of the Candlelighters
for vour record on the authorization extension act.

We are cirenlating a questionnaire to our parents groups throughout the coun-
try on the status/impact of the 1971 and 1974 act upon them and will furnish
you with a copy for your consideration in shaping the acts which will supersede
the present National Cancer Act, as soon as it becomes available.

Very truly yours,
GracE Powers Moxaco,
National Liaison Chairperson, Candelighters.

STATEMEST OF THE CANDLELIGHTERS BEFORE THE SUBCOMMITTEE ON HEALTH AND
SCIENCE OF THE SENATE SUBCOMMITTEE ON HUMAN RESOURCES

Mr. Chairman and members of the committee: My name is Grace Powers
Monaco, T am representing “Candlelighters”, a national organization of families
with children affected by cancer. We wish to bring to your attention those areas
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in which federal funding authorized under the National Cancer Act of 1971 as
amended in 1974 has had the most noticeable impact on our children's lives. We
direct your attention during these hearings on a one year extension of the Na-
tional Cancer Act (HR 8539) to those programs we feel merit your further atten-
tion either through program re-approval, clarification or emphasis.

This statement is the produet of the Metropolitan Washington Candlelighters
based upon information received from parents groups in 37 states. I am accom-
panied by Mrs. Beverly McGaughy, co-founder of the Metropolitan Washington
area Candlelighters and its Legislative Chairperson.

Let me first extend on behalf of all of us our deep gratitude and appreciation
to you, Mr. Chairman, and the members of this Committee for your continuing
efforts on behalf of all persons afflicted by eancer. Your unflagging interest in
cancer research and the translation of this research into tangible programs for
detection, treatment and rehabilitation of cancer victims throughout the country
has widened the benefits of the whole cancer effort. We know that the lives of our
children have been, and are continually being extended, and in some cases pre-
served, through the cancer research efforts which this Committee has supported
through the National Cancer Institute.

Nutrition. The testimony of Candlelighters before this Committee in 1974
which motivated the Committee to explore the role of appropriate nutrition in the
treatment and rehabilitation of cancer patients and the relationship between
nutrition and cancer stemmed not only from a dearth of programs in these crucial
areas at NCI but also in large part from the fragmentary treatment of the few
programs that did exist at NCI and the dispersal of those programs in many
divisions with no one accountable for assessing the status of those programs and
making this information generally available to all those who might benefit
from it.

As set forth below, those problems still persist and motivate Candlelighters to
strongly support that this program be given a line item designation for its appro-
priation. We realize that the final decision on this is up to the Appropriations
Committee but we feel that a recommendation to them from this Committee
would earry great weight.

We have two reasons for requesting this line item designation. One is the con-
tinuing dispersion of nutrition funds at the NCIL Although the official 1977 desig-
nation under nutrition is about $7 million, the actual budget for the Diet and
Nutrition program administered by Dr. Gio Gori is $3.5 million. Although we have
made several inquiries as to the exact use of the other $314 million, we have not
been able to get a precise list of just where the money is going or exactly what it
is funding. We do know that there is still not overall coordination and authority
for all diet and nutrition related activities funded by NCIL We also know that
there is considerable internal disagreement over nutrition dollars that has re-
sulted in a suggestion by the NCI administration that the current program be
disbursed among the various other programs of the Institute. This suggestion
would be in direct conflict with this Committee's 1974 mandate and a real loss to
the citizens of this country.

Time and again the American medical community has shown itself to be dis-
interested in and hostile to the nutritional concerns of the people it serves. These
current problems at NCI are just another example of this basic antipathy. This
Committee has taken the lead in this area of awakening physician interest in
nutrition and a line item designation would continue its strong steps in that
direction.

Concerning dollars for the nutrition program, we would suggest a 15 percent
increase over the current 7.6 million figure as a bare bones minimum,

In response to your mandate on data collection and dissemination, the Diet and
Nutrition program has conducted state of the art conferences which have resulted
in a eclearly formulated approach to the overall problem. Also, the program is
almost ready to publish separate handbooks dealing with nutrition as it affects
the adult and pediatric cancer patient. Work is proceeding apace on research into
diet, nutrition and prevention, but the real news right now concerns using nutri-
tional therapy as a fourth form of cancer therapy along with surgery, radiation
and chemotherapy. We feel that this is an area of particular promise with some
very exciting preliminary studies which need to be followed up as quickly as
possible.

Cancer Control. The Cancer Control and Rehabilitation Division was incor-
porated into the cancer program authorizing legislation in 1971 in order to provide
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for a real need recognized by this Committee and Congress—to bridge the gap be-
tween reesarch and the application of that research in the practice of medicine
and public health programs. The seed money provided by control for demonstra-
tion of research results is working to bridge this gap.

Some examples are the beginning of a communication network (Controlline)
through the comprehensive centers developed with the assistance and involvement
of local agencies, public and private, concerned with cancer, most prominent in
this effort the American Cancer Society. Through these systems another link has
been foged to close the gap in providing each 1.8, citizen aceess to what is known
about cancer.

Community-based cancer control programs are in the planning and implementa-
tion stages. These programs will demonstrate to communities, partienlarly those
which do not lie within the ambit of a cancer center, how they can asses their
needs in the eancer control area and provide for them, utilizing the best informa-
tion and results available to them from Federal research efforts. This program
is another move toward the fulfillment of the concern of this Committee that all
segments of the population have access to the results of federally-funded research
and programs.

One very important effect of the control program has been its function as a
catalyst to bring together all aspects of the public and private agencies dealing
with cancer and encouraging them to work together so that input from the total
community will be received in assessing the cancer control needs of each popula-
tion involved and developing the ways to meet those needs through cooperative
efforts decreasing fragmentation and costly duplication of eancer programs,

The control program has demonstrated acute common sense in its approach to
programming for cancer control. It has acted upon the Congress' concern with
spiraling costs of hospital based care and it has initiated a series of projects to
determine, for example, whether at home rehabilitation and continuing care pro-
grams, day hospitals can work and be cost effective, It has realized that the fed-
eral treasury is not a bottomless pit and has taken steps to begin the develop-
ment of guidelines that will enable those receiving demonstration funds to
achieve financial self-support during the phasing out of federal funds thus pro-
viding some certainty that these demonstration programs will be continued after
withdrawal of federal support. It has also initiated a program by which a merit
review of projects in progress is conducted at stated intervals. If the review
indicates that the program is not or cannot perform its obligations under its
scope of work, the programs are being terminated and the moneys recyeled to
other areas of promise—it is dedicated to the best and most far reaching use of
the moneys committed to its care.

Carcinogens. We are pleased with the increased attention being devoted by the
NCI to eancer prevention, since the role of carcinogenic agents in the food we
eat, and otherwise in our environment is clearly becoming more and more recog-
nized as highly significant. We urge this Committee to give this major portion
of its research effort even greater emphasis, and request that Congress provide
carcinogenesis research with strong backing.

We also applaud the recent enactment of the Toxic Substances Control Act,
giving the Environmental Protection Agency increased power to control the man-
ufacture and distribution of cancer-causing and other hazardous materials and
to warn the public of their hazards. We hope this law will be used as an effective
means of getting at the difficult problem of reducing the harmful impact of car-
cinogenie agents once they are identified. We urge all of you to support vigorous
implementation of the new Act. A strong regulatory effort to this type can pre-
vent horrors like the current one of Kepone, nitrosamines, polyvinyl chloride and
the seemingly endless list of chemical abominations assailing the American pub-
lic in their newspaper each morning and on the television news at night,

NCI has performed a major service in assembling and publishing very detailed
survey reports on the geographie distribution of cancer. Some of the most pub-
licized portions of these reports have shown spectacularly high levels of cancer
incidence in areas of chemical pollution, such as the heavily industrialized North-
east. Other areas show abnormally high incidence rates that indicate a relation-
ship of cancer to diet.

With the release of this data, some of the localized causes of cancer became
more apparent, and thereby avoidable. Evidence ig increasing that major gains in
the future fight against cancer lie in prevention. If a chemical plant is releasing
quantities of asbestos into the air or drinking water, this can be prevented. If
our children and infants are being swathed with talcum, we should not tolerate
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a trace of asbestos in that taleum. If Red Dye No. 2 is carcincogeniec, we can elim-
inate it from our food. And as we continue to identify carcinogenic agents in the
air we breathe and the food we eat, we can eliminate them or minimize our con-
tact with them.

Reducing our exposure to carcinogenic agents is easier to implement when we
can clearly identify the agent and when we know that it is carcinogenie. How-
ever, there are many potentially carcinogenic foodstuffs and environmental pol-
lutants for which our knowledge of their effects on our bodies is not sufliciently
known.

Despite the growing public emphasis being placed on this subject, there is still
considerable unwarranted reluctance to give it the nations full and adequate
dedication and resources. For too long we have relied on wishful thinking that
those substanees which have so far been pinpointed as cancer-causing constitute
about all of the carcinogenic agents in the environment. The repeated discoveries
that certain chemicals contribute to eancer, though they had not previously been
so identified, should prove the fallacy of our wishful thinking.

Knowledge of how our body reacts to the many chemicals to which we are ex-
posed must be decreased significantly so that our health can be protected. The
problem is vast, each year new knowledge is fathered and with that a realization
of how much remains to be grasped. As just one example, it was not so long ago
that it was believed that most of the major metabolic pathways of our bodies
were well understood, and now we find vastly greater unknowns than we im-
agined. This complexity of metabolis pathways is highlighted in two recent Scien-
tific American articles on the liver. This organ, the liver, is a metabolic center
of vastly greater complexity than we imagined just a short time ago. Relative to
how the body treats ingested pollutants, the liver performs the major house-
keeping function. It produces the enzymes to break down foreign substances and
provide a first line of defense against them. We know that the liver has enzyme
gystems that digest the many foods we eat—it has enzyme systems that attack
waste produets within the body to prepare them for disposal, and it has enzyme
systems that break down trace poisons that we have eaten or that have entered
our body through the lungs in order to prepare such poisons for ultimate disposal.
In performing these functions, which poisons get through these defenses? Which
get through and lead to cancers? At what levels of exposure? And the most ironie
question of all: which non-carcinogenie substances does the liver turn into effec-
tive carcinogens as it attempts to treat them for disposal? We must take steps to
answer these and other questions for the liver and for all of the body’'s cancer-
related biochemistry. To prepare for this, now is the time to begin a new em-
phasis on the scientific studies that are to be the basis of a broader future under-
standing of the biochemistry of our bodies. This is particularly important for
those biochemistries that are most active in metabolizing ingested pollutants,
trace elements of heavy metals such as lead and arsenie.

We urge this Committee to insure that NCI and other government agencies
are sufficiently funded and staffed to do the research necessary to identify car-
cinogenie substances and to deal with them and to take steps to eliminate or con-
trol these materials as well as warn people about their danger. We have learned
that this is not always the case. Congress must further maintain an over-view
that will guarantee that these agencies live up to the expectations of the public
and the mandate of legislation dealing with research into and regulation of
cancer-causing substances.

We applaud the establishment of a Clearinghouse on Environmental Carcino-
gen within NCI as a step in the right direction in this new emphasis on the
carcinogen problem. We have fallen victims to eancer in our families, it is im-
portant that everything be done to prevent others from sharing in our experience.

Dissemination of information. One of the problems this Committee focused on
in the 1971 Aect and the 74 amendments thereto is dissemination of information
to the public and the front line physician. We have mentioned several areas
previously in this testimony which address efforts of NCI programming to Tulfill
this need. A large gap still remains.

Much of the information dissemination function has been accomplished with
the addition of the Cancer Control Program and various data banks and publie
information sections of the NCI, for example Controline, Clearinghouse for Publie
Information. However, there still remains a large gap in the area of disseminat-
ing new treatment methods to all practicing physicians and medical students.
The Cancer Control program is funding various retraining programs as demon-
stration projects at locales throughout the country. This is a good first step.
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However, we have learned that there is no way to require area doctors to attend
these or any other retraining programs and there is no standardized mechanism
whereby medical schools incorporate these new methods into their curriculum,
Instead, it is a pretty hit or miss proposition dependent on the whim or conscience
of the individual doector and the availability of federal funded retraining pro-
grams and in the case of medical schools, the decisions of the department chair-
men and faculties.

As consumers, Candlelighters feel that there should be a more regularized
system for dealing with the retaining of existing doctors and the updating of
training for new ones. With respect to medical schools, we believe that the
federal government doles sufficient funds to exert some leverage on their rapid
incorporation of the newest treatment methods in the curricula of all the medical
schools in the country. Concerning retraining of older doctors, we feel that some
means must be devised to make sure that all doctors are required to upgrade
their training on a regular basis at their own expense,

Candlelighters plans to undertake a questionnaire process in the months ahead
to assess the areas which parents of children with ecancer consider the most
crucial in new initiatives, redirection of old initiatives and will make the results
of this survey available to this Committee in its oversight process leading up to
the legislation relating to ecancer in 1978, In addition to the subjects noted in
this testimony, we will be exploring the problem of portability of insurance, the
mechanisms of catastrophie health care coverage or mandating of uniform
coverage standards on the private or non-profit insurance sector to avoid the
bankruptey of working families on top of the other strains attributable to an
experience with childhood eancer; the application of the best cancer treatment
techniques in the area of childhood cancer at medieal eenters and particularly
at the comprehensive cancer centers which hold themselves out to be all things
to cancer patients.

We thank you for the opportunity to express our concerns to you and thank
you for all you have done for us and for our children.

CITIZENS FOR THE TREATMENT oF HicH Broop PRESSURE, INC.,
Washington, D.C., February 23, 1977.
Mr. RorerT WENGER,
Professional Staff Member, Senate Human Resources Committee, Dirksen Senate
Office Building, Washington, D.C.

DeAr Bor: At the snggestion of Stan Jones, T tried to get in touch with you
in relation to testimony on 8. 754, the Health Services Act, introduced by Sen-
ator Kennedy on February 22. I did talk to Stewart Shapiro, and he informed
me that the record was open for five days for additional statements,

I am therefore enclosing the statement of Doctor Joseph Wilber, President
of the Georgia Heart Association. T would like to eall your attention to one
technical change in the language of the old bill (Public Law 94-63) which state
and county health officers agree is necessary to clear np some confusion about
the right to treat. The suggested new language appears on page two.

I have already talked to Congressman Paul Rogers, Chairman of the House
Health Subcommittee, and to Steve Lawton, Professional Counsel of that Com-
mittee, and they agree that a technical change is needed in the new bills (H.R.
3598 and 8. T54).

If you have any questions on this, I would be very glad to answer them and
look forward to an opporfunity to meet you personally.

Cordially,
MIKE GORMAN,

Enclosure,

RENEWAL OF HIGH BLOOD PRESSURE FORMULA GRANTS TO STATES

TESTIMONY BY JOosEPH WILRER, M.D., DirEcTOR OF ADULT HEALTH SERVICES,
GEORGIA, PRESIDENT, GEORGIA HEART ASSOCIATION

Mr. Chairman and members of the committee: The 1975 Health Services Act
(Public Law 94-63) authorized $15 million in fiscal 1976, and $15 million in
fiscal 1977, empowering the Seecretary of Health, Education and Welfare to
make grants to state health agencies for the purpose of establishing and main-
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taining programs for the screening, detection, diagnosis, and control of high
blood pressure.

Due to delay in appropriations in fiscal 1976 because of an Administration
veto of the Health Services Act, the formula grant program received only $3,-
750,000 in fiscal 1976. For the current year, fiscal 1977, $9 million was appropri-
ated. The Ford administration recommended $9 million for the program in fiscal
1978, the exact same amount as in the previous year,

Mr. Chairman, there is just one important change in langunage which I feel
is absolutely erucial to the sueccess of the high blood pressure program. We must
insist that treatment be included in the formula grants to the states program.
We know that this was the intent of the Congress, but we want it spelled out in
clear terms.

In the four-paragraph regulation on high blood pressure released after a six-
months delay, there was reference to prevention, detection, diagnosis and “referral
for treatment.” This “referral for treatment” language, developed by some ob-
scure lawyer in the Office of Regulations of HEW during the Ford Administra-
tion, has been greeted with either mystification or derision by state and county
health officers. They point out that to detect a hypertensive but then not have the
ability to treat him beeause of lack of funds is a patent absurdity.

On February 11-12, the state and county health officers met with officials of
both the National Heart Institute and the 314(d) formula program to straighten
this matter out before Congressional hearings were held. The general consensus
of those present was that the formula grants to the states and localities should
be used “for the sereening, detection, diagnosis, prevention and ambulatory care:
for the management of high blood pressure.” This language has been submitfed
to the House Health Subcommittee by myself on behalf of the Southeastern Re-
gional Counecil on High Blood Pressure and the New England Council for High
Blood Pressure, whose President is Doctor John Karefa-Smart, of Roxbury,
Massachusetts.

The greatest benefit to be gained by treatment of early hypertensives is in the
field of prevention. This is the first preventive program being launched against
a major chronie disease, It keeps people out of hospitals, becanse 99 percent of its
vietims can be treated on an ambulatory basis. For example, chronic kidney
failure requiring kidney dialysis costs $20,000 a year for each patient hospitalized.
In our experience in Georgia, we have found that anywhere from 25 to 50 percent
of those suffering from end-stage kidney failure could have been treated success-
fully if their high blood pressure had been detected and treated earlier. The facts
of high blood pressure treatment are these :

(1) In a great number of people with hypertension, drug therapy is not neces-
sary. In the report of the Joint National Committee on Detection, Evaluation and
Treatment of High Blood Pressure, reprinted in the Journal of the American
Medical Association January 17, 1977, it is pointed out that in a large percentage
of the patients with a 90-1035 diastolic range (90 is considered normal) treatment
should start with non-drug therapy. This treatment includes reduced salt intake,
weight control, no smoking, ete. It is obviously very reasonable.

(2) Patients with diastolic pressure of 105 or more should receive drug therapy.
The annual costs of the medications :

(a) For generic name prescriptions, $70 a year. This comes to about 36 a
month. Very importantly, publie programs engage in bulk buying of generie drugs
because of the savings achieved.

(b) Trade name prescriptions, $£131 per year.

(8) A rough estimate of state high blood pressure control program directors
early this year indicates that about 15 to 20 percent of their total programs goes
into total treatment costs. The rest is for sereening, detection, diagnosis and pre-
vention. According to Doctor Robert Levy, Director of the Heart Institute, we
still have about ten million Americans who are either not aware that they have
hypertension or are on no therapy at all for one reason or another. It is also
important to note that creation of public awareness is a long-term problem—in
other words, you can detect and motivate only a certain number of people eaclr
year, This is obviously a cost limitation factor.

(4) Even using the most conservative estimates of benefits and the most
liberal estimates of treatment costs, the National Heart Institute estimates that
the average benefit-to-cost ratio of hypertension control is £1.24 for every dollar
spent. In other words, treatment returns 25 percent more than it costs.

I have been in the field of hypertension for more than 20 years, and I have
worked among many of the poor folk in the rural areas of Georgia. Some of my
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patients cannot pay the small amount of money for drugs to control their disease.
I have been very fortunate in the fact that President Carter, as Chief Executive
of my state, started the first ten hypertension treatment clinies for those who had
no physicians or eould not afford the drugs.

In 1974, then Governor Carter recognized high blood pressure as a major public
health problem and he also recognized that stroke (the third leading cause of
«leath) was the most preventable of all the major killers and cripplers by control
‘of high blood pressure. As a result Georgia was the first State to appropriate
public funds ($500,000) to begin community programs to detect and treat high
‘blood pressure. The South Carolina and Mississippi legislatures have followed
suit and also have begun public health efforts to control high blood pressure,
With the passage of the 1975 Health Services Act all of the states have begun
programs and for the first time there is naticnal recognition that this is a com-
mon publie health problem where results will be seen in terms of reduced deaths
and disability immediately if the majority of the people with hypertension can
be detected, educated and treated. It would be a tremendous step backward not
to increase the funds available to the states at this time when programs are just
getting underway in a majority of the states.

The theme of the Third National Conference on High Blood Pressure Control
will be “long-term maintenance of therapy.” We have chosen this theme because
we know that hypertension drugs must be taken over a lifetime, just as the
diabetic takes insulin. We have a large drop-out rate among those we detect as
hypertensive, and we attribute a great deal of this to two factors: lack of motiva-
tion to go to the doctor when you have no symptoms, and the constant fear that
it will cost a great deal of money, a fear wkich is totally unjustified.

In other words, Mr. Chairman, we are just beginning to do the job. We are
reasonably confident that additional state legislatures, depending upon their
financial condition, will vote additional monies for the treatment of those who
are unable to afford treatment, but we need help in conguering the national
problem which affects 28 million of our citizens.

The allotments to the states are based upon population and financial needs.
They are woefully inadequate; only two states—California and New York—
receive more than $£500,000, and most states receive less than $100,000, The
National Center for Health Statistics has reported that there are a minimum of
23 million hypertensives in the United States; only 30 percent of these are both
aware of the disease and are receiving adequate therapy. The other 70 percent
comprise 29 percent who do not know that they have the disease; 23 percent
who have been detected but have received no treatment, and 19 percent who have
been detected but are receiving inadequate therapy for a variety of reasons,

Why are detection and treatment so important in this disease which has no
manifest symptoms?

First of all, because health officials of the Department of Health, Education,
and Welfare have on numerous occasgions in recent years categorically stated
that, undetected and untreated, high blood pressure is responsible for at least
200,000 deaths each year., It can, and frequently does, lead to stroke, heart
attack, heart failure and kidney failure.

For these reasons, early in 1972, along with the American Heart Association,
the American Medical Association, the American Nurses Association, the National
Kidney Foundation, the National Medical Association, the American Hospital
Association, Citizens for the Treatment of High Blood Pressure, the American
College of Cardiology, the American Osteopathic Association, and many other
organizations, HEW launched a campaign designed to alert the 50 percent of
the people who had high blood pressure but did not know it and, as a second
step, to bring about control of this disease everywhere possible.

Last year, commenting on these efforts, the House Appropriations Committee
noted that the number of persons unaware that they have high blood pressure
has dropped by five million—from nearly 50 percent to about 30 percent. The
number of patients with good control of their high blood pressure has doubled—
from about two million to over four million. While these figures are encouraging,
the House report noted that there are still over seven million Americans unaware
of their high blood pressure, and an even larger number who are aware but not
receiving adequate therapy.

Coneluding its section on high blood pressure, the House Appropriations Com-
mittee stated that “it has been informed that it is not unreasonable o expect that
an all-out effort to control blood pressure in a given state or community would
reduce the number of strokes by at least one-third, eliminate three-fourths of




the cases of heart failure, reduce kidney failure by ten to fifteen percent, and
produce a drop in the number of heart attacks. The state-of-the-art exists, and
the present resources of the health care delivery system are adequate to accom-
plish this task.”

Working closely with the National Heart, Lung and Blood Institute, whose
Coordinating Committee on High Blood Pressure is made up of the national
organizations cited above plus representatives of state and city programs, the
National Center for Health Statistics recently reported that over a two year
period, the death rate from hypertension alone declined a remarkable twenty-one
percent ; the death rate from hypertensive heart and renal disease declined four-
teen percent, and the stroke death declined 9.6 percent. We do not contend that
this entire drop is due to our joint efforts, but we know that none of these declines
in morbidity existed before the inception of the program.

The declines which have been achieved, apart from humanitarian considera-
tions, are dramatically cost effective in holding down our nation’s medical care
bill. For example, circulatory problems, the common result of prolonged hyper-
tension, are responsible for 26 million days of hospitalization each year. Further-
more, data from the Social Security Administration indicate that hypertension
and its consequences account for the largest single number of disability claims,

Now to the state picture: As state health officinls, our job is to bring the
results of the research and edueational work of the Heart Institute to the victim
of high blood pressure. I could cite many examples of this, but one will have to
suffice :

Several months ago, the Joint National Committee on Detection, Evaluation
and Treatment of High Blood Pressure released its long awaited report on Guide-
lines for the Detection and Treatment of High Blood Pressure. This is an invalu-
able tool. These Guidelines have been reprinted in full in the January 17, 1977
issue of the Journal of the American Medical Association, along with an editorial
by Doector William R. Barclay, Editor of the Journal, urging all physicians to
give them their most careful attention. In a recent article in National Jowrnal
devoted to the erucial problem of bridging the gap between our rapidly accumu-
lating research knowledge and its application to the patient, Doctor Donald
Fredrickson, Director of the National Institutes, singled this report out as the
most striking example of the research community working closely with the
practitioners of medicine.

We will use these materials at the state and local level, but we also need
funding to carry out their recommendations. An article in the Journal of the
American Medical Association, however important, is not going to control one
case of high blood pressure.

A few of the state legislatures have appropriated money for high blood pres-
sure control, but many of the states face grave financial deficits and do not have
the wherewithall to finance practical detection and treatment programs at the
grass roots,

For that reason, on February 11 and 12 state health officials met with officials
of the National Heart Institute and representatives of major national organiza-
tions to closen our ties and to see that there is no duplication in our efforts. The
Heart Institute has the major research function in hypertension; we at the state
and local level have the major diagnostic and treatment responsibility.

Mr. Chairman, we understand fully the time pressures under which you are
working and the necessity just now for a one year renewal of the expiring high
blood pressure authorization. We believe that a minimum of $30 million is needed
in Fiscal 1978 in formula grants to the states to accomplish our objectives. We
cannot let this program which has been so successful and so cost effective stand
still.

On our part at the state and local level, we pledge to you continuing efforts to
raise funds to carry to final success one of the great crusades in American

medical history.

Cystic Fierosis FOUNDATION,
Washington, D.C., March 8, 1977.
Hon. Epwarp M. KENNEDY,
Chairman, Subcommittee on Health, Commitice on Human Resources, U.8.
Senate, Dirksen Senate Ofice Building, Washington, D.C.
Dear SEvaTorR KENNEDY : The Cystic Fibrosis Foundation wishes to commend
the Committee for the proposal to extend for one year the Health Services Re-
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search Bill (8.754) thereby providing an opportunity for deliberate consideration
during the next year on the National Heart, Lung and Blood Act and the Na-
tional Research Service Awards Act.

These Acts are of vital concern to the scientific and medical community of the
Foundation and to the patients who suffer from eystic fibrosis and related lung
damaging diseases, '

We would like to offer our support and assistance at the time substantive
hearings are held to design the future of these programs.

Respectfully,
Mrs. Ropert F. TuLcin,
President,

Cystic FiBrROSIS FOUNDATION,
Washington, D.C., March 8, 1977.
Hon. Epwarp M. KENNEDY,
Chairman, Subcommitice on Health, Commitice on Human Resources, U.S.
Senate, Dirksen Senate Office Building, Washington, D.C.

Dear SexaTor KExXNEDY : On behalf of the Cystic Fibrosis Foundation, T would
like to submit the enclosed statement for the record of the hearings on 8, 755,
the Health Services Bill.

Respectfully,
Mrs. Roserr F, TULCIN,
President.
Enclosure.

STATEMENT oF THE Cysrtic Fisrosis FouspaTioN oN HEALTH SERVICES Binn (S.
755) FOR THE SUBCOMMITTEE ON HEALTH, CoMMITTEE ON HUMAN RESOURCES,
U.S. SENATE

Washington, D.C., March 8, 1977.

The Cystic Fibrosis Foundation wounld like to commend the Subcommittee on
Health for the concern for maternal and ehild health demonstrated by the Health
Services bill (8, 755).

Health care for patients with eystic fibrosis at the present time, conservatively
stated, is $50 million annually ($200 million by 1990). The $4.5 million provided
by the Crippled Children’s Programs and the 82.2 million provided for pediatric
pulmonary centers through the Bureau of Maternal and Child Health are the
major sources of government funds for health care for these patients and for
patients with related lung damaging diseases.

The inclusion of title V of the Social Security Act in the health programs to
receive a 13-percent increase in authorization in fiscal year 1977 indicates a vital
interest in the continuity of the programs funded under title V and a deep com-
mitment to the improvement of the health of mothers and children.

The Cystic Fibrosis Foundation strongly supports a more equitable formula
for the allocation of funds among the States, development of standards for uni-
formity in distribution of these funds, an emphasis on continuing health care for
the chronically ill when they attain the age of 18-21 and increased support for
related research and training programs.

The Cystic Fibrosis Foundation offers its support and assistance in the review
of this program during the next year and in designing future program plans.

FEDERATION OF AMERICAN SoCIETIES FOR EXPERIMENTAL BIoLoGy,
Bethesda, Md., February 25, 1977,
Hon., Epwarp M. KENNEDY,
Chairman, Subcommittee on Health and Scientific Research, Committee on
Human Resources, U.S. Senate, Washington, D.C.

Dear SExaror KENNEDY: As you know the enabling legislation for several
major biomedical research activities will expire during 1977. Prominent among
the programs affected are those in cancer, cardiovascular, pulmonary, and blood
research as well as research training for all of the Institutes of the National
Institutes of Health.

Re-enactment of the expiring authorities is of great interest to the biological
community and the subject has generated widespread discussion in recent months,
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From those discussions has emerged considerable support for a 1-year renewal
of the authorities, with slight increases in funding levels appropriate to higher
costs. The rationale for the 1-year renewal arises from the stated intent of your
Committee and that in the House to hold comprehensive hearings on the nation’s
biomedical and behavioral research programs later this year. Additionally, there
is the desirability of permitting a new Administration sufficient time to review
these activities and establish its own strategy and priorities.

The Inter-Society Council for Biology and Medicine urges your support for
this legislative strategy. The Council is composed of representatives of the follow-
ing organizations:

Federation of American Societies for Experimental Biology,
American Institute of Biological Sciences,

American Society of Allied Health Professions,

American Society for Medical Technology,

American Society for Microbiology,

Association of American Medical Colleges,

National Society for Medical Research,

We are in complete agreement that these reviews are both timely and highly
desirable and provide the opportunity for further st rengthening of these programs
of such importance to the health of the American people.

We reiterate our support for the 1-year renewal. Further, when the oversight
hearings are scheduled, the individual organizations comprising the Council
would appreciate the opportunity to testify as appropriate,

Sincerely yours,
Evcese L. Hess, Ph. D.,
Executive Director.

HeALTH INSURANCE ASSOCIATION OF AMERICA,
Washington, D.C., February 15, 1977.
Hon. Epwarp M. KENNEDY,
U.8. Senate, Russecll Senate Office Building,
Washington, D.C.

Dear SENATOR KENNEDY : T want to express our support for the proposed one
year extension, without substantive amendment, of The National Health Plan-
ning and Resonrces Development Act of 1974, Public Law 93-641. Since 1969,
the Health Insurance Association of America has favored a constructive program
of Health Planning and Resources Development, We supported the original pas-
sage of Public Law 93-641 in 1974.

A 1-year extension of the Act without amendment would give the new Ad-
ministration an opportunity to review the issues raised by the Act and is in the
best interest of health planning for our nation. However, should amendments to
the Act be discussed, the Health Insurance Association of America will bave
amendments to offer for your congideration. They may include :

1. A change of the makeup of the HSA boards ;

2. A permanent health planning act ;

3. Coverage of all health facilities by certificate-of-need requirements;

4. Development of a data consortinum in each state ;

5. Giving HSA’s the ability to recommend and state health planning and
development agencies the power to decertify excess health care services and
facilities ;

6. Provide funds for health facilities, that have had services decertified, to
retire the debt incurred for the development of the service ;

7. Increased funding for HSAs ; and

8 Establish the principle of disclosure by health care institutions as a
prerequisite to rate control.

These are some of the areas we believe should be considered for amendment;
and will be happy to discuss them with you and your staff when you are prepared
to accept substantive amendments to the Act.

Thank you for your consideration.

Sincerely,

CaLviy P. JOHNSON.
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MEepICAL LIBRARY ASSOCIATION, INC,
Washington, D.C., March 4, 1977.
Hon. Epwarp M, KENNEDY,
Chairman, Subcommittee on Health, Senate Labor and Public Welfare Com-
mittee, U.S. Senate, New Senate Office Building, Washington, D.C.

DeAr Sexator KExNeEpy: T am writing to eall to your attention the strong
interest and concern of the Medical Library Association in renewal of extension
of the Medical Libraries Act which is part of S-754. The Regional Medical
Library program brought into being by the initial Medical Library Assistance
Act of 1966 is probably the single most important factor over the past 10 years
in transforming a collection of physically decreipt and resource-limited group of
health libraries into a modern information delivery network. Through extensions
of this legislation we have seen develop a strong grass roots community hospital
library program which contributes directly to enhancing the application of new
health knowledge to the delivery of health eare to the consumer. We have seen
improvements in the technological effectiveness of information delivery systems
through new non-print media. We have seen innovative computer applications
to the management of libraries, We have experienced a change in the profession
of medieal librarianship from curatorship to active participation in the health
care delivery team. All of these activities contribute to better utilization of scarce
health manpower, and thus affect the quality of health care.

In urging your support of this legislation, we would also like to recommend
that this bill, which is only a 1-year extension, be changed to a longer time period,
i.e., 3-0 years. Also, we would urge that the Senate include an actual amount for
the fiscal allocations rather than the present nonspecific language. At least $10
million will be necessary for effectively continuing these worthwhile programs,
consolidating the work that has begun and providing a base for further innova-
tion in health information management. Information, quality information, is vital
to growth and progress. Thank you for your attention,

Sincerely yours,
NINA W. MATHESON,
Chairman, Legislation Commitiee.

—

MENTAL HEALTH ASSOCIATION,
Arlington, Va., March 11, 1977,

Hon. EpwaArp M. KENNEDY,

Chairman, Subcommittee on Health and Scientific Research, Commitice on
Human Resources, U.S, Senate, Russell Senate Office Building, Washington,
D.C.

DeAr SENATOR KENNEDY : Regarding proposed legislation renewing for one year
(fiscal year 1978) the Community Mental Health Centers (CMHC) Act, we will
appreciate your consideration and support of our recommendations on authoriza-
tions and limited technical amendments.

We are also hopeful that the House and Senate Reports related to this year's
renewal legislation will include langnage calling for Congress to consider several
possible modifications in the Act when long term extension is considered next
year.

Our recommendations on both these matters are enclosed.

Yours sincerely,
HitpA Rowrixns, Chair
Pullic Affairs/Service
Delivery Committee,
Enclosure.

STATEMENT OF THE MENTAL HEALTH ASS0CIATION ON 8. 765, THE HEALTH SERVICES,
HEMOPHILIA AND HEALTH PLANNING AND DEVELOPMENT EXTENSION Act oF 1977

BUBMITTED BY IRVING H. CHASE, CHAIRMAN, COMMUNITY MEXNTAL HEALTH CENTERS
RENEWAL EBURCOMMITTEE, PURBLIC AFFAIRS-SERVICE DELIVERY COMMITTEE, THE
MENTAL HEALTH ASSOCIATION, ARLINGTON, VA., AND PRESIDENT, HENRY THAYER
€0., CAMBRIDGE, MASS.
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ATTACHMENT NO. 1—MENTAL HEALTH ASSOCIATION,NATIONAL HEADQUARTERS

RECOMMENDATIONS FOR AUTHORIZATIONS FOR THE COMMUNITY MENTAL HEALTH CENTERS PROGRAM
FISCAL YEAR 1978

Recommended
for neu_f:ants Number of
(millions) new grants
Initial operations_ .. ... $56.4 100
Planning and development : 6.9 150
Consultation and eduCatION. . .. .o .eoecn e e e e e s 7.8 100
Conversion.. . -.....- - 25.3 100
Financial distress. 3.9 il
100.3

Total... ...

Mr. Chairman and members of the committee: My name is Irving H. Chase, I
reside in Lincoln, Massachusetts, and am President of the Henry Thayer Com-
pany, engaged in the business of food processing and packaging.

I am pleased to present the views of the Mental Health Association, a national
citizens' organization working to ensure adequate services for the mentally ill.
I am a past president of this Association, past president of the Massachusetts
Division of the Association, and currently serve on the National Public Affairs-
Service Delivery Committee as Chairman of the Subcommittee on Community
Mental Health Centers (CMHCs) Renewal Legislation.

Mr. Chairman, my testimony will support the early passage of 8, 756 and urge
an inerease in the authorization level for the Community Mental Health Centers
(OMHC) section of the Act.

I will also offer several preliminary recommendations in reference to long-term
extension of the CMHC Act, which we understand will be reviewed soon for 1978
legislation.

1. Recommendations regarding authorization levels for CMHCs in fiscal year
1978

The Association recommends $100,300,000 in authorizations for new com-
munity mental health services in FY 1978 (attachment #1). Following is a
breakdown of our recommendations.

INITIATION GRANTS

The Association is placing particular emphasis on the need for an authorization
of $36.4 million for Initial Operations, which would fund 100 new Community
Mental Health Centers (CMHCs).

There has been a sharp reduction in funding for Community Mental Health
Centers since 1972, Following is a review of the recent history of Federal support
to start new CMHCs.

|In millions of dollars]
Funds for
new services Funds for new
Funds to start in existiing Construction children's
new CMHC's CMHC's funds services

Fiscal year:
15

1 Includes funds to convert from 5 to 12 services, and consultation and education money.

In 1972, there was $45.1 million to start new OMHCs and that amount had
decreased to $26.5 million by 1977. If an inflation factor is added, that differential

is even more startling.
It is true that as of 1975, the Federal government started to put some funds
into the development of new services in existing CMHCs, in addition to providing

87-300—77—S8




support to start new centers. Important as funds for new services in existing
centers are, they do not help that 60 percent of the nation that still has not
received its first dollar in CMHC start-up funds.

There is considerable accumulation from previous years of approved but un-
funded Community Mental Health Centers grants, Currently, there are 38 com-
munities awaiting initiation grants to start new centers, and many more will be
added to that list shortly. In addition, there are 139 other grants that have not
been funded, in areas related to Consultation and Education, Conversion grants,
ete. The total needed to fund all of these grants, and the start-up grants, is $51.2
million. We want to underscore again that all of these grants are a backlog from
previous years. During fiscal year 1978, an equal number of grant requests is
anticipated. The need is there. It is just a question of getting the additional
funds.

It is also important to note that the Federal funds represent only about 35
percent of the total dollars that are being spent on CMHC services. The other
largest part of the funding dollar comes from state government (30 percent),
followed by local government (11 percent).

Congress has established a goal of complete national coverage of 1500 Com-
munity Mental Health Centers by 1980. Presently, there are 649 Federally
funded centers. Although the Association has concluded that it will not be
possible fo achieve the 1980 target, it is erucial that Congress support a very
substantial increase in the fiscal year 1978 funding for new centers, if the nation
is to make even modest progress toward the goal of national coverage.

PLANNING AND DEVELOPMENT

The Association is recommending $6.9 million which would provide 150 Plan-
ning and Development grants. Recognizing the strong support from the Adminis-
tration for moving the CMHC program forward and anticipating continued
strong support from Congress, the Association is recommending funding for 150
new Planning and Development Grants, A number of communities have held back
in recent years in planning for new CMHCs because of the previous Administra-
tion’s opposition to funding Centers. There are currently 40 approved but un-
funded planning grants, and it is expected that the momentum of the receipt of
planning grants will accelerate later in the fiscal year. Funding for 150 new
Planning and Development grants would provide adequate support to meet the
expected new impetus coming from communities throughout the country.

CONSULTATION AND EDUCATION (C. & E.)

The Association is recommending $7.8 million for fiscal year 1978, which
would provide for 100 new C. & E. grants,

Centers, by providing C. & E. services, reach out into the community. They
consult at the local level with individuals and groups, including clergy, police,
#chools and courts, who are the first to come in contact with people suffering
from emotional problems. This results in early case-finding, an important part of
preventive mental health services. It also allows for early intervention in life
crises, which can reduce the incidence of mental illness. This service is truly on
the eutting edge of Community Mental Health Center care.

CONVERSION

The Mental Health Association is recommending $25.3 million which wounld
provide for 100 conversion grants, Funding of conversion grants for CMHCs has
been seriously short in both fiscal year 1976 and fiseal year 1977. As a resulf,
many Community Mental Health Centers that wanted to convert from 5 to the
newly mandated 12 services, have been unable to do so. This is in the face of the
fact that such conversion was mandated by the OMHC Act passed in 1975. §25.3
million would be sufficient to meet the need in fiscal year 1978, assuming that
centers will be given two years after receipt of the conversion grant to provide
these 12 mandated services.

FINANCIAL DISTRESS

The Mental Health Association is recommending $3.9 million, which would pro-
vide for 25 Financial Distress grants. The Association has had mixed feelings
regarding their support of the financial distress program. To provide much in the
way of support to the communities that have already received eight years of
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federal grant support, while two-thirds of the nation goes without any federal
start-up funds for CMHCs, is questionable practice. We support distress grants
only where the need is well documented and the CMHC has carried out a well-
planned effort to seek other funds,

CONTINUED SUPPORT FOR CHILDREN'S SERVICES UNDER THE ACT

Nineteen Children's Services (under part F of the CMHC Act of 1975) are in
catechment areas not served by Centers. Current law states that unless they con-
vert to become full fledged CMHCS, they will lose Federal funding at the end of
fiscal year 1977. Many of these nineteen are special services that do not easily
lend themselves to providing an adequate base to become a CMHC. We therefore
would support a technical amendment to 8. 755 which will provide one more year
for Centers supported under the Act before the 1975 amendments to meet the
requirements of Section 201.

CMHC CONVERSION GRANTS

The 1975 CMHC Act required that all Centers convert from five to twelve
services within two years. However, appropriations have been inadequate to per-
mit all CMHCs to convert to the twelve mandated services.

Centers qualifying for and unable to obtain Federal assistance for conversion
shonld not lose all Federal assistance because of failure to meet the requirements
of the 1975 Act. The technical amendment alluded to above will provide relief
especially for two groups of services. (1) free standing childrens’ programs sup-
ported under provisions of Part F, and (2) a number of CMHCs with continuing
funding problems.

II. Preliminary Recommendations Related to Possible Modifications In the Long-
Term Extension of the CMHC Act

1. Federal matching funds to provide states with money for development of
one-year state-wide comprehensive mental health projects.

The President has established a President’s Commission on Mental Health,
which will study and make recommendations regarding major unmet mental
health needs in the nation. A similar study has not been conducted since the
Joint Commission on Mental Illness and Health in 1961,

In follow-up to the 1961 Joint Commission Report, Federal matching funds
were provided to states to carry out statewide comprehensive community mental
health planning projects. These planning projects resulted in many changes in
the care and treatment of the mentally ill, including the enactment of Com-
munity Mental Health Service Acts in a number of states.

The Joint Commission Report and the state mental health planning that fol-
lowed were complementary. Both were needed to achieve change. The Joint Com-
mission detailed mental health problems on a national level, but the state plan-
ning was essential if the states were fo discover and take action on their own
mental health needs,

In recent years, there have been major changes in the delivery of mental health
services. But it is not clear that adequate services are being delivered. Indeed,
there are indications of major gaps, such as failure to provide adequate assistance
to patients leaving state mental hospitals.

There are many other questions and problem areas that should be addressed
through a new statewide planning effort. Therefore, the Mental Health Associa-
tion is recommending that in 1978, legislation be enacted that provides for Fed-
eral matching funds to states fo engage in statewide comprehensive community
mental health planning projects. While this would be a large scale, time limited
(1 year) effort, one objective would be to assure continuing mental health plan-
ning capacity at the state level.

Specificially, the purpose of the planning effort would be to encourage the
states to:

(1) Consider the advantages of developing an integrated mental health de-
livery system, bringing together the state mental hospitals and community mental
health services. This might inelude having all patients who are admitted to state
mental hospitals enter through the Community Mental Health care system. It
might also include financial incentives to community mental health eare contained
in “single stream” funding. That is, it could provide funds to the Community
Mental Health systems, which in turn could fund state mental hospital care,
similar to the California system. It might include taking steps to develop a system
which provides for continuity of care, including emphasis on the provision of
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community support systems for persons leaving state mental hospitals and other
mental health facilities.

(2) Begin planning for the advent of national health insurance and its impact
on State funding of mental health services,

(3) Study and make recommendations concerning the development of a con-
tinuing mental health planning capacity within the state mental health authority.

(4) Consider how much of a state mental health authority’s efforts should
continue to be focused on the delivery of services, as opposed to becoming prin-
cipally an authority for planning, financing, program review, etc., of mental
health services,

(5) Examine the state mental health code in relationship to new model mental
health codes now available,

(6) Plan for more adequate untilization on title XVI (Supplemental Security
Income) and title XX (Social Services) funds under the Social Security Act,

(7) Review the Medicaid policy in relationship to funding of mental health
services,

(8) Consider mental health research needs and possible State involvement in
funding more research.

(9) Study the need for developing an ongoing mental health manpower training
capacity at the state level.

2. Consideration of permitting communities lo start Community Mental Health
Cenlers with fewer than 12 services and of providing for a longer time io
achiceve the 12 mandaled services

The Community Mental Health Centers Act, as amended in 1975, mandated that
all new CMHCs provide twelve services, instead of just five, as required under
the old legislation. It also mandated centers currently receiving Federal funds to
develop the twelve services within 2 years,

The increased funding needed to start new CMHCs providing the full twelve
services, and the increased money needed to convert existing centers to twelve
services, have made it morve difficult for those communities that have no Federal
CMHC start-up money to obtain such funding. Presently, 649 communities out
of 1,600 have received Federal funds to start new CMHCs,

In 1977, $26.5 million went to start new centers, while $28 million went to
provide new services in existing centers,

The Mental Health Association recommends that this problem be studied in
depth, with a view toward spreading the Federal dollar to more communities
that have received no Federal funds. This might mean cutting back on the num-
ber of services required to start new CMHCs, and permitting a longer period
until centers would have to provide the full spectrum of twelve services.

3. Changes in the CMTHC Act and the National Health Planning and Resources
Development Act, to bring general provisions of one Act into conformity with
the other

Changes are needed in the CMHC Act and the National Health Planning and

Resources Development Aect to bring several provisionsg in the one act into con-

formity with the other.

(1) The CMHC Act should require that its catchment areas be changed so
that none lies in more than one Health Service Area.

(2) The composition and definition of the governing board memberships should
be changed in the Health Planning Aet to be consistent with the CMHC Act.

(3) The CMHC Act and the Health Planning Act should be modified to require
that provisions related to CMHO planning mandate their integration into the

Health Systems Agency and state plans,

NATIONAL ASSOCIATION OF CoMMmUNITY HEALTH CENTERS, INC.,
Washington, D.C., February 28, 1977.
Hon. Epwarp M. KENNEDY,
Chairman, Subcommitee on Health and Scientific Research,
Washington, D.C,

Dear Mg, CaamyMaN ¢ With respect to hearings whieh are in progress to extend
expiring programs under the Health Services Administration, T am hereby sub-
mitting statements of our P'resident, Janice Robinson, and Treasurer, Daniel
Hawkins.
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These statements reflect the official position of our organization relating to the
Community Health Center and Migrant Health programs, currently authorized
under Sections 319 and 330 of the Public Health Service Act.

On behalf of our Association, I would appreciate your incorporating the
enclosed statements as part of the official record. As always, your consideration
of our views and recommendations is deeply appreciated.

Sincerely,
TrHoMAS J. VAN COVERDEN,
Policy Analyst.

STATEMENT OF JANICE RoBINsoN, RN, M.S., PRESIDENT, NATIONAL ASSOCIATION OF
CoMMUNITY HEALTH CENTERS, INC.

1 am Janice Robinson, President of the National Association of Community
Health Centers and Executive Director of the Neighborhood Health Services
Program of St. Luke's Hospital Center, a Community Health Center in New
York City serving in excess of 20,000 patients. Our organization represents both
Community and Migrant Health programs throughout the United States. As my
colleague will address specific issues on Migrant Health, I shall focus on Com-
munity Health Centers.

First, I want to thank you Mr. Chairman, and the Members of this Subcom-
mittee for their support of the community and migrant health center programs.
These programs have proven their effectiveness and can be termed successiul by
any standard. I am here today to highlight those successes and ask for your
continued support.

During the past several years, Community Health Centers (CHC) have proven
to be a singularity effective model for the provision of quality health services for
the unserved and underserved throughout the country. Fiscal year 1976 and 1977
have seen a continuation of the management progress which has impressed even
skepties. The attached chart compares progress from 1975 through fiscal 1978
(estimates based upon revised 1978 budget). Comparing fiscal year 1975 to fiseal
year 1976, the number of persons served by CHC's increased from 1,425,000 to
2.539,160, an increase of 1,114,160, over 1 million patients or T8 percent. The
estimate for fiscal year 1977 is 3,328,000, an additional increase of 31 percent.
These significant inereases, a reflection of national economic distress and need,
did not retard further advancements in providing maximally cost-effective
services:

1. The number of encounters (fiscal year 1975 to fiscal year 1976) increased
from 6.6 million to 10 million, an increase of 52 percent. In fiscal year 1977,
the number is expected to reach 11.7 million—an additional 17 percent.

2. Cost per encounter, calculated in grant funds, decreased from $30 to $20,
a decrease of 33 percent. In fiscal year 1977, it is expected to reach $15—
an additional 10 percent.

3. Annualized total cost per person served decreased from $204 to $129, a
decrease of $75 or 86 percent. This $129 per capita cost for Community
Health Center patients compares to data in the 1974 statistical abstract of
the United States which indicated a per capita cost of $214 for comparable
services as a national average.

4. Third-party receipts, which have increased because of improved billing
and collection procedures and other management p ractices, rose from $62 mil-
lion to $03.7 million or 51 percent. The increase as a percent of total operating
costs rose from 22 percent in 1975 to 20 percent in 1976, Again we expect to
improve in 1977.

These data are particularly significant when compared to increases in the
national inflation rate for health care during the same periods. Community
Health Centers are clearly cost effective,

Statisties also indicate significant results in the improvement of health status
for those served. DHEW's own data indicates that Community Health Center
clients have a 34-percent lower rate of hospitalization than the overall national
average. o

University-based studies have confirmed the positive impact of CHC services.
Chabot found a 28-percent decrease in infant mortality in areas of Denver,
Colorado, served by Community Health Centers. Gordis found a 60-percent re-
duection in hospitalization for rhemuatic fever in areas of Baltimore, Maryland,
served by CHCs over a ten-year period. Kiein documented a 50-percent reduction
in hospital days for children in Rochester, New York, served by Community
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Health Centers. Dr. Mildred Moorehead indicated a higher quality of eare ratings
than the 10 medical school affiliated hospital departments and seven group prac-
tices sampled.

Thus, Community Health Centers today are serving a greatly increased number
of patients compared to a year ago. They are providing cost-effective, high quality
services. We are pleased to see that the new administration has recommended o
£14 million increase for fiseal year 1978 ; however, even an appropriation of this
amount would little more than offset inflationary costs for existing services,

Using data supplied by the Congressional Budget Office to determine in a
realistic manner the amount required to maintain enrrent services, the incrense
at which we have arrived from fiseal year 1977 to fiscal year 1978 is 6.7 percent
based upon (1) a GNP deflator factor of 5.2 percent applied to administrative
costs (at 23 percent of total operating costs), and (2) the CBO medical care price
index of 7.1 percent applied to direct and indirect medical care costs (abont 77
percent of total operating costs). Based upon a sampling review of several
centers, experience shows that costs have inereased steadily from 8-12 percent.
If CBO's 6.7-percent projection is correct it wonld mean a decrease in the rate of
escalation.

Using CBO's projection, the minimum necessary to continue current services
through fiscal year 1978 is $229,550,000,

I would point out, however, this calenlation does not take into consideration
inereased utilization, which has been experienced with consistency during the
past few years. Two major causes have been (1) the large numbers of nn-
employed in the highest of unemployed areas—the inner city, those who lack
third-party coverage, and (2) greater numbers of people, both ecity dwellers
and agricultural workers and their families, with inadequate incomes to afford
health care if it were available or inadequate insurance coverage by employers.
In both eases these groups are defined as medically indigent, and in many cases
can only rely upon the loeal health center for decent health care.

With respect fo 3d party receipts, the budget projects an increase of $23.6
million for fiscal year 1978, This projection is questionable because it does not
take into account proposed reductions in state Medicaid programs. As much as
85 percent of all 3d party receipts are from Medicaid. New York, for example, has
recently proposed a 10 percent across-the-hboard reduction in their reimbursement
rates in addition to a $.50 charge for prescription drngs and elimination of some
services. This alone would reduce DHEWS fiscal year 1979 projection by $2.5
million to £3 million. While health centers are proud of their achievements in
maximizing 3d party receipts the fact remains—state budgets are strained and
Medieaid appears to be a prime target. A recent survey by the National Gover-
nor's Conference notes that some 18 States are contemplating reductions in their
Medicaid programs.

Moreover, a total increase in 3d party receipts does not clearly reflect the
fact that in most states, Medicare and Medicaid do not either fully reimburse
for the cost of services nor cover all necessary services, For example, the finan-
cial records of a center in Minneapolis show that on the average, the center
loses $19 per visit for its Medicaid patients. So although the center may collect
more dollars by treating more Title XIX eligibles, it still operates at a deficit,
which must be supported by other means. Further, by law, a center must pro-
vide a range of services to all individuals in its target area, regardless of
ability to pay or third-party coverage.

With respect to new projects, the revised budget projects funding 90 new
projects. At a minimum this would require an additional $20 million, based upon
experience. If this money is not made available, the only way services can be
expanded to new areas is by reducing services in existing areas. I contend
strongly this would be a mistake. To do so wonld reduce the effect of such
programs as nutrition eduecation, ontreach, social services and transportation
to mention a few. Yet it is these services which are characteristic of the Com-
munity Health Center program and have led to its success, i.e. keeping people
well through prevention and continuity of care and therefore, avoiding more
costly institutional eare.

Finally, T wonld call to your attention the fact there are still some 44,900,000
people who have a shortage of personal health services, according to DHEW.
Currently the Community Health Center program provides services to 4,154,000.
Although we have penetrated into this area, we still are serving only 9.03 per-
cent of the underserved population. The figures are clear, a lot more needs to
be done.
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Mr. Chairman, with your support I feel we have demonstrated both the effec-
tiveness and viability of Community and Migrant Health Centers. At a time when
we all are concerned with the question of “COST", our programs have done some-
thing about it.

Aceordingly T urge you to support as the level of authorization for fiscal 1978
the following:

Millions
Community Health Centers $280.0
Migrant Health Centers. - e 52.5
Thank you.
COMMUNITY HEALTH CENTERS

Fiscal year—
1975 1976 1977 1978
Category actual actual eslimate estimate
Total projects._ .. ... e . 204 302 422 512
Budgst authority (in mill - ¥ $196. 7 §196.7 $215.1 $229.1
Number of persons served. A 1, 425, 000 2,539, 160 3, 328, 000 4, 154, 000
Number of encounters. .. 6, 555, 000 9,984, 304 11,727, 200 16, 509, 400
Annualized total (cost per person served). 5204 $129 §112 $104
All grant funds E:osl per person served). $138 375 $65 $55
All grant funds (cost per encounter). ____ $30 $20 $18 $14
3d party receipts (in millions) (rounded). __ $62 $93.7 $114.5 $156.4
3d party receipts as percent of total operating.- - 22 29 31 36
Primary physician encounter (per hour)... e e eeeeme 2.5 e 2.3 3.0

PREPARED STATEMENT OoF DANIEL R. HAwWEKINS, Jk., Prosecr Director, SU
CLINIcA FAMILIAR, 2018 Prase St., HARLINGEN, TEX.

PRESENTED TO THE SENATE COMMITTEE ON HUMAN RESOURCES, SUBCOMMITTEE ON
HEALTH AND SCIENTIFIC RESEARCH

February 28, 1977.

Mr. Chairman and members of the committee, my name is Daniel R. Hawkins,
Jr.: 1 am Director of a health center funded primarily under Sec. 31 9 of Public
Law 94-63, which provides comprehensive health services to members of migrant
and seasonal farmworker families in southernmost Texas. As a first order of
business, I wish to express my appreciation for having been given the opportunity
to speak to you on behalf of farmworkers as you consider legislation to continne
the work of centers such as ours, which for thousands of Americans are the only
source of accessible health care.

For the past two years, those appearing before you have painted a bleak picture
of the Campesinos’ health status, given the fact that Migrant Health Centers
reach only 10 percent of the eligible population, and less than 5 percent qualify
for coverage under titles 18 and 19. My purpose today is to bring you some good
news, for a change. During the past two years, with little more than a 25-percent
inerease in appropriations, Migrant Health Centers have extended their services
to 35 percent more patients, and have increased their productivity by better than
50 percent. They have managed to reduce ‘the overall cost per patient visit by
20 percent,’ and have increased third party revenues to equal 8 percent ® of their
total operating income. Surely, you will agree that thisis an outstanding record
of achievement by the Migrant Health Centers, and that it clearly reflects the
commitment to maximum efficiency on the part of the centers’ management staff
and Board Members,

There is, however, a continued sordid side to this issue, one which continues to
affect the centers and the communities they serve. As a direct result of increased
appropriations and greater efficiency, the Migrant Health program is now reach-
ing only 15 percent of the eligible population ; * worse, less than one-tenth of one
percent are served by the authorization hospitalization program.

Thus, with no increased coverage by Medicare or Medicaid, more than 80 per-
cent of the population which legislation is intended to serve are presently without
access to decent health services.

19\ .gustiliﬂclatlm:}i of appropriation estimate for Committee on Appropriations, fiscal year
78, vol. I, p. 41.
:Hj:ilg.. p. 41’1. compared with the President’s fiscal year 1977 budget request, p. 84.
. D 42.
4 Ibid., p. 41.
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Thus, we again find ourselves approaching you with our collective hand ex-
tended, asking for “more” ; and, while we are conscious of the difficult economic
situation confronting this Nation and the Congress, we eannot in good conscience
continue to quietly tolerate incidents such as the recent indictment of two women
on separate charges of negligent homicide—for having abandoned their newborn
infants in drainage ditches, where both helpless creatures died. IT it is true, as
the women sald that they had so acted not because the children were unwanted,
but because they could not afford to care for the infants, both of whom were sick
and in need of considerable medical attention, then our society must accept the
role of “unindicted co-conspirator” for having allowed these incidents to oeeur.

At the present time, HEW's figures indicate that there are 2,700,000 members
of migrant and seasonal farmworker families in the nation.® If one aceepts the
fact that the Migrant Health Centers are rendering adequate health eare to their
patients at an anual cost of $94 each—about 15 percent of the average national
per capita health expenditure—then the program would require some $255 million
in order to provide sufficient outpatient care to all qualifying individuals. Assum-
ing that as much as 20 percent of this cost were to be met with other resources—
a figure which may, in faet, be unreasonably high—we are nevertheless left with
a required investment of some $204 million. Further, inpatient care needs would
require an additional $217 million.”

There is another matter which, T believe, merits the attention of the Subcom-
mittee : during fiscal year 1977 some $4.5 million—an amount roughly equivalent
to the entire increase voted for Migrant Health Centers—has been conscripted
for use in the Administration’s rural health strategy, While I do not deny the
need for developing services in presently unserved or underserved rural (and
urban) areas, I must in conscience register my protest against the use of funds
intended to serve farmworkers for that purpose. I argue this point for several
reasons :

As a result of the Administration’s action, existing Migrant Health Centers
are faced with the prospect of continuing to function at existing or reduced
funding levels, or of seeking funds under the rural health initiative strategy
which in turn requires extension of services to a general rural population,
in many instances at the expense of serving farmworkers.

Migrant and seasonal farmworkers live and work in rural areas, it is
true; but existing Migrant Health Centers have developed as much because
of the failure of rural health systems to relate to the special needs of
campesinos as because of an insufficiency of medical manpower in those
areas. The development of rural health systems in areas where migrants
spend but a small part of the year will do little to accomplish the intent of
this legislation.

Given the limited funding available for developmental rural health proj-
ects, and the Administration's system of measuring efficiency among such
projects, it has become increasingly difficult for the projects to offer non-
medical support services, such as social services and patient advocacy—
services which are vitally necessary in serving farmworkers, and which
have set migrant and community health centers apart from common medical
care systems.

Numerous existing Migrant Health Centers face obliteration as a result
of the focus on underserved areas. Consider, if you will, the case of a project
located in a midwest farming area which serves 2 or 3 counties, none of
which are “medically underserved”, and none of which meet the “high
impact” requirement of Public Law 94-63. Yet, for several months each year,
thousands of migrants enter the area to work in the erop harvest. I submit
than several on-going migrant health centers find themselves in such a
predicament.

Should the Congress feel it appropriate to foster the development of health
systems in rural and urban underserved areas, then I would suggest that such
an effort be granted legislative authority. In the interim, we ask simply that such

t Ibid, p. 41.

* Arrived at using the following formula :
No. migrants/seasonal farmworkers 2,714, 000
National rate of hospitalization (percent) X.08

No. of farmworkers needing hospltalization 217,120
1977 estimated cost/admission 1, 000

Total cost for hospital services $217, 120, 000




109

an (;ift‘ort not be undertaken at the expense of the already-downtrodden farm-
WOorker,

In sum, migrant health centers have, over the past two years, made great
strides toward providing more and better service to farmworkers, and have
proven their worth as an integral component of this country’s health delivery
system. We are still, however, far short of meeting the existing need ; to accom-
plish this formidable task, we ask you to reaffirm the Congressional commitment
toward that end and to provide us with the necessary tools for the job. We ask
for an authorization of not less than $52.5 million for fiscal year 1978,

On behalf of the campesinos we serve, please accept my sincere gratitude for
vour demonstrated concern for these issues, y que el dios les bendiga.

MIGRANT HEALTH CENTERS

Fiscal year
1975 1976 1977 1978
Category actual actual estimated estimated
2 e Sl | Ll Sl i e T 105 97 125 125
Budget authority Gin millions). ... ... . ... $19.2 §25 $30 §30
Number of persons served. ..o oooe oo 390, 000 400, 000 493, 000 459, 000
Potential eligible population 000 2,714,000 2, 700, 000 2, 700, 000
Migrants________ 714, 000 , 000 00,
Seasonals. . 2, 000, 000 2, 000, D00 2, 000, 000
Number of encounters. .. ... - ..o ommeoemnm 800, 000 998, :
Annualized total (cost per person served)...... . 1 $98 § $
All grant funds (cost per person served). .. ... §61 $53 $53 53
Annualized total (cost per encounter).. .. .oeeoo-—- #1125 e r R $49 $47 $47
All grant funds (cost per encounter). . §37 $31 $30
T L e R mmceme--e- $3,120,000 33,800,000  $3,800, 000
3d party receipts as percent of total operating_. ... 8 8 8
Hospitalization program:
| AR TR §2, 256, 000 $2, 500, 000 $3, 000, 000 £3, 000, 000
Persons served . b , 080 3,125 3,333 3, 000
R R R $742 $800 $900 $1, 000

NATIONAL ASSOCIATION OF COUNTIES,
Washington, D.C., February 22, 1977.
Hon. Epwarp M., KENNEDY,
Chairman, Subcommitiee on Health,
U.8. Senate, Washington, D.C.
DeAR Mg, CHAIRMAN : As Chairman of the Health and Education Policy Steer-
ing Committee for the National Association of Counties (NACo)," I would like

1 NACo is the only national organization representing county government in the United
States. Its membership includes urban, suburban, and rural counties which bave joined
together for the common purpose of strengthening county government to meet the needs
of all Americans. By virtue of a county’s membership, all its elected and appointed officials
become participants In an organization dedicated to the following goals: improving
county government; serving as the national spokesman for county government; acting
as a ilaison between the Nation’s counties and other levels of government ; and, achieving
public understanding of the role of counties in the Federal system.

to submit the following statement in support of your intention to postpone con-
sideration of changes in Public Law 93-641 (The National Health Planning and
Resources Development Act of 1974) and other expiring Public Health Service
Act authorities.

With the exception of one problem in a key provision of Public Law 93-641
which can be addressed in the Committee Report, we strongly support a simple
one year extension of these expiring Public Health Service Act programs. This
means that we will not seek enactment of health planning amendments that we
have been promoting over the last few years. These amendments would do the
following :

Clarify the relationship between public Health Systems Agency (HSA)
governing boards and their governing bodies. The boards should a) appoint
governing body members; b) approve the agency’s health systems plan and
annual implementation plan; ¢) confirm the appointment of staff director;
and, d) approve the agency’s budget.
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Define “Public Officials” as local elected officials or their representatives
representing units of general purpose governments.

Authorize elected officials to appoint directly at least one-third of the
members of a private, nonprofit HSA governing body.

NACo staff have been making site visits to a number of HSAs around the
country. They have been finding deficiencies in the structural aspects of some
HSAs. We are not asking for legislative changes to correct these deficiencies, We
are sure that the Chairman and members of the subcommittee do not wish to
perpetuate these deficiencies. They would, however, be locked in if Public Law
93641 were extended without elarification on the part of the Committee when it
reports out the 1-year bill,

Between April, 1978 and September 30, 1978 every one of the HSAs which are
now conditionally designated will apply for unconditional full designation. HEW
will have no middle course at that time between granting a full designation to
an agency that meets very minimal standards, or withdrawing designation com-
pletely and reopening competition in a health service area. It is not realistic to
assume that under these cirenmstances any agency but the most blatantly in-
competent or abusive will fail to gain full designation. Frankly, I do not believe
that a single current agency will not win approval and hence a release from many
pressures to perform responsibly. If this were to occur, the Committee wonld then
;Je faced with the task of writing major revisions into a fundamentally good
aw.

The Committee has several simple alternative options this year in order to
prevent this occurrence. We ask that the current designation provisions be altered
s0 that no HSA can be fully designated prior to 36 months of conditional desig-
nation. This will allow ample time for study and the development of creative
alternatives to the current “all or nothing” provisions regarding HSA designa-
tion. Furthermore, this will give Public Law 93641 the precise trial period that
is the major reason for not making changes in the law this year. The solution
might be achieved by stating in the Committee Report that it is the intent of
Congress to delay full designation for a specified time.

Another alternative which would involve even less tinkering with the law than
altering the current designation provision would be to extend the legislation for
six months instead of a year. While this provides the same essential safeguards,
it also provides much less time for study and review. The six month extension
would make Public Law 93-641 subject to serious congressional attention prior
to full designation of the vast majority of HSAs.

One more very technical issue would also be well served by congressional
attention next year. In section 1512(b) (3) (I1) the words “equal to" ironically
penalize those rural health interests which they were inserted to protect, As
health service areas now exist, it is not unusual in a mixed metropolitan/non-
metropolitan area for the population to be more than 80 percent metropolitan
even in an apparently rural area, viz., Utah. It would be a simple matter to
replace “equal to” with less restrictive language that would allow better repre-
sentation for diverse rural areas on HSA boards. Under the current language,
board and committee memberships must often virtually exclude rural representa-
tives.

In summary, NACo's principal concern is that private, non-profit, free standing
health planning agencies might affect the health care of areas withont answering
directly to the eitizenry for their decisions. But county and other loecal officials,
who are accountable for supplying health care (often the health care of last
resort) must then answer to the citizenry for the decisions made by these gquasi-
governmental agencies.

The effectiveness and accountability of the health systems agencies depend on
the composition of their governing bodies. NACo stresses strong involvement by
local elected officials in health planning. Specifically, local governments with
substantial health involvement should directly appoint one-third of the private,
nonprofit HSA board members. Local governments should be granted propor-
tionate representation throughout the health service area. Language that ex-
presses these concerns could be incorporated into the Committee Report on the
extension of Public Law 93-641.

Mr. Chairman, NACo is ready to support your efforts to develop a rational,
systematie health planning program and will continue to push for the objectives
of Public Law 93-641: the control of health costs and to redress the uneven
distribution and quality of care,
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If you have any questions about our position, please contact Mike Gemmell of
our national staff,

Sincerely,
TERRANCE Prrrs, Chairman.

Mogrris AssocIATEs, INc,
Washington, D.C., March I, 1977.
Hon. Epwarp M, KENNEDY,
Chairman, Health Subcommittee, Dirksen Senate Office Building,
Washington, D.C.

DeaR Mz, CEAmRMAN: Enclosed is a statement prepared for the National
Council of Community Mental Health Centers, which we represent, concerning
the fiscal year 1978 renewal of the Community Mental Health Centers Act for
inclusion in the record of hearings on the Health Services Extension bill, 8 755.

Thank you.

Sincerely
; Curis KOYANAGL

NATIONAL COUNCIL OF COMMUNITY MENTAL HEALTH CENTERS,
Washingon, D.C., February 28, 1977.

STATEMENT PRESENTED TO SUBCOMMITTEE OF HEALTH, HumAN Resources CoM-
MrTTEE, U.S. SENATE, CONCERNING 8. 755, HeArtH SERVICES EXTENSION AcCT

This statement is submitted on behalf of the National Couneil of Community
Mental Health Centers (NCCMHC) representing 343 community mental health
centers, most of which receive federal grants under the CMHC Act, and another
178 agencies which are developing CMHC programs or which have a direct
interest in community mental health.

The bill now pending before the subcommittee, would extend health services
programs, including the CMHC Act, for one more year to ensure continued opera-
tions of all CMHCs pending a more substantial review of the program, which we
understand the subcommittee plans later this year.

NCOMHC supports the concept that current legislation should be enacted for
one more year while the new Administration reviews health services programs
and devises its own policy recommendations, thus the Counci] urges the speedy
enactment of 8. 755.

8. 755 will extend the provisions passed by Congress in Public Law 94-63,
title III, the 1975 amendments to the CMHC Act. This was a landmark piece of
legislation, Not only did the 1975 amendments reject the administration’s argu-
ment that CMHCs were so successful that the federal program should be entirely
discontinued, but this marked the first time that the comprehensive services
which CMHCs provide were specifically spelled out in the law.

Under the 1975 amendments, it is clear that no population group will be denied
services in a CMHC, whether it be low-income persons, children, elderly, alcoholics
or drug abusers. Moreover, the requirements for screening of patients released
from institutions will, when fully implemented have the effect of laying the
groundwork for a true system of community care for the mentally ill. There have
been many documentations of the shortcomings of deinstitutional policies where
no community services are in place and where no one in the community takes
on the responsibility for released patients. The most recent of these is a GAO
report, entitled “Returning the Mentally Disabled to the Community—Government
Needs to do More”.

Public Law 94-63 also stressed the importance of “community” in community
menta]l health centers by requiring, where this is practical, that such programs
be run by community boards.

All of these changes, and more, have set a standard of excellence for CMHC
programs. To date, most of the previousiy-operating CMHCs (of which there
were about 600) have adjusted their programs, added services where necessary,
and are moving toward the new definition in Public Law 94-63; about half are
already funded through the Publie Law 94-63 grants, However, since the process
of upgrading the existing centers is still underway, it is not possible to ac-
curately access the impact of the new standards. This is another reason why
a one yvear extension of the law with no substantial changes is good policy. We




need to see how this new program will operate before giving serious considera-
tion to substantive amendments to the CMHO Act.

However, in order to continue the CMHC program for another year it is nee-
essary not only to renew the authorizations, as does S755, but also to extend
the current deadline in the law for the addition of new services by those centers
operating prior fo enactment of Public Law 94-63. Unless this can be done,
about one third to one half of the existing centers will be out of compliance
during fiscal year 1978 and become ineligible for further financial assistance
through continuation grants.

This has come about for several reasons—lack of funding for the newly re-
quired services, slowness in the development of policy guidlines by NIMH, failure
of NIMH to publish regulations for the new services authorized under the pro-
gram until November 1976 (and then only in draft form) and finally the fact
that it has taken the CMHCs longer than expected to fully understand the re-
quirements and impact of the new law. Of these problems, clearly the most
significant and important is the lack of funding through the conversion grant
authority, with only $40 million having been authorized over the two year
period to enable about 600 centers to add several new services each.

A one-year extension of the services requirement would enable the CMHC
program to continue to function until a more thorough review can be made. In
this respect, H.R. 3598 introduced by Congressman Rogers includes language
which would make this extension in the services requirements, and NCCMHC
urges this subcommittee to include such language in the Senate version of the
bill.

On the question of specific authorizations for S755, attached is a table of
NCCMHC recommendations for flscal year 1978 funding for CMHC programs
which we have forwarded to the appropriations committees, These funds are
urgently needed, and indeed the funding in these recommendations is far less
than that which could be profitably used. Even if this amount were appropriated
many worthwhile programs would have to wait until future years for funding.

In conclusion, NOCMHC urges the subcommittee to amend S755 to include
an extension of the deadline for compliance with new services requirements
of Public Law 04-63, such as is included in H.R. 3598, and to include authoriza-
tions for CMHCs at least at the level which NCOMHOQO believes should be ap-
propriated for the coming fiscal year.

COMMUNITY MENTAL HEALTH CENTERS PROGRAM—FEDERAL APPROPRIATIONS AND BUDGET REQUESTS
[In millions of dollars]

Fiscal year 1978
Fiscal year 1977 Fiscal year 1978 NCCMHC
appropriation  budget request proposal
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NATIONAL GOVERNORS' CONFERENCE,
February 24, 1977.
Hon. EopwaArp M. KENNEDY,
U.8. Senate,
Russell Senate Office Building,
Washington, D.C.

DeAr SexaTorR KENNEDY : As you know, the Governors have some serious con-
cerns about the present National Health Planning and Resources Development
Act of 1974 (P.L. 93-641). Knowing that the law would be renewed by this
session of the 95th Congress, I asked Governor Richard D. Lamm (Colorado) to
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develop the position of the National Governors' Conference on amending the law.

It is clear that the Congress and President Carter would prefer to extend
Public Law 93-641 for one year with the promise of full hearings at an early
date. It is Governor Lamm’'s understanding that you would prefer to have no
changes in the law—even of a technical nature. It is the position of the National
Governors' Conference that technical amendments are necessary in the following
respects :

1. The ability of public health systems agencies (HSA's) to govern themselves
is serionsly compromised. The public HSA should have the same power to approve
plans, confirm staff appointments and approve its budget as is presently granted
to an HSA which happens also to be a private nonprofit corporation.

2. The Governors of many States will have difficulty integrating the statewide
Health Coordinating Council (SHCC) into the State’s health policymaking strue-
ture. He or she ghould be permitted to appoint the chairperson of the SHCC.

3. The Act presently empowers the SHCC to approve or disapprove the ex-
penditure of state funds provided through a variety of federal formula grants.
The SHCC should be permitted to make recommendations to the Governor on
sguch expenditures.

4, The Act requires the State Health Planning and Development Agency
(SHPDA) to compile the plans of HSA's into a state health plan. The SHPDA
shonld be permitted to establish a uniform format for HSA plans in order to
facilitate this compilation.

5. The law presently empowers HSA's to approve each use of state funds
provided through federal formula grants. The opinion of the HSA on such
expenditures should be expressed to the Governor—mot to the Secretary of
Health, Education, and Welfare,

6. The Act specifies an appeals procedure for SHPDA decisions which is both
consictont with state law and to an agency of the State other than the SHPDA.
In many States, these two prescriptions are contradictory ; in these States, the
first level of appeal is to a higher authority within the same agency.

7. At several points, Public Law 93-641 requires that “public hearings” be
held during reviews of proposed new health services. The statutory requirements
for public hearings (e.g., keeping of transeripts, appointment of hearing officer,
retention of counsel, ete.) are clearly inappropriate except in the case of a
final decision by a state ageney or official.

8. The Act now requires an HSA to enter into agreements with other planning
and regulatory bodies within its area. It is unlikely that many such agencies
will submit their actions to review against the priorities of an HSA. It would be
helpful to ask the HSA to seek agreements which are mutually satisfactory to
themselves and to the agencies with whom they must coordinate.

0. The Act has been interpreted to allow a single 90-day period for the review
of a proposed new institutional health service by both the HSA and the SHPDA.
A 90-day review period has proven insufficient for a competent and thorough
review of major proposals,

It is our hope that you can give serious consideration fo these technical
changes as you extend the authorization of Public Law 93-641 for 1 year.
Amendment of these aspects of the law is not a new idea : Last spring, we worked
very closely with your staff to develop amendments which would address these
problems. We view these as the short-range problems with the law and Governor
Lamm is in the process of surveying his colleagues to identify the more serious
diffienlties which are being encountered as the States gain more experience with
the new health planning universe.

I am in sympathy with your effort to allow the new Administration some
time to develop its strategy for a national health policy. In keeping with that
attitude, we are prepared to see the health planning system exist as it is for
1 year. It is a corrollary of that intention that no health systems ageney should
be given full designation during that year.

Governor Lamm and I look forward to working with you and your colleagues
toward a workable health planning system. We respect your desire to move
cautiously at this time and we look forward to the opportunity to present all
of our concerns to you in the near future.

Sincerely,
Gov. Ricaarp K. K~NEIP,
Chairman, NGC Committee on Human Resources.
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Joun H. VErse,
Arlington, Va. April 4, 1977,
Re: 8. 755, Health Services, Hemophilia and Health Planning and Development
Extension Act of 1977. Amendments relating to medical student transfers.
Hon. Epwarp M, KENNEDY,
Chairman, Subcommittee on Health and Scientific Research, Russell Senate O flice
Building, Washington, D.C.

DeAr Mg, CHAIRMAN: I write this in anticipation of—and in opposition to—
“technical” amendments to S-755. I respectfully request, further, that these
comments be made a part of the hearing record on the bill,

Section T(i) (3) of the House bill (H.R. 4976) contains a proposed amendment
postponing the effective date of medical student transfer provisions of the Public
Health Service Act (§771(b) (3) (A))* which would substantially and adversely
affect thousands of American students studying in foreign medieal schools,
including approximately 2,500 American students at Guadalajara (Universidad
Autonoma de Guadalajara).

In the 6 months that have passed since the Act was approved, the Department
of H.E.W., disregarding the express congressional mandate that the transfer
provisions are to become effective the Fall Semester of this year,” has failed to
issne even proposed rules or to actively solicit public comment. It is recognized
that drafting regulations may require complex considerations, however, H.E.W.
could clearly publish proposed, broadly defined gunidelines and receive the benefit
of objective public comment, with a view to implementing regulations flexible
enough to meet specific problems that may come up.

H.E.W. laid the groundwork for its foot-dragging shortly after the Act was
approved by the President. In November 1976, the Department issued the fol-
lowing statement : “It is possible . . . that the provision could be amended before
it takes effect.” In December H.E. \\ published this statement: “Pending clari-
fication of requirements, it appears that a student identified by the Secretary
as eligible wonld not be assured of a position in a U.S. medieal school, at least
not in any given year.”

Thus, in arrogant disregard of the statutory time-frame, the Department of
H.E.W., in ostrich-like fashion, has avoided its responsibility rather than acting
upon it.

In a very brief exchange during House hearings (Tr., Vol. I, pp. 62-64), the
issue was all but ignored. Rep. Rogers indicated to Dr. Margulies (Dep. Ad-
ministrator, Health Resources Administration, H.E.W.), that amendments would
be made to accommodate H.E.W.’s problem.

I urge you, and the members of the Health Subcommittee, when this comes
up, that H.E.W.'s bureaucratic delinguency not be condoned by legislative amend-
ment, but rather that H.E.W. witnesses be required to explain their inaction, and
further, that the committee go on record by emphasizing executive branch
responsibilities to earry out existing law.

My brother, and thousands like him who have a record of academie excellence
and a burning desire to practice medicine, but who have found a limited and
restrictive domestic medical school market, are anxious to participate in the
well-conceived transfer plan. Their present frustrations with H.E.W. are compli-
cated by National Board of Medical Examiners' action, within weeks after the
law was enacted, restricting access to the examination for students studying
abroad.

Your efforts, and that of the committee, are greatly appreciated.

Respectfully yours,
Joaw H, VETNE

1 Enacted as part of the “Health Professions Educational Assistance Act of 1076,
Publie Law 94—454 ; 90 Stat. 2243, approved Oct. 12, 1976, 3

2 According to the terms of the act, § IRHAJ the fall 1077 semester is “the school
Fear beginning immediately before the fiscal year" starting October 1977.
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Senator Scuwerker. I thank the witnesses this morning. We will
recess the hearing at this time.

[Whereupon at 11 :45 a.m., the committee adjourned, subject to the
call of the Chair. ]
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