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SUITE 200, ONE DUPONT CIRCLE, N.W., WASHINGTON. D.C. 20036

January 25, 1974

MEMORANDUM

TO: CAS Administrative Board

FROM: Connie Choate, Secretary to August G. Swanson, M.D.

SUBJECT: Next Meeting

The next meeting of the Administrative Board will be on March 6,
1974, the day preceding the CAS Spring Meeting. The meeting will begin
at 10:00 a.m. and end at 9:30 p.m. That evening, Dr. Lionel Bernstein,
of the Office of the Assistant Secretary for Health, will join the Board
for cocktails and dinner followed by a discussion period. The meeting will
be held at the Mayflower Hotel. The meeting on March 6 will replace the
meeting previously scheduled for March 21.

Enclosed is the material on the Spring Meeting that has been
sent to the entire CAS mailing list. Please be sure and fill out your
hotel reservation forms and mail them directly to the Mayflower Hotel.
I would appreciate your also filling out the attendance form and return-
ing it to me as soon as possible. Please note that the AAMC will reim-
burse your expenses (coach airfare) to cover the Administrative Board
(March 6) but not the CAS Spring Meeting (March 7-8).

Ronald W. Estabrook, Ph.D.
Jack W. Cole, M.D.
Carmine D. Clemente, Ph.D.
Robert M. Blizzard, M.D.
A. Jay Bollet, M.D.
David R. Challoner. M.D.

cc: Daniel C. Tosteson, M.D.
Sherman M. Mellinkoff, M.D.
AAMC Executive Staff
DAA Division Directors
Mary H. Littlemeyer

Enclosures

D. Kay Clawson, M.D.
Rolla B. Hill, Jr., M.D.
Leslie T. Webster, M.D.
Ernst Knobil, Ph.D.
Robert G. Petersdorf, M.D.
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otorK4g- ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200. ONE DUPONT CIRCLE. N.W.. WASHINGTON, D.C. 20036

JANUARY 25, 1974 CAS BRIEFS NO. 23

ATTACHED IS Tr UtliqRAM FOR THE CAS SPROG MEETING TO
BE HELD ARCH / i .1/4, AT THE MAYFLOWER HOTEL IN WASH-
INGTON, .C. ALL AS REPRESENTATIVES AND OFFICERS OF MEM-

BER SOCIETIES ARE INVITED TO ATTEND.

ENCLOSED IS A HOTEL RESERVATION FORM WHICH IS TO BE 
SENT DIRECTLY TO THE MAYFLOWER HOTEL. PLEASE SEND IN YOUR
RESERVATION CARD AS SOON AS POSSIBLE. IHE HOTEL WILL NOT

GUARANTEE SPACE AFTER FEBRUARY 22, 1974.

THERE WILL BE A $20.00 REGISTRATION FEE TO COVER THE
PST OF THE TWO LUNCHEONS AND THE RECEPTION AT THE AAMC.
['LEASE SEND YOUR CHECK WITH THE ENCLOSED FORM INDICATING
WHETHER OR NOT YOU WILL ATTEND BY FEBRUARY 15, 19/4. A
SELF-ADDRESSED ENVELOPE IS ENCLOSED FOR YOUR CONVENIENCE.

MS. CONNIE CHOATE
SECRETARY TO
AUGUST G. SWANSON, M.D.
DIRECTOR OF ACADEMIC AFFAIRS

ENCLOSURES - HOTEL RESERVATION CARP (TO BE SENT DIRECTLY TO
THE MAYFLOWER HOTEL)

ATTUDANCE FQRM (I0 BE SENT TO CONNIE CHOATE AT
AAMC WITH $20.0U IF ATTENDING)

CAS SPRING MEETING PROGRAM

COUNCIL OF ACADEMIC SOCIETIES
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, N.W., WAS
HINGTON, D.C. 20036

COUNCIL OF ACADEMIC SOCIETIES SPRING MEETING

March 7 - 8, 1974

Mayflower Hotel, Washington, D.C.

THURSDAY, MARCH 7, 1974 

9:00 a.m. - 12:30 p.m. 

CAS BUSINESS MEETING

12:30 p.m. - 2:00 p.m. 

CAS LUNCHEON - Guest speaker to be announced

2:00 p.m. - 5:00 p.m. 

CAS GENERAL SESSION

Biomedical Research & Health Legislation, 1974:

Mr. Harley M. Dirks, Professional Staff Member

Senate Appropriations Committee

Mr. Lee Goldman, Staff Director

Senate Health Subcommittee of the

Committee on Labor & Public Welfare

Mr. Stephan Lawton, Counsel

Subcommittee on Public Health & Environment of the

Committee on Interstate & Foreign Commerce

John A. D. Cooper, M.D., President

Association of American Medical Colleges

5:30 p.m. - 7:30 p.m. 

Reception at AAMC offices, 1 Dupont Circle

FRIDAY, MARCH 8, 1974 

9:00 a.m. - 12 Noon 

Debate on Tenure Policies - See attached page

12 Noon - 1:30 p.m. 

CAS LUNCHEON - Guest speaker to be announced

2:00 p.m. - 4:00 p.m. 

Debate on Collective Bargaining - See attached page
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COUNCIL OF ACADEMIC SOCIETIES
SPRING PROGRAM
March 8, 1974

9:00 a.m. - 4:00 p.m.
Mayflower Hotel
Washington, D. C.

THE EFFECT OF TENURE POLICIES & COLLECTIVE BARGAINING
ON FACULTY DEVELOPMENT

Debate on Tenure Policies:

RESOLVED, THAT ACADEMIC TENURE IS OUTMODED AND SHOULD BE
ABOLISHED

MODERATOR & DISCUSSION LEADER:

Sherman M. Mellinkoff, M.D.
Dean
The UCLA School of Medicine

SPEAKER FOR THE MOTION (20 min.):

Cheves McC. Smythe, M.D., Dean
The University of Texas
Medical School at Houston

REBUTTAL

REBUTTAL

SPEAKER AGAINST THE MOTION (20 min.):

Mr. William Van Alstyne
Professor of Law
Duke University School of Law

(10 min.): Dr. Smythe

(10 min.): Mr. Van Alstyne

DISCUSSION FROM FLOOR (60 min.)

* * *

Debate on Collective Bargaining:

RESOLVED, THAT COLLECTIVE BARGAINING BY THE FACULTY WILL
STRENGTHEN BOTH RESEARCH AND EDUCATIONAL PROGRAMS IN
UNIVERSITIES

SPEAKER FOR THE MOTION

Otto M. Lilien, M.D.
Professor and Chairman
Department of Urology
State University of New
Upstate Medical Center

MODERATOR 8 DISCUSSION LEADER:

Ludwig Eichna, M.D.
Professor & Chairman
Department of Medicine
SUNY, Downstate Medical Center

(20 min.):

York

SPEAKER AGAINST THE MOTION (20 min.):

John N. Lein, M.D.
Associate Dean for
Continuing Educat.:.on & Development

University of Washington
School of Medicine

REBUTTAL (10 min.): Dr. Lilien

REBUTTAL (10 min.): Dr. Lein

DISCUSSION FROM FLOOR (60 min.)
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, N.W., WASHINGTON, D.C. 20036

ATTENDANCE FORM 

PLEASE FILL OUT AND RETURN TO CONNIE CHOATE BY FEBRUARY 15, 1974

I WILL   WILL NOT   ATTEND THE CAS SPRING MEETING

ON MARCH 7 & 8, 1974, AT THE MAYFLOWER HOTEL IN WASHING—

TON, D.C.

ENCLOSED IS MY CHECK FOR $20.00  

NAME (PLEASE PRINT)

ADDRESS

SOCIETY

DATE
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TO:

FROM:

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, N.W., WASHINGTON, D.C. 20036

Officers and Representatives of CAS Member Societies

Connie Choate, Secretary to August G. Swanson, M.D.

SUBJECT: CAS Spring Meeting

Attached is the final program for the CAS Spring
Meeting to be held March 7-8, 1974, at the Mayflower Hotel
here in Washington, D.C.

If you have not already done so, please fill out

the enclosed attendance form, indicating whether or not you
will attend, and return it to me immediately. If you desire

hotel reservations at the Mayflower, please contact the hotel

directly at (202) 347-3000.

Attachments
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, NW., WASHINGTON, D.C. 20036

PROGRAM
FOR

COUNCIL OF ACADEMIC SOCIETIES SPRING MEETING

March 7 - 8, 1974
Mayflower Hotel, Washington, D.C.

THURSDAY, MARCH 7, 1974 

9:00 a.m. - 12:30 p.m.

CAS BUSINESS MEETING
Colonial Room
(Lower Level)

12:30 p.m. - 2:00 p.m. 

CAS LUNCHEON - Guest speaker:
Chinese Room The Honorable William Roy
(Main Level) United States House of Representatives

2:00 p.m. - 5:00 p.m.

CAS GENERAL SESSION
Colonial Room
(Lower Level)

Biomedical Research & Health Legislation, 1974:

Mr. Harley M. Dirks, Professional Staff Member
Senate Appropriations Committee

Mr. Lee Goldman, Staff Director
Senate Health Subcommittee of the
Committee on Labor & Public Welfare

Mr. Stephan Lawton, Counsel
Subcommittee on Public Health & Environment of the
Committee on Interstate & Foreign Commerce

John A. D. Cooper, M.D., President
Association of American Medical Colleges

5:30 p.m. - 7:30 p.m. 

Reception at AAMC offices, 1 Dupont Circle

continued . .
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COUNCIL OF ACADEMIC SOCIETIES
SPRING PROGRAM
March 8, 1974

9:00 a.m. - 4:00 p.m.
Colonial Room
Mayflower Hotel
Washington, D.C.

THE EFFECT OF TENURE POLICIES & COLLECTIVE BARGAINING
ON FACULTY DEVELOPMENT

Debate on Tenure Policies:

RESOLVED, THAT ACADEMIC TENURE IS OUTMODED AND SHOULD BE
ABOLISHED

MODERATOR & DISCUSSION LEADER:

Sherman M. Mellinkoff, M.D.
Dean
The UCLA School of Medicine

SPEAKER FOR THE MOTION (20 min.):

Cheves McC. Smythe, M.D., Dean
The University of Texas
Medical School at Houston

REBUTTAL

REBUTTAL

(10 min.):

(10 min.):

SPEAKER AGAINST THE MOTION (20 min.):

Mr. William Van Alstyne
Professor of Law
Duke University School of Law

Dr. Smythe

Mr. Van Alstyne

DISCUSSION FROM FLOOR (60 min.)

* * *

Debate on Collective Bargaining:

RESOLVED, THAT COLLECTIVE BARGAINING BY THE FACULTY WILL
STRENGTHEN BOTH RESEARCH AND EDUCATIONAL PROGRAMS IN
UNIVERSITIES

MODERATOR & DISCUSSION LEADER:

Ludwig Eichna, M.D.
Professor & Chairman
Department of Medicine
SUNY, Downstate Medical Center

SPEAKER FOR THE MOTION (20 min.):

Otto M. Lilien, M.D.
Professor and Chairman
Department of Urology
State University of New York
Upstate Medical Center

REBUTTAL (10 min.):

REBUTTAL (10 min.):

SPEAKER AGAINST THE MOTION (20 min.):

John N. Lein, M.D.
Associate Dean for
Continuing Education & Development

University of Washington
School of Medicine

Dr. Lilien

Dr. Lein

DISCUSSION FROM FLOOR (60 min.)
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, NW., WASHINGTON, D.C. 20036

ATTENDANCE FORM 

PLEASE FILL OUT AND RETURN TO CONNIE CHOATE IMMEDIATELY

I WILL   WILL NOT   ATTEND THE CAS SPRING MEETING

ON MARCH 7 & 8, 1974, AT THE MAYFLOWER HOTEL IN WASHING-

TON, D.C.

ENCLOSED IS MY CHECK FOR $20.00  

NAME (PLEASE PRINT)

ADDRESS

SOCIETY

DATE
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COUNCIL OF ACADEMIC SOCIETIES

ROLL CALL

ALLERGY 
American Academy of Allergy

()3ciaN_ . n kic4Z

_7/LCL 
_

)(Z-

ANATOMY 
American Association of Anatomists

Association of Anatomy Chairmen

A\fKt11\01̀t•-•

ANESTHESIOLOGY 
Association of University Anesthetists

OJ Eocc 
QAt C5titt&

Society of Academic Anesthesia Chairmen, Inc.

C \41NJV\ tIOIA0(\CLV/C3 

BIOLOGICAL CHEMISTS 
American Society of Biological Chemists

\() \Vt 4)4•V‘QA 
-YNONDP,A-

CLINICAL RESEARCH 
Academic Clinical Laboratory Physicians & Scientists
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-2-

CLINICAL RESEARCH - continued
American Federation for Clinical Research

)/.0\11 z\fv\ 

American Association for the Study of Liver Diseases

American Society for Clinical Investigation, Inc.

Central Society for Clinical Research

Southern Society for Clinical Investigation

c ok).4,zA\ 

DERMATOLOGY 
Association of Professors of Dermatology

ENDOCRINOLOGY 
Endocrine Society

c)0 '•R) \ •

dcter_L 
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-3-

GASTROENTEROLOGY 
American Gastroenterological Association

MEDICINE 
American College of Chest Physicians

American College of Physicians

Association of American Physicians

Association of Professors of Medicine

Association of Teachers of Preventive Medicine

Society of Teachers of Family Medicine

T- . m AiOryRS b 

MICROBIOLOGY 
Assn. of Medical School Microbiology Chairmen



D
o
c
u
m
e
n
t
 f
r
o
m
 t
he

 c
ol
le
ct
io
ns
 o
f
 th

e 
A
A
M
C
 N
o
t
 t
o 
be
 r
ep
ro
du
ce
d 
wi
th
ou
t 
pe
rm
is
si
on
 

-4-

NEUROLOGY 
American Academy of Neurology

Association of University Professors of Neurology

American Neurological Association

\kA 12~(\\NNT

OBSTETRICS AND GYNECOLOGY 
American College of Obstetrics and Gynecology

Association of Professors of Gynecology and Obstetrics

OPTHALMOLOGY AND OTOLARYNGOLOGY 
American Academy of Ophthalmology and Otolaryngology

Society of University Otolaryngologists

A: OIJO 

Association of University Professors of Ophthalmology

a\C\11 ZU, 
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-5-

ORTHOPAEDICS 
American Academy of Orthopaedic Surgeons

C-V\c,\Ait4D \-A 

Association of Orthopaedic Chairmen

. aew) z(5 

PATHOLOGY 
American Association of Neuropathologists

American Association of Pathologists & Bacteriologists

Association of Pathology Chairmen, Inc.

.t\\

PEDIATRICS 
American Pediatric Society

Q_Ooc\ \A)(tiA

Association of Medical School Pediatric Department Chairmen, Inc.

(31/\P1\ Vk  

'N\C\aAJ,KAk., V\\O\ 

Society for Pediatric Research

QAC-f k0 An ,Q1 
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-6-

PHARMACOLOGY 
Association for Medical School Pharmacology

Q0t 

&am %-k-ody\cig.AT
PHYSIATRY 
Association of Academic Physiatrists

• lil)k 't C. 0\_ \\2\ ak5tAfW)Okr) 

PHYSIOLOGY 
American Phy iological Society

. 0 

Assn. of Chairmen of Depts. of Physiology
C..L3

VuAT

Biophysical Society

PSYCHIATRY 
American Assn. of Chairmen of Depts. of Psychiatry

American College of Psychiatrists
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-7-

RADIOLOGY 
American College of Radiology

American Society of Therapeutic Radiologists

Association of University Radiologists

Society of Chmn. of Academic Radiology Depts.

\\0•A. 1 0\

M1/4
. - • 0..1%art C\CkC CA 

SURGERY 
American College of Surgeons

American Assn. of Neurological Surgeons

. E_uora_ eAfY\-,

American Assn. of Plastic Surgeons

wn, uvv, 

American Assn. for Thoracic Surgery

uOCkAid '\4 Q
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-8-

American Surgical Association

Association for Academic Surgery

ifam 
• 

lit\a"Ci) 1/401/41V\A;iI-

Plastic Surgery Research Council

-101\ VWX 

Society of Surgical Chairmen

Society of University Surgeons

G 12A 0.Q6 \P\ wo-qA,

UROLOGY 
American Urological Association

\kel \<QA 

Society of University Urologists

ko,A,com (if\fuA
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 AGENDA

FOR

COUNCIL OF ACADEMIC SOCIETIES
BUSINESS MEETING

Thursday, March 7, 1974

9:00 a.m. - 12:30 p.m.

Mayflower Hotel
Colonial Room, Lower Level

Washington, D.C.

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

One Dupont Circle

Washington, D. C.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, NW., WASHINGTON, D.C. 20036

AGENDA

COUNCIL OF ACADEMIC SOCIETIES
BUSINESS MEETING

Thursday, March 7, 1974
9:00 a.m. - 12:30 p.m.

Mayflower Hotel
Colonial Room, Lower Level

Washington, D. C.

I. Approval of Minutes of CAS Business Meeting of
November 4, 1973. 1

II. Chairman's Report

III. Action Items:

1. Change in CAS Rules & Regulations re size and
length of term of CAS Administrative Board

2. Distinguished Service Membership

3. FMG Task Force Recommendations

4. New membership applications

8

12

13

IV. Discussion Items:

1. NIRMP Progress Report 29

2. Ethical Aspects of Biomedical Research

3. MCAAP Program 31

4. National Health Insurance Task Force 33

V. Information Items:

1. Seattle/Battelle Report

2. Minutes of Research Manpower Meeting

3. Institute on Primary Care

4. FY 1975 Federal Budget (enclosed)

54

64

67



5. National Health Policy and Development Act
of 1974 73

6. Legislation deferring implementation of Section
227 - PL 92-603

7. PAMC/AADS/NLM Educational Materials Project

VI. New Business
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76

77
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, N.W., WASHINGTON, D.C. 20036

March 19, 1974

James E. Youker, M.D.
Professor and Chairman
Division of Radiology
Medical College of Wisconsin
Milwaukee County General Hospital
8700 West Wisconsin Avenue
Milwaukee, Wisconsin 53226

Dear Dr. Youker:

Miss Choate has referred to me your March 4 letter regarding
the minutes of the November 4, 1973 meeting of the Council of
Academic Societies.

Thank you for correcting the information about the represen-
tation of the Society of Chairmen of Academic Radiology Departments.
I am appending your letter to the official minutes held in the AAMC
Archives to reflect this change.

We are sorry for the inconvenience this may have caused you.
Thank you for writing.

Sincerely,

Mary H. Littlemeyer
Senior Staff Associate

cc: Ronald W. Estabrook, Ph.D.
Chairman, Council of Academic Societies

MHL:mj
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THE MEDICAL COLLEGE OF WISCONSIN
MILWAUKEE COUNTY GENERAL HOSPITAL

8700 WEST WISCONSIN AVENUE

MILWAUKEE, WISCONSIN 53226

DIVISION OF RADIOLOGY

DIAGNOSTIC RADIOLOGY SECTION
NUCLEAR MEDICINE SECTION
RADIATION THERAPY SECTION

Ms. Connie Choate
Secretary to August G. Swanson, M.D.
Director of Academic Affairs
Council of Academic Societies
The Association of American Medical Colleges
One Dupont Circle, Suite 200
Washington, D.C. 20036

March 4, 1974

Dear Ms. Choate:

fbr 
No

5 or r

In reading over the minutes of the November 4, 1973,
Meeting, I note that the Society of Chairmen of Academic
Radiology Departments is listed as not being present at
the Washington Meeting. Since I was there personally
for the visit, this must have been an oversight. I
believe that I had stepped out of the room at the time
of the roll call, but otherwise I was there for the entire
business meeting and cast my vote on all of the issues
raised.

I stopped back at your table and notified you of my presence.
Therefore, I would appreciate if if you would correct the
minutes to indicate that the Society of Chairmen of Academic
Radiology Departments' representative was, indeed, at the
business meeting.

Sincerely yours,

J,mes E Youker, M.D.
/Trofes •r and Chairman

JEY/rc

cc: Harold Jacobsen, M.D.

ESTABLISHED IN 1913 AS THE MARQUETTE UNIVERSITY SCHOOL OF MEDICINE
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eX : L

MINUTES

COUNCIL OF ACADEMIC SOCIETIES

BUSINESS MEETING

November 4, 1973

Washington Hilton Hotel
Washington, D.C.

I. Call to Order 

The meeting was called to order at 10:00 a.m. Dr. Robert G.
Petersdorf, Chairman, presided. Forty-seven constituent societies were
represented. Societies not represented were:

American Association of Neuropathologists
American Association of Pathologists and Bacteriologists
American College of Obstetrics and Gynecology
American Society for Clinical Investigation, Inc.
Association of Medical School Microbiology Chairmen
Association of Professors of Gynecology and Obstetrics
Association of Teachers of Preventive Medicine
Secicty of Chairmcn of Acad .
Society of Surgical Chairmen
Society of University Surgeons

II. Approval of Minutes 

The minutes of the meeting held March 28, 1973 were approved as cir-
culated.

III. Chairman's Report 

The report presented by the Chairman, Dr. Robert G. Petersdorf, was
distributed on November 21 to the Officers and Representatives of each of
the CAS constituent societies as CAS Brief No. 21. This was done in res-
ponse to requests by many who attended the session.

IV. Chairman-Elect's Report 

The report of the Chairman-Elect, Dr. Ronald W. Estabrook, high-
lighted a number of areas in which he would expect the CAS to focus in the
coming year, a number of which were major issues during this past year.
These include education for primary care, cost of medical education, H.R. 1,
research and research training, faculty tenure, responsibility of the
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health science center for training biomedical scientists, accreditation,
institutional responsibility for graduate medical education, strengthening
relationships with other organizations, such as FASEB, and improving in-
volvement of CAS constituents in its programs.

V. Department of Academic Affairs, Director's Report 

The report of the Director, Department of Academic Affairs, Dr.
August G, Swanson, cited major areas of increasing need in the institution
ta which AAMC service programs are responding.

Since. 1.968 applicant activity to medical school has increased 90%
with enrollment increased by 42%. A centralized application service, en-
visaged by AAMC seven, years ago, processed the applications of 37,000 out
of the 40,000 applicants. last year. This service permits a current moni-
toring Of applicant. activity. Other service programs in admissions are. the
Early Decision opportunity. and experimental admissions matching programs
being tried by medical schools in California and Michigan.

A complete revision of the Medical College- Admission Test currently
underway will alleviate pressures in the selection process and enable ad-
visers to counsel better those who may ultimately pursue health careers
other than medicine.

A Division of Educational Resources established' in July is now working,
in liaison with the national Library. of Medicine to access, review, index,
and develop a retrieval system to permit the identification of multimedia
learning. materials. Another resource in the pilot stage is a National Test
Item Library. With the anticipated increase in, faculty teaching load,
these programs are designed to make. broadly available from institution to
institution effective educational materials.

An integrated data system instituted by the AAMC will reduce demands
on the institutions for data and will maximize the access to institutional,
faculty, and student data.

VI. Action Items 

1. AAMC Bylaw Revision on Assembly Representation

ACTION: On motion, seconded and carried, the CAS unanimously approved
the. proposed AAMC Bylaw revision (as set forth in the Agenda
Boot on page 12) to increase representation in the Assembly
of the Council of Academic Societies and the Council of
Teaching Hospitals.

2. AAMC Bylaw Revision on Distinguished Service Members

ACTION: . On motion, seconded and carried, the CAS approved the pro-
posed AAMC Bylaw revision (as set forth in the Agenda Book
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on page 12) to create a category of member to be called Dis-
tinguished Service Member. The vote was 29 in favor and 11
opposed to this proposal.

The Council chose not to implement its option to recommend Dis-
tinguished Service Members to the Executive Council at this time.

3. Revision in CAS Rules and Regulations - CAS Nominating Committee

ACTION: On motion, seconded and carried, the CAS voted unanimously
to adopt the proposed revision in the CAS Rules and Regula-
tions (as set forth in the Agenda Book on page 23) to per-
mit the selection of the Nominating Committee from among
the representatives present at the Annual Fall Meeting of
the Council by a majority vote.

4. Election of 1974 Nominating Committee

ACTION: In accordance with the newly adopted provision above des-
cribed, the following were chosen by written ballot to com-
prise the CAS 1974 Nominating Committee:

Chairman 
Ronald W. Estabrook, Ph.D. - American Society of Biological

Chemists

Basic Science Representatives 
Carmine D. Clemente, Ph.D. - American Association of Anato-

mists
Sam L. Clark, Jr., M.D. - Association of Anatomy Chairmen
Ernst Knobil, Ph.D. - Association of Chairmen of Departments

of Physiology

Clinical Science Representatives 
F. Marion Bishop, Ph.D. - Society of Teachers of Family Med-

icine
Charles F. Gregory, M.D. - Association of Orthopaedic Chair-

men
William 0. Dobbins III, M.D. - American Federation for Clin-

ical Research

A list of the 1974 Nominating Committee with their complete addresses appears
as Appendix A.

5. Election of members of 1973-1974 CAS Administrative Board

ACTION: The following were elected to the CAS Administrative Board:
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Chairman-Elect: Jack W. Cole, M.D.

Administrative Board 
Basic Scientists: Carmine D. Clemente, Ph.D.

Leslie T. Webster, Jr., M.D.

Clinical Scientists: A. Jay Bollet, M.D.
D. Kay Clawson, M.D.

A list of the Administrative Board for 1973-1974 appears as Appendix B.

VII. Information Items 

1. Report of Cost Study from the Committee on Financing Medical Edu-
cation

Dr. Charles Sprague met with the Council to discuss the Report of
the Cost Study which had been circulated by mail prior to the meeting. This
first effort has defined costs in undergraduate medical education. The next
step will be to make recommendations as to how these costs should be fi-
nanced

2. Seattle Research Manpower Meeting

Dr. Michael Ball reported on this activity. Representatives from
20 medical schools, several voluntary health agencies, private foundations,
the Office of the Assistant Secretary for Health and Scientific Affairs,
and the NIH met October 1-3, 1973 in Seattle. The principal focus of the
meeting was to develop ideas and plans for the assumption of increased res-
ponsibility by non-governmental agencies for planning and monitoring the
development of the Nation's biomedical research manpower. This meeting was
under the aegis of the AAMC, through the CAS, and the University of Washing-
ton.

3. Coordinating Council on Medical Education (CCME) and Liaison Com-
mittee on Graduate Medical Education (LCGME)

During the past year, the CCME and the LCGME have each held four
meetings, primarily devoted to organizational activities.

The CCME is comprised of the AAMC, American Medical Association,
American Board of Medical Specialties, American Hospital Association, and
the Council of Medical Specialty Societies. Each of these parent organiza-
tions has three representatives to the CCME.

The LCGME also consists of representation from the same five or-
ganizations, but in this instance the AAMC, AMA, and ABMS each have four
representatives, whereas two members each represent the AHA and the CMSS.
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Two major issues that the CCME has undertaken are: (a) the
problem of distribution of medical specialists and its role in modifying
this distribution; and (b) the financing of graduate medical education.
The CCME met in September with Dr. Edwards and his staff to discuss how to
develop an appropriate interface between the CCME and the Secretary's of-
fice and will meet again with Dr. Edwards in November and January.

4. CAS Annual Meeting Sessions

In addition to the CAS Business Meeting, two special programs are

planned in conjunction with the AAMC Annual Meeting. Member societies
holding meetings at this time received special requests to invite their
members to these CAS functions. Additionally, Presidents of the Professo-
rial Societies will meet with members of the CAS Administrative Board and

staff at breakfast on November 5. The main purpose of this meeting is to
promote a dialogue between the CAS Administrative Board and staff and the
constituent societies in an attempt to more successfully represent these

interests.

5. Availability of Weekly Activities Report

As announced in CAS Brief No. 19 dated October 1, 1973, the AAMC
Weekly Activities Report has been made available to medical school faculty
at an annual individual subscription rate of $10.00. Group rates are also

available.

VIII. New Business 

In response to a question raised with regard to the status of the

dues increase for CAS societies, Dr. Swanson reminded the Council that the
dues increase would become effective in 1974, assuming that the Assembly
would approve the increase at its meeting on November 6.

NOTE: The Assembly did approve the revised schedule of annual
dues for CAS members.

IX. Adjournment 

The meeting was adjourned at 12:15 p.m.

MHL:efl
12/5/73 (rev.)

Atts.: 2
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE. NW.. WASHINGTON. D.C. 20036

January 25, 1974

TO: All Council of Academic Societies Representatives

FROM: August G. Swanson,

SUBJECT: Change in CAS Rules and Regulations

The Administrative Board has proposed a change in the

composition and length of term of members of the Administra-

tive Board. It is proposed that the Administrative Board be

increased from six to nine members and that the immediate

Past-Chairman, as well as the Chairman and Chairman-Elect, be

members of the Board. This will increase the total Board to 12

members and will eliminate the position of Secretary.

It is also recommended that the term of office of Board

members be increased from two to three years. This change is

recommended because the By-Laws of the AAMC provide for a

three-year term for members of the Executive Council. The

noncordance between Administrative Board terms of two years

and Executive Council terms of three years has meant that

individuals elected to the Executive Council during their terms

of office on the Administrative Board continue to serve on the

Executive Council after their Administrative Board terms have

expired. The noncordance has been dealt with in the past by

having these individuals serve ex officio on the Administrative

Board while they continue on the Executive Council. This has

meant that two individuals are serving ex officio on the Execu-

tive Council at all times and has in effect increased the size

of the Executive Council from its authorized level of 9 to 11.

Because on occasions the Administrative Board members may

be elected to the Executive Council part way through their

terms on the Administrative Board, this problem of noncordance

between Administrative Board tenure and Executive Council tenure

will not be completely resolved, but will be improved. This

will be particularly the case for the Chairman-Elect, who by

the Rules & Regulations in Paragraph 3 of Section III, is auto-

matically a CAS nominee for membership on the Executive Council.

By virtue of including the immediate Past-Chairman as a member

of the Administrative Board, the three-year term of this indi-

vidual as Chairman-Elect, Chairman and immediate Past-Chairman,

will be concordant with the three-year term of other members

of the Board.
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All Council of Academic Societies Representatives
Page 2
January 25, 1974

The Office of Secretary has been eliminated because
functionally those responsibilities are carried out by the
full-time staff.

This announcement of a change in the Rules & Regulations
is promulgated in advance of the Business Meeting agenda in
order to meet the requirement of at least 30 days notice for
a change in Rules and Regulations.
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The following is the present CAS Rules & Regulations as
.adopted October 29, 1971.

Section III. Administrative Board 

1. The Council of Academic Societies shall be governed

by an Administrative Board which shall be composed of a Chair-

man, Chairman-Elect, a Secretary and six other representatives

of member Academic Societies. Three of said six representa-

tives shall be elected by written ballot at each annual

meeting of the Council of Academic Societies, and each such

representative shall serve for a term of two years or until his

successor is elected and installed. Representatives to the

Administrative Board may succeed themselves for two addition-

al terms.

2. The Administrative Board shall meet at least twice

each year at the time and place of the meetings of the Council

of Academic Societies. The Administrative Board may meet at

any other time and place upon call of the Chairman, provided

ten (10) days written notice thereof has been given.

3. The Administrative Board shall recommend to the

Nominating Committee of the Association nominees for

positions on the Executive Council of the Association.

The Chairman-Elect shall be one (1) nominee, and the

remainder shall be chosen from members of the Administrative

Board, chosen so as to present a balanced representation

between societies primarily concerned with preclinical

disciplines and societies primarily concerned with clinical

disciplines.
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Proposed change in CAS Rules & Regulations re size and terms

of Administrative Board

Section III. Administrative Board 

1. The Council of Academic Societies shall be governed

by an Administrative Board which shall be composed of a Chair-

man, Chairman-Elect, immediate Past-Chairman and 9 other mem-

bers. Three of said 9 members shall be elected by written

ballot at each annual meeting of the Council of Academic So-

cieties, and each such member shall serve for a term of 3

years or until his successor is elected and installed. Mem-

bers elected to serve on the Executive Council of the Associa-

tion shall continue to hold membership on the Administrative

Board until their terms on the Executive Council expire.

NOTE: The above was approved by the CAS Administrative

Board on December 13, 1973.
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III. Action Items:

2. Distinguished Service Membership

At its December 13, 1973, meeting, the CAS Adminis-
trative Board nominated for AAMC Distinguished Service Mem-
bership the following former Board members, all of whom
served on the Board for more than one year, providing each
indicates that he wishes to take an active role in the RAMC
and will attend its meetings.

Thomas Kinney
Jonathan Rhoads
Daniel Tosteson
Harry Feldman
Sam Clark, Jr.
Patrick Fitzgerald
John Nurnberger
Robert G. Petersdorf

Ralph Wedgwood
James Warren
Charles Gregory
William Weil
Robert Forster
Ludwig Eichna
Ernst Knobil
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Association of American Medical Colleges

GRADUATES OF FOREIGN MEDICAL SCHOOLS

IN THE UNITED STATES

A CHALLENGE TO MEDICAL EDUCATION

Report to the EXECUTIVE COUNCIL from the

Task Force on Foreign Medical Graduates

February 15, 1974
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FOREWORD

In August of 1973 a Task Force on Foreign Medical Graduates was
appointed by the Executive Council with the following membership:

Kenneth R. Crispell - Chairman, University of Virginia
Martin S. Begun - New York University School of Medicine
George E. Cartmill - Administrator, Harper Hospital and Wayne State

University
Merlin K. DuVal - University of Arizona
Rolla B. Hill, Jr. - Jacksonville Hospitals Educational Program

and University of Florida
Robert J. Weiss - Harvard University
Joseph M. White - University of Missouri at Columbia

The Task Force met on four occasions, namely October 5, November 30,
December 27, 1973 and January 28-29, 1974. In its deliberations the Task
Force was assisted through the participation of Dr. Emanuel Papper, Chair-
man of the Council of Deans. It also wishes to thank Dr. Betty Lockett
of the Health Resources Administration for her contributions and particu-
larly for providing background documentation for the work of the group.
Representatives of AHA (Dr. John G. Freymann), AMA (Dr. Raymond Holden)
and HRA (Dr. Harold Margulies) provided helpful comments and criticism
at a crucial stage in the deliberations of the Task Force.

Statistical data contained in the text and tables were obtained from
the following sources:

- "The Foreign Medical Graduate and Physician Manpower in the United
States", BHRD/DMI/OIHMS, Report No. 74 - 47, prepared by Betty A.
Lockett and Kathleen N. Williams, Washington, D. C., DHEW - HRA,
BHRD, August 1973.

- The American Medical Association and its published statistics.

- Annual reports and other communications of the Educational Council
for Foreign Medical Graduates.

- The National Board of Medical Examiners.

As outlined in the terms of reference for the Task Force, the group
restricted its concern to those problem areas of the FMG which fall within
the sphere of responsibility and authority of the membership of the As-
sociation. For this reason. the report of the Task Force intentionally
is limited to issues of education and quality of medical services, two
areas of particular concern to the AAMC.

-1-
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BACKGROUND AND INTRODUCTION

Throughout the history of the United States immigration has contributed
towards the overall development of the work force in the country. The medi-
cal profession has been no exception. The arrival of physicians educated
abroad, however, and their integration in the United States systems of medi-
cal education and service has reached unusual proportions in recent years.
Furthermore, many American college graduates have sought medical education
abroad and are now beginning to return home with a medical degree earned in
a foreign country. These students add a domestic dimension to problems
whichistem from the rapidly increasing number of foreign medical graduates
(FMG)I entering the country and being licensed to practice. The complexity
of education, accreditation and licensure in medicine further complicates
the situation. •

The Phenomenon 

The basic trend of admitting FMGs into the United States is represented
in table 1. It shows that in a little over a decade the number of FMGs in
the United States has increased four times more rapidly than has the total
physician supply. FMGs are approaching 20 percent of all physicians and one-
third of all hospital and residency training posts are filled by them. In
1972 more graduates of foreign medical schools entered the United States
than physicians were graduated by our own schools, and 46 percent of all
newly licensed physicians in that year were FMGs.

The Immigration and Naturalization Act Amendments of 1965 have had a
major impact on the migration of FMGs to the United States... Termination of
the national quota system previously in effect opened avenues of entry to
the United States for physicians trained in countries where, even in the
face of major unmet health needs, the available physician supply appeared
to exceed effective economic demand. In addition, preferential immigration.
status was assigned to professional and occupational skills presumed to be
in short supply nationwide, including medicine and other health skills.
The result was that physicians from developing countries began to take ad-
vantage of the opportunity to immigrate to the United States regardless of
their ability to meet licensure requirements in this country.

Foreign-born FMGs are admitted to the United States both as immigrants
(permanent residents) and as nonimmigrants (primarily exchange visitors). In
the eleven years ending June 1972, over 50,700 physicians entered this country
as exchange visitors, the great majority for graduate medical educaticn. Since
1967 about 44 percent of all physicians entering the United States have been
immigrants and 52 percent exchange visitors. This has begun to change, however:

1 For the purpose of this document a foreign medical graduate is a physician
who has completed the requirements for graduation from medical school and
for practice in a country outside the United States, Canada, and Puerto Rico

-2-
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In 1971 and 1972 more physicians were admitted as immigrants (53 and 63 percent
respectively) than as exchange visitors. A major portion of these admitted
immigrants, however, were FMGs who converted from nonimmigrant status while
residing in this country. Legislation in 1970 facilitated this trend by elimi-
nating the requirement that exchange visitors be absent from the United States
for a period of two years after ending their studies, provided they were from
countries where their special skills are not in short supply.

There is an emerging group of American:,born FMGs who seek medical edu-
cation abroad after failing to gain admission to a medical school in the United
States. They request entry into the American medical education system at vari-
ous stages of their training.. Accurate figures regarding these students are
not available, but it is estimated that as many as 6,000 students are currently
enrolled in -medical schools abroad compared with 50,716 students in American
medical schools in September of 1973. According to a recent survey carried
out by the Division of Manpower Intelligence of the Bureau of Health Resources
Development, in 1971-1972 medical schools of Latin American universities had
2,045 American students enrolled, 91 percent of whom were at the Universidad
Autonoma de Guadalajara in Mexico. In 1970 AAMC initiated the Coordinated
Transfer Application System (COTRANS) which arranges for qualified American
students to take Part I of the National Board Examination and apply for transfer
into a United States medical school. As of May 1973 a total of 442 American
students had been admitted through this mechanism to domestic medical schools
for advanced standing.

Evaluation of FMGs for Admission 

Admission to graduate medical education programs and to state licensure
examinations generally is predicated on the fact that the graduate has met the
education requirements of an accredited medical school in the United States or
Canada. Before 1955 the Council on Medical Education of AMA attempted to ap-
proximate the system of evaluating medical education in the United States by
preparing a list of foreign medical schools considered of sufficient quality
for graduates to be admitted into domestic graduate medical education programs.
Because this practice proved unsatisfactory, the Educational Council for Foreign
Medical Graduates (ECFMG) was established as an independent agency sponsored
by AAMC, AHA, AHME, AMA, and FSMB to develop a system of certifying minimal edu-
cational accomplishments of FMGs. For certification the ECFMG uses two criteria-
proof that. the candidate has fulfilled all requirements of a medical school list-
ed in the World Directory of Medical Schools published by the World Health Organ-
ization, and a satisfactory score on an examination furnished by the National
Board of Medical Examiners. The examination is prepared by a test committee
from questions provided by the NBME. Eighty percent of the questions are taken
from Part II of the National Board Examination.

Since its inception in 1958 the ECFMG has organized a worldwide network
of 178 examination centers in which a cumulative total of 313,885 examinaticns
has been given to 178,325 candidates. The overall pass rate including all re-
peaters through 1972 is 67 percent. Upon the first try 45 percent obtain a
passing score, while a decreasing percentage of those who fail in the first
attempt pass in subsequent tries. There is great variation in performance of

.FMGs from different countries and from different schools within some countries.

-3-
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'Some Characteristics of- FMGs 

:Country of Orilin_ - Until recently the majority of IMGs came from European
or ttFiFcountries. with standards of medical education similar to those in
this country. As a consequence of the amendments to the Imigration and
Naturalization Act passed by Congress in 1965, the number of physician immi-
grants from Asian and other developing countries increased rapidly. As table
2 shows, 27 and 12 percent ofthe 2,093 physician immigrants came from Europe
.and Asia respectively in 1963, while the corresponding figures for 1972 were
13 and 70 percent out of a total 7,143 FMGs. This represents a major shift

in nationality of physicians coming to the United States and also in the nature
and :quality of their medical education because one should not expect medical

education offered in developing countries to be the same as that of economically

and technically developed nations.

• Performance - In objective-type examinations FMGs perform at a lower level
then do graduates from American medical schools. Thus, in the past few years
the failure rate in the ECfMG examination (score below 75) has varied from 67.4
to 56.9 percent, while students or graduates of American schools have had a
failure rate of 14 percent on Part I and 2.5 percent on Part II of the National

Board Examination. In FLEX (Federation Licensure Examination) 50 percent of FMGs

have passed versus 85 percent of graduates from American schools. In Specialty
Board Examinations the failure rate in 1972 was 63 percent for FMGs and 27 per-

cent for domestic graduates. It must be emphasized that there is a much wider
spread of performance with FMGs and that some perform as well as domestic gradu-

ates. It is generally acknowledged, though not proven, that the medical care

rendered by some FMGs is of poorer quality than that rendered by graduates from

domestic schools. American FMGs have a similar if not greater failure rate in

the ECFMG examination than foreign-born FMGs. This suggests that language diffi-

culties do not significantly influence performance in standardized examinations

of this kind.

Specialty and Geographic Distribution - As shown in table 3, FMGs are

distributed by specialty in much the same way as physicians educated in the

United States. They are concentrated largely in the five major specialties

and general practice chosen by United States graduates. Approximately 52

percent of FKGs versus 57 percent of graduates from domestic medical schools
select internal medicine, pediatrics, general surgery, obstetrics and gyne-
cology, psychiatry, and general 'practice.

Proportionally more FMGs are in specialties such as anesthesiology and

physical medicine, while fewer FMGs are in dermatology, and orthopedic surgery.

In addition, FMGs are disproportionately found in some residency programs.

For example, residencies in general practice, physical medicine, colon and

rectal surgery, anesthesiology, and pathology are more than 50 percent filled

by FMGs. This may imply in the future a smaller supply of physicians born

and educated in the United States for these specialties.

Therefore, in the aggreaate FMGs are distributed along the same lines as

our own graduates, although for certain specialties there is a differential

distribution between FMGs and graduates from domestic medical schools. It re-

mains to be seen whether this differential in enrollment in residency programs

will have any impact on specialty distribution in practice at a later time.

-4-
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The participation of FMGs in the practice of medicine has further dis-
torted the geographic distribution of physician manpower in this country.
It has been shown that they follow a similar pattern as that cf physicians
educated in the United States and tend to concentrate in cities.

State institutions - In many states the demand of public institutions
for physicians is accemmodated by special licensure provisions for FMGs not
fully qualified to practice. The extent to which these FMGs are employed
and the impact of their activities on medical care are not known. However,
anecdotal evidence sugaests that much health care delivery in the public
sector depends on physicians not fully qualified but willing to accept work-
ing conditions and income levels qualified physicians will not accept.

Academic Medicine - Many FMGs have entered careers in academic medicine
in this country. Usually these are physicians who either already have estab-
lished a reputation in their home country and found the working conditions
more attractive in an American institution or have demonstrated unusual
capabilities within an American graduate program ,pd entered into an academic
career in this country. In 1970 there were 4291') FMGs in academic positions
(including medical education and research) representing 7.5 percent of all
FMGs in the United States at that time. This percentage is slightly greater
than that of United States medical graduates (about 5 percent). Today our
medical schools have 4,165 FMGs out of a total cf 34,658 salaried physicians
on their full-time and part-time academic staff. The contribution of FMG
scientists to American medical science has been substantial.

Dual Standards

The present policy for certifying FMGs has led to a system of dual

standards for admission to graduate medical education in this country. To

illustrate, figure 1 gives a graphic representation of the three programs

in the continuum of medical education offered in the United States. It shows

that the quality of the student's educational experience and performance is

ascertained by the following:

Accreditation on a national or regional basis of the three required

education programs offered consecutively by a college or university,

a medical school, and a teaching hospital.

Selection of students for each program on the basis of performance

in the previous program, or scores obtained in national entrance

examinations, and broader judgement by a selection committee of the

institution.

Internal evaluation of the student by the faculty in a continuing

fashion and final certification by the faculty for awarding the

degree.

1) This figure includes U.S, born FMGs.

-5-
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- External evaluation of the student by Parts I and II of the National

Board Examination (83 of 116 medical schools require the student to

take the National Board Examination, while 26 of these schools make

a passing score a requirement for promotion or graduation).

- External evaluation for licensure through FLEX (unless the candidate

has already received a passing score on the National Board Examination)

and for specialty certification by specialty board examination.

The majority of FMGs now applying for admission to graduate medical edu-

cation has not been screened by equivalent selective internal and external

evaluation processes.. Furthermore, with notable exceptions, in most countries

there is no accreditation system similar to our system. In general, the inten-

sity and quality of the learning experience in the United States is attained

by a high faculty student ratio, adequate educational and clinical resources,

a competitive situation, and the exposure of the student to the institution's

research atmosphere. Finally, by incorporating the student into the medical

care programs of the teaching hospital United States medical schools guarantee

the American student a participatory role in clinical medicine, while in most

schools abroad the clinical student is an onlooker. It may be concluded that

While many medical schools abroad are outstanding and excel in many of these

same features, the United States medical school provides a more intensive

learning experience to the student than those institutions from which a large

proportion of the FMGs have graduated. Beginning with the extensive premedical

education in colleges, the United States educational continuum results in a

physician-graduate of considerable personal maturity and professional sophisti-

cation in the art and science of medicine.

The present mechanism by which FMGs are admitted into graduate medical

education programs implies that the ECFMG examination is a substitute for

assessing the quality of the educational process over a period of four to

six years and for selecting and evaluating the student for admission and

promotion during this period. In reality, there is no examination available

for measuring professional competence. Hence we are faced with dual standards

for admission and are condoning the evolution of a dual system of graduate

medical education. Currently, a little over one-half of the physicians enter-

ing the American system are products of accredited United States medical schools,

while the balance for the most part represents products of unaccredited educatton

systems. This double standard results in wide disparity in the quality of the

physicians admitted to deliver care in the United States. It undermines the

process of quality medical education in this country and ultimately poses a

threat to the quality of care delivered to the people.

The FMG's Advocate 

The notion that American medical education is rendering a service to foreign

doctors by permitting them to enter our system in large numbers must be chall
enged

on several counts. The FVG coming to this country faces difficult and disadvan-.

tageous conditions which in many instances offset the potential benefits to he

aained from entering .the education system. Some of these problem areas are:

-6-
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Differences in culture and daily life resulting in isolation.

Learning of a new language.

• Acceptance into a setting.which imposes excessive responsibility
for patient care without adequate supervision and educational content.

General stigma associated with the status of being an FMG and
therefore lack of full acceptance on a professional basis.

- Need to accept positions under unfavorable working conditions and
with relatively low salary.

Acceptance of lower performance level.

- Fear and threat of failure.

The present system of accepting FMGs into the United States and incorpo-_
ratino them into our medical education and care systems has created a category
of second-class physicians. From an educational and ethical point of view,
this is undesirable.

The Task Force's Response 

In reviewing the benefits and problems which accompany the admission of
FMGs to the United States the Task Force considered many approaches. Althougn
the prohibition of medical practice by FMGs could be considered a possible
solution, the long history and ideals of the United States regarding immigration
policy make this unacceptable. It was agreed that any recommendations should be
in accord with two major considerations, namely that:

- Medical schools in the United States presently are able to identify
outstanding candidates for educational programs which prepare phy-
sicians, provide programs of quality medical education to students
of medicine, and deliver highly qualified physicians in sufficient
numbers into the medical care system of this country. With the
rapid increase of enrollment by students in our medical schools
(15,000 by September 1975), it is anticipated that our basic need
for physicians in the 1980's presumably can be satisfied from do-
mestic sources. If the anticipated number of graduates is insuf-
ficient to meet our nationally conceived need for physicians, ade-
quately planned and financed programs should be initiated to increase
further the class size of domestic medical schools. It seems inap-
propriate that the United States with its existing resources should
depend to any significant degree on physicians supplied by educaticn
systems of other countries.

The dual standards in admission of United States and foreign medical
graduates must be reduced in the interest of quality of nedical ed:1-
cation and care, as well as for the benefit of foreien graduates who
come to this country to achieve medical excellence. Ultimately no-
body can gain from the continued existence of two classes of physicians.

-7-
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The Task Force is aware of the consequences that corrective measures
may have on the number of FM.Gs gaining admission to graduate medical edu-

cation in the United States. Because the implications of the present trend
are so vast, it recommends that steps be taken to minimize the difference
in admission standards between graduates of domestic and foreign medical
schools, in spite of the fact that complete equality cannot be achieved rapid-

ly and that some hospitals will be faced with a shortage of housestaff during
an intermediary period of time. The recommendations do not address themselves
to the licensing process except for the loopholes which permit unqualified

FMGs institutional medical practice without adequate supervision.

The Task Force recognizes the similarity between these recommendations
and those made by the National Advisory Commission on Health Manpower in 1967

(pp. 71-81 of volume 2 of the Commission Report). For their implementation

close collaboration among concerned government and private agencies is re-
quired. The Task Force urges the AAMC to initiate such concerted action.

-8-
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RECOMMENDATIONS

The Task Force recommends the following policies to the AAMC for adoption
and implementation by the constituency in collaboration with related agencies:

1. Physician Manpower - Medical schools of the United States must become the
major source for educating physicians to satisfy the need for physician services
to the American people. This country should not depend for its supply of phy-
sicians to any significant extent on the immigration of FMGs or on the training
of its own citizens in foreign medical schools. If the anticipated need for
physicians exceeds present or future enrollment in our medical schools, ap-
propriate measures including adequate funding must be taken to enlarge the
student body accordingly. Since there is a delay of seven to ten years until
a corrective increase in first year medical school admissions first becomes
manifest in terms of physician manpower, a continuing analysis of our physician
needs is called for.

2. Admission Criteria - The process of certifying FMCs for admission to gradu-
ate medical education programs in the United States is inequitable and inade-
quate. In order to apply the same standards to all medical graduates, it is
recommended that a generally acceptable qualifying examination be made a uni-
versal requirement for admittinn all physicians to approved programs of gradu-
ate medical education. Until another such examination may become available,
Parts I and II cf the National Board Examination should be employed for this
purpose. FMGs can register for this examination only after having demonstrated
an acceptable command of spoken and written English. Part III of the National
Board Examination or some other method for determining clinical competence
should be required for continuation beyond the .first year of graduate medical
studies or for direct admission to advanced standing in graduate medical pro-
grams.

3. Approval of Programs of Graduate Medical Education - In order to ensure
all medical graduates of a continuing exposure to quality education, regu-
lations for the approval of programs of graduate medical education must be
strictly enforced. The regulations should emphasize the educational function
of these programs. In addition, the relative number of FMGs permitted in
any program should be limited and geared to the educational resources of the
program. Effective adaptation and enculturation cannot be expected unless
special efforts are made and there is a balance between American and foreign
graduates in the program. Since undergraduate and graduate medical education
are considered integral parts of an educational continuum, it is also recom-
mended that the number of first year positions in approved programs of gradu-
ate medical education be adjusted gradually so as to exceed only slightly
the exected number of graduates from domestic medical schools, but provide
sufficient opportunities to highly qualified FMGs

-9-
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4. Pilot Project - Because examinations to determine the professional compe-
tence of the physician are still in a developing stage it is recomended that
a pilot project be initiated for the enrollment of a limited number of HIGs as
students in modified undergraduate medical education programs in United States
institutions. The objectives of this project to be undertaken by AAMC and
interested medical schools, are to identify the educational deficiencies of
FMGs and provide supervised learning experiences to correct these deficits
with the goal of bringing the FMG to a level of professional competence similar
to that reached by graduates of domestic schools. In this project preference
should be given to United States citizens and may include American students
enrolled in foreign medical schools qualified for participation in the COTRANS
program.

5. Loopholes - On the basis of temporary licenses or exemptions from licen-
sure provisions, a large but unknown number of FMGs is delivering medical
services in institutional settings such as state institutions and other medi-
cal service organizations. They are active in this capacity without having
qualified either for graduate medical education or licensure. The indefinite
continuation of unsupervised med.!cal practice on this basis without minimal
involvement in approved graduate medical education should be discontinued.
It is recommended that AAMC join with the American Hospital Association, the
American Medical Association and other agencies to bring this problem to the
attention of the Federation of State Medical Boards in a concerted effort to
seek and implement appropriate solutions.

6. Hospital Patient Care Services - These recommendations when implemented
undoubtedly will reduce the number of FMGs qualified for appointment to po-
sitions in graduate medical education. Therefore, new methods must be de-
veloped to ensure patient care services in many hospitals. The Task Force
believes that other health care personnel can be trained to provide under
physician supervision many of the services now required to be rendered by
physicians. Projects to study and demonstrate the engagement of such person-
nel in institutional care settings should be undertaken immediately. Ultimate-
ly, the efficient utilization of such personnel depends on appropriate edu-
cation of the health care team, particularly physicians, and thus is a con-
joint responsibility of medical and other health profession faculties.

7. Special Categories - The Task Force recognizes two groups of FMGs who re-
quire special consideration. The first group is represented by those physicians
who seek a temporary educational experience with the intent of returning to
their home country. These physicians should be admitted to graduate medical
education programs without having to pass Parts I and II of the National Board
Examination in those instances when the FMG enters with a visitor exchance visa
and has a statement describing the proposed program of study. This program
should have the concurrence of the American institution accepting the physician,
the FMG's home institution, and the governmental or private agency interested
in the FMG's education and continuing employment. Furthermore, the American
institution should not plan to continue the FMG's engagement beyond the train-
ing period, which usually should be limited to two years.

-10-
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The second group encompasses FMGs who have established reputations as
medical academicians and are appointed by medical schools as visiting scholars.
Unless the'respective state licensing boards prescribe differently, temporary
exemptions from the requirement specified under recommendation two should be
accorded these FMGs provided they are visiting members of a medical faculty
and their involvement in the practice of medicine is limited to patient care
related to their teaching obligations. The granting of these exemptions should
be based oh'a policy agreed upon nationally and should cover a delimited period
of time. FMGs who serve on medical faculties as teachers and scientists with-
out patient obligations including supervision of those who render patient care
do not fall within the purview of these recommendations.

8. Time Table - A realistic time table should be established for implementation
of these recommendations.

-11-



Undergraduate Premedical

accreditation
(College or University)

Undergraduate Medical

accreditation
(Medical School)

Graduate Medical

accreditation
(Internship and Residency)

4

College Entrance Exam

Medical College Admissions Test

Selection for Admission to Medical School

B.S. or B.A. degree

  Part I National Board Exam (not required by all schools)

  Part II National Board Exam (not required by all schools)
Selection for Internship and Residency

4 Occiree

Part III National Board Exam
FLEX or equivalent licensing exam

Specialty Board Exam
Specialty Certification

Figure 1: Continuum of medical education - Included are the points at which selection and internal and

external evaluation of the student occurs (at ri,:nt of graph). At the left accreditation of

the programs is indicated. ( t.f indicates internal evaluation)



TABLE_ 1.

Ten Years [rend in Ad:histjen, Employment and Licensure of
rmi..!; and Graduates of 00mestic Holical Schools

ECM

1962 1963 1964 1965 1966 1967 1968 1969 1970 1971 ; 19/2

•

1973

No. Exams Administered 14,535 19,130 18,511 18,337 18,938 19,188 19,548 22,598 29,950 31,03 32,072 37,C23
No. Candidates Passed 6,051 6,013 6,820 7,724 7,842 8,770 7,714 8,127 11,916 9,693 12,it3/ 1?..i.C9
No. Fr,Ss Certified not available Lofor.6 1966 -- 6,599 5,364. 6,142 4,685 5,I3C 6,01:. !71', 6,;"ii

'lirsion to U.S.

Exchange Visa 3,970 4,637 4,518 4,160 4,370 5,204 5,701 4,450 5,008 4,784 3,935 4,613
. Lii.lc.,1rants
TeLa1* •

1,297
5,767

2,093
6,730

2,249
6,767

2,012
6,172

2,552
6,922

3,326
8,897

3,128
9,125

2,756
7,515

3,150
8,523

5,756
10,94i

7,111
11,41c.

7,119
12,25

U.S. Oraduates 7,16C 7,264 7,336 7,406' 7,574 7,743 7,973 8,059 8,36i 85i1 9,55i 1C,3.)1

(.=.raduate rddical Education

Interns: 'm
U.S. 6,900 7,136 7,070 7,296 7,309 7,573 7,506 7,194 7,869 8,213 8,120 -239ri-FriCI 1,273 1,669 2,566 2,821 2,361 2,793 2,913 3,270 2,939 3,339 3,946 Ar:24
Total 8,173 8,805 9,636 10,097 9,670 10,366 10,419 10,464 10,008 11,652 12,06C .4.1C3

Residents: r
U.S. 21,914 22,177 22,433 22,852 22,765 22,518 23,116 23,816 25,013 26,495 22,970 30,610
F!..3 7,723 7,062 7,052 8,153 9,133 9,502 10,627 11,231 12,126 12,963 13,543 1.1,1171
Total 29,637 29,239 29,485 31,005 31,808 32,050 33,743 35,047 37,139 39,463 42,512 45,21

Liscensed to Practice

U.S. Graduates 6,648 6,832 6,605 7,619 7,217 7,267 7,581 7,671 8,016 7,943 7,815 not yet_
Fr:Gs 1,357 1,451 1,306 1,528 1,634 2,157 2,185 2,307 3,01C 4,314 6,661 2v3i1-

, Total 8,005 8,283 7,911 9,147 8,851 .9,424 9,766 9,978 11,032 12,257 14,4/6 Ale.

Physicians in U.S.
,

U.S. Graduates 215,550 271,390 276,811 282,609 288,525 ioi.: yet
ML.,s 30,925 53,552 57,217 62,214 68,009 uvil-
Total 263,000 276,475 284,224 292,088 301 375 308,630 317,032 324,912 334,028 341,823 ;55,531 able

-

* Beginning in 1967 the total includes other Categories of non-immigrant physicians.



19133

1972

TABLE 2

Country or Region of Emigration of FlIGs for 1963 and 1972

Europe

No. %

Canada

No. 0/,

Latin America

No.

*

%

Asia

No. %

Other

No.
—,..

3

%

ToLli

No.

575

911

27.5

12.7

_...

467

439

22.3

6.4

580

372

...—

27.7

5.1

260

4996

12.4

69.9

211

425

10.1

5.9

2093

7143
....

* Includes South hnerica, Mexico and Cuba.
° Includes Africa, Oceania, and selected countries of the Americas.



TABLE 3 

Selected Specialty Distribution of FMG's and U.S. Medical Graduates as of 1970

Specialty
All Physicians

Number Percent

Foreign
Medical

Number

Graduates *

Percent

U.S. Medical

Number

Graduates

Percent

Internal Medicine 41,872 12.5 6,394 10.9 34,978 12.9

Pediatrics 17,941 5.4 3,787 6.0 14,154 5.2

General Surgery 29,761 8.9 5,748 9.1 24,013 8.9

Ob-Gyn 18,876 5.6 3,403 5.4 15,473 5.7

Psychiatry 21,146 6.3 5,538 8.7 15,553 5.8

Subtotal 1 129,596 38.8 25,420 40.1 104,176 38.5

General Practice 57,948 17.3 7,512 11.9 50,436 18.6

Subtotal 2 187,544 56.1 32,932 52.0 154,612 57.1

Other 146,484. 43.9 30,459 48.0 116,025 42.9

Grand Total 334,028 100.0 63,391 100.0 270,637 100.0

* Including graduates from Canadian medical schools.
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February 22, 1974

The NIRMP Program 

The 1974 NIRMP matching process was completed on February 20; results

are to be mailed to hospitals and students about the first of March thus

advancing the notification date six weeks ahead of the 1973 program. This

improvement in operation was achieved by the NIRMP Board and Staff with the

assistance of a private consulting group and is significant in maintaining

— the credibility of an essential mechanism in the continuum of medical

education. Operational improvements, however, are only one side of the

present concerns for the NIRMP.

The occurencc of violations involving some students and some program

directors, especially in certain first-year residency programs, have resulted

in the establishment of an NIRMP Monitoring Program within the AAMC. The

Group on Student Affairs and the Organization of Student Representatives of

the AAMC were responsible for developing this program announced by Dr. John

A.D. Cooper on February 22. The program is essentially a means for committees

In the medical schools to report incidents of non-compliance to the AAMC

President for communication to the program director and the school involved.

It is hoped that this program will serve as a potential deterrent to many

violations. The occurence of some violations may be also traced to problems

resulting from basic changes in the process of medical education, this is part-

icularly so in psychiatry.

The AAMC has responded to a request from the members of a Task Force on

the Internship and Residency of the American Association of Chairmen of Depart-

ments of Psychiatry to assist them in assessing the concerns of members of this

specialty group about problems relating to the NIRMP. The AAMC has identified
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two projects in which staff can give direct assistance. The first is to

gather information about the numbers and characteristics of the applicant_ -

pool for residency programs in psychiatry. The second is a review of the

NIRMP to determine whether this program or one similar to it can function

satisfactorily as a logical entry point for medical school graduates into

the second phase of the continuum of medical education.

The AAMC suggests that information of this nature would be useful to

other specialty groups whose applicants and program directors are finding the

NIRMP to be less than satisfactory.

Robert Thompson, Ed.D.
Director of Student Programs and Services

Department of Academic Affairs
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STATUS REPORT ON MCAAP .PROJECTS 

Subsequent to the publication of the Final Report of the Task Force

on the Medical College Admissions Assessment Program (MCAAP), staff of

the Division of Educational Measurement and Research have been studying

the ways AAMC resources and talent may be optimally mobilized to respond

to the recommendations of that report. At this point it appears that

the recommendations might be best grouped according to the following

project areas:

I. The Cognitive Assessment Battery - The activity is expected

to focus immediately upon the development of new subtests

in reading, comprehension and analysis, quantitative

reasoning, and specific subtests with a strong achievement

orientation in chemistry, biology, and physics.

Formalized Assessment of Personal Qualities - This activity

of necessity will be research oriented at the outset and

will attempt to identify predictors/correlates of clinical

performance, practice characteristics, etc.

III. Problem Solving - This project is expected to focus on the

assessment of general problem solving behavior and its

relationship to later performance measures, e.g. diagnosis.

IV. Pre-enrollment Guidance and Advising - This effort would

involve the expansion of current acitivities as needed and

appropriate
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V. Letters of Evaluation 

VI. The Interview 

(these last two efforts will attempt to improve these 
as

devices for data collection).

VII. Medical Student Information System - This project will

attempt to extend established programs to provide for be
tter

feedback to the schools.

VIII. Evaluation of Clinical Performance of Students 

IX. Physician Performance 

(these last two areas are essential for purposes of sh
ort

and long term validation respectively. The latter interest

initially is expected to be contained in the proposed AA
MC

Longitudinal Study Follow-Up).

Further specification and implementation of these projects 
will be

accomplished through the combined efforts of the MCAAP Co
mmittee and

AAMC staff.
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SUITE- 200, ONE DUPONT CIRCLE, N.W., WASHINGTON, D.C. 20036

February 15, 1971

A Policy Statement of the  Association of American Medical Colleges 
on National Health Care 

Position on National Health Plans 

The Association of American Medical Colleges supports the concept that• adequate health care and maintenance is a right of all citizens. It
believes that this right can be best served by means of health
insurance and progressive change in the health care delivery system.
The system must be a national one, with adequate provision for
varying regional requirements. Financing should be .based on prepayment,

• both public and private. Control of the system and fixing of national
health goals and priorities requires appropriate, balance between
public and provider inputs.

any. such system must assure access to primary care and prompt referral,
jn accordance with individual patients' needs, to progressively more
sophisticated facilities and personnel. It must also provide for, and
.emphasize, preventive as well as curative care on an ambulatory basis.

.The System should optimize quality of care and economy; and should
utilize incentivesas an aid in cost-control and in developing a more .
effective .and responsive national mechanism for delivery of health
services. It must include a continuing and dynamic method for evaluating
overall operation and performance of providers.

• Position on the Special Role of Academic Health Centers 

The education of health manpower must take place within the system for
providing health services. In those settings where both health services
and education are provided, costs will be greater than in those settings
in which care alone is provided. This fact should be reflected in
reimbursement policies under any health care plan.

-Because of their special and essential role in educating health
professionals, conducting research, and in developing new methods,
academic health centers must be recognized as national resources. Withinthe Centers, biomedical research and those elements of educational
cost not directly related to provisions of patient services should
be. separately funded from multiple sources, including the Federal
Government.
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United Sutes
of America PROCEEDINGS AND DEBATES OF THE 0 CONGRESS.

onErcBsionat Record
FIRST SESSION

Vol. 119 WASHINGTON, Ti3ESDAY, OCTOBER 2, 1973 No. 196

Senate

S. 2513
CATASTROPHIC HEALTH INSURANCE AN

D MEDICAL

ASSISTANCE ACT or 1873

By Mr. LONG (for himself. Mr.

RUNOFF, Mr. TALMADGE, Mr.

NELSON, Mr. ABOUREZX, Mr.

BENTSEN, Mr. HANSEN, Mr.

DOLE, Mr. ROTH, Mr. MONTOYA,

Mr. PERCY, Mr. IVIcGovraN,
SAXBE, and Mr. HUGH SCOTT:

S. 2513. A bill to amend the Social

Security Act by adding a new title

thereto which will provide insurance

against the costs of catastrophic illness,

by replacing the medicaid program 
with

a Federal medical assistance plan 
for

low-income people, and by adchng a new

title XV thereto which will encourage

and facilitate the availability, through

private Insurance carriers, of basic

health insurance at reasonable premium

charges, and for other purposes.

Referred to the Committee on Finance.

Mr. LONG. Mr. President, on behalf

of myself and Senator RIB1COFF, as well

as Senators TALMADGE, NELSON, BENTSEN,

HANSEN, DOLE, ROTH. ADOUREZK, MON-

TOYA, PERCY, SAXBE. McGovERN. and

HUGH SCOTT, I am proud to introduce

today proposed legislation which we

believe represents a major step forward

in the provision of adequate protection

agaist the high costs of necessary health

care.
The Catastrophic Health Insurance

and Medical Assistance Reform Act of

1973 represents many months of effort

designed to develop a means of assuring

virtually all Aniericans that they will not

be bankrupted by the devastating effects

of serious ilness, as well ns a definitive

approach toward eliminating the wide-

spread inequities of the medicaid pro-

gram by replacing it with a program pro-

viding equal benefits to all Americans at

the lower end of the income scale. Addi-

tionally, the proposal contains provisions

designed to stimulate, on a voluntary

basis, the actual availability of adequate

basic private health insurance to those

"many millions of hard-working, middle-

income Americans as a floor of protec-

tion above which they would be covered

by catastrophic health insurance.
These are the people who can often

afford good private health insurance at
reasonable premium rates, but to whom

such coverage is not always available and

often, when available, incorporates vari-

ous underwriting restrictions designed to

limit the insurer's liability rather than

protect the person insured.
The thrust of these latter provisions is

to assign a vast area of responsibility to

the private health insurance industry of

this country, giving them benchmarks

against which the success of their efforts

will be measured. Obviously, to the extent

private health insurance effectively meets

the basic needs of a large segment of our

population, to that extent further ex-

pansion of governmental programs would

not be necessary.
The Long-Ftibicoff health insurance

proposal has three essential parts:
The first part consists of catastrophic

insurance coverage for virtually all

Americans. Each year hundreds of thou-

sands of Americans are stricken by cata-

strophic illnesses or accidents. In addi-

tion to suffering the terrible physical

consequences of these events, these in-

dividuals and their families also suffer

the often devastating financial effects of
these illnesses.
I have long thought that; the Federal

Government should play a part in miti-

gating the financial effects of these ill-

nesses through the use of the established

social insurance mechanisms.
This plan, like medicare, would be fi-

nanced by social security payroll taxes

and administered by the time-tested So-

cial Security Administration. The plan.
effective July 1. 1974, would cover nearly
all employees covered under social secL:-

rity and their dependents, and all social

security beneficiaries. It would make pay-

ment for the types of services covered by

medicare, after an individual had been

hospitalized for sixty days or a family
had incurred expenses of 52.000. The pay-
ments would cover expenses beyond those
deductibles.

Again, the catastrophic plan is not de-
signed to replace basic private health
insurance but rather to supplement that
protection.
The second part of the bill consists of

an entirely new basic health benefits
program for low-income individuals and
families. While most middle-income
families can afford and can obtain rea-

sonably adequate private health insur-
ance coverage toward the costs of their
first GO days of hospitalization and first
$2,000 of medical expenses, many mil-
lions of low-income individuals and
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In addition, families with incomes

slightly above the eligibility
 levels would

be eligible for benefits if 
their medical

expenses reduced their inco
me to these

levels. For example, a family
 of four with

an income of $5,200 would
 become eli-

gible after they had expende
d $400 for

medical expenses, including 
any health

insurance premiums. Of cour
se, no per-

son presently eligible for me
dicaid would

lose entitlement to benefit
s, because of

the new program.

The benefits covered by the 
plan would

include 60 days of hospital 
care and

all medically necessary physic
ians' serv-

inces, laboratory and X-ra
y services,

home health services and car
e in skilled

nursing homes and intermedia
te care fa-

cilities. A copayment of $3 w
ou:d be re-

quired on patient-initiated se
rvices, such

as visits to a doctor's office, 
but copay-

ments could not exceed $30 p
er individ-

ual or family during a year.
 These copay-

ments would not apply to well-
baby care

or with respect to family planning

services.
The plan would also afford catast

rophic

Insurance coverage to those low-in-

come families who are n
ot covered under

the catastrophic plan and
 would also pay

for low-income families 
and coinsurance

required under the catast
rophic plan.

States would be free to p
rovide addi-

tional benefits—such as dru
gs and dental

services—with the Federal 
Government

assuming one-half of the co
st.

For millions of older Ame
ricans with

low incomes, the Long-Rib
coff bill would

pick up their part B me
dicare premi-

ums—presently $6.30 per mon
th—as well

as paying their medicare d
eductibles and

coinsurance amounts. In 
addition, it

would provide them with 
all medically

necessary hospital, skilled n
ursing facil-

ity, and intermediate care 
facility serv-

ices. Home health care wou
ld a:so be

available without limitation.
 -

With respect to mental illne
ss, the pro-

gram would cover all medica
lly neces-

sary care in an accredited 
medical in-

stitution and care in qualif
ied mental

health centers.
The plan would also cover up

 to five

visits to a psychiatrist for "cri
sis inter-

vention," as well as any additio
nal visits

.; 
or care approved by a professional

standards review organization
 as med-

ically appropriate and, in the a
bsence of

which, the patient would reas
onably be

expected to be institutionalized o
r suffer

serious dysfunction.

Additionally, the bill also includes

coverage of appropriate routi
ne irr.rnu-

nizalion and pap smears on a sc
heduled

allowance basis. This provision 
is written

In such a way so as to also ma
ke this

coverage of immunizations and pap

smears applicable to medicare ben
efici-

aries generally. •
The benefits under the low-income

plan are residual—that is. they 
are avail-

able only after whatever priva
te health

Insurance or similar coverage whic
h the

person may have has paid first. 
Under

families cannot afford or do not have

such basic private health insurance pro-

tection available to them.

Tho present loederal-State program

providing health benefits to the poor—

Medicaid does not generally cover low-

income workers who are not on welfare.

It is basically provided only to welfar
e

families and, even then, benefit and eli-

gibility levels vary all over the lot from

State to State. In most St.ates medicaid

is limited to poor aged, blind, and dis-

abled persons or fatherless families.

Today, for example, in one State a dis-

abled person with $1,800 annual income

might not be eligible for medicaid where-

as, in another State, he would be. Fur-

ther, that. same disabled person might

be covered for only 15 days of hospitali-

zation under medicaid in one State while,

In another, he would be eligible for un-

limited hospitalization. Now, tha
t just

does not make sense, does it?

Aside from those obvious inequities 
in

treatment of the poor, there is ano
ther

Inequity developing with impl
ementation

of the new supplemental security i
ncome

plan for aged, blind, arid disable
d per-

sons, where thousands of people
 in a

State would be eligible for medicai
d and

other thousands in the same Stat
e, and

with the same income, would not
. And

In no State is medicaid cover
age avail-

able to a hard-working couple o
r small

Intact family with low income.

These general problems with 
the ex-

isting medicaid program are be
st illus-

trated by specific cases, such as th
e man

in Florida who recently had 
to divorce

his wife of many years in an a
ttempt to

qualify her under medicaid and
 thus ob-

tain the necessary medical car
e for her

chronic illness.

The major new program which
 Sen-

ator RIBICOFF and I propose, w
ould pro-

vide, effective July 1, 1975, bas
ic health

benefits coverage with uniform 
national

eligibility standards for all low-income

Individuals and families. It w
ould be

administered, as .would catastrophic

health insurance, by the Social Se
curity

Administration.
The basic benefits provided under t

he

low-income plan are designed to 
mesh

with the deductibles under the c
ata-

strophic program. This new propos
al is

tiirected primarily at providing nec
essary

health benefits protection to the mi
llions

of working low-income families
 in the

United States who receive no cove
rage

at the present time. The program
 would

also eliminate the inequities and muc
h of

the redtape in the present medicaid

program.
Coverage under the new, program

would be available to all individuals and

families with annual incomes at or bel
ow

the following levels: First, an indivi
dual

with income at or under $2,400; sec
ond,

a two-person family with income at
 or

under $3,600; and third, a family of 
four

with an income at or under $4.800. F
or

each family member above the first fo
ur,

the eligibility limit is increased by $400.
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the bill, no employer insurance plan
could exclude an otherwise eligible em-
ployee solely because that employee could
be covered under the low-income plan.
.Additionally, if an employed, low-income
plan eligible refuses to participate in an
employer-sponsored health insurance
program where the employer pays 75
percent or more of the cost, that indi-
vidual would have to pay the first 5250
of his hospital or medical costs before
being eligible for benefits under the low-
Income plan.
Mr. President, coverage under the low-

Income plan would virtually eliminate
hospital bad-debts problems. The plan
would pay physicians services at medi-
care levels—rather than at the often sub-
standard medicaid rates. It would pro-
vide necessary long-term care for many
millions of low-income older People—
long-term care not now provided under
medicare.
Of great importance, the plan would

afford very substantial fiscal relief to
State and local governments. States
would make a fixed Contribution toward
the cost of the low-income plan based
upon each State's level of spending for
medicaid and general assistance health
care in the year prior to the effective date
of the plan, July 1, 1975. For example, if
a State spent $100 million of its own

funds under medicaid for the types of

care covered under the new low-income

plan, it would contribute that $100 mil-

lion to the low-income fund during the

first and in each succeeding year. Addi-

tionally, the State would contribute 50

percent of the estimated amount of State

and local expenditures in the year before

the low-income plan effective date for

health care services to people ineligible

for medicaid, but who would be eligible

for those types of services under the new

low-income plan.
The estimated annual cost of the low-

income plan is $5.3 billion in general

revenues above present Federal-State

expenditures for medicaid. The c.ata-

strophic illness plan, financed from social

security payroll taxes, would cost an esti-

mated $3.6 billion in the first full year

of operation.
The total new Federal cost of $8.9

billion for the catastrophic health insur-

ance and low-income plan compares

with the estimated cost of over $70 bil-

lion for the national health insurance

plan proposed by Senator KENNEDY. The

Long-llibicoff proposal would also cost

about $6 billion less annually than legis-

lation endorsed by the American Medical

Association.
Mr. President, the third part of our bill

consists of a new and voluntary certifi-

cation program for private basic health

Insurance policies. With this new pro-

gram, private insurers could, of their

own volition, submit any or all of their

basic health insurance policies to the

Secretary for certification. This certifi-

cation would be based upon certain min-

imum criteria specified in the bill relat-

ing to adequacy of coverage, ratio of ben-

efits paid to premium income and con-
ditions of eligibility.
Insurers could advertise the certifica-

tion in promoting their policies. Three
years after enactment of this bill, car-
riers and intermediaries under the med-
icare program would be expected to of-
fer one or more certified policies to the
general public in areas where they sold

policies.
In addition, the bill contains provi-

sions designed to facilitate arrange-
ments whereby basic health insurance
policies meeting minimum standards
could be offered throurth private insur-

ance "pools" established by groups of

private insurers.
The bill also directs the Secretary of

Health. Education, and Welfare to re-
port to Congress after 3 years as to the
extent to which private health insurance

meeting the criteria established in the
bill is actually and generally available
in each State.

Mr. President, this bill does not con-

stitute a "be all—end all" approach, but

it does provide an opportunity to provide

significant assistance to many millions

by closing major gaps in the financing of

necessary health care. We believe that

careful building and improving upon the

present system through this major ini-

tiative is the only feasible alternative to

the potentially disruptive and bankrupt-

ing effects involved in proposals which

would radically alter and almost scrap

existing structures and mechanisms. The
variables are too uncontrollable and the

chances of error too great for us to risk

the magnitude of any mistakes in the

total takeover approach. What Senator

RIBICOFF and I propose to do is what

we know needs to be done and can be

done.
We firmly believe that the thrust of

the catastrophic health insurance and

the Medical Assistanca Reform Act is the

direction in which we should proceed.

Both Senator RIBICOFF and I expect that

our proposal will certainly benefit from

additional constructive efforts during

the course of legislative consideration.

Mr. President, I believe that those who

have joined in cosponsoring this measure

with us have made a significant and im-

pressive contribution. These are Sena--

tors who, through the years, hme maCe

their suggestions and sponsored their

own bills, inclicatine ways that they be-

lieved we could solve the problem of

providing better health care for Amer-

ica. Having worked in this area, we were

proud that some of them saw fit to join

our efforts and coalesce on a bill which

we believe the Senate could pass.

We are extremely proud to have them

in this effort. We believe that by mov-

ing in this fashion, trying to take the

suggestions of each Senator on the Fi-

nance Committee as well as each Sena-

tor who has worked in this area through

the years up to this point, we can con-

tribute to shaping a bill in the best na-
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tional interests, and a bill that can be
. passed, and one which we believe will
serve the Nation.
Mr. President. I now send the Cata-

strophic Health Insurance and Medical
Assistance Reform Act to the desk and
ask that it be appropriately referred.
The ACTING PRESIDENT pro tern-

pore. The bill will be received and appro-
priately referred.
Mr. LONG. I also request unanimous

consent that a summary of each of the
three titles of the bill appear in the CON-
GRESSIONAL RECORD following these re-
marks, and a letter I received today from
Congressman DowNrNc. which illustrates
one of the problems with private health
Insurance which will be dealt with by
title III of our bill.

There being no objection, the material
was ordered to be printed in the RECORD,
as follows:
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DESCRIPTION OF CATASTROPHIC HEALTH IN-
SURANCE PLAN—TITLE I OF THE BILL

ELIGIBILITY
The bill would establish. effective July 1.

1974, a new Catastrophic Health Insurance
Program (CHIP) as part of the . Social Se-
curity Act financed by payroll contributions
from employees, employers and the self-em-
ployed. Under the plan all persons who are
fully or currently Insured under the Social
Security program; their spouses and depend-
ents (and all Social Security beneficiaries)
would be eligible for CIIIP protection. All
persons who are entitled to retirernent, sur-
vivors, or disability benefits under Social
Security, as well as their spouses and depend-
ent children, would thereby be eligible for
CHIP. This constitutes about 95 percent of
the population.

The largest noncovercd groups are Federal
employees, employees covered by the Rail-
road Retirement Act, and State and local gov-
ernmental employees who are eligible for
Social Security but not covered due to the
lack of an agreement with the State. (There
are a small number of people who are still
not covered by Social Security or other re-
tirement programs; the majority of these are
domestic or agricultural workers who have
not met the necessary Social Security cov-
erage requirements.)

Federal employees are, however, eligible for
both basic and major medical catastrophic
health insurance protection under the Fed-
eral Employees Health Benefits Act, with the
Federal Government paying 40 percent of the
costs of such coverage.

BUY-IN FOR STATE AND LOCAL EMPLOYEES

Under the plan. State and local employees
who are not covered by Social Security could
receive coverage under CHIP if the State and
local governments exercise an option to buy
Into the program to cover them on a group
basis. When purchasing this protection.
States would ordinarily be expected to in-
clude all employees and eligible annuitants
under a single agreement with the Secretary.
A determination by the State as to whether
an individual is an annuitant or member of
a retirement system or is otherwise eligible
to have such coverage purchased on his
behalf would, for purposes of the agreement
to provide CHIP protection,. be final and
binding upon the Secretary.
Each State which enters into an agree-

ment with the Secretary of Health. Educa-
tion and Welfare to purchase CHIP protec-
tion will be required to reimburse the Fed-
eral Catastrophic Health Insurance Trust
Fund for the payments made from the fund
for the services furnished to those persons
covered under CHIP through the State's
agreement with the Secretary, plus the ad-
Ministrative expenses incurred by the De-
partment of Health. Education and Welfare
lc carrying out the agreement.
Payments will be made from the fund to

providers of services for covered services
furnished to these persons on the same
basis as for other persons entitled to bene-
fits tinder CHIP. Conditions are also speci-
fied under which the Secretary or the State
could, after due notice, terminate the agree-
ment.

BENEPITS

Ti.e terefits that would be provided under
CHIP would be the same as those currently
provided under Parts A and 13 of Medicare,
except that there would be no upper limita-
tions on hospital days. of home health visits.
Present Medicare coverage under Part A in-

eludes 90 days of hospital care and 100 davs
of post-hospital extended care in a benefit
period. plus an additional lire-time reserve
of 60 hospital days; and 100 home health
visits during the year following dlscharze
from a hospital or extancied care facility.
Part B coverage includes physicians' serv-
ices. 100 home health Visits annually, out-
patient physical therapy services, laboratory
and X-ray services and other medical and
health items and services such as durable
medical equipment.

The major benefits excluded from Medi-
care. and consequently excluded from this
proposal, are nursing home care, prescrip-
tion drugs, hearing aids, eyeglasses, false
teeth and dental care. Medicare's limitations
on extended care, on inpatient care in psy-
chiatric hospitals, which limit payment to
active treatment subject to a 190-day life-
time maximum, and the program's annual
limitation on outpatient services in connec-
tion with mental, psychoneurotic and per-
sonality disorders are also retained. An ad-
ditional exclusion would be for items or
services which the Secretary of Health. Edu-
cation and Welfare rules to be experimen-
tal in nature.

DEDUCTIBLES AND COINSURANCE

In keeping with the intent of this program
to protect against health costs so severe that
they usually have a catastrophic impact on
a family's finances, a deductible of substan-
tial size would be required. The proposed
has two entirely separate deductibles which
would parallel the inpatient hospital deduc-
tible under Part A and the $50 deductible
Under Part B of Medicare.
The separate deductibles are intended to

enhance the mesh of the program with pri-
vate insurance coverage. In order to receive
both hospital and medical benefits, both
deductibles must be met. If a person were
to meet the hospital deductible alone, he
would become eligible only for the hospital
and extended care benefits.
Similarly, if a family were to meet the

$2.000 medical deductible, they would be-
come eligible only for the medical benefits.
There would be hospital and medical coin-
surance requirements (as described below)
but these would rise to a maximum of $1,000.

HOSPITAL DEDUCTIBLE AND COINSURANCE

There would be a hospital deductible of 60
days hospitalization per year per individual.

After an individual has been hospitalized
for a total of 60 days in one year, he would
become eligible for payments toward hos-
pital expenses associated with continued
hospitalization. The program would thus be-
gin payment with the 61st day of his hos-
pitalization in that year. Only those post-
hospital extended care s-ervices which he
receives subsequent to having met the 60-
day deductible would be eligible .for pay-
ment.

After the hospital deductible has been met,
the program would pay hospitals substanti-
ally as they are presently paid under Medi-
care, with the individual being responsible
for a coinsurance amount equal to one-
fourth of the Medicare inpatient hospital de-
ductible applicable at that time. Extended
care services which are eligible for payment
would be subject to a daily coinsurance
amount equal to one-eighth of the Medicare
inpatient hospital deductible. In 1973, this
coinsurance amounts to $17.50 a day for In-
patient hospital services and $8.75 a day for
extended care services. Thus, the coinsurance
could rise yearly in proportion to any in-
crease in hospital costa.
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MEDICAL DEDUCTIBLE AND COINS/TRANCE

There would be a supplemental medical
deductible initially established at 52.000 per
year per family. The Secretary of Health,
Education, and Welfare would, between July
1 and Octobc 1 of each year (beginning In

1975) determine and announce the amount
of the supplemental medical deductible for
the following year.
The deductible would be the greater of

0.000 or $2,000 multiplied by the ratio of
the physicians' services component of the
Consumer Price Index for June of that year
to the level of that component for December,
1974. Thus, the deductible could rise yearly
in proportion to any increase In the price
of physicians services.

After a family has incurred expenses of
$2,000 for physicians' bills, home health
visits, physical therapy services, laboratory
and X-ray services and other covered medical
and health services, the family would become
eligible for payment under the program to-
ward these expenses. For purposes of deter-
mining the deductible, a family would be
defined as a husband and wife and all de-
pendents.

After the medical deductible had been
met, the program would pay for 80 percent
of eligible medical expenses, with the patient
being responsible for coinsurance of 20 per-
cent.

DEDUCTIBLE CARRYOVF.R

As in Part B of Medicare. the plan would
have a deductible carryover feature—ap-
plicable to both the dollar deductible and the
hospital-day deductible—under which ex-
penses incurred (or hospital days used) but

not; reimbursed during the last calendar

quarter of a year would also count toward

the satisfaction of the deductibles for the

ensuing year. For example. an Individual ad-

mitted to the hospital with a cardiac con-

dition on December 10. 1975. and con-

tinuously hospitalized through February 19,

1976, would not, in the absence of the carry-

over provision meet the hospital-day de-

dtictible unless he were to be hospitalized

for at least another 10 days in 1976.

With a carryover provision, however, the

1ndiVidual described above would meet the

hospital deductible on January 30, 1976.

Similarly, if a family's first eligible medical

expenses in 1975 amount to $1,200 and were

incurred during the months of November

and December. and an additional $3,000 in

eligible medical expenses are incurred in

1976, the family would, in the absence of a

carryover provision, be eligible for payment

towards only 61,000 of their expenses in

1976. With a carryover provision, however.

the family described above would be eligible

for payment toward $2.200 of their ex-

penses in 1976.

ADMINISTRATION

Payments made to patients, providers and

practitioners under this program would be

subject to the same reimbursement, quality,

health and safety standards, and utilization

controls as exist in the Medicare program.

Reimbursement controls would include the

payment of audited "reasonable costs" to

participating institutions and agencies, and

"reasonable charges" to practitioners, and

other suppliers.

The utilization of services would be sub-

jected to review by present utilization re-

view committees established in hospitals and

extended care facilities and by the profes-

sional standards review organizations estab-

lished under P. L. 92-603.

The proposal contemplates using the same

administrative mechanisms used for the ad-

ministmtion of Medicare: including, where

appropriate, aledicare's carriers and inter-

mediaries. The proposal also would encom-

pas.s use of Medicare's statutory quality

standards, In that the same conditions of

participation which apply to institutions

participating In Medicare would apply to

those institutions participating In CII1P.

The Social Security Administration, utiliz-

ing its network of district offices. would de-

termine the insured status of individuals and

relationships within families which are

necessary to establish entitlement to CHIP

benefits. The determination of whether the

deductible expenses had been met would also

be handled by the Social Security Admin-

istration in cooperating with carriers and

intermediaries. The proposed administrative

plan envisions establishing a $2,000 minimum

expense amount, before individual bills would

be accepted. This would protect the admin-

istrative agencies from being innundated

with paperwork.
TINA NC/NG

The amendment would finance the plan

with the following contribution schedule:

1975-1977. 0.3 of one percent of taxable pay-

roll on employees and 0.3 on employers: 1978-

1981. 0.35; 1982 and after. 0.4. Rates for the

self-employed would also be 0.3. 0.35 and 0.4

respectively.

The contributions would -be placed In a

separate Federal Catastrophic Health Insur-

ance Trust Fund from which benefits and

administrative expenses related to this pro-

gram would be paid. The complete separation

of catastrophic health insurance financing

and benefit payments is intended to assure

that the catastrophic health insurance pro-

gram will in no way impinge upon the fi-

nancial soundness of the retirement, sur-

vivors, or disability insurance trust funds

or Medicare's hospital and supplementary

medical insurance trust funds. Such separa-

tion will also focus public and congressional

attention closely on the cost and the ade-

quacy of the financing of the program.

. To provide an operating fund • at the be-

ginning of the program On recognition of

the lag in time between the date on which

the taxes are payable and their collection),

and to establish a contingency reserve, a

Government appropriation would be avail-

able (on a repayable basis without interest)

during the first 3 calendar years of the pro-

gram. The amount which could be drawn in

any such calendar year could not exceed the

estimated amount of 6 months of benefit pay-

ments during that year.

CONCLUSION

More than one million families of the ap-

proximately.49 million families in the United

States annually incur medical expenses which

will qualify them to receive benefits under

the program. Of course, nearly all American

families will receive the benefit of Insurance

protection against the costs of catastrophic

illness.

DESCRIPTION or MEDICAL ASSISTANCE PLAN FOR

LOW-INCOME INDIVIDUALS AND FAMILIES—

TITLE II OF THE BILL

GENERAL APPROACH

The bill would establish a medical assist-

ance plan. effective July 1. 1975, for low-

income Individuals and families. The plan

would provide Federally-administered basic

health benefits coverage with uniform na-

tional eligibility standards.

6
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The basic benefits provided under the plan

are designed to mesh with thck:e under the
catastrophic health insurance plan. The plan
is aimed in large part at providing coverage to
low-Income working individuals and families,
In addition to replacing the current Medi-
caid program. It would eliminate the present
Inequities in Medicaid whereby people with
the same incomes and needs are eligible for
Medicaid In one State but ineligible In an-
other. as well as the extensive variations in
benefits between States. The plan would also
result in substantial fiscal relief to State
and local governments.

ELIGIBILITY

Coverage would be available to all individ-
uals and families having an annual income
at or below the following levels: .$2.400 for an
individual; $3,600 for a two-person family;
64,200 for a three-person family: $4,800 for
a four-person family; and $400 additional for
each additional family member.

Eligibility would not be linked to eligibility
for welfare payments and, consequently,
there would be no requirement that an in-
dividual fit into one of the current .welfare
categories (such as aged, blind or disabled).
This would mean that working low-income
individuals and families presently ineligible
for Medicaid (such as thousands of migrant
families) would be eligible for benefits under
this plan.
In view of the fact that the plan is not

linked to the welfare program, and to sim-
plify its administration, there would be no
assets test applied in determining eligibility.
The program would contain a "spend-

down" provision under which an individual
or family's income would be reduced by their
incurred health care expenses in determining
their eligibility for benefits under the pro-
gram. For example, a family of four with
$5,000 of income would be covered under the
program after they had incurred expenses of
$200 for medical care.
To be eligible for benefits, persons would

have to be either resident citizens of the
United States or aliens lawfully admitted
for permanent residence, or otherwise legally
residing in the United States.

Eligible individuals would file an applica-
tion (or have an application tiled in their
behalf). Upon approval of an application,
each Individual would be issued a health
benefits eligibility card.
To enhance administrative simplicity. eligi-

bility would be certified on an annual basis
'With a coverage year generally beginning on
April 1, and with the income determinations
generally being based upon the previous
year's income. Provisions are included to al-
low entrance into the program, where appro-
priate, at any point during the year. In such
cases, eligibility would be redetermined on
the following April 1. In addition, the plan
provides for prospective earnings estimates,
where appropriate. In determination of eligi-
bility.
Individuals' or families' eligibility would

generally continue throughout the coverage
year unless their income increased to more
than 20 percent above the eligibility level.
In determining eligibility, a family is de-
fined as two or more individuals related by
blood. niarringe or adoption, and residing in
a place maintained by one or more of them
as their home. Also, in determining eligi-
bility. income would include both earned and
unearned Income, including welfare pay-
ments. pension or Social 1,,ecurity payments.
support and alimony payments. gilts, rents,
dividends and interest. The plan includes
lesser Income limits for Puerto Rico, the

Virgin Islands and Guam. Additionally, there;
would be special rules established by the Sec;
retary to deal with cases where the gross
income of an individual or family from a
trade or business (including farming) would
be considered sufficiently large to cause the
family not to be regarded as "low income".
The plan contains a "grandfather" provi-

sion to guarantee that no current Medicaid
recipient would be disadvantaged .by this
program.

BENEFITS

The plan would cover medically-necessary
inpatient hospital services for up to 60 days
during a benefit period, as well as all medi-
cally-neccessary skilled nursing facility care.
Intermediate facility care and home health
services. Additionally, the plan would cover
all medically-necessary medical and other
health services (including physicians' serv-
ices and laboratory and X-ray services), as
well as prenatal and well-baby care, family
planning counseling services and supplies
and, for children Under 18, periodic screen-
ing, diagnosis and treatment. Additionally.
the plan would make payments for Part B
Medicare premiums for eligible individuals.
Mental health care would be covered on an

Inpatient basis to the extent that it con-
sisted of active care and treatment provided
in an accredited medical institution, and out-
patient mental health services would be cov-
ered without limitation if provided In a qual-
ified community mental health center. Ad-
ditionally, the plan would cover up to five
visits to a psychiatrist, related to "crisis in-
tervention", during any benefit period. Ad-
ditional visits would be authorized upon a
finding that the patient would require•insti-
tutionalization in the absence of such care
or that he would be severely dysfunctional.
For individuals who are also entitled to

benefits under the catastrophic health in-
surance plan, the medical assistance plait
would pay any coinsurance required under
the catastrophic plan. For persons not eligi-
ble for benefits under the catastrophic plan,
the medical assistance plan would make pay-
ments for benefits covered under the cata-
strophic plan. The plan would also cover
routine immunizations.

DEOLICTIDLES AND COINSURANCE

In view of the fact that the medical as-
sistance plan is aimed at providing benefits
to individuals and families without adequate
resources to purchase medical care, there
would generally be no deductibles or coin-
surance payments required.

However, to assist in controlling patient.
initiated utilization, there would be a $3
per visit copayment for each of the first 10
outpatient physicians' visits per family, but
no copayment would be applicable for visits

for well-baby care and family planning
services.
There would be one other circumstance in

which a copayment would be required. This
would be applicable in those situations where
a person, without dependents. Ls in a long-
term care facility for more than 60 days. In
such cases, the individual (usually art eld-
erly person in a nursing home) would re-
tain $50 of his monthly income and any in-
come in excess of $50 would be required as
a copayment.

PAYMENTS AND ADMINISTRATION

Payments made to providers and practi-
tioners under this program would be sub-
ject to the same reimbursement, quality,
health and safety standards, and utilization
controls as are applicable under tha Medicare

7
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prognm. Reimbursement controls would

limit payments to not more than audited

"reasonable cost;" to participating institu-

tions and agencies, and "reasonable charaes"

to practitioners and other suppliers.

Payments made under this program, along

with any required copavment. would have to

be accepted by lira% vier.. and practaioners as

payment in full fur the meri ices rendered, and

no person acceptina Such payment could

charge amounts in excess of the payment for

the individual receiving the service.

Benefits under the program would be re-

sidual and amounts payable under this pro-

gram would be reduced by amounts payable

under any other public or private •insurance

plan tinder which the individual was cov-

ered, with the exceptaon of a State program

designed to supplernant this program.

In addition, amounts otherwise payable

under this program would be reduced by not

snore than $250 in is benefit period if an

eligible employed individual failed to enroll

In an employer-sponsored health insurance

plan for which the employer paid 75 percent

or more of the premium cost. No employer

could exclude an otherwise eligible employee
from participation in a health insurance plan

solely on account of the employee's

eligibility for benefits under the Medical

Assistance Plan.
The utilization and quality of services

would be reviewed by rtilization review com-

mittees established in hospitals and skilled

nursing facilities, and by the Professional

Standards Review Organizations established

under Public Law 92-603.
The program utilizes the same administra-

tive mechanisms used for the administration

of Medicare, including, where appropriate.

Medicare's carriers, intermediaries and public

health agencies. The program also would en-

compass use of Medicare's statutory quality

standards. in that the same conditions of

participation which apply to institutions

participating in Medicare would apply' to
those institutions participating in this

program.

Primary policy, operating and general ad-

ministrative responsibility for the program is

specifically assigned to the Social Security

Administration, basically involving personbel

and facilities employed in the Bureau of

Health Insurance.

FINANCING

The low-income plan would be financed

from general revenues. Just as the Federal

share of the current Medicaid program is

now financed, and also with State funds. A

medical assistance trust fund would be estab-

lished to make payments for benefits under

the program. The fund would receive ap-

propriations from general revenues and State

contributions.

States would contribute a fixed amount

which would be equivalent to their total

expenditures from State funds under Medi-

caid for the types of benefits covered under

this plan during the year prior to the effec-

tive date of this program. Additionally, a

State would also pay 50 percent of the esti-

mated amount that the State and local

governments had expended in that same base.

year for provision of these types of services

I.' people not covered under Medicaid who

would however. be covered under the new

plan. State contributions in future years

would be limited to the initial contribution

:ltIHItiiit .
The State contribution would be reduced

by an amount equal to one-half the amount

exaended by the State from non-Federal

Sunda in providing types of services not

covered under this program, but which could'

has e been matched under the Medicaid pro-

gram. This provision would encourage States

to offer or to continue providing optional

services, such as drugs, dental services and

eyeglasses.
The additional first full-year Federal cost

above present Medicaid expenditures. is esti-

mated at $5.3 billion.

CONCLUSION

An estimated 39 million people throw:a:out

the United States would be eligible for bene-

fits under this program in any given year

though, of course, not all of these people will

receive services in a given year. The current

Medicaid program covers some 22 million

people. The additional people covered under

this new program represent primarily the

working poor who, until this time, have been

Ineligible for Federally-supported medical

assistance.

DESCRIPTION OF PRIVATE BASIC .1.1EAT.TH IN-

SURANCE VOLUNTARY CERTIFICATION PRO-

GRAM—TITLE III OF THE BILL

GENERAL APPROACH

The bill would establish a voluntary cer-

tification program for private basic health

insurance. Under this program, a priaata

health insurer could, if it chose, submit one

or more oi its basic health insurance policies

to the Secretary for certification. The Sec-

retary's certification would be based upon the

policies' meeting certain minimum criteria

with respect to adequacy of coverage, con-

ditions of eligibility, actual availability of

the policy and reasonableness of pay-out

ratio which are specified in the bill.

If a policy was certified by the Secretary,

the private insurer could advertise such cer-

tification in promotion of the. policy.

As a condition of eligibility for contracting

as the Government's agents, beginning three

years after enactment of the bill, carriers and

Intermediaries under the Medicare pros.^:arn

would be expected to offer one or more cer-

tified policies to the general public in each

service area where the carriir or intermediary

sold health insurance policies.

Additionally, the bill would facilitate ar-

rangements whereby basic health insurance

poicies meeting the minimum standards

could be offered ahrough "pools" of private

insurers.
The bill would direct the Secretary of

Health. Education and Welfare to report to

the Congress after three years on the ex-

tent to which private health insurance meet--

ing the criteria established in the bill is

actually and generally available.

CRITERIA FOR BASIC PRIVATE HEALTH INSURANCE

The bill contains a set of criteria for basic

private health insurance policies. Private

health insurance would not be required to

meet these criteria but these yardsticks

would be applied by the Secretary in certi-

fying policies volnutarily submitted for

certifiaction.
The criteria dealing with adequacy of

coverage would basically call for benefits of

at least 60 days of hospital care and cov-

erage of medical bills up to 52.000. A pol-

icy meeting these criteria would mesh tilth

the deductible amounts under the ca:a-

strophic health insurance program. The

standards also limit the amount of deduct:ale

and copayments which could be charged with

respect to the covered hospital and medical

care. •
Other criteria ban exclusions, waivers of

liability and waiting periods in group polices

and, with respect to individual policies, lim-

it medical exclusion to preexelsting preg-

8
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nancy and waiting periods for other preexist-
ing conditions to not more than 90 days.

Additional requirenients deal with oppor-
tunities for enrollment including at least
an annual "open" enrollment period.

Reasonable ratios of benefit payments to
premiums are defined in terms of average
ratios for group policies generally underwrit-
ten by insurers.

USE OF CERTIFCATION

The Secretary would design an appropriate
emblem which could be used by the private
insurer in advertising the certified policy.

CARRIERS AND INTERMEDIARIES

Three years from the effective date no in-
surer could serve as a Medicare carrier or in-
termediary unless it offered one or more cer-
tified policies to the general public in each
geographic or service area In which it did
business.

FACILITATING INSURANCE "POOLS"

The bill contains an antitrust exemption
under which insurers could enter into con-
tracts or arrangements for the sole purpose
of establishing Insurance "pool" arrange-
ments in order to offer to the general pub-
lic certified health insurance policies. -Such
pools allow proportionate sharing of risks and
rewards.

REPORT BY THE SECRETARY

The Secretary of Health. Education and
Welfare would report to the Congress at the
end of three years on the extent to which
private health insurance meeting the cri-
teria for certification contained in the bill
was actually and generally available in
States.

Hon. THOMAS N. DOWNING,
House 01 Representatives,
Washington. D.C.
DEAR MR. DOWNING: I have an insurance

policy with National Preferred Di r:.
Globe Life and Accident Insurance Company,
Box 18526, Oklahoma City, Oklahoma 73118.
It was issued in November 1960, and is a

cash payment policy of $100 to $150 per week.
payable after the third day of hospitaliza-
tion. I have collected on this insurance on
several occasions when I was hospitalized.
the last time being in June 1973.
Since I have terminal" cancer, a condition

Which did not exist when the policy NA as is-
sued, the Company now advises Inc that they
are cancelling the policy as of February 1974.
They have this option as so stated iii IIIC
policy.

My question is, since this policy Was is-
sued such a long time ago, has there been
any insurance laws passed since then that
prohibits a company from cancelling a policy
at their option. It does not seem fair that a
person pays all these years on a policy, and
even though I have collected small amounts
In the past, now when they feel there may
be long term hospitalization they opt to
cancel.
I would appreciate a reply with your com-

ments and suggestions, if any. as to what
can be done in this case. I know that my
policy states at their option. and I will have
to abide by it. but it seems to me that this
Is something that should be considered in
future legislation to protect the consumer,
and this is my reason for bringing it to your
attention.

9
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FACT SHELT—LONG-RIBICOIT CATASTROPHIC
HEALTH INSURANCE AND NIEuicAL ASSIST-
ENCE REFORM Act OF 1973

Taut 1—CATASTROPHIC HEALTII INSURANCE
PLAN

Eligibility

All persons covered by the Social Security
System and their spouses and dependents.

This constitutes 95'; of the population. Most
of the rest of the uncovered population are
government employees. State and local gov-
ernmental employees not covered under So-

cial Security could buy into the. program.
Federal employees who are eliaible for basic
and catastrophic protection under the Fed-

eral Employees Health Benefits Act would
continue to be covered by that program.

Benefits

Social Security administered trust fund

pays for medical bills after a family has in-

curred $2000 of medical bills in a year.

Hospital costs would be paid for after a

person has incurred 60 days of hopsital costs,

The $2000 deductible and the GO clay deduct-

ible are entirely separate. If a person were

to meet the hospital deductible alone it

would be eligible only for the hospital bene-

fits. Similarly, if a family were to meet only

the $2000 deductible, it would be eligible

only for medical benefits.

After the deductibles are met there would

still be copayments required similar to the

Medicare copayments ($17.50 a day for hos-

pital and 20% of medical bills). But these
copayments would stop once they reach

$1000.
Cost

$3.6 billion payable by .3% increase in

Social Security tax oxt employee and em-

ployer.
Effective date--

July 1, 1974.

TITLE II—MEDICAL ASSISTANCE PLAN

Replaces Medicaid with a uniform national
program of medical benefits for low-income
persons administered by Social Security
Administration.

Eligibility-34 million people

All persons now receiving Medicaid bene-
fits.

All individuals and families having an
annual income at or below the following
levels:

$2,400 for an individual:
$3,600 for a two-person family;
$4,200 for a three-person family;
$4,800 for a four-person family;
And $400 additional of each additional

family member.
Families with incomes above these levels

would become eligible if they spend enough
on medical care to reduce their income to the
eligibility levels. Thus, a family of four with
$5000 would become eligible if it spent $200
for medical care.

Benefits

Provides hospital care for up to GO days and

all skilled nursing facility care. intermediate
facility care and home health services.

Also covers physicians services. X-ray, lab-
oratory. prenatal and well-baby care, family
planning counselling services and supplies.

periodic screening, diagnosis and treatment
for children ui!cler 18, inpatient mental

health care that•consists of active care and
treatment in a medically accredited in-
stitution and outpatient care in a qualified
community health center. Outpatient psy-
chiatric services would be limited to 5 visits
related to "crisis" intervention and addi-
tional visits could be authorized upon find-

ing that in their absence the patient would.
require institutionalization or be severely
dysfunctional.

The plan would also pay the $6.30 monthly
Part B Medicare premium for persons elig-
ible for this Title.

Copayments and deductibles,

Only copayment is $3 for each of first 10
visits to doctor per family (but no copay-
ments for visits for well-baby care and fam-
ily planning services).

Payments to health care providers and ad-
ministration

Same as Medicare (reasonable costs for in-
stitutions, reasonable charges for physicians.
Payments made under the program would

have to be accepted as payment in full and
there could be no additional charges to
patient.

Benefits reduced to patients by $250 if they
have failed to enroll in an employer-em-
ployee plan in which employer pays 75r.'"o or
more of the premium cost.

Cost

$5.3 billion in federal general revenues.
States would have to pay no more than they
did for Medicaid in the year prior to this
Title's effective date plus one-half of what
they paid for medical services for those not
covered by Medicaid. Thus states would be
held harmless against additional costs or
caseloads.

Effective date

July 1, 1975.
TITLE III

Establishes a voluntary certification pro-
gram for private basic health insurance to
encourage the availability of adequate private
healtlinsurance.
Insurer could submit policy to HEW Sec-

retary for certification. Certification is based
on adequacy of coverage, conditions of elig-
ibility, actual availability. Certified policies
would be advertised as such.

Criteria for certification o/ policies

Must provide 60 clays of hospital care and
coverage of medical bills up to $2000. (This
meshes with catastrophic plan.)
Limits on deductibles and copayments.
Ban on exclusions, waivers of liability and

waiting periods In group policies, and with
respect to individual policies, a limit on med-
ical exclusion to pre-existing pregnancy and
waiting periods for other pre-existing con-
ditions to not more than 90 days.
At least one annual open enrollment pe-

riod.
Reasonable ratios of benefit payments to

premiums defined in•terms of average ratios
for group policies generally written by in-
surers.

Incentives to provide certified policies

For three years from effective date of act,
Secretary of HEW studies progress of insur-
ers In making certified policies actually and
generally available to population.

After that time no insurer could serve as
a Medicare carrier or intermediary unless it
offered one or more certified policies to the
general public in each geographic or service
area In which it did business.

Insurance pooling

Contains an anti-trust exemption under
which insurers could enter into contracts or
arrangements for the sole purpo..e of estah-
lishing insurance "pool" arrangements in or-
der to offer to the general public certified
health insurance policies. Such pools allow
proportionate sharing of risks and rewards.

0



D
o
c
u
m
e
n
t
 f
r
o
m
 t
he

 c
ol
le
ct
io
ns
 o
f
 th

e 
A
A
M
C
 N
o
t
 t
o 
be
 r
ep
ro
du
ce
d 
wi
th
ou
t 
pe
rm
is
si
on
 

f'4104

NIXON'S HEALTH INSURANCE MESSAGE CALLS FOR ACTION THIS YEAR

TO THE CONGRESS OF THE UNITED STATES:

One of the most cherished goals of our democracy is to assure every
American an equal opportunity to lead a full and productive life.

In the last quarter century, we have made remarkable progress toward
that goal, opening the doors to millions of our fellow countrymen who
were seeking equal opportunities in education, jobs and voting.

Now it L6time that we move tioilwaiLd again in stilt anothet
cAiticat atea: Health Cate.

Without adequate health care, no one can make full use of his or her
talents and opportunities. It is thus just as important that economic,
racial and social barriers not stand in the way of good health care
as it is to eliminate those barriers to a good education and a good
job.

Three years ago, I proposed a major health insurance program to the
Congress, seeking to guarantee adequate financing of health care on
a nationwide basis. That proposal generated widespread discussion
and useful debate. But no legislation reached my desk.

Today the need is even more pressing because of the higher costs of
medical care. Efforts to control medical costs under the New Economic
Policy have been met with encouraging success, sharply reducing the
rate of inflation for health care. Nevertheless, the overall cost of
health care has still risen by more than 20% in the last two and one-
half years, so that more and more Americans face staggering bills when
they receive medical help today:

ACA044 the nation, the avetage co4t oti a day o hooita
cake now exceed's $110.

The aveAage co4t 0,6 Wive/Ling a baby and ptoviding post-
natal. cake appnoache4 $1,000.

The avetage cot o health cate eon. tekminae cancet now
exceeds $20,000.

For the average family, it is clear that without adequate insurance,
even normal care can be a financial burden while a catastrophic ill-
ness can mean catastrophic debt.
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Beyond the question of the prices of health care, our pres,ant system
of health care insurance suffers from two major flaws:

First, even though more Americans carry health insurance than ever be-
fore, the 25 million Americans who remain uninsured often need it the
most and are most unlikely to obtain it. They include many who work
in seasonal or transient occupations, high-risk cases, and those who
are ineligible for Medicaid despite low incomes.

Second, those Americans who do carry health insurance often lack cov-
erage which is balanced, comprehensive and fully protective:

*Forty percent of those who are insured are not covered for visits to
physicians on an out-patient basis, a gap that creates powerful in-
centives toward high-cost in hospitals;

*Few people have the option of selecting care through prepaid arrange-
ments offered by Health Maintenance Organizations so the system at
large does not benefit from the free choice and creative competition
this would offer;

*Very few private policies cover preventive services;

*Most health plans
and inefficiency.
on, of course, to

*Fewer than half of
have major medical
illness.

do not contain built-in incentives to reduce waste
The extra costs of wasteful practices are passed
consumers, and

our citizens under 65 - and almost none over 65 -
coverage which pays for the cost of catastrophic

These gaps in health protection can have tragic consequences. They
can cause people to delay seeking medical attention until it is too
late. Then a medical crisis ensues, followed by huge medical bills -
or worse. Delays in treatment can end in death or lifelong disability.

Comprehensive Health Insurance Plan (CHIP) 

Early last year, I directed the Secretary of HEW to prepare a new and
improved plan for comprehensive health insurance. That plan, as I in-
dicated in my State of the Union message, has been developed and I am
presenting it to the Congress today. I urge its enactment as soon as
possible.

The ptan A.4 cmganized atound 4even p/Lincipte4:
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00045;

FiA4t, it offers every American an opportunity to obtain a balanced,
comprehensive range of health insurance benefits;

Second, it will cost no American more than he can afford to pay;

Thiltd, it builds on the strength and diversity of our existing public
and private systems of health financing and harmonizes them into an
overall system;

Focath, it uses public funds only where needed and requires no new
federal taxes;

Fiith, it would maintain freedom of choice by patients and ensure
that doctors work for their patient, not for the federal government;

Sixth, it encourages more effective use of our health care resources;

And Finatty, it is organized so that all parties would have a direct
stake in making the system work - consumer, provider, insurer, state
governments and the federal government.

Broad and Balanced Protection for All Americans 

Upon adoption of appropriate federal and state legislation, the Compre-
hensive Health Insurance Plan would offer to every American the same
broad and balanced health protection through one of three major programs:

1) Emptoyee Heaith Inisunance, covering most Americans and offered at
their place of employment, with the cost to be shared by the employer
and employee on a basis which would prevent excessive burdens on either;

2) Aszizted Heath Inuaance, covering low-income persons, and persons
who would be ineligible for the other two programs, with federal and
state government paying these costs beyond the means of the individual
who is insured; and,

3) An impAoved Medicane Ran, covering those 65 and over and offered
through a Medicare system that is modified to include additional,
needed benefits.

One of these three plans would be available to every American, but for
everyone, participation in the program would be voluntary.

The benefits offered by the three plans would be identical for all
Americans, regardless of age or income. Benefits would be provided for:
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-hospital care;
-physicians' care in and out of the hospital;

-prescription and life-,saving drugs;

-laboratory tests and X-rays;
-medical devices;
-ambulance services; and,

-other ancillary health care.

There would be no exclusions of coverage based on the nature of the

illness. For example, a person with heart disease would qualify for

benefits as would a person with kidney disease.

In addition, CHIP would cover treatment for mental illness, alcohol-

ism and drug addiction, whether that treatment were provided in hos-
pitals and physicians' offices or in community-based settings.

Certain nursing home services and other convalescent services would
also be covered. For example, home health services would be covered

so that long and costly stays in nursing homes could be averted where

possible.

The health needs of children would come in for special attention,

since many conditions, if detected in childhood, can be prevented

from causing lifelong disability and learning handicaps. Included

in these services for children would be:

-preventive care up to age six;
-eye examinations;
-hearing examinations; and
-regular dental care up to age 13.

Under the Comprehensive Health Insurance Plan, a doctor's decisions

could be based on the health care needs of his patients, not on health

insurance coverage. This difference is essential for quality care.

Every American participating in the program would be insured for cat-

astrophic illnesses that can eat away savings and plunge individuals

and families into hopeless debt for years. No family would ever have
annual out-of-pocket expenses for covered health services in excess of

$1,500, and low-income families would face substantially smaller ex-

penses.

Az pax t o6 this pkogAam, event' Amenican who pakticipateis in
the imogkam wowed Aeceive a HeaLthccutd when the ptan goeis
into e6tiect in hi4 .state. Thi.z caul, 6-bliiair_ to a c4edit
caul, woad be honoked by hooita-L, nuuing home's, onvigency
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•

toom4, doctou, and ceinics acAoss the countty. Thiz caul
cowed at's° be used to identiO in6o4mation on btood type and
sensitivity to patticutan &tugs - in4oAmation which might be
impoAtant in an emetgency.

Bills for the services paid for with the Healthcard would be sent to
the insurance carrier who would reimburse the provider of the care for
covered services, then bill the patient for his share, if any.

The entire program would become effective in 1976, assuming that the
plan is promptly enacted by the Congress.

How Employee Health Insurance Would Work 

Every employer would be required to offer all full-time employees the
Comprehensive Health Insurance Plan. Additional benefits could then be
added by mutual agreement. The insurance plan would be jointly financed
with employers paying 65% of the premium for the first three years of
the plan, and 75% thereafter. Employees would pay the balance of the
premiums. Temporary federal subsidies would be used to ease the initial
burden on employers who face significant cost increases.

Individuals covered by the plan would pay the first $150 in annual medi-
cal expenses. A separate $50 deductible provision would apply for out-
patient drugs. There would be a maximum of three medical deductibles
per family.

After satisfying this deductible limit, an enrollee would then pay for
25% of additional bills. However, $1,500 per year would be the absolute
dollar limit on any family's medical expenses for covered services in
any one year.

How Assisted Health Insurance Would Work 

The program of Assisted Health Insurance is designed to cover everyone
not offered coverage under Employee Health Insurance or Medicare, in-
cluding the unemployed, the disabled, the self-employed, and those with
low incomes. In addition, persons with higher incomes could also ob-
tain Assisted Health Insurance if they cannot otherwise get coverage
at reasonable rates. Included in this latter group might be persons
whose health status or type of work puts them in high-risk insurance
categories.

Assisted Heatth Insmance woutd thu4 4itt many o4 the gaps
in OWL pkesent heath insmance system and wowed ensme that
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woutd have 6inanciat accuis to heatth pkotection negaAd-
te64 ol6 income on. cin.cum4tances.

A principal feature of Assisted Health Insurance is that it relates to
premiums and out-of-pocket expenses to the income of the person or
family enrolled. Working families with incomes of up to $5,000, for
instance, would pay no premiums at all. Deductibles, co-insurance,
and maximum liability would all be pegged to income levels.

Assisted Health Insurance would replace state-run Medicaid for most
services. Unlike Medicaid, where benefits vary in each state, this
plan would establish uniform benefit and eligibility standards for
all low-income persons. It would also eliminate artificial barriers
to enrollment or access to health care.

As an interim measure, the Medicaid program would be continued to meet
certain needs, primarily long-term institutional care. I do not con-
sider our current approach to long-term care desirable because it can
lead to over-emphasis on institutional care as opposed to home care.
The Secretary of HEW has undertaken a thorough study of the appropriate
institutional services which should be included in health insurance
and other programs and will report his findings to me.

Improving Medicare 

The Medicare program now prOvides medical protection for over 23 mil-
lion older Americans. Medicare, however, does not cover outpatient
drugs, nor does it limit total out-of-pocket costs. It is still pos-
sible for an elderly person to be financially devastated by a lengthy
illness even with Medicare coverage.

I thekeioke pAopo4e that Medica/Le4 beneW4 be imptoved
40 that Medicake wowed ptovide the zame beneliitz o“eted
to othet Amaicanz undek Emptoyee Heatth Immance and
A44ated Heatth Duct/Lance.

Any person 65 or over, eligible to receive Medicare payments, would
ordinarily, under my modified Medicare plan, pay the first $100 for
care received during a year, and the first $50 toward out-patient
drugs. He or she would also pay 20% of any bills above the deduct-
ible limit. But in no case would any Medicare beneficiary have to
pay more than $750 in out-of-pocket costs. The premiums and cost
sharing for those with low incomes would be reduced, with public
funds making up the difference.
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The current program of Medicare for the disabled would be replaced.
Those now in the Medicare for the disabled plan would be eligible for
Assisted Health Insurance, which would provide better coverage for
those with high medical costs and low incomes.

Premiums for most people under the new Medicare program would be
roughly equal to that which is now payable under Part B of Medicare -
the Supplementary Medical Insurance Program.

Costs of Comprehensive Health Insurance 

When fully effective, the total new costs of CHIP to the federal and
state governments would be about $6.9 billion with an additional small
amount for transitional assistance for small and low wage employers:

*The federal government would add about $5.9 billion over the cost of
continuing existing programs to finance health care for low-income
or high risk persons.

*State governments would add about $1 billion over existing Medicaid
spending for the same purpose, though these added costs would be
largely, if not wholly, offset by reduced state and local budgets
for direct provision of services.

*The federal government would provide assistance to small and low wage
employers which would initially cost about $450 million but be phased
out over five years.

Fon. the avenage Amekican liamitg, what at o6 the6e tiiguke4
keduce to o,s.i.mpty this:

*The national average family cost for health insurance premiums each
year under Employee Health Insurance would be about $150; the employer
would pay approximately $450 for each employee who participates in
the plan.

*Additional family costs for medical care would vary according to need
and use, but in no case would a family have to pay more than $1,500
in any one year for covered services.

*No additional taxes would be needed to pay for the cost of CHIP. The
federal funds needed to pay for this plan could all be drawn from rev-
enues that would be generated by the present tax structure. I am op-
posed to any comprehensive health plan which requires new taxes.
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Making the Health Care System Work Better 

Any program to finance health care for the nation must take close ac-
count of two critical and related problems - cost and quality.

When Medicare and Medicaid went into effect, medical prices jumped
almost twice as fast as living costs in general in the next five years.
These programs increased demand without increasing supply proportionately
and higher costs resulted.

This escalation of medical prices must not recur when the Comprehen-
sive Health Insurance Plan goes into effect. One way to prevent an
escalation is to increase the supply of physicians, which is now taking
place at a rapid rate. Since 1965, the number of first-year enroll-
ments in medical schools has increased 55%. By 1980, the nation should
have over 440,000 physicians, or roughly one-third more than today. We
are also taking steps to train persons in allied health occupations,
who can extend the services of the physician.

With thme and otheA atAeady undeway, the nat.ion'4
heatth manpowa zuppey wilt be abee to meet the additionat
demands that wiet be pLfeced on it.

Other measures have also been taken to contain medical prices. Under
the New Economic Policy, hospital cost increases have been cut almost
in half from their post-Medicare highs, and the rate of increase in
physician fees has slowed substantially. It is extremely important
that these successes be continued as we move toward our goal of com-4..:
prehensive health insurance protection for all Americans. I will,
therefore, recommend to the Congress that the Cost of Living Council's
authority to control medical care costs be extended.

To contain medical costs effectively over the long haul, however,
basic reforms in the financing and delivery of care are also needed.
We need a system with built-in incentives that operates more effi-
ciently and reduces the losses from waste and duplication of effort.
Everyone pays for this inefficiency through their health premiums and
medical bills.

The measure I am recommending today therefore contains a number of pro-
posals designed to contain costs, improve the efficiency of the system
and assure quality health care. These proposals include:

1) Heath Maintenance Oftganizationz (HM06)

On Dec. 29, 1973, I signed into law legislation designed to stimulate,
through federal aid, the establishment of prepaid comprehensive care
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organizations. HMO's have proved an effective means for delivering

health care and the CHIP plan requires that they be offered as an op-

tion for the individual and the family as soon as they become avail-
able. This would encourage more freedom of choice for both patients

and providers, while fostering diversity in our medical care delivery
system.

2) Pno6e/mionat Standakdz Review Onganization4 (PSR06)

I also contemplate in my proposal a provision that would place health
services provided under CHIP under the review of Professional Standards
Review Organizations. These PSRO's would be charged with maintaining
high standards of care and reducing needless hospitalization. Oper-

ated by groups or private physicians, professional review organizations

can do much to ensure quality care while helping to bring about sig-
nificant savings in health costs.

3) Make Baanced aowth in Heath Facititim

Another provision of this legislation would call on the states to re-
view building plans for hospitals, nursing homes and other health fa-
cilities. Existing health insurance has overemphasized the placement

of patients in hospitals and nursing homes. Under this artificial
stimulus, institutions have felt impelled to keep adding bed space.
This has produced a growth of almost 75% in the number of hospital

beds in the last 20 years, so that now we have a surplus of beds in
many places and a poor mix of facilities in others. Under the leg-
islation I am submitting, states can begin remedying this costly im-

balance.

4) State Rote

Another important provision of this legislation calls on the states
to review the operation of health insurance carriers within their jur-
isdiction. The states would approve specific plans, oversee rates,
ensure adequate disclosure, require an annual audit and take other
appropriate measures. For health care providers, the states would

assure fair reimbursement for physician services, drugs and institu-

tional services, including a prospective reimbursement system for
hospitals.

A number of states have shown that an effective job can be done in
containing costs. Under my proposal all states would have an incen-
tive to do the same. Only with effective cost control measures can
states ensure that the citizens receive the increased health care
they need and at rates they can afford. Failure on the part of the
states to enact the necessary authorities would prevent them from re-
ceiving any federal support of their state-administered health assist-
ance plan.
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Maintaining a Private Enterprise Approach 

My proposed plan differs sharply with several of the other health in-

surance plans which have been prominently discussed. The primary dif-

ference is that my proposal would rely extensively on private insurers.

Any insurance company which could offer those benefits would be a po-

tential supplier. Because private employers would have to provide

certain basic benefits to their employees, they would have an incentive

to seek out the best insurance company proposals and insurance com-

panies would have an incentive to offer their plans at the lowest pos-

sible prices. If, on the other hand, the government were to act as

the insurer, there would be no competition and little incentive to

hold .down costs.

Thete a huge keze&vo.i.A o6 tatemt and isk,Ut in admini.4-
tming and de6igning heath pfanz.within the pAivate zectoti.
That poot o6 taLent 6houtd be put to wank.

It is also important to understand that the CHIP plan preserves basic

freedoms for both the patient and doctor. The patient would continue

to have a freedom of choice between doctors. The doctors would con-

tinue to work for their patients, not the federal government. By con-

trast, some of the national health plans that have been proposed in

the Congress would place the entire health system under the heavy hand

of the federal government, would add considerably to our tax burdens,

and would threaten to destroy the entire system of medical care that

has been so carefully built in America.

I firmly believe we should capitalize on the skills and facilities

already in place, not replace them and start from scratch with a huge

federal bureaucracy to add to the ones we already have.

Comprehensive Health Insurance Plan - A Partnership Effort 

No program will work unless people want it to work. Everyone must have

a stake in the process. This Comprehensive Health Insurance Plan has

been designed so that everyone involved would have both a stake in making

it work and a role to play in the process - consumer, provider, health

insurance carrier, the states and the federal government. It is a part-

nership program in every sense.

By sharing costs, consumers would have a direct economic stake in choos-

ing and using their community's health resources wisely and prudently.

They would be assisted by requirements that physicians and other pro-

viders of care make available to patients full information on fees, hours

of operation and other matters affecting the qualifications of providers.
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But they would not have to go it alone either: doctors, hospitals and
other providers of care would also have a direct stake in making the

Comprehensive Health Insurance Plan work. This program has been de-

signed to relieve them of much of the red tape, confusion and delays

in reimbursement that plague them under the bewildering assortment

of public and private financing systems that now exist. Healthcards
would relieve them of troublesome bookkeeping. Hospitals could be

hospitals, not bill collecting agencies.

Conclusion 

Comprehensive health insurance is an idea whose time has come in America.

There has long been a need to assure every American financial access to

high quality health care. As medical costs go up, that need grows more

pressing.

Now, soit the tiiut time, we have not just the need but the
wiit to get th,is job done. Thene Lwidesptead suppont in
the Cong/Less and in the nation 6on biome do/cm o6 compuhen-
sive heath insuAance.

Surely if we have the will, 1974 should also be the year that we find

the way. The plan that I am proposing today is, I believe, the very

best way. Improvements can be made in it, of course, and the Adminis-

tration stands ready to work with the Congress, the medical profession,

and others in making those changes.

But let us not be led to an extreme program that would place the entire

health care system under the dominion of social planners in Washington.

Let us continue to have doctors who work for their patients, not for

the federal government. Let us build upon the strengths of the medical

system we have now, not destroy it.

Indeed, let us act sensibly. And let us act now - in 1974 - to assure

all Americans financial access to high quality medical care.
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BIOMEDICAL ,ESEARCH MANPOWER CONFERENCE

BATTELLE SEATTLE RESEARCH CENTER
OCTOBER 1-3, 1973

In June of 1973, the inexorable elimination of the National Institutes

of Health and National Institutes of Mental Health research training

programs for developing young biomedical investigators had so clearly

become the policy of the Federal government that a meeting of repre-

sentatives from the major universities responsible for research train-

ing was called. These institutions recognized that their role must

now extend beyond responding to requests for developing talented youth

and become one of participating actively in the planning for preserva-

tion of research capability in the sciences basic to medicine. The

two-and-one half day meeting was held in Seattle in October, 1973,

and was attended by representatives from 20 university medical schools,

several voluntary health agencies, private foundations, the Office of

the Assistant Secretary for Health, Education and Welfare and the Di-

rector of the National Institutes of Health. The Association of Amer-

ican Medical Colleges, through its Council of Academic Societies, and

the University of Washington School of Medicine arranged the meeting.

The Battelle Memorial Institute kindly provided us with excellent con-

ference facilities in Seattle.

For two-and-one half days the 62 participants met in plenary and small

workshop sessions. The principal focus was on developing ideas and plans

for the assumption of increased responsibility by non-governmental agen-

cies for planning and monitoring the development of the Nation's biomed-

ical research manpower. Three major groups were considered by the Con-
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2

ference participants as inseparably interdependent in carrying forward

research talent development. These are: the faculties of the Nation's

colleges and universities; the informed laity, particularly those in

the voluntary health agencies; and the legislative and administrative

branches of the Federal government. Major supporting roles are ex-

pected from private foundations and the commercial-industrial sectors

of society.

The recommendations emanating from the meeting placed great responsi-

bility on the non-governmental sector for monitoring and planning the

research training effort of the country in the future. This is not

intended to imply that the Congress, the National Institutes of Health,

the Department of Health, Education and Welfare and the National Science

Foundation do not have principal responsibility for the Nation's bio-

medical research manpower policies. However, recent experience demon-

strates that educational training policies can be radically changed by

politically motivated decisions. A more stable element in policy de-

velopment must be included if public expectations for improved health

through research are to be met. This element must come from the respon-

sible input of professional scientists and their academic institutions.

The appendix to this report contains the schedule of the Conference, a

list of attendees, the letter to the participants regarding the purposes

of the Conference, and an outline regarding the task forces that met and

the report of each task force that formed the basis for developing the

enclosed report. The individuals participating in each task force are

also listed in this appendix.
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RECOMMENDATIONS

Three principal recommendations were derived from the Biomedical Research

Manpower Conference.

1. That the Congress establish a national commission, possibly

under the auspices of the National Academy of Sciences, to

help in determining the appropriate role for the federal gov-

ernment in the support of biomedical research and research

training, with particular attention to the mission of its

principal agency, the National Institutes of Health. Such

a commission should have broad representation from business,

labor, consumers, foundations, the scientific community, and

other interested parties.

2. The Association of American Medical Colleges should take a

leadership role in the evaluation of needs for manpower de-

velopment and should call upon the assistance of the voluntary

health agencies such as the American Heart Association, the

American Cancer Society, the Muscular Dystrophy Society,

Planned Parenthood and others. This program should also in-

volve the biomedical scientific societies participating in

the Council of Academic Societies of the AAMC in order to

obtain a broad consensus of needs. The informed support of

business, labor and individual citizens should be utilized

to promote a rational, national biomedical research and re-

search training policy. The academic medical community, the
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professional biomedical scientific associations and the vol-

untary health agencies should also develop mechanisms to foster

public education regarding the implications of biomedical re-

search programs on the public and individual health of the

American citizens.

3. A systems-analysis group should be established to evaluate

biomedical research from the standpoint of optimizing contri-

butions to health care and suggesting guidelines for the al-

location of resources to basic and applied research. This

group will require input of biomedical scientists and should

include among its topics for consideration the factors which

contribute to the career choice of students who enter biomed-

ical research.

The task forces which met in Seattle to consider the issues related to bio-

medical research manpower training arrived at these recommendations based

upon their evaluations of needs, priorities, evaluation mechanisms, the

problems of finding public support and establishing ney funding mechanisms.

The workshop participants also considered that a high priority item must

be the development for mechanisms for interaction between the institutions

and universities associated with biomedical research and research training

and the appropriate non-federal agencies, foundations, and voluntary health

groups as well as the various arms of the federal government interested and

involved in the support of biomedical research and research training.
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The improvement of health as a stated national goal has received strong

bipartisan support and major federal funding. Support for biomedical

research grew sharply between 1950 and 1968. Throughout this entire

period, approximately 15 percent of the extramural research budget of

the NIH was assigned to support training in the biomedical sciences.

During the late 1960's health care was supported through Medicare leg-

islation and development of health care workers through health manpower

legislation. The expanding cost of the latter two programs and shifts

in policy have resulted in increased competition for federal dollars,

reduced support for research and withdrawal of federal dollars for re-

search training. Termination of support for research training was based

upon two major arguments: 1) That the cost of training represents an

equity for the individual leading to increased earning capacities;

therefore, he should pay for the training himself; and 2) That the

market forces should determine the entry of biomedical research workers

into the various fields, rather than central planning.

The members of the conference take issue with both of these assumptions.

The first premise ignores the very large costs involved in training for

research, and the limited enhancement of earning power through attain-

ment of research ex?ertise. The argument that market forces will deter-

mine the entry of biomedical scientists ignores the long pipeline be-

tween entry and attainment of independence as a biomedical scientist.
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Furthermore, in many of the more lucrative fields, such as anesthesiology,

market forces have never drawn sufficient manpower to meet community or

teaching needs.

Research and research training are national assets and not regional ones.

They receive their funding from national agencies because only they can

rise above the local constituencies and because they represent a partner-

ship between the universities and institutions pursuing research and the

sources of funding. Inasmuch as there is presently no dispassionate body

to speak for either the Congress or the Executive Office relative to bio-

medical research needs, we propose the establishment of a national com-

mission to help to determine the role of the federal government in the

support of biomedical research and research training. This commission

would have responsibility to propose public policy relative to research

activity and manpower training. The commission should have broad repre-

sentation including representatives from labor, industry, medical schools

and other universities, and institutes pursuing biomedical research, con-

sumers, voluntary health agencies, foundations, and other appropriate

representatives of interested parties.

The necessity of bringing together the voluntary health agencies, the

professional societies, the medical and non-medical institutions pursuing

biomedical research and research training', and the National Institutes of

Health and other national organizations associated with the support for

biomedical research and research training to reach common goals in pur-

suit of support for these efforts to evaluate programs to produce biomed-
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ical scientists, is clearly recognized. To accomplish this, a scientific

registry of all programs to produce biomedical scientists should be de-

veloped by the commission suggested under recommendation No. 1, which

will have university, state, federal and public input. Thus, the estab-

lishment of a mechanism for continuous monitoring of the optimal levels

of biomedical support, of the entry of biomedical scientists by disci-

pline and the outcome of training programs can be established. This

mechanism should be responsive to the best advice of the scientific com-

munity as to directions of research so as to insure an adequate invest-

ment in non-categorical research as well as in special initiatives. It

should be capable of influencing the flow of manpower into biomedical

science in general, and specific disciplines in particular, based upon

its best perception of scientific opportunities and of market forces.

The latter are substantially influenced by the level of support for bio-

medical research by the federal government. Until such a mechanism can

be established, we recommend that approximately 15 percent of the extra-

moral NIH budget continue to be allocated to research training.

We recommend that the present mix of mechanisms of research training be

maintained until further evaluation can assess its relative success;

namely, the departmental training grants, direct fellowships for pre-

and post-doctoral support and inclusion of research associates in re-

search grants as well as the research career development award; and that

within this mix the training grant be accorded a high priority. We

also recommend that research training grants and fellowships which
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tend to strengthen institutions with established reputations for re-

search productivity be supplemented by continuation of capitation sup-

port of all medical schools, and of the Health Science Advancement

Fellowship, that is offered only to trainees in departments that do

not have training grants. These latter two mechanisms, therefore,

offer an egalitarian balance between these programs. Loans should

also be made available as an additional modality useful to a small

percentage of students or research trainees who can't afford the in-

creased costs of this mechanism. We suggest, however, that

this mechanism is the least satisfactory for guaranteeing an adequate

flow of biomedical research manpower in that it is unattractive to

students from disadvantaged backgrounds who most need the help. Where

the loan mechanism is employed, we recommend that payback be possible

through service such as research, teaching, or activities in the health

care system, rather than dollars.

In addition to the federal sources indicated above, every effort should

be extended to recruit non-federal sources for supporting training in

biomedical research. Generous programs are already in effect through

several voluntary health agencies and foundations, but these need to

be enlarged wherever possible. Thus, an association of the voluntary

health agencies, together with the other parties recommended previously,

should gather to review from time to time the status of research train-

ing funds, and research funds so that the most effective application of
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these funds can be made to help meet the national health needs.

Money is potentially available through industry and other interested

parties for biomedical research and research training. Therefore, we

would encourage the development of a consortium in an effort to re-

cruit increased funds. from both general industry and those immediately

concerned with biomedical sciences as well as foundations and voluntary

health agencies not currently involved with funding biomedical research

training. Such funds could be more economically administered by the

central agency previously recommended, but yet could retain the advan-

tage of identifying the recipient with the donor.

Needs can be assessed by the establishment of a data base that would

include the present number of investigators as well as training oppor-

tunities funded by federal and non-federal sources. The funding of re-

search grants and training grants, the distribution of investigators,

training grants and trainees and the turnover of each of these individ-

uals will be important to monitor. Areas in which there are deficien-

cies in the current supply of investigators and in which there are

qualified, unemployed investigators need to be clearly established.

The extent to which the presence or absence of stipends affects the

access to research training for disadvantaged groups also needs to be

monitored. Thus, a systems analysis group which will continue to in-

vestigate biomedical research from the standpoint of the optimization
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of research contributions to health care and the allocation of these

resources to basic and applied research can take into account factors

derived from an adequate data-based analysis of the needs, appropriate

means for evaluating the quality of the training and research programs,

and the participation of the appropriate parties to determine priorities

as needs change.

It is hoped that these recommendations can be implemented through the

establishment of the appropriate groups with the help and support of

the AAMC as the principal catalyzing body to permit their establishment.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 200, ONE DUPONT CIRCLE, N
.W., WASHINGTON, D.C. 200

MINUTES OF THE RESEARCH MANPOWER MEETING

AAMC CONFERENCE ROOM

WASHINGTON, D.C.

TUESDAY, FEBRUARY 12, 1974

The recent decisions by the Federal government to phase-ou
t pre-

doctoral support for graduate students in the basic medical s
ciences

has prompted expressions of concern throughout the biomedi
cal scien-

tific community about the implications of these decisions on th
e supply

of basic medical scientists in the years ahead. As a manifestation of

this concern, staff of the AAMC was requested by its Executive 
Council

to ascertain whether there was need to mount a new program of data

collection and coordination to evaluate patterns of supply of basi
c

medical scientists.

A meeting was held at the AAMC Headquarters, Tuesday afterno
on,

February 12, of a selected group of individuals interested in this

problem. A listing of the participants is attached to these minutes.

It was the consensus of the participants that the basic informa-

tion necessary to evaluate the number of students being train
ed by

discipline, the pattern of doctorates being conferred by disc
ipline

and the career patterns of these students is currently being ga
thered

by various agencies and associations. The participants strongly be-

lieve that there is no need to mount a major program of data collecti
on.
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Minutes of Research Manpower Meeting (Continued)

However, it was felt that a coordinated effort should be made to ap-

prise each of the organizations interested in this problem of the

efforts currently under way or planned by other organizations.

As the next step in this coordination effort, each of the in-

dividuals present is asked to supply Dr. Michael F. Ball, at the AAMC,

with the following.

1. The names of individuals not present at the initial
meeting who should be advised of progress and in-
cluded in any future meetings.

2. Ten copies of survey instruments, either in use at
this time or in various stages of development.

3. A listing of current data accumulation programs re-
garding manpower assessment in the basic biomedical
sciences.

4. Ten copies of current publications pertaining to
manpower in the basic medical sciences and a listing
of publications being planned.

5. Suggestions as to positive actions this ad hoc group
might take to facilitate coordination of data being
developed in the area of basic science manpower.

MFB:ms

February 19, 1974
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RESEARCH MANPOWER MEETING PARTICIPANTS
February 12, 1974

AAMC

Michael F. Ball, M.D.

Dr. T.H. Curry

Carl D. Douglass, Ph.D.

Greg Fawcett

Eugene L. Hess, Ph.D.

Dr. Louise Marshall

J. Boyd Page, Ph.D.

Roger Robertson

Dr. Herbert H. Rosenberg

Dr. Solomon Schneyer

Allen Singer

Richard D. Stephenson, M.D.

Association of American Medical Colleges

National Research Council

National Institutes of Health

Association of American Medical Colleges

Federation of American Societies for
Experimental Biology

National Research Council

Council of Graduate Schools

National Institutes of Mental Health

National Institutes of Health

National Institutes of Health

National Research Council

National Institutes of Health

cc: John A.D. Cooper, M.D., AAMC
Robert Caine, National Science Foundation
Robert Grant, FASEB
August G. Swanson, M.D., AAMC
D.C. Tosteson, M.D., Chairman, AAMC
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

INSTITUTE ON PRIMARY CARE

Proposed October/November, 1974

Tentative Agenda
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00068

First Plenary Session

Issues in Primary Care Education

Presiding Thomas E. Piemme, M.D., Institute Chairman

Welcome John A. D. Cooper, M.D.

Paul B. Beeson, M.D.Issues in Primary Care:
The Academic Perspective

Issues in Primary Care: Rashi Fein, Ph.D.
The Policy Perspective
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Second Plenary Session

Organization of Model Systems for Primary Care Practice

Presiding: Henry M. Seidel, M.D.

Introduction: Problems and Issues

Use of Existing Institutional Resources

Henry Seidel, M.D.

Thomas DelBanco, M.D.

delineation of examples of conversion of traditional "out-patient"departments to viable instruments and models for primary care
practice - issues to be discussed include organization, staffing,
recruitment of physician role models, involvement of specialty
services, role of the student and graduate trainee, relationshipto the medical school and/or hospital, and financing

Respondent Gerald Perkoff, M.D.

to describe specific example of conversion of OPD to prepaid
group practice model

Respondent Roblieri, M.D.

to describe specific example of university affiliated hospital
OPD to primary care practice model complementary to University
Clinic

Use of Community/Private Sector Resources Robert Evans, M.D.

discussion of the spectrum of solutions throughout the U.S.
wherein community resources are used - examples to include use
of public facility (Montefiore Hospital), use of family practitioner
offices (Maryland), use of constellation of community hospitals
(Rochester, Medical College of Virginia, Indiana), use of regionaldivisions (Michigan State), use of regional campuses (Illinois)

Respondent Edward Kowalewski, M.D.

to describe specific example of use of network of practicing
physicians and community hospital ambulatory facilities

Respondent Harold Wise, M.D.

to describe specific example of use of urban low-income ambulatoryfacility (Martin Luther King Center)
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Third Plenary Session

Graduate Physician Training in Primary Care

Presiding: Joel Alpert, M.D.

Introduction: Problems and Issues Joel Alpert, M.D.

Training of Generalists in Medicine Evan Charney, M.D.
and Pediatrics

discussion of the development of primary care versus specialty
tracks within :medicine and :pediatrics - description of specific
iprograms developed for this purpose (Rochester) - discussion of
implications for specialty boards - discussion of components of
such training programs and degree of cross-training in sister
specialties - discussion of expectation of behavior of trainee
in -practice setting

Respondent -Joseph Dorsey, M.D.

to describe specific example of such a training program in
the context of prepaid group practice.

Respondent Robert Petersdorf, M.D.

to describe specific example for internal medicine and view of
the American Board of Internal Medicine

Training of Family Practitioners Robert Rakel, M.D.

discussion of the philosophy behind training for family
practice - to include history of -development since publication
of Willard Report - tO discuss essentials for training, and
mechanisms for residency approval - to discuss component of
training, settings in which training may take place, and
expected practice behavior of products of such training programs

Respondent Eugene Farley, M.D.

to describe specific example of training program in affiliated
University Hospital

Respondent Thomas Piemme, M.D.

to describe difficulties in governance and compromise model
applicable to medical schools in urban locations



D
o
c
u
m
e
n
t
 f
r
o
m
 t
he

 c
ol
le
ct
io
ns
 o
f
 th

e 
A
A
M
C
 N
o
t
 t
o 
be
 r
ep
ro
du
ce
d 
wi
th
ou
t 
pe
rm
is
si
on
 

00071

Fourth Plenary Session

Education of New Health Practitioners

Presiding: Alfred M. Sadler, M.D.

Introduction: Problems and Issues Alfred M. Sadler, M.D.

Training the New Health Practitioner Charles Lewis, M.D.

discussion of the development of the concept and outline of history
of programs training physicians assistants, nurse practitioners,
and MEDEX - discussion of issues of certification, accrediation,
and legal status - discussion of objectives and components of
training programs - discussion of resources necessary for program
development - what institutions should/should not be engaged
in such efforts - discussion of governance locus within academic
health centers - discussion of fiscal implications

Respondent David Lawrence, M.D.

to describe philosophy and structure of MEDEX model

Respondent Robert Jewett, M.D.

to describe philosophy and structure of Physician Assistant

Training for Team Practice David Kindig, M.D.

discussion of congruent training for the health professions
experience with the development of teams in the practice
environment - definition of "core" curricula for health practitioners
fiscal implications for academic health centers - experience with
teaching medical students and physician assistant students in the
same classroom - who heads the team? - institutional governance
of training

Respondent Malcolm Peterson, M.D.

to describe a model (Hopkins) in which multiple resources have
been placed in a new school

Respondent John Ott, M.D.

to discuss developnent of performance objectives and methods by
which skills and performance may be evaluated
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Fifth Plenary Session

New Directions in Health Science Education

Presiding: Thomas E. Piemme, M.D., Institute Chairman

Priorities for Health Science Education
in the Next Decade

discussion of current experiments in health science education -
results of significant innovations - fiscal incentives and
limitations to innovation

Respondent Hilliard Jason, M.D.

to discuss evaluation of training methodology - methods and
preliminary conclusions

Respondent August Swanson, M.D.

to discuss activities of the AAMC and the commitment of
American Medical Colleges to training for primary care
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COUNCIL OF TEACHING HOSPITALS • ASSOCIATION OF AMERICAN MEDICAL COLLEGES

ONE DUPONT CIRCLE, N. W. • WASHINGTON. D. C. 20036 • (2132VASUS:1:2:a!

(202) 466-5127

Administrative Board
Memorandum No. 74-4AB
January 16, 1974

Officers and Administrative Board:
Robert A. Derzon, Chairman*
Sidney Lewine, Chairman-Elect*
Leonard W. Cronkhite, Jr., M.D., Immediate Past Chairman*
David L. Everhart, Secretary
Daniel W. Capps
David A. Gee
David H. Hitt
Arthur J. Klippen, M.D.
J. W. Pinkstan, Jr.
S. David Pomrinse, M.D.
John M. Stagl
David D. Thompson, M.D.
Charles B. Womer
Madison B. Brown, M.D., AHA Representative

Subject: National Health Policy and Development Act of 1974 

•-•••

The attached legislation was introduced by Representative Rogers for himself,
• Representative Roy and Representative Hastings on December 20, 1973. The

bill is intended to replace the CHP, RMP and Hill-Burton legislation. I believe
this bill will be taken very seriously; its contents are most important, and
I think warrants your attention. I would be interested in your views on any
or all of the sections of the bill. A brief summary of the bill is as follows.

The proposed Act has four principal parts. Part A would establish a National
Council for Health Policy. Part B would create a system of Health Service
Agencies (HSAs) responsible for areawide health planning and development
throughout the country. Part C would assist State governments in the creation
of State Health Commissions (Si-ICs) responsible for State-level health planning
and regulatory activities. Part D would create a new Federal program of con-
struction assistance for health facilities based on loans, loan guarantees,
and interest subsidies. The new programs would commence during the present
fiscal year, thus overlapping with the authorities for CHP, RMP, and Hill-
Burton. . The Secretary would be responsible for assisting the existing agencies
under the latter programs in their transition into the new programs, and then
at the end of the present fiscal year the legislative authorities for CHP,
RMP, and Hill-Burton would be terminated. The provisions of the new programs
are based on the extensive experience now available with the existing programs
and combine the most effective and successful features of each of them.
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The National Council for Health Policy would be established in the Executive
Office of the President. It would have five members appointed by the Presi-
dent with the advice and consent of the Senate, and suitable staff and support
for performing its functions. It would be responsible for assessment of the
nation's health; assessment of Federal and other health programs; assessment
of the need for health resources, services, and financing; developing recom-
mendations for a national health policy; issuing guidelines on the appropriate
supply, distribution, and organization of health resources and services; and .
conducting studies and analyses concerning its recommendations for a national
health policy. The Council would be required to submit an annual report to
the public on the work it has done. In developing policy the Council would
be required to give priority consideration to national health priorities
specified in the legislation.

In creating a system of Health Service Agencies (HSAs) the Secretary would

first be responsible for dividing the nation into health areas for planning

and development purposes. He would then designate in each health area a

private nonprofit corporation as the USA responsible for planning and de-

velopment in that area. The legislative proposal specifies minimum criteria

for the legalt structure, staff, governing body, and functioning of the HSAs.

They would be broadly responsible for preparing and implementing plans de-

signed to improve the health of the residents of their health areas; increas-

ing the accessibility, acceptability, continuity, and quality of the health

care provided the residents; and restraining increases in costs of such care.

In performing these functions HSAs would be required to gather suitable data;

prepare long-range goal plans and short-term priority plans; provide assistance

of either a technical or financial nature to people seeking to implement pro-

visions of the plans; coordinate activities with PSR0s, SHCs, and other ap-

propriate planning and regulatory entities; review and approve or disapprove

proposed uses of Federal health funds within the area; assist States in the

performance of capital expenditure reviews under the Social Security Act;

and assist the SHCs in certifying as needed health services offered in the

area. Procedures and criteria for use by HSAs and SHCs in their performing

of reviews required by the legislation are detailed.

Authority is given to the Secretary for providing assistance to organizations

seeking to be designated as HSAs during their development, for providing tech-

nical assistance of various kinds to HSAs and SHCs, for making planning grants

to designated HSAs to fund part of the cost of their planning programs, and

for making development grants for USA use in implementation of their plans.

The Secretary is required to perform annual and triannual reviews of the

activities and quality of HSAs to assure that they perform their functions in

a satisfactory fashion.

The Secretary would also be required to designate in each State a State Health

Commission (SHC) meeting criteria for its composition, staffing, and functions

which are specified in the legislation. In order to receive designation, a

SHC would need to submit to the Secretary an approvable administrative program
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Page Three .j01717:i

for carrying out its functions. The SHCs would be responsible for annual
review and approval or disapproval of the plans of the HSAs, annual review
and comment on the budgets of the HSAs, review of applications submitted by
HSAs for assistance from the Federal government, commenting on disapproved
applications for Federal funds, performance of capital expenditure review
functions under the Social Security Act, certification as needed of health
services offered within the state, regulation of health care costs within
the state, and (if they so desire) licensure and quality activities. Pro-
vision is made for the Secretary to provide financial assistance in the de-
velopment and operating costs of SHCs. In addition the Secretary would be
required after the expiration of the fourth fiscal year after enactment of
the lesiglation to perform the functions of SHCs in any State in which one
was not designated.

Attachment:

•
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H.R. 11333

(Signed into law January 3, 1974)

PAYMENT TOR STRVICES OF ritystclaus RENDERED
IN A TEACHING IIOSMAL

' Src. 15. (a) (I) Notwithstanding any other
provision of law, the provisions of section
188I(b) of the Social Security Act, shall -
subject to subsection (a) of this section. for.
:the period with respect to which this parts-,
-graph Is applicable, be administered as if
.paragraph (7) of such section read as 101.
:tows:

"(7) • physician -where the hospital has a
teaching program approved as specified in

-:paragraph (6), if (A) the hospital elects to
receive any payment due tinder this title for
treasonable costs of such services, and (13) all
-physicians in such hospital agree not to bin
:Shames for professinnal services rendered In
tatieh ,hospital to _Individuals .covered .under
.the 'insurance program established .hy _this

-(2) -Notwithstanding any -other -provision
lof law, .the provisions of -section 1832(a) (2)
411)(1) -of tho Social Security Act, shall, sub-
Ject,toaubsection (b) of this section. for the
:period .with respect .to -which this -paragraph
:Is ,appliciable, be administered as If sub,.
.clause II of :such -section read as follows: •
-(II) :physician to -a patient In a hoe-

Vital whIch•hasaleaching program-approved
.as•spectned in paragraph 401 of section 1801
'1(b) (including -services In conjunction with
She :teaching -programs .of such ,hospital
Whether:or notAtich,patlent is an .Inpatient
Of-auch•hospital). where the conditions spec-
;Wed In paragraph (7.) .of such section are

i(b) -The provisions -of ',subsection (a) shoal
110t be deemed to render improper any de-
terinination .of -payment under title XVIII/
of the .Social -Security Act for any service
lirovIded prior to the enactment of this Act.

1c)(1.) The Secretary of Health. Education,
And -Welfare shall-arrange for the conduct of
..a study or studies concerning (A) spats...-.
pelate And equitable methods of retr1finrse-
49nrfir  for physicians' services under THIci •
;•1171TE and-SIX-orthe SocraraCurity Act In

hospitals which have a teaching program !
• -approved as -specified In Section 1801(b)(8) •
Of such Act, (B) .the extent to which funds
expended under -such Mira are supporting
.the training of 'medical specialties which are
In excess supply. (C) how such funds could
be expended in ,ways which support more
rational distribution of physician manpower

i'•both geographically and by specialty. (D) the
-extent -to which such funds support or en-
vourage teaching programs which tend to
-disproportionately -attract foreign -medical
sraduates,.and (E) the existing and appro-
priate role that part of such funds which are
-expended to meet in whole or in part the
cost of tialaries of interns and residents in
-teaching programs -approved as specified In
aectIon 18810)(6) of such Act.. _ - .

The studies required by paragraph (1)
shall be the subject of an interim report
thereon submitted not later titan December

1974, and a final report not later than
July 1, 1076. Such reports shall be submitted
to the Secretary. the Committee on Finance
of the Senate, and the Committee on ways
and Means of the House of Representatives.
simultaneously.
(3) The Secretary shall request the Na-

tional Academy of Sciences to conduct such
atudies under an arrangement under .which
Use actual expenses Incurred by such Aca-
demy In conducting such studies will be paid
by the Secretary.-If the,National Academy of
Sciences Is willing to do so. the Secretary
shall -enter Into such An arrangement with
such Academy -for the conduct of :suet%
attunes.
(4) If the National Academy tlf ̀ Bctences

Is unwilling to conduct the studies required
-Under this section, under such an -arrange-
ment with -the Secretary, then the Seeretany
shall enter Into a similar arrangement with

• other appropriate non-profit private :groups
or associations under which such .groups or
associations shall conduct such studies and
prepare -and submit the reports thereon as
provided In paragraph (21.
(6) The Social Security Administration

shall study the interim report called for In
paragraph (2) and shall submit its analysts
of-such hiferim report to the Committee on
%Finance-of the Senate nod -the Committee on
'Ways and Means of the House of Represen-
tatives not later than March 1. 1975. The
Social Security Administration shall study
and submit Its analysis of the final report to
the Committee on Finance of the Senate and
'the Committee on Ways and Means of the
/louse of Representatives by October 1,1075.
(d) The provisions of -subsection 1.-10 shall

apply with respect to cost accounting-periods
beginning after June 30. 1973. and prior to
January 1, 1975 except that if the Secretary
of Health. Edttoation. end Welfare determines
that additional time is required to prepare
the report required by subsection (c). he may
by regulation, extend the applicability of
the provisions of subsection tal to cost •ae-

Ru",untInxg o periods beginning after June :30.
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AAMC/AADS/NLM EDUCATIONAL MATERIALS PROJECT 

This project was developed during 1973 under a con-

tract with the National Library of Medicine which permitted

the establishment of a Division of Educational Resources with-

in the Department of Academic Affairs of the AAMC. It is

directed by William G. Cooper, Ph.D. and a staff based in both

Washington, D.C. and Atlanta, Georgia.

The Advisory Committee for this Project is comprised of

representatives of the academic communities of medicine and

dentistry along with staff members of the National Library of

Medicine, Health Resources Administration, Veterans Administra-

tion and the Armed Services. This group meets on a quarterly

basis and provides guidance to staff directed toward the

achievement of the project objectives.

The five basic programs to which this effort is dedicated

includes: the development of a system for the appraisal of

educational materials in non-traditional formats (audiovisual,

computer-based instruction, simulations, etc.); the development

and implementation of a clearinghouse system for these materials

(AVLINE); the establishment of a needs assessment plan and

prioritization for the production of new materials; a review of

the problems and potential solutions related to the distribution

and retrieval of these materials by students and faculties; and



ty()07S

D
o
c
u
m
e
n
t
 f
ro
m 
th
e 
co
ll
ec
ti
on
s 
of

 th
e 
A
A
M
C
 N
o
t
 t
o 
be
 r
ep
ro
du
ce
d 
wi
th
ou
t 
pe
rm
is
si
on
 

other areas of mutual concern regarding the use of educational

technology in health science education.

One of the initial tasks undertaken was that of survey-

ing the medical and dental school faculties in an attempt to

ascertain what these individuals have identified as effective

educational materials (either self-instructional or lecture

support in format), whether they could be made available for

peer review and whether they might be available for use by

other institutions. The survey instrument was distributed by

three pathways the latest one being as an insert for the

February, 1974 issue of AAMC Education News which is currently

mailed directly to 34,000 full-time members of medical school

faculties.

The responses to these queries plus those obtained by

the American Association of Dental Schools (AADS) and those

already identified by professional groups and the National Medical

Audiovisual Center (NMAC) provided a list of items that could be

subjected to national peer review panels. The guidelines and

check lists used to appraise these materials with regard to their

information or content quality, instructional design and techni-

cal quality will be published separately in the near future.

Up to the present time six interdisciplinary panels have

convened to review and assess educational materials (predominately

audiovisuals) in anatomy, ophthalmology, neurosciences,
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cardiovascular system, oral pathology and operative/restorative

dentistry. The results of these reviews will be reported at

a later date.

The items that are judged to be effective will be included

in the National Medical Library's data base designated as

"AVLINE" which will be available in a format similar to the

MEDLINE system. It is anticipated that this data base will be

available on a restricted test-mode basis by the summer of 1974

and on a wider systems basis by January, 1975.

It is important to note that members of the constituency

(user population) have been involved in the development of the

format for this clearinghouse system. The process of adding

to and up-dating the AVLINE data base will be an ongoing process

as we continue to seek to identify, evaluate and make avail-

able for use those educational materials that have been proven

to be effective in medical and dental education.

The design, funding and production of new materials, the

problems of distribution and retrieval of existing and new

materials, the unique or similar characteristics of managing

other formats of educational materials (test items, CAI, simu-

lations, etc.) plus the important issues of need for faculty

development in, and institutional support for, the utilization

of these new forms of educational technology will continue to

be major issues of concern for all of us.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

Memorandum #74-6 February 21, 1974

TO: The Assembly

FROM: John A. D. Cooper, M.D., President

SUBJECT: President Nixon's fiscal 1975 budget

This Memorandum reviews President Nixon's fiscal 1975 budget and
analyzes the budgets of those federal health programs which particularly
affect the interests of the Association. An index to the Memorandum is on
page 5.

On February 4, President Nixon sent to Congress his fiscal 1975 budget
which covers the 12 months beginning July 1, 1974. The budget proposes total
federal spending of $304.4 billion against total federal revenue of $295 billion,
resulting in a projected deficit of $9.4 billion. Comparable projections
for fiscal 1974 in the President's fiscal 1974 budget were $268.7 billion in
total federal spending, $256 billion in total federal revenue, and a $12.7-
billion deficit. Revised fiscal 1974 projections (presented in the fiscal
1975 budget) show $274.4 billion in spending, $270 billion in revenue, and a
$4.7-billion deficit.

In political terms, the fiscal 1975 budget is generally conciliatory. This
is in sharp contrast with the harsh attacks in the fiscal 1974 budget directed
at a Democrat-controlled Congress by a Republican President, fresh from a
record-setting, landslide re-election victory. The difference is attributed
to the rapid decline in Presidential popularity during a year of court and
Congressional investigations into his re-election campaign practices and other
matters. The budget proposes no major new initiatives. About 90 percent of the
projected spending increase is the result of mandatory increases that are
unavoidable under current laws.

Of the projected $304.4 billion in fiscal 1975 spending, $35.5 billion is
for federal health programs, the vast majority of which ($26.6 billion) are
accounted for by the Department of Health, Education and Welfare. Health-related
programs of the Veterans' Administration account for an additional $3.4 billion;
health-related programs in the Defense Department account for another $3 billion;
and health-related programs in all other federal agencies account for the final
$2.4 billion. Within the $26.6 billion of DHEW health spending, $20.9 billion
is for Medicare and Medicaid, $2 billion is for the National Institutes of Health,
$1.2 billion is for the Health Services Administration, $1.1 billion for the
Health Resources Administration, and $823 million for the Alcoholism, Drug Abuse,
and Mental Health Administration.

In highlight, the health budget proposes little new money for most programs,
cutbacks in some continuing programs, and abandonment of other programs. Impounded
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AAMC Memorandum 74-6

fiscal 1973 funds, which the President ordered released in December, are
generally to be obligated in fiscal 1974, and to be spent in fiscal 1974 and
1975. The availability of fiscal 1973 funds is being used to maintain program
levels while holding down requests for new funds. Some forward funding is
likely to be used to reduce the impact of released fiscal 1973 funds. In most
cases, the President has taken full advantage of the Congressionally provided
authority to impound up to five percent of fiscal 1974 appropriations. NIH
research activities are relatively unchanged; general research support grants
are again proposed for elimination, and research training is to be supported
largely through the fellowship program proposed by HEW Secretary Weinberger.
Health manpower support is to be reduced and revised, stressing geographic
distribution and equal access to the health professions for women and minorities.
Separate support for allied health and public health personnel education is
to be dropped. The Hill-Burton hospital construction program is again proposed
for elimination. Community mental health center support is proposed again for
phasing out. Regional medical programs and comprehensive health planning are to
be consolidated in a new health resources planning program. Funding is
proposed for the new health maintenance orgranization support program and for
VA assistance to health manpower schools. No funds are included in the budget
for the President's national health insurance program, sent to Congress on
February 6.

Following are summary tables of the DHEW and VA health budgets:

DHEW HEALTH PROGRAMS

(Budget authority in millions)

1973 1974 1975

Food and Drug Administration $ 149 $ 165 $ 200
Health Services Administration' 1,082 1,176 1,177
Center for Disease Control' 160 136 138
National Institutes of Health2 1,758 1,781 1,835
Alcohol Drug Abuse and Mental
Health Administration' 881 833 735

Health Resources Administrationl 1,249 1,137 574
Assistant Secretary Health 76 74 97

Total $5,355 $5,302 $4,756

1. Includes agencies formerly in the Health Services and Mental Health Administration
2. Health manpower shifted to Health Resources Administration.
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AAMC Memorandum 74-6

VA HEALTH PROGRAMS

(Budget authority in millions)

1973 1974 1975

Medical care $2,606.1 $2,859.1 $3,175.0
Medical and prosthetic research 78.0 75.5 89.0
Assistance to health manpower
training institutions 20.0 25.0

Medical administration and
miscellaneous operating expenses 28.7 33.9 37.5

Total $2,732.8 $2,993.5 $3,303.6

Assessing the fiscal 1975 budget for DHEW health programs is complicated
by two factors: the injection into the budget process of the released fiscal
1973 funds and the July 1, 1974, expiration of most federal health authorities.
None of the expiring authorities has been extended yet, and as a result there
are no fiscal 1975 authorization levels against which to measure the President's
budget request. Furthermore, some expiring programs are likely to be extended
virtually without change while others are to be revised substantially. Thus
straight-line extrapolation from fiscal 1974 authorization levels is not always
possible. Nevertheless, some legislation is pending to extend and modify some
of the expiring programs, and that legislation includes proposed authorization
levels for fiscal 1975. These levels are almost certain to change as the
legislative process continues, but at the moment they offer the only insight
into possible fiscal 1975 levels of authorization. A table listing the
expiring health programs, the status of pending legislation, and pending authori-
zation levels compared to the President's budget requests is on pages 32-33.

The complex effect on the budget process of the released fiscal 1973 funds
is demonstrated in the NIH research totals for budget authority, obligations and
outlays. The effect is similar for other DHEW programs. The NIH data follow:

NIH Research Totals 

(Amounts in thousands)

1973 1974 1975
PL 93-192 OMB

Budget authority $1,713,715 $1,813,900 $1,734,150 $1,785,922
Obligations 1,484,043 1,964,612 1,786,814
Outlays 1,446,587 1,837,451 1,980,641

Approximately $230 million in fiscal 1973 NIH budget authority for research,
appropriated by Congress, was impounded by the Office of Management and Budget
and was not released for obligation until the President's announcement in December.
The funds are to be obligated in fiscal 1974. In the fiscal 1975 budget's totals
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for NIH research, the released funds appear as budget authority in the 1973
column, as obligations in the 1974 OMB column, and as outlays in both the
1974 and 1975 columns. The result is a set of conflicting pictures of NIH
research activity for fiscal 1975. Comparisons of budget authority show a
decrease of $28 million between funds appropriated by Congress for fiscal 1974
in the Labor-HEW bill (PL 93-192) and the President's fiscal 1975 request, at
the same time there is a $51.7-million increase from the fiscal 1974 OMB
apportionment of funds (under Congressionally approved authority to impound up
to 5 percent of the appropriation) to the President's fiscal 1975 request.
Comparison of obligations shows a $178-million drop from fiscal 1974 to fiscal
1975. Comparison of outlays shows a $143-million increase from fiscal 1974
to fiscal 1975. Each comparison is important, and none is "right" or "wrong,"
for they indicate different things. Budget authority represents new funds,
sets a ceiling on obligations that may be incurred and thus is viewed as the
best measure of federal commitment to a program. Obligations are the best
indication of levels at which programs are to be operated. Outlays (the writing
of checks to pay off an obligation) also closely measure program level but are
more important in fiscal affairs as a measure of government impact on the
economy. The Congressional appropriation process deals in budget authority,
and on that basis the fiscal 1975 DHEW health budget is cut 10 percent below
the fiscal 1974 level, which in turn was cut by the OMB 5 percent below the
level of Congressional appropriations.

The following material presents information on DHEW and VA health-related
programs of special interest to the Association. The information is compiled
from the President's budget, from agency briefings and from personal contacts
with agency officials. The information is believed to be currently accurate,
but the situation is fluid in many agencies, and changes may occur. Updated
supplemental information will be provided as necessary through appropriate
Association publications.
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AAMC Memorandum 74-6

DEPARTMENT OF HEALTH, EDUCATION AND WELFARE

Alcohol, Drug Abuse and Mental Health Administration

General mental health:
Research and training
Community programs

(Budget authority in millions)

1973 1974 1975

$200
205

$190
189

$150
199

Total $405 $379 $349

Drug abuse:
Research and training $ 48 $ 52 $ 44
Community programs 167 176 157

Total $215 $228 $191

Alcoholism:
Research and training $ 20 $ 15 $ 12
Community programs 140 113 78

Total $160 $128 $ 90

The legislation under which the programs of the ADAMHA are authorized will
expire on June 30. Permanent provisions of this legislation contain authority
for forward funding of these programs through fiscal year 1981.

Research and training: Most research and training programs of ADAMHA
will be reduced in fiscal 1975. All categories of training programs are
scheduled for phasing out, with some funding available for continuations in
fiscal 1975, but not for new starts.

New awards for mental health research will be decreased across the board. The
ADAMHA estimates that in fiscal 1974, $71.3 million will be available for
obligation to support approximately 1,179 research projects. This amount would
include approximately 300 new awards; $10.1 million of the total funding represents
impounded fiscal 1973 funds. For fiscal 1975, $56.8 million are estimated to
be obligated for approximately 866 projects, including continuations and com-
peting renewals; no new starts are expected in fiscal 1975. For mental health
training, $119.4 million are estimated to be available for obligation in
fiscal 1974. Approximately $25.2 million of this total represents impounded fiscal
1973 funds. The obligations would support 1,763 training projects, approximately
112 of which would represent new starts. Approximately $3.2 million will be
available for research training initiatives under the Weinberger training plan
in fiscal 1974; details are not yet available on the distribution of these
funds. With the exception of $1.3 million to be made available under the
Weinberger plan, no new training awards would be made in fiscal 1975; however,
approximately $59.5 million would be available to continue 1,045 projects.
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AAMC Memorandum 74-6

For drug abuse programs, final figures are not yet complete. The total
budget authority requested for fiscal 1975 drug research is $34 million,
a decrease of $3 million from fiscal 1974. Estimated obligations of $10.6 million
would be available in fiscal 1974 to fund approximately 117 competing projects,
with approximately $6.6 million available in fiscal 1975 to fund 76 projects.
An estimated $721,000 would be available to fund seven training projects in
fiscal 1974. Training funds of $10 million for fiscal 1975 are requested to
provide continuing support for short term training centers and other related
projects. ADAMHA officials indicated that there will be no new training starts
in fiscal 1975.

The Administration's budget request of $12 million for alcohol research and
training programs is a $3 million decrease from fiscal 1974. Detailed figures
on alcoholism programs are not yet available, but all indications are that
alcohol programs will follow the general trend of the mental health and drug
abuse programs. Continuation funds for training programs will be available in
fiscal 1975, but no new awards will be made.

Community programs: The Administration proposes that the expiring legislative
authorities for community mental health center programs not be extended. In line
with this proposal, the Administration intends to terminate new staffing programs
for community mental health centers. According to ADAMHA, over $155.5 million
will be available for obligation in fiscal 1974 to fund continuation require-
ments plus approximately 55 hew staffing awards. In fiscal 1975, this level
would be increased to almost $172.1 million, for continuations only. The
agency indicated that, although no new staffing grants would be made after
fiscal 1974, the fiscal 1975 continuation funds would be sufficient to honor all
previous commitments. Funding requests for children's mental health programs
follow the same pattern as staffing grants. Approximately $19 million will be
available for obligation in fiscal 1974 to continue previous commitments and to
fund 37 new awards. In fiscal 1975, this level will be raised to $26.8 million
for continuations only, with no new grants. Obligations for fiscal 1974
community mental health center construction grants will be $34.2 million. This
figure, which includes $20 million of impounded fiscal 1973 funds, is intended
to bring the total number of centers to 626. For fiscal 1975, the Administration
intends for the centers program to be absorbed by the regular health service
delivery system, with greater reliance on operational funding from third-party
reimbursements or state governments, and therefore no funding is requested for
construction in fiscal 1975.

For community programs in drug abuse, the Administration intends to reach
a treatment capacity of 95,000 individuals throughout the country and to
shift operational responsibility for treatment services to the states. The
fiscal 1975 budget request of $157 million represents a drop of $19 million
from the estimated fiscal 1974 level of $176 million. Treatment project grants
and contracts will be funded at $122 million, a decrease of $38.8 million from
the 1974 appropriation level, while the request for formula grants to states
for fiscal 1975 is $35 million, an increase of $20 million over the fiscal
1974 level.
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Data on alcoholism community programs indicate that current alcoholism
staffing grants will be continued in fiscal 1975, with no new awards. The
Administration has requested funds for project grants and contracts at a level
of $32 million for fiscal 1975, a decrease of $39 million from fiscal 1974.
It has also requested $45.6 million for formula grants to states for alcoholism
programs in fiscal 1975, an amount equal to the fiscal 1974 appropriations.
The Administration also plans to initiate incentive contracts with business
organizations to deal with problems of alcoholic employees, and intends to
assist states in implementing the Uniform Alcoholism and Intoxication Treatment
Act.

On February 7, 1974 a U.S. District Court ordered the DHEW to award
approximately $95 million in impounded fiscal 1973 funds plus $28 million in
fiscal 1974 funds for mental health training grants and alcoholism training,
project, and state formula grants. Approximately five weeks before this
decision was handed down, HEW Secretary Weinberger had decided to release these
funds voluntarily. The conditions under which these funds were to be released
by DHEW were almost identical to those set by the District Court. Since the
Department correctly anticipated the outcome of this litigation, spending
plans for the current fiscal year will not be affected.
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AAMC Memorandum 74-6

Center for Disease Control

(Budget authority in millions)

1973 1974 1975

Disease control:
Research grants $ 2
Project grants

Venereal disease 25 25 25
Immunization 14 6 6
Lead-based paint poisoning 11 7 7
Rat control 15 13 13

Disease investigations,
surveillance and control 43 39 40
Laboratory improvement 9 8 8
Health education 6 2 3

Occupational health 28 29 26

These activities were formerly budgeted under Preventive Health Services.
The presentation has been changed in the fiscal 1975 budget. The Administration's
budget request for fiscal 1975 for these activities is $138 million, an increase
of $2 million over the budget authority for fiscal 1974.

Funding of project grants for venereal disease, immunization, rat control,
and lead-based paint poisoning will remain at fiscal 1974 levels, with no major
new initiatives in these areas. Although no new funds are requested, increased
emphasis will be placed on: strengthening syphillis screening programs;
coordinating immunization services with those provided through Medicare; and
reducing rat infestations and developing local capabilities to maintain rat
control. According to the CDC, few, if any, new project grants will be funded
in fiscal 1975. The budget request represents continuing awards, most of which
go to state and local health departments.

For health education programs, the Administration has requested $3 million
for fiscal 1975, an increase of $1 million over the fiscal 1974 level. Of the
fiscal 1975 funds, $2 million have been targeted towards a new program to
improve public awareness of individual health and utilization of the health
care system.

Funding for occupational safety and health programs will be cut back by
approximately $3 million in fiscal 1975, due to the withdrawal of federal support
to clinical facilities, which the Administration expects to become self-
sufficient through third-party reimbursements. In fiscal 1974, approximately
$600,000 is available for 18 training projects. No funds are expected to be
available for this purpose in fiscal 1975.
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Health Resources Administration

Health services research and evaluation

Some uncertainty still surrounds the budget activity for health services
research and evaluation, centering largely on the disposition of some $26
million in released fiscal 1973 funds. The budget data follow:

(Amounts in millions)

1973 1974 1975

Budget authority $ 67 $ 78 $ 69
Obligations 57.5 111.0 68.9

This budget item includes funding for the Bureau of Health Services Research
and for the newly enacted program of federal assistance in the development of
emergency medical services systems, which is operated through the Health
Services Administration. Program levels for both activities are to remain
essentially unchanged in fiscal 1974 and 1975. The research budget is $45
million in fiscal 1974 and $42 million in fiscal 1975; the EMS budget is $27
million in each year. The Bureau's research activities are to stress such
areas as physician productivity, continued analysis of the effects of national
health insurance on consumer demands for health services, and reimbursement
methods for services provided by paraprofessionals. In research grants,
present ratios of new and competing awards to continuations (45 percent new
and competing; 55 percent continuations) are to be maintained. Training grants
are still being phased out, and are not eligible at this time for modified support
under the Weinberger fellowship program available for research training to the
NIH. Of the EMS funds available, approximately $17 million will be used in the
development of EMS systems, $6.7 million to support training, and $3.3 million
to support research activities in the area of emergency medical services.
Uncertainty surrounds allocation of the released fiscal 1973 funds because
programs for which they were originally provided are being phased out. No
decision has been made yet on reallocation of the funds.

Regional medical programs; comprehensive health planning: The legislative
authorities for Comprehensive Health Planning and Regional Medical Programs
expire June 30, 1974, and both Congress and the Administration are preparing
proposals to integrate these programs into a single health planning system.
Only the Congressional proposals have been introduced so far. The Administration
is to propose legislation for a new program, Health Resources Planning, which
will replace a number of existing federally supported approaches to health
planning, including RMP and CHP. The Administration requests $75 million in
budget authority in fiscal 1975 for its new Health Resources Planning program.
The budget data follow:
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(Amounts in millions)

1973 1974 1975

Regional medical programs
Budget authority $144 $ 75
Obligations 102.1 150.7

Comprehensive health planning
Budget authority $ 38 $42
Obligations 33.1 40.2

Health resources planning
Budget authority $ 75
Obligations 65

The Administration plans to use $55 million of the $75 million to establish
approximately 200 Regional Health Systems Boards to replace the existing
CHP area-wide agencies. The Regional Boards, which will be developed along
the lines of the existing CHP area-wide agencies, will be responsible for
developing and stimulating the implementation of a comprehensive health plan
for health care systems, including facilities, services, and manpower. The
Administration anticipates that some of the existing CHP agencies, which will
be supported through the first half of fiscal 1975, will form the nucleus of the
new Regional Boards.

Approximately $10 million of the $75 million in budget authority requested
for Health Resources Planning in fiscal 1975 will be provided to states to
assist them in their regulatory efforts at cost control stimulated by the
Economic Stabilization Program. The remaining $10 million of the $75-million
total will be provided to states to support their capital expenditure review
activities as encouraged by Section 1122 of the Social Security Act. The funds
for both cost control and capital expenditure review activities will be allotted
to the states on the basis of population and the costs of performing those
functions necessary to carry out the requirements of federal law.

Included in the obligation levels for fiscal 1974 are $6.4 million for
Comprehensive Health Planning and $89.9 million for Regional Medical Programs
of released fiscal 1973 funds. On February 7, 1974, a U.S. District Court ordered
the DHEW to obligate and permit expenditure of all available RMP funds. DHEW plans
for complying are not completed.

Health manpower 

The Administration's budget for health personnel education assistance is
down nearly 35 percent from the fiscal 1974 level. The cut of $198 million
is accounted for largely by the elimination of health professions and nursing
construction grants, of separate assistance for allied health and public
health education institutions, and of nursing capitation. Reduced health
professions capitation and modification of the student assistance programs to
include loan guarantees and service-commitment scholarships account for other
large segments of the cutback. The budget data follow:
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Health Manpower
(Budget authority in millions)

1973 1974 1975
Health professions:

Institutional assistance $256 $257 $197
Student assistance 54 61 60

Nursing:
Institutional assistance $ 72 $ 58 $ 20
Student assistance 61 57 25

Public health 21 21
Allied health 36 35
Special educational programs 88 73 63
Sales insufficiencies 4 4 4

Total $592 $567 $369

The budget reflects the Administration's health manpower legislative proposal
which is to modify and extend expiring legislative authorities for federal
assistance in the education of health professionals and nursing, allied health
and public health personnel. The legislation, which is to cover the three-
year period from fiscal 1975 through fiscal 1977, has yet to be introduced.
The thrust of the Administration's proposal, according to descriptive material
accompanying the budget, is toward maintaining the country's present training
capacity while placing increasing emphasis of areas where there is a need for
health personnel. Special attention is to be paid to problems of specialty and
geographic maldistribution, utilization of paraprofessionals and the under-
representation of women and minorities among the health professions.

Compiling budget data for health professions education assistance programs
is complicated by the fiscal 1975 budget's redistribution of some HPEA budget
information. Construction assistance for health professions teaching
facilities, for example, has been shifted to a general line item for health
facilities construction assistance, which also includes the Hill-Burton
hospital construction program. Because of these changes, detail in the health
professions budget below (displayed in the traditional format) will not add
to the totals in the preceding table.
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Health Professions

Institutional support

Support

(Budget authority in millions)

1973 1974 1975

Capitation
MOD $ 138.5 $ 152.5 $ 132.5
VOPP 27.4 33.0 17.5

$ 165.9 $ 185.5 $ 150.0

Start-up and conversion 11.7 6.0 4.7

Financial distress 15.0 10.0 5.0

Special projects 63.0 50.8 37.5

Subtotal $ 255.6 $ 252.3 $ 197.3

Student assistance

Loans $ 36.0 $ 36.0 $ 30.0
Scholarships 15.5 14.6 6.9
Loan repayments 0.4 0.6
Physician shortage 2.0 2.0
National health service
scholarships

3.0 22.5

Subtotal $ 53.5 $ 56.0 $ 60.0

Construction

Grants $ 100 $ 95.0
Interest 1.0 1.0 1.0

Education assistance 20.0 9.5 10.0
Dental health 15.0 14.2 7.8
Direct operations 3.3 3.3

Total, health professions. $ 448.4 $ 431.3 $ 276.1

Capitation: Under the Administration's legislative proposal, capitation
is to drop 40 percent by fiscal 1977. Specific capitation rates for fiscal
1974 have not yet been set, and the fiscal 1975 level authorized in the
Administration's proposal has not yet been announced. Under the proposal,
capitation no longer would be conditioned on enrollment increases; new conditions
of changes in the present training process are to be required. Fiscal 1974
capitation applications are still coming into DHEW regional offices and must
be processed there before aggregate national data can be compiled and a payment
rate established. The average fiscal 1973 capitation rate for basic enrollment,
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enrollment bonus students and physician assistants was approximately $2,000.
The fiscal 1974 rate is expected to drop somewhat below the fiscal 1973 level.
The exact fiscal 1974 rate will depend on the number of students graduating
in three-year programs, on the number of enrollment bonus students and on
the number of physicians assistants qualifying for support.

Start-up, conversion: Fiscal 1974 funds and the fiscal 1975 request are
considered adequate by the DHEW to meet current commitments under the start-
up assistance program. No funds are included in either year for new commit-
ments of start-up assistance. The fiscal 1974 funds include amounts estimated
by the DHEW as adequate to provide one-time-only conversion assistance to
two basic-science schools developing degree-granting programs. Funds available
for obligation in fiscal 1974 include $5.4 million in released fiscal 1973
funds. Thus the fiscal 1974 obligation level is $11.4 million.

Financial distress: Fiscal 1974 funds represent the full amount currently
authorized under the Comprehensive Health Manpower Training Act. Based on
fiscal 1973 financial distress awards totaling $9.2 million, the $10 million
available in fiscal 1974 would appear to be adequate. An additional $5 million
in fiscal 1974 financial distress funds was appropriated in the omnibus,
end-of-session supplemental (PL 93-245), contingent on enactment of legislation
raising the fiscal 1974 authorization level. No such legislation is pending
at this time. The fiscal 1975 request appears almost certain to be inadequate
since significantly lower capitation rates (as planned by the Administration)
would exert increased financial pressure on many institutions.

Special _projects: A combination of factors will make available in fiscal
1974 and 1975 some funds for new special project support. Released fiscal
1973 funds will add about $28.6 million to the funds available for obligation
in fiscal 1974, bringing the fiscal 1974 special projects obligation level to
approximately $79.5 million. Fiscal 1974 continuations will require about
$50 million. Thus nearly $30 million will be available for new starts. Some
forward funding is to be used to reduce the impact on future budgets of released
fiscal 1973 funds. Despite the drop in budget authority from fiscal 1974
to fiscal 1975, it is estimated now that some $17.6 million may be available
for new starts in fiscal 1975. In part, this is a result of concluding DHEW
commitments of support under the physician augmentation programs. Present
fiscal 1975 continuations account for about $20 million in support, leaving
about $17.6 million available for new projects. The fiscal 1975 figures are
the best information available now; but they are likely to change as new
multi-year projects are undertaken in fiscal 1974 and as Congressional action
proceeds on the Administration's legislative proposal and subsequent appropriations.

Student assistance: Fiscal 1975 funds for direct student loans and for
health professions scholarships are only for continuations. Direct loans are
to be replaced with loan guarantees and health professions scholarships are to
be replaced with national health service scholarships, which require year-for-
year service in the National Health Service Corps, the Indian Health Service
or the Federal Health programs Service. Both moves require legislation. The
Administration proposes to recommend changes in the loan guarantee program
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AAMC Memorandum 74-6

to increase the total loan ceiling from $10,000 to $25,000, to raise the
annual ceiling, and to modify other provisions to make the program more suitable
for health professions students. The Administration already has submitted
legislation (on which no action has occurred)to make permanent the national
health service scholarship program (which expires June 30,1974) and to provide
an open-ended authorization level. It is estimated by the Administration
that the requested $22.5 million in national health service scholarships could
support an additional 2,000 students in fiscal 1975.

Construction: Program levels for fiscal 1974 grants-in-aid for construction
of health professions teaching facilities remain unclear. Approximately
$189 million is available for obligation, and construction grant applications
have been mailed from the DHEW to the regional offices. Awards are planned
during the summer, and it is expected now that the awards will total at least

$94 million, the amount of released fiscal 1973 funds. It is not yet clear
whether $95 million in fiscal 1974 funds will be released for obligation in
fiscal 1974 by the DHEW Comptroller.

Educational assistance: Continuation of prior-year family medicine grants

to hospitals will require about $5 million in fiscal 1974. The availability
of $10 million in released fiscal 1973 funds means that approximately $14.5
million is available for obligation in fiscal 1974 for new family medicine
grants. The full effect of these funds is to be reduced through forward
funding of some fiscal 1974 awards. The availability of fiscal 1975 funds for
new starts depends on the number of multi-year awards in fiscal 1974 and on
Congressional action on the Administration's legislative proposal and subsequent
appropriations. Family medicine grants are to be funded, beginning in fiscal
1975, through the Health Manpower Education Initiative Awards program.

Health Manpower Education Initiative Awards, another program in which the

Association is interested, are included in the health manpower budget under special

educational programs. HMEIAs are used to support area health education centers,

recruitment of disadvantaged students, and new forms of education, training and

health services delivery. They are available to any public or private nonprofit
entity, not only to health professions schools. The budget data follow:

Health Manpower Education Initiative Awards

(Budget authority in millions)

1973 1974 1975
Area health education centers $28.7 $12.0
Physician assistants 7.0 8.0 8.0
Manpower initiatives 19.5 12.3
Disadvantaged recruitment 6.3 7.0 6.7

0E0 grants 0.6
Primary care residencies 5.0
Family medicine 10.0
Computer technology 6.0 2.9

Total $48.0 $49.4 $54.6
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Little expansion, if any, is planned for ongoing programs funded through
HMEIAs. No new starts are provided for area health education centers or
for physician-assistant programs, for example. The Administration is
proposing a new program of support for primary care residencies, to be included
in its health manpower legislative proposal. The fiscal 1974 funding level
for AHECs still is uncertain, because of the availability of $28.7 million in
released fiscal 1973 funds. Some forward funding of AHEC support may occur
in order to reduce the impact on future year's budgets of the released funds.
Two new programs are to be funded through the HMEIA program, beginning in
fiscal 1975, that previously were funded elsewhere. Family medicine grants
to hospitals previously were funded through the health professions portion
of the health manpower budget. The line item for 0E0 grants reflects
Administration phasing-out of the Office of Economic Opportunity and future
funding of 'some 0E0 health activities under the broad authorities of the
HMEIA program.

Health facilities construction

This line item is a new presentation in the fiscal 1975 budget, combining
health manpower construction assistance and medical facilities construction
(Hill-Burton) assistance. Details of the health manpower construction program,
as it relates to health professions teaching facilities, are included in the
discussion of Health Manpower (above).

In fiscal 1975, the only request for new budget authority is for the health
manpower interest subsidy program. No new funds are requested for the Hill-
Burton program, whose legislative authority expires June 30 and for which the
Administration is not requesting an extension. The budget data follow:

(Amounts in millions)

1973 1974 1975
Medical facilities construction

Budget authority $214.0 $197.0
Obligations 158.9 250.8 $188.6

Health teaching facilities
Budget authority $120 $114
Obligations 143.1 221.7 114.0

Interest subsidies
Budget authority $ 2.0 $ 2.0 $ 2.0
Obligations 0.5 2.2 4.8

In explaining its decision not to seek extension of the Hill-Burton program,
the Administration made two assertions: (1) on a national basis, there is a
general oversupply of hospital beds; and (2) institutional providers, as a result
of federal and private third-party reimbursements, now have access to a
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AAMC Memorandum 74-6

reasonably predictable cash flow in order to obtain loans for capital
expenditures. In the grant program, $197.2 million in released fiscal
1973 funds have been distributed to DHEW regional offices for allocation
to state agencies. Fiscal 1974 appropriations also are to be distributed
for obligation. Activities to be supported by the Medical Facilities
Guarantee and Loan Fund are still uncertain. The fund is used as a protection
against defaulted guarantees, for interest payments on guaranteed loans to
nonprofit sponsors, for direct loans to public agencies, for interest
payments on direct loans which have been sold and guaranteed, and to repurchase
direct loans that have been sold and guaranteed. The fund currently is
capitalized at $107.3 million, including $50 million which is restricted
against defaulted guarantees; a revolving fund of $30 million for direct
loans to public agencies, and $27.3 million for interest payments. The
limit on the outstanding principal of direct loans and loan guarantees is
based on allocations to states, and based on 1971 and 1972 allocations the
current limit is $999 million. It is expected by the Administration that the
limit will be totally committed by June 30, 1974. The principal amount of
guaranteed loans in fiscal 1973 was $145 million. In reaching the projected
level, the DHEW is to decide how to treat fiscal 1973 allocations of some
$500 million affected by impoundments, and that decision has yet to be made.
The delayed effect of phasing out the program is the result of three-year
availability of Hill-Burton funds. Thus fiscal 1974 dollars are available
through June 30, 1976.



AAMC Memorandum 74-6

- 18 -

D
o
c
u
m
e
n
t
 f
r
o
m
 t
he

 c
ol
le
ct
io
ns
 o
f
 th

e 
A
A
M
C
 N
o
t
 t
o 
be
 r
ep
ro
du
ce
d 
wi
th
ou
t 
pe
rm
is
si
on
 

Health Services Administration

Community health centers 

The Administration is requesting $200 million in budget authority for
fiscal 1975 for community health centers. Although this amount is $5
million less than the fiscal 1974 authority for community health center
projects, the DHEW believes that the lower funding level will not have a
negative effect on the number of persons served, because improved management
techniques and increased third-party reimbursement will be emphasized.
The budget data follow:

(Amounts in millions)

1973 1974 1975

Community health centers

Budget authority $209 $205 $200
Obligations 111 217 200

The fiscal 1973 budget authority figure includes $97 million for the transfer
of the Office of Economic Opportunity neighborhood health centers project. This
transfer did not occur until fiscal 1974. The fiscal 1974 obligations level
includes $6 million in recently released fiscal 1973 funds impounded from the
family health centers program. DHEW does not want to use these funds to finance
new starts, but plans instead to enrich the family health center benefit pack-
age which does not now include hospitalization, dental services, or prescription
drugs. The Administration plans to seek an extension of the program's
legislative authority which expires June 30, 1974.

Health maintenance organizations 

The Administration has requested a supplemental appropriation of $65 million
for fiscal 1974 and budget authority of $60 million for fiscal 1975 for the
development of health maintenance organizations (HMOs). The budget data follow:

Activity

(Budget authority in millions)

Number of
projects

1974 1975

AmountAmount
Number of
projects

Feasibility studies 60 $ 3.0 60 $ 3.0
Planning 48 6.0 48 6.0
Initial development 20 16.0 39 31.0
Loans and loan guarantees 20 35.0 38 15.0
Program support 5.0 5.0

Total 148 $65.0 185 $60.0
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AAMC Memorandum 74-6

Funds will be provided for grant support for an estimated 60 feasibility
studies each year and 48 planning projects each year. In addition, HMOs
in the initial development stage (20 in 1974 and 39 in 1975) will receive
grant support. DHEW anticipates that activities for each of these stages
of HMO development will take no longer than one year. In fiscal 1974
$35 million will be used to capitalize a fund for loans and loan guarantees
for HMOs in the initial operational stage. The fiscal 1975 budget provides
another $15 million to be added to this revolving fund. Loan funds would be
available to an HMO during its first 36 months of operation or in the first
36 months following a significant expansion either in its membership or
in the target area it serves. DHEW estimates that 20 operational HMOs will
receive loans or loan guarantees in fiscal 1974, and that an additional
18 operational HMOs will receive loan assistance from the revolving fund
in fiscal 1975. These 38 HMOs expected to be operational by the end of fiscal
1975 will eventually serve an enrolled membership of about one million
people, according to DHEW estimates.

DHEW does not plan to award any HMO grants until regulations to implement
the HMO program become final around June 1, 1974. The Department is not
planning to operate the program under temporary regulations. In its request for
a supplemental appropriation for 1974, the Administration will also request
that the funds remain available until expended. In awarding the grants,
DHEW plans to give some priority to eligible HMO projects currently receiving
federal assistance, especially those in the operational stage now eligible
for loans and loan guarantees.

National health service corps 

For fiscal 1975, the Administration intends to enlarge the activities of
the National Health Service Corps despite a drop in the budget request. The
budget request of $9 million is $1 million below the fiscal 1974 budget authority.
This apparent drop in fiscal 1975 funding is due to the termination of several
one-time contracts which were supported by fiscal 1974 funds and which will
not recur in fiscal 1975. Approximately 156 new positions and 45 new communities
will be added to the NHSC program in fiscal 1975. The Administration estimates
that the program will support over 530 health professionals in 245 communities
designated as health manpower shortage areas.

Patient care and special health services 

For fiscal 1975, the Administration has requested budget authority of
$109 million for patient care and special health services, to operate eight
general hospitals and 26 outpatient clinics for legal beneficiaries of the
Public Health Service. The Administration's request also includes funds to
provide health care and burial expenses for the untreated participants in the
1932 PHS study of syphillis in Tuskegee, Alabama.

The fiscal 1975 request is approximately $4 million over the fiscal
1974 budget authority. The HSA has indicated that almost all of this increase
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will be absorbed by mandatory pay increases and increased costs of drugs
and supplies.

In response to the Administration's attempts to close down PHS
hospitals last year, the Congress passed legislation (PL 93-155) mandating
that PHS hospitals remain open, but allowing DHEW to propose changes in
PHS hospital operations and services. The Department is in the process of
establishing a task force to consider possible options for the future use
of these facilities, such as transferring them to local communities. The
URA indicated that no changes are planned in the current residency training
programs at PHS hospitals.
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National Institutes of Health

Research institutes

The Administration has requested approximately $1.8 billion for NIH
research institutes and divisions, an increase of $52 million over budget
authority for fiscal 1974. This increase is composed of a $73-million increase
for the National Cancer Institute, a $23-million increase for the National Heart
and Lung Institute, a $44-million decrease for the Division of Research Resources,
and an increase of $1 million for all other research institutes combined. Obliga-
tions for fiscal 1974 will exceed budget authority because of the influx of
previously impounded but now released fiscal 1973 funds. The following table
provides the budget authority, obligation, and outlay figures for: fiscal 1973;
the fiscal 1974 Labor-HEW appropriations bill (PL 93-192); the fiscal 1974 budget
after discretionary withholding of 5 percent of funds, which was authorized in
PL 93-192; and the President's fiscal 1975 budget:

National Institutes of Health
(amounts in thousands)

Fiscal year 1973 1974 1975
PL 93-192 OMB

Cancer (budget authority) $ 492,250 $551,191 $527,306 $600,000
(obligations) 431,271 589,186 600,031
(outlays) 384,310 530,998 559,411

Heart (budget authority) 300,042 302,915 286,465 309,299
(obligations) 255,728 329.511 309,309
(outlays) 232,921 305,801 333,779

Dental (budget authority) 46,998 45,565 43;949 43.959
(obligations) 40,865 50,089 43.965
(outlays) 39,413 47,381 50.047

Arthritis(bydget authority) 167,348 159,447 152,941 152.961
(obligations) 142,838 177,471 152,961
(outlays) 149,528 171,514 188,857

Neurology(budget authority) 130,694 125,000 119,903 119,958
(obligations) 107,478 143,372 120,158
(outlays) 110,755 133,500 153,236

Allergy (budget authority) 113,434 114.000 110,369 110,404
(obligations) 103,347 121,237 110,804
(outlays) 106,394 119,566 121,850

NIGNS (budget authority) 183,212 176.778 168,329 168,329
(obligations) 154,035 197,506 168,329
(outlays) 170,841 197,515 208,505

-
Child Hlth(budget authority) 130,450 130,254 124,867 124,897

(obligations) 111,208 144,155 124,942
(outlays) 114,718 134.125 145.099

Eye (budget authority) 38,570 41.631 39.938 39,947
(obligations) 34,391 44,103 39,947
(outlays) 34,325 36,187 38,585

Envir. Hlth(budget authority) 30,960 28,879 28,386 28,684
(obligations) 26,137 33.122 28,684
(outlays) 25,849 31,370 33,609

Research Resources
(budget authority) 75,091 133,472 126,935 82,700
(obligations) 72,846 129,131 82,700
(outlays) 73.280 124,275 141,417

Fogarty (budget authority) 666 4.767 4.762 4,784
(obligations) 3.899 5,729 4,984
(outlays) 4,253 5,219 6,246

TOTAL - Research
(budget authority) $1,713,715 $1,813,900 $1,734,150 $1,785,922
(obligations) 1.484,043 1.964,612 1,786,814
(outlays) 1,446.587 1,837.451 1,980,641
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Research activities

(Obligations in millions)

Activity: 1973 1974 1975

regular research grants-
noncompeting $ 435 $ 452 $ 514
competing 176 291 195

$ 611 $ 743 $ 709

research contracts

research training-
training grants

$ 261

$ 105

$ 335

$ 128

$ 362

$ 57
fellowships 11 46 61

Weinberger plan (27.5) (55.5)
$ 116 $ 174 $ 118

general research support $ 21.1 $ 45.3 $

minority biomedical support $ 5.0 $ 7.0 $ 7.3

other research activities $ 469.4 $ 661.0 $ 562.6,
Total $1,483.5 $1,963.3 $1,785.9

Research grants: For fiscal 1974, the NIH estimates that $743 million willbe available to fund over 10,000 research projects. The fiscal 1974 obligationsfor research grants will-include fiscal 1973 funds which were impounded by theAdministration and released in December 1973. For fiscal 1975, $709 million willbe available to fund approximately the same number of research projects asin 1974. For both years, the number and funding of noncompeting research
grants will increase, while the number and funding of competing grants will
decrease. In terms of dollars obligated, research grants account for 37 percentof the fiscal 1974 research budget, and 39 percent of the fiscal 1975 research
budget. Research contracts represent 17 percent of the NIH research budget in
fiscal 1974, and 20 percent in fiscal 1975. (An itemized breakdown of competing
and noncompeting research grants, distributed by NIH institutes, is on page 25.)There remains some uncertainty as to whether the fiscal 1974 and 1975 obligationswill be sufficient to fund noncompeting continuations. Information available
to the Association indicates that the NIH intends to fully fund all moral
commitments. Officials at the NIH were unable to specify at this time whetherall years of multi-year grants would be obligated in the first year or over a
period of years. There are indications that new projects funded out of fiscal 73money are to be at least partially forward-funded. This is designed to reducethe impact on future years' budgets of released fiscal 1973 funds.

Research contracts: Obligations for NIH research contracts will increasein fiscal 1974 and 1975. Virtually all of the $27 million increase in 1975
will be obligated for cancer- and heart-related research contracts.
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AAMC Memorandum 74-6

Research training: Traditional research training grant and fellowship
programs will continue to be phased out as the "Weinberger plan" of post-
doctoral fellowships for priority research areas is phased in. The NIH may
use part of the fiscal 1974 funds (which include the released fiscal 1973 funds),
to support continuing training grant and fellowship obligations incurred in fiscal
1973 and previous years, and to support applications for these programs which
had been submitted and were awaiting action by the January 29, 1973, cut-off
date. After that date, no new starts under the traditional training or fellow-
ship programs are to be made except for training grants in fields not attracting
adequate numbers of Weinberger plan fellows. New obligations for fiscal 1974
and 1975 will be used to fund the Weinberger plan and to honor previous commit-
ments. For fiscal 1974, approximately $27.5 million is available for new
fellowship obligations under the Weinberger plan, while $55.5 million will be
available for this purpose in fiscal 1975. The remaining funds will be used
to phase out previous training commitments. DHEW estimates that the new fiscal
1974 fellowship awards will be made in late May or June 1974, and will support
at least 1,825 researchers. The fiscal 1975 funding is estimated to support
the continuation of earlier awards as well as approximately 1,825 new fellows.
Legislation (HR 7724) proposing different versions of NIH research training
authority is still pending in Congress. It is therefore not clear what type
of training program or levels of funding would result if HR 7724 were enacted.

General research support grants: The Administration has proposed total
termination of the general research support program in fiscal 1975. Support
will continue for the Minority Biomedical Support Program and for the other
programs sponsored by the Division of Research Resources. Released fiscal
1973 GRS funds will be obligated in fiscal 1974. Following is a summary
of GRS grant obligations:

(Allocations in millions)

1973 1974 1975
GRS Grants:

Medical schools $ 23.5 $ 24.3 $ 17.8
Other institutions 29.4 30.6 22.0

Total $ 52.9 $ 54.9 $ 39.8

The NIH is in the process of completing its grant review, and hopes to send all
notices out by April. For medical schools, approximately $9 million of fiscal
1973 GRS funds already have been distributed. The release of an additional
$15.3 million in fiscal 1973 funds will bring the total fiscal 1973 obligations
for GRS formula grants to 104 medical schools to $24.3 million. Initially
in fiscal 1974, $17.8 million will be obligated to 104 medical schools. A later
award cycle is to distribute an additional $5 million in fiscal 1974 funds
among medical schools and other institutions after the formula grants have
been recalculated.

Minority biomedical support: The Administration will continue this program
in fiscal 1975, as part of the regular program of the Division of Research
Resources. The minority program will not be affected by the decision to
terminate GRS support.
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Other research activities 

Approximately $661 million are to be obligated in fiscal 1974, and
$562.6 million in fiscal 1975 for other NIH research activities. Included
in these totals are $34 million and $45.1 million for cancer control programs
in fiscal 1974 and 1975, respectively; $51 million and $22 million are to
be obligated for cancer construction programs in those same fiscal years.
Additional components supported by these research funds are multidisciplinary
research centers and other special programs.

National Library of Medicine 

(Amounts in thousands)

1973 1974 1975

Budget authority $28,568 $26,309 $27,738
Obligations $25,933 $31,030 $29,238

For fiscal 1975, the Administration estimates total obligations for the
NLM to be $29.2 million, which is approximately $2 million less than estimated
fissal 1974 obligations. Included in this decrease is a proposed $1.4 million
cutback in extramural assistance to medical libraries, from $7.7 million in
fiscal 1974 to $6.3 million in fiscal 1975. Legislation currently pending
in Congress (HR 11385) would authorize $17.5 million for fiscal 1975 for medical
library assistance programs, whose authorizations will expire on June 30. No
funding has been requested to construct facilities for the Lister Hill Bio-
medical Communications Center. NLM research grant obligations are estimated
at $900,000 to fund 28 grants in fiscal 1974, and a similar amount to fund
32 grants in fiscal 1975.

The Administration's fiscal 1975 budget presented funding information
in a new format, listing obligations by program activity, rather than by
funding mechanism (see page 26). The NIH is in the process of developing
a "cross-walk" to translate the new budget request into functional areas.
When this information is developed, it will provide figures on the distribution
of research grants, contracts, training, and other funds through the NIH
institutes and divisions.



AAMC Memorandum 74-6 - 25 -

D
o
c
u
m
e
n
t
 f
r
o
m
 t
he

 c
ol
le
ct
io
ns
 o
f
 th

e 
A
A
M
C
 N
o
t
 t
o 
be
 r
ep
ro
du
ce
d 
wi
th
ou
t 
pe
rm
is
si
on
 

OBLIGATIONS FOR REGULAR RESEARCH GRANTS

Institute:
(includes impounded FY 1973 funds)

FY 1974 FY 1975
Funds

(millions)
number of
projects

Funds
(millions)

number of
projects

1,773NCI total: $116 1,740 $116
noncompeting
competing

$ 65
$ 51

1,030
710

$ 75
$ 41

1,240
533

NHLI total: $178 1,910. $173 1,687
noncompeting
competing

$ 112
$ 66

996
914

$ 127
$ 46

1,156
531

NIDR total: $ 16 243 $ 13 227
noncompeting
competing

$ 10
$ 6

170
73

$ 11
$ 2

192
35

NIAMDD total: $113 1,204 $103 1,642
_ noncompeting
competing

$ 68
$ 45

1,135
69

$ 69
$ 34

1,153
489

NINDS total: $ 68 1,231 $ 70 1,241
noncompeting
competing

$ 36
$ 32

622
609

$ 48
$ 22

721
520

NIAID total: $ 63 1,135 $ 56 926
noncompeting
competing

$ 43
$ 20

791
344

$ 44
$ 12

727
199

NIGMS total: $ 83 1,301 $ 82 1,363
noncompeting
competing

$ 55
28 $ 28

918
383

$ 67
$ 15 211

N1CHD total: $ 66 878 $ 61 940
noncompeting
competing

; 40
$ 26

608
270

$ 48
$ 13

745
195

NEI total: $ 27 433 $ 26 410
noncompeting
competing

; 17
; 10

276
157

$ 19
$ 7

303
107 —__

NIEHS total: $ 15 190 $ 9 152
noncompeting
competing

$ 6

; 7

92
98

$ 7
$ 2

121
31

NI!-! TOTAL: $743 10,265 $709 10,361
noncompeting 452
competing $ 291

6,638
3,627

$ 515
$ 194

7,510
2,851
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AAMC Memorandum 74-6 - 26 -
DHEW - NATIONAL INSTITUTES OF HEALTH: OBLIGATIONS BY BUDGET ACTIVITIES

(amounts in millions)

1973 Oblirations I/ 1974 Oblieations 1975 Bud,,et Authority

Career
(Obligations)

CaLcer cause oni prevention research 115.3 145.8 151.7.
Letection and din,.nosis research 21.0 40.3 43.2
Treatment research 144.9 193.9 205.1
Other cancer Dialog), 63.8 04.8
Resources develop-crt 69.1 89.8 64.3
'Cancer control - demonstration 5.5 34.6 45.1

Subtotal 42).0 54).2 600.0
Wert
heart and vascular diseases 146.5 193.2 174.2
Lung diseases 23.3 44.6 45.3
Blood diseases and resources 41.7 51.0 50.3
Intramural laboratory and clinical research 19.3 21.7 22.4
Research management and program Cervices 12.1 15.3 17.0

Subtotal 247.9 330.7 30J.3
Dental.

Caries 8.5 10.1 9.0
Periodontal and soft tissue diseases 7.2 10.0 7.3
Cranlofacial ON3SaliCS 5.1 8.3 6.1
Restorative materials 3.5 3.4 2.8
Pain control end behavioral studies .7 1.1 1.0
rental research institutes 6.2 6.9 7.2
Intramural laboratory and clinical research 6.4 7.3 7.6
Research management and program services 2.8 3.0 1.1

Subtotal 40.4 50.1 464.0
Arthritis
Artritis, orthopedics A skin disease research 21.7 25.7 22.3
Vi,bctv., endocrinology and metabolism research 43.3 57.1 46.5
Digestive diseases and nutrition research 21.4 33.8 27.1
Kidney disease 17.4 20.2 17.3
Blood diseases 10.3 11.7 10.6
Intramural laboratory and clinical research 20.8 22.6 23.3
itlsoarch ranagcment and program cervices 5.2 5.8 5.9

Subtotal 
lleuralo-v

140.1 177.0 153.0

Communicative disorders 13.4 18.8 14.4
Neurological disorders 53.0 64.0 55.4
Stroke, nervous system trauma 13.0 23.1 19.0
Fundmental seurcomiences 10.8 14.0 12.2
Intramural laboratory and Clinical research 6.5 7.7 8.3
Research management and program cervices 8.9 14.2 10.7

Subtotal 105.6 142.b 120.0
Allcrev

Allerric and immunologic diseases 25.2 30.8 27.2
Bacterial and .fungal diseases 22.6 28.6 24.0
Viral diseases 20.8 24.1 21.9
Parasitic diseases 9.3 10.8 9.8
Intramural laboratory and clinical research 113.7 20.5 21.6
Research manaremcnt and program cervices 4.7 6.o 6.0

Subtotal 101.3 120.0 110.4
General medical snienecs
POormacalouy-toxicology 23.4 27.8 26.2
Biomedical engineering 10.0 24.6 21.4
Clinical and physicological sciences 20.3 26.0 23.3
Genetics 40.2 50.0 46.1
Cellular and molecular basis of disease 42.5 57.0 44.9
Research management and program services 5.5 6.6 6.5
General research support 5.3

Subtotal 149.9 191.3 1.1.3
Child Pealth
Population research 34.8 46.7 40.2
Child health 46.6 61.9 52.4
Aging 9.4 12.8 9.1
Intramural laboratory and clinical research 13.0 14.2 14.7
Research management and program services 7.2 8.3 8.5

Subtotal 110.0 143.9 124.9
Eve
' Retinal and choroldal diseases 11.6 14.0 12.5

Corneal diseases 4.8 6.9 6.o
Cataract 2.4 3.5 3.0
Glaucoma 3.5 5.1 4.5
Sensory-motor disorders and rehabilitation 6.3 8.3 7.5
Intramural: laboratory and clinical research 3.7 4.3 4.5
Research management and program services 1.6 1.9 2.0

Subtotal 33.9 44.0 39.9
Environmental health

Environmental health science centers 3.7 14.0 5.1

Envir. mutarenesis and reproductive toxicology 1.7 3.0 2.8

Etiology of envir. diseases and disorders 4.5 5.6 4.1

Environmental pharmacology end toxicolory 5.1 7.9 4.3

Environmental pathogenesis 1.7 2.9 1.8

Intramural laboratory and clinical research 7.9 8.3 9.2

Research management and program cervices 1.4 1.4 1.4

Subtotal 2u.0 33.1 20.1

Rerenrch real,rees
Clinical research 41.3 42.5 42.5

Biotechnology research 10.7 11.9 11.9

Laboratory animal sciences and primate research 17.6 18.9 17.5

General research support 21.1 45.3 ---...

Pinorisy biomedical suppo-• 5.0 7.0 7.3

Chemical/biological information handling research 1.0 1.0 1.0

Research management and program services 2.2 2.5 2.5

Subtotal 90.9 129.1 82.7

Fart', internatioral center
Gorgas mevarial laboratory .5 .5 .5

Scholars Lo 2.4 1.2

Research management and program services 2.4 2.7 3.1
Subtotal 3.9 5.5 4.o

TOTAL, Institutes and
Research Divisions 1,483.5 1,963.3 1,785.9

I/ Comparable for 0250 and Scientific Evaluation

NOTE; May not add due to rounding
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Social and Rehabilitation Service

The key activities of the Social and Rehabilitation Service that affect
the medical schools, other than the SRS role in the Medicaid program which
this Memorandum is not including, are certain rehabilitation research and
training programs and university affiliated centers for the developmentally
disabled. No major changes in these programs from previously announced
policies are expected in either fiscal 1974 or fiscal 1975. The budget data
follow.

Rehabilitation services and
facilities

(Obligations in thousands)

1973 1974 1975

Research $21,810 $20,096 $20,000
Training 32,016 15,572 11,500

Grants for the developmentally
disabled

University affiliated
facilities 4,464 4,335 4,250

In research, a major area for emphasis in fiscal 1975 is the rehabilitation
of the spinal cord injured and the severely disabled. The training program
continues in the process of being phased out. The developmental disabilities
centers program is to support 33 centers, providing specialized services to
more than 50,000 trainees from more than 60 disciplines.
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VETERANS' ADMINISTRATION

The health-related budget of the Veterans' Administration is to increase
about 10 percent in fiscal 1975 over the fiscal 1974 level. Some increase is
spread among nearly all programs. Of special interest to the Association, the
VA's new program of assistance to health personnel education institution is
to operate at a $10-million level in fiscal 1974 and a $20-million level in
fiscal 1975. More detailed comments are provided under the budget headings of
medical care, medical and prosthetic research, assistance to health manpower
training institutions, medical administration and miscellaneous operating
expenses, and construction.

Medical care

The $3.2 billion in budget authority requested for the VA's medical
care activities is $315.9 million over fiscal 1974. Budget data on selected
items follow:

(Obligations in thousands)

1973 1974 1975

41. Hospital care $1,743,618 $1,954,360 $2,091,312

Outpatient services 437,134 494,215 587,135

Education and
training 138,130 154,159 180,861

The average daily patient census in VA hospitals is to increase from
81,500 in fiscal 1974 to 82,000 in fiscal 1975, and average employment is to
grow from 124,695 in fiscal 1974 to 129,766 in fiscal 1975. The result is that
staffing ratios are to improve from 1.5 in fiscal 1974 to 1.6 in fiscal 1975. -
Fiscal 1975 staffing ratios are to be 1.70 in medical bed sections, 2.07
in surgical bed sections, and 1.10 in psychiatric bed sections. The number of
outpatient visits is to increase from 11.9 million in fiscal 1974 to 13.8
million in fiscal 1975. Based on new VA-medical school affiliations, the number
of physicians and dentists in the VA medical education and training program
is to increase from 29,800 in fiscal 1974 to 30,900 in fiscal 1975. Included
in the budget are funds for the initiation or expansion of emergency care programs
at eight hospitals, geriatric research and clinical centers at six hospitals,
sickle cell screening and counselling at 12 hospitals, hypertension screening
and treatment,and patient health education. The budget also provides funds for
activation expenses of relocation and replacement general hospitals and new
hospital bed buildings at Columbia, Mo.; San Antonio, Texas; San Francisco;
Tampa, Fla.; and White River Junction, Vt.
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AAMC Memorandum 74-6

Medical and prosthetic research 

The VA research budget is to increase about 8.5 percent in fiscal 1975
over fiscal 1974. The budget data follow:

(Obligations in thousands) 

1973 1974 1975

Medical research $75,399 $81,756 $88,675

Prosthetic research 3,186 3,344 3,675

The additional funds are for initiation and growth of research programs in new
and replacement hospitals and expanded laboratory facilities; initiation of
research programs in hospitals newly affiliated with medical schools; and
development and expansion of special VA research programs in aging, sickle
cell disease, hypertension, and alcohol and drug dependence.

Assistance to health manpower 
training institutions 

This program was authorized in the Veterans' Administration Medical School
Assistance and Health Manpower Training Act of 1972. Because of difficulties
encountered establishing the program, initial implementation has been delayed
until fiscal 1974. The budget data follow:

(Obligations in thousands)

1973 1974 1975

Grants for new state
medical schools $5,000 $8,500

Grants to affiliated
medical schools 3,000 6,500

Grants to other health
manpower institutions 1,500 3,500

Expansion of VA hospital
education and training
capacity 500 1,500

Total $10,000 $20,000

Congress has appropriated budget authority of $45 million for this VA-supported,
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OMB-opposed program. Funds appropriated for the program are available for
obligation and expenditure up to six years after the fiscal year in which
they were appropriated. This fact is cited by the Administration in explaining
why there is no request for new funds in fiscal 1975. The program provides
grants to assist in the establishment of up to eight new state medical schools
to be operated in conjunction with VA hospitals; for grants to existing medical
schools affiliated with the VA to expand and improve their training capacities;
for grants to other health manpower institutions affiliated with the VA to
coordinate, improve and expand the training of professionals, allied health and
paramedical personnel; and for expansion of the VA hospital education and training
capacity, including the development or initiation of improved methods of educating
•and training health personnel. The first deadline for receipt of grant applications
is March 1; a later grant application cycle is expected about mid-summer. Only
about two or three applications for new-school assistance are expected to qualify
in fiscal 1974. Another one or two additional schools may qualify in fiscal
1975. About 15-20 applications for assistance to existing affiliated schools
are expected, with academic medical centers accounting for an additional 10-12
applications.

Medical administration and miscellaneous
operating expenses 

Activities in this budget which interest the Association are VA postgraduate
and inservice training, research and development in health services, and
exchange of medical information. The budget data follow:

(Obligations in thousands)

Postgraduate and inservice

1973 1974 1975

training $5,166 $8,000 $10,130

Research and development
in health services 963 3,006 4,828

Exchange of medical
information 2,033 3,000 3,000

—

The VA research and education associates program is to expand and new
applications are being accepted. The clinical associate and medical investigator
programs are being phased out; no new applications are being accepted, but
persons holding appointments are to serve out the term of the appointment. No
new applications are being accepted for senior medical investigator, the senior
position in the VA career development program. A portion of the budget increase
for research and development in health services reflects the higher costs of a
VA staff reorganization, but the bulk of the increase is to fund ongoing projects
and new projects aimed at improvement in the delivery of health care.
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AAMC Memorandum 74-6

Construction

The VA's construction budget is up sharply in fiscal 1975 compared to
fiscal 1974. Comparable budget authority figures are $181 million in fiscal
1973; $110.6 million in fiscal 1974; and $276 million in fiscal 1975. Budget
data follow on segments of the construction program of most interest to the
Association:

(Amounts in thousands)

1973 1974 1975

Hospital replacement and
modernization (budget authority) $75.1 $37.0 $201.9

(obligations) 5.9 26.6 65.9

Research and education
(budget authority) 12.4 5.7
(obligations) 0.5 7.4 7.6

Major fiscal 1975 projects include replacement hospitals at Loma Linda, Calif.;
Los Angeles; and Bronx; and a new bed building at Columbia, S.C. The major
research and education project continues to be in connection with the Louisiana
State University School of Medicine in Shreveport.
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Budget Action on Expiring Health Programs

A large number of legislative authorities for federal health programs
are to expire June 30, 1974. As a result there are no fiscal 1975 authorization
levels for such programs, and thus it is difficult to measure the President's
fiscal 1975 budget request against a Congressionally determined level of need.
The following chart lists health programs whose authority is to expire,
legislation (if any) to modify and extend the programs, the fiscal 1975
authorization level in the pending legislation, and the President's fiscal
1975 request. Because of differences in proposals supported by the Congress and
the Administration, some pending authorization and budget request figures are not
precisely comparable. Nevertheless, they provide the best basis for comparison
at the present time. Also, some bills are to extend more than one program.

Expiring program and pending Pending fiscal
legislation to extend and modify 1975 authorization

level
(in millions)

Fiscal 1975
budget
request
(in millions)

Research

National Cancer Act $800 $600
S 2893 (hearings concluded 1/30)
HR 12314 (hearings concluded 2/6)

Health Services

Health services research $65.2 $69
Health statistics 30.0 24
Medical library assistance 17.5 6.3

HR 11385 (passed 1/21)
S 2996 (introduced 2/8)

Regional medical programs
Comprehensive health planning

a
a

Medical facilities construction (Hill-Burton) 2
HR 12053 (introduced 12/20) $232
S 2994 (introduced 2/8) 198b

Community mental health centers
Mental health of children 116.5 630c
Alcohol, drug abuse control
Family planning 15.5 101c
Developmental disabilities 77 53
Migrant health 50 24
Comprehensive health services 100 90

HR 11511 (hearings underway)
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Expiring program and pending
legislation to extend and modify

Health services (cont'd)

National Health Service Corps
(no bill introduced to date)

Health manpower 

Health professions
Nursing
Allied health
Public health

(no bill introduced to date)

National health service scholarships
HR 11539 (introduced 11/15)

Pending fiscal
1975 authorization
level
(in millions)

Such sums as
may be necessary

Fiscal 1975
budget
request
(in millions) 

$9

$257
45

$22.5

a. The Administration proposes a $75-million health resources planning programto combine the present RMP and CHP programs.

b. The Senate bill does not include the Hill-Burton program, which the Senate willconsider in separate legislation not yet introduced.

c. Program appropriations are authorized by more than one legislative authority.
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The figures below were released at a
Press Conference by HEW on Saturday,
February 2, 1974. DEPARTMENT OF HEALTH, EDUCATION AND WELFARE

NATIONAL INSTITUTES OF HEALTH

1975 President's Budget
(Budget authority in thousands)

National Cancer Institute
National Heart and Lung Institute
National Institute of Dental Research
National Institute of Arthritis, Metabolism, and
Digestive Diseases

National Institute of Neurological Diseases and
Stroke
National Institute of Allergy and Infectious Diseases
National Institute of General Medical Sciences
National Institute of Child Health and Human
Development .
National Eye Institute
National Institute of Environmental Health
Sciences

. -44,235Research Resources
John E. Fogarty International Center for Advanced
Study in Health Sciences

Total, Research

National Library of Medicine
Buildings and Facilities
Office of the Director

Total, National Institutes of Health

1973 1974 1975 Change

$ 492,250
300,042
46,998

167,348

130,694
113,434
183,212

130,450
38,570

30,960
75,091

4,666

$ 527,306
286,465
43,949

152,941

119,903
110,369
168,329

124,867
39,9389

28,386
126,935

4 7624

$ 600,000
309,299
43,959

152,961

119,958
110,404
168,329

124,897
39,947

28,684
82,700

784 

$ 74:89344
10

20

55
35

30

298

22

$1,713,715

28309568
8,500
11,755

$1,734,150

26 ,,
8,000
12,875

$1,785,922

27,738
3,000
18,124

$ 51,772

1,429
-5,000
5,249

$1,762,538 $1,781,334 $1,834,784 $ 53,450

u HEALTH PROGRAMSu (Dollars In Millions)

O
4:1

Food and Drug Administration
Health Services Administration
Center for Disease Control

8

(.) 
National Institutes of Health
Alcohol , Drug Abuse and Mental Health Administrat$Dn

11 

Health Resources Administration
Assistant Secretary for Health
(PSRO'S)

Subtotal, Health Agencies (Budget authority)
Outlays

Medicare and Medicaid Benefits

Total,' lth Outlays

1973 1974 1975
1975 Change
Over 1974

$ 149
1,082
160

1,758
881

1,249
76
(5)

$ 165
1 ,176
136

1,781
833

1,137
74

(34)

$ M1,
138

1,835
735
574
97

(58)

$ +35
+ 1
+ 2
+54
-98

-563
+23

(+24)

5,355

(4,341)

(14,0791

5,302

(5,270)

(18,007)

4,756

(5,592)

(20,699)

-547

(+322)

(+2,692)

(18,420) (23,277) (26,291) (+3 ,014)



Comprehensive Health Services
Health Maintenance Organizations
Maternal and Child Health
Family Planning
Migrant Health
Indian Health
National Health Service Corps
PHS Hospitals
Program Administration and Other

Total, Health Services Administration

General Mental Health:
Research and Training
Gommunity Mental Health

Drug Abuse:
Research and Training
Community Programs

Alcoholism:
Research and Training
Community Programs

Saint Elizabeths Hospital
Administration and Information

Total

Health Resources Planning
Comprehensive Health Planning
Regional Medical Programs
Research and Evaluation
Health Manpower:

Institutional Assistance
Student Assistance

E Special Projects

Subtotal, Health Manpower

Construction:
Medical Facilities

u Teaching Facilities
8 Interest Subsidies

I 

Administration and Other

Total

Subtotal, Construction

National Health Statistics

HEALTH SERVICES ADMINISTRATION
(Budget Authori in Millions)

I
$ 299 $ 295 $ 290 $ -5

65 60 -5
267 266 266
131 101 101
24 24 24
220 250 281 +31
8 10 9 -1
96 105 109 +4
37 60 37 -23

$1,082 $1,176 $1,177 $ +1

ALCOHOLISM, DRUG ABUSE, AND MENTAL HEALTH ADMINISTRATION
(Budget Aothority in Millions)

$ 200 $ 190 $ 150 $ -40
205 189 199 +10

48 52 44 -8
167 176 157 -19

20 15 12 -3
140 113 78 -35
36 40 42 +2
64 58 53 -5

$ 881 $ 833 $ 735 $ -98

HEALTH RESOURCES ADMINISTRATION
(Budget Authority in Millions)

$  $ $ 75 $ +75
38 42 -42
144 75 -75
67 78 ' 69 -9

265 267 159 -108
132 134 90 -44
196 166 120 -46

$ 592 $ 567 $ 369 $ -198

$ 214 $ 197 $ $ -197
120 114 -114
2 2 2

$ 336 $ 313 2 $-311

20 21 24 +3
55 42 35 -7

$1,249 $1,137 $ 574 $ -563
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