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PART 1. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

This program reimburses diploma schools of nursing for a portion
of the cost of training students whose enroliment can be reasonably
attributed to the provisions of the Nurse Training Act of 1964.

Since the diploma schools are located in all of the States, the dollar
impact will be felt throughout the United States.

Since the effect of this program will be to increase the supply of
nurses and nursing service, the productivity of the general work
force should be increased. The availability of increased nursing
service should shorten the time employees will be absent from work
due to injury or illness to themselves or family members for whom
they would have to give care at home in the absence of an adequate
nurse suppiy.

Since payments to the schools are in direct recognition of the ad-
ministrative burden imposed by the increased enrollment, these pay-
ments should result in ability to hire additional staff or add equipment
within hospitals.

Sinee employment in the field of nursing has been declining in the
last few years from 4 percent of 17-year-old girls to about 3.6 percent,
this program with its incentive to the diploma schools to increase
enroliment should restore and hold the nurse supply at approximately
4 percent of 17-year-old girls.

Since enrollments should increase in all diploma schools throughout
the United States, the monetary benefit to the schools and the stability
effect on the economy due to increased employment should be felt in
every State.

One hundred and ninety programs in 42 States including Puerto
Rico received payment to diploma schools during fiscal year 1965.

10. Economic classification of program expenditures. (See table 2.)

Program: Partial reimbursement to diploma schools for costs attributable to
Nurse Training Act.
Department or agency, and office or burean: Department of Health, Education,
zlm_?cl}W)elfare; Public Health Service—Bureau of State Services (Community
ealth).

TasLE 2.—Economic classification of program expenditures for fiscal year 1965

Fed 1 G fi12 [In thousands of dollars]
eaera overnmenty:

Grants to State and loeal governments. - oo eeoemeooooonoooonmn 682
Transfer payments to nonprofit organizations. .- ———--ooo-oo--o-- 106
Total Federal expenditures_ - oo oowmmmmmmcmmmmmem oo 788

1 Expenditures here refer to obligations.

2 Grants are made to diploma schools to help them defray some of the additional costs resulting from addi-
ti({nallenrollment of students attending with student loans and to promote further development of those
schools.

TMPROVEMENT OF NURSE TRAINING

o PART I. DESCRIPTION OF THE PROGRAM
1. Objectwes
The Nurse Training Act of 1964 (Public Law 88-581) authorizes a
program of project grants to enable public and nonprofit private
diploma, collegiate, and associate degree schools of nursing which are
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accredited or have reasonable assurance of accreditation to strengthen,
improve, and expand programs to teach and train nurses.

These grants are intended to promote the preparation of a larger
number of nurses, to improve educational programs in nursing, and to
demonstrate new or more effective methods of instruction.

2. Operation

This is a federally administered direct grant program with no
matching requirements. Applications are submitted to the Division
of Nursing. = All eligible applications are given a technical review.
Applications are submitted to the National Advisory Council on
Nurse Training '(established under sec. 841, Public Law 88-581)
which makes recommendations to the Surgeon General. The act
provides that consideration be given—
to the extent to which such projects will contribute to general improvement in
the teaching and training of nurses of the kind involved, the extent to which they
will aid in attaining a wider geographical distribution throughout the United
States of high quality schools of the type involved, and the relative need in the
area in which the school is situated and surrounding areas for nurses of the type
trained in such school.

The members of the National Advisory Council on Nurse Training
are appointed without regard to civil service laws.

3. History

This program is a legislative implementation of the recommendations
of the consultant group on nursing appointed by the Surgeon General
of the Public Health Service in the spring of 1961 to advise him on
nursing needs and to identify the appropriate role of the Federal
Government in assuring adequate nursing services for the Nation.
The consultant group specifically recommended that:

Federal funds should be made available, by means of project grants, to nursing
education programs in universities, colleges, schools, and in public and nonprofit
hospitals, institutions, and agencies—for the improvement, expansion, and exten-
sion of their educational programs and services. This would include experimenta-
tion and demonstration of new and effective methods of teaching, the development
and use of teaching aids and equipment, and, where indicated, the establishment
of new programs.! .

4. Level of operation. (See table 1.)

Program: Improvement of nurse training.
Department or ageney, and office or bureau: Department of Health, Education,
aﬁldIWelfare; Public Health Service—Bureau of State Services (Community
ealth).

1 “Toward Quality in Nursing—Report of Surgeon General’s Consultant Group on Nursing,” USPHS
publication, No. 992, p. 37, 1963.
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TaBLE 1.— Level of operations or performance, fiscal years 1964—67

[Dollar amounts in thousands]

3 . Fiscal year | Fiscal year | Fiscal year Fiscal year
Measure (see committee inquiry for definitions) 1964 1965 1966 1967 ¢

estimates
(2) Magnitude of the Program 2. .oooeooocuonfoommemmmonooo- 39 50 60
(b) Applicants or participants:
State government agencies®_ oo fomcmcoocannn- 10 12 15
T,ocal cornmunities or governments ...} --occeceenene 1 1 2
Individuals or families [ o - R [ P,
Other— Private nonprofit.. . .o.cocmaocmclommmmmoccnnanam 28 37 43

(¢) Federal finances:
Unobligated appropriations available...
Obligations incurred.. ..o ccmowucooan
Allotments or commitments made.

(d) Matching or additional expenditures 5__

(¢) Number of Federal employees (man-ye:

(f) Non-Federal personnel (man-years). ..

(g) Other measures of performance. .

1 President’s budget.

2 Applications approved and funded.

3 State supported (public) schools of nursing.

4 Local (public) sehools of nursing, e.g. community hospital.
s Applicant’s voluntary share of project costs.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program ortentation
Not answered.

7. Coordination and cooperation

Project grants for the improvement of nurse training operate under
‘policies and procedures developed for this program. They are derived
from the policies outlined in ‘Health Services Project Grant Manual”
(GPO 884772). Grants may be made to eligible programs of nursing
education in public and in nonprofit private nstitutions. These may
be located in or with public or nonprofit private hospitals, colleges,
universities, and community junior colleges.

8. Laws and regulations

Grants for projects to improve nurse training are authorized under
section 805 of the Nurse Training Act of 1964, Public Law 88-581.
(Title V)III, Public Health Service Act, as amended, 42 U.s.C.
296-298.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects

This program provides schools of nursing with funds to meet the
addi ional cosis of projects designed to improve, strengthen, or ex-
pand programs to teach nurses. Since all (accredited or with reason-
able assurance of accreditation) public or nonprofit private schools of
nursing (diploma, collegiate—undergraduate, or graduate—or asso-
ciate degree ins itutions) are eligible to apply and these funds can be
used for salaries and ouher cosis, and operaiing expenses (such as
execuiive and adminisirative costs, accounting, building mainte-
nance), very wide impact will be felt in the various occupations due to
the many fields of endeavor affected by this program.
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The teaching methods and techniques developed by these grants,
that is, TV t2aching, programmed learning, et cctara, will greatly in-
crease productivity by extending the ability of outstanding teachers
to reach much larger numbers of students, thereby improving the
skills of a very considerable number of nurses and nursing students.

The requirements for projects are that the applications set forth the
need and background, methodology to be used, staff and facilitios
available, participation of other agencies, plans {or evaluation, budget,
and experience of staff conducting the projects. Complying with
these requirements should do much to upgrade the organization and
management of the educational and service type organizations apply-
ing for grants under this program.

Since this program is directed toward stimulating new ways of
improving, strengthening, and expanding programs to teach nurses,
a very considerable amount of new economic activity is generated
by promoting faculty development, demonstrating new or more
effective methods of instruction, exploring ecurriculum revision,
establishing new courses, and discovering ways to increase enrollment.

The results of these projects will, in many cases, be applicable to
teaching in other professional disciplines and should have this multiple
productivity effect in the related disciplines of medicine and dentistry
as well as in general education.

Up to the present 51 contracts have been awarded in this area.

10. Economic classification of program expenditures. (See table 2.)

TABLE 2.—Economic classification of program expenditures for fiscal year 1965
[In thousands of doliars]

Program: Improvement of Nurse Training.
Department or agency, and office or bureau: Department of Health, Education,
%ildlw)elfare ; Public Health Service—Bureau of State Services (Community
ealth).

Federal Government:!

Grants to State and local governments________________________ 793
Transfer payments to nonprofit organizations®_________________ 1,197
Total Federal expenditures. .. ______________________________ 1,990

Non-Federal expenditures financed by:
Nonprofit organizations2. ______________________________ 218
Total expenditures for program______________________________ 2, 208

! Expenditures here refer to obligations,
2 Sehools of nursing,

Prosgcr GranTs

Answers to questions 4 and 10 are summarized here for all project grants of
the Bureau of State Services—Community Health.

4. Level of Operations. (See table 1.)

Progran)l: Project grants, Bureau of State Serviees—Community Health (sum-

mary).

Department or ageney, and office or bureau: Department of Health, Education,
afd W)elfare; Public Health Service—Burcau of State Services (Community
Health).
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TaBLE 1.—Level of operalions or performance, fiscal years 1964~67

{Dollar amounts in thousands]

3 Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measure (see committee inquiry for definitions) 1964 1965 1966 1967 1
estimates estimates

(a) Magnitude of the program (projects)....___ 820 898 1,133 1,299
(b) Applicants or participants:
State government agencies_ .. ___
Local communities or governments
Individuals or families_ o .. ._...._.._.
Other__ -
(¢c) Tederal finances:
Unobligated appropriations available .| oo me oo |

Obligationsincurred .. .. . $34,195 $45, 956 $61, 750 $72,22¢

Allotments or comnmitments made.. 1 [ IR IRy (IR

(d) Matching or additional expenditures?_.____ $33, 501 $37,290 $46,175 $48, 087

(e) Number of Federal employees 3 (man-years) 518 924 947 1,008

(f) Non-Federal personnel (man-years) ... 3,923 4,714 6,016 7,670
(g) Other measures of performance (number of

trainees) . _ - 181 186 224 250

! President’s budget.

2 Omits tuberculosis control projects. The total of non-Federal matching or additional expenditures
for tuberculosis control projects was reported as $43 million for the fiseal year 1965 but was not reported for
any other year.

Includes personnel furnished in lieu of eash.

10. Economic classification of program expenditures. (See table 2.)

Program: Project grants, Bureau of State Services—Community Health (summary).

Department or ageney, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Bureau of State Services (Community
Health).

TasLE 2.—Economic classification of program expenditures for fiscal year 1965

[In thousands of doliars]
Federal Government:!? .
Purchases of goods and services:

Wages and salaries_ ..o 3,301

Other e 1,200

Grants to State and loeal governments__ ... 28, 494

Transfer payments to nonprofit institutions. .- 12, 960

Total Federal expenditures_ _ _ .. oo oo 45,955
Non-Federal expenditures financed by:

State and local governments. _ o oo 64, 828

Individuals or nonprofit organizations_.._ .. _____._ 15, 462

Total expenditures for program. .. oo mmmooooo 126, 245

1 Bxpenditures here refer to obligations.

CanceErR CONTROL AND DEMONSTRATION PrOJECT GRANTS

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
The purpose of these grants is to extend and improve the applica-
tion, throughout the Nation, of measures that can improve control of
cancer. They do this by training physicians and ancillary medical
personnel, and by evaluating and demonstrating ecancer control
procedures and their administration.

2. Operation

Project proposals are solicited and grants-in-aid are awarded to
those deemed by the Public Health Service after review by an advisory
committee to be likely of success and significant to control of cancer.
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The Cancer Control Branch directs the program; most liaison with
applicants and grantees is conducted by regional office staffs; while
accounting and audit services are provided by centralized Public
Health Service units.

Training grant programs planned with professional society co-
operation (a) give basic and special training and continuing education
to cytotechnologists, medical technologists, and radiation technologists;
(b)” provide postresident training and continuing education to
physicians and dentists, graduate training to other specialized pro-
fessional personnel, and continuing education to physicians; and (c)
provide short-term training in the mammography procedure for
radiologists and their technicians.

Demonstration and evaluation projects are programed in (a)
detection of cancer of the uterine cervix; (b) detection of oral cancer;
(c¢) evaluation of cancer detection and diagnostic procedures and
aids; and (d) field studies of such questions as identification of popula-
tion groups having high risk of cancer and problems of public
education.

3. History

The cancer control program became an entity separate from the
research program in 1957, when it was decided that the National
Cancer Institute should concentrate on research, and that efforts to
improve grassroots application of available cancer control knowledge
should be concentrated in the Bureau of State Services. Project
grant appropriations for cancer control in the Bureau have been:

1960 oo e e $1, 500,000 [ 1964__ . . —________ ___ $4, 850, 000
1961 IIIITTIIT 1,500, 000 | 1965~ ____TTT 770 5, 273, 000
1062 LIIIIII T 3,050, 000 | 1966 ___________ 13, 933, 000
1063 __IIIIIIIITTIIT 4,750, 000

4. Level of operation. (See table 1.)

Program: Cancer control and demonstration project grants.

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service; Bureau of State Services (Community
Health).

TABLE 1.—Level of operations or performance, fiscal years 196467

[Dollar amounts in thousands)

Measure (see conumittee inquiry for definitions)| TFiscal year | Fiscal year | TFiscal year | Fiscal year
1964 1965 1966 1967 t
estimates estimates

(a) Magnitude of the program (projeets). . ...-. 234 251 395 440
(b) Applicants or participants:

State government agencies $230 $436 $615 $660

Local communities or governiments $318 $375 $700 $740

Individuals or families .. ... $997 $907 $1, 000 $1,100

Other.. $2,944 $3, 549 $11, 618 $12, 500
(¢) Tederal finances: .

Unobligated appropriations available_ . [ -

Obligations incurred _ _ ..o —coocoen $4,489 $5, 268 $13, 933 $15, 600

Allotments or commitments made..___. RN B
(d) Matching or additional expenditures ? $2,178 $2,370 $5, 000 $6, 000
(¢) Number of Federal employees®___.... 7 9 14 15
(f) Non-Federal personnel + ________ oo 1,225 1,426 2, 000 3,000
(¢) Other measures of performance (number of

individual traineeships). - cccemacacceaoc 108 89 100 110

1 President’s budget. . X

2 Not required and not auditable; therefore, incomplete estimate.

3 Programing personnel excluded. . .

4 Man-years funded by grant and contributed by grantees (excluding trainees).
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5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

(@) Within the Division: The nature of the categorical disease
programs of the Division has been such that there has been little need
or opportunity for joint action during these formative years. Wher-
ever profitable to immediate program needs, cooperation has devel-
oped, as in the smoking and health program. In the next few years
it is probable that more extensive interbranch or divisionwide coopera-
tion will be developed, particularly in such activities as continuing
education for physicians and ancillary medical personnel. Such
training often is most attractive and effective when it is geared to the
needs of specific fields of practice, and presents training related to
several disease categories in ways in which the trainees encounter
them in actual practice.

(b) and (¢) Within the Department and with other Federal agencies:
The Cancer Control Branch maintains a continuing liaison with the
National Cancer Institute of the Public Health Service. Through
this liaison the Cancer Control Branch obtains leads to control pro-
gram planning for the future as they are suggested by developments
in the research programs of the Institute. Through this liaison the
two organizations also determine which picks up project proposals
that fall in the “gray areas” between research and application, and
each is enabled to maintain contact with the thinking of the other’s
extramural advisers.

Cooperation with other Federal agencies occurs on an ad hoc
basis, as occasions arise and does not require continuing negotiation
or liaison.

(d) With State governments: Cooperation with State health agen-
cies is required in assisting the latter to develop cancer control pro-
orams that are financed in part by a Federal formula grant-in-aid.
State public health agencies are asked for comments and suggestions
on project grant applications that originate in their States, but do not
participate in administration of project grants programs. State agencies
are eligible to apply for project grants to aid their own cancer control
activities that cannot be supported by their own or formula grant
funds.

(¢) With local governments: Local public agencies may and oc-
casionally do apply for and receive project grants. Their programs
also may share in formula grants within the approved cancer control
programs of their States. Local governments do not share in the
administration of project grants to other grantees.

(f) With foreign governments and international organizations:
Staff members of the Cancer Control Branch participate in meetings,
share information and provide consultation as necessary. The
Branch does not finance or administer international programs.

(g), (h), and (s). With nonprofit organizations; businesses; others:
Most project grants are awarded to nonprofit hospitals, schools,
professional societies, and voluntary agencies. A continuing exchange
of program plans and information is maintained with the American
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Cancer Society. None of these organizations participates in manage-
ment of any project grant program, beyond the operation of their
individual projects to which grants have been awarded. Business
houses occasionally bid on and receive contracts for specified survey
or developmental tasks, but are not eligible for project grants.

8. Laws and regulations
The Public Health Service Act and the annual appropriation acts.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects. (See overall statement from Office of the Surgeon
General.)
10. Economic classification of program expenditures. (See table 2.)

Program: Cancer control and demonstration projects grants.
Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service-—Bureau of State Services (Community

Health).
TapLE 2.—Economic classification of program expendilures for fiscal year 1965

Fed |G 4ot {Thousands of dolars]
ederal Government:

Grants to State and local governments. - __ . _________.___ 811
Transfer payments to non-profit organizations____._._______.__.____ 4, 456
Total Federal expenditures_ _ _ - oo ... __ 5, 267

Non-Federal expenditures financed by: Individuals and non-profit
organizations. _ _ o o 2,370
Total expenditures for program_ . ___.___ 7, 637

1 Expenditures here refer to obligations.
NEUROLOGICAL AND SENSORY DisEasE ProJecT GRANTS

PART 1. DESCRIPTION OF THE PROGRAM
1. Objectives

The purpose of these grants-in-aid is to stimulate the development,
expansion, or improvement of community service activities which
identify and deal with problems of neurological, visual, or communi-
cative disorders, including but not limited to such areas as epilepsy,
mental retardation (reported separately), glaucoma, hearing disability
and so forth. Activities may involve the preventive, diagnostic,
treatment, and rehabilitative aspects of these disorders.

This program also supports the training of physicians and allied
medical personnel for community services in the detection, diagnosis,
treatment, and management of persons with neurological disorders.
Grants are made for program expansion or improvement or curriculum
enrichment; for short-termi institutes, seminars, and so forth; to
individuals for specialized experience; and for demonstrations of better
methods of manpower utilization and new teaching techniques.

2. Operation
Assistance is in the form of a financial grant to approved applicants.
Any State or local public agency, or nonprofit private agency, organi-
: zation, or institution in the United States (including Guam, Puerto
Rico, and the Virgin Islands) is eligible to apply for the above grants.
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To be considered for a training program, an institution must have an
accredited or acceptable program. Individual tranineeships are
available to allied medical personnel for specialized training, and to
physicians who have completed residencies for training in the neuro-
logical and sensory diseases.
3. History

This grant assistance was first made available in fiscal year 1962,
when $I million was appropriated for this purpose; $2,600,000 was
appropriated for this program in fiscal year 1963; $2,950,000 in fiscal
year 1964 (including $503,000 for mental retardation); $3,450,000 in
fiscal year 1965 (including $700,000 for mental retardation); and
$2,750,000 in fiscal year 1966 (excluding funds for mental retardation).

4. Level of operation. (See table 1.)

Program: Neurological and sensory disease project grants.

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Serviee—Bureau of State Services (Community
Health).

TaBLE 1.— Level of operations or performance, fiscal years 1 284-67

[Dollar amounts in thousands]

Measure (see committee inguiry for Fiscal year | Fiscal vear | Fiscal year | Fiscal year
definitions) 1964 1965 1966 1967 ¢
estimates estimates
(a) Magnitude of the program (projects) - .- 163 178 161 229
(b) Applicants or participants:

. State government agencies. - ...~ $422 $488 $489 $623
Local communities or governments $72 $134 $136 $173
Individuals or families... ... §314 $367 $363 $469
Other—Universities, nonprofit - _ - $1, 624 $1,755 $1,757 $2,235

(¢) Federal finances:
Unobligated appropriations available. _|. o cauocweoeo|ooomomezon oo mm o o s oo a
Obtigations incurred. ... cceeocemooe- $2, 432 $2,744 $2,750 $3, 500
Allotments or coOMMItTents MAAe. - ..l aoomo ool oo omm oo st o
(d) Matching or additional expenditures 3. $1,337 $1, 520 1,700 $2,000
(¢) Number of Federal employees®.____...- 5 6 6 G
() Non-Federal personnel (man-years)?, 243 272 236 350
(g) Other measures of performance (number of
traineeships) . oo oo aemmiicmmncaaee 71 89 89 105

1 President’s budget. . X .

2 Not required and not auditable; therefore, incomplete estimate.

3 Programing personnel excluded. . i

4 Man-years funded by grant and contributed by grantees (excluding trainees).

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

(a) Within the Division: The Neurological and Sensory Disease
Service Branch, which administers this program, has special interest in
stroke and mental retardation activities, which are the responsibility
of the Heart Disease Control and Mental Retardation Branches,
respectively, of the Division of Chronic Diseases. The Neurological
and Sensory Disease Service Branch lends advisory committee and
specialized consultant support to the heart program for shaping
programs, especially in the preventive aspects in the stroke activities of
the latter branch. With respect to mental retardation, Neurological

65-735—67—vol. 2 14
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and Sensory Disease Service cooperates with the Mental Retardation
Branch on the neurological aspects of this problem by lending its staff
consultant in speech and hearing, vision, and neurology to the further-
ing of the goals of the mental retardation activity. Projects are
freely exchanged between these branches and staff are continually in
close contact on the various problems which can be met collectively.

Within the Public Health Service: Neurological and Sensory
Disease Service maintain close liaison with the National Institute of
Neurological Diseases and Blindness, and to a lesser extent with the
Institute on Child Health and Human Development. This liai-
son consists of periodic contacts with the Director of the NINDB
and his immediate staff in subject areas in which the two units have
mutual interests. Staff of each of the programs reciprocate attendance
at study counsel, review panel, and advisory committee meetings and,
where indicated, there is an exchange of staff comment on project
applications coming before these review bodies. Exchange of staff
ideas has assisted in opening the door to joint funding of projects in
selected States and localities—projects in which the interest was
necessarily much broader than either a service or research effort.

(b) Within the Department: The Neurological and Sensory Disease
Service Branch maintains continuing liaison with the Office of Educa-
tion, the Vocational Rehabilitation Administration, and the Children’s
Bureau of the Welfare Administration. Liaison with these agencies
includes an exchange of grant applications coming before the review
bodies of the respective offices, with invitations to staff to participate
in the review process. In some cases applications have been re-
structured to prevent overlap and duplication. This continuing
liaison has contributed significantly to developing mechanisms for
meeting the overall needs of afflicted persons. :

(¢) With other Federal Government departments: No formal
arrangements or outstanding examples of coordination or cooperation.

(d) With State governments: An evaluation by the State health
authority is usually sought for grant applications for community
service projects which have implications for State-supported activities
in the same area.

(e) With local governments: One of the criteria upon which a
community service grant application is judged is the extent of cooper-
ation and coordination with interested or involved local agencies,
which would tend to assure a successful and productive project.

N (f) With foreign governments and international organizations:
None.

(9) With nonprofit organizations and institutions: See () below.

(h) With business enterprises: None.

(?) With others: Program cooperates with such voluntary organi-
zations as the National Society for the Prevention of Blindness and
its local units, and appropriate epilepsy volunteer agencies; and with
such professional organizations as the American Academy of Otolaryn-
gology and Ophthalmology, the American Academy of Neurology,
the Association of Audiology and Speech Pathology, to further the
mutual goals of such agencies and the Neurological and Sensory
Disease Service program.

8. Laws and regulations
Annual DHEW Appropriation Act.
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PART II. DATA BEARING OXN BCONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects. (See overall statement from the Office of the
Surgeon (zeneral.)
10. Economic classification of program expenditures. (See table 2.)

Program: Neurological and sensory disease project grants.

Department or agency, and office or bureau: Department of Health, Education,
a?dlvv)elfare; Public Health Service—Bureau of State Services (Community
Health).

Tasrs 2.—Economic classification of expenditures for fiscal year 1966

[In thousands of dollars]
Tederal Government:!

Grants to State and local governments._ .- oo oooommmmmnoomoee 622
Transfer payments to nonprofit organizations. -« coooocmocooao- 2,122
Total Federal expenditires._ o - o ccoecmoomoommmm oo mmmeoommo oo 2, 744

Non-Federal expenditures financed by individuals and nonprofit organi-
ZAIONS - e oo mmmmmem—mmmemm——mmmmmmmm—e——m—— = —essoo—es 1, 520
Total expenditures for Program. .- ---eoceomoommmmomoanoooo- 4,264

1 Expenditures here refer to obligations.
Community Hearte Prosect GRANT PROGRAM

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives

The community health project grant program provides project
erants for studies, experiments, and demonstrations looking toward
development of new or improved methods of providing health services
outside the hospital, with particular emphasis on the needs of chron-
ically ill or aged persons.

2. Operation

The program operates as a project grant program administered by
the Bureau of State Services (Community Health). Grant requests
may be submitted by any State or local public agency or any nonprofit
agency, institution, or organization. Projects are approved by the
Surgeon General or his designee after considering the recommenda-
tions of an expert review committee.

3. History

The program began in fiscal year 1962. Forty-four projects were
approved and funded during that year in which the appropriation was
$2,319,000. Sixty-eight projects were approved and funded in fiscal
year 1963, 50 in 1964, and 48 in 1965. Appropriations for the program
totaled $6 million in fiscal year 1963 and $7 million for each year in
1964 asnd 1965. The appropriation for fiscal year 1966 totals $10
million, which is the amount authorized under the enabling legislation.
In fiscal year 1965, it was impossible, for the first time, to fund all
projects which were recommended for approval because insufficient
funds were available.
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4. Level of operations. (See table 1.)

Program: Community health project grant program.

Department or agency, and office or bureau: Department of Health, Edacation,
and Welfare; Public Health Service—Bureau of State Services (Community
Health).

TABLE 1.—Level of operations or performance, fiscal years 1964-67

[Dollar amounts in thousands)

Measure (see committee inquiry for Fiscal year | Fiscal year | Fiscal year | Fiscal year
definitions) 1964 1965 1966 16671
estimates estimates
(@) Magnitude of the program (projects)....... 135 129 139 144
(b) Applicants or participants;
State government agencies (projects). .. 24 23 23 24
Local communities or governments
(projects). - ... . ______._____

Individuals or families_..
Other (projects).—._..______._____.___7"
(¢} Federal finances:
Unobligated appropriations avaitable. foeeeoo___f. | |
Obligations incurred...___._____
Allotments or commitments made______|._______ " __
(d) Matching or additional expenditures
() Number of Federal employees__..___
(f) Non-Federal personnel.._._____ _
(9) Other measures of performance N e

1 President’s budget.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

(@) The community health project grant program is a Bureau of
State Services (CH) administered program which involves projects in
the program areas of all eight community health divisions of the
Bureau. Applications which are approved are assigned to one of the
divisions which then has responsibility for surveillance over the proj-
ect. The Project Grants Branch in the Bureau coordinates the ad-
ministration of the program. Assignment of projects is based upon
division responsibilities in relation to the purposes and objectives of
the individual projects.

(6) From time to time applications are received for consideration
under this program which more appropriately should be considered
under one of the other grant programs of the Public Health Service,
the Children’s Bureau, or another unit of Government. In each in-
stance, the application is referred to the grant program which should
consider the application based upon its program content.

(¢) Consideration is given to transfer of applications to other
departments of the Federal Government if it appears that such a
department has a grant program under which the application more
appropriately should be considered.

(d) The community health project grant program achieves coordi-
nation with State governments in that the State health department
is asked to review and comment on each application received from
that State. In so commenting, the health department points out
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how the proposed project fits into the health program of the State
as envisioned by the State health department.

(e) In reviewing projects designed to provide local services, par-
ticular attention is directed to the cooperation of agencies at the
community level and the degree to which the project as proposed
recognizes the responsibility of the local government for the activities
to be carried cut. Attention is also given to the manner in which the
proposed pregram will become a part of the total community health
program.

(f) This program has no relationship to foreign governments or
international organizaticns.

(9) Nonprofit organizations and institutions constitute a major
group of applicants under this particular grant program. Any non-
profit agency is eligible to submit an application if the proposed
activity fails within the purposes of the program. It is expected that
a nonprofit agency will work in close harmony with official agencies
in carrying out any program which it proposes to undertake.

(h) The community health project grant program has little rela-
tionship to business enterprises since profitmaking organizations may
not apply for grants. Most projects approved under the program are
designed to provide health services to segments of the population which
need them. Expenditures are directed primarily to the hiring of
health professionals and subprofessionals to provide such services
and to the purchase of supplies and travel needed to augment such
services. Only minimal amounts are expended on equipment or sup-
plies procured from profitmaking organizations.

8. Laws and regulations '

The community health project grant program is authorized in
section 316 of the Public Health Service Act, as amended (42 U.S.C.
247a). Appropriations to carry out the program are included in the

annual appropriation act of the Department of Health, Education,
and Welfare.

PART 1I. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Ieonomic effects. (See overall statement from Office of the Surgeon
General.)

The greatest impact upon the economy of the Nation lies in the
new and improved methods of providing health services which may
develop as a result of projects which are approved. These, over a
long period of time, may result in additional productivity from the
aged and the prolonging of life for the chronically ill. To the degree
that this happens, one may consider that the grants are contributing
to the general economic improvement of the country.

10. Economic classification of program expenditures. (See table 2.)

Program: Community health project grant program.

Department or agency, and office or bureau: Department of Health, Educa-
tion, and Welfare; Public Health Service—Bureau of State Services (Com-
munity Health).



668 HUMAN RESOURCES PROGRAMS

TaBLE 2.—Economic classification of program expenditures for fiscal year 1965

[In thousands of dollars]
Federal Government: !

Grants to State and local governments________ .- 1, 381
Transfer payments to nonprofit organizations. .. - ______ 5, 604
Total Federal expenditures._ - - - - 6, 985

Non-Federal expenditures financed by:
Individuals and nonprofit organizations_ __ . __ . ________ 3, 305
Total expenditures for program___ - oo 10, 290

1 Expenditures here refer to obligations.
MENTAL RETARDATION PROJECT GRANTS

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives

The purpose of these grants is to stimulate the development,
expansion, or improvement of community service activities which
identify and deal with problems in mental retardation, including the
preventive, diagnostic, care, and rehabilitative aspects of this condi-
tion.

This program also supports the training of physicians and allied
personnel for community services in the detection, diagnosis, care,
and management of persons with this condition. Grants are made
for curriculum enrichment; for short-term institutes and seminars; for
demonstrations of better methods of manpower utilization and new
teaching techniques; and to individuals for specialized training.

2. Operation

Assistance in the form of a financial grant is awarded to approved
applicants. Any State or local public agency, or nonprofit private
agency, organization, or institution in the United States (including
Guam, Puerto Rico, and the Virgin Islands) is eligible to apply for
the above grants. Individual traineeships are available to para-
medical personnel for specialized training, and to physicians who have
completed residencies for special training in the area of mental
retardation.

3. History

During fiscal years 1963 and 1964, a few projects directed to the
special problems of the mentally retarded were funded under the
Neurological and Sensory Disease Service project grant program.
Following the stimulation of activity in this field which resulted from
the passage of Public Law 88-156 (Maternal and Child Health and
Mental Retardation Planning Amendments of 1963 which included
title XVII: Grants for Planning Comprehensive Action To Combat
Mental Retardation), in fiscal year 1965, $700,000 of neurological and
sensory project grant funds was earmarked for community service
and training grants in mental retardation; and in fiscal year 1966,
$4,500,000 is available.

4. Level of operations. (See tables 1 and 2.)

Program: Mental retardation project grants.
Department or agency, and office or bureau: Department of Health, Education,
zﬁlle)elfare; Public Health Service—Bureau of State Services (Community
ealth).
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TAaBLE 1.—Level of operaiions or performance, fiscal years 1964—67

[Dollar amounts in thousands]

Fiscal year | Fiscal year | Fiscal year | Fiscal year
1964 1965 1966

Measure (see committee inquiry for definitions) 19671
estimates estimates
(a) Magnitude of the program (projects)._.____ 11 49 73 100
(b) Applicants or participants:
State government agencies. . _..______. $1, 000 $1, 000
Local communities or governments $875 $875
Individuals or families $325 $325

Other—Universities, nonprofit agencies. $381 $527 $2, 300 $2,300
(¢) Federal finances:
Unobligated appropriations available_ |- .| ||l
Obligations incurred_ . . .._.__._________ $503 $699 $4, 500 $4, 500
Allotments or commitments made_.__ |- ||| ___

(d) Matching or additional expenditures 2-. $168 $170 $1,125 $1,125
(e) Number of Federal employees 3. .| cooao__ 2 4 3
(f) Non-Federal personnel 4 | e
(g) Other measures of performance (number of

traineeships). ... ____________ 2 8 35 35

1 President’s budget.

2 Not required and not auditable; therefore, incomplete estimate.

3 Programing personnel excluded.

4 Man-years funded by grant and contributed by grantees (excluding trainee).

Program: Mental Retardation Planning and Implementation Grants.
Department or agency, and office or bureau: Department of Health, Education,
%ildal VV)elfare; Public Health Service—Bureau of State Services (Community
ealth).

TaBLE 2.—Level of operations or performance, fiscal years 1964—67

[Dollar amounts in thousands]

X Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measure (see committee inquiry for definitions) 1964 1965 1966 19671
estimates estimates

(a) Magnitude of the program (projects)._..-_-. 36 18 53 53
(b) Applicants or participants (55) 2 PR . - JES F
State government agencies.. .. I P -
Local communities or governments._.._- o .
Individuals or families_ - ___|._____________ - .

Other.

(c) Federal finances: X
Unobligated appropriations available___. 3§2,200 ¢ $1,060 4$2, 750 482,750
Obligations incurred $1, 140 $1, 060 . $2,750 $2, 750

Allotments or commitments made.
(d) Matching or additional expenditures.
(¢) Number of Federal employees.._.
(f) Non-Federal personnel._______
(g) Other measures of performance.._._._._____

1 President’s budget.
2 50 States, District of Columbia, American Samoa, Guam, Puerto Rico, and the Virgin Islands.
3 Planning grants to assist States in planning for comprehensive action to combat mental retardation.
d 4t1mp]ementation grants to assist in implementing the planning and other steps against mental retar-
ation.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

(@) Within the Division and Bureau: A Bureau committee on
mental retardation exists to facilitate coordination and cooperation
on this activity within the Bureau. Staff of the Mental Retardation
.Branch are in daily contact with staff of other Branches of the Division
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about possible coordination of activities and cooperation in joint
endeavors.

(b) Within the Department: The Secretary’s Committee on Mental
Retardation includes representation from every mental retardation
program in the Department—Vocational Rehabilitation Administra-
tion; Office of Education; Public Health Service (NTH-NINDD,
NIMI, DGMS; Bureau of Medical Services; Bureau of State Services—
Division of Chronic Diseases); Welfare Administration (Bureau of
Tamily Services and Children’s Bureau).

(¢) With other Federal Government agencies: This Branch ad-
ministers the program of grants for planning comprehensive State
action to combat mental retardation (Public Law 88-156). Appli-
cations are reviewed by representatives of programs with mental
retardation interests in the Departments of Health, Education, and
Welfare; Labor, and Interior. This kind of cooperation is reflected
in the preject grants activity, although not formalized.

(d) With State governments: In addition to grants, support for
training and service activities is provided through contract and co-
operative agreements. All of these support mechanisms involve
participation by the recipient agency, which frequently calls for
continuing liaison with the State Mental Retardation Planning group.

(e) With local agencies: See (d) above.

(f) With foreign governments and international organizations:
Support for applied research activities is carried out under the provi-
sions of Public Law 480 (using counterpart funds).

(¢9) With nonprofit institutions: See (d) above.

(h) With business enterprises: None.

(i) With others: Works with professional organizations, such as
the American Association on Mental Deficiency, to promote improved
standards for mental retardation services and training. Consultation
to and participation in national and regional meetings of other
organizations.

8. Laws and regulations

This grant activity is authorized in the annual DHEW Appropria-
tion Act. Programs authorized by Public Law 88-156, which in-
cluded authority for grants to States for the planning of comprehensive
mental retardation activities, and the Mental Retardation Facilities
Construction Acts, Public Law 88-164, have a direct effect and
bearing on the activities funded under this grant program.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects. (See overall statement from the Office of the
Surgeon General.) , »
10. Economic classification of program expenditures. (See table 3.)

Department or agency, and office or bureau: Department of Health, Education,
iLIndl\;V)elfare; Public Health Serviee; Bureau of State Services (Community
Tealth).
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TapLe 3.— Economic classification of program expenditures for fiscal year 1965
[In thousands of dollars]

Program: Mental retardation project grants.
Federal Government: !

Grants to State and local governments_ __________________________ $113
Transfer payments to nonprofit organizations_ .. ___________ 586
Total Federal expenditures. . - - _ 699

Non-Federal expenditures financed by individuals and nonprofit organiza-
BEOMS - o o e 170
Total expenditures for program._________ oo 869

Program: Mental retardation planning and implementation grants.
Federal Government:!

Grants to State and local governments_ - ___ . _.____ 1, 060
Non-Federal expenditures not available.

" 1 Expenditures here refer to obligations.
IMMUNIZATION PrROJECT GRANTS

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives

(@) The immunization of practically all susceptible persons in all
communities throughout the United States, Puerto Rico, and the
Virgin Islands, particularly preschool children, against the five
diseases covered by the legislation (measles, poliomyelitis, diphtheria,
whooping cough, and tetanus).

(b) The establishment of effective ongoing immunization mainte-
nance programs.

2. Operation

Direct Federal operation providing project grants to State health
departments and, with the approval of the State health authority,
to local health departments. A headquarters staff administers and
supervises the program, with specialized services provided in con-
sultative, training, informational and promotional areas by Communi-
cable Disease Center branches, staff services, and regional offices.
Field assignments are made to States and localities to coordinate
these activities.

3. History

Existing vaccination programs conducted in communities through-
out the country were not effective in reaching all groups of the popula-
tion, particularly preschool children, and low-income neighborkoods.
A bill was proposed requesting funds to support programs in States
and localities directed toward eradicating four of the communicable
diseases causing so much loss of life, disability, suffering, and resulting
cost of care. After months of close scrutiny by Congress of the pro-
posed bill, the Vaccination Assistance Act of 1962 was passed, author-
izing the Surgeon Genmeral to make project grants within a 3-year
period to State and local health departments for the support of inten-
sive vaccination programs designed to raise and maintain high levels
of immunization against the four diseases, poliomyelitis, diphtheria,
whooping cough, and tetanus. The Communicable Disease Center
was charged with the responsibility of administering and carrying
out the provisions of this act. Funds were made available in May
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1963, and an organizational unit designated as immunization activities
was established in the office of the center chief in June 1963.

On August 5, 1965, the President signed Public Law 89-109 which
amended and extended the Vaccination Assistance Act of 1962 for
3 years. The new act enables the Surgeon General to make project
grants to assist States and communities in the conduct of immuniza-
tion programs against measles, as well as the other four diseases, and
provides for the purchase of vaccines for preschool children.

4. Level of operations. (See table 1.)

Program: Immunization project grants.
Department or agency, and office or bureau: Department of Health, Education,
%ildIW)eifare; Public Health Service—Bureau of State Services (Community
ealth).

TasLE 1.—Level of operations or performance, fiscal years 196/4—67

[Dollar amounts in thousands]

. Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measure (see committee inquiry for definitions) 1964 1965 1966 1967 1
estimates estimates
(a) Magnitude of the program (number of State
and local health departments)____________ 75 75 100 100
(b) Applicants or participants:
State government agencies_____________ 35 35 40 40
Local communities or governments - 40 40 60 60
Individuals or families. ... _____ |\ ||l
Other (percentage of population cov-
ered) 2. .. 70.1 70.1 80 80
(¢) Federal finances:
Unobligated appropriations available___ $18, 661 $16, 641 $8, 888 $9,100
Obligations ineurred. ... ____________ $9, 712 $15, 679 $8, 888 $9, 100
Allotments or commitments made_ I (SR BRI DR - R
(d) Matching or additional expenditures. - $8, 340 $9, 850 $11,850 $12, 000
(e) Number of Federal employees3___ - 9 10 15 15
(f) Non-Federal personnel 4_________ - 30 50 75 80
(9) Other measures of performance $8.__._______ 1, 500 1, 500 1,700 1,700

! President’s budget.

2 127,465,599, 1960 census population.

3 Headquarters personnel in administrative and supervisory activities.

¢ Personnel in lieu of cash grant.

5 (g) Other measures of level or magnitude of performance:

In comparing the findings of the 1962 and 1964 national immunization surveys conducted by the Bureau
of the Census, significant gains in immunization levels are noted. Itis felt that the 75 Vaccination Assistance
Act projects covering over 70 percent of the population in the United States, Puerto Rico, and the Virgin
Islands contributed significantly to the progress shown in this 2-year interval.

In the 1- through 4-year age group, the percent of children who had received a basic series of DTP inocula-
tions inc!]‘(_aased from 68 to 76 percent, reflecting protection for 114 million more preschool children than 2
years earlier.

_ For children under 15 years, 7,060,000 more have received 4 or more D'TP inoculations than was the case
in 1962—an increase from 42 to 54 percent.

Although information collected in the national immunization surveys does not furnish adult protection
levels against diphtheria and tetanus, data collected show a 14 increase in the net distribution of doses of
adult DT vaccine in the past year—some 1,250,000 doses more. "

Perhaps the most dramatic gain in immunization protection since 1962 occurred with oral poliomyelitis
vaccine. National survey figures indicate that hetween September 1962 and September 1964, the percentage
of 1- to 4-year-old children receiving all 3 types rose from 6 to 74 percent—close to 7,000,000 more preschoolers.

Similar gains were registered in other age groups resulting in the protection of nearly 60,000,000 people
under age 50 in a 2-year period of time.

8 Personnel paid from State and local hea'th funds.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

() Within the bureau, division, or office: Currently working on
satisfactory cooperative basis with branches, staff services, and regional
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offices in promoting and administering the immunization program.
These offices provide consultative, training, informational, and
promotional services.

(b) With other units of the department or agency: Continuation
of cooperative working relationships affecting administrative aspects
and grants policies and procedures.

Possible cooperative working relationships with Children’s Bureau
[and National Institute of] Mental Health [and National Institute of]
Child Health [and Human Development].

(¢) With other Federal Government departments or agencies:
Cooperative working agreement with Veterans’ Administration—
mailing of immunization flyers.

(d) With State governments or their instrumentalities.

(¢) With local governments or communities: Continuation of
satisfactory working relationships with State and local health agencies

in initiating, conducting, and maintaining intensive vaccination
programs. These activities are directed toward providing:
(1) Central leadership and coordination of the State and local
efforts to improve immunization levels. ‘
(2) Evaluation and development of new or improved tech-
niques of immunology, community organization, and surveillance.
(3) Rapid application of both accepted practices and new or
improved methods of operation in the States and communities.
(f) With foreign governments or international organizations: World
Health Organization.
(9) With nonprofit organizations or institutions: PTA, civic, and
community groups.
(h) With business enterprises: National Advisory Council..
() With others.

8. Laws and regulations

Public Law 87-868, and Public Law 89-109.
Section 317, Public Health Service Act.
Communicable disease activities.
Community immunization grants.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects. (See overall statement from Office of the Surgeon
General.)

With revision and extension of the act, primary emphasis is being
placed on implementation of a nationwide program against measles.
While the total economic costs of measles and the relatively large
numbers of measles-related complications cannot be calculated,
estimates can be made of a portion of the financial losses to individuals
and communities. Based on an incidence of about 4 million cases of
measles per year, it is estimated that each year:

Approximately $12 million is spent for physician visits and
medical expenses.

‘About $23.8 million in hospitalization costs is incurred.

The loss to school systems in average daily attendance funds
amounts to approximately $18.3 million.
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It is hoped these costs can be eliminated by the programs directed
toward eradication of the diseases.

10. Economic classification or program expenditures. (See table 2.)

Program: Immunization project grants.

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Bureau of State Services (Community
Health).

TaBLE 2.—Economic classification of program expendilures for fiscal year 1965

In thousands of dollars]

Federal Government:! Grants to State and local governments ? (total

Federal expenditures) . __________________________________________ $15, 679
Non-Federal expenditures financed by State and local governments___._ 9, 850
Total expenditures for program_______________________________ 25, 529

1 Expenditures here refer to obligations.
2Includes $304,000 for personnel costs in lieu of ecash,

MieraNnT HEALTH

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

The migrant health grant program permits funds to be made avail-
able for project grants to assist in improving health conditions and in
planning, developing, expanding, and improving health services for
domestic agricultural workers and their families. More specifically,
funds are to be available to pay part of the cost of the following:
(1) Setting up and operating family health service clinics; and (2)
developing other types of special projects, including inpatient hospital
care, to improve health services and conditions

2. Operation

Assistance is in the form of a financial grant to State and local
public agencies and nonprofit private organizations. These include
such groups as health departments, health and welfare councils, medi-
cal societies, growers’ associations, educational institutions, and other
community groups interested in planning and conducting a project to
}mprlgve health services for domestic migratory farmworkers and their
amilies.

Funds are available upon approval of a grant application by the
Surgeon General or his designee, after review and recommendation by
a national review committee. There is no fixed matching ratio.
Grantee pays “a part” of the cost which varies from project to proj-
ect depending upon the relationship between the maguitude of the
problem and other available resources.

3. History

Studies and recommendations of various commissions and confer-
ences have been concerned with the improvement of the living and
working conditions of migrant labor for the past 25 years. Some of
these were the Tolan committee report in 1941 which recognized the
need for States of heavy immigration to adopt laws establishing mini-
mum conditions of health, sanitation, and housing on farms employ-
ing migratory labor; the War Food Administration which provided an
opportunity to help migrants, but this was stopped at end of World
War II; the report of the Truman Commission on Migratory Labor
in 1951; and others.
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National recognition was again given to the migrant problem in the
early 1860’s, when the U.S. Senate established a Subcommittee on
Migratory Labor under Senator Harrison Williams of New Jersey,
which held hearings and brought the situation to national attention.
The passage of the Migrant Health Act in September 1962 (Public
Law 87-692), introduced by Senator Harrison Williams, represented
a major legislative breakthrough.

4. Level of operaitons. (See table 1.)

Program: Migrant Health.

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Bureau of State Services (Community
Health).

TaBLe 1.—Level of operations or performance, fiscal years 1964—67

[Dollar amounts in thousands]

Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measure (sce committee inquiry for definitions) 1964 1965 1966 1967 1

estimates estimates
(¢) Magnitude of the program (projects) - ._____ 49 62 70 90
(b) Applicants or participants:
State government agencies_ ___._________ 16 24 25 30
Local communities or governments_ ___ 24 26 32 55

Individuals or families_ ________________ | ______.______
Other—Universities and voluntary
nonprofit organizations_______________ 9 12 13 5
(¢) Federal finances:
Unobligated appropriations available. .| ____|..._________ |
Obligationsincurred . . ________________ $1, 500 $3, 000 ] $7, 200
Allotments or commitments made_____
(d) Matching or additional expenditures
(¢) Number of Federal employees (man-years) -
(f) Non-Federal personnel (tnan-years)_..____. 200 334 400 500
(¢) Other measures of performance____ . _|ecomomomo oo ||

1 President’s budget.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

U.S. Department of Agriculture: A cooperative agreement is cur-
rently in effect for the development of plans for the construction of
improved low-cost healthful housing designed for short-term occu-
pancy by migrant workers.

Office of Economic Opportunity: Arrangements have been made
for the use of regional migrant health representatives to assist, on a
reimbursable basis, in the development of migrant projects under the
Kconomic Opportunity Act.

Department of Labor: 1. Arrangements are currently in process
for the use of the crew-leader registration program as a means of
providing information on migrant health programs to the crewleaders.

2. Plans are being developed on a cooperative basis to obtain
information on (a¢) numbers of agricultural migrants and (b) their
work locations on a county basis to assist health agencies in planning
health services for these migrant families.
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8. Laws and regulations

Public Law 87-692 became effective on September 25, 1962, It
authorized to be appropriated for the fiscal year ending June 30,
1963, the fiscal year ending June 30, 1964, and the fiscal year ending
June 30, 1965, such sums, not to exceed $3 million for any year, as
may be necessary to enable the Surgeon General (1) to make grants
to public and other nonprofit agencies, institutions, and organizations
for paying part of the cost of (i) establishing and operating family
health service clinics for domestic agricultural migratory workers and
their families, including training persons to provide services in the
establishing and operating of such clinics, and (i) special projects to
improve health services for and the health conditions of domestic
agricultural migratory workers and their families, including training
persons to provide health services for or otherwise improve the health
conditions of such migratory workers and their families, and (2) to
encourage and cooperate in programs for the purpose of improving
health services for or otherwise improving the health conditions of
domestic agricultural migratory workers and their families.

Public Law 89-109 was enacted on August 5, 1965, to extend section
310 of the Public Health Service Act through June 30, 1968, and to
amend this section by authorizing necessary hospital care for agricul-
tural migratory workers and their families. This law authorized
appropriations not to exceed $7 million for the fiscal year ending
June 30, 1966, $8 million for the fiscal year ending June 30, 1967, and
$9 million for the fiscal year ending June 30, 1968 (42 U.S.C. 242h).

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects. (See overall statement from Office of Surgeon
General.)
The improved health status of the migrant worker, resulting from
the migrant health program, should have a favorable effect on his
productivity as well as on his earnings.

10. Economic classification of program expenditures. (See table 2.)

Program: Migrant health.

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Bureau of State Services (Community
Health)

TaBLE 2.—Economic classification of program expenditures for fiscal year 1965

Federal G b1 [In thousands of dollars]
ederal Government:

Grants to State and local governments_ . _________________________ 2,144
Transfer payments to nonprofit organizations. . ___________________ 192
Total Federal expenditures_ . ________________________________ 2, 336

Non-Federal expenditures financed by:
State and local governments_ ___________________________________ 1,978
Individuals and nonprofit organizations_ _________________________ 97
Total expenditures for program-______ __________________________ 4 411

1Expenditures here refer to obligations.
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TuBERCULOSIS CONTROL PROGRAM

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives
The program objective is to control and ultimately eradicate tuber-
culosis from the United States.

2. Operation

The program provides technical assistance and grants-in-aid for
tuberculosis control activities that are carried out by means of formula
and special project grants and contracts to State and local health
agencies and selected private institutions.

8. History

The Public Health Service Act of 1944 authorized the establishment
of a tuberculosis control program within the Service. It placed upon
the Public Health Service the responsibility of administering grants-
in-aid to State health departments, and of conducting demonstrations
and research in tuberculosis. In accordance with this act the Surgeon
General established a Tuberculosis Control Division in the Bureau
of State Services of the Public Health Service and it was subsequently
approved by the Federal Security Administrator. In the fall of 1960,
the tuberculosis program became a part of the Communicable Disease
Center and in 1962 it moved to Atlanta, Ga., as the Tuberculosis
Branch. In 1963, following a suggestion of the Congress, a Special
Task Force on Tuberculosis Control was appointed by the Surgeon
General to consider ways and means that the Public Health Service
" might improve the Nation’s tuberculosis control program. The task
force prepared a report for a 10-year program which contained a
number of recommendations, including increased grants to the States
for selected activities, improvement of skills of present and prospec-
tive tuberculosis workers to meet existing and future needs, and con-
tinued and expanded research in tuberculosis. In fiscal year 1966
funds were made available by the Congress to commence the task
force program at the recommended first-year level.

4. Level of operations. (See table 1.)

Program: Tuberculosis control program project grants,

Department or agency, and office or bureau: Department of Health, Education,
and W)elfare; Public Health Service; Bureau of State Servieces (Community
Health).
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TaBLE 1.— Level of operations or performance, fiscal years 1964—67

[Dollar amounts in { housands)

Measure (see committee inquiry for Fiscal year | Fiscal year | Fiscal year | Fiscal year
definitions) 1964 1965 1966 19671
estimates estimates
(@) Magnitude of the program (projects).______ 41 65 80 85

(b) Applicants or participants:
State government agencies 2 _._______._
Local communities or governments__._.
Individuals or families. ..

(¢) Federal finances:
Unobligated appropriations available___j_______ f-- -
Obligations incurred. .. ._______________ $1, 575 $4,991 $9, 700 $13, 950
Allotments or commitments made

(d) Matehing or additional expenditures. ® 43,000 ® ®
(e) Number of Federal employees 4. ___ 23 220 100 150
(1) Non-Federal personnel 5______________ 510 937 1,360 1,850

(g) Other measures of performance - - - [ U,

! President’s budget.

2 States including District of Columbia and Puerto Rico.

3 Not reported.

4 Personnel in lieu of cash.

5 Personnel paid from cash funds, project grants to State and local health departments.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospeciive changes in program orientation
Not answered.

7. Coordination and cooperation

As to purposes, policies, operations and financing, the program will
continue to function in coordination and with the cooperation of the
Bureau of State Services and the Communicable Disease Center.
On special problems, committees are set up to coordinate activities
with the Division of Indian Health, Pan American Sanitary Bureau
(PASB), and other special groups. As the program expands into the
recommended activities, coordination and cooperation with such
agencies as Children’s Bureau, the Bureau of Disability and Health
Tnsurance, and the Division of Medical Care Administration will be
required and promoted for eflective implementation.

The entire program now functions with the cooperation and coordi-
nation of State, county, and local health agencies. It is imperative,
if the program is to succeed, that this continue in the future.

In carrying out the recommended research activities, a number of
foreign countries are cooperating in therapy and prophylaxis trials.
These are long-range studies, and continued cooperation and coordi-
nation are essential.

The program cooperates and will continue to work with the National
Tuberculosis Association and its affiliates in joint staff meetings,
national meetings, planning sessions, and work group committees.

To evaluate the effectiveness of new antituberculosis drugs, the
program plans, directs, and coordinates a number of extensive
therapeutic and prophylaxis drug studies that are carried out with
the cooperation and assistance of national drug firms and a large
group of tuberculosis hospitals across the Nation.
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8. Laws and regulations

Section 314(b) and 314(d) of the Public Health Service Act as
amended (42 U.S.C. 246). 1965 Appropriation Act, Public Law
88—-605.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects. (See overall statement from the Office of the
Surgeon General.)

Improved ambulatory care for tuberculosis patients outside of the
hospital reduces the period of hospitalization that is required and
enables the patients to return to productive work much sooner. This
affects an estimated 35,000 persons during the year and should result
in an estimated savings in hospital costs of $100 million each year of
the 10-year program. The contribution that this may make to the
gross national -product cannot be identified specifically. Most of
the persons affected by the program are in the lower socioeconomic
groups and the majority reside in economically deprived metropolitan
areas. The program will have a significant, although unmeasured,
impact, on the Nation’s health and income by improving and returning
to productive activity a large number of those persons who are tempo-
rarily disabled or affected by tuberculosis.

10. Economic classification of program expenditures. (See table 2.)

Program: Tuberculosis control program project grants.

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Bureau of State Services (Community
Health).

TasLe 2.—Economic classification of program expenditures for fiscal year 1966

[In thousands of dollars]
Federal Government:! . .
Purchases of goods and services:

Wages and salaries_ . _....._... 791

Other oo oo - 1, 200

Grants to State and local governments 3, 000

Total Federal expenditures_ - oo 4,991
Non-Federal expenditures financed by: .

State and local governments. ... . 2 35, 000

Individuals and nonprofit organizations. ... ceacocacaoocoan . 28,000

Total expenditures for Programlac e oo e mcmcmeeeca 47,991

1 Expenditures here refer to obligations.
2 Budgeted for tuberculosis control.

VENEREAL DISEASE

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
The venereal disease program has two objectives: (1) to eradicate
syphilis as a public health problem, and (2) to develop methods and
control techniques which will permit the undertaking of a gonorrhea

control program.

65~735—67—vol. 2——15
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2. Operation ‘

The venereal disease program operates through the provision of
grants of funds, detail of personnel, and program consultation to
State and local health agencies in which the responsibilities for
venereal disease control is vested. The venereal disease program
also conducts research for the purpose of (1) improving diagnostic and
therapeutic techniques for syphilis and gonorrhea, and (2) to develop
}nethods of artificially producing immunity in man to venereal in-
ection.

3. History

Venereal disease activities in the Federal Government date from the
Chamberlin-Kahn Act of 1918 which provided for grants to States for
venereal disease control and a small headquarters operation to provide
analysis of morbidity and program data. No funds for grants were
available from 1920 until the passage of the LaFollette-Bulwinkle
Act in 1939 from which time the modern venereal disease control
program should be dated. The Public Health Service Act of July 1,
1944, codified authority for venereal disease control with current pro-
gram operations being carried out under the authorities of section 301
and section 314(a) of the act.

The advent of penicillin as a cure for syphilis and gonorrhea in the
1940’s permitted the program emphasis to be concentrated on case-
finding rather than treatment. The cwrrent syphilis eradication
effort is predicated on the concept that epidemiologic activity can
operate to locate source and spread cases from known infections faster
than the disease can spread. The elements of this program are con-
tained in the report of the Surgeon General’s task force ‘“The Eradica-
tion of Syphilis” (December 1961). :

4. Level of operations. (See table 1)
Program: Venereal disease project grants. :
Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Bureau of State Services (Community
" Health). -
‘ TaBLE 1.~ Level of operations or performance, fiscal years 196467

[Dolar amounts in thousands]

Measure (see committee inquiry for Fiscal year | Fiscal year | Fiscal year | Fiscal year
- definitions) 1964. © 1965 1966 .1967 1
estimates estimates

(@) Magnitude of the program (number of .
projects)_-.._. 76 Sn 62 .88

(6) Applicants or participants: : o
State government agencies..._.
Local communities or governments.
Individuals or families. ...

(¢) Federal finances:
Unobligated appropriations available___. . -
Obligations incurred____ .. _..________ $5, 887 $6,194 $6, 229 $6, 229
Allotments or commitments made_ ... |ccumeeomomo oo oo

(d) Matching or additionaliexpenditures 2._ $17,338°| - $18,000 $18,000 | $18, 000
(¢) Number of Federal employees ... 432 616 720 720
(f) Non-Federal personnel 4..___.__.._ 245 245 270 270

(9) Other measures of performance

1 President’s budget.

2 Funds budgeted for venereal disease control (State and local governments).

3 Personnel in lieu of cash.

4 Personnel paid from cash funds, project grants to State and local health departments.

i
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§. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

The primary point of Public Health Service venereal discharge

rogram coordination with other agencies is with State and local
Eealth departments. Additionally the venereal disease program
cooperates with the Armed Forces in providing services in and around
military installations and with the American Social Health Associ-
ation in conducting surveys of the venereal disease control problem
posed by prostitution. The American Social Health Association, the
Association of State and Territorial Health Officers, and the American
Venereal Disease Association conduct an annual survey of health
departments needs and assists in providing a basis for Federal budget
requests.

8. Laws and regulations

In addition to the authorities cited in question 3, the annual appro-
priation act item, “Control of Venereal Disease,” provides authority
for the venereal disease program to make grants to State and local
health departments upon such terms and conditions as the Surgeon
General may determine.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Eeonomic effects

The economic impact of venereal disease program activities lies
primarily in two areas: (1) The direct benefits made possible through
reductions in venereal disease morbidity and mortality so as to reduce
the necessity of expenditures of public funds for hospitalization of
those individuals suffering from the late manifestations of syphilis.
The direct economic cost of hospitalization is in 1965 estimated at
approximately $50 million a year. (2) The indirect benefits are
made possible through worker produectivity that would otherwise be
lost. The total estimated benefits of syphilis eradication is estimated
to be in the magnitude of $3 billion a year. (See Herbert E. Klarman
“Syphilis Control Programs” in “Measuring Benefits of Government
Investrlnents,” Brookings Institution studies of American finance
1965.)

10. Economic classification of program expenditures. (See table 2.)

Program: Venereal disease project grants.

Department or agency, and office or bureau: Department of Health, Education,
and W)elfa,re; Public Health Service—Bureau of State Services (Community
Health). .

! [Editor’s note: Klarman'’s estimate is not $3 billion a year but a discounted present value of $3 billion.
His statement is as follows: ‘““The present value of the benefits aceruing from total eradication would be
$117.5 million realized in_perpetuity, or $2.95 billion (at a discount rate of 4 percent) * * *. An added
benefit is the control and surveillance mechanism, which could presumably bé abandoned * * * In sum,
the present value of eradicating syphilis, on the above assumptions, would be $3.1 billion.” Op. cit., p. 405.]
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TABLE 2.—Economic classification of program expenditures for fiscal year 1965

[In thousands of dollars]
Federal Government: !
Purchases of goods and services: Wages and salaries_ ... 2, 510
Grants to State and local governments._ - oo e 23,684
Total Federal expenditures . . - oo ceo oo ooom e immmeemee 6, 194
Non-Federal expenditures financed by State and local governments._ . 318, 000
Total expenditures for program. . . - cccemmcmaccacnceaoon 24, 194

1 Expenditures here refer to obligations.

2 Cash grants ($2,510 thousand for salaries of Federal personnel assigned in lieu of cash grants is included
in wages and salaries, above).

3 Funds budgeted for venereal disease control.

CoNSTRUCTION (GRANTS

Answers to questions 4 and 10 are summarized here for all construction grant
programs of the Bureau of State Services—Community Health.

4. Level of operations. (See table 1.)

Program: Construction grants, Bureau of State Services—Community Health

(summary).
Department or agency, and office or bureau: Department of Health, Education
and Welfare; Public Health Service—Bureau of State Services (Community

Health).

TaBLE 1.— Level of operations or performance, fiscal years 1964~67: Summary
[Dollar amounts in thousands}

. Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measure (see committee inquiry for definitions) 1964 1965 1966 1967 1
estimates estimates

(@) Magnitude of the program (projects) - - cue-- 562 560 694 720
(b) Applicants or participants:

State government agencies. .- ..o—o-va-- 36 61 77 85

Local communities or governments____- 216 173 231 235

Individuals or families. PO [

Other—Voluntary nonprofit..-...----. 310 326 386 400
(c) Federal finances: o .

TUnobligated appropriations available_ _ $379, 666 $524, 517 $600, 203 $670, 375

Obligations incurred 2. oo ococcceoemueacn $215, 851 $296, 409 $389,328 $470, 375

Allotments or cOMMItments MAAS. ool oo oo fomoe oo om e e
(d) Matching or additional expenditures_.....- $448, 827 $541, 690 $641, 800 $748, 800
(¢) Number of Federal employees (man-years) - 226.5 295 376 404
(f) Non-Federal personnel 3.
(g) Other measures of performance (1st year

student pl nt). 1,630 1,000 1,200

1 President’s budget. i
2 Tncludes funds from previous years.
3 Not available.

10. Economic classification of program expenditures. (See table 2.)
Program: Construction grants, Bureau of State Services—Community Health

(summary).
Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service; Bureau of State Services (Community

Health).
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TasLe 2.—Economic classification of program expenditures for fiscal year 1965:
Summary

{In thousands of dollars]
Federal Government:!
Purchases of goods and services:

Wages and salaries - oo e 2, 096

ObheT - o e 409

Grants to State and local governments 2. ___ 75,748

Transfer payments to nonprofit organizations. .. ccnooo 209, 276

Loans to nonprofit organizations_ .. e 414

Total Federal expenditures. _ - oo ool 287, 943
Non-Federal expenditures financed by: Individuals and nonprofit

organizations ¥ _ e 94, 435

Total expenditures for Program._ . . - ccoeooeemoo oo 382, 378

1 Federal Government expenditures refer to obligations excepi: for Hill-Burton hospital construction
2 Includes planning grants,
3 Includes institutions of higher learning.

HospiTaL AND MEDIcAL FaciLimies CONSTRUCTION
(Hrion-BurToN PrOGRAM)

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
To assist the States in providing adequate hospital and medical
facilities through a program of construction or modernization grants
or loans; to improve the utilization of health facilities and their services
through programs of research and areawide planning.

2. Operation

At the Federal level, the program is administered by the Division of
Hospital and Medical Facilities in the Bureau ofy State Services
(Community Health), Public Health Service. To maintain direct
contact with State authorities, the Division maintains a staff in each
of the nine regional offices of the Department of Health, Education,
and Welfare. These regional staffs work with the responsible State
authorities in developing and maintaining plans, programs, and budg-
ets for the Hill-Burton grant-in-aid program for health facility con-
struction. To participate in the program, each State is required by
the Hill-Burton Act to designate a single State agency for the ad-
ministration of the program.

The construction of health facilities provided for under the Hill-
Burton Act involves a planning phase as well as the actual construc-
tion phase. States conduct surveys to determine their needs for health
facilities and develop statewide construction plans. Individual
projects are entitled to Federal financial assistance provided they con-
form with the State plan and have the approval of the State agency
administering the program and of the Public Health Service. Federal
participation ranges from one-third to two-thirds of the total costs of
construction and equipping health facilities.

Effective methods of utilizing and coordinating health facility service
and resources are developed through an areawide planning program,
through a program of research conducted by universities, hospitals,
and States and their political subdivisions, and through a program of
intramural research.



684 HUMAN RESOURCES PROGRAMS

3. History

During the depression years and for the duration of World War IT,
few hospitals were constructed in the United States. For this reason,
many hospitals became obsolete and there were manifest shortages
in the number of hospital beds and other related health facilities and
services. To identify and meet these needs, Congress enacted into
law on August 13, 1946, the Hospital Survey and Construction (Hill-
Burton) Act (Public Law 725, 79th Cong.). The purpose of the act
was to survey needs and to assist the local sponsors in the several
States in the construction of public and other nonprofit hospitals.
As a result, the United States undertook, for the first time, an orderly
appraisal of its existing hospital and public health center resources
and developed comprehensive State p‘Fans for furnishing “adequate
hospital, clinic, and similar services to all their people.” Annual
revisions of these plans by each State became mandatory by regulation.

Since the original Hill-Burton legislation was passed several major
amendments have been enacted. In 1954, the act was amended to
assist the several States in the construction of diagnostic or treatment
centers, hospitals for the chronically ill, rehabilitation facilities, and
nursing homes. In 1958, Congress gave an eligible sponsor the option
to take a loan in lieu of a grant. The Community Health Services
and Facilities Act of 1961 increase the annual appropriation au-
thorization for nursing homes from $10 million to $20 million and
liberalized the definition of rehabilitation facilities.

On August 18, 1964, the President signed into law the Hospital
and Medical Facilities Amendments of 1964 (Public Law 88-443),
extending and revising the Hill-Burton program to keep pace with
changing concepts of health facility construction and operation.

The most far-reaching change in the program is the establishment
of a new grant program, beginning with fiscal year 1966, for moderniza-
tion or replacement of public and nonprofit hospital and other health
facilities.

In addition to the modernization program, the Hill-Harris amend-
ments also provide:

1. A single category of long-term care facilities, which combines
the previously separate grant programs for chronic disease
hospitals and nursing homes, and lifts the annual ceiling from
$40 million to $70 million.

2. The use by the States of 2 percent of their allotments (up
to $50,000 a year) to assist in the efficient and proper administra-
tion of the State plan.

4. Level of operations. (See table 1.)
Program: Hospital and medical facilities construction (Hill-Burton program).
Department or agency, and office or bureau: Department of Health, Education,
eﬁxd Welfare; Public Health Service—Bureau of State Services (Community
ealth).
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TaBLE 1.—Level of operations or performance, fiscal years 1964—67

[Dollar amounts in thousands]

Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measure and unit 1 1964 1965 1966 1967 2
estimates | estimates

(@) Magnitude of the program (projects initially
approved) . .- 562 478 570 550

(b) Applicants or participants:
State government agencies (projects initially
APProVed) - o oo 36 32 40 40
Local communities or governments (projects
initially approved) 216 173 220 210
Individuals or families. .___._ .
Other, voluntary nonprofit (projects initially

approved) . . 310 273 310 300
(¢) Federal finances:
Unobligated appropriations available3.____.._. $374, 666 $378, 642 $429, 759 $452, 000
Obligations incurred (final approval)..._....._ $213, 351 $204, 099 $247,759 $262, 000
Allotments or commitments made (appropria-
tion). $220, 000 $220, 000 $258, 500 $270, 000
(d) Matching or additional expenditures (matching)....| $448,827 $447, 255 $525, 000 $570, 000
(¢} Number of Federal employees (Inan-years) - —...... 221 245 289 400
(f) Non-Federal personnel_ [O) [O) ® ®

(g) Other measures of performance

1 See committee inquiry for definitions.

2 President’s budget.

3In each of the fiscal years 1963 through 1965, the Hill-Burton appropriation totaled $220,000,000. In
fiscal year 1966, the appropriation was increased to $258,500,000. Under the Hill-Burton program, each
year’s appropriation remains available for 2 fiscal years. In other words, funds appropriated in fiscal year
3963 which remain uncommitted at the close of that fiscal year, are available for commitment during fiscal
year 1964. In the above column for fiscal year 1964, the $374,666,000 in funds shown as unobligated appro-
priations represent funds remaining from the 1963 appropriation plus the appropriation for fiscal year

64.
4 Not available.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

The Division of Hospital and Medical Facilities has extensive
working relationships with other programs throughout the Public
Health Service and with other units of the Department which have
responsibilities in the health or health facility construction field. The
following are illustrative of the cooperative arrangements which exist:

(¢) Within the Bureau of State Services (Community Health)
continuous and close relationships are maintained with the Office of
the Bureau Chief, the Office of Grants Management and other offices
and Divisions with regard to program operating plans, procedures, and
problems.

(b) With other units of the Public Health Service and Department.
The Division makes a deliberate effort to bring about a consistency of
policies and procedures among the several organizational units within
the Public Health Service which have official responsibilities in the
area of health facility construction. For example, continuous con-
tacts are made with the Research Facilities and Resources Division
of the National Institutes of Health regarding mutual problems and
policies in health research facility construction. Cooperative workin
relationships are maintained with the National Institute of Menta
Health with regard to policy determination and procedures for con-
struction of community mental health facilities. A continuous rela~
tionship also exists between the Division and the Office of General
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Counsel, Office of the Secretary, regarding legal problems that arise in
the operation of the programs.

(¢) With other Federal departments. Extensive working relation-
ships are maintained with other Federal departments or agencies,
such as:

(1) Federal Housing Administration, Housing and Home Fi-
nance Agency, with which the Division develops joint policies
regarding approval of applications for mortgage insurance for
construction of privately owned nursing homes, the development
of standards of design and construction, and for resolving mutual
problems which may arise in the conduct of both the HHFA and
Hill-Burton programs for assisting nursing home construction.

(2) U.S. Department of Agriculture, Rural Electrification Ad-
ministration, with which the Division has occasional contacts
regarding the availability of REA funds to pay for certain elec-
trical equipment in rural hospitals.

(3) U.S. Department of Commerce, Area Redevelopment Ad-
ministration, with which the Division works cooperatively in the
development of policies and procedures governing the approval
of hospital and other health facilities projects under the economic
development program.

(4) Appalachian Regional Commission, with which the Divi-
sion works cooperatively in the development of mutually accept-
able policies and procedures governing the approval of health
facility and mental retardation facility projects under sections
202 and 214 of Public Law 89-4, which authorizes aid for the
construction and operation of certain health facilities in the
Appalachian region.

(5) Veterans’ Administration, with which the Division co-
operates to achieve mutually agreeable design criteria for con-
structing hospitals and other medical facilities.

(d) With State governments. The Division, through its regional
and central office staff, provides continuous guidance and guideline to
the 54 State agencies which administer the Hill-Burton program.
Division staff participates actively in all regional and national meet-
ings of the agencies. Upon inauguration of new regulations or pro-
cedures, orientation sessions are held with State agency personnel.

(f) With foreign governments. Relationships with representatives
of foreign governments are of two types. First, frequent visits are
made to the Division by representatives of other governments for the
purpose of obtaining firsthand information as to how the program
operates and the criteria, standards, and working relationships which
have been established with States, communities, and sponsors of
hospital projects. Second, the minimum standards of design and
construetion and guide material issued pertaining to these facets of
the program are frequently requested by foreign governments. In-
deed, foreign governments have translated one publication, Design
and Construction of General Hospitals, into approximately 20 different
languages.

(9) With nonprofit organizations. Close relationships exist between
the Division and a wide variety of professional associations which are
concerned with the design, construction, equipping, and operation of
health facilities, as well as with the planning for such facilities. Divi-
sion activities with these associations include the cosponsoring of
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nationwide institutes, collaboration on reports, manuals, and other
documents; serving as committee members; preparation of exhibits;
and serving as consultants on a variety of projects, and as representa-
tives at numerous meetings and conferences. An illustrative listing
of professional associations with which continuous contacts are main-
tained is as follows:

American Hospital Association.
Association of American Medical Colleges.
American Medical Association.

American Institute of Architects.
American Physical Therapy Association.
INuminating Engineering Society.
National Fire Protection Association.
American Dietetic Association.

American Nursing Home Association.

8. Laws and regulations

Authority for hospital and medical facilities construction and
modernization grants is included in title VI of the Public Health
Service Act, as amended (42 USC 291-2910).

The following table shows Hill-Burton authorizations for fiscal
years 1964-66.

Construction| Areawide
planning
1964. $220, 000,000 |- ooeooeee-
1965. 250, 000, 000 $2, 500, 000
1966. 260, 000, 000 , 000,

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
‘PROGRAM
9. Economic effects

In its 19 years of operation, the Hill-Burton program has made
substantial contributions to the national economy and to economic
growth. Some have been readily adaptable to quantitative measure-
ment. Others, although of equal importance, are not so clearly
measurable; for example, the effect upon individual and community
health productivity. . The following are examples of measurable bene-
fits of the program since its inception:

a. Construction of needed hospitals and other health facilities has
been stimulated throughout the Nation, bringing to many communi-~
ties the basic resources for saving life, preventing sickness, and
rehabilitating the disabled. At the start of the program, 10 million

eople were living in areas without any acceptable general hospital
~Eeds. Today, fewer than 2 million live in areas without acceptable
facilities. together, $7.5 billion in health facility construction funds
has been expended in local communities since 1947, a dollar volume
three times the Federal aid involved.

b. During the period of construction of Hill-Burton projects
approved to date, opportunities have been created for an estimated
2,500,000 man-months of employment for workers in the building
and equipment trades.

¢. Permanent, year-round employment opportunities have also
been created for an estimated 325,000 persons in the various health
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facilities aided under the program-—from maintenance personnel to
persons in professional service. Annual payroll costs involved reach-
about $1.3 billion. This amount, coupled with direct operating costs
such as for equipment, power, laundry and supplies (roughly one-
third of payroll costs) bring a total annual contribution to local
economy—solely for the operation of approved Hill-Burton projects—
to $1.73 billion.

10. Economic classification of program expenditures. (See table 2.)

Program: Hospital and medical facilities construction (Hill-Burton program).
Department or agency, and office or bureau: Department of Health, Education,
aﬁldIW)elfare; Public Health Service—Bureau of State Services (Community
ealth).

TaBLE 2.—Economic classification of program expenditures, for fiscal year 1966

[In thousands of dollars]
Federal Government:
Purchases of goods and services:

Wages and salaries_.___ . _._. 2, 096
Other_ e 409
Grants to State and local governments. .. ..o _._. 75,748
Transfer payments to nonprofit organizations. . oo _____.__ 116, 966
Loans to nonprofit organizations_ - . o c e oo 414
Total Federal expenditures. . o« oo oo 195, 633

ConstrucTiION OF TEAcHING Facinities, Hearta Proressions
AND NURsEs

PART I, DESCRIPTION OF THE PROGRAM
1. Objectives
To increase the opportunities for training of physicians, dentists,
and other professional health personnel through a grant program to
assist in the construction of teaching facilities.

2. Operation

The “Health Professions Educational Assistance Act of 1963”
(Public Law 88-129) established a National Advisory Council on
Education for Health Professions. The Council consists of the
Surgeon General of the Public Health Service, Chairman ex-officio,
the Commissioner of Education, ex-officio, and 16 appointed members.
The “Nurse Training Act” was approved September 4, 1964, and
erected an Advisory Council on Nursing.

Funds are granted upon approval of a grant application by the
Surgeon General, and after review and evaluation by review com-
mittees composed of outside consultants in the various disciplines and
recommendation by the National Advisory Council on Education for
Health Professions.

Criteria used in considering applications for construction grants are:

(@) In the case of a project for a new school or expansion of an
existing school, the relative effectiveness of the project in expanding
capacity for the training of professional public health personnel or
first-year students of medicine, dentistry, pharmacy, optometry,
podiatry, osteopathy, and nursing. In cases of a 2-year school ex-
panding to a 4-year school, the criterion is the expansion of capacity
for 4-year training of students in the field. Consideration is also given
to the promotion of equitable geographic distribution of opportunities
for such training.
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(0) In the case of a project for replacement or renovation of existing
training facilities, the relative need to prevent curtailment of the
school’s enrollment or deterioration of the quality of the relative size
of any such curtailment and its effect on the geographic distribution
of opportunity for training.

(¢) The relationship of the application, in a State which has in
existence a State planning agency, or which participates in a regional
or other interstate planning agency, to the construction or training
program which is being developed by such agency with respect to
such State. ,

(d) Grants may be made only for that portion of any health facility
which the Surgeon General determines to be attributable to the need
of a new school for teaching purposes, or of an existing school for the
construction of facilities to expand its training capacity, or for the
modernization of facilities to prevent curtailment of enrollment or
deterioration of the quality of training.

(e) An applicant for a construction grant under this program must
be either a public or nonprofit school of medicine, dentistry, osteo-
pathy, pharmacy, optometry, podiatry, public health, or nursin,
(collegiate and through June 30, 1965, collegiate, associate an
diploma beginning in fiscal year 1966) accredited by a recognized body
approved by the Commissioner of Education. A new school may be
deemed accredited if the Commissioner finds, after consultation with
the appropriate accreditation body, that there is reasonable assurance
that the school will meet accreditation standards upon completion of
the facility. A public or other nonprofit agency may file an applica-
tion on behalf of an affiliated hospital, if the application is approved
by the school of medicine or osteopathy with which the hospital is
affiliated.

(f) Grants for new schools, or for new facilities for an existing school
providing a major expansion of training capacity may not exceed
662% percent of the necessary cost of construction.’ Other grants may
not exceed 50 percent of such cost, except that grants to schools of
public health may cover up to 75 percent of such costs. Any other
Federal grants, and the non-Federal matching funds for them, made
with respect to the construction is excluded from the cost of construc-
tion in determining the amount of the grant under this program.

3. History

The approval on September 24, 1963, of the “Health Professions
Educational Assistance Act of 1963,” authorized a program of grants
for the construction of teaching facilities for the training of physicians,
osteopaths, dentists, professional public health personnel, pharmacists,
optometrists, podiatrists, and nurses (collegiate—through June 30,
1965 and to include associate and diploma beginning with fiscal:
year 1966 as expanded by Public Law 88-581).

For some years now, the country has been faced with critical short-
ages of physicians. This situation has been studied thoroughly
over the years and well documented. The number of graduates of the
health profession schools of the United States simply has not kept
pace with the growing population and the ever-increasing demands for
health care. It was recognized that existing schools could not
reverse the tide or even maintain existing ratios and that additional
facilities for training were needed. There was also an evident need
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to modernize and replace some existing schools that were obsolete,
overcrowded, or deficient in teaching facilities.

Beginning with the first grant awarded about 1 year ago, a total of
64 grants have been awarded to date amounting to $127,300,000.
When construction is completed on these projects, 2,307 new 1st-
year student places will have been provided.

4. Level of operations. (See table 1.)

Program: Construction of teaching facilities, health professions and nurses.
Department or agency, and office or bureau: Department of Health, Education,
%—?c;,l V}i’)elfare; Public Health Service—Bureau of State Services (Community
ealth).

TaBLE 1.—Level of operations or performance, fiscal years 196/—67

[Dollar amounts in thousands]

. TFiscal year | Fiscal year | Fiscal year | Fiscal year
Measure and unit ! 1964 1965 1966 1967 2
estimates | cstimates

(a) Magnitude of the program (applications approved
and funded) 45 30 30

(b) Applicants or participants:
State government agencies (applications ap-
proved and funded) ... 26 18 18
Local communities or governments - -
Individuals or families_..__ -

Other, voluntary nonprofit (applications ap-

proved and funded). 19 12 12

{c¢) Federal finances: .
Unobligated appropriations available._ ..o |-cccaocoo_o $100, 000 $106, 792 $160, 000
Obligations incurred 3. $83, 208 $106, 792 $160, 000

Allotments or commitments made (appropria-
i $100, 000 $90, 000 $160, 000

$90, 000 $95, 000 $150, 000
18 40 52

tion). . -
@) M?tching or additional expenditures4 (matching
T

) --
(¢) Number of Federal employees (man-years) .. -_._focceoooooooe
(f) Non-Federal personnel._
(9) Other measures of performance (Ist-year student

places ereated) - oo oo oo 1,630 1,000 1,200

1 See committee inquiry for definitions.

2 President’s budget.

3 Obligations incurred on grant awards during the year.

4 Entry is estimated teaching costs to be borne by applicants. The data for fiscal year 1965 are based on
information contained in those applications that were funded. The fiscal year 1966 entry is based on the
gssumpzon that the same ratio will obtain between Federal funds awarded and non-Federal funds supplied

y grantees.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation
Full opportunity is afforded for coordination and exchange in all

aspects of the professional school construction programs. All inter-
ested agencies, both public and private, are encouraged to participate
fully. List follows:
Educational Facilities Branch: Contacts with other organizations.
Public Health Service:

Division of Community Health Services.

Division of Dental Health.

Division of Nursing.
National Institutes of Health:

Division of Research Facilities and Resources.

Division of Research Grant.
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National Library of Medicine.
Bureau of Medical Services, Division of Hospitals.
Departmental—Office of Education: Bureau of Higher Education
Facilities.
Other governmental agencies:
National Science Foundation.
Veterans’ Administration.
Bureau of Labor Statistics.
Nongovernmental agencies:
Association of American Medical Colleges.
American Medical Association.
American Association of Colleges of Pharmacy.
American Pharmaceutical Association.
American Podiatry Association.
American Optometric Association.
American Public Health Association.
Western Interstate Commission for Higher Education.
New England Board of Higher Education.
Southern Regional Education Board.
Health profession facilities (schools).

8. Laws and regulations
(a) Public Law 88-605, September 24, 1964.
() Public Law 89-156, August 31, 1965.
(¢) Public Law 88-129, September 24, 1963.
(d) Public Law 88-581, September 4, 1964.
(¢) Title 42, public health (regulations, December 1, 1964).

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects. (See overall statement from the Office of the Sur-
geon General.)

The Nation continues to be faced with critical shortages of health
manpower. Moreover, regardless of what action is taken, the short-
ages can be expected to continue for several years. A measure of
relief can be hoped for through such legislation as Public Law 88-129
and its continuance, but the Nation’s late start in accelerating con-
struction and renovation of medical professional schools leaves an
indication of worsening of the condition before real improvement can
be realized. We face this situation at the dawn of the Nation’s con-
cerned effort to bring better medical attention to the aged and others
in need.

The Public Law 88-129 and Public Law 581 programs are ‘‘problem
solution” oriented—that is, they were conceived and have been aimed
at overcoming the health manpower shortages in the health professions.
While, to date, little or no attention has been directed toward measure-
ment of quantitative effect of these programs on the national economy,
it is certain that a significant impact will be realized; studies designed
to evaluate such effects will be pressed forward as expeditiously as
possible.

The economic impact of the increased construction (procurement of
materials, labor, equipment, real estate, and other services) is note-
worthy. Graduates from these professional schools can be expected to
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offset their costly education in a few years by increased personal in-
comes which will continue throughout their professional careers.

Further, these additional professionals will make it possible to
expand the utilization of a multiplicity of medical care facilities,
thereby helping to generate additional increases in goods and services
associated with these facilities. The expansion will, of necessity,
provide for further augmenting the labor ranks of the paramedical
occupations.

Those persons in need of medical care can look to the future and
expect improvement as one of the products of the programs under
consideration; these improvements can certainly, in time, be measured
by increases in life span and concomitant additions to the GNP.

10. Economic classification of program expenditures. (See table 2.)

Program: Construction of teaching facilities, health professions and nurses.
Department or agency, and office or bureau: Department of Health, Education,
a:&ld Vg)elfare; Public Health Service—Bureau of State Services (Community
ealth).

TaBLE 2.— Economic classification of program expenditures for fiscal year 1965

Federal G bo1 [In thousands of dollars)
edera. overnment:

Grants to State and local governments____ . ___.____ 49, 925
Transfer payments to individuals and nonprofit organizations_... 33, 283
Total Federal expenditures. . _.____ oo 83, 208

Non-Federal expenditures financed by:
Nonprofit institutions of higher learning.____________________.___ 90, 000
Total expenditures fOr PrOZraM mu o oo ococ oo 173, 208

1 Expenditures here refer to obligations.

UNIVERSITY-AFFILIATED FACILITIES FOR THE MENTALLY RETARDED

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

The program objectives are to provide Federal support in the con-
struction of clinical facilities that provide a full range of inpatient and
outpatient services for the mentally retarded which will either aid in
demonstrating provisions of specialized services for the diagnosis and
treatment, education, training or care of the mentally retarded or in
the clinical training of physicians and other specialized personnel
needed for research, diagnosis and treatment, education, training or
care of the mentally retarded. This grant program assists applicants
in the construction of facilities which are associated with a college or
university. The main goal of the construction grant program is: (1)
to provide additional numbers of trained personnel in all disciplines
needed to staff and provide services to the mentally retarded in com-
munity facilities; and (2) to produce an adequate number of pro-
fessionals who will become teachers and trainers in the various dis-
ciplines to staff training facilities located at universities and training
centers associated with colleges or universities.

2. Operation
The Mental Retardation Facilities and Community Mental Health
Centers Construction Act of 1963 (Public Law 88-164) authorizes
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grants to accomplish the foregoing objectives which may not exceed
75 percent of the necessary cost of construction. Applicants must
provide assurance that financial support will be available for con-
struction of the project to cover the non-Federal share of cost and for
its maintenance and operation when the project is completed. The
Surgeon General has appointed a Subcommittee on Construction of
University-Affiliated Facilities for the Mentally Retarded. The sub-
committee submits recommendations to the Surgeon General for action
to be taken on applications submitted in accordance with the regula-
tions issued pursuant to the provisions of the act, title 42, chapter I,
subchapter D, part 54, subpart A. The six members of the subcom-
mittee are outstanding experts in disciplines interested in the field of
mental retardation.

Applications for assistance under the act are submitted to the Divi-
sion prior to scheduled subcommittee meetings. Staff, assigned to the
program, review applications, consult with the subcommittee and
offer suggestions for improvement, and review proposed plans and
specifications.

Funds are allocated to those projects in which applicants propose
exemplary interdisciplinary training programs of professionals who will
either provide direct services to the mentally retarded or provide
training of teachers in the disciplines needed for care and treatment
of the mentally retarded.

The criteria followed and the.provision of staff assistance are con-
cerned with whether the proposed clinical facility will provide a full
range of inpatient and outpatient services, as nearly as practicable,
and whether the proposed training programs will serve as interdisci-
plinary models of excellence and provide appropriate settings for
professional training. The emphasis is upon quality, both in service
and in professional training, which promotes the recruitment of profes-
sional personnel for work in mental retardation. ~Grants may be made
only for that portion of a university-affiliated facility which the
Surgeon General determines to be attributable to the needs for demon-
stration and training purposes. The construction phase of the pro-
gram is administered through regional offices, with Washington
office supervision and technical assistance given when the need is
indicated.

8. History

Part B, title I, Public Law 88-164, which was approved on October
31, 1963, authorized programs to assist colleges and universitiesin the
construction of clinical facilities providing, as nearly as practicable,
a full range of inpatient and outpatient services for the mentally re-
tarded which would either demonstrate provisions of specialized
service for the diagnosis and treatment, education, training or care of
the mentally retarded or would help in the clinical training of phy-
sicians and other specialized personnel needed for research, diagnosis
and treatment, education, training or care of the mentally retarded.

The act authorizes appropriations in the total amount of $32%
million over a 4-year period beginning with fiscal year 1964. Congress
has appropriated $5 million for fiscal year 1964, $7% million for
fiscal year 1965, and $10 million for fiscal year 1966. Six applications
have been approved which total $8,455,560. A portion of the balance,
$14,044,440, may be obligated in November 1965 after the subcom-
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mittee has made recommendations to the Surgeon General on six
projects which total $12,857,749. At the present time, applications
have been received and are being reviewed by the staff which request
Federal assistance in the approximate amount of $5 million. Informa-
tion has been received that 20 additional applicants will submit
applications for Federal assistance in the amount of $60 million.
These applications are in various stages of development, and appli-
cants are receiving staff assistance in the development of training
programs and plans and specifications.

4. Level of operations. (See table 1.)

Program: University-affiliated facilities for the mentally retarded.

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Bureau of State Services (Community
Health).

TaBLE 1.—Level of operations or performance, fiscal years 1964—67

[Dollar amounts in thousands]

Fiscal year | Fiscal year | Fiscal year | Fiscal year
1964 1965 1966 1967 2

Measure and unit !
estimate estimate
(@) Magnitude of the program (projects funded) ...} o.___ 5 7 5
(b) Applicants or participants:
State government agencies (projects funded) .. |- -cooooo___ 2 3 2

Local communities or governments. _
Individuals or families

Other, voluntary nonprofit (projects funded) .- [..ccaceeeeo 3 4 3
(c) Federal finances:

Unobligated appropriations available......._.._ $5, 000 $12, 500 $15, 277 $10, 000:

Obligations incurred $7,223 $15, 277 $10, 000

Allotments or commitments made (appropria-

... tion)___ - . $5, 000 $7, 500 $10, 000 $10, 000"

(d) Matching or additional expenditures (matching) . . .f-eeeeeo___ $2, 556 $4, 800 $3, 000"
() Number of Federal employees (man-years) .- ... 3 5 7

Non-Federal personnel . _
g) Other measures of performance

1 See committee inquiry for definitions.
2 President’s budget.

&. Estimated magnitude of the program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation
The Division of Hospital and Medical Facilities in the Public

Health Service has administrative responsibility for the program.
Coordination is maintained and full cooperation is given to Federal
agencies responsible for programs involving mental retardation.
These agencies are:

Office of Education;

Office of Vocational Rehabilitation;

Welfare Administration, Children’s Bureau;

National Institute of Child Health and Human Development;

Division of Chronic Diseases.

8. Laws and regulations

Public Law 88-164 approved October 31, 1964 (enabling legislation).
Public Law 88-268 approved February 10, 1964 ($5 million appro-
priated for fiscal year 1964).
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Public Law 88-605 approved September 9, 1964 (37} million appro-
priated for fiscal year 1965). '

Public Law 89-156 approved August 31, 1965 ($10 million appro-
priated for fiscal year 1966).

Title 42, public health, chapter 1, subchapter D, part 54, subpart
A (regulations published September 5, 1964).

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

An estimated 3 percent of the population is retarded. By 1970 we
will have at least 1 million more retarded persons. Deaths at birth
have been reduced by 75 percent in the last 20 years as a result of
advances in medical science, but the prevalence of mental retardation
has steadily increased. Over 700,000 draftees were rej ected as unfit
for military duty during World War IT because they were mentally
deficient. ~The number of retarded who could not participate in the
war effort was even greater.

The Nation cannot afford the impact on the economy of this waste
of human resources. Although the contribution that the retarded
can make to the growth of the GNP has not been measured, it can be
stated that the Nation is being denied the benefit of the work product
of these individuals. To reverse this trend, more trained professional
personnel are needed to determine the causes of mental retardation,
prevent and reduce the incapacity, where possible, and prepare the
retardate for a useful role in society and industry.

10. Economic classification of program expenditures. (See table 2.)

Program: University _affiliated facilities for the mentally retarded.

Department or agency, and office or bureau: Department of Health, Education,
and W)elfare; Public Health Service—Bureau of State Services (Community
Health).

TasLE 2.— Economic classification of program expenditures for fiscal year 1965

Federal G be1 [In thousands of dollars]
ederal Government:

Grants to State and local governments_ - oo 3, 363
Transfer payments to nonprofit organizations_ - ooooooooooaoo 3, 860
Total, Federal expenditures. - - - - oommom oo mmem oo 7,223

1 Expenditures here refer to obligations.

CoMMUNITY FACILITIES FOR THE MENTALLY RETARDED
(Title I, Part C, Public Law 88-164)

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

To assist States and communities in providing adequate community
facilities and services for the mentally retarded, through a construction
program for diagnostic and evaluation clinics, day facilities, and resi-

dential facilities providing the following services: diagnosis, treat-
ment, education, training, custodial care, sheltered workshop.

65—735—67—vol. 2 16
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2. Operation

The program is a formula grants program administered at the
Federal level by the Division of Hospital and Medical Facilities,
Public Health Service, and at the State level through an officially
designated State agency. A State advisory council is required to
advise and consult with the State agency for carrying out the provi-
sions of title I, part C, of Public Law 88—164.

Funds allocated to the States become available for distribution upon
the submission and approval of the State plan. The State plan
presents a program for the construction of facilities for the mentally
retarded which is based on a statewide inventory of existing facilities
and survey of need. The State plan sets forth the priority of projects
on the basis of the relative need for facilities in the area to be served
by the project, taking into consideration existing facilities and services.

Individual projects are entitled to Federal financial assistance pro-
vided they conform with the State plan and have the approval of the
State agency administering the program and of the Public Health
Service. Applications may be for new construction or replacement,
expansion, remodeling, or alteration of existing buildings. The
Federal share ranges from one-third to two-thirds of the eligible costs
of construction and equipment. Payments of the Federal share are
made on the basis of work completed as determined by inspections of
the project by the State agency.

3. History

The Mental Retardation Facilities and Community Mental Health
Centers Construction Act of 1963 (Public Law 88-164) was enacted in
response to the report of the panel of outstanding consultants ap-
pointed by President Kennedy in 1961 to develop a national plan to
combat mental retardation.

Title I, part C, of this legislation provides grants to States for
assistance in the construction of specially designed public and non-
profit facilities for the diagnosis, treatment, education, training, or
custodial care of the mentally retarded, including sheltered workshops
which are a part of facilities providing comprehensive services for
the mentally retarded.

The act authorizes the appropriation of a total of $67% million over
a 4-year period beginning with fiscal year 1965. Appropriated funds
have been allocated to States on a formula basis for fiscal years 1965
and 1966. State plans, a legal requirement for the utilization of allo-
cated funds by States, have been received by the Public Health Service
from 25 States. Assistance is provided State agencies on the tech-
niques and procedures involved in the development of State plans
through central office guidelines and consultation with State agencies
by central office and regional office staff.

Ten State plans have been approved, and 15 others are in various
stages of review. It is anticipated that approximately 7 of the 15
presently being reviewed will be approved by the first of November.,

No applications for the construction of community facilities for the
mentally retarded have been approved as of this date [N ovember,
1965]). Partial returns of a recent inquiry show that at least 175
potential applicants exist at this time, as indicated by actions ranging
from responsible inquiries received by State agencies to submission
of applications.
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4. Level of operations. (See table 1.)

Program: Community facilities for the mentally retarded (title I, part C,
¥ Public Law 88-164).
Department or agency, and office or bureau: Department of Health, Education,
ia_InleI&IT)elfare; Public Health Service—Bureau of State Services (Community
ealth).

TaBLE 1.—Level of operations or performance, fiscal years 1964-67 »

[Dollar amounts in thousands]

. Fiseal Fiscal Fiscal Fiscal
Measure and unit ! year 1964 | year 19656 | year 1966 | year 19672
estimate estimate
(e) Magnitude of the program (projects approved) .- 50 50
(b) Applicants or participants:
State government agencies (projects approved) - - 15 15
Local communities or governments (projects
approved) 10 10
Individuals or families_ ... -
Other, voluntary nonprofit (projects approved). 25 25
(c) Federal finances: .
Unobligated appropriations available $10, 000 $22, 500 $24, 000
Obligations incurred . _ ... - - $13, 500 $14, 000
Allotments or commitments made (appropria-
tion).- . - . - $10, 000 $12, 500 $15, 000
(d) Matching or additionsal expenditures (matching).._ - $13, 500 $14, 000
(¢) Number of Federal employees (Man-years) .o -~ 2.6 26 30 34
%) Non-Federal personnel.... ® [0} [©) ®)
) Other measures of performance
1 See committee inquiry for definitions.
2 President’s budget.
3 Not available.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation
The Division of Hospital and Medical Facilities in the Public Health
Service has administrative responsibility for the program. Coordina-~
tion is maintained through participation in the review of State plans
by the following agencies at the central office and regional office levels:
Of_ﬁfze (l)lf Education, Division of Handicapped Children and
outh.
Vocational Rehabilitation Administration, Division of Rehabili-
tation Facilities.
Welfare Administration, Children’s Bureau.
Public Health Service:
Division of Chronic Diseases.
National Institute of Mental Health, Community Mental
Health Facilities Branch.

8. Laws and regulations
Public Law 88-164.

{In millions]

Fiscal year | Fiscal year | Fiscal year | Fiscal year
1965 1966 1967 1968

Authorized appropriation. .cooceocvemcmaeee- $10 $12.5 $15 $30
Appropriated - - 10 12.5

Norte.—Total authorized appropriations, $67,500,000.
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PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. E'conomici effects. (See overall statement from Office of the Surgeon
General.

As noted a?bove, about 3 percent of the population of the United
States are mentally retarded. About one-third of this 3 percent, or
1 percent of the total population, are in need of the services which
may be housed in facilities for which Federal assistance is available
for construction under this program. Approximately 25 percent
(500,000) of this number are already receiving some form of care and
treatment with considerable drain on family and community resources.
Additional facilities are needed to house services for 1.5 million
retarded persons. Since these persons would need services the year
around, this number compares with 1.43 million average daily census.
in 1964 in hospitals of all types in the United States as reported in the
Guide Issue of Hospitals on August 1, 1965.

In addition to the vast sums expended for the care and treatment of
the mentally retarded, the Nation is denied & large amount of economic
output because of the underachievement, underproduction, or com-
plete incapability of the mentally retarded. The impact on the
national economy becomes more significant when it is considered
that an estimated 126,000 babies born each year will be regarded as.
mentally retarded at some time in their lives.

10. Economic classification of program expenditures
Not operating in fiscal 1965.

HospiTtarL AND MEpIicaL Faciuiries CONSTRUCTION
(Appalachian Program)
(Secs. 204 and 214)

PART 1. DESCRIPTION OF THE PROGRAM
1. Objectives
To assist the Appalachian States in providing adequate hospitals
and medical facilities through comprehensive and coordinated plans,
programs, and priorities, giving due consideration to other Federal,
State, and local health facility planning in the Appalachian region.

2. Operation

The President’s Appalachian Regional Commission was estab-
lished on April 9, 1963. In establishing the Commission, the President
realized the intense economic distress of the region, and called for a
. new joint commitment of efforts by Federal, State, and local govern-
ments and private agencies to deal more effectively with this problem.

The Commission is to prepare a comprehensive program for the
economic development of the Appalachian region, consult with the
appropriate Federal agencies and with the Governors of the affected
States, and implement a plan for comprehensive remedial action.

This program provides that, in order to demonstrate the value of
adequate health and welfare facilities to the economic development
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.of the regions, the Secretary of Health, Education, and Welfare is
-authorized to make grants for the construction, equipment, and opera-
tion of multicounty demonstration health facilities. Grants for such
construction shall be made in accordance with the applicable pro-
-visions of title VI of the Public Health Service Act and the Mental
Retardation Facilities and Community Mental Health Centers Con-
struction Act of 1963, without regard to any provisions therein
relating to appropriation authorization ceiling or to allotments among
‘the States. No grant for construction shall exceed 80 percent of the
.cost of the project. Grants for operation may be made up to 100
percent of the costs thereof for a 2-year period. For the next 3 years
.of operations such grants shall not exceed 50 percent. No grants
may be made after 5 years following the commencement of operations.

Supplements to Federal grant-in-aid programs are provided for in
section 214 of the act and in order to enable States and local com-
munities to take maximum advantage of Federal grant-in-aid pro-
.grams for which they are eligible but for which, because of their
economic situation, they cannot supply the required matching share.
The Secretary of Commerce is authorized, pursuant to specific recom-
-mendations of the Commission, to allocate funds to the heads of
-departments of the Federal Government responsible for the adminis-
tration of such Federal grant-in-aid programs. TFunds so allocated
.shall be used for the sole purpose of increasing the Federal contribution
to projects under such programs above the fixed maximum portion
.of the cost of such projects otherwise authorized by the applicable
law. Funds shall be so allocated for Federal grant-in-aid programs
for which funds are available under the act authorizing such pro-
grams. Further, the Federal portion shall not be increased to exceed
:80 percent of project costs.

8. History

The Appalachian region of the United States, while abundant in
natural resources and rich in potential, lags behind the rest of the
Nation in its economic growth and its people have not shared properly
in the Nation’s prosperity. The region’s uneven past development,
with its historical reliance on a few basic industries and a marginal
-agriculture, has failed to provide the economic base that is a vital

rerequisite for vigorous, self-sustaining growth. The State and
Tocal governors and people of the region understand their problems
and have been working and will continue to work purposefully
toward their solution. The Congress recognized the comprehensive
Teport of the President’s Appalachian Regional Commission, docu-
‘menting these findings, and concluded that regionwide development
is feasible, desirable, and urgently needed.

The purposes of this program are, therefore, to assist the region in
‘meeting its special problems, to promote its economic development,
and to establish a framework for joint Federal and State efforts
toward providing the basic facilities essential to its growth and
attacking its common problems and meeting its common needs on a
coordinated and concerted regional basis. As the region obtains the
needed physical and transportation facilities and develops its human
Tesources, it is anticipated that the region will generate a diversified
industry, and that it will be able to support itself through the workings
-of a strengthened free enterprise economy.
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4. Level of operations. (See table 1.)

Program: Hospital and medical facilities constructions (Appalachian Eprogrqm).

Department or agency, and office or bureau: Department of Health, ducation,

aﬁld W)elfare; Public Health Service—Bureau of State Services (Community
ealth).

TaBLE 1.—Level of operations or performance, fiscal years 1964-67
[Dollar amounts in thousands]

Fiscal Fiscal Fiscal Fiscal

Measure and unit ! year 1964 | year 1965 | year 1966 | year 1967 2
estimate | estimate
(g) Magnitude of the program (projects approved) 2 50
(b) Applicants or participants:
State government agencies (projects approved). 1 10
Local communities or governments (projects
approved) 1 15
Individuals or families
Other, voluntary nonprofit (projects approved) 25
(c) Federal finances: )
Unobligated appropriations available. $20, 875 $20,875 $19,376
Obligations incurred. 0 $1, 500 $19,375
Allotments or commitments made (appropria-~
tion).. $20,875 [ccccneeao- $2, 500
(d) Matching or additional expenditures (matching) $500 $6, 800
() Number of Federal employees (INan-years) .  c - .eeo]ereeeccoeans 1 10 10
) Non-Federal personnel ®) @® ®)

) Other measures of performance.

1 See committee inquiry for definitions.
2 President’s budget.
2 Not available.

b. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

The Division of Hospital and Medical Facilities has extensive work-
ing relationships with other programs throughout the Public Health
Service and other units of the Department which have responsibility
in the health facility construction field. For example, frequent
cooperative efforts are made with the Appalachian Regional Commis-
sions, Hill-Burton authorities, in both the central and regional offices,
and the National Institute of Mental Health.

8. Laws and regulations

For the period July 1, 1965, through June 30, 1967, Congress appro-
priated $41 million for construction and $28 million for operation of
comprehensive health facilities.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economac effects

The Appalachian Regional Development Act should have a tre-
mendous impact upon the local community by: (1) providing jobs
with the construction of health facilities, (2) increasing sales and manu-
facture of hospital and health facility equipment, (3) adding support-
ing jobs in the local communities, (4) attracting professional and
technical staff personnel, and (5) improving health of local citizens
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to provide additional needed labor force. Collectively the above
would financially boost the local economy.

10. Economic classification of program expenditures
No expenditures were made in fiscal 1965.

DirscT OPERATIONS

PART I. DESCRIPTION OF THE PROGRAM
1. Obgectives

The mission of the programs in the community health area is to
foster the availability of the best health services for the people when
they need them and where they need them.

The objectives of many community health programs have been
described in one fashion or another under programs supported by
grants. However, there are three programs which will be described
more fully in this section.

Accident prevention.— Accidental injury and death constitute a
major problem of public health with far-reaching social, economic, and
medical implications. Injuries resulting from accidents are the lead-
ing cause of death among children and young adults in the United
States, and they rank fourth as a cause of mortality in. the total
population. Accidents kill 95,000 Americans a year, and injure
45 million. Motor vehicle accidents alone accounted for 48,000 fatal
injuries in this country last year. _ , .

The injury control program administered by the Public Health
Service is aimed at minimizing this loss of life and the injuries caused
by accidents, and alleviating insofar as possible the effects of injury-
producing accidents as these occur. Basically, accidents are caused by
specific things that people do or fail to do, or by errors and momentary
behavioral lapses. ~Successful applications of effective control meas-
ures have demonstrated over and over again that accidental injuries
are preventable. The injury control program is designed to prevent
accidents by developing and applying adequate preventive meas-
ures. This involves research aimed primarily at the human aspects
of accident causation and the application of proven control measures
through public health channels.  The program is designed to mini-
mize the effects of accidental injuries by assuring adequate emergency
medical services for the accident victim between the time of his
injury and the initiation of medical treatment.

Dental diseases.—The Division of Dental Health seeks to protect
and improve the dental health of the American people by stimulating
the widespread application of health knowledge. The objective of
the Division is to conquer dental disease in the same way that certain
communicable diseases have now been conquered. At the present
time, dental disease is so prevalent that less than 5 percent of our
population has achieved optimum dental helath.

The efforts of the Division are concentrated in four areas: control of
dental disease; economics of dental care; improvement in the quantity
and quality of dental care; research and development in dental health,
materials and technology.

Medical Care Adminastration.—This Division was established on
August 11, 1965. Its creation was precipitated by the passage of
Public Law 89-97, the Social Security Amendments of 1965. The
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Division is the focal point for liaison between the Public Health Serv-
ice, the Social Security Administration, and the Bureau of Family
Services, Welfare Administration, in the establishment and mainte-
nance of standards for the professional health aspects of the health
insurance for the aged program (title XVIII) and the medical assist-
ance program (title XIX).

Health Insurance for the Aged.—The Secretary of Health, Educa-
tion, and Welfare will enter into agreements with State agencies,
under which these agencies will determine and certify that hospitals,
extended care facilities, home health agencies and independent labora-
tories meet and continue to meet conditions for participation in the
program. In addition to certification, the State agency, which is
usually the health department, will give consultation to assist providers
who. have difficulty in meeting and maintaining the standards. The
State agency will also perform certain coordinating functions to
insure that the health insurance program is closely integrated with
ongoing or new health and medical care activities within the States.

%tandards for the four kinds of providers of service mentioned above
are being drafted by joint work groups of the Public Health Serv-
ice and the Social Security Administration. These work groups
are chaired by staff of this Division. After review by appropriate
advisory groups and the Health Insurance Benefits Advisory Council,
these standards will be revised and subsequently included in regula-
tions promulgated by the Secretary. Another joint staff working
group responsible for principles and methods applicable to reimburse-
glent.; for the health benefits is also chaired by the Public Health

ervice.

The hospital and home health services benefits of this program will
be available on July 1, 1966. The extended care facilities benefit
becomes available January 1, 1967. The number of potential bene-
ficiaries in 1966 is 19 million.

Medical Assistance.—Title XIX of Public Law 89-97 makes sweep-
ing changes in the Federal-State medical assistance programs with
complementary relationships to the title XVIII program. This Di-
vision will give consultation and technical assistance to the Welfare
Administration in such matters as:

1. The formulation of standard, and conditions of participation
for providers of health services, including the extent to which
conditions of participation for title XVIII will be applied in title
XIX. Because the latter has a potentially broader benefit struc-
ture and involves both State and Federal financing, the standards
will not be identical.

2. The development of requirements relating to patient care
planning, including transfer agreements, utilization reviews and
other mechanisms for assuring use of the most appropriate
resource for a patient at a given time.

3. The development of optimal relationships between State
health and welfare agencies.

Statistical data on the number of public assistance beneficiaries are
not presented. This program, unlike title XVIII, gives States several
options and provides for progressive phasing-in features which make
such forecasts of doubtful value, especially by an agency whose
relationship to the program is largely consultative.
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Home Health Services Development.—Under the health insurance
program, the aged are entitled to home health services as part of their
benefits. At present, however, sufficient resources are not available
to meet the needs of this age group, much less the needs of the entire
population.

The Public Health Service, for several years, has made funds and
technical assistance available to State and local agencies which
provide home health services: health departments, visiting nurse
associations, hospitals, and other types of agencies. This effort is
now being enlarged to help existing agencies expand their programs
and to help new ones organize in advance of July 1, 1966, when the
benefit becomes available.

The network of existing agencies within which home health services.
can be expanded and developed include 1,700 State and local official
health agencies, 700 visiting nurse associations, 50 combination
agencies, and 100 multiservice agencies including 70 programs ad-
ministered by hospitals. Many more are needed. At present, only
about 16 percent of the aged who need this type of care are able to
secure the service.

The basic service included in the health insurance home health
services benefit is skilled nursing care. Agencies must also provide
one or more therapeutic services to be certified as providers. Only
o minimal number of the nursing organizations provide these other
services: physical, speech, and occupational therapy; medical social
service; and home health aid services. The accelerated development
program will help agencies add these services to their armamentarium.

The characteristics of this home health program have special sig-
nificance for investment in human resources as well as in economic
benefits. This program in a sense is an antidote to the overproliferating
hospitalization and institutional system. At the same time, the
coordination by a single agency of a multiplicity of services for a
patient at home should tend to give to home care some of the same
qualities of excellence generally, if not always deservedly, attributed
to hospital care. For the physician, his patient, or the patient’s

family, shopping throughout the community for the many services a
patient at home is likely to need is so time consuming and difficult
that it is likely to be self-defeating. Surveys of hospitals and extended
care facilities repeatedly reveal patients who could be cared for in
less costly surroundings.

Nursing Homes and Related Facilities.—The health insurance for
the aged program will meet a small portion of the needs of older
persons commonly referred to as nursing home care. The “extended
care facility”’ benefit is designed to meet the immediate short-term
post-hospital needs of older persons who still require inpatient medical
or nursing care or rehabilitation services. The period during which the
benefit is payable is limited.

Standards prescribed by law include 24-hour nursing service. Only
a small percentage of institutions which the general public considers
nursing homes will meet this standard. Thus, it is not the intent of
the law to meet the long-term needs for institutional care of sick aged
persons or the needs of well aged persons who may, because of in-
firmity, lack of relatives or other reasons, need domiciliary or custodial
care. The Division will have a twofold purpose concerning nursing
home care: (1) to assist with activities related to the health insurance
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program; and (2) to continue efforts to upgrade the 23,000 nursing
home establishments of all kinds which now provide care to about
500,000 persons. Both purposes will require activities related to aug-
menting and improving staffing patterns and performance in the sev-
eral kinds of institutions.

Fortunately, the health insurance program will meet the reasonable
cost of care. Nursing homes in the United States developed, for the
most part, after passage of the Social Security Act in 1935, They are
a fairly direct result of a prohibition in that law against assistance
payments to inmates of public institutions and of a maximum on pay-
ments in which the Federal Government could share. Thus, the
almshouse established in colonial days was in the midtwenties dis-

laced in large part as a result of Federal law. Now titles XVIII and

X of Public Law 89-97 will set in motion standards and moneys
which again will play a part in the future facilities to be developed.

Improving Medical Care Administration.—The broad purposes of
the Division are an outgrowth of 5 years effort in the specific areas of
medical care administration and health economics. Through re-
search, studies, demonstrations, and technical assistance, staff
recently transferred to form this Division have developed and pro-
moted concepts and methods related to organization, interrelation-
ships, delivery, quality and evaluation of public and private personal
health services. Concurrently, through the same mechanisms,
systems of financing costs of services and methods of payment for
personal and public medical care programs have been analyzed.
Research studies and demonstrations have also been carried on con-
cerning the effects of social and economic factors on the volume,
services, and economic productivity of such programs.

2. Operation

In carrying out its mission, the Community Health program utilizes
a wide variety of techniques.

These may be broadly classified under grants or financial assistance,
and direct operations or technical assistance. The grant programs are
described in the preceding portion of this report. The direct opera-
tions are described in this portion of the report. For budgetary
analysis, the direct operations are broken out into several areas:
research, training, technical assistance, review and appraisal of
grants, and program direction.

There are more than 4,000 persons in the Bureau located in eight
divisions:

Division Numbert

Total o e 4, 510
Accident Prevention. .. _ . . 153
Chronie DISeases— - - - _ oo 850
Communicable Disease Center— . - __________________________________ 2, 225
Community Health Serviees- - - - - - oo oo 276
Dental Health_ _ __ ________ _ . 219
Hospital and Medieal Facilities.._ - ______ . ________________ 336
Medical Care Administration. .. ______________________________ 97
Nursing._ 153
BSS~-CH Management Fund- . __________________________________ 199
Gift Funds_ - - . 2

1 Budget positions, fiscal year 1965.
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In each of the nine regional offices operated by the Department of
Health, Education, and Welfare in Boston, New York, Charlottes-
ville, Atlanta, Chicago, Kansas City, Dallas, Denver and San Fran-
cisco there is an Associate Regional Health Director for Community
Health Services. He is supported by various program specialists
from each of the Community Health Divisions who furnish technical
assistance and leadership to the community health programs in the
States in the region.

How most of the programs of the BSS(CH) operate is described in
other sections of the report. However, it seems desirable to present
more information about the injury prevention program.

The injury control program of the Division of Accident Prevention
provides technical leadership to health departments in the design,
establishment, and operation of services aimed primarily at prevention.
Guidance is provided in the development and testing of new preventive
measures, in the application of these measures to the accident problem,
and in the use of a wide range of public health resources for the pre-
vention of accidental injuries. Twenty-seven State and territorial
health departments now conduct full-time programs for the control of
accidental injuries, and all State health departments provide some
services in this field. ILimited financial support is provided by the
Division of Accident Prevention for demonstration and other types of
projects in this field, for education and training of professional per-
sonnel in accident prevention, and for assignment of accident pre-
vention specialists to health department staffs.

A major element of the program is the conduct and support of re-
search relating to the causes and means of prevention of accidents.
Research in this field is carried out directly by the Division, largely
through contracts with universities and other scientific organizations,
and by means of grants-in-aid. ~Intramural and extramural research
in which the Division has participated has resulted in the wide ac-
ceptance of automobile seat belts, improved safety, improved stand-
ards for glass doors and the use of glass paneling in building, and
greater acceptance of safety devices used in outdoor recreation.

The National Clearinghouse for Poison Control Centers, operated
by the Division’s Poison Control Branch, serves 550 of these centers
throughout the country by providing prompt information on in-
gredients, toxicity, symptoms and findings, and treatment for the
accidental ingestion of medicines and household products. A nation-
wide educational program aimed at preventing accidental poisonings
is an element of the injury control program.

Description of Community Health Divisions

Office of Deputy Bureau, Chief —Administers Federal-State programs
concerned with (1) the development of techniques for the application
of scientific observations in the fields of biology and medicine; (2)
the social and behavioral aspects of major health problems; (3) the
organization and delivery of comprehensive community health serv-
ices; (4) the development and effective utilization of professional,
technical, and supplementary manpower; and (5) the planning, con-
struction, coordination, and operation of hospitals and related medical
facilities including teaching facilities for certain medical personnel to
stimulate the widespread application of health knowledge; and (6)
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assisting and supplementing State and local activities by direct opera-
tions or through grants-in-aid in the community health area. This
office works with a variety of official agencies and professional and
voluntary groups to define and develop effective ways of dealing with
public health problems appropriate to the needs of communities.

Diwvision of Accident Prevention.—Conducts technical assistance, edu-
cation and intramural research programs to assist and encourage
health departments and other public and private agencies to develop
and operate community services aimed at preventing accidental
deaths and injuries and at providing adequate emergency medical
services for the sick and injured; investigates poisonings having
public health implications and carries out measures to prevent acci-
dental poisonings; operates the National Clearinghouse for Poison
Control Centers; administers extramural research project and research
training grant programs and communicates and fosters the application
of research findings; cooperates with other PHS components in the:
development and/or operation of related programs.

Division of Chronic Diseases.—Conducts technical assistance, edu-
cation, formula, and project grant and intramural research programs
to prevent the occurrence and progression of chronic long-term illness
(cancer, diabetes, heart disease, arthritis, kidney disease, neurological
and sensory diseases, etc.) including mental retardation and the prob-
lems of the aged; provides consultation in specific coordinated chronic
disease prevention and care services (home nursing, homemaking,
dental and nutritional services, coordinated home care), referral
services, multiple screening, periodic health appraisals, and restorative
services (and promotes the elevation of standards of care in nursing
homes) ; operates the National Clearinghouse on Smoking and Health;
administers an extramural research grant program and communicates:
and fosters the application of research findings; cooperates with other
PHS components in the development and/or operation of related:
programs.

Division of Community Health Services.—Conducts technical assist-
ance, education, formula, project and training grant and intramural
research programs to determine effective means of providing com-
munity health services through public and private channels, to pro-
mote improved organization, financing, and practices in public
health and medical care administration, including services related to-
rural, migrant, metropolitan and school health; conducts program of
counseling and referral of selective service medical rejectees; adminis-
ters student loan programs for physicians, dentists, osteopaths,
optometrists, and nurses; promotes programs for the continuing educa-~
tion of physicians and other health professionals; provides leadership:
in the development and conduct of public health education activities;
assesses and projects medical and paramedical manpower needs and
resources; administers extramural research project and research train--
ing grant programs and communicates and fosters the application of
research findings; cooperates with other PHS components in the
development and/or operation of related programs.

Communicable Disease Center.—Conducts technical assistance, edu--
cation, training, project grant and intramural research programs to
diagnose, prevent and control communicable and certain other pre-
ventable diseases and to train public health workers in methods and
techniques of communicable disease prevention and control; adminis--
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ters a program to eradicate the yellow fever (aedes aegypti) mosquito;
operates an immunization program to provide vaccination against
poliomyelitis, diptheria, whooping cough, and tetanus; maintains sur-
veillanee over communicable and certain preventable diseases and
provides epidemic aid and epidemiological services; enforces the
medical aspects of interstate quarantine regulations; produces, dis-
seminates, and exchanges medical audiovisual materials; administers
an extramural research grant program and communicates and fosters
the application of research findings; cooperates with other PHS
components in the development and/or operation of related programs.

Division of Dental Health.—Conducts technical assistance, educa-
tion, formula grant, training and intramural research programs to
prevent, control and treat dental diseases and disorders and to develop
and improve the utilization of dental resources; assesses dental man-
power supply, distribution, utilization and productivity and projects
future manpower requirements; stimulates the development of modern
organized dental health programs; administers extramural research
project and research training grant programs and communicates and
fosters the application of research findings; provides consultation on
facilities planning and financing, the design of teaching and treat-
ment facilities and on student loan programs and cooperates with
other PHS components in the development and/or operation of these
and other related programs.

Division of Hospital and Medical Facilities.—Conducts technical
assistance, education, formula and project grant and intramural
research programs to assist communities and nonprofit organizations
in the planning, design, construction, modernization, equipping and
operation of hospitals and related health facilities, university affiliated
tacilities for the mentally retarded, other facilities for the mentally
retarded, community mental health centers (in conjunction with
NIMH) and teaching facilities for the training of physicians, phar-
macists, optometrists, podiatrists, dentists, and professional public
health personnel; assesses health facility needs and resources and
develops measures of adequacy for a comprehensive health facility
system; assists communities in the areawide planning of health
facilities to provide medical, diagnostic, preventive, treatment or
rehabilitative services; administers an extramural research grant
program and communicates and fosters the application of research
findings; cooperates with other PHS components in the develop-
ment and/or operation of related programs.

Diviston of Medical Care Administration.—Provides the focus in the
Public Health Service for medical care administration activities in
general, and for the administration of the professional health aspects
of the health insurance for the aged program in particular. Ad-
ministers operational and grant programs for the development,
expansion, and improvement of medical care systems, services, and
resources. Administers the professional health aspects of the health
insurance for the aged program in such areas as standards, State and
local agency activities, training, evaluation, studies, utilization re-
view, and relationships with the National Medical Review Com-
mittee. Develops and implements an integrated approach to the
planning, organization, administration, financing, and evaluation of
medical care services and resources. Conducts and supports studies
related to the health insurance program and to advance knowledge
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and understanding in the field of medical care administration gen-
erally. Provides consultation and technical assistance to other
related programs of the Department and to official, voluntary, and
professional agencies and organizations in such areas of medical care
administration as health insurance program administration, reim-
bursement, quality and standards of personal health services, patient
care planning and management, administrative processes and meth-
ods in medical care settings, community and regional planning and
coordination of medical care services and resources, health personnel
and the economics of health, and education in medical care adminis-
tration.  Evaluates the impact of new and existing medical care
systems, financial mechanisms, and services on the health services and
resources of the country.

Division of Nursing.—Conducts technical assistance, education,
training, formula and project grant, and intramural research pro-
grams to improve and augment public health and institutional
nursing education and services, the utilization of public health nurs-
ing skills and public health nursing administration; administers the
professional nurse traineeship program of financial aid to graduate
nurse students in administration, supervision, and teaching; main-
tains a continuing review of national nursing needs and resources and
projects future nursing requirements and supply; administers an
extramural research grant program and communicates and fosters
the application of research findings; provides consultation in de-
veloping program requirements and plans for the construction or
remodeling of nursing education facilities and for student loan pro-
grams; and cooperates with other PHS components in the develop-
ment and/or operation of these and related programs.

3. History

. The concept of comprehensive health care gradually has come
into clearer focus. The principal challenge was the development of
health services which provide for the American people a level of
health care commensurate with the Nation’s scientific capabilities.

During the past two decades the Congress has authorized programs
which have brought about great progress in this area.

The Community Health Services and Facilities Act of 1961 author-
ized the Service to support community studies and demonstrations
to develop new and improved out-of-hospital services, particularly
for the chronically ill and aged.

The Vaccination Assistance Act of 1962 authorized the Service to
help States and communities carry out communitywide immunization
programs against poliomyelitis, tetanus, diphtheria, and whooping
cough. Measles has been added by later legislation.
~ Under the Health Professions and Educational Assistance Act of
1963 and its 1965 amendments, the Service assists schools of medicine,
dentistry, and other health professions with grants for construction,
educational improvement, and student loan and scholarship funds.
The Nurse Training Act of 1964 aids schools of nursing.

. With the enactment of the health insurance program for the aged
(medicare), the Service was assigned responsibility that encompasses
such matters as the vital question of standard setting, cooperative
endeavors with the States and other agencies, and studies in the fields

of health personnel and economics.
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4. Level of operations. (See table 1.)

Program: Direct operations, Bureau of State Services—Community Health
(summary). )
Department or ageney, and office or bureau: Department of Health, Education,
:iL_Ind W)elfare; Public Health Service—Bureau of State Services (Community
ealth).

TaBLE 1.—Level of operations or performance, fiscal years 1964—67

[Dollar amounts in thousands]

Measure 1964 1965 1966 1967
estimate estimate

(c) Federal finances:
Obligations incurred:

Direct research . oo ccoccocmmoeeeo- $16,302 $17,396 $19, 650 $22,314
Direct training- -« cceoccaoooeoeo 3,120 3,989 3 6, 63

Technical assistance _ 25, 281 33,893 52,917 56, 669
Review and approval of grants....- 2,139 2,772 3,491 3,951
Program direction. . .....---—- 1,790 1,998 2,288 2,829

Total, direct operations..... 48, 632 60, 048 83,985 92,398
(d) Matching or additional expenditures .
rect research ! (total, direct operations)._. 12 16 18 22
(¢) Number of Federal employees (budgeted
positions):
Direct research 1,354 1,479 1,490 1, 546
Direct training. .o 311 344 412 412
Technical assistance, - 2,178 2,241 2,646 2,864
Review and approval of grants_ . ...-_.- 190 247 44 354
Program direction 199 199 214 229
Total, direct operations .. .oococeaeo 4,233 4,510 5,108 5,405

1 Gift funds, mostly from World Health Organization for special studies such as influenza, shigella, etc.

&. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

The Bureau of State Services, Community Health Divisions, as
described earlier in this report, carry on their activities and programs
in close cooperation with State and local health programs and with a
variety of organizations and groups—public, professional, and volun-
tary. The following are examples of organizations with whom divi-
sions work. ‘ e

The Division of Accident Prevention has had a long and close
association with the Bureau of Public Roads. The recent National
Conference on Medical Aspects of Driver Safety and Driver Licensing
was sponsored jointly by the American Medical Association, the
American Association of Motor Vehicle Administrators, and the
Public Health Service. :

The Food and Drug Administration and the Bureau of State
Services have developed procedures for the regular exchange of pro-
gram information of mutual interest, including information from
poison control records about outbreaks of selected communicable
diseases.

The Division of Dental Health is cooperating with the Bureau of
Standards and the National Institute of Dental Research to test,
clinically, new dental materials and techniques. :
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The Division of Chronic Diseases maintains continuing working
relations with many public, professional, and voluntary organizations:
the American Medical Association, the National Society for Crippled
Children and Adults, the American Hospital Association, and the
American Nursing Home Association. The Division works closely
with the National Interagency Council on Smoking and Health.

The Division of Hospital and Medical Facilities has established
working relationships with more than 90 professional and voluntary
business organizations; with more than 25 Federal departments and
agencies; and with all of the State and local health departments,

ill-Burton agencies, mental retardation agencies, and mental health
agencies.

The Division of Medical Care Administration maintains close
liaison with the Social Security Administration. The development
of standards for the hospitals, extended care facilities, home health
agencies, and health laboratories which provide services to the aged
has been an effort of many groups. The Public Health Service,
which is responsible for the professional aspects of the program, and
the Social Security Administration have sought and received the
counsel of a great number of professional associations. Currently,
the Public Health Service is carrying on discussions with the Welfare
Administration with regard to the application of conditions for partici-
pation in title 18 (medicare) to the title 19 program, which greatly
broadens coverage under the existing Federal-State program for
medical assistance to the aged.

The Interagency Conference on Nursing Statistics is composed of
representatives from the American Hospital Association, American
Nurses’ Association, Bureau of the Census, Bureau of Labor Statistics,
the National League for Nursing, and the Public Health Service.

8. Laws and regulations

Division of Accident Prevention—PHS Act, as amended, particu-
larly secs. 301, 314 (42 U.S.C. 241, 246).

Division of Chronic Diseases—PHS Act, as amended, particularly
secs. 301, 311, 314, 316, 402, 403 and title XVIII of the Social Se-
curity Act (42 U.S.C. 241, 243, 246, 247, 282, 1391-1394).

Communicable Disease Center—PHS Act, as amended, particularly
secs). 301, 311, 314, 317, 361, 363 (42 U.S.C. 241, 243, 246, 247h, 264,
266).

Division of Community Health Services—PHS Act, as amended,
particularly secs. 301, 306, 309, 310, 311, 314, 316, title VIII (42
U.S.C. 241, 242, 242¢, 242h, 243, 246, 247a, 294-2946, 296-298b, and
Executive Order 11074).

Division of Dental Health—PHS Act, as amended, particularly secs.
301, 311, 314, 422 (42 U.S.C. 241, 243, 246, 288a).

Division of Medical Care Administration PHS Act, as amended,
particularly secs. 301, 311, 314 and title XVIII of the Social Security
Act (42 U.S.C. 241, 243, 246, 1395-1395 UI).

Division of Hospital and Medical Facilities:

A. Hill-Burton program, title VI of the PHS Act, as amended, and
sec. 202 of the Appalachian Regional Development Act of 1965 (42
U.S.C. 247¢, 40 U.S.C. app. 202).

B. Mental retardation construction program, Mental Retardation
Facilities Construction Act. PartB and part C (42 U.S.C. 266165,
26712677, 2691-96.)
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C. Health professions construction program, title VII; part B of
the PHS Act (42 U.S.C. 293-293h). '

D. Community Mental Health Centers, construction program—
Title II of the Community Mental Health Centers Construction
Act; section 202 of the Appalachian Regional Development Act of
1965. (42 U.S.C. 2681-2687; 40 U.S.C. app. 202). '

E. Nursing schools construction program, title VIII, part A of the
PHS Act (42 U.S.C. 296-296¢).

Division of Nursing, PHS Act, as amended, particularly secs.
301, 311, and title VIIT (42 U.S.C. 241, 243, 296-298f).

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

The following are illustrations of the economic effects of these
programs:-

The economic impact of accidents in the United States is virtually
incalculable. Accidental nonfatal injuries require nearly 40 million
people a year to seek medical care, and annually result in 107 million
days of work lost and 13 million days lost from school. Accidental
injuries impose enormous burdens on the Nation’s medical treat-
ment facilities. The number of visits to hospital emergency rooms
necessitated by injury amounts to 10 million a year. The treatment
of accident cases requires the use of 50,000 hospital beds and absorbs
more than 18 million hospital bed days. The loss to the economy
resulting from accidental deaths and disabling injuries, particularly
within the work force, are of staggering proportions. Injury control
programs in the Division of Accident Prevention have resulted in the
reduction of injuries and deaths in selective areas where tested pre-
ventive measures have been applied. However, estimates concerning
the economic value of such services are not yet available.

Receipt of dental care is very closely linked with income level.
As a result of this, only 40 percent of the American public sees a
dentist even once a year. To lower the cost barrier, plans of dental
prepayment or insurance are being developed. The Division of
Dental Health analyzes prepayment plans of various types in differ- -
ent parts of the country, serves as a clearinghouse of information on
such programs, and offers consultative service to groups planning and
developing dental insurance programs. Approximately 17 million
Americans are now covered by plans of this kind.

Tt is estimated that dental diseases account for a loss from work of
85 to 100 million man-hours a year. Prevention of dental decay and
control of periodontal disease, which are now quite feasible, would
reduce this toll by one-half to two-thirds. :

The national bill for professional dental services is about 2.5 billion
- dollars a year. In cities with fluoridated water, the bill for children’s
dental care is half or less than half the amount in nonfluoridated cities.

Tt has been demonstrated that children in fluoridated cities require
30 percent less orthodontia than in nonfluoridated cities.

Some groups of patients—the aged, the chronically ill, the disabled,
the handicapped, the mentally retarded and mentally ill—cannot as
a rule seek dental care. The dental health programs are providing
support to States and communities and dental schools so that such

65—735—67—vol. 2——17
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care may be available and methods of caring for such groups can be
developed. How many such people can be made more productive
members of society cannot be readily calculated.

Expansion of job opportunities in the field of dental assisting has
belein a definite result of the programs in dental schools and junior
colleges.

Tl%e primary benefit from the training branch program is the increase
in the effectiveness of those professional health workers who attend
training branch courses in their efforts to reduce the disability and
mortality of infectious diseases.

The cost in human misery and death, as well as the cost to the
Nation in man-days of labor, productivity, and wealth, is difficult to
measure. However, some figures are available:

The National Health Survey data indicated that, during the
period 196364, there were over 30 million incidences of infective
and parasitic diseases (excluding upper respiratory infections,
such as the common cold and influenza, and the common child-
hood diseases). Among employed persons, these diseases alone
extracted a total of 20,735,000 days lost from work. .

However, there are some indications that an impact is being made.
For example: (1) As a direct result of an educational seminar on viral
hepatitis held in Indiana, five physicians changed their procedures
for sterilizing instruments from boiling to autoclaving. This one
change will considerably reduce the possibility of an outbreak of
serum hepatitis among the more than 5,000 patients cared for by
these physicians. (2) Another example can be found in the analysis of
the cost benefit (medical, wage, burial) of U.S. tularemia control,
1950-1964. Training branch, CDC, in addition to training in the
control of some 100 other vector-borne diseases, has done training in
the control of tularemia since 1950. Since 1948, the incidence of this
disease has decreased but still remains a serious problem. Reduction
in incidence can be attributed to widespread control efforts at the
State and local level to which training branch, CDC, furnishes support.
As a conservative minimum, it is estimated that 1,000 cases per year
(average considering that tularemia is highly cyclical) would have
" occurred had the control program not been effective. Cost benefits,
1950-64, from medical expenses, wage loss, and related costs alone
total $7,803,000 which rises to $10,920,000 when population increase is
taken into account. The total benefit in terms of the gross national
product is probably much greater than this, especially if effects on
tourism are calculated. The impact of the training branch activities
in the field of vector-borne disease control becomes even more impres-
sive when it is considered that the total budget for training in all
vector-borne disease over the last 25 years has only been $324 million.

Quality of hospital and medical care furnished to aged patients.—
The program will enhance the quality of care furnished to aged patients
because 1t will:

(e) Remove economic barriers to needed care and eliminate
financial considerations from decisions concerning the need for
hospitalization;

(b) Facilitate continuous medical supervision by the patient’s
own physician by guaranteeing free choice of institution;

(¢) Provide for the establishment of national ‘standards in
consultation with appropriate professional and other organiza-
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tions. These standards for health and safety will be a significant
addition to the efforts of State licensing agencies to 1mprove
quality;

(d) Pay for the cost of quality care beyond minimum stand-
ards. The program offers a financial incentive for high quality
care by operating under the principle of reasonable cost reim-
bursement for service provided;

(¢) Pay for certification, consultation, and coordination
services: certification to assure that standards are met, consulta-
tion to assist providers in meeting the standards, and coordina-
tion to integrate the health insurance program with ongoing or
new health and medical care activities in each State.

Utilization of hospitals and related medical facilities.—An increase in
days of hospital care for the aged resulting from the program has been
estimated as 20 percent nationally, over and above the increases that
would simultaneously occur through expansion of the population age
65 and over. Spread across all ages, the impact is expected to produce
a national increase of 5 percent in bed occupancy.

The expansion in bed requirements will be uneven, community by
community and hospital by hospital, affecting some more than others.
There will be some shifting of geriatric patients, since the program
will not finance care in nonaccredited hospitals. There may be shifts
from public to voluntary hospitals resulting from the new resource for
financing care privately. A variety of factors may be expected to
alter the current patterns of care and increase the effective demand of
the aged for hospital and nursing home care, including the requirement
that there be effective utilization review committees functioning for
each hospital and extended care facility.

When examining the impact of the program on utilization, there is
a tendency to overlook the fact that a large proportion of the aged
have had some kind or amount of voluntary hospital insurance and
another segment has been eligible for care at public expense. While
not all of those with voluntary insurance were adequately protected
for the costs of care, it is probably true that the inadequacy of their
coverage was not brought home to_ them until they had received
hospital care. Effective demand could be said to have existed, then,
for most of them. The same might be said of those whose care was
publicly financed. Of the remainder some would have received all the
care they required, in some cases at a sacrifice. Others would have
had unmet needs.

Summing up, utilization of hospital care by geriatric patients is
expected to rise, but is unlikely to expand markedly unless there is
sudden expansion in the number of hospital beds. Dislocation in beds
will undoubtedly occur, but the requirements for beds for acutely ill,
younger patients will remain as a strong deterrent to unsound hos-
pitalization of the elderly. Expansion of beds should not be under-
taken without areawide planning to see if dislocations can be cor-
rected through upgrading existing facilities, etc.

Extended care facilities—Beginning in January 1967, there will be
an increased demand for nursing home beds, since a means of financing
will be available to many aged for the first time.

The shortage of nursing home beds will be a major problem, and
the supply varies greatly from one part of the country to another.
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The five States with the most beds average 42 beds per 1,000 persons
over age 65. The five States with the fewest beds average 7 per 1,000.
If all States were at the present higher level of beds, it would require
an estimated 500,000 new beds.
There is currently a boom in nursing home construction. The new
medical care program may be expected to stimulate the boom further
so that the bed shortage may be somewhat alleviated in the future.
When hospitals can convert closed wings into extended care facilities,
some of the need will be filled without new construction.
Factors offsetting these pressures are the utilization review com-
mittee requirement and the provision of rehabilitative services which
should shorten the nursing home patient’s stay. The deductible of
$5 a day for the 21st through 100th days of covered care may also
have a deterrent effect.
~ Financing.—The program will alter the sources for financing hospital
care by transferring from the private sector to the public sector most
of the payments for hospital care of the elderly. It will result in in-
creased use of hospitals by the aged; and, hence, increased hospital
-revenue from public funds. It also provides for payment of reasonable
costs of care by State welfare programs, after July 1, 1967, a pro-
vision which will ultimately correct the inadequacies of welfare
payments for hospitalization in most jurisdictions.
The program is also expected to change existing reimbursement
arrangements among nongovernmental third-party agencies purchas-
ing hospital care. The 77 Blue Cross plans may well adopt the
~ Federal reimbursement formula when paying for care of persons under
age 65. To the extent that insurance plans provide coverage to

_supplement the benefits provided by Public Law 89-97, this portion
of care a,‘i)f the aged may also reflect the Federal approach to reimbursing
hospitals.

’_[Phe law also provides that reimbursement paid to hospitals will be on
the basis of current costs. This language means that any inflation in
hospital costs will be covered: heretofore the rate of reimbursement

. reflected a hospital’s cost in a prior period and was seldom adjusted
upwards to reflect the cost of care in the period during which the care
~was provided

Certain costs incurred by hospitals have not been recognized in
many existing reimbursement formulas. Public Law 89-97 recognizes
such costs, including nursing education, intern and residency training
costs, and depreciation. , -

In summary, hospitals will be in an improved financial position for
the following reasons:

1. They will be fully reimbursed for the actual cost of care (as
defined);

2. Their occupancy rate will rise;

3. They will be paid at the current level of costs;

4. The costs of several hospital activities and some part of capi-
tal will henceforth be recoverable;

5. Some portion of their present bad debts will henceforth be
paid in full.

Some hospitals will be adversely affected by the new law:

1. Qvercrowding may occur.

9. Their costs may increase because of the upgrading of stand-
ards required to qualify under the law, and they may not be able
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to modify reimbursement from third-party agencies other than
Health Insurance Benefits to cover these added costs and %o
adjust charges to reflect their higher costs.

3. If they cannot be accredited, their geriatric patient load
will drop. ‘

Home health services—Public Law 89-97 introduces a new source
of financial support to the field of services brought to the patient in
his home. 1In so doing it will alter and expand the patient load that
existing agencies have been serving as well as promoting the develop-
ment of new home health agencies.

Health manpower.—Recent advances in medicime have resulted in
marked changes in the structure of medical practice. Techniques and
equipment for accurate diagnosis of illness and effective treatment
have become increasingly numerous and complex. The technological
achievements in medicine and the subsequent complex developments
in the application of new knowledge have tended to mncrease specializa~
tion and fragmentation of medical practice. This, in turn, has led
to an interdépendence of a variety of personnel, inclnding a multi-
plicity of paramedical professions. Diagnostic procedures now call
for the services of medical laboratory and X-ray technicians as well as
the physician and nurse. Effective disease prevention requires the
services of the biostatistician, epidemiologist, sanitary engineer, and
radiological health specialist, in addition to the physician, nurse, social
worker, and public health worker. The country’s expanding and
aging population and the associated chronic illnesses require the com-
bined services of the physician, professional and practical nurse,
pharmacist, physical, speech and occupational therapist, home health
aide, and social worker.

There are now about 3 to 4 million persons in the United States
working in some aspect of health services in hospitals, clinies, health
organizations, private offices, laboratories, and remaining places
where medical and other health services are provided. Physicians,
dentists, and professional nurses comprised two-fifths of the total
in health occupations in 1960. Other professional health occupations
with sizable employment are dietitians, pharmacists, hospital and
dental laboratory technicians. Large numbers are also employed
as practical nurses, aides, orderlies, and attendants.

The shortages in the supply of physicians, dentists, and nurses have
been well documented. The supply of manpower in these areas can
barely keep pace with the population growth, and the enactment of the
health insurance program for the aged will impose additional demands.

It is generally recognized that mcreased and more effective use of
auxiliary medical personnel will assist in the alleviation of current and
projected shortages in the supply of key professional medical personnel.

10. Eeconomic classification of program expenditures. (See table 2.)

Program: Direct operations, Bureau of State Services—Community Health
(summary).
Department or ageney, and office or bureau: Department of Health, Education,
aﬁdeW;elfare; Public Health Service—Bureau of State Services (Community
ealth).
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TaBLE 2.—Economic classification of program expendilures for fiscal year 1965

[In thousands of dollars}
Program: Direct Research:
Federal Government:
Purchases of goods and services:

Wages and salaries_ ..o eeaa $11, 893
Other - e e 5, 519
Total Federal expenditures *Z ... .o ooomooo_____ 17, 412

Program: Direct Training:
Federal Government:
Purchases of goods and services:

Wages and salaries_ _ - _ o 2, 766
Other . L e e 1, 223
Total Federal expenditures. - . . __ .o _______ 3, 989

Program: Technical Assistance:
Federal Government:
Purchases of goods and services:

Wages and salaries____ . .o ___ 17, 908
Other. - e e 15, 985
Total Federal expenditures. - _____ _ o __________ 33, 893

Program: Review and approval of grants:
Federal Government:
Purchases of goods and services:

Wages and salaries. . - ____________.___ 1,978
Obher . oo e 794
Total Federal expenditures_ - . .. ______ ... 2,772

Program: Program Direction:
Federal Government:
Purchases of goods and services:

Wages and salaries_ __ ..o 1,729
Obher . . e 269
Total Federal expenditures_ _ _ ___ . ____________._.____ 1, 998

Program: Total Direct Operations (sum of above):
Federal Government:
Purchases of goods and services:

Wages and salaries___ ... ______ 36, 274
Other _ . o e 23, 790
Total Federal expenditures .. . _____________________ 60, 064

1 Includes $16,000 of matching gift funds, mainly from World Health Organization.

SurrLEMENTARY REPLY FrOM OFrFicE OF THE SURGEON (RENERAL

ECONOMIC EFFECTS OF THE PROGRAMS OF THE BUREAU OF STATE
SERVICES (COMMUNITY HEALTH)

This statement is supplied to the Joint Economic Committee of the
Congress in response to question 9 (economic effects of the program).
The Bureau of State Services (Community Health) has prepared a very
extensive report for the Joint Economic Committee, responding com-
prehensively and in considerable detail to the committee’s inquiry.
However, the wide range of diversity in the programs of the Bureau of
State Services precluded a sharply specific answer to question 9. This
supplement to the Bureau’s report is supplied as a response in broad
terms, based, in part, on Public Health Service publication No. 1178,
“Kconomic Benefits From Public Health Services—Objectives, Meth-
ods, and Examples of Measuremant.” In part, the statement is
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designed to indicate Bureau of State Service (Community Health)
programs that have important economic effects that are not susceptible
to measurement.

One approach to anticipating or appraising the economic effects of
a health program is represented by Public Health Service publication
No. 1178 (hereinafter identified as publication No. 1178). The two
leading ideas in it are far from novel, but the document tries to show
ways of utilizing them. The ideas are (1) that health services can
pay off in terms of the productivity of workers whose early death is
averted or whose sickness is avoided, shortened, or made less severe;
and (2) that some types of preventive health service are much cheaper
thaal the treatment which is needed if the preventive approach is not
used.

A completely different economic approach considers, in a direct way,
the contribution of health programs to the gross national product.
The shortcoming of this idea is that the GNP is simply the total
of what is paid for goods and services; and a statement that another
$1 million worth of health services has been added to the GNP gives no
clue as to whether this was relatively desirable or undesirable apart
from the increase in GNP. For example, a million-dollar consignment
of thalidomide would provide precisely the same direct increment to
GNP as a million-dollar consignment of a clinically more trustworthy
drug. Health services need to be appraised, if that be possible, in the
light of the good that they do to people who receive them, whether the
recipients are workers, prospective workers, retired persons, the hope-
lessly ill, or anyone else. From the standpoint of an overall appraisal
of the economy and consideration of what the national effort is being
used for, there is good reason for considering the health services
component of GNP. This approach, however, does not provide an
appropriate appraisal of the usefulness of health services to humanity.

In the fiscal year 1965, public and private expenditures for health
services in the United States were $38,441 million, which amounted to
almost 6 percent of the gross national product of about $650 billion.
That expenditure for health services—which includes medical re-
search, medical care, protection of the environment, etc.—breaks
down as follows:?

Health expenditures Amount Percent
(millions)

Total health expenditures. - - $38, 441 100
Private expenditures (i.e., expenditures other than by governments). ..o——-- 28,492 74
Governmental expenditures. - 9,949 26

Federal Government expenditure! 5,002 13
State and local government expenditures...- 4,857 13

While the importance of this expenditure to the GNP is certainly
worthy of note, it is not the accent 1n this supplementary response
to question 9.

The eight divisions here mentioned are the sections of the Bureau of
State Services (Community Health) report.

T Data derived from figures in the following: (a) U.S. Social Security Administration, Social Security
Bulletin, October 1965, pp. 5, 10 and 11; (b)) U.8. Council of Economic Advisers, Economic Indicators,
October 1965, p. 2. Omitted from the ahove data are the sums spent for income maintenance of the sick
and their dependents, such as disability benefits for the long-term disabled under the social security in-

surance system, and public assistance (on a means-test basis) to the blind and the permanently and to-
tally disabled.
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1. RESEARCH GRANTS

Chronic diseases.—In terms of the effect on actual and potential
patients, the economic impact of this research grant program is im-
portant both (@) from the standpoint of enabling people to remain
productive for a longer period of years, and (b) from the standpoint
of enabling them to be more productive, per day on the job, than they
would be if they were employable but in poorer health. "Measurement
of the latter type of benefit from health services (greater productivity
per hour or day) is a task recognized as desirable but not thus far
achieved. (See publication No. 1178, pp. 7 and 14, where the prob-
lems of economic losses from mortality and morbidity are discussed.)

Communicable Disease Center.—The economic and other significance
of CDC’s research grant program cannot be assessed independently
of other aspects of the control of communicable diseases. The United
States has, by this time, brought various communicable diseases
under a high degree of control through the efforts of the various
levels of government, and through the efforts of private individuals,
foundations, etc. In consequence, we tend to take for granted the
freedom from heavy economic and other losses of, for example, a
smallpox epidemic. However, there is an occasional opportunity to
make meaningful estimates of the economic benefit when a break-
through occurs in the control of a communicable disease, as happened
recently with regard to vaccination against poliomyelitis. (See
publication No. 1178, p. 7.) Somewhat less spectacular are the
benefits from vaccination, sanitation, etc., where the means of control
have been in use for a long time. With regard to vaccination, there
are very marked external benefits—the economists’ way of saying
that, if vaccination is widespread but not universal, even the unvac-
cinated get substantial protection. (See publication No. 1178, p. 6.)

Community health services—In this research grant program, the
measurement of the comparative cost-effectiveness of two or more
alternative ways of delivering the same sort of service is probably
feasible but remains to be done. Likewise, it is probably feasible to
measure the relative effectiveness of two or more ways of delivering
the same sort of service in terms of a performance measure—that is,
given that two approaches require expenditure of identical sums of
money, which reaches the greater number of beneficiaries? (See
publication No. 1178, p. 16, last two paragraphs.) Such studies
remain to be done.

Dental health.—The economic impact of this research grant program
is considered along with the economic impact of the formula grant
program in dental health; topic 4, below.

Nurging.—This research grant program makes itself felt ultimately
through improved patient care; and it thus needs to be considered
along with other BSS(CH) programs related to nursing, especially
the following: the nursing student loan program, the formula grant
program for home health services, and the several training grant
programs for nurses,

In publication No. 1178, page 11, the staffing pattern of nursing
homes is used to illustrate the fact that, to an important extent,
health services can be expanded without even a short-run reduction
in the other services and goods produced by the economy. The report
mentions that the unemployed—
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do not include ‘any conspicuous numbers of physicians or professional nurses;
but consider for a moment the staffing pattern in nursing homes, with their heavy
reliance on nurses’ aids, orderlies, and attendants. If added funds were made
available, to pay for nursing home care, vastly increasing the numiber of patients
in nursing homes, the nursing homes would—even if they substantially increased
their ratio of professional nurses and licensed practical nurses to the less skilled
personnel—be able to acquire prospective aids, orderlies, and attendants by
‘suitable selection from among the unemployed and brief training of them. There
would thus be an increase in nursing home care without a proportionate decline
in the other services and goods produced by the economy.

Hospital and medical facilities.—The ideas. and practices emerging
from this research grant program are best.viewed as having their
offect—economic and other—through nonresearch programs focused
on the construction of hospital and medical facilities. The economic
effect of the latter sort of programs is discussed in the Bureau of State
Services—Community Health report, under, “Construction Grants.”’

2. FELLOWSHIPS

If these fellowships were viewed primarily as an education program
rather than as a health program, the consideration of economic
impact might be very different from what it needs to be in view of
the fact that the fellowships are granted for furtherance of health.
As & health measure, the fellowships have whatever economic impact
is achieved through the health services ultimately rendered by the
health professionals thus trained. This is a diverse and complex
matter, not susceptible of estimation of such results as the prospective
savings in the man-years of labor by prospective patients who are
kept alive or made healthy. But the economic impact is both large
and important. ,

For this program, publication No. 1178 as a whole is relevant, for
the reason that the training of health professionals is essential to
all types of health programs and makes itself felt through them.
In addition, there are specific references in that report (such as that
on p. 20), to the need for more personnel in the health professions,
for greater effectiveness of health programs.

8. STUDENT LOANS

The economic impact is discussed in the BSS(CH) report.
The comment made above, regarding fellowships, is equally relevant

here.
4, TORMULA GRANTS

The economic impact is discussed in the BSS(CH) report. The
following additional comments are offered:

Cancer control program.—Substantial work has been done in
estimating the economic burden of cancer. See the remarks in
publication No. 1178, pages 4 and 7, and the estimates in volume 11
of the Report of the President’s Commission on Heart Disease,
Cancer, and Stroke. However, what needs to be done—as a first
installment in estimating economic benefits from cancer control—is
to study both the economic burden of the disease and the cost of its
prevention, so far as they concern some category (such as cervical
cancer) that is relatively specific as to site and is susceptible of early
detection by mass methods and susceptible of effective treatment.
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Dental health.—The economic importance of this formula grant
program and of the dental health research grant program is docu-
mented by “The False Economy of Dental Neglect,” which is chapter
IIT of publication No. 1178 (pp. 18-23).

* ® * the evidence available is convincing; our dental problem places a heavy
financial burden on the economy, and much of this is due to dental neglect (Pub.
No. 1178, page 19).

In the cited source, the problem stemming from dental neglect is
discussed in terms of some of the major components and some of the
major preventive measures.

5. TRAINING GRANTS

The economic impact is discussed in the BSS(CH) report. In
addition, it should be noted that the most important economic impact
of these programs is like that of the fellowship program (topic 2,
above).

6. PROJECT GRANTS

The economic impact is discussed in the BSS(CH) report. Also,
in broad terms, publication No. 1178 is relevant here, as it is in other
health programs. In addition, the following comments are offered:

Cancer control program.—The comments made above, regarding the
formula grant program for cancer control, are equally relevant here.

Immunization.—Insofar as the above comment regarding the Com-
municable Disease Center research grant program (in the BSS(CH)
report) relates to vaccination, that comment is relevant here.

7. CONSTRUCTION GRANTS

As noted above, the economic impact is discussed in the BSS(CH)
report. Also, in broad terms, publication No. 1178 is relevant here,
as it is in other health programs.

8. DIRECT OPERATIONS

Illustrations are given of the economic effects of these programs in
the BSS(CH) report.

BursaUu oF STATE SERVICES—ENVIRONMENTAL HEALTH: RESEARCH
AND TraINING IN ENVIRONMENTAL HEALTH

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
In fiscal year 1964, the Bureau of State Services (Environmental
Health) through the Office of Resource Development initiated a
program to provide extramural grants to stimulate and support
research and training programs in environmental health at universities
and other nonprofit nstitutions.

2. Operation
This is a program of grants to universities for the conduct of re-
search and training in the field of environmental health.

3. History. (See item 1, above.)
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4. Level of operations. (See tables 1 and 2.)

Prﬁgrﬁrﬁz Extramural program to support research and training in environmental
ealth.

Department or agency, and office or bureau: Department of Health, Education,

and Welfare; Public Health Service; Bureau of State Services—Environmental
Health; Office of Resource Development.

TaBLE 1.—Level of operations or performance, fiscal years 196466

Measure Fiscal year | Fiscal year | Fiscal year
1964 1965 1966 estimate
RESEARCH

4(a) (grants awarded) 23 50 80
4(b) other (universities) _ . 20 40 50
4(c) obligations incurred .-} $1,608,000 $3, 078, 000 $4, 719, 000
4(d) (not applicable}.. - - S . - —
4(e) (man-years)._.... e —amem 6 10 16

4(f) (National Advisory Environmental Health Committee,
12 members) __ : ———-
4(g) (not applicable). P - PR P,

TRAINING

4(a) (grants awarded) .« oo oo ocoommaoaeen - 36 46 55
4(b) other (universities) - - - - 24 31 : 40
4(c) obligations incurred $1, 519, 000 $2, 262, 000 $3, 578, 000
4(d) (not applicable)_ -

4(e) (TNAN-FOAIS) .« o oo cecmmamm i mmeommmoobasosammmo oo aoo 6 10 12

4({) (National Advisory Environmental Health Committee
and Environmental Sciences Training Committee, 24

TaBLE 2.—Level of operations or performance, for fiscal year 1967

Fiscal year

Measure 1967 estimate 1
(a) Magnitude of program (projects) - - -----ooo—oo-- 172
(8) Applicants or participants: Other (academic institutions).-__ 90
(¢) Federal finances:
Obligations ineurred__ oo $11, 372, 000
Allotments or commitments. . - oo $11, 372, 000

(d) Matching or additional expenditures for the program (none,

except cost sharing, per appropriations act) ..o —oo - oo ceooeo-oo--
(¢) Number of Federal Government employees administering,

operating, or supervising the activity (man-years) - - ——___ 32
(f) Non-Federal personnel employed in the program (National

Advisory Environmental Health Committee and Environ-

mental Sciences Training Committee, 24 persons).___._- e mmmmm——mem
(¢) Other measures or magnitude of performance (not applicable)_ _.....o--__

1 Unlike the data for fiseal years 1964-66, those for 1967 are for research and training combined.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

(a) @) Opportunity for coordination and cooperation arises in respect
to: joint funding of extramural grant projects with the Divisions of
the Bureau of State Services—Environmental Health (BSS-EH);
cross-divisional utilization of research grant specialists on site visits;
development of an advanced automatic data processing system to
include all intramural and extramural research programs of BSS-EH
Divisions; conduct of manpower need studies for BSS-EH Divisions;
development of uniform BSS-EH-wide policy in respect to extramural
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grant operations; stimulation of divisional programs supported by
Public Law 480 funds. ' |

(i) The - Office of Resource Development does the following:
coordinates the BSS-EH activities supported by the foreign currency
program (Public Law 480) through review of technical and budgeting
aspects of proposed international agreement; provides policy guidance
on extramural grant operations to other Divisions of BSS-EH through
its Program Coordination Branch; maintains an automatic data
processing program on extramural grant programs of BSS-EH through
its Program Analysis Branch.

(0)(1) Opportunities for coordination and cooperation arise in
respect to: Office of Resource Development participation in program
of Division of Research Facilities and Resources, National Institutes
of Health, by reviewing applications from universities conducting
research supported by BSS-EH funds, and by advising the Division
concerning universities which may submit applications for facilities
grants as a result of BSS-EH supported projects: Office of Resource
Development utilization of full supporting services provided by the
Division of Research Grants, Public Health Service; development of
a Department-wide automatic data processing system; Office of
Resource Development utilization of resources of Office of Education
on manpower studies.

(11) Coordination and cooperation are promoted by informal meet-
ings, frequent exchanges of information, and invitations to attend and
participate in meetings of advisory committees where appropriate.

-(¢) (1) Opportunities for coordination and cooperation arise in respect
to-Office of Resource Development utilization of National Academy
of Science-National Research Council.

(i) Coordination and cooperation are promoted by joint organiza-
tion of seminars and by means of Office of Resource Development ex-
tramural grants to National Academy of Science-National Research
Council.

(d) Not applicable.

(e) Not applicable.

(f) Not applicable. :

(9) (1) Opportunities for coordination and cooperation arise in respect
to expanded participation of universities and other nonprofit agencies
in environmental health research and training operations.

(ii) These activities are supported by financial grants. The Public
Health Service manuals on administrative policies and procedures for
extramural grant programs are used for this activity.

(h) Not applicable.

(7) Not applicable.

8. Laws and regulations

The legal basis for Office of Resource Development activities is sec-
tion 301, Public Health Service Act as amended (42 USC 241) and
CFR title 42, chapter 1.
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PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
, ‘ PROGRAM ‘ ' .
9. Economic effects o

The Office of Resource Development program utilizes extramural
grants to universities and other nonprofit institutions for research and
training in environmental health. “While the program may have no
direct bearing on the economy, it seeks to obtain knowledge that is
essential to the development and maintenance of a healthful environ-
ment. On a long-term basis, therefore, the program may affect the
economy through its beneficial influence on the health and well-being
of man. \

10. Economic classification of program expenditures. (See table 3.)

Prlcl)grelngz Extramural program to support research and training in environmental

ealth. .

Department or agency, and office or bureau: Department of Health, Eduecation,
and Welfare; Bureau of State Services—Environmental Health; Office of
Resource Development. ’ ’ : k

TasLe 3.—FEconomic classification of program expenditures for fiscal year 19656

Federal Government:

Grants to State and local governments.. __cceeooon oo eeim mmeem 81, 869
Transfer payments to individuals and nonprofit organizations_____. 1, 080
Total Federal expenditures_ o - o oo omooocemeee oo 2, 949

OFFICE OF PESTICIDES

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
The Office of Pesticides plans, institutes, and directs the national
program of the Public Health Service in the detection, assessment,
control and reduction of potentially harmful and/or unnecessary
exposure of man to pesticides.

2. Operation

The program encompasses (1) a field laboratory, (2) negotiated
contracts (with State health departments, universities, research
institutes) for pesticide research and support, (3) a direct operations
staff (located in Washington), and (4) a headquarters staff (also
located in Washington). ‘ -

3. History

The program was established officially on November 27, 1964, by
order of the Surgeon General, PHS. Prior to that date, the program
had operated as a part of the Program Office of the Bureau of State
Services—Environmental Health, since the spring of 1963, when one
professional employee was assigned responsibility for the public
health aspects of pesticides in the Bureau of State Services. The
total staff had grown to about 15 employees by the date of establish-
ment. The staff presently numbers 65. The first direct appropria-
tion for the program came in fiscal year 1965. o

4. Level of operations. (See table 1.)

Program: Office of Pesticides.

Department or agency, and office or bureau: Department of Health, Education,
and 1Welfa»re ; Public Health Service; Bureau of State Services—Environmental
Health.
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TaBLE 1.—Level of operations or performance, fiscal years 196467

Measure Fiscal year | Fiscal year | Fiscal year | TFiscal year
1964 1965 1066 estimate[1967 estimate
(a) Contracts (mumber) ... eocououoamo_ 0 13 18 24
Field laboratories (number) . ..o -.—_.___. 0 1 1 1
(b) State government agency participants
(number). ... - 0 10 12 17
Local government agency participants
(number)__ .. 0 0 1 1
Private universities and research institutes
(number) 0 3 5 5
(¢) Appropriation 0| $2,304,000 | $8,992,000 $7,319, 000
Obligations. ] $2, 394, 000 $3, 990, 000 $7,319, 000
Allotments. 0 $2, 394, 000 $3, 990, 000 $7,319, 000
(d) Matching or additional expenditures....... 0 0 0 0
(e) Federal employees (man-years)___________.__ 0 24 66 115
(f) Non-Federal personnel (number)_..______.. 0 72 90 120
(g) Other measures (pesticide registration ap-
plications) 0 13,250 15, 000 15,000

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

A. Within the Bureau of State Services-EH, the program has been
assigned responsibility for all matters relating to pesticides. The
Divisions of BSS-EH regularly and routinely refer to the program
for all such matters, and the program, in turn, cooperates fully with
the Divisions. This working relationship has been most fruitful
for all concerned.

B. Under a memorandum of agreement dated April 8, 1964, certain
Government agencies, including PHS and the Food and Drug Ad-
ministration, cooperate closely in matters relating to pesticides.
Under this agreement, the program and FDA keep each other fully
informed on pesticidal problems. The program also works closely
with the Poison Control Center, PHS, in an evaluation of hazards
posed by accidental ingestion of pesticides by people, particularly chil-
dren. The program is increasingly cooperating with the National
Institutes of Health, PHS, in an estimation of the potential hazard
of pesticides to humans, particularly with reference to cancer, heart
disease, and mental disease.

C. Under the memorandum of agreement referred to above, the
program cooperates closely with the U.S. Department of Agriculture
and the Department of the Interior in activities relating to pesticides.
Further, the program furnishes the secretariat staff for the Federal
Committee on Pest Control. This committee, composed of high
officials from the Government agencies that are the principal users of
pesticides, concerns itself with all federally sponsored pesticidal
programs.

D. As shown in table 1, above, the program had contracts with
10 State government agencies in fiscal year 1965. This number will
increase to 12 in fiscal year 1966,

E. Asshown in table 1, above, the program anticipates establishing
a contract with a local government agency (viz., city of Chicago
Board of Health) during fiscal year 1966.

F. The program has no formal association with foreign governments
or international organizations.
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G. The program has contracts with one private university (viz.,
Tulane University) and one nonprofit institution (viz., Southwest
Research Institute).

H. The program is enjoying increasing cooperation from the
chemical industry, which is furnishing valuable data from its files to
the pesticide registration staff. In turn the program advises the
chemical industry on hazards to public health posed by individual
pesticides.

I. The program handles an ever-increasing number of public in-
quiries relating to pesticides.

8. Laws and regulations

The program functions under Public Law 78410, as amended, and
receives its current appropriation from the Departments of Labor
ind Health, Education, and Welfare Appropriation Act, 1966, Public

aw 89-156.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

Although the pesticide program is new, having had funds for only 1
year, assumptions can be made about economic impact in general.
Since pesticides contaminate all segments of the environment, it
is estimated in the light of past medical findings that one-half of 1
percent of chronic diseases are the result of long-term, low-level expo-
sure effects.

PHS community studies show that in certain areas, individuals
under high exposure are improving safety and health practices to
protect themselves and their environment. This will reduce lost time
and acute illness episodes. It is too early to determine industrial and
salary savings, but they should be in the millions of dollars as the
program progresses.

10. Economic classification of program expenditures. (See table 2.)

Program: Office of Pesticides.

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service; Bureau of State Services—Environmental
Health.

TasLE 2.—Economic classification of program expenditures for fiscal year 1965

[In thousands of dollars]
Federal Government: )
Purchases of goods and services:

Wages and salaries oo ooemoommoommmmosmmmmms oo oomm oo 1,110
o1 Y eSS P EEEEEEEEEEEEEEEEE S S i 490
Total Federal expenditures . - - - - -cco-eoommmommoommmommmommmm oo 1, 600

DivisioNn oF Amr PorLnuTioN

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
The objectives of the Division of Air Pollution program are to pro-
tect the Nation’s air resources so as to promote the public health and
welfare and the productive capacity of its population; to initiate and
accelerate a national research and development program to achieve
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the prevention and control of air pollution; to provide technical and
financial assistance to State and local governments in connection with
the development and execution of their air pollution prevention and
control programs; and to encourage and assist the development and
operation of regional air pollution control programs.

2. Operation

The Division of Air Pollution carries out its program research
through direct Federal operation conducted in the field, primarily at
Cincinnati, with headquarters supervision; by providing funds to sup-
port projects carried out by other Federal agencies; and by contracting
with nongovernmental organizations and institutions and providing
grants to individuals and nonprofit organizations. It also provides
grants and technical assistance to State, regional, and municipal agen-
cies to initiate and develop better air pollution control programs. An
extensive short-term intramural training program for technical per-
sonnel is provided as well as training grants to institutions and
individuals for academic training at specified universities.

3. History

The Federal air pollution program is a relatively recent one. The
first statutory authorization for an organized, coordinated Federal
program was the Air Pollution Research and Technical Assistance
Act of 1955 (Public Law 84-159). The initial full-year appropriation
made in 1956 to carry out this act was relatively small, $1,722,000.
The principal research and technical assistance staff were located at
the Robert A. Taft Sanitary Engineering Center, Cincinnati, Ohio,
as a means of providing maximum support to this group in the form
of necessary supporting services for laboratory work.

Since the enactment of Public Law 84-159, the legislative authoriza-
tions for the Federal air pollution program have increased substan-
tially, and the program level has increased from $1,722,000 in 1956 to
$26,622,000 appropriated in 1966, an increase of 1446 percent. The
level of staffing has grown from 94 positions in 1956 to 609 positions
authorized in 1966. Public Law 84-159, as amended, was replaced in
1963 by the Clean Air Act (Public Law 88-206), and this has recently
been amended by Public Law 89-272 of October 20, 1965.

4. Level of operations. (See table 1.),

Program: Division of Air Pollution.

Department or agency, and office or bureau: Department of Health, Education
and Welfare; Public Health Service; Bureau of State Services—Environmental

Health._ B
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TaBLE 1.—Level of operations or performance, fiscal years 1964-67

{Dollar amounts in thousands)

Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measure 1964 1965 1966 1967
estimate estimate

(¢) Magnitude of progress, excluding research
grants (projects) 140 154 175 200
(b) Not applicable_ . .ol

(¢) Federal finances (obligations incurred):
Research:

Intramural $4, 432 $4, 953 $5,334 $5, 855

Contracts__ 2,405 2,907 3, 595 5,465

Grants J—— 3,851 4, 600 5,339 6,958

Control grants.... . R 4,180 5,000 7,000

Survey and demonstration grants___.__{ ... 765 1, 850 2,000

Abatement activities_ .- |oooaC 599 1,748 2,497

Technical services._ ..o oooooeonoo 873 1,235 1,441 2,639
Training:

Direct 355 427 614 695

Grants. oo 956 1,250 | 1, 687 2,468

Total 12,911 20, 916 26, 608 35, 577

(d) Matching funds._.. — 1,916 2, 249 3,150

(¢) Number of Federal employees (people)._._. 414 525 609 775

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

The Division of Air Pollution—

(@) Coordinates in studies concerning community planning, urban
renewal, pesticides, atmospheric analysis, and exchange of technical
information with other divisions of the Bureau of State Services;

() Has an agreement with the National Center for Health Statis-
tics, PHS to receive mortality data for use in air pollution epidemiology
studies;

(¢) Supports air pollution research by the Tennessee Valley Author-
ity, the National Bureau of Standards, and the Bureau of Mines.
Through funds provided by the Division, the Weather Bureau and
the Department of Agriculture assign stafls to programs of the Divi-
sion. The Library of Congress screens literature to obtain air pollu-
tion technical information. Arrangements are underway for a joint
study with the Army of the disease syndrome ‘“Tokyo Yokohama
asthma’. The General Services Administration is assisting in an
automotive vehicular emission testing program sponsored by the
Division. The Division also provides technical representatives and
staff work for DHEW on the Interdepartmental Committee for Atmos-
pheric Sciences (ICAS) and the Interdepartmental Committee for
Applied Meteorological Research (ICAMR) which include member-
ship by other Federal agencies. In connection with the responsibilities
for preventing and controlling air pollution from Federal facilities,
close cooperation has been received from all agencies;

(d) and (e) Provides technical assistance and program grants to air
pollution control agencies at the State, local, and regional levels;

65—735—67—vol. 2-—-18
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(f) Participates in international activities in the field of air pollu-
tion, including a wide range of participation of air pollution experts
in international organizations, such as the World Health Organization
(WHO), Organization for Economic Cooperation and Development
(OECD), Economic Commission for Europe (ECE), Council of
Europe (COE), World Meteorological Organization (WMO), Euro-
pean Coal and Steel Community (JBCSC), and Eurotox, the loan of
temporary advisers; presentation of technical papers at international
meetings; exchange visits of key personnel; orientation and training
of foreign nationals; the translation of foreign technical publications;
and the international dissemination of U.S. reports on air pollution.
The Division provides representation on the International Joint
Commission—United States and Canada, which has been authorized
to make investigations and recommend preventive or remedial meas-
ures for air pollution in the vicinity of the cities of Detroit and
Windsor, Canada.

(9) Provides contracts and grants to universities and to nonprofit
research institutes and public assistance organizations to ascertain
the effects of air pollution on the population and to cooperatively
provide abstracts of current literature on air pollution to about 4,000
technical personnel in the field;

(k) Enters into contracts for research concerning air pollution
with business activities of all types which have competence in special-
ized areas of interest to the Division programs.

8. Laws and regulations

Public Law 88-206 (the Clean Air Act) and Public Law 89-272—
the current laws providing appropriation authorizations, and title 42,
part 56, Code of Federal Regulations (pertaining to grants for air
pollution control programs).

Specifically, appropriation authority for current operation is pro-
vided under section 13 of Public Law 88-206 of December 17, 1963
and section 101, title I, Public Law 89-272 of October 20, 1965 (section
209, title IT, Clean Air Act, as amended) (42 U.S.C. 1857-1857g).

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE

A PROGRAM
9. Economic effects

Present efforts to desulfurize fossil fuels, revise chemical engineering
technologies, devise new control devices, et cetera, to reduce or elim-
inate air pollution will have varying influences on the economy. For
example, it is probable, that when automobile manufacturers add
control devices to the 1968 model automobiles, this will increase the
price to the consumer, as did the addition of safety devices to certain
1966 year models. On the other hand, it is quite possible that in
revising a chemical manufacturing process to reduce pollution the
new process could become more efficient or generate a salable by-
product and thus become more economical.

10. Economic classification of program expenditures. (See table 2.)

Program: Division of Air Pollution.
Department or ageney, and office or bureau: Department of Health, Education,
%{nd 1Welfaaufe ; Public Health Service; Bureau of State Services—Environmental
ealth.
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TaBLE 2.—Economic classification of program expenditures for fiscal year 1965

[In thousands of dollars]
Federal Government:
Purchases of goods and services:

Wages and salaries__ - oo 4,172
Obher - e 4, 259
Grants to State and local governments_ - __ .- 5, 196
Transfer payments to individuals and nonprofit organizations______ 2, 685
Total Federal expenditures . - - - emmmaeam 16,312

Di1visioN oF ENVIRONMENTAL ENGINEERING AND Foop
ProTECTION

INTRODUCTION AND SUMMARY OF DIVISION ACTIVITIES

Total program.—The Division of Environmental Engineering and
Food Protection has evolved from a series of reorganizations of sani-
tary engineering activities. The Division of Sanitary Engineering
Services, the parent division for environmental health programs, was
created in April 1954. As certain of the categorical engineering ac-
tivities, notably water pollution, air pollution, and radiological health,
gained sufficient stature, they were established as separate divisions
in 1958, 1959, and 1960.

The Division carries out its mission to improve and protect public
health and general welfare by: (1) conducting research, investiga-
tions, demonstrations, and traming; (2) administering a grants-in-aid
program; (3) providing consultation and technical services to other
Federal, interstate, State, and local agencies to private industries,
and organizations; and (4) developing program guides, model codes,
ordinances, and standards. Program activities are administered by
the Division Chief through six branches, from field research centers,
and staffs assigned to the nine HEW regional offices. For a list of
selected publications, see “Bibliography of Selected Publications on
Environmental Engineering and Food Protection,” published period-
ically by the Department of Health, Education, and Welfare—Public
Health Service.

Legal basis.—Public Law 78-410, as amended, Public Health Ser-
vice Act, particularly sections 301, 311, 314, 361 (42 U.S.C. 241, 243,
246, 264) and title II, the Solid Waste Disposal Act, Public Law 89—
272. In this document, “Public Law 410" means Public Law 410
of the 78th Congress.

Source of funds. (See table 1.)

TaBLE 1.—Environmental engineering and sanitation—Appropriations available

Fiscal year | Fiscal year | Fiscal year
1964 1965 1966 1

Direct operations. - $4, 350, 000 $4, 263, 000 $5, 930, 000
Grants 4,720, 000 4,907, 000 7, 899, 000

Total. 9, 070, 000 9, 170, 000 13, 829, 000

1 Estimate.
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10. Economic classification of program expenditures. (See table 3.)

Program: Division of Environmental Engineering and Food Protection (summary).

Department or agency, and office or bureau: Health, Education, and Welfare;
Public Health Service; Bureau of State Services—Environmental Health;
Division of Environmental Engineering and Food Protection.

TaBLE 3.—Economic classification of program expenditures for fiscal 1966

[In thousands of dollars]
Federal Government:
Purchases of goods and services:

Wages and salaries_ o heeemeoao-- 3,013
Other . - e 1,134
Grants to State and local governments._ . __ o _____ 2, 896
Transfer payments to individuals and nonprofit organizations.____-- 1, 210
Total Federal expenditures. - . .- mmeeameee 8, 253

ResearcHE GRANTS

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives :
The primary objective of the program is the development of new
scientific information which will aid in the resolution of problems on
such environmental factors as food, shelter, water supply, solid wastes
disposal, and community planning. A secondary product is develop-
ment of trained manpower for study of problems in these areas.

2. Operation

The program operates through the grant-in-aid mechanism. Pro-
posals for research on program-related problems are accepted from
investigators located in nonprofit institutions such as universities,
State and local agencies, research foundations, etc. Each proposal so
submitted is reviewed by a consultant panel of scientists knowl-
edgeable in the scientific area, and by the National Advisory Environ-
mental Health Committee. Only proposals favorably recommended
by the Committee are eligible for funding.

3. History

Although research grants have been made by the Public Health
Service in support of health-related research since 1948, it was not
until 1962 that any grants were awarded by this Division. At that
time an appropriation was approved by the Congress in the amount
of $2,548,000. Since that time the program has gradually increased
to its present level, resulting in the attraction of more non-Govern-
ment scientists to the study of problems within the Division’s area of
responsibility. ‘
4. Level of operations. (See table 1.)
Program: Research grants.
Department or agency, and office or bureau: Department of Health, Education,

and Welfare; Public Health Service; Bureau of State Services (Environmental
Health) ; Division of Environmental Engineering and Food Protection.
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TaBLE 1.—Level of operations or performance, fiscal years 1964—67

Measure Fiscal year | Fiscal year | Fiscal year | Fiscal year
1964 1965 1966 estimate | 1967 estimate
(@) Magnitude of program (projects).-.-e------ 252 248 268 293
(b) Applicants or participants:
State government agencies 1 (projects).. 188 182 194 |
Local communities or governments
(none)
Individuals or families 2 (individuals) .. 0 0 12 12
Other 3 (projeets) - - - —ccccoooooo 64 66 74 74

(c) Federal finances. (See table for total pro-
gram of the Division.)

(d) Matching or additional expenditures for the
program (none). .

(¢) Number of Federal Government employees
administering, operating, or supervising
the activity 4. - 9 9 15 15

(f) Non-Federal personnel employed in the
program 5 _ e 1,000 1,000 1, 200 1, 200

(g) Other measures of level or magnitude of
performance (none)

1 Includes State universities.

2 Estimate of number of individual grants for training to be awarded under Solid Wastes Disposal Act,
Public Law 89-272.

3 Includes non-State supported universities and research foundations.

4 Staff consists of scientific, management, administrative, and supporting personnel responsible for pro-
graming activity and processing of grant applications and other pertinent documents.

5 This is an estimate of the number of individuals at grantee institutions.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

The research grants program is coordinated with the appropriate
operating programs of the Division through frequent contacts and
distribution of information as to the nature of research being con-
ducted and publications resulting therefrom. Servicewide coordi-
nation exists with respect to the review of applications and procedures
followed in the award and funding of grants. The Food and Drug
Administration is kept informed of the nature of all grants awarded,
and coordination with other agencies of the Government is achieved
on a case-by-case basis as the need arises.

8. Laws and regulations

The research grants program is carried out under authority of
section 301 of the Public Health Service Act (42 U.S.C. 241) with
regulations (pt. 52, title 42 of CFR; ch. 1, subpt. d). Grants in
solid wastes will be carried out under authority of Public Law 89-272.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects

A substantial part of the research grants appropriation is devoted
to support of personnel working on grant-supported projects. Of
the personnel supported, there are on the average two graduate
students per grant during the advanced portion of their doctorate
training, which enhances their capability and employability.

10. Economic classification of program expenditures. (See table above
showing total program of the Division.)
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Foop ProTECTION ACTIVITIES

The food protection activities of the Division of Environmental
Engineering and Food Protection provide a basic focal point for the
Public Health Service foodborne illness control functions. These
activities, while concentrating on certain foods and particular groups
of food merchandisers, have effectively reduced the amount of milk-
borne illness; have provided safeguards for food service on interstate
carriers; have pioneered a system of State-Federal-industry coopera-
tive effort to improve the safety and quality of shellfish; and have
provided guidance to State and local health and other food protec-
tion agencies in the development of State laws, local ordinances, and
programs of food hazards control.

The programs described in the following pages form a closely related
and coordinated effort to develop and apply knowledge of foodborne
disease control through research, training, technical assistance and
consultation, and direct regulatory functions.

Mirx AND Foop PrograM

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
The basic objective of the milk and food program is the prevention
and control of foodborne illness.

2. Operation

Since protection of the public health is primarily the function of
State and local governments, unless specific problems of an interstate
nature are involved, the milk and food program is designed to assist
such jurisdictions in the development and maintenance of effective food
protection programs. Such assistance is implemented through the
conduct of the following coordinated and related activities:

(¢) Development of model ordinances, codes, and standards
recommended for State and local adoption and utilization, such
as those governing milk sanitation, food service establishments,
food and beverage vending machines, and poultry processing.

(b) Conduct of research and investigations of food protection
problems associated with foodborne illness. '

(¢) Participation with States, and with industry in the conduct
of voluntary programs for certification of fluid milk and milk
products involved in interstate commerce.

(d) Conduct of formalized and inservice type food protection
training courses for State, local, and industry personnel.

(e) Cooperation with national groups in the development of
uniform standards for the sanitary design and construction
of food equipment.

(f) Provision of technical services to the States and industry
in the development and maintenance of effective food sanitation
progras.

These activities are carried out through nine regional offices, under
the general direction and supervision of the branch headquarters
located in Washington, D.C.
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3. History

The food protection program of the Public Health Service is one of
its oldest and most respected activities. The Service’s direct interest
dates back to 1896, when the President requested the Public Health
Service to undertake a study of the relationship between milk and the
epidemic incidence of typhoid fever in the District of Columbia.

During the period 1900-22, the Public Health Service studied the
thermal death points of organisms associated with foodborne illness,
the processes in commercial use designed to effect control of pathogenic
micro-organisms, and the efficacy of such processes. /
At the request of the State of Alabama, in 1922 the PHS initiated
the development of a statewide milk sanitation program. The PHS-
recommended model milk ordinance was an outgrowth of the program.
This model ordinance, recommended by the PHS for voluntary
adoption by States and communities, has been revised 13 times since
1924 to recognize technological development and to translate new
knowledge into public health practice. ’

During the 1930’s a recommended model sanitation ordinance and
code was developed for food service operations and procedures were
developed for evaluation of State and local milk and food programs.
In response to the needs of State and local health agencies, and in the
exercise of national leadership, the PHS recommended model ordi-
nances and other program guides tor frozen desserts, poultry and
poultry products, vending machines, dry milk products, and ice.
Currently, similar recommendations are being developed for smoked
fish, commercial baby formulas, eggs and egg products, and con-
venience foods.

All these program guides are periodically evaluated and updated
in recognition of technological developments and emerging public
health hazards. Solution to problems is sought through field studies,
investigation, and research. Use of the resultant model ordinances
by States is implemented through technical assistance and training
programs for official agencies and industry.

4. Level of operations. (See table 1.)

Program: Food protection activities—Milk and food program.

Department or agency, and office, or bureau: Department of Health, Education,
and Welfare; Public Health Service; Bureau of State Services—Environ-
mental Health; Division of Environmental Engineering and Food Protection.
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TaBLE 1.—Level of operations or performance, fiscal year 1964—67

Fiscal year
Measure Unit :
1964 1965 1966 1967
estimate | estimate
(a) Magnitude of program._______________ U.S. population.____ o (O] ). ®
(b) Applicants or participants:
States. . States. 4 48 48 48
Local . Local jurisdictions_ _ 3,000 3,000 3,100 3,200
(c¢) Federal finances (see table for total
grogram of the Division). :
(d) Additional expenditures for program | Thousands of dollars.[ 30, 000 30, 000 30,000 30,000
of States and communities (esti- «
mated).
(¢) Number of Federal Government em- | Consulters........_. 33 33 33 33
ployees administering, operating, | Researchers. 25 27 30 30
and supervising program. Trainers. . 4 4 4 4
- | Clerical.._ 40 42 46 46
(/) Non-Federal personnel employed | State and local 6, 500 6, 500 6, 500 6, 500
in program. official agency
and industry.
IMore than 97 percent.

(a) Population coverage by 1 or more of the PHS recommended model ordinances implemented by State
and local health agencies, with technical advice and counsel by milk and food program. Progress will be
in terms of State and local use of an increasing number of PHS model ordinances.

(b) Number of States using one or more of the PHS model regulations. )

(d) Several years ago it was estimated that State and local agencies spent more than $29,000,000 for milk,
meat, poultry, and other food protection programs. There has been only small increase in expenditures by
State and local governments in these areas during the past few years because of the demands of some of the
newer, more glamorous programs with public health problems of a speculative nature.

(¢e) The roles of the milk and food program personnel are broken down into 3 professional and 1 subpro-
fessional categories in order to specify broadly the roles of these employees.

The number of State and local official agency and industry personnel engaged in milk and food pro-
gram activities is estimated.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

Coordination and cooperation with other programs and agencies
as to purposes, policies, operations and financing:

(a) Waithin Bureau, Division, or Officc.—The Interstate Carrier
Branch participates in the development of Milk and Food Branch
model ordinances, standards, and other program guides which have
applicability in the regulatory function of that Branch. Such guides
are used in the technical interpretation and enforcement of the Inter-
state Quarantine Regulations. In addition, regional Milk and Food
Branch personnel evaluate the acceptability of milk and other food
sources used by interstate carriers. -

(b) With other units of Department or Agency.—The Milk and Food
Branch is dependent upon the Communicable Disease Center, Atlanta,
Ga. ,for epidemiological investigations of foodborne disease outbreaks.
When these occur on interstate carriers, both groups usually assist
the Interstate Carrier Branch with studies necessary to enforce the
Interstate Quarantine Regulations. Research and surveillance related
to radionuclides in food are coordinated closely with the Division of
Radiological Health, which, in fact, provides fiscal support for some
Milk and Food Branch activities in this field.

In 1959, a document entitled Shellfish, Milk and Food Service
Sanitation Activities of the Public Health Service and the Food and
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Drug Administration was developed jointly by the two agencies and
the Office of the Secretary, Department of Health, Education, and
Welfare. This document, which is currently under revision, identifies
and compares the activities of these agencies, and summarizes the
cooperative agreements, understandings, and working relationships
between PHS and FDA in the area of milk, food service, and shellfish
sanitation. A similar document on PHS-FDA activities concerned
with pesticide hazards indicates that the enforcement efforts of FDA
against adulteration and misbranding of foods in interstate commerce
are strengthened by the collateral efforts of PHS to support intrastate
and local food protection programs. The differences in responsibilities
of the two agencies are effective deterrents to duplication, even in
research, when both may work on different facets of the same problem
to the mutual advantage to all concerned. Continued cooperation
and coordination are needed (1) in other areas of food protection;
(2) to keep pace with the rapid developments in food science and
technology; and (3) to keep abreast of the needs, requirements and
desires of the American people.

(c) With other Federal Government departments or agencies.—PHS
and the Fish and Wildlife Service of the Department of the Interior
have a memorandum of agreement relative to the certification of
interstate shellfish shippers. This relationship provides the basis for
informal liaison and collaboration in research efforts and development
of sanitation guides of mutual concern, such as those for public health
protection in fish-smoking processes and operations.

Working relationships with the U.S. Department of Agriculture are
primarily related to dairy, meat, and poultry products. The Public
Health Service, the Atomic Energy Commission, and USDA have
undertaken cooperatively the development of a feasible process for
the removal of radioactive contamination from milk. The method
of treatment of milk with ion-exchange resins to remove radionuclides
was derived by Milk and }ood Branch research staff of the PHS and
pilot plant studies of the process were undertaken at the Beltsville
Laboratory of the USDA.

A variety of relationships is maintained with the Department of
Defense, ranging from individual consultation to formal agreements.
The various departments within the Department of Defense use the
technical food sanitation recommendations of the Milk and Food
Branch, PHS, and rely on PHS for assistance in the resolution of
specific food safety problems. PHS and DOD, together with FDA
and the Food Research Institute of the University of Chicago, col-
laborate on problems, such as the study of staphylococeal enterotoxin,
which is a commonly reported cause of food poisoning in the United
States. Cooperative relationships also exist with other components
of the Department of Defense, including the Armed Forces Food and
Container Institute, and the Army Biological Laboratories.

(d) With State govermments or their instrumentalities—The basic
mission of the Milk and Food Branch of the PHS is to assist State and
local agencies in establishment and maintenance of effective food pro-
tection programs. Cooperation and coordination between the PHS
and these governmental levels are both well established and close.
The States traditionally look to the Public Health Service for leader-
ship in the food protection area and closely follow PHS recommenda-
tions.
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(e) With local governments or communities.—Cooperation with State
and local governments and communities exists through the responsible
State agencies.

(f) With foreign governments or international organizations.—Many
professional milk and food program counterparts in foreign countries
have sought guidance of PHS in the form of recommended model
ordinances, standards, and other program guides for their domestic
programs. The PHS, through the Milk and Food Branch, is repre-
sented on World Health Organization Expert Committees in the milk
and food area and on the Codex Alimentarious development efforts.

(g9) With nonprofit organizations or institutions.—Many of the pro-
fessional organizations, such as the American Public Health Associa-
tion, International Association of Milk, Food and Environmental
Sanitarians, the National Association of Sanitarians, Conference of
State Sanitary Engineers, the Association of State and Territorial
Health Officers, and many others, undertake studies and program
promotional efforts in the milk and food sanitation areas. To the
extent permitted by resources and governmental propriety, the Milk
and Food Branch of the PHS cooperates fully and consults with these
organizations in milk and food protection efforts.

(h) With business enterprises—Many segments of the food industry
recognize the desirability of public health protection of products
offered to the American consumer. The competitive nature of pri-
vate enterprise is a barrier to acceptance by industry of full responsi-
bility for food protection, but it willingly cooperates with health
agencies to protect the consumer from foreseeable hazards.

The Milk and Food Branch participates with other health agencies
and industry in the development of standards for the sanitary design
and construction of milk and food equipment. Notable among these
cooperative standards development efforts are the 3—A Sanitary
Standards for dairy equipment; National Sanitation Foundation
standards for food ‘service equipment; Baking Industry Sanitation
Standards Committee for bakery and related equipment; and the
Automatic Merchandising Health-Industry Council standards for
milk and food vending equipment.

The PHS and industry cooperate in the identity and evaluation of
food protection problems requiring research for solution. The food
industry frequently supports projects in universities and privately
owned laboratories on problems relating to health, such as sanitary
requirements, foodborne diseases, nutrition, microbiological content,
chemical composition, toxicology of additives, and a wide variety of
related problems. Findings are generally published in technical
periodicals of professional and trade associations, thus assisting in
the resolution of public health problems.

(i) With others—The Milk and Food Branch, in response to in-
quiries and by publication of recommendations, acquaints the private
citizen with food protection problems and provides recommendations
for their resolution.

8. Laws and regulations

The Public Health Service Act of 1944, as amended, particularly
sections 301, 311, 314, and 361 of Public Law 410 (42 U.S.C. 241, 243,
246, 264). This broad authorization provides for the Public Health
Service t0 assist the States and communities and to carry out interstate
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quarantine activities, primarily directed at the control of communi-
cable diseases. Under its mandate, the PHS is engaged in activities
designed to assist State and local authorities in the development,
operation, and maintenance of programs for the prevention and control
of food-borne illness.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects

- Since the basic objective is the prevention of disease caused by or
transmitted by food, economic gain is of secondary consideration but
inherently associated with freedom from debilitating illness. There
can be no effective measure of numbers of cases of illness prevented,
but estimates of current foodborne illness give a basis for judgment of
the current problem. :

Conservative estimates indicate that more than 1 million persons
are made acutely ill each year by some type of foodborne health
hazard. The average illness may result in a loss of 2 to 4 days of
productive effort. The total cost, therefore, of 1 million cases of
foodborne disease each year at a conservative personal income of
$20 a day is in excess of $60 million in lost productive time.

While “death is infrequently caused directly by foodborne disease,
such disease does produce an extreme burden on infants and children
suffering from other illness and is too often the “final straw’ which
terminates a young life. While this loss to society is rarely measured
in terms of loss to the national economy, such economic loss is a
reality.

It is impossible to estimate with any accuracy, the number of
persons who would be made ill or the number who would die if we
did not have governmental food protection systems. While the
present level of such illness is unnecessarily high, there could well be
a tenfold or even hundredfold increase if present services did not exist.

Medical care costs have produced hardships on individuals which
are at least equivalent to the cost of productive time lost.

A distinctly different but important aspect of the economics of the
PHS food protection system is the resultant saving to the food indus-
tries. By providing nationwide guidance in public health food pro-
tection standards, a basis has been established for uniformity of food
equipment and acceptance of high-quality food products, particularly
milk, in intrastate and interstate commerce. For example, there are
in the United States, many hundreds of local milk ordinances. Each
prescribes certain criteria regarding the sanitation of equipment
in milk processing plants. Without the leadership of the Public
Health Service in making recommendations in the form of a model
milk ordinance, these local ordinances would have unlimited variables
of requirements for milk processing equipment, causing excessive
expense to manufacturers, processors, and ultimately the consumer of
milk products.

10. Economic classification of program expenditures. (See table above
showing total program of the Division.)
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NATIONAL SHELLFISH SANITATION PROGRAM

(Cooperative State-PHS-Industry Program for the Certification of
Interstate Shellfish Shippers)

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives

To prevent the transmission of disease by oysters, clams, and mussels
and thereby to permit the continued use of a valuable, renewable,
widely distributed natural resource.

2. Operation

The program is based on cooperative agreements between the Public
Health Service, other interested Federal agencies, the States, and the
shellfish industry. International agreements have been negotiated
with Canada and Japan to assure the quality of shellfish imports from
these two countries.

Public Health Service is responsible for the development of uniform
standards, the training of State and industry personnel in new tech-
niques, research necessary for the development and maintenance of
effective standards, continuing technical audit of State programs, and
publication of a semimonthly listing of State-certified shellfish shippers.

States are responsible for the adoption of laws or regulations based
on recommended uniform standards; for the sanitary evaluation of
growing areas; for the prevention of illegal harvesting of polluted or
toxic shellfish from unacceptable areas; and the sanitary inspections of
all elements of the growing, harvesting, processing, and the distribu-
tion of shellfish. (Program standards are outlined in National Shell-
fish Sanitation Program Manual of Operations, published by PHS.)

3. History

The program was established in 1925 by joint action of the States,
Public Health Service, other interested Federal agencies, and the shell-
fish industry. This action followed a major typhoid epidemic at-
tributed to oysters, and it was one which had a disastrous economic
impact on the shellfish industry. Administrative and technical ele-
ments are subject to continuing technical review and revision through
the mechanism of regional meetings and national shellfish sanitation
workshops. The most recent workshop was held in 1965. (Copies of
the proceedings of the workshop are published.)

4. Level of operations. (See table 1.)

Program: Food protective activities—National shellfish sanitation program.

Department or agency, and office or bureau: Department of Health, Education,
and W;elfare; Public Health Service; Bureau of State Services (Environmental
Health).
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TasrLe 1.—Level of operations or performance, fiscal years 1964—67

Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measures 1964 B 1966 1967
estimate estimate

(¢) Magnitude: Program coverage 1. R S, [N RS R) HS SR
(b) Applicants or participants (State agencies):

Shellfish producing (number) ... 21 21 21 21

Shellfish receiving (number)...._.._.... 29 29 29 29
State-certified interstate shippers (num-

ber) oo - - 1, 524 1,443 21,500 1, 500
(¢) Federal finances. (See table for total pro-

gram of the Division.)--- .- __..._- et EEEE

(d) Estimated expenditures of States (mil-

1S3 6 1) [ $2.707 $2.791 $2. 996 $3.100
(¢) Number of Federal employees administer-

ing program, including research.......__. 112 112 118 118

(f) Estimated number of State employees....... 408 417 435 450

g) Other measures of workload:

Total shellfish production resources

(millions of acres) 8.09 9.00 11.89 12.00

Areas. oo - 777 811 845 860

Approved areas (millions of acres) _..... 6.81 8.47 10.12 10. 60

N T 335 346 358 370
Conditionally approved areas (millions

of acres).._ - 0.30 0.17 0. 05 0.30

Areas 51 43 34 25

Closed are 0.98 1.35 1.7 1.80

Are: 391 422 453 470
Individuals employed in industry (di-

rect or indirect) (thousands)......--.-- ® 50 60 60

1 Public health benefits acerue to all persons in the United States who consume oysters, clams, and mus-
sels. Economie gains accrue to the coastal counties in which shellfish are produced and processed, Sec-
ondary financial gains accrue to distribution, trades, and restaurant operators in all States which handle the
product. International relations gains accrue through better understanding with Canada and Japan.

2 Estimate.

3 Not available.

5. Estimated magnitude of program in 1970
Not answered. '

6. Probable changes in program orientation
Not answered.

7. Coordination and cooperation

The program was established in cooperation with other interested
Federal agencies. Formal agreements now exist with the Department
of the Interior and Food and Drug Administration. All interested
Tederal agencies and the shellfish industry participate in the develop-
ment of uniform standards. International agreements exist with
Canada and Japan and representatives of these countries also partic-
ipate in technical meetings for the development and maintenance of
program standards.

The primary areas of weakness are in the coordination of program
activities with those of the water pollution control agencies (State,
interstate commission, and Federal), and with foreign governments
other than Canada and Japan. Substantial progress has been made
within the past year in the coordination of water pollution control
and shellfish sanitation goals. Further progress is anticipated. Less
satisfactory progress has been made in the development of sanitation
agreements with foreign nations interested in shipping their products
into the United States. Informal meetings have been held with
representatives of many countries including France, Mexico, Vene-
zuela, Korea, Australia, the Netherlands, and Denmark.
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8. Laws and regulations

The Deficiency Appropriation Act, U.S. Statutes, volume 43,
approved March'4, 1925, stated: “* * * for cooperation with State
and municipal health agencies in the prevention of the spread of
contagious and infectious disease in interstate traffic through oysters
and other shellfish * * *” Public Law 410 also provides authority
for cooperation with the States in preventing interstate spread of
communicable disease.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Eeconomic effects

Effect on personal income.—Continuing production and sale of shell
fish products are dependent upon the maintenance of acceptable
sanitary quality. The industry employs, directly or indirectly,
approximately 50,000 persons. Thus the livelihood of 200,000 to
250,000 persons are, fully or in part, dependent upon the industry.
Most of the jobs are concentrated in the coastal areas where the
industry is, in many cases, an important element of the economic base.
For example, a Public Health Service-sponsored study in Franklin
County, Fla., discloses that 65 percent of the jobs and 55 percent of
the income were generated by the oyster industry.! Any restrictions
on marketing shellfish would be a great economic blow to many coastal
regions and would result in a significant loss of income for coastal
communities. Conversely, the effective administration of this pro-
gram permits the continued utilization of this unusual natural resource.

Effects on earnings.—In many coastal areas shellfish resources are a
significant source of income. Workers now employed in the industry
could not be readily trained for other jobs nor could capital invest-
ments be readily utilized in other endeavors.

Effects on business.—Approximately 1,500 firms, mostly small
businesses, are involved in the production and processing of shellfish.
Their continuation in business is dependent upon protection of
growing areas from pollution and other public health measures which
will assure the sanitary quality of the product. The “protection”
is provided by the national shellfish sanitation program.

Effects on wage levels—Unknown.

Other benefits—It is difficult to calculate the costs to the community
of a major disease outbreak. For example, in 1961-62 approximately
1,100 cases of infectious hepatitis were attributed to raw clams or
oysters which had apparently been harvested from polluted areas.
The cost to the community in terms of hospitalization, loss of work,
and welfare benefits must have been significant.

Geographic differentials—The economic benefits of the program
accrue most directly to the 21 States which have areas used for the
production of shellfish. The distribution of these areas is shown in
table 2.

1 Marshall R.Colberg and Douglas M. Windham (both of Florida State University, Tallahassee), “The

Oyster-Based Economy of Franklin County, Fla”; Public Health Service, U.S. Department of Health
Education, and Welfare, Washington, D.C.; July 1965.
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Hawaii does not have commercial shellfish areas. Alaska has alarge
resource, but it cannot be used at the present time because of the
presence of toxic materials. A recent meeting of State, Federal, and
industry representatives in Alaska has concluded there is an urgent
need for further studies to develop and apply public health control
measures which would permit utilization of this resource in Alaska.

Effect on business or industrial organization.—Total contribution of
the shellfish industry to the gross national product is estimated at
$250 million.

Other data or comments.—There is a substantial economic relation-
ship between utilization of shellfish resources and tourism in many
areas. No attempt has been made to define the economic benefits of
this element, but it is well known that areas such as Maine, Florida,
Washington, and California stress seafoods and marine resources in
promotion of tourism. There is also substantial recreational harvest-
ing of shellfish in many parts of the couniry, although specific data are
not available.

10. Economic classification of program expenditures. (See table above
showing total program of the Division.)

InTERSTATE CARRIER PROGRAMS: A AND B
A. CoxsTRUCTION AND OPERATION PROGRAM

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

The Interstate Carrier Branch acts as the Surgeon General’s agent
in discharging his statutory responsibility for the health of the Nation’s
traveling public. This responsibility is defined in the provisions of the
interstate quarantine regulations, and includes Public Health Service
surveillance of interstate carrier food sources and service, water
supply service, waste disposal, and insect and rodent control. Daily,
over 2 million people travel on airlines, buses, railroads, and vessels.
Annually, over 700 million days are spent by people on interstate con-
veyances. Surveillance of the sanitation problems is required in the
servicing of over 5,800 conveyances and catering establishments serv-
ing them. The Branch reviews the construction and installation of
equipment having public health significance on carriers and in carrier-
connected establishments and areas, to determine that it complies
with Public Health Service requirements. It evaluates and approves
methods and procedures for the packaging and shipment of etiologic
agents, and reviews the technical activities relating to the shipment
of etiologic agents by the Department of Defense.

2. Operation

The interstate carrier program is a direct Federal operation con-
ducted in regional and field offices with headquarters supervision.
The program furnishes technical assistance and training to the inter-
state carrier industry (vessel companies, railroads, bus companies,
and airlines), including their builders and suppliers of equipment, food,
and water. Through routine inspections, the program furnishes sur-
veillance of the health-related aspects in the construction and opera-
tion of interstate carriers. This includes review of construction plans,
inspection, and consultation during construction, and routine inspec-
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tions during the operation of conveyances related to water, food,
waste handling and disposal, and insect and rodent control. Epi-
demiological investigations are conducted of reported foodborne out-
breaks occurring on interstate conveyances to determine measures
needed to prevent reoccurrence.

3. History

The first interstate quarantine regulations were promulgated on
September 27, 1894, and were first amended in 1912. Many addi-
tional amendments have been made since that date. It was not until
1917, however, that interstate sanitary districts were established by
the Service. Following this, sanitary standards were developed for
interstate carriers and supervision of their operation became a regular
function of the Public Health Service. In 1930, the Maritime Com-
mission, now the Maritime Administration, established a policy that
all ships constructed under its jurisdiction and subsidized by it must be
constructed in accordance with Public Health Service sanitation stand-
ards. Virtually all American-flag ships today are built and operated
in compliance with them. The greatest impetus to the vessel program
occurred during 1940 to 1945, when all the Liberty and Victory ships
were built. The later decline in ship construction was accompanied,
however, by expansion of the airline industry. Similarly, although
transportation by way of railroads has greatly declined, this has been
accompanied by a huge expansion in bus travel.

4. Level of operations. (See table 1.)

Program: Interstate carrier program (construction and operation).

Department or agency, and office or bureau: Department of Health, Education
and Welfare; Public Health Service; Bureau of State Services—Environmental
Health; Division of Environmental Engineering and Food Protection.

TABLE 1.—Level of operations or performance, fiscal year 1964—67

Fiseal Fiscal Fiscal Fiscal
Measure Unit year 1964 ; year 1965 | year 1966 | year 1967
estimates | estimates

{a) Magnitude of program:

Construction_ .o cuocecmmeannan Conveyances ! and 320 388 450 475
establishments.
Operation . ... oooonoao|iuas (6o 7,937 7,912 7,950 7,975
(b) Applicants or participants:
State government agencies_ _____| Health departments. 50 50 50 50
Local communities or govern-
ments.._._ ... 150 160 170
Individuals or famil;
Other. o e do___ - -
(¢) Federal finances (see table for total
program of the Division).
{d) Number of Federal Government
employees administering, oper-
ating, or supervising the activity_ . |- _____________ 58 49 49 40
(¢) Non-Federal personnel! employed in | Estimated man- 3.5 3.75 4 4,25
the program. . years.
(/) Other measures of level or magni- .
tude of performance.. ... Inspections.___.._._. 9,125 9, 165 9, 250 9, 300

t Aircraft, railroad dining cars, vessels, buses, caterers, commissaries, watering points, servicing areas.

5. Estimated magnitude of program in 1970
Not answered.
6. Prospective changes in program orientation
- Not answered.
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7. Coordination and cooperation

The program activities are carried out in cooperation with other
branches of the Division and with the Federal Water Pollution.
Control Administration {Department of the Interior), the Depart-
ments of the Army, Navy, and Air Force, the Maritime Adminis-
tration, the Federal Aviation Agency, and the Coast Guard. State
health departments assist in providing inspectional services, partic-
ularly in regard to watering points and airline catering facilities.
Some local health departments also provide this type of assistance.
Foreign shipping companies partially or wholly owned by their
governments have requested assistance and consultation In con-
struction of foreign-flag passenger vessels in the Atlantic traffic to
the city of New York. This is provided, with the requesting company
meeting the cost of travel. The nature of the program is such that
full cooperation of the railroad, airline, vessel and bus industry is
required. This applies to not only the operation of conveyances, but
also in their construction. :

8. Laws and regulations. (See Interstate Quarantine Regulations, of
Public Health Service regulations.)

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

The program to guard the health of the traveling public obviously
has an effect on the personal incomes and productivity of all who
utilize the various modes of travel. An outbreak of an intestinal
disease or food poisoning usually incapacitates the victims for varying
periods of time from at least 1 week to several months. The program
benefits business and industry by assuring the traveler that he will
arrive at his destination in good health and is an incentive to the
individual to utilize this mode of travel. Although a specific measure
of contributions to the growth of industry or the gross national product
cannot be identified, such industries as airlines and buses certainly
would relate their expansion to the patronage enjoyed from the
healthy traveler.

10. Economic classification of program expenditures. (See table above
showing total program of the Division.)

B. Warer SuprLY PROGRAM

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

(@) To provide regulatory supervision and certification of interstate
carrier water supply sources in accordance with the provisions of the
interstate quarantine regulations; (b) to provide health hazard
intelligence to other Federal units, State and local health departments,
and public water supply groups; (¢) to provide technical assistance
to other Federal and State groups on water supply problems; (d)
to assist the States in the development of water supply programs;
(¢) to provide assistance to organizations such as the Pan American
Health Organization and the Agency for International Development,
in the field of water supply; (f) to revise and update as needed the
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PHS drinking water standards for application to water supplies
throughout the Nation.

2. Operation

These activities are carried out under headquarters supervision
by field representatives in nine regional offices, a research staff at
the Robert A. Taft Sanitary Engineering Center, and overseas
representatives in Brazil, Bolivia, and the Somalia Republic, as
well as engineers assigned to cover Latin America generally through
the Pan American Health Organization. The enforcement phase of
the program is conducted with the assistance of sanitary engineers
in the 50 State health departments. Emphasis is placed on promoting
treining of water supply operators, both at home and abroad,
where—as in Brazil, for example—a team of engineers is engaged
in a national effort to train water works operators.

3. History

The interstate quarantine regulatory responsibilities of the water
supply program have been in existence since 1914 when the first
Public Health Service drinking water standards were promulgated.
Comprehensive water supply work had its beginning in 1960. Since
that time the Water Supply Section has developed many projects,
ranging from study of waterborne infectious hepatitis to investiga-
tions of water possibly related to cancer and heart disease jointly
with the National Cancer and Heart Institutes. Since 1963, the
impact of the work has been extended overseas.

4. Level of operations. (See table 1.)

Program. Interstate carrier program (water supply program).

Department or ageney, and office or bureau: Department of Health, Edueation,
and Welfare; Public Health Service; Bureau of State Services—Environmental
Health, Division of Environmental Engineering and Food Protection.

TaBLE 1.—Level of operations or performance, fiscal years 196467

Tiscal year | Fiscal year | Fiscal year | Fiscal year
1964 1965 1966 1967 (esti-

Measure |
(estimate} mate)

(e) Magnitude of program:

Interstate carrier water supphies. .___...._____. 760 760 760 770
Overseas countries . 0 2 4 16
‘Water supply special projects._..__._______.__.__ 4 4 5 3

(b) Applicants or participants:

State and territorial health departments..._____ 5 52 52 52
Municipal water departments 1,000 1,000 1,000 1,100
Interstate travelers, daily_______________________ 2,000,000 { 2,000,000 | 2,000,000 2, 300, 000

Residents using interstate carrier water supplies_| 77,000, 000 77,000,000 | 77,000,000 { 80,000, 000
(¢) Federal finances (see table for total program of the

Division),
() Number of Federal Government employees admin-

istering, operating, or supervising the activity___._ 12 17 56 56
(f) Non-Federal personnel employed in the program 1.. 52 52 52 52

! Banitary engineers in State health departments who contribute their time in making surveys of inter-
state carrier water supplies.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.



HUMAN RESOURCES PROGRAMS 749

7. Qoordination and cooperation

The Water Supply Section, Interstate Carrier Branch, cooperates
with other divisions of the Public Health Service and with other
Federal agencies such as the U.S. Forest Service, U.S. Navy, Agency
for International Development, and the Food and Drug Administra-
tion. There is close liaison and cooperation with the 52 State and
territorial health departments and with many municipal water supply
agencies. On the international front, the section is working with the
Governments of Brazil, Bolivia, and the Somalia Republic on coopera-
tive water supply projects. The section has close ties with the
American Water Works Association and the American Public Health
Association.

8. Laws and regulations
Public Law 78-410, as amended.

PART iI. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects

The program has a beneficial effect upon the health of over 76 million
American citizens for it is directed toward upgrading and improving
the quality of the water they drink. A directly measurable effect of
the program is its contribution to the gross national product (GNDP).
During the past 3 years the contribution to the GNP has been over
$100 million by way of creating additional markets for goods and
services required for improvement of water supplies. Nearly all these
funds are from local sources.

10. Feonomic classification of program expenditures. (See table above
showing total program of the Division.)

SpEciAL ENGINEERING SERVICES PROGRAM

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

The special engineering services program seeks to improve and pro-
tect public health by providing technical assistance and advice to
State and local health and other agencies, national associations, and
organizations, and other Federal agencies on the environmental health
and sanitation aspects of individual water supply and sewage disposal
systems, institutions and schools, recreational areas, swimming pools
and bathing places, plumbing, mobile home parks, travel trailer
parking areas, and other problems requiring the application of sanita-
tion principles.
2. Operation

Technical consultation on program activities is conducted primarily
by regional office personnel of the Division of Environmental Engi-
neering and Food Protection with appropriate supervision and assis-
tance from headquarters. In addition, headquarters is responsible
for the production or updating of technical manuals, guides, bulletins,
standards, and criteria in the several areas covered by the program.
Constant efforts are maintained to identify emerging problems and to
watch and collect intelligence on industry and consumer trends in
order to meet requests for pertinent information and advice. Data
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and information derived from Federal, State, and local programs and
new approaches to the administration and operation of control
programs arising from investigations of university or professional
organizations and from experience are evaluated and appropriately
used to stimulate and improve practices at all levels of government
and private endeavor in the several fields covered in the program.

3. History

The status of this program has changed during a series of reorgani-
zations of sanitary engineering activities in the Public Health Service.
This program encompasses a broad spectrum of activities which
represent many of the basic environmental health problems existing
in our urban and rural communities.
4. Level of operations. (See table 1.)
Program: Special engineering services program.
Department or agency, and office or bureau: Department of Health, Education,

and Welfare; Public Health Service; Bureau of State Services—Environmental
Health; Division of Environmental Engineering and Food Protection.

TaBLE 1.—Level of operations or performance, fiscal year 1964—67

Fiscal Fiscal Fiscal Fiscal
Measure Unit year year year year
1964 1965 1966 1967 (es-
(estimate)| timate)

(a) Magnitude of the program:
Septic tank sewerage systems_._.
Population served___..__.________
Individual water supply system_
Population served._.____________
(b) Participants:
State government agencies__.____
Local communities or govern-
ments (percent) _____ .-
Ingdividuals or families.
(c) Federal finances (see table f
program of the Division).
() Number of Federal Government em-
ployees administering, operating,
and supervising activity.._________ Man-years. _._.._.__ 7

(f) Non-Federal personnel employed in
PrOgraml. ... ® ® @ ®

16, 000 16, 300 16, 600 16, 850
57,000 58, 000 59,000 59, 840
13, 000 13, 250 13, 500 13, 750
45,000 45,800 46, 400 47,000

50 50 50 50
1 100 100 100 100

1 See “‘measure” column.
2 Estimated 2 to 3 man-years at the local level and at least 4 man-years at the State level.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

The broad spectrum of environmental health activities in this pro-
gram requires active coordination and cooperation with many pro-
grams and agencies.

(@) The development of technical manuals, guides, bulletins, and
criteria is done in cooperation with other branches of the Division, in-
cluding the Interstate Carrier Branch, Shellfish Sanitation Branch,
Milk and Food Branch, and the Office of Urban Environmental Health
Planning. Program policies and operating procedures are appropri-
ately coordinated within the Division.
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(b) Technical standards, etc., are developed in cooperation with
other departments or agencies as appropriate within the Department.
“Environmental Engineering for the School,” PHS Publication No.
856, was developed in cooperation with the Office of Education. The
Division of Accident Prevention and the Division of Water Supply
and Pollution Control assisted in the development of chapters in-
cluded in “Environmental Health Practice in Recreational Areas,”
PHS Publication No. 1195.

(¢) Branch activities on recreational sanitation are under the gen-
eral coordination of the Bureau of Outdoor Recreation, Department of
the Interior.

(g) Various standards are developed in cooperation with other or-
ganizations and agencies with the PHS providing representation to
special committees such as:

(1) “Suggested Ordinance and Regulations Covering Public
Swimming Pools,” American Public Health Association Joint
Committee on Swimming Pools and Bathing Places.

(2) “American Standards Installation of Plumbing, Heating,
and Electrical Systems in Mobile Homes,” American Standards
Association (ASA) A119.1-1963 and “American Standards In-
stallations of Plumbing, Heating, and Electrical Systems in
Travel Trailers,” ASA A119.2-1963.

(3) “Report of Public Health Service Technical Committee on
Plumbing Standards,” PHS Publication No. 1038.

(h) “Environmental Health Guide for Mobile Home Parks With a
Recommended Ordinance” and “Environmental Health Guide for
Travel Trailer Parking Areas With a Recommended Ordinance” were
developed in cooperation with the Mobile Bomes Manufacturers
Association, Chicago, Ill.

8. Laws and regulations
Public Law 78-410, as amended.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
* PROGRAM
9. Economic effects

There is & direct and indirect economic effect on the growth of the
Nation as a result of activities of the Branch in dealing with problems
of environmental health. These activities are subject to some con-
trol and guidance through Federal and State leadership.

Tt is estimated that 250,000 to 300,000 individual house sewage dis-
posal systems are installed annually. Based on research conducted
by the Public Health Service, major advancements have been made
in assuring better operation of these systems, extension of their life
expectancy, and dollar savings in the construction of the facilities.
For example, a revision in these criteria regarding the need for dis-
tribution boxes resulted in an estimated savings of $15 million per year.
The plumbing standards should permit the installation of adequate
plumbing at a saving of approximately $50 per residence. Based on
an estimated 1 million residential units per year, this represents annual
savings of $50 million.

Indirectly it is impossible to determine for other programs many
of the detailed savings that have been effected from these activities.
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Publications developed:

1. Manual of Septic Tank Practice, PHS Publication No. 526.
2. Manual of Individual Water Supply Systems, PHS Publication No. 24.
3. Engironm%nta] Health Practice in Recreational Areas, PHS Publication
0. 1195,
4. Environmental Engineering for the School, PHS Publication No. 856.
5. Bafe Drinking Water in Emergencies, PHS Publication No. 389 (pamphlet).
6. Home Sanitation, PHS Publication No. 231 (pamphlet).
7. Septic Tank Care, PHS Publication No. 73 (pamphlet).
8. Environmental Health Guide for Mobile Home Parks With a Recommended
Ordinance.
9. Environmental Health Guide for Travel Trailer Parking Areas With a Rec-
ommended Ordinance.
10. Report of Public Health Service Technical Committee on Plumbing Stand-
ards, PHS Publication No. 1038.
10. Economic classification of program expenditures. (See table above

showing total program of the Division.)

Sorip WastE DisposalL ProGRAM

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
Public Law 89-272, the Solid Waste Disposal Act, states the pur-
poses of the solid wastes program as follows:

(1) To initiate and accelerate a national research and develop-
ment program for new and improved methods of proper and eco-
nomic solid waste disposal, including studies directed toward
the conservation of natural resources by reducing the amount of
waste and unsalvageable materials and by recovery and utiliza-
tion of potential resources in solid wastes; and

(2) To provide technical and financial assistance to State and
local governments and interstate agencies in the planning, de-
velopment, and conduct of solid waste disposal programs.

2. Operation

The program will include several methods of operation: (1) direct
Federalpmanagement and research; (2) technical assistance; (3) con-
tracts and matching grants, and (4) training programs with public
authorities, agencies, and institutions, and with private agencies,
institutions, and individuals.

3. History?!

The solid wastes engineering program has been a very small opera-
tion with an average of five professional people. Solid wastes legis-
lation has been submitted by Congress several times over the past
few years, but no action was taken until this year. In the past, only
very limited funds were available for program activities. Technical
assistance was provided as funds and personnel allowed. With the
signing of Public Law 89-272, the program is expected to grow to
approximately 200 people and $14 million for fiscal year 1967.

4. Level of operations. (See table on Federal finances for all programs
of the Division of Environmental Engineering and Food Pro-

1 After the response was submitted, responsibility for administration of the Solid Waste Disposal Act
(title IT of Public Law 89-272) was placed in a newly created Office of Solid Wastes. This is separate from
the Division of Environmental Engineering and Food Protection but (like that Division) is in the Bureau
of State Services (Environmental Health).
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tection, and also research grants of the Division, question 4,
footnote 2.)

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

(¢) Within Division: Appropriate branches through contacts and
distribution of information.

(b) Within Department: Solid wastes disposal, when improperly
performed, often involves air and water pollution. Therefore, close
contact will be maintained with the Division of Air Pollution and the
Water Pollution Control Administration to make a more complete
solid waste program.

(¢) With other Federal departments or agencies: The Tennessee
Valley Authority and Public Health Service have a cooperative
composting research project underway. An operating agreement
could be made with the Department of Housing and Urban Develop-
ment for the review by PHS of plans for solid waste handling facilities
lsubmitted to the Department with applications for construction
oans.

Contact will be maintained by the PHS with the Department of
the Interior, as stated in Public Law 89-272, for activities involving
minerals or fossil fuels.

(d), (¢) With State and local governments: Grants and/or contracts
will be made for solid waste planning and demonstration projects.

(f) With international organizations: Information on solid wastes
handling will continue to be exchanged with various international
organizations.

(9) With nonprofit organizations or institutions: There has been
close cooperation with universities and organizations such as the
American Public Works Association. This is expected to increase.

(h), (i) With business enterprises and individuals: Contracts may
may be made with business enterprises and individuals for planning
and demonstration projects.

8. Laws and regulations
Public Law 89-272, the Solid Waste Disposal Act of 1965.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects
(¢) The solid wastes disposal program will probably lead to more
construction of disposal plants which will in turn lead to increased
business for the engineers and construction companies involved.
(g) Solid waste disposal operations cost close to $3 billion per year.

10. Economic classification of program expenditures. (See table above
showing total program of the Division.)
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UrBaN EnxvironMENTAL HEALTH PLANNING

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

Program consists of two elements: activity to encourage better
short-and-long range planning for health-related environmental facili-
ties in urban areas, and activity to improve the healthfulness of the
residential environment primarily through systematic enforcement by
neighborhoods of hygienic standards in minimum and healthful
housing codes.

2. Operation

Program operates from regional offices with headquarters supervi-
sion. Technical assistance and training are provided (a) to State and
local health agencies, (b) to corresponding public works and planning
officials, and (¢) to other related inspection-enforcement personnel at
the State and local level.

3. History

Environmental health planning activity has been in progress 6 years.
About 25 medium-sized urban areas have been assisted in locally
conducted studies of their planning needs for water, sewerage, housing,
solid wastes, air pollution control, etc. The program has resulted in
better understanding of facility needs, environmental health planning
and provision of public works and public services for future urban
requirements of what are often muitijurisdictional areas. The activity
involves demonstrations in urban areas selected by State health de-
partments, and in some instances training of personnel from outside
the survey area so they may be prepared to do similar surveys in their
home communities.

Residential environment hygiene activities are just beginning after
a 10-year lapse. Emphasis will be on (a) research to fill gaps in
knowledge of housing-health relationships focusing on health-
related criteria for two levels of standards based on thresholds of
tolerance of healthy persons and families and thresholds of those
predisposed to some form of ill health, (b) development of model
standards and manuals and technical assistance on their administra-
tion, and (¢) training for local housing inspectors.

4. Level of operations. (See table 1.)

Program: Urban environmental health planning

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service; Bureau of Public State Services—En-
vironmental Health; Division of Environmental Engineering and Food Pro-
tection.

TABLE 1.—Level of operations or performance, fiscal years 196/~67

Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measure and unit 1964 1965 1966 1967
estimate estimate
(@) Technical assistance in field studies (communities)_ 6 10 14 18
Training courses (Persons) . . —.._._.___.____.__.__ 500 850 1,600 2,100
(b) Applicants or participants:
Local communities_ .o _______ 6 10 14 18
Individwals_ _________.___________________. __.__ 500 650 1,600 2, 100
(¢) Federal finances (see table for total program of the
Division).
(d) Additional expenditures. - [O) O] [0 O]
() Number of Federal employees. ... . _.o....__.____ 9 9 18 24
(f) Non-Federal personnel (State and local agency
[543 (0T N 375 550 2900 2900

1 Not available,
2 State and local personnel operating within the scope of this program.
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5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

(@) With all divisions of Bureau. (b) Improved coordination with
programs which are involved in individual health care programs may
be desirable in developing a total urban health planning operation.
(¢) Several preliminary coordination meetings have been held with
components of the Department of Housing and Urban Development,
and further meetings are planned on a continuing basis. (d) Com-
munity study projects have been conducted with State coordination,
and increased State responsibility is being assumed. One goal is the
establishment, perhaps with a Federal support program, of an urban
public health planning operation within the State level of government.
(¢) The Division coordinates with State and local governments in
selected areas in assisting in the development of environmental health
plans and training of personnel. (¢) Activity planning has been re-
viewed with institutions such as the American Institute of Planners,
National Association of Housing and Redevelopment Gfficials, Urban
Land Institute, American Public Health Association.

8. Laws and regulations.
Public Health Service Act, as amended.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economac effects

(@), (b) No direct effect on personal income. Indirect improvement
may result from improved housing conditions allowing greater produc-
tivity.

(¢), (d) Improved community facility planning and requirements
projection are expected to provide greater incentive for business reten-
tion and attraction. Capital improvement programs should result in
expanded opportunities for construction industries concerned with
water and sewerage works, solid wastes disposal facilities, etc. Mini-
mum housing code enforcement activity should greatly expand busi-
ness opportunities for small building supply businesses and trades-
men, such as plumbing, electrical, appliances and construction material
supply.

10. Economic classification of program expenditures. (See table above
showing total program of the Division.)

DivisioNn oF OccUPATIONAL HEALTH

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives

The objective of the occupational health program is to protect and
improve the health of the working population, through the prevention
and control of occupational diseases and hazards to health, and through
the promotion of preventive health service at the worksite.
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The effects of occupation on health, and of health on productivity,
are of great significance. Identification of occupationally related
disease is often difficult and mechanisms for reporting their incidence
and prevalence are inadequate. New chemicals are being introduced
into American industry at a prodigious rate and the chemical industry
is growing at a rate about three times that of industry generally.
The increasing industrial use of chemicals and radioactive substances
and the proliferation of new industrial processes are multiplying the
number of workers exposed to situations dangerous to health and have
increased the complexity of such exposures. Workers can be over-
whelmed swiftly by lethal exposure to micro-organisms, chemicals,
radiation, physical stress, trauma, and other factors associated with
the work environment. On the other hand, many of the effects of
such exposures are especially pernicious because they are not readily
detected, revealing themselves usually only after long exposure and
frequently simulating diseases of nonoccupational origin. Conse-
quently, protection of workers’ health from damage arising from their
work requires extensive research, calling upon a broad range of
scientific disciplines, close cooperation between government, industry
and labor, and dissemination of technical information.

2. Operation

The program is wholly a Federal operation but has a working rela-
tionship with States and local governments which is carried out through
the regional offices of the Public Health Service. The following is a
schematic diagram of the program’s operational procedures.

Washington Office
Administration
Program Planning & Eval,
Inter- Agency Relationships
Publications & Information
/ Consultation
/ Research Grants

< Cincinnatl Office (National Centex)
Regilonal Officas Research
PHS ] Field Investigatione Field Offices
Technical Sexvices
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Information Center
Training
Assistance to States
Salt Lake City Office (Regional Center)

Technical Services

| Field Investigations

\\ Agsist, to States

Y N/
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The essential elements of the program are:

Problem identification.—Problem areas are identified through various
techniques such as morbidity and mortality studies, literature reports,
occupational disease reports, problems referred by management and
labor, conferences with international sources, and information supplied
by State and local governments, universities and professional organiza-
tions. Such information is quantified and the necessary action is
identified.

Field studies—Some problems require field epidemiologic studies
which involve medical evaluations of the workers at their worksite
together with environmental evaluation of the workplace. This
technique has been very effective in identifying the etiology of occupa-
tional diseases and the necessary medical and engineering procedures
for their control.

Research.—Many health problems require a research effort. There-
fore, most of the research is problem oriented and related to the
toxicity of industrial chemicals, mechanisms of biologic action,
diagnostic procedures, development of analytical procedures, engineer-
ing controls, and instrumentation.

Technical assistance.—Professional assistance is provided State and
local governments and through these agencies to industry and labor
for the solution of health problems, wlich for the most part requires
the application of existing knowledge.

Standard setting.—Although the program has no legal responsibility
for standard setting, the information gathered in its field investigations
and research effort is supplied to official and nonofficial agencies which
have a standard-setting role. The widely used threshold limit values
have been an outgrowth of this activity.

Training.—The program operates a continuous training program
for employees of State, local, and Federal Governments. Training
relates to the basic principles of occupational health as well as special-
ized courses in new problem areas and refresher courses as new infor-
mation becomes available. Although priority is given to government,
ixll)imited number of trainees are accepted from private industry and

abor.

Administrative assistance.—Aid is provided to State and local gov-
ernments in establishing and operating occupational health programs,
the administration of programs, and the development of new program
areas.

Information center.—To meet a very large demand for technical
information on the part of the general public, technical and profes-
sional organizations, industry and labor, the program operates a
technical information center. Information can be provided quickly
on a broad spectrum of subjects including the health effects of almost
any industrial chemical and process.

Preventive medical services.—The provision of occupational health
services is best done at the worksite through medical and environ-
mental surveillance. To promote the expansion of occupational health
services in industry, the program offers a consultation service, makes
studies of the most efficient methods of providing services, and main-
tains a current roster of industry and labor programs.

Implementing findings.—To implement its findings and recommen-
dations the program publishes its scientific works, holds workshops
and seminars, develops worker information, and disseminates infor-
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mation to the scientific and technical communities through established
channels.

Research grants—Grants are made to universities, hospitals, re-
search institutes, State and local health departments, private and
public nonprofit institutions, and to individuals. These grants sup-
port basic and applied research in all facets of occupational health.
~ Grants are administered through the Division of Research Grants,

National Institutes of Health.

8. History

At the turn of the century, the Nation was plagued with many
problems brought on by a rapidly expanding industry. Not the least
of these was the severe health problem resulting from uncontrolled
exposures to toxic materials. Tuberculosis, silicosis, lead poisoning,
and many other occupational diseases were an accepted risk of
people entering the work force, and constituted a significant propor-
tion of the Nation’s morbidity pattern. Recognizing the severity of
occupational diseases and the impact that this was having on industry
and labor, the Public Health Service, in 1910, organized a small unit
to study several acute arveas. The first studies were made in the
garment industry of New York, where an excessive rate of tuberculosis
was known to exist. This study paved the way to the abolition of
the sweatshop and resulted in the establishment of the first union
health center, which is still active and providing services to the
garmentworkers of New York.

Because of the competence that this group had developed in chest
diseases, it was logical that their next studies would be devoted to
silicosis, which was rampant in the mining and construction industries
and other dusty trades. In 1914 the Public Health Service first
established an organized activity in occupational health which was
designated as the Office of Industrial Hygiene and Sanpitation. This
unit has been active for the last 50 years; however, it has had several
changes in title as well as administrative location within the Public
Health Service.

The early work of the program developed the epidemiology technique
for the study of occupational diseases in industry. Such studies were
carried out in the pottery industry, the brass foundries, glass and
chemical industries, steel plants, textile mills, and others. Through
the use of this technique, the program developed an international
reputation for the study of occupational diseases. The dust studies
undertaken between 1914 and 1940 developed the fundamental
principles of prevention, which are in use throughout the world, for the
prevention of silicosis and the pneumoconioses. Other milestones
were established by the Division during its early years. In 1914 the
first investigation of radioactive hazards was initiated in the radium
dial plants of New Jersey. In 1931 a full-scale study of industrial
dermatoses was launched which led to their recognition as a major
health problem of industrial workers. Studies of air pollution in
such places as Los Angeles, Donorra, New York, and other major
metropolitan centers laid the groundwork for the large-scale program
of the Public Health Service regarding air pollution, which came into
being in 1956.

With the advent of World War IT, the occupational health program
turned its attention almost completely to war-related activities. Tt
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was designated as the coordinating agency for industrial hygiene
activities in the national defense effort. The program worked closely
with the Army, the Navy, the Maritime Commission, the War Pro-
duction Board, the War Manpower Commission, the Department of
Labor, and other agencies in providing adequate protection for in-
dustrial manpower. One of the program’s major activities was the
protection of employees in Government-owned, contractor-operated
munitions plants. During the war years, the program also initiated
pioneer studies in aviation medicine, effects of exposure to elevated and
reduced pressures, and the efficacy of breathing apparatus.

At the end of World War II, emphasis was shifted from a strong
research effort to the development of programs in State and local
governments. As a result of this activity, occupational health
programs are found in 86 jurisdictional units in 41 States. Because
of this shift of emphasis, the administrative location of the program
was changed from the National Institutes of Health to the Bureau of
State Services. In 1949 the program established a regional center in
Salt Lake City, Utah, to provide services to the Western States.
In 1951 the research and investigation activities of the program were
moved from Washington to Cincinnati, Chio.

There is little doubt that the work of the program has a significant
role in bringing about improved health conditions in industry. In
addition to its research and investigative activities, it has served as a
training ground for many individuals who were ultimately to become
outstanding leaders in the field of occupational medicine and hygiene.
The training of these individuals, who later went into private industry
‘and universities, was probably the dominant factor in elevating in-
dustrial medicine from a first-aid endeavor to the high-prestige level
that it has today in providing total preventive health services for
workers. Although much remains to be done in the provision of
medical services for workers in small plants, the Nation can look with
pride to the occupational health services which are being provided by
our major corporations.

Changing times bring about changing concepts and problems.
Although the program is yet concerned with the classical occupational
diseases which have not been totally eliminated, its present planning
embraces the concept of the total health of the industrial worker. It
is known that although occupational diseases constitute a part of the
total morbidity-mortality problem, a much larger proportion is due to
those diseases in which the occupational component has not been fully
defined. With this in mind, the program is now planning attacks on
broad disease entities rather than isolated disease problems. For
example, a respiratory disease research unit is being established which
plans to attack the total problem of occupational respiratory diseases
rather than directing concentrated effort to specific disease conditions
such as silicosis or coalworkers’ penumoconiosis.

4. Level of operations. (See table 1.)

Program: Division of Occupational Health.

Department or agency, and office or bureau: Department of Health, Education,
and WSalfare ; Public Health Service; Bureau of State Services (Environmental
Health).

65-785—67—vol, 2——20
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TABLE 1.—Level of operations or performance, fiscal years 1964—67

[Dollars in thousands)]

Measure Fiscal year | Fiscal year | Fiscal year | Fiscal year
1964 1965 1966, estimate| 1967, estimate

(@) Magnitude of the program (thousands of
persons affected) ... __ . _________________ 4, 565 4,705 5,305 5,835

(b) Applicants or participants (occupational
health staff); 1

State government agencies. .. ...__..._.. 519 540 575 600
Local government agencies._ ...-.....___ 162 151 170 175
Other m ® ® ® ®

(¢) Federal finances:
Unobligated appropriations available___ R -
Obligations incurred $5, 022 $5,174 $5,837 $6, 345
Allotments or commitments made..-... 0 (] 0 0

PrOZIAML. o oomooeo o 0] © ® o)

(e) Number of Federal Government employees
administering, operating, or supervising

the activity, total (man-years) . .__.._... . 200 209 213 240
Research (man-years) .. ... __.___.___ 136 145 149 169
Training (inan-years)......... - 27 27 27 30
Technical service (man-years) . ....._... 37 37 37 41

(/) Non-Federal personnel employed in the

program, total (estimated man-years)__.. 171 171 213 236
Contracts (estimated man-years) 25 14 28 36
Research grants (estimated man-years). 146 157 185 200

(g9) Other measures of level or magnitude of
performance ©® @ ® O]

! Not funded through Division of Occupational Health,
2 Not available.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

The success of the program has been largely dependent upon its
cooperative efforts with industry, State and Iocal governments, labor
unions, nonprofit organizations, foreign governments and inter-
national organizations, and professional societies. The principle of
cooperation and coordination has been basic to the execution of the
scientific and technical assistance program. The following are given
as examples but are not intended to be all inclusive:

(@) Informal agreements with the Division of Air Pollution, PHS,
relate to the respective responsibilities for research and studies on the
health effects of exposure to asbestos and to bituminous coal, and with
the Division of Radiological Health regarding radiation exposures of
workers, especially uranium miners.

(b) By direction of the Bureau Chief, the Division of Occupational
Health has the responsibility for the initial development, support, and
housing of specified environmental health sciences activities.

(¢) There has been a cooperative agreement between the Division
of Occupational Health (and its predecessor organizations) and the
Bureau of Mines, Department of the Interior, since about 1914.
When the Bureau of Mines was organized, it was given responsibilities
for health and safety in the minerals extraction industries. Because
of the availability of medical talent in the Division of Occupational
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Health, many cooperative studies have been carried out by these
two agencies in the metal- and coal-mining industries, as well as in the
training and other related fields. Through this cooperative arrange-
ment, a better quality of investigation has been possible, which has
been of economic advantage to each agency. A written memorandum
of agreement exists between the Division of Occupational Health and
the Health and Safety Activity of the Bureau of Mines. Examples
of recent studies conducted by the two agencies are (1) a re-evaluation
of silicosis in the metal-mining industry; (2) a study of pneumo-
coniosis in the bituminous coal mines of the Appalachian region; and
(3) cooperative activities in evaluating the health hazards associated
with radioactive gas and nucleii in the uranium mines. Cooperative
studies which are in the planning stage at the present time include
an evaluation of dust conditions in bituminous mines and a long-term
followup study of silicosis and dust conditions in the metal-mining
industry. Upon request, this Division also carries out certain medical
functions for the Bureau of Mines, such as the medical evaluation of
Federal coal mine inspectors; the toxicologic appraisal of chemicals
being introduced into the mining environment; and the assessment of
health effects resulting from mining operations such as diesel fumes,
nitrous oxides, and other gases resulting from the use of internal
combustion engines. ‘

Because of certain health problems that have recently become
apparent in the coal-mining industry, the two agencies are sponsoring
a training program for management level personnel in mining com-
panies, professional and technical organizations, and labor unions.
Through a joint technical committee, a communication channel has
been established with the coal- and metal-mining industries as well as
allied professional and technical organizations. This committee has
been successful in solving several major problems in the industry
before they became national issues.

Almost since the inception of the Department of Labor, there has
been a close working relationship between that Department and the
Division of Occupational Health. An agreement between the Bureau
of Labor Standards and the Division of QOccupational Health results
in the cross-referral of problems, technical assistance by this Division
to the Bureau in performing its responsibilities under the Walsh-
Healey Act, and cooperation in the training of labor inspectors in the
recognition of industrial health problems. The two agencies also
work cooperatively in the training of foreign students in health and
safety, the assignment of specialized personnel to foreign countries
for consultation in program development, and provision of expert
assistance to the International Labour Office.

(d) and (¢). The entire program of the Division of Occupational
Health depends upon a close working relationship with State and local
governments, through their departments of health and labor. It has
been & basic premise that the responsibility of the Federal program
was to perform research, develop data for the establishment of
standards, and provide technical assistance. The provision of direct
services to industry, including inspection, consultation, guidance, and
the establishment of standards, has been viewed as a State and local
responsibility. There are presently 86 jurisdictional units providing
occupational health services in 41 States. This Division has provided
the necessary technical backup services for these State and local units
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and provides a wide range of professional services including the short-
term assignment of personnel for investigation of special and unusual
health problems, the short-term loan of scientific equipment for evalu-
ation purposes, and the performance of laboratory services. In addi-
tion, the Division provides administrative and technical consultation
and short-term training, and sponsors a biennial training seminar for
directors of State units. Through our communications channels, the
State and local authorities are constantly kept abreast of new prob-
lems, new techniques, and other developments of interest in the field.
Through a technical information service provided by the Division of
Occupational Health, the State may receive answers to almost any
problem that arises within its jurisdiction.

(f) Although there is no formal method of cooperation or coordi-
nation between this Division and foreign governments or interna-
tional agencies, channels of communication have been established
which permit an exchange of information with a number of foreign
governments and international agencies. This Division has for many
years been recognized by many foreign governments for the excellence
of its work and for its leadership, especially in the field of the epi-
demiology of occupational diseases. The Division provides training,
at some level, for an average of 25 foreign representatives each year.

More recently, the Division has engaged in a program of informa-
tion exchange relative to chest diseases among coal miners with
counterpart agencies in the United Kingdom, Holland, Belgium,
and West Germany. The exchange of information on this subject
has doubtless saved this Division as well as this Government many
vears of research efforts and permits the research data of these
countries to be pooled. An informal conference was recently held
by the representatives of the above Governments to compile research
information which would permit the establishment of an international
dust standard in the bituminous-coal-mining industry. The pooling
of such data will doubtless result in a considerable saving of money
to each of the participating countries. Cooperative working rela-
tionships have been established with the following international
organizations: the Occupational Safety and Health Branch, and the
Information Exchange Center, International Labor Organization
(ILO), the Section on Occupational and Social Medicine, World
Health Organization; and the Division of Work Problems, European
Coal and Steel Community. Informal working relationships exist
with professional organizations, research institutes, and quasi-govern-
mental agencies of many of the Western European countries. HEx-
change missions in areas relating to occupational health have been
developed with the U.S.S.R.

(g) There are few nonprofit organizations which relate to the occu-
pational health field. However, the Division has for many years
been in close association with nonprofit organizations which impinge
on its activities, such as the National Tuberculosis Association, the
American Cancer Society, and similar organizations. These rela-
tions are generally of short duration for the solution of specific
problems.

(h) One of the basic programs of the Division is the epidemiologic
study of occupational diseases at their place of origin. To accomplish
this mission, it is dependent upon a close working relationship with
business enterprises throughout the country, since they must volun-
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teer their establishments as sites for carrying out medical examinations
of workers and evaluations of the work environment. As an example,
the recent study of coal pneumoconiosis involved the examination of
over 2,000 employees in 75 mining companies. The re-evaluation of
silicosis in the metal-mining industry involved the examination of
15,000 miners and the study of the work environment of 69 metal
mines. Other recent studies include those on the effect of heat, which
was carried out in aluminum reduction and glass manufacturing
plants, and at construction sites. The conduct of epidemiologic
studies in these industries results from the smooth working relation-
ship which has been established with the industries of the United
States but does not call for any signed agreement, reimbursement, or
document which would obligate the Federal Government to a set
course of action. In any one year, our studies call for admittance to
about 100 different businesses or industrial enterprises.

(3) The successful pursuit of the mission of the Division of Occu-
pational Health calls for cooperation with many other kinds of orga-
nizations and enterprises, including professional and trade organiza-
tions, societies for the development of standards, universities, and
other professional groups. In this category there exist no agreements
or formalized statements of cooperative effort. However, joint
interest and the sharing of common missions have brought informal
working relationships which are in the best interest of the Govern-
ment and the Division. Examples of these organizations are:

American Industrial Hygiene Association.
American Conference of Governmental Industrial Hygienists.
Industrial Medical Association.

American Medical Association.

Industrial Hygiene Foundation.

American Standards Asscciation.
Manufacturing Chemists Association.
American Mining Congress.

American Public Health Association.
American Association of Industrial Nurses.
American Nurses Association.

National League for Nursing.

8. Laws and regulations

The program has no specific or enabling legislation but operates
under the legal basis of the Public Health Service Act, as amended,
particularly sections 301, 311, 314 (42 U.S.C. 241, 243, 246).

PART II., DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects

Since its inception in 1914, this program has had many significant
economic effects and impacts on the working population of the
United States. Statistics and figures, however, are not maintained
or available which would measure the various economic aspects that
are outlined in this question. Some examples may nevertheless be
offered of the economic aspects and impact of occupational health
on certain disease problems, as well as on the general health of the
American worker. Although no single organization or event can be
isolated as the sole source of these improvements, the research and
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investigative work of this Division are known to have made important
contributions.

Ezample A. Work life expectancy of American males at birth.'—

Years Years
1900 - ___ 32, 11950 o ____ 41. 9
1940 ______ 38.311960- o ____. 41. 4

! ““The Length of Working Life for Males, 1900-60,” Manpower Report No. 8, Manpower Administration,
U.S. Department of Labor, July 1963, p. 7. The report explains (p. 1): ‘““During the decade of the 1950’s,
the length of working life—a key indicator of economic and social development—reversed its long-term rise.
Work life expectancy for men declined by one-half year between 1950 and 1960. This decline is associated
with a longer training period prior to entering upon a work career and a drop in the age of retirement, both
of which are hallmarks of modern industrial society. During past periods the effects on the length of working
life of the longer training period and earlier retirement had been offset by large increases in life expectancy,
and work life expectancy had continued to increase. Between 1900 and 1950 life expectancy for a male
ghi;d increa'sed 18 years, from 48 to 66 vears. Work life expectancy also rose but only by 10 years, from 32

0 42 years.”

Example B. Silicosis prevention.—In the early studies of this Divi-
sion conducted between 1914 and 1930, silicosis-prevalence rates as
high as 75 percent were common in many industries, especially metal
mining. A re-evaluation of the silicosis problem in the metal-mining
industry between the years 1958 and 1961 demonstrated a prevalence
rate of 3.4 percent. The continued application of engineering and
medical control procedures could lead to the total elimination of sili-
cosis in the mining industry.

In the mid-1930’s this Division made a detailed study of the granite-
cutting industry of Vermont and recommended control procedures.
A re-evaluation study of the granite-cutting industry in 1955 indicated
that not a single case of silicosis had developed in this industry among
employees who started work subsequent to the installation of dust
control procedures.

Ezample C. TNT poisoning.—As a result of this Division’s work,
disability and death rates during World War II from toxic exposure
were lowered to a point never before achieved. The progress may
be illustrated by comparison of the number of occupational diseases
arising from the manufacture of TNT during World Wars I and II.
During the 17% months of World War I, 475 workers in American
arsenals died and 17,000 were disabled because of TNT poisoning.
In that war, the United States was supplying only 40 percent of the
ammunition for its allies. In World War II, when the United States
provided 95 percent of the ammunition for its allies, close supervision
of TN operations by industrial hygienists of the Division of Occupa-
tional Health succeeded in controlling the hazard so well that there
were only 22 deaths in 35 months.

Ezxample D. Lead poisoning.—In 1920 lead poisoning was a serious
occupational disease in many major industries, including lead mining
and refining, pottery, battery manufacture, tetraethyl lead manufac-
ture, and others. At present, clinical lead poisoning is rare among in-
dustrial workers, although some cases of borderline lead intoxication
are reported.

Example E. Mercury poisoning.—Disability due to mercury poison-
ing in the felt hatting industry was extremely high during the 1930’s
and early 1940’s. Mercury causes a severe neurological disability
which ultimately leads to death. Through studies of this industry
the incidence of mercury poisoning was greatly reduced. Subse-
quently, through research, a substitute for mercury was found which
totally eliminated the problem. At the present time, mercury poison-
ing is also a clinical rarity in the United States.
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FErample F. Lung cancer among chromate workers.—In recent years
it was found that there was an abnormally high incidence of lung
cancer among chromate workers. Studies of the industry identified
the responsible component of chromate ore. As a result, most of the
major chromate-ore processers have modernized or completely rebuilt
their plants to eliminate this exposure. Since this disease is slow in
developing, the effect of this control measure may not be apparent for
several years. It is anticipated that with the application of control
measures no new cases will develop.

Ezxample G. Growth of health personnel in industry.—

N 1)1mber of physicians specializing in occupational medicine (full
time) :

1934 o 2321956 .- . 1, 141
1944 . 57411962 . .. 1,751
Number of registered nurses employed by industry (full time):
1948 _ . 9,560]1964_ . 18, 700
1952 _TTTTTTTTITTIIIII 11, 096
Number of industrial hygienists employed by industry:
1939 (estimated) - .- __________ 10 | 1964 .. 1, 400
1940 (estimated) .- . _________ 80

Example H. Sickness absence.—At present the average worker is
away from his job five and a half days each year due to illness. On
August 18, 1965, President Liyndon B. Johnson pointed out that a
reduction of 1 day in this annual rate would add $10 billion to the
gross national product. Although there are no national figures for
the past decades, the evidence of scattered studies in various industries
suggests that there has been a reduction in days lost due to illness.
The industrial sickness absence rate is the lowest of the major in-
dustrial nations.

10. Economic classification of program expenditures. (See table 2.)

Program: Division of Occupational Health. .
Department or agency, and office or bureau: Department of Health, Education,
%fldlvgflfare; Public Health Service; Bureau of State Services (Environmental
ealth).

TaBLE 2.—Economic classification of program expenditures for fiscal year 1966

[In thousands of dollars]
Federal Government:
Purchases of goods and services:

Wages and salaries. . _________________________________ 1,928

Other_ - e 724

Grants to State and local governments_________________________ 615
Transfer payments to individuals and nonprofit organizations_____ 1, 060
Total Federal expenditures._ . - ____________ 4,327

Non-Federal expenditures financed by—

State and loeal governments ' ________________________________ 3, 000
Individuals and nonprofit organizations 2_ ______________________ 2, 000
Business enterprises’. oo 345, 000
Total expenditures for program.___.__________________________ 354, 327

1 The figure of $3,000,000 refers to amounts spent by State and local governments on occupational health
prevention and control services, primarily to industries.

2 Estimated amount spent by private foundations, universities, and professional organizations on occu-
pational health services.

3 Estimated employment covered is 15,200,000. Estimated amount spent by private industry primarily
for company medical programs and some industrial hygiene programs.
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Division oF Rapiovogican Heanrm

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives
To plan, conduct, and coordinate a national program directed to the
understanding and prevention of health impairments resulting from
exposures to ionizing radiations, and the application of ionizing radia-
tions and their sources to the preservation and betterment of health.

2. Operation

The rapid increase in peacetime uses of nuclear energy, including
military and industrial use of power reactors, introduces problems of
radiation exposure and radioactive waste disposal; the use of radio-
isotopes and X-rays in medical diagnosis and therapy touches all seg-
ments of the population. Radioactivity levels from nuclear weapons
tests in previous years have indicated the need to improve nation-
wide surveillance and studies of methods to reduce and control
exposure from those sources which are susceptible to control. For
the most part, health agencies lack trained personnel, equipment,
funds, and legislation adequate to meet these problems.

Program activities include:

State assistance.—Assist State and local health agencies in the devel-
opment of radiological health program, including State program de-
velopment grants; conduct demonstrations in the application of new
methods and equipment for surveillance and control of health hazards
from radiation. _

Training.—Develop a national training program to increase the
supply of professional personnel serving State, local, and Federal
agencies, industry, and universities through conduct of short courses
and provision of training grants to support university curriculums.

Research.—Study the biological effects of radiation through human
epidemiological studies with appropriate radiological support; collate,
analyze, and interpret radiation exposure data and develop control
techniques; provide research grants to private investigators.

Technical operations.—Conduct nationwide environmental monitor-
ing programs. Administer laboratories at Las Vegas, Nev., Mont-
gomery, Ala., Rockville, Md., and Winchester, Mass. Provide
technical laboratory services and training. Administer safety pro-
grams in conjunction with the Atomic Energy Commission, Depart-
ment of Defense, and other Federal agencies.

3. History
In July 1958, the Surgeon General established the Division of
Radiological Health in the Public Health Service. The new division
was assigned the mission of developing a comprehensive program of
radiological health in the Public Health Service in collaboration with
other related programs of the U.S. Department of Health, Education,
and Welfare. '
In the development of a comprehensive program, three major tasks
have been undertaken:
A nationwide system of radiation surveillance;
An evaluation of the long-term health effects of radiation;
Development of methods and programs by which radiation
exposure can be reduced or prevented.
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4. Level of operations. (See table 1.)

Program: Division of Radiological health.

Department or agency, and office or burecau: Department of Health, Education,
and Welfare; Public Health Service; Bureau of State Services (Environmental
Health).

TaBLE 1.—Level of operations or performance, fiscal years 196467

Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measure and unit 1964 1965 1966 1967
estimates | estimates
(@) Magnitude of the program:
Research grants_. — 98 95 101 99
Training grants___ 46 44 46 44
State program grants 53 53 53 53
Milk sampling locations (cities) 63 63 63 63
Air sampling stations —— 74 79 79 7
Diet sampling institutions - — 44 50 28 28
Laboratories. ... 5 6 6 6
(b) Participants:
States. 50 50 50 50
Territories 3 3 3 3
(c) Federal finances:
Unobligated appropriations available:
Direct appropriations. ... oo $19, 377,000 {$19,720,000 |$21, 044,000 | $20, 404, 000
Reimbursement_._ 2,300,000 | 2,300,000 | 2,800,000 2, 800, 000
Total 21, 677,000 | 22,020,000 | 23,844,000 | 23,204,000
Obligations incurred:
Direct appropriations_ . 19, 201, 000 | 19,322,000 | 21,044,000 | 20,404,000
Reimbursement ——- 1, 334, 000 1, 817,000 2, 800, 000 2, 800, 000
Total._. 20, 535,000 | 21,149,000 | 23,844,000 | 23,204, 000
Funds available for:
]éirect operations 14,968,000 | 14,898,000 | 16,298,000 | 15,827,000
rants:
Research_ - 2,209,000 | 2,122,000 | 2,546,000 2,377,000
Training. ... - 2,500,000 | 2,500,000 | 2,500,000 2, 500, 000
State program development_________.__ 2,000,000 | 2,500,000 | 2,500,000 2, 500, 000
(d) State matching funds. 2,990,000 | 3,351,000 [O) O]
(e) - Federal Government:
Employees administering and operating (man-
years):
Appropriation 782 788 788 795
Reimbursement________ . 129 166 198 248
Total . _____.___ - 911 954 986 1,043
(f) Non-Federal personnel (State personnel) . ._________ 297 346 O] ®»
(9) Other measures of magnitude or performance:
Training: -
Short courses:
Resident (trainees) 1,044 357 350 350
Field (trainees) - 6 317 400 400
Students supported by stipends from grants. 296 360 425 425
Surveys of dental X-ray machines:
Number of States_ - ... 48 52 52 53
Number of machines...______.____._.._____ 7,000 9,400 9,400 9,400
Surveys of medieal X-ray machines:
Number of States_ - 30 35 40 45
Number of machines. 20,000 22,000 25,000 29,000
Milk samples analyzed. 2,07 2,076 2,076 2,076
Air samples analyzed._ 25,000 25,000 25,000 25,000
Diet sampies analyzed _ _____________________.___ 600 00 300

1 Not available.

Notes for question No. 4:

(d) Data on State expenditures are furnished by the States after the close of each fiscal year. Data for
fiscal year 1965 are not yet all available. Therefore the figure given for fiscal year 1965 is an estimate based
on partial returns.

() Same comment as for (d). State reporting for fiscal year 1965 not yet complete.

(¢) Figures given for numbers of medical and dental X-ray machines surveyed by States in fiscal year 1965
are estimates based on an as yet incomplete report by States.

5. Estimated magnitude of program in 1970
Not answered.
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6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

(a) Milk- and food-sampling programs are conducted cooperatively
with the milk and food program of the Division of Environmental
Engineering and Food Protection. Technical aspects of all programs
related to radiation in the environment are coordinated through an
interlaboratory technical advisory committee. Medical and dental
X-ray activities include services to and cooperation with the Division
of Hospitals and Division of Indian Health.

(b) Milk and food collection and analyses programs are coordinated
with the Food and Drug Administration.

(¢) i. Federal Radiation Council.—The Secretary of Health, Edu-
cation, and Welfare was designated chairman of the FRC when it
was established in 1959. The Deputy Chief, Division of Radiological
Health, is the Department’s representative on the working group of
the Council.

ii. Atomic Energy Commission.—A number of formal and informal
coordination and cooperation points exist between the Department
and the Service and the Atomic Energy Commission. Designated
contact points exist in the Office of the Secretary, the Surgeon Gen-
eral’s Office, and their counterparts in the Commission. The Division
of Radiological Health has a variety of contacts as outlined below.

AEC Division of Biology and Medicine—Scheduled meetings of
senior staff to exchange program information and provide for coordi-
nation on projects of mutual interest.

AEC Nevada Operations Office—Under a memorandum of agree-
ment, provide off-site radiological safety support for testing activities
at the Nevada Test Site and for events conducted at other locations.
Also conducting a research effort related to radioiodine releases from
testing activities at N'T'S. These activities are funded by AEC at a
current level of about $1.9 million with a personnel strength authorized
at 188 officers and employees.

Less formal working level contacts exist with the following AEC
divisions: Safety Standards; Materials Licensing; Reactor Licensing;
State and Licensee Relations; Military Applications; Operational
Safety; Production; Raw Materials; Peaceful Nuclear Explosives;
Isotopes Development; Reactor Development and Technology; and
Public Information.

iii. Department of Defense.—Joint Task Force Eight—A memoran-
dum of agreement to conduct off-site radiological safety operations
during Pacific test operations and to maintain a standby capability
to conduct such operations in the event testing is resumed in the
Pacific area. This work is done under reimbursement from JTF-8
and AEC.

. Defense Atomic Support Agency—Maintain program planning
iaison. -

Department of the Air Force—Member of the Nuclear Reactor
Systems Safety Group. Under memorandums of agreement, conduct
off-site radiological safety activities during launches involving nuclear
power sources from Cape Kennedy and Vandenberg Air Force Base.
Have a liaison officer on detail to Eastern and National Test Ranges,
Patrick Air Force Base, to plan and coordinate these activities.
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Department of the Navy—Working with the Bureau of Ships
(also AEC Division of Naval Reactors) on radiation standards and
operational procedures for nuclear-powered ships and related shore
installations. In thisregard have an officer detailed on a reimbursable
basis to the Pittsburgh Naval Reactors Office. Have acted as liaison
between the Navy on this program and State health agencies in
developing mutually acceptable environmental surveillance operations
in the vicinity of shore installations.

iv. Maritime Administration.—Provide backup health physics per-
sonnel for the NS Savannah. Also develop radiological safety and
surveillance criteria for ports of call. This is done under a memoran-
dum of understanding that provides for reimbursement.

(d) State governments.—The Division of Radiological Health’s State
Assistance Branch administers the grant-in-aid program for States
and territories. It provides program consultation and assistance
(including the detail of personnel) through regional program directors
located in each of the nine DHEW regional offices.

The Division’s three regional laboratories located at Winchester,
Mass., Montgomery, Ala., and Las Vegas, Nev., provide technical
consultation, assistance, and training.

(e) Local governments.—In general, assistance is provided through or
on behalf of the State agency.

(f) Foreign governments and infernational organizations—Have
provided expert consultation on radiological health matters to the
World Health Organization and the Food and Agriculture Organiza-
tion of the United Nations. Also participate on special advisory
panels for these organizations and the International Atomic Energy
Agency. Equipment and laboratory services for radiological sur-
veillance are furnished on a limited basis to some Latin American
governments through the Pan American Health Organization. A
regular exchange of surveillance information is maintained with
Canada and Mexico.

(9) Nonprofit educational and research organizations receive train-
ing and research grants. Directors of programs receiving training
grants meet periodically with Division of Radiological Health staff to
exchange information and discuss problems of mutual interest. A
number of educational and research organizations have research
contracts with the Division.

(h) Business enterprises—No formal program element involves
business enterprises except as program operations affect radiological
health standards of their operations. Members of the staff work
actively with the Atomic Industrial Forum with, for example, member-
ship on their public understanding committee.

(7) Others.—Cosponsorship of meetings, seminars, publications,
etc., with professional organizations such as the American College of
Radiology, American Hospital Association, State Medical and Dental
Societies, etc.

8. Laws and regulations

(a) Public Health Service Act, as amended, particularly sections
301, 311, 314 (42 U.S.C. 241, 243, 246); Public Law 87-582.

(b) Public Law 86-373.

(¢) Executive Order 10831.
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PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

The economic effects of the radiological health program would be
difficult if not impossible to quantify except for actual program
expenditures. In considering benefits to individuals, it is undoubtedly
true that those who receive education and research experience through
training and research grants do have their earning power enhanced
and will be more productive in their chosen professions.

In considering the impact of the program, one must consider that
one of its objectives is to assure that the many benefits that may occur
through the use of radiation and atomic energy will not be denied
because of unwarranted public fear. In this context the existence
of a competent and active radiological health program within the
public health structure of the Nation to evaluate the risks involved
should do much to allay such fear. This should, in turn, have an
economic effect, though indirect.

That part of the program dealing with the clinical radiological
sciences has the potential of contributing to the availability of improv-
ed medical care to the population, by allowing more efficient use of
the unique talents of available radiologists and increased use of
diagnostic X-rays without a corresponding increase in radiation
dose to the population. This contribution to the preservation of
public health is a part of the whole which should contribute to the
productivity of the country.

The program does have geographical differentials. The Nevada
Test Site requires that the surrounding area be given a more con-
centrated radiological surveillance coverage than the balance of the
Nation. This is particularly true of northern Nevada and southern
Utah. However, all of the States in the western part of the country
are covered by supplemental, standby milk- and air-sampling stations
which can be activated as necessary.

The effect of program expenditures is probably most pronounced
in those cities in which field laboratories are located; that is, Mont-
gomery, Ala., Winchester, Mass., Cincinnati, Ohio, and Las Vegas,
Nev. The relative effect of the Rockville, Md., laboratory would be
somewhat less.

10. Economic classification of program expenditures. (See table 2.)

Program: Division of Radiological Health.

Department or agency, and office or bureau: Department of Health, Education,
and Wt)alfare; Public Health Service; Bureau of State Services (Environmental
Health).

TaBLE 2.—Economic classification of program expenditures for fiscal year 1965

{In thousands of dollars]
Federal Government:
Purchases of goods and services:

Wages and salaries.. - - . oo ________ 5, 280
Other. . e 5, 257
Grants to State and local governments_ ___ . _____________________ 5,743
Transfer payments to individuals and nonprofit organizations_.._.__ 2, 399

Total Federal expenditures. - - - - _______..- 18, 679
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Burravu oF MEDICAT SERVICES—DIVISION OF HospiTAaLS: ME>ICAL
CARE FOR FEDERAL BENEFICIARIES

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives

(a) Provide health services for persons designated by Congress as
Public Health Service beneficiaries; e.g., American seamen, uni-
formed services personnel and their dependents, narcotic addicts,
persons afflicted with leprosy, and others.

(6) Conduct programs of training and research aimed toward im-
proved resources for preserving and protecting health;

(¢) Consult with other Federal agencies on employee health activi-
ties; and under contract, establish and operate Federal employee
health programs for other Federal agencies.

2. Operation

Operates primarily on the basis of appropriated funds which are
augmented by reimbursements from other Federal agencies and other
nonbeneficiaries for services rendered under law and regulation; pro-
vides direct medical services through a system of general-medical-
surgical (11), narcotic addiction (2), leprosy (1), and Public Health
Service hospitals; outpatient clinics (27); and private physicians (205),
under contract on a fee-for-services basis; also makes payments to the
State of Hawaii for the care and treatment of persons afflicted with
leprosy.

3. History

Medical care to American seamen was initiated through legislation
signed by President John Adams entitled “An Act for the relief of sick
and disabled seamen,” on July 16, 1798. Initially, the program was
supported by assessments against the pay of seamen. In 1884, a
tonnage tax replaced the hospital tax and in 1905, the tonnage tax
was rescinded and the program financed henceforth entirely by
congressional appropriations. ,

Since the inception of the program numerous other categories of
Federal beneficiaries were added to the original seaman group.

HisTORY OF THE DIvISION OF HOSPITALS
LIST OF BENEFICIARIES

1798: American seamen—ifor medical care.
1802: Foreign seamen—ifor medical care (on pay basis).
1894: Revenue cutter serviee and lifesaving service (Now U.8. Coast Guard)—
for medical care.
1906: Federal employees suspected of having tuberculosis—for medical examina-
tion.
1911: Special study patients—for medical care.
1913: Field personnel of the Public Health Service injured or taken ill in line of
duty—for medical care.
Commissioned officers of the Public Health Service—for medical care.
1915: Seamen applying for certificates and licenses—for physical examination
and instruction in first aid.
1916: Federal employees (beneficiaries of the Employees’ Compensation Com-
mission) injured or taken ill in line of duty—for medical care.
Lighthouse keepers and assistant lightkeepers—for medical care.
1917: Hansen’s disease patients—for medical care.
Arriving aliens—for medical examinations.
Beneficiaries of War Risk Insurance Bureau (now Veterans’ Administra-
tion)—for medical care (on pay basis).
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1918:
1919:

1920:

1924:

1928:
1930:
1936:
1937:

1939:

1944:

1956:
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Officers and men on vessels belonging to the Bureau of Fisheries (now
Fish and Wildlife Service)—for medical care.

Civilian seamen on vessels of the Mississippi River Commission, the Army
Engineer Corps, Coast and Geodetic Survey, and Army transports—for
medical care.

Officers and crew members of the Coast and Geodetic Survey—for medical
care.

Retiring civil employees—for medical examinations.

Dependents of PHS commissioned officers—for medical care (hospitalization
on pay basis).

Arriving aliens—for medical care (on pay basis).

Applicants for Federal employment—for medical examination when referred
by the Civil Service Commission.

Federal employees—medical examination to determine fitness for duty.

Retired officers and enlisted personnel of the U.S. Coast Guard—for
medical care.

Retired lightkeepers and assistant lightkeepers—for medical care.

Seamen on Government vessels and State school ships—for medical care.

Dependents of active and retired Coast Guardsmen—for medical care
(hospitalization on pay basis).

Retired personnel of the Coast and Geodetic Survey—for medical care.

Dependents of active and retired personnel of the Coast and Geodetie
Survey—for medical care (hospitalization on pay basis).

Maritime service enrollees on active duty—for medical care.

Retired commissioned officers of the Public Health Service—for medical
care,

Dependents of retired PHS commissioned officers—for medical care (hos-
pitalization on pay basis).

Active duty and retired members of the Armed Forces—for medical care.

Dependents of active duty and retired members of the Armed Forces—
for medical care (hospitalization on pay basis).

Dependents of deceased members of the Armed Forces—for medical care
(hospitalization on pay basis).

4. Level of operations. (See table 1.)

Program: Medical care for Federal beneficiaries.
Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service; Bureau of Medicinal Services—Division of

Hospitals.

TaBLE 1.—Level of operations or performance, fiscal years 1964—67

Fiscal year
Measure and unit
1964 1965 1966 1967
estimate estimate

Medical care (total program inclusive of train-
ing and research):

Inpatient days, average daily patient load 4,919 4,770 4,832 4,338

Outpatient visits.._.......... 1,384,092 1,449, 788 1,492,350 1, 516, 825

Direct funding (obligations).. $51,293,000 | $55, 064, 000 $59, 038, 000 $61, 643, 000

Employees ——— — 7,027 6, 595 6, 900 7,183
Training;

Employee participants. o -oocvuorecemceeeo 293 307 389 487

Direct funding (obligations)...acococcumaacc $1, 583, 087 $1, 607, 766 $1, 910, 766 $2,245, 000

102 77 93 129
$1, 380, 000 $995, 000 $1, 093, 000 $1, 402, 000
142 105 121 141

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.
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7. Coordination and cooperation. (The distinction between (1) and
(ii) is that noted in the committee print, question 7.)

(a)(i) Establishment of joint facilities in selected areas with the
Division of Indian Health for beneficiary care, for example, Alaska;
also with the Foreign Quarantine Division. (ii) By formal agree-
ment between divisions.

(b) (1) Participate as treatment and demonstration centers for PHS
programs requiring ‘‘laboratory’” facilities and patient populations.

(1) By formal agreement and grants from other PHS Divisions
and the National Institutes of Health.

(¢)(i) Provides direct service and consultation to the Bureau of
Employees’ Compensation, Maritime Administration, Coast and
Geodetic Survey (ESSA), and other Federal agencies as requested.
(i1) On basis of statute and Economy Act.

(d) Not applicable except in respect to supporting treatment of
leprosy in Hawaii as provided in appropriation act.

() Not applicable.

(f) Not applicable except for orientation and training provided
nationals of foreign countries as arranged by AID, State Department,
and other Federal agencies operating in the international area.

(9)(t) Not applicable except in respect to affiliated training and re-
search programs with university medical schools and community
hospitals. (ii) Arrangements consummated through affiliation agree-
ments for residency training in medical and adjunctive areas and
collaborative research.

(h)(3) Not applicable.

8. Laws and regulations

Public Law 410, 78th Congress, as amended (PHS Act) title IIT,
part C. Section 301 in respect to research.

Public Law 569, 84th Congress, Dependents’ Medical Care Act.

Public Law 156, 89th Congress, Appropriation Act.

Public Law 71, 88th Congress, C. & G.S. retired ships’ officers and
dependents.

Public Law 658, 79th Congress, as amended, Federal employee
health program.

Public Law 89-74, Drug Abuse Control Amendments of 1965.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

(@) Persons served are provided free medical care. To that extent,
personal incomes are not used for medical care expenses. The families
of seamen are not eligible for similar benefits. The families of uni-
formed service personnel, active duty and retired, receive varying
and limited benefits. To the extent that dependents must procure
medical and dental benefits at their own expense, the disposable per-
sonal income of their sponsors is affected.

(b) Medical benefits provided seamen, uniformed service members,
and other beneficiaries help these persons to maintain their employ-
ability and productive years of life in the maritime industry, the uni-
formed services, and the Federal establishments. Both the size and
productivity of the labor force are maintained as a result of the
program with the broader effect of a reduction in the economic loss
from sickness absenteeism.
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(¢) The availability of medical care to seamen represents an induce-
ment to maritime employment and recruitment in the maritime in-
dustry. The training of medical and paramedical personnel has its
impact by way of an increase in the supply of trained manpower in
and out of the Federal Government.

(d) Economic activity in the maritime industry and in the Federal
Government is stabilized through the fringe benefits made available
to employees in those employment categories. In the maritime in-
dustry, those benefits represent a cost of transportation which thus
does not have to be borne as a part of the direct operating cost of the
carriers.

(¢) In respect to the treatment of leprosy patients (Carville), and
narcotic addicts (Lexington, Ky., and Fort Worth, Tex.), the States
and communities throughout the country are benefited to the extent
that care and treatment are provided without reimbursement from
such States or communities.

(f) Medical care facilities of the communities in which PHS medical
facilities are existent are not overtaxed to the extent that Service
beneficiaries utilize Service accommodations in those arsas. In the
case of dependents of active duty uniformed service personnel, there
is some impingement on community hospitals when nearby Federal
facilities are not adequate for their requirements.

(9) The maintenance of the health of beneficiaries tends to support
the growth of the gross national product through the continuing em-
ployability of beneficiaries in their respective vocations.

(h) Essentially the total economic impact of the program is covered
above. In addition, it is significant that approximately 307 medical,
dental and paramedical students are being trained (fiscal year 1966)
through programs in the hospitals and outpatient clinics operated by
the Public Health Service. As previously mentioned, training is pro-
vided in accordance with and in support of affiliations with university
programs. The research activities carried on in PHS hospitals in col-
laboration with other Federal programs and medical schools and in-
stitutions tend to enlarge the knowledge of the causes and treatment of
disease. This activity also fosters the creation of new ideas, method-
ologies, and other forms of innovation in the field of medical and
hospital administration.

10. Economic classification of program expenditures. (See table 2.)

Program: Medical care for Federal beneficiaries.
Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service; Bureau of Medical Services—Division of

Hospitals

TABLE 2.— Economic classification of program expenditures for fiscal year 1966

[In thousands of dollars]
Federal Government:
Purchases of goods and services:

Wages and salaries oo oo coo oo 41, 297

Other - o e 11, 990

Grants to State and local governments__ - oo oo 1, 194
Total Federal expenditures_ - - _ oo 54, 481
Non-Federal expenditures financed by: State and local governments.... - 251

Total expenditures for Program_ . oo 54,732
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DivisioN oF FOREIGN (QUARANTINE

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
The objective of the Division of Foreign Quarantine is to prevent
the introduction, transmission or spread of communicable disease from
abroad. The programs carried out to meet these objectives are
divided into two direct responsibilities:

(@) To prevent the introduction of quarantinable and other
dangerous, contagious diseases into the United States by quaran-
tine measures, such as—inspection and vaccination of persons
and animals, and inspection of conveyances and things specified
by quarantine law.

(b) To evaluate for excludable conditions all aliens with mental
or physical defects specified under immigration law.

2. Operation

The Division of Foreign Quarantine is a direct Federal operation,
conducted through 52 local Public Health Service quarantine stations,
which serve 408 ports of entry in the United States. The Foreign
Operations Branch has 25 staffed stations, 6 of which operate as area
headquarters abroad. In addition to the Public Health Service
stations there are contract facilities which function under the support
and direction of area offices and are supervised by the Division of
Foreign Quarantine headquarters staff. The Division of Foreign
Quarantine gives technical assistance to State, local and private health
organizations and to segments of private industry as well as to the
activities of the Departments of Justice, State, Labor, Agriculture,
Treasury, Defense, and other Federal agencies as they apply to
quarantinable and certain other infectious diseases, and to aliens,
foreign workers, and certain other segments of the traveling popula-
tions. It contracts with local foreign national physicians, medical
groups and laboratory facilities for the medical evaluation of aliens
seeking admission to the United States.

The Division of Foreign Quarantine serves s & manpower resource
in the area of its specialty for numerous segments of other Federal
agencies in times of emergency and to the World Health Organization,
Pan American Health Organization, and Pan American Sanitary
Bureau. In the forthcoming year it is undertaking to develop, on a
continuing basis, a program of training for foreign and domestic
assionments, commissioned personnel to fill the professional needs of
the Division of Foreign Quarantine and related organizations; and it
continues to train quarantine inspectors and related personnel on an
annual basis to fill its requirements for border inspectional staff. It
acts as the central coordinating agency for the collection and distri-
bution of knowledge concerning epidemic diseases which occur
throughout the world. It serves as a model for quarantine activities
to the emerging nations and works in close cooperation with other
established quarantine services in the more advanced nations.

3. History ‘

In 1794 Congress initiated an act, limited to 2 years, enabling the
appointment of a quarantine health officer for the Port of Baltimore.
In 1796 it authorized the President “ * * * to direct the revenue
officers and the officers commanding forts and the revenue cutters

65—735_—67—v01. 2——21
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to aid in the execution of health laws of the States, respectively, in
such manner as may to him appear necessary.” In 1799 Congress
repealed the act of 1796 and placed Maritime Quarantine under the
Secretary of Treasury., In 1875 Surgeon General Woodworth cen-
tralized the quarantine services of the marine hospitals as the first
coordinated Federal act for the control of disease from abroad. In
1878 he stimulated Congress to pass * * * * an act to prevent the
introduction of contagious, infectious diseases into the United States.”
With a 4-year hiatus, during which the ‘“National Board of Health”
functioned in quarantine, the quarantine activities of the Marine
Hospital Services continued with increasing responsibility, as State

uarantine functions were assumed by it. The act of 1893 established
the legal basis for the quarantine activities of the Service and pro-
vided for the assignment of officers to foreign duty. Since this act,
additional responsibilities including rat-proofing, aircraft inspection,
insect and other vector control, animal and bird import restrictions,
immigration examinations and the assumption of numerous other
activities have continued to the present.

4. Level of operations. (See table 1.)

Program: Foreign quarantine.
Department or ageney, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Bureau of Medical Services, Division

Foreign Quarantine.

TaBLE 1.—Level of operations or performance, fiscal years 196/—67

Fiseal year

Measure Unit
: 1064 1965 1966 1967
estimate | estimate

(a) Magnitude of the program in—
Persons inspected. o orcmeaanao Pers(tlms ........... 117, '17;3' 152122, 956, 928|128, 800, 000{133, 626, 000
4

Visa applicant medical exami- |..... [ . 073 190, 699 243, 300 259,100

nations.
(b) Applicants or participants:
State government il
Local communities or govern-

ments.
Individuals or families ... Individuals.._.... 117, 946, 225(123, 147, 627(129, 043, 300133, 885, 100

Other.
(¢) Federal finances:
Unobligated appropriations

available.
Obligations incurred... Dollars 6, 546, 826! 7, 006, 508| 7, 525,000| 8, 030, 000
Allotments or commitments | Number of 27| 30 32 32
made. allottees.
(d) Matching or additional expendi- | DollarS....ccmee--. 464, 522 525,071 570,000 584, 000
tures for the program (reim-
bursable overtime),?!
(¢) Number of Federal Government
Employees administering, op-
erating, or supervising the
activity:
Examination of aliens and | Man-years........ 511 517, 517 511
quarantine inspections at
U.S. ports.
Examination of visa applicants |..... [ 12 SN 102 119 127 123
in foreign countries.
HeadqQuarters.o.eecceaoacocceo|eaean do 26 26 26, 26
Total. 639) 662 670 660
(f) Non-Federal personnel employed | Number of fee 266 271 289) 280
in the program. basis contracts.
(9) Other measures of level or magni-
tude of performance:
Vessels cleared Carrier: 34,982 35, 420 35,900 36, 300
Adreraft cleared. . ococaceeaeofooo do 72,437 78, 696 83, 000 87, 000

1 Reimbursement from water and air transportation firms.
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6. Estimated magnitude of the program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

7(a) Within the Bureau.—

Division of Hospitals:

1. Professional consultation and services; hospital medical offi-
cers in charge acting as quarantine medical officers in charge.

9. Isolation facilities for suspects picked up at ports of entry.

3. Medical laboratory services in diagnosis.

4. Accounting, budget, and supervisory services for local sta-
tions of the Division of Foreign Quarantine.

Division of Indian Health:

1. Supply services.

7(b) With other units of your department or agency.—

1. Office of International Health:

(@) Matters pertaining to World Health Organization.
(b) Advisory relationship with certain other countries.

2. Communicable Disease Center: -

(@) Medical laboratory services for diagnosis and quarantine
suspects.

(b) Aedes aegypti eradication program collaboration.

(¢) Rabies control program consultation.

(d) Exchange of epidemiology information.

(¢) Surgeon General’s Committee on Immunization Practice.

(f) Inservice training for entomologists and biological aids.
3. Division of Environmental Engineering and Food Protection: -
(@) Water sanitation studies advice. wele
(b) Assisting foreign shipbuilders and owners regarding sani-
tation factors in vessel construction.

(¢) Inspection of catering points at international ports.

(d) Inservice training for quarantine personnel.

(e) Advising regiona% health officers of insanitary conditions
noted at international ports.

4. Division of QOccupational Health:

b ((é) Air pollution studies at inspection stations on the Mexican
order.
(b) Occupational hazards of imported raw material.

5. Division of Radiological Health: () Radiation exposure in chest
X-ray work at quarantine stations.

6. Division of Biological Standards (NIH): (@) Vaccine and im-
munization standards.

7. Office of Assistant Secretary (Health and Scientific Affairs)
Department of Health, Education, and Welfare: (a) Special medical
issues.

8. Welfare Administration—DHEW: (¢) Matters dealing with
Cuban refugees. :

7(c) With other Federal Government departments or agencies.—

1. Department of State: (a) Medical examinations of immigrants
requiring visas to the United States.

2. Department of Justice: (¢) Immigration laws and procedures
for persons entering this country.
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3. Department of Commerce: (a¢) Facilitation Committee on Inter-
national Air and Sea Traffic. ~ ! D

4. Department of Labor: (¢) Medical examination of Mexican
laborers entering the United States.

5. Department of Treasury: (a) Practices and procedures of the
Bureau of Customs as they relate to international travelers.

6. Department of Agriculture: (@) Practices and procedures as
they relate to international traveler.

7(d) With State governments or their instrumentalities.—With
State governments or their instrumentalities within the quarantine
operation, this Division contacts State health officers as necessary.

1. Issuances of surveillance orders to persons who are suspected
of having been exposed to quarantinable diseases.

7(e) With local governments or communities.—Within the quaran-
tine operation, the Division contacts local health officers or physicians
as necessary.

1. Issuance of surveillance orders to persons who are suspected
of having been exposed to quarantinable diseases.

7(f) With foreign governments or international organizations.—
World Health Organization and Pan American Health Organization:
(@) Coordinate and exchange medical information.

7(g) With nonprofit organzzations end institutions.—See above.

7(h) With business enterprise.—See above.

7(7) With others.—See above.

8. Laws and regulations

Quarantine function.—Law:

Excerpt from Public Health Service Act, as amended: Part G—
quarantine inspection, sections 361-369 (42 U.S.C. 264-272). Basic
provision—section 361(a): »

The Surgeon General, with the approval of the Secretary is authorized to make
and enforce * * * regulations * * * to prevent the introduction, transmission,
or spread of communicable diseases from foreign countries into the States or
or possessions * * ¥,

U.S. regulations: Foreign quarantine regulations of PHS, DHEW
(title 42 Code of Federal Regulations, pt. 71).

International regulations: International Sanitary Regulations issued
by the World Health Organization.

U.S. Executive orders:

No. 9708 of March 26, 1946, as amended by No. 10532 of May
28, 1954, and by No. 11070 of December 12, 1962:

Specifies communicable diseases for purpose of regulations
providing for apprehension, detention, or conditional release of
individuals (such Executive order is required by sec. 361(b),
PHS Act).

No. 10399 of September 27, 1962:

Designates Surgeon General as “Health Administration” to
implement international sanitary regulations.

Immagration-medical function.—Law:

Excerpt from Public Health Service Act, as amended—section 325
(42 US.C. 252):

The Surgeon General shall provide for making, at places within the United
States or in other countries, such physical and mental examinations of aliens as
are required by the immigration laws, subject to administrative regulations
prescribed by the Attorney General and medical regulations prescribed by the
Surgeon General with the approval of the Secretary.
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Provisions of the Immigration and Nationality Act, as amended
through June 30, 1964 (8 U.S.C. 1182, 1201, 1224):

Especially sections 212(a) (1)=(7) (excludable medical conditions); 212(g) (ad-
mission of certain aliens with tuberculosis subject to controls prescribed by Attor-
ney General in consultation with Surgeon General); 221(d) (medical examination
of 'visa applicants) ; and 234 (medical examination ef arriving aliens):

Regulations: A

Public Health Service: Regulations for medical examination ‘of
aliens (title 42 Code of Federal Regulations, pt. 34).

Immigration and Naturalization Service: Title 8, Code of Federal
Regulations, paragraph 212.7(b) (control provisions for admission of
tuberculous immigrants under waiver; requires assurance of adequate
care, with reports to New York quarantine Station).

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

9(c) Effects on business and industrial organization.—The program
has significant direct and indirect effects on business activities. Inter-
national travel of persons has increased markedly in recent years and
is likely to continue to expand; the effective and rapid conduct of
quarantine procedures facilitates these movements while maintaining
the necessary level of protection against the importation of dangerous
diseases. Similarly, the facilitation of clearance of commercial car-
riers (i.e., vessels and airplanes) contributes to the ease and efficiency
with which these business activities are carried on; to this end, the
program participates in the work of the National Facilitation Com-
mittee of the Department of Commerce.

9(e) Other benefits.—The primary benefit of the quarantine program
to the public is in the prevention of the importation and spread of
communicable disease from foreign countries. As in the case of other
successful preventive programs, its economic benefits are difficult to
measure. However, examples of costs resulting from failure of the
program may be estimated from an analysis of a hypothetical case of
smallpox imported into the United States with 15 secondary cases;
this was estimated at $720,000 in direct costs. (In 1962, according
to the London Times, in a smallpox epidemic in England comprising
66 priinary and secondary cases, of whom one-guarter died, the direct
economic costs were estimated to be approximately $3 million.) The
additional indirect costs of disruption of business and personal activi-
ties, as well as the human discomfort and anxiety, are immeasurable.

Other econoimic effects relate to the importation of animals and other
things. For example, the importation of psittacine birds for com-
mercial purposes is controlled. Similarly, other items involving po-
tential health risks are evaluated and, as indicated, restricted.

9(f) Pertinent geographical differentials—The quarantine program
is focused at “ports of entry” into the United States. While originally
quarantine was ¢entered on major coastal cities, the growth of air
travel has dramatically altered conditions and needs. In 1965, quar-
antine procedures were provided at over 400 locations across the
United States.
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10. Economic classification of program expenditures. (See table 2.)

Program: Foreign quarantine. . .

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Bureau of Medical Services, Division of
Foreign Quarantine.

TaBLE 2.—Economic classification of program expenditures for fiscal year 1966

. [In millions of dollars}
Federal Government: !
Purchase of goods and services:

Wages and salaries - - oo 59

Other o e 11

Total Federal expenditures_ - - oo oo 7.0
Non-Federal expenditures financed by business enterprises.. ... .5
Total expenditures for program. ... o __ 7.5

1 Expenditures here refer to obligations. Actual disbursements were $6,900,000.
Division oF Inpian Heavrtm

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

The goal of Federal programs for Indians is to provide them with the
means to attain economic and social self-sufficiency within the main-
stream of American life. In order to achieve this goal it is necessary to
improve the health of the Indian communities and provide the
Ingians with a general understanding of the nature and purpose of
scientific medicine.

2. Operation

Almost wholly a Federal operation conducted through area offices,
hospitals, and health centers with headquarters supervision. Some
services for Indians are purchased from community hospitals or from
private physicians and dentists. Also, some services are purchased
from State or county governments.

3. History

The Indian health program was transferred to the Public Health
Service from the Bureau of Indian Affairs effective July 1, 1955, under
the act of August 5, 1954 (68 Stat. 674). There are more physicians,
dentists, nurses, and other health personnel on duty now than ever
before and there have been many program improvements since 1955,
but the essential mission of conservation of health of Indians is a con-
tinuation and improvement of work begun in the early 1800’s under the
War Department and continued from 1849 to 1955 in the Bureau of
Indian Affairs of the Department of Interior.

4. Level of operations. (See table 1.)

Program: Indian health program.

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service; Bureau of Medical Services—Division of
Indian Health, '
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TasLE 1.—Level of operations or performance, fiscal years 196467

Fiscal year

Measure and unit
) 1964 1965 1966 esti- | 1967 esti-
mate mate

(@) Magnitude of the program:
Average daily inpatients. -ccooococecammaacann 3,211 3,127 3,140 3,206
Outpatient visits... 1,294,400 | 1,330,012 | 1,399,000 1,493,700

(b) Applicants or participants:
State government ies...
Local communities or governments. e~
gxt?jviduals or families (individuals) . - --—o--- 380, 000 380, 000 380, 000 380, 000

rer.__

(0) Federal finances:
Unobligated appropriations available (millions

of dollars) 1
Ohligations incurred (millions of dollars).- - o ---- 69.6 72.
Allotments or commitments made. . ...

(d) Matching or additional expenditures for the pro-

am

74.0 76.6 86.4 88.6
5 85.8 87.8

(¢) Number of Federal Government employees admin-
istering, operating, or supervising the activity.... 5,210 25,275 5,444 5,832

(f) Non-Federal personnel employed in the program.

(g) Other gneasures of level or magnitude of perform-
ancesd..

1 For each year, this amount includes what is on the obligations incurred line. The difference is chiefly
construction funds, available until expended. Thus, for 1964, approximately $4,400,000 of what was avail-

able was not obligated.
2 Includes 325 physicians, 104 dentists, 1,011 nurses, and 55 sanitary engineers.
3 Attached exhibit A portrays Indian health problems and exhibit B shows some of the trends in the

program.

§. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

(@) Within your bureau, division or office:

We have cooperative agreements with the Division of Hospitals
and Division of Foreign Quarantine for the operation of clinics serving
Indian beneficiaries and merchant seamen on a combined basis and
for coordination of quarantine functions in Alaska.

(6) With other Federal Government Departments or offices:

We cooperate with the Bureau of Indian Affairs on matters related
to work on Indian reservations. We cooperate with the office of
Economic Opportunity on projects developed by Indian groups,
surveys of job camp sites, and physical examinations. Our supply
program is conducted in strong cooperation with Federal Supply
Service of General Services Administration and with the Veterans’
Administration.

8. Laws and regulations
68 Stat. 674, 73 Stat. 267, and 71 Stat. 370, 371 are the specific
laws governing the Indian health program. Our operations are
covered, of course, by parts of title 42, United States Code, the Public
IAIealth Service Act, and by general legislation such as the Civil Service
ct. :
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PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic efects

(a) Effects on personal incomes of persons:

An Indian or Alaska native whose health is good is better equipped
for work to earn an income. OQur responsibility is limited to health.
We do cooperate with efforts such as those of the poverty program by
giving physical examinations to our beneficiaries and referring those
whose physical condition insures the best chance of success.

(b) Effects on the placement or productivity of workers:

The answer to (a) applies here. Healthy individuals with proper
motivation are usually most productive and have the best chance of
increased earnings. We have no measurement of the effect of our
health work in this regard but we are certain that many Indians
benefit in this way as a result of health improvement.

(¢) Effects on business or industrisl organization and management:

Effect of our program in this respect is general and results from
location of facilities and overall Federal regulations.

(d) Effects on the stability, level, volume, or other aspects of em-
ployment, wages, costs, productions, sales, prices, or other phases of
economic activity:

‘No measurable effect.

(e) Other benefits resulting from the particular governmental pro-
gram: ,

The major operation of the program is in the Western States
including Alaska where the Indians and Alaska natives live.

(f) Pertinent geographic differentials:

See (e).

(9) The measurable contribution of the program to either the
magnitude or the rate of growth of the gross national product, if such
a contribution can be identified.

The only measurable impact is in the appropriations made to support
the program. Healthy Indians who obtain gainful employment also
have an impact, but we have no statistics concerning this. .

Exhibits follow which illustrate the magnitude of the Indian
health problem and recent trends.
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EXHIBIT A
DivistoNn oF Inpian Hearnta—CuARTS oN HEeALTH TRENDS AND SERVICES

U.S. Department of Health, Education, and Welfare, Public Health Service,
Bureau of Medical Services: January 1965

PERCENTAGE OF DEATHS IN SPECIFIED AGE GROUPS, 1963
Indiar’ and Ali Races, U.S.

INDIAN ALL RACES

Und:

ar

- i-4 ysars 1%

519 years 2%
P 20-44 years

INDIAN
1953

65 years 8 over - 26%

# Excludes Alaska Notive,

PERCENTAGE OF DEATHS BY SPECIFIED CAUSES, 1963
Indian® and All Races, U.S.

INDIAN ALL RACES

Vasc. leslons, CNS

Dhs.of Infancy” alignant neoplosms
NOTE! Tuberculosls 3rd leading couse In 1951 **EGaswitis, e1c..05%
Sth leading ccuse in 1963
Gavtritls,tc. Sth loading cause In 1951 B Tuberculosis,0.5%

1011 leading cause In 1963

# Excludes Algsks Natlve.
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INFANT DEATH RATES
Indian® and All Races, U. S.
by Age at Death

infan} Deaths

Per 1000 INDIAN
Live Births
30 NEONATAL POSTNEONATAL
b2 1962 259 249
1963 -
20 B3 poo
— 8789
10 = o 58 - o
4 24 3 i
o v o =
#Excludss Aloska Notive.
All RACES

1962 -

£ 1983
20
g 104
10 —¢ &
7 1.9
Is) % % S ;) G
Under [day I-6 days 7-27 days Under 28days i 28 days-llmonths
NOTE: 1983 dofall, under 28 days for ol races, nat evallatls, Infont death rotas, off ages
on {» Y

9 418 25.3
!ggg 429 252

FIVE LEADING CAUSES OF INFANT DEATHS, BY AGE GROUP
Indian, 1960-1962 Average, and All Races, U. S., 196!

Under 28 days (Neonatal} 28 days — |l manths (Postneonatal)

Couse Cause

trmaturity Wﬁ; rRessiclory T e

unqualified MR L -] 48

Postnata! i
asphta and W@ﬁ‘m Digestive Was 52

Congenital 20 Infective and 23
malformations | 12.4 gi“s'g:;'e'g 03

V7277 indian
| Aar Races, U.S.
Birth injuries 724 "8 Accidenls W 17
123 o7
Pneumonla Tl Congenltat 7 Ae
of newborn 08 melformations  { Y13

Deaths per 1,000 Live Births

# Excludes Algska Notive.
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Indian* and Ali Races, U. S, 1963

INCIDENCE RATES FOR SPECIFIED REPORTABLE DISEASES

All Races, U. S.

‘%ﬁim

All Races, U.S.

Among Indions; 1963

LEADING REPORTABLE DISEASES
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INCIDENCE RATES FOR TUBERCULOSIS

Rate Per Indian* and All Races, U. S.

00,000
Population
600

% ------ Indian
--All Races, U.S.

{ New active cases

1954 1955 1956 1957 1958 1959 1960 1961
Calendar Yeor

® Excludes Alasia Native,
81562 and 1563 not comparable to exrllar years.

Nt 63 Ataska Natlva rate 535,

TUBERCULOSIS DEATH RATES
Indian, Alaska Native, and All Races
Rate Ber 1954-1963

00,000
Population

240

200

160

120

80

40

1954 '55 'Sé 5T 58 k-] 60" "6l 62 1983
Calendar Year

HOTE:  Indian and Alasks Natlve Rates: single yeae tor Y 1954 and €Y 1963;
3oyar moving averages, 1955-1962: 3 races ars single year rates,
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DEATH RATES FOR GASTRITIS, ENTERITIS, ETC.

Indian" and All Races, U. S.
Rate Per
100,000
Population

60

50

—Indian
—Al! Races, U.S.

40

34 i
e |

% 22

: HHH
/ / .

.o 1Nl
45 44 . 4.4 -

B 7

0 w9 60 6l 62 1963

58
ctutes Al hath Calendar Year
® Gechodes Alaska Natfv. NOTE: Indlan and Aliska Natfve Rates: single year for CY 1354 and CY 1963y
" 3oyear moving dvarages, 1955-1982;all races are single yéar cates,

ADMISSIONS OF INDIAN PATIENTS

PHS Indian and Contract Hospitals
U. S. Including Alaskd

Admissions

100000

P2 contraa* 87500

[ ] oHs Indion 81,500

76,800
75,000———7:,900—%~ — 20— —%ﬁ-——

.
50000 — — — — o _
25000 — w0 e O o O o R o O
1955 1858 1959 1960 1961 1962 1963 1964
Fiscal Year

¥ Adout 200 mentat patient agmissions sxch year,
D reutet.
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OUTPATIENT MEDICAL VISITS *
DIH Hospitals, Health Centers, and Satellite Field Clinics

Outpatient Visits
00's)
1,500 777 ity gents
enters
Fmdla?nks
1 1272 b4
Hospltat Clinks z
1,200 LIS .
1,018
900 > 7
900 ————— — — — ] — —
650
600 —Y 0 — 44— | I |—
300 — — — 1 | ] — |
(o]
1957 1958 1959 1960 iset 19862 1963 1964
Fiscal Year

B Exctutes vislts for dental services,
: B cmadeg.

AVERAGE DAILY PATIENT CENSUS
PHS Indian and Contract Hospitals
U. S. Including Alaska

Average Daily
Patient Census
5000 -
7
4200 4200 ] omas®
4,000 — J—
- 3600
3200 500 3250 3300 3.09
3000— — — " ——5— 0 — —————
_
2000 — — — = - 1 |~
wo— H oH— - H H - -
ISSGW 1957 . 1958, 1959 - 1960 196} 1962 1963 1964
- Fiscal Yeor

¥k Includes about 200 neuropsychlatric patlents T contract facllltfes exch year,
Hlezee runtag
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LEADING CAUSES OF HOSPITALIZATION

GENERAL PATIENT DISCHARGES

PHS Indian & Contract Hospitals, Fiscal Year

1963

Ala

U.S. excl. Alaska

@
@

@
>

5 =2

S
. B B x4

o 8 S £

@ @ @ 5 8

a 2 3 = © =

g 3 2 5 & § £

PREVENTIVE AilD CORRECTIVE DENTAL SERVICES PROVIDED




790 HUMAN RESOURCES PROGRAMS

EXHIBIT B
TrENDS IN INDIAN HeALTH AND HEALTH SERVICES

Service population estimates, 1963 and 1964

Indians and Alaska natives. . e 380, 000
Indians, 23 Federal reservation States___ . ______________________ 337, 000
Alaska—Indians, Eskimos, Aleuts_. .. ___________.______ 43, 000

NortE.~Indian—about 54 percent under 20 years of age; median age 17.3. All races—about 38 percent
under 20 years of age; median age 20.5. .

Birth rates—Registered live births per 1,000 population, 1963

Indian o e 2.2
Al 1808 o e e e e 21.7
Alaska natives_ _ e 49.0
NoTte.~Indian and Alaska native, twice all races.
Births attended by physicians (majority in hospital)
Percent
Indian - _ o e 198
Alaska native_ e 281
1 Compared to 88 percent in 1954,
2 Compared to 65 percent in 1954,
Mortality—Rates per 100,000 population 1963, all causes
Indian_ o e 933.9
Al TaCeS o e 961. 9
Alaska native_ _ . 997.7
Leading causes of death, 1963, and rates per 100,000 population
Specified
Cause of death Indian Alaska All races ratios,
native Indian to
all races
Heart di (1) 159.5 “4) 97.4 (1) 3754 |oooomoee .
Accidents. . (2) 155.9 (1) 218.1 53. 4 3X
Influenza and pneumonia. . .o ocecvaao o (3) 84.0 (3) 102.1 37.5 2.2X%
Malignant neoplasms. (4) 650 (6) 76.6 (2) 1504 |
Diseases of early infancy. (6) 64.4 (2) 109.0 33.3 2%
Vascular lesions CNS. o ecooaocacoamciaaua 6) 549 6) 44.1 @) 1067 |-ceeecemmaeo

Tuberculosis—ranks ninth among leading causes of death.

Gastroenteritis, etc.—ranks 10th among leading causes of death.

Accidents—non-motor-vehicle deaths increased over 1962; leading causes were:
accidental drownings, fire and explosions, falls, suffocation, and poisonings.

Infant mortality—Deaths per 1,000 liv§ births (1954-63)—Infant mortality rates,
. 963

Age Indian Alaska Allraces [Ratio, Indian

native to all races
All ages_ 42.9 50.7 25.2 1.7X
Neonatal (under 28 A2¥S) - - -ccocmcmcaacccccran 18.0 24.9 18.2 oo ..
Postneonatal (28 days to 11 months).ceooeaoo. 24.9 25.8 7.0 3.6X

Indian neonatal rate almost same as all races; leading causes: immaturity,
postnatal asphyxia, congenital malformations, birth injuries. Indian and Alaskan
postneonatal rate about 3% times all races rate; leading causes respiratory, diges-
tive, infective and parasitic, and accidents.

Indian—practically no change over 1962; increase in neonatal death rate to 18,
more than offset the drop in postneonatal rate, resulting rate of 42.9 all ages.
Alaska neonatal rate up above 1962; but 1963 Alaska postneonatal rate declined
sharply, by 41 percent, over 1962.
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Infant mortality—1963 rates compared with 1954

[Percent drop]
Group \ All ages Neonatal | Postneonatal
Indian ) —34 -~10 —44
Alaska native . —39 —21 —50

Tuberculosis mortality and incidence rates per 100,000 population:

1963 mortality: Indian, 24; 5 times all races rate; Alaska native, 37; 7 times
all races rate. Compared with 1954: Indian dropped 56 percent; Alagka native
dropped 84 percent.

1963 incidence rate (active cases): Indian, 192; 7 times all races rate of 28.7;
Alaska native, 535; 18 times all races rate. Compared with 1954: Indian dropped
56 percent; Alaska native dropped 78 percent.

Tuberculosis hospitalization—average daily census in fiscal year 1964, under
600; dropped 76 percent since peak in 1956. Now represents about 18 percent of
total census (all patients) compared with 57 percent in 1956.

Castroenteritis, etc., mortality and incidence per 100,000: 1963 mortality,
Indian rate 22.3; 5 times all races. Compared with 1954, dropped 60 percent.
1963 incidence, amoebic and bacillary dysentery, 428 per 100,000 (50 times all
races). Gastroenteritis, diarrhea leading among reported diseases.

Trachoma incidence rate, 1,015 compared with 1,060 in 1962. (Resurvey
indicated a rise in rate during 1964.)

Measles incidence rate, calendar year 1963, 1,697 per 100,000 population.
Measles incidence is dropping in 1964, following the use of vaccine in the South-
west, Phoenix, and Window Rock areas. For first 9 months of 1964 (January—
September) the provisional rate is below 700, for all DIH reporting units, outside
of Alaska; drop to 328 in Southwest areas, offset by rise in other areas (Northwest
and Plains States).

Otitis media, reported cases rising, compared with last year (through first 9
months) and noted particularly in areas where there was a rise in measles cases.

Broadening of services; increasing workloads since fiscal year 1955, last year
before transfer, compared with fiscal year 1964:

Hospital admissions (DIH and contract) rose 80 percent from 50,000 to
90,000, 98 percent of admissions are general patients.

Births in DIH hospitals rose 37 percent from 6,900 to 9,458. = Contract
hospitals from a small (unknown) number to 2,680 (estimate). Total
ADPC of 3,211; 75 percent general; 18 percent TB; 7 percent mental, TB
patient census (584) dropped from 21 percent of total in 1963.

THospital outpatient clinics, medical visits 742,400, more than doubled
since 1955. Health centers, satellite clinics, and itinerant clinie visits reached
nearly 545,000.. Dental corrective and preventive services provided, about
446,000 (DIH and contract).

Construction of facilities since 1955—hospital, health centers, and field clinic
construction; 7 new and/or replacement hospitals; 4 hospitals had major moderni-
zation, others underwent major alterations; 9 health centers newly constructed;
95 health stations (field clinics).

Public Law 85-151 (1957), 15 projects completed, participation in construction
of a total of 110 beds at community hospitals, for Indian use.

Sanitation facilities construection: Public Law 86-121 (1959), provides a
mechanism under which PHS and Indian groups can work jointly to correct
gross deficiencies in essential sanitation facilities, and thus alleviate the sub-
standard environmental conditions in the homes and communities. In the 5
years since this program has been authorized, 208 construction and 96 emergency
and study projects have been authorized. These include construction of domestic
water supplies and waste disposal facilities. - -

10. Economic classification of program expenditures. (See table 2.)

Program: Indian health program.
Department, or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Bureau of Medical Services, Division of

Indian Health.

65-735—67—vol. 2——22
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TaBLE 2.—Economic classification of program expenditures for fiscal year 1966

[In thousands of dollars]
Federal Government:!
Purchases of goods and services:

Wages and salaries .o v oo oo $37, 094
Other - o e e 35,374
Total Federal expenditures____......_._____._. e _. 72,468

Non-Federal expenditures financed by: Contributions of money, mate-
rials, and labor by Indians and Alaska natives in support of sanitation
facility Projects. oo o e o e mae e 1, 000

Total expenditures for program_____ . _ oo 73, 468
1 Expenditures here refer to obligations; actual Federal expenditures were $71,373,000.

Narionar InstiTUuTES OF HEALTH
Tues ResEarca Program

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
The research program of the National Institutes of Health is a
multifaceted effort to advance the health and well-being of the Ameri-
can people through science. To this end, the program seeks—

(@) Greater understanding of man’s biological and behavioral
processes through a broad program of investigation of life
processes; v

(b) Advancement of the existing capability for the diagnosis,
treatment, and prevention of disease through expanded and en-
hagced scientific, academic, and technologic efforts and resources;
and . -

(¢) Acceleration of the application of new knowledge and
technological capability to the universe of health practice.

2. Operation

The objectives of the NIH research program are sought through
direct in-house (or “intramural’’) research, and through support (by
grants or contracts) for research of non-NIH scientists in academie,
industrial, or other settings. (These latter activities are referred to
as “extramural.””) Roughly 80 percent of the NIH research program
is extramural; 20 percent is intramural,

The research program of the NIH is organized and conducted
through nine separate Institutes, three major program divisions, a
500-bed clinical center, an Office of International Research, several
supporting divisions, and field research activities both in the United
States and abroad. ' :

The present organization for research—which has eviolved almost
entirely since World War IT—is a reflection of the advancement in
health knowledge, the growing significance of chronic and degenerative
diseases, and broad concern with the health of man and the multi-
faceted processes of human development. The organization, once
oriented along lines of scientific disciplines, has changed markedly.
Six of the nine Institutes conduct and sponsor research in relation to
the causes, prevention, diagnosis, and treatment of designated broad
disease areas—cancer, heart, dental, metabolic, infectious, and




HUMAN RESOURCES PROGRAMS 793

neurological. Three Institutes have as their focus the solution of
health and medical problems not peculiar to a given disease category:

The National Institute of General Medical Sciences (NIGMS)
supports fundamental or multidisciplinary research in bio-
medical, physical, and behavioral sciences where relevance to
a specific disease category is not clear or several such disease
categories are involved.

The National Institute of Child Health and Human Develop-
ment (NICHD) —with special responsibilities for child health and
problems of aging—seeks understanding of normal and abnormal
developmental processes across the full life cycle of man.

The exceptionally wide-ranging programs of the National
Institute of Mental Health (NIMH) are integrated by a common
unifying objective—improvement in the mental health of the
American people.

The NIH “program” divisions fit into the research picture in this
way:

The Division of Research Facilities and Resources (DRFR) admin-
isters the grants programs providing funds for—

(1) The general research support of institutions;

(2) The establishment and operation of:

Genersl clinical research centers
Primate centers
Special research resource centers

(3) Grants on a matching basis for construction of health re-
search facilities.

The recently established Division of Computer Research and
Technology (DCRT)—which is strictly an intramural resource—
provides modern computer facilities for NTH scientists, enabling them
to do research on the application of advanced mathematics and com-
puter theory to biomedical research problems; also on automation of
certain routine laboratory and clinical procedures.

The Division of Biologics Standards (DBS)—which like the DCRT
awards no grants—does research relevant to its control responsibilities;
which include insuring the safety, purity, and potency of biologic prod-
gpts used throughout the Nation in” prevention and treatment of

isease.

The Office of International Research (OIR) has a dual research
role: It coordinates policies of the nine NIH Institutes in their support
of overseas research activities; and it is responsible for administering
several programs of its own, including international centers for
medical research and training, international postdoctoral fellowships,
and the special foreign currency program.

Key supporting components include the Division of Research
Services (DRS) which provides technical, engineering, and scientific
support for the intramural research program; and the Division of
Research Grants (DRG) which provides for scientific and technical
review of grant applications, and coordinates financial and adminis-
trative procedures relating to research grants.

For both intramural and extramural components of the NIH
research program, the Office of Administrative Management (OAM)
provides administrative support.

Intramural activities—The intramural portion of the NIH research
program is the largest single biomedical research effort in the world.
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Of the nine NTH Institutes, seven have substantial intramural activi-
ties, and an eighth (NICHD) has already made a modest start and
plans expansion. At the core of NIH intramural effort are 1,500
doctor of philosophy or doctor of medicine scientists engaged in
full-time research, with facilities and supporting staff on appro-
priate scale. Among the supporting facilities are a 500-bed clinical
center and a farm for research animals. For each Institute, intra-
mural scientists are organized (under a scientific or clinical director)
in sections and laboratories or clinical branches. Within Institute
objectives, each scientist is allowed considerable latitude in his choice
of research projects. Kach Institute receives disinterested scientific
advice on its imtramural activities from non-NIH science leaders
appointed to boards of scientific councilors. Owerall coordination of
intramural activities is provided by Institute scientific directors,
who meet regularly under the chairmanship of the NIH Director of
Clinics and Laboratories. This group must approve promotions for
all intramural research staff.
. Eutramural activities—Through its research grants and contracts,
NIH now supports 40 percent of all medical research conducted in
the United States; this also constitutes one-third of all Federal
funds for the support of research in colleges and universities, proper.

Contracts are used in dealing with institutions organized for profit,
or for the purchase of specific research goods or services. Only 8
percent of NIH extramural research funds is spent on contracts.
Because of the many intangibles incident to research and develop-
ment work, the cost-reimbursement and cost-plus-fixed-fee methods
of contracting are utilized to a large extent.

When it appears to an NIH institute that its interests will be best
served by a research contract, formal proposals are solicited from
prospective contractors. The prospective contractor furnishés
mformation in the proposal about the nature, structure, capacity, and
qualifications of his organization, the terms under which he can undei-
take the Government work, and an estimate of the costs (or price) and
time tvhich he feels necessary to accomplish the task. Each prospec-
tive contractor’s proposal is réviewed by program staff and by the
contracting officer.

Research grants.—Several types of research grants are used by
NIH in awarding funds to nonprofit institutions when the proposed
research ties into NIH program needs. The research project grant is
awarded to an institution for a discrete project representing the
investigators’ interests and competencies. The research program-
project grant is awarded to an institution solely for the support of
basic physical resources or an integrated system of resources and
services essential to the conduet of a broad program of research.

The method of distributing research grant funds has been designed
to assure that funds are awarded only to research projects and pro-
grams that are competently judged to have high scientific merit and
1n only such amounts as are necessary for their support.

Applications are uniformly investigator initiated, with the exception
of the few instances in which the Institute, on the advice and with the
concurrence of a study section or other initial review group and the ap-
propriate national advisory council or committee, has taken the initia-
tive to make known to competent investigators areas in which research
is much needed.
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The usual steps by which a grant-supported research project comes
into being are:

(@) The responsible officer of an eligible institution submits to
the Public Health Service, on behalf of the principal investigator,
an application for a research grant. The application outlines the
nature of the research contemplated, as well as the resources and
facilities available or needed, and indicates the budget proposed
and the years of support requested.

(b) A grant application is received and identified with a par-
ticular NIH research area. The application is then referred
to the appropriate NIH Institute or division and to a study sec-
tion or an initial review group consisting primarily of non-
Federal scientists expert in that research area. The group
reports its evaluation of the proposal, including its scientific merit
and the requested financial support, with a recommendation for
action, to one of the national advisory councils or committees.

(¢) The Surgeon General, at his discretion, may award support
to any application recommended for approval by a national
advisory council, in the amount recommended or in a lesser
amount. The criteria applied by the committees and councils
in considering applications are (1) that the proposed research
shall have high scientific merit; (2) that the principal investi-
gator shall be competent to undertake and pursue the research;
and (3) that the facilities available to him shall be adequate.

General research support (GRS) grants are designed to provide
institutions a measure of increased control over the quality, content,
emphasis, and direction of their own research and training programs.
They allow increased institutional initiative in developing the insti-
tution’s best research and research training capabilities, for con-
solidating scattered elements of research support, and for bettering
the general research environment. The program is thus comple-
mentary to other forms of NIH grants-in-aid. The appropriation
level for this program is set annually by Congress, within a statutory
ceiling for this purpose of 15 percent of total NIH research grants.
The program is administered by DRFR from funds made available
by assessments against each NIH appropriation for research grants.

Four types of health professional schools (medicine, dentistry,
osteopathy, and public health) are considered automatically eligible
for GRS grants. Other types of institutions active in health research
(such as hospitals or research foundations) are eligible if they have
been awarded $100,000 or more in PHS research grants within the
past year. Following acceptance of NTH guidelines for an extension
of this program, graduate academic departments (apart from health
professional schools) will also be eligible for awards, beginning in the
current fiscal year; this proposed university program, entitled the
“Bjomedical Sciences Support Program,” is conceptually identical
with the current general research support program. The amount of
an individual award is based on a formula which is computed ac-
cording to the health-related research expenditures of the institution
from all funding sources.

A part of GRS funds will be used from now on to make health
sciences advancement awards—a new program to encourage institu-
tions with high health-research potential to deliberately plan an
upgrading of their research capabilities.
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3. History

NIH intramural research activities extend in an unbroken tradition
from the one-room bacteriological laboratory established by the PHS at
the Staten Island Marine Hospital in 1887. This Laboratory, sub-
sequently designated as the Hygienic Laboratory, was moved to
Washington in 1904. There, it expanded into & small but renowned
in-house research organization with separate divisions for chemistry,
bacteriology, pathology, zoology, and pharmacology. It was con-
cerned mainly with control of communicable and infectious diseases,
but emphasized fundamental investigations also. After 1930, when
the Hygienic Laboratory became the National Institutes of Health,
its research activities retained their former scope and character for
some years.

Passage of the National Cancer Act in 1937 (Public Law 75-244)—
and through it the creation of the National Cancer Institute (NCI)—
marked two important beginnings for NIH: Though, for the moment,
NCI remained independent of NTH, its creation marked a new research
emphasis on the chronic and degenerative diseases, which increasingly
were revealed as the main killers against which NIH had to organize
its research efforts; it also marked the beginning of the extramural
component which now represents 80 percent of total NIH program.
By this Act, NCI was directed not only to conduct research, but to
assist and to steer similar research activities by other agencies, public
and private; and to this end, the Surgeon General was authorized to
make grants-in-aid for research projects in the field of cancer. In the
other major event immediately prior to World War II, NITH and NCI
moved, in 1938 and 1939, into newly constructed facilities at a donated
site in Bethesda which NIH now occupies.

Organizational structure—~—With the war’s end, the development of
NTH toward its present organizational pattern was rapid. Broadened
research authorities in the Public Health Service Act of 1944 (Public
Law 78-410) provided the basis for this expansion. (Under this act,
the Surgeon General was given broad power to support research into
the “diseases and impairments of man,” and specifically to make
grants-in-aid for research projects recommended by the Advisory
Councils.) Subsequent to that enactment, in the period 1946-55, five
categorical Institutes plus NIMH were added as (in effect) divisions
of a National Institute of Health. The additions:

1948: The National Heart Institute (NHI). Authority:
National Heart Act (Public Law 80-655). This same act
pluralized the NTH title to “National Institutes of Health.”

1948: The National Institute of Dental Research (NIDR).
Authority: National Dental Research Act (Public Law 80-755).

1948: The National Institute of Mental Health (NIMH).
Author)ity: National Mental Health Act of 1946 (Public Law
79-487).

- 1950: The National Institute of Neurological Diseases and
Blindness  (NINDB); the National Institute of Arthritis and
Metabolic Diseases (NTAMD). Both established under authority
of Omnibus Medical Research Act of 1950 (Public Law 81-692).

1955: The National Institute of Allergy and Infectious Diseases
(NIAID) was_established from its predecessor, the National
Microbiological Institute. Authority: Public Law 81-692.
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With the opening of the 500-bed Clinical Center in 1953, the
Bethesda facility achieved capability for a well-balanced biomedical
research program. Other major program components added to NIH:

1955: Division of Biologics Standards (DBS).

1958: Division of General Medical Sciences (DGMS).

1962: Division of Research Facilities and Resources (DRFR).

1963: National Institute of General Medical Sciences
(NIGMS) taking place of DGMS; National Institute of Child
Health and Human Development (NICHD). Authority for both
Institutes: Public Law 87-838, October 1962.

1965: Division of Computer Research and Technology
(DCRT).

Intramural research.—As the various Institutes became a part of
the NTH structure, each—with the exception of NIGMS—developed
an intramural component to its program. Among the program divi-
sions, DRFR conducts no in-house research; but DBS is completely
intramural in its orientation, as is expected to be the new Computer
Research Division. Several off-site operations are also important to
NIH intramural research. These include the gerontology research
activities in the Baltimore City Hospital (under NHI); the Rocky
Mountain Laboratory at Hamilton, Mont. (under NIAID); and the
l\};Iidgie A)merican Research Unit (jointly supported by NIAID and
the Army).

Eatramural.—The first PHS grants-in-aid to support research in
academic and other non-Federal settings were made by the National
Cancer Institute in 1937 to support studies in diagnosis and treatment
of cancer. This was an authority specific to NCI, deriving from the
National Cancer Act. Not until 1944—with the enactment of the
Public Health Service Act—did NIH gain similar basic authority to
make such grants, “to support research into the diseases and impair-
ments of man.”” These authorities were used sparingly, so that, by
1946, the annual level was only $780,000. However, with the war’s
end, and the dissolution of the wartime Office of Scientific Research
and Development (OSRD), NTH took over responsibility for residual
OSRD university contracts in the area of the medical sciences. This
constituted the beginning base of the present-day NIH extramural
research program. By 1950, with seven Institutes making awards,
over $20 million in a total budget of $50 million was being expended
in the form of extramural grants and awards for research and training.

By 1955, total appropriations reached $82 million, an increase of
only $30 million over 1950; however, the increase in extramural funds
was twice that of intramural. During this period the major effort
was centered in forging the mechanisms, policies, and procedures of
extramural support; the processes of review, selection, and award of
grants; and the relationships with outside advisory groups which still
comprise the essential framework for the administration of NIH
extramural activities. The key element in this period of development
was the decision, implicit in the study section review and priority
rating process, to concentrate resources upon meritorious research
projects emerging for the most part from the fundamental science
programs of academic institutions. By the end of fiscal year 1955,
80 percent of NIH research grant funds was going to colleges and
universities.
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The next 5 years (1956—60) were years of maximum growth rate.
The guiding principle of this period was the concept that the expansion
of medical research in the national interest should not be restricted
by lack of funds and that the necessary resources for this expansion
should either be made available or created for this purpose. This
principle was initiated by Secretary Folsom in fiscal year 1956,
ratified by the Bayne-Jones Report in 1958, and acted upon with vigor
and swiftness by the Congress throughout this period. Between 1955
and 1960, NIH programs expanded over fivefold, reaching a level of
$430 million in the latter year, including construction grants. The
NIH investment in the development of resources was substantially
enlarged. New fields of scientific endeavor were cultivated, including
biophysics, mathematics, and behavioral sciences. Engagement with
science on an international basis became an essential component of
NIH programs. The problem of stable support for the institutional
base of research and training was diminished by the enactment of
general research support authority and the initiation of the general
research support grant program in 1961. ‘

In most recent years—with growth rate slowed to a more mature
stage of development—the long-term principles, terms, and conditions
guiding the conduct of the extramural program were subjected to
searching examination and reassessment, stimulated largely by
congressional inquiry. From this inquiry has emerged a more struc-
tured, articulated, and formal framework for grant administration.

4. Level of operations. (See tables 1 and 2 at the end of NIH section.)

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

(a) Within NIH:

i. The need for coordination and cooperation: The health research
objectives of NTH are sought through the interrelated efforts of nine
Institutes and three program divisions—each with separate areas of
responsibility as defined by distinctive missions. Two factors
explain the need for this somewhat complex structuring of NIH pro-
gram: (1) The number and variety of health research goals pertinent
to NIH mission; and (2) recognition that progress toward these goals
depends to a considerable degree on the sensitivity with which pro-
gram interest can be focused on research needs and opportunities in
each goal area. Clearly, with such structuring, there is potential for
program overlap or gaps, and for cross-purpose or competing activi-
ties. Consequently, increased effectiveness is sought through a variety
of coordinating mechanisms.

ii. Existing arrangements: The Director, NIH, is responsible for co-
ordinating the total NIH program. In this, his principal concerns are
for best distribution of total resources available for health research;
also for integration of current and longer range plans, particularly in
their impact on resources. The identification and elimination of gap
areas and unnecessary overlap on cross-purpose activities are other
concerns.
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This coordination is achieved mainly through the annual budget and
apportionment process. _Also important, though, are weekly meetings
at which the Director, NIH, and his key staff discuss common-interest
matters with Institute Directors and division chiefs; and the require-
ment of administrative approval at the Office of Director, NIH level
for Institute-division program needs for space, personnel, organiza-
tional changes, various services, etc. Individualpstaff members and
staff components in the Office of the Director support the Director,
NIH, in his coordinating role. These are the key arrangements:

1. There is a principal staff assistant to the Director, NIH, to co-
ordinate each of the two major facets of the total program, intramural
and extramural. For the intramural area, a director of laboratories
and clinics is responsible for approval of budgets as well as current
space and personnel allocations. Coordination is also effected throu h
highly structured biweekly meetings with the scientific directors, who
are in charge of the respective intramural research program for each
Institute/division. Similarly, for the grants area, coordinating
responsibilities are assigned to a staff official (the NTH Associate
Director for extramural program) who provides a focus at the Office
of the Director level for intelligence on grants problems and policy
matters and for substantive review of overall NIH grants programs.
He is supported in his tasks by data and analyses across grant activities
provided by the Division of Research Grants. Also, he chairs
monthly meetings of an executive committee for extramural affairs
(ECEA), to which each Institute and division sends its extramural
grants head, for information exchange and review of commeon-interest
policies and problems.

2. Other staff or service components contribute to program co-
ordination at the level of the Office of the Director, NIH:

The Office of International Research is responsible for policy
formation, program analysis and other aspects of coordination for
foreign or international components of NIH programs.

The Office of Program Planning is responsible for coordinating
legislative planning for NIH activities; also for providing defini-
tive data on present and future availability of research resources.

The Office of Administrative Management coordinates ad-
ministrative servicing of NIH programs in terms of financial,
personnel, and supply management; also office services.

The Division of Research Services provides centralized library,
graphic  art, and photographic services; also instrument engi-
neering and development; animal breeding, supply and care;
computation and data processing services, etc.

3. An important new mechanism to assist in coordinating the total
NTH program is the recently approved outside advisory group to the
Director of NTH. This group—to be drawn from science and public
affairs leaders throughout the Nation—will advise on longer range
planning, best distribution of available resources across total activities,
new programs needed, and similar matters.

4. For the extramural area, coordination in terms of the quality
of research supported is provided by the study section system. This
assures peer group scientific review for all grants applications, irre-
spective of the program component from which support would come.

5. The Division of Research Grants is responsible for assigning each
incoming grant application to a specific Institute or division, follow-
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ing assignment criteria (based on respective program missions) ap-
proved by the Director, NIH. Special coordinating arrangements
are made as needed when two or more Institutes share interest in a
research area too widely ramified to fit neatly within a single organi-
zation’s mission. Examples of this are NINDB and NHI cooperation
in the area of stroke research; the NIH Staff Group on Mental Re-
tardation (which coordinates respective interests of NICHD, NIMH,
NINDB, and DRFR in problems of the mentally retarded); and ad
hoc coordinating arrangements worked out among NIMH, NIGMS,
and NICHD for the behavioral sciences. ,

(b) With other units of the department or agency:

i. The need for coordination and cooperation: In its impact on
health and education goals, the NIH research program shares common
ground with many other program components within the Department
of Health, Education, and Welfare. In terms of health, there are
points of interface (and therefore a need for one degree or another of
coordination or cooperation) with each of the other Bureaus of the
Public Health Service; also with the Food and Drug Administration,
the Children’s Bureau, the Office of Vocational Rehabilitation, and
the Aging Administration recently established at the departmental
level. In relation to NIH’s important impact on graduate education,
the prime concern is for more effective coordination with the rapidly
growing programs of the Office of Education.

Within the Public Health Service, the search for more effective
program- groupings has led in recent years to deliberate shifting of
traditional dividing lines among' PHS components. Such shifts in-
crease the need for sensitively informed coordination. For example,
while NTH retains its traditional role as the research arm of the Public
Health Service, that role is no longer exclusive. Other PHS bureaus
now award research grants—notably the Bureau of State Services,
which supports and conducts research on a range of community health
and environmental health problems. Similarly, responsibility for
State formula grants for prevention and control of cancer, cardio-
vascular disease, diabetes, and other NIH disease research areas has
passed for the most part from NIH to the Bureau of State Services.
Only in the mental health area does NTH still retain programs of this
type. .

Construction programs also generate coordination needs across
PHS components. For example, the hospital construction programs
of the Division of Hospital and Medical Facilities (BSS) affect long-
range capabilities in many PHS program areas. There is repeated
interface between activities of that Division and NTH’s Health Re-
search Facilities construction; also shared responsibilities between
that Division and NIMH for the Community Mental Health Center
program.

Finally, the new regional medical program presents an unprece-
dented challenge for coordination of diverse program efforts, both
within and beyond the Public Health Service. »

ii. Existing arrangements: At the departmental level, the key staff
role in coordinating NIH and other health-oriented activities of HEW
is assigned to the Office of the Assistant Secretary for Health and
Scientific Affairs. Also at the Department level, a variety of staff
offices and line or staff assistants to the Secretary are assigned responsi-
bilities with coordinating impact on NIH program. The major roles
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are those of: (1) the Comptroller, who is the Department budget
officer; (2) the Assistant Secretary for Legislation; and (3) the
Assistant Secretary for Program Coordination.

In common interest areas, a variety of informal information ex-
change and similar coordinating arrangements have been worked out
among program managers in NIH and other departmental components.
Infrequently—but on occasion—these arrangements are committed to
writing. For example, there is a formal memorandum of under-
standing defining respective research roles in child health for the
Children’s Bureau and the National Institute of Child Health and
Human Development.

Apart from informal coordinating arrangements made between
individual Office of Education and NTH program managers, these two
agencies have been working closely for some months to develop a
coordinating mechanism that would be effective across a broad range
of agency programs with similar or compatible objectives. Results
here are promising, though further work will be needed. Special co-
ordinating arrangements may be set up when a number of depart-
mental components share interest in one or another aspect of a “high-
visibility’’ program such as mental retardation.

(The Secretary’s Committee on Mental Retardation has representa-
tion from the Office of the Secretary, the Office of Education, Food
and Drug Administration, Social Security Administration, and Welfare
Administration, as well as the PHS—with members from the latter
agency representing the Surgeon General’s echelon, Bureau of State
Services, and three NIH Institutes.)

Within the Public Health Service, the Surgeon General—supported
by his immediate staff offices and by the National Advisory Health
Council—is responsible for program coordination. This responsi-
bility with respect to NIH programs extends to all of the usual aspects
of coordination by a higher echelon, including budget and legislative
review, organization and other administrative approvals, etc.

Apart from these usual means for coordination, several special
coordinating mechanisms exist at the PHS level. These include:

1. An Office of International Health, for overview and coordination
of PHS international activities.

2. An Interbureau Advisory Committee on Extramural Affairs
(IACEP), which reviews all proposed grant policies and recommends
action to be taken by the Surgeon General. No grant policies affect-
ing more than one PHS Institute or Division may be issued without
the approval of this Committee. Its membership includes the grants
policy officer in the Office of the Surgeon General as chairman, one
representative from each of the granting Bureaus in the PHS, and the
Chief, Division of Research Grants, NIH, as executive secretary.

3. In the Office of the Surgeon General, a grants policy officer and
a small staff provide a full-time PHS focus for resolving grants policy
questions of an interbureau nature.

4. A grants manual—which provides definitive guidance on grants
policies and procedures across PHS programs—is maintained for the
Surgeon General by the NIH Division of Research Grants. As
changes in grants policies or procedures are approved by the IACEP,
the DRG Policy and Procedures Office issues these changes and in-
corporates them in the grants manual.
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(¢) With other Federal Government departments of agencies:

i. The need for coordination and cooperation: For several years
now, Congress, the higher executive branch, and the scientific com-
munity at large have watched with increasing concern the growth of
Federal Research and Development (R. & D.) investinent, now at
the $15 billion annual level. On many fronts; improved means of
coordination across this investment area are being sought, with one or
more of these objectives in mind:

To better understand what now is being done through science
programs, and why; what is being achieved by this, and how
many parts interrelate.

To provide a better rationale for future investment in science—
both m terms of overall growth and of differential growth in
different science areas, and for differing science or social purposes.

To minimize competition for existing science resources.

To better assure that program impact on the capabilities and
purposes of higher education institutions is constructive rather
than otherwise.

To provide stimulus for more equitable distribution of aca-
demic and economic capabilities in the wvarious regions of the
country.

Relevant to these considerations, the NIH share in Federal R. & D.
investment has remained about 5 percent through most of these
rapid-growth years. But even in the area of health research, NTH
has no prescriptive claim to support responsibilities. Significant
health research support ($25 million or more annually) is given by
each of these agencies: the Veterans’ Administration, Department of
Defense, Atomic Energy Commission, National Aeronautics and
Space Administration, National Science Foundation, and Depart-
ment of Agriculture. Smaller amounts are contributed by the Federal
Aviation Agency, State Department, and Department of the Interior.

The programs of most of these same agencies also have an impact
on graduate education and on higher education institutions. Apart
from NIH, the key agencies here are: Office of Education, NSF,
NASA, DOD, dnd AEC.

ii. Existing arrangements: At higher executive branch levels, the
formal coordinating entities for NIH and other Federal R. & D. pro-
grams are these: The President’s Science Advisory Committee, the
Office of Science and Technology and the Bureau of the Budget (all
in the Office of the President); also the Federal Council for Science
and Technology (FCST) with representatives from each of the main
Federal agencies supporting science.

NIH, as a third echelon component within DHEW, does not par-
ticipate directly in the activities of the Federal Council for Science and
Technology; but is represented by the Department’s member, the
Assistant Secretary for Health and Scientific Affairs. However, NIH
staff, when called upon, participate fully in the subcommittees and
panels of the FCST and other ad hoc groups advisory to the Office of
Science and Technology (OST). The Director, NIH, serves in a
technical capacity as consultant-at-large to the President’s Science
Advisory Committee and its chairman, the Director of OST. Also,
the NTH Director of Laboratories and Clinics serves as a member of
the Standing Committee of the FCST.

For coordination of NIH and other Federal programs with impact
on national education goals, the President last year, by Executive
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Order 11185, set up a Federal Interagency Committee on Education
(FICE). " This group is chaired by the Commissioner of Education
(from DHEW), and includes a representative from each of the
following agencies: The Department of State, the Department of
Defense, the Department of Agriculture, the Department of Labor,
the National Science Foundation, the Atomic Energy Commission,
and the National Aeronautics and Space Administration.

Again (as with the FCST), NIH as a third-echelon component in
DHEW, is not a member of the Committee. However, because of
its substantial educational involvement, NIH expects to be called
upon for staff assistance to FICE and to participate in at least some
of the Committee’s activities. Also relevant to this Committee,
NIH has been intimately involved with NSF, AEC, NASA and OE
representatives in developing a tentative proposal for a formal
interagency working group. This group, if established in proposed
form, would advise FICE on what progress could be achieved toward
comamon education goals through voluntary interagency cooperation
and information exchange.

Another formal mechanism for coordination across Federal science
programs is provided by the Science Information Exchange, a com-
ponent of the Smithsonian Institution. The SIE acts as a central
repository for information on current and past research projects,
whether supported by NIH, other elements of the PHS, other Federal
agencies, or by private foundations. While SIE sources of data are
not as comprehensive as might be wished for, NIH has found it a
continuing and ready source of needed information on the support
of specific research areas and of specific scientific investigators.

A variety of other means—some formal but most of them informal—
assist in the coordination of NIH activities with those of other Federal
agencies: ‘ :

(1) Annual reports and other periodicals and special publica-
tions of each agency become useful resources. Specific mention
here should be made of the “Federal Funds for Science” series
issued by the National Science Foundation.

(2) The National Register of Scientists and Engineers (main-
tained by the NSF through the use of biennial questionnaires) is
used by NTH in assessing research manpower resources. .

(3) At meetings of NIH National Advisory Councils, voting
members are present from the Department of Defense and
Veterans’ Administration. Also, an NSF representative is a
member of the NTH Health Research Facilities Council.

(4) More than 80 representatives from other Federal agencies
sit as liaison members on NIH study sections. These liaison
members are selected by their own agencies because of their
competence in the study section area, and generally take vigorons
part in all study section activities.

(5) Observers from other agencies (as well as from other parts
of DHEW) may attend NIH Council and study section meetings.
When common-interest areas are known to be involved, executive
secretaries of study sections will make a point of inviting specific
observers.

(6) An informal interagency group meets semiannually to work
out agreements on stipends and fellowship support levels. These
meetings so far have been chaired by the NSF representative, but
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it is anticipated that this task will be rotated to NIH and OE
representatives in the future. Other informal and formal co-
ordinating arrangements are even more fully developed in the
facilities program area. NASA, AEC, NSF, and NIH have been
actively engaged in information exchange on requests from vari-
ous institutions for research renovation or construction of re-
search facilities of one kind or another.

Informal coordination generally takes the form of information ex-
change—either on common-interest problems or institutions. Some of
this is accomplished through liaison arrangements described above;
probably more is done through direct or written contact between the
program officials involved. Obviously the effectiveness of these co-
ordinating activities will vary through time, and with particular pro-
grams and the various agencies. But from these activities, a number
of joint funding arrangements result, as well as many referrals of
project requests from one agency to another.

(d) With State governmenis or their instrumentalities and (e) with local
governments or communities:

In most NTH program areas, there is no occasion and no need for
coordination with State or local governments. While NIH program
funds go to many State-supported universities, medical schools,
hospitals, and public health departments, etc., the NITH relationship
in these instances is what it would be with any other grantee insti-
tution. However, in certain program areas under the National
Institute of Mental Health, the situation is quite different:

(1) By the very nature of the community health centers
program, NIMH has continuing contact with every State govern-
ment—usually through both the mental health agency and the
hospital construction agency.

(2) The mental health staffs in the DHEW regional offices are
continually called upon by State governments for consultation
in regard to such things as the State plan for community mental
health centers, plans for improving the State mental hospital
system, ete.

(3) Most NIMH resources in the services area (consultation,
mental health project grants, technical assistance projects,

- demonstrations, program studies) are devoted to continuous
work with State or local agencies or organizations.

Also, the regional medical program—recently authorized and
assigned to NIH—will require extensive coordination with all groups
concerned with delivery locally of improved health services. This
coordination will certainly involve representatives of State and local
governments.

(f) With foreign governments or international organizations:

i. The need for coordination or cooperation: Hach of the nine NITH
institutes is responsible for assessing the importance to its own program
goals of distinctive research capabilities or resources found in foreign
countries. (This assessment is from intramural as well as grants
program perspective.) Other PHS elements similarly look outward
toward the world. Yet, as national boundaries are crossed, a reason-
ably integrated and consistent program image becomes more rather
than less important.

While NTH research support overseas represents a relatively small
percent of total NIH extramural program (roughly 3 percent), these
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funds—in particular countries—may represent a significant or even a
main part of the research support given to scientists. These funds
may also be the best or the only chance for gifted scientists in develop-
ing countries to gain access to resources and advanced training in the
United States.

Several special factors sensitize NIH program relationships with
foreign governments:

(1) The loss of intellectual resources suffered by various
countries through emigration to United States of scientists drawn
by more attractive research careers here.

(2) The potential for individual and governmental misunder-
standings arising from recent NIH need to reduce levels of
overseas research support to counter U.S. “gold drain” problems.

(3) The opportunity to negotiate specific research uses of
foreign-blocked currencies, generated by the Public Law 480
(agricultural surpluses) program.

ii. Existing coordinating arrangements: Assuring a reasonably con-
sistent NITH program image before the non-U.S. world is a responsi-
bility of the Director, NIH, exercised through the Office of Inter-
national Research. At the Public Health Service level, a similar office
broadens and supports this unifying role.

In terms of coordinating activities with foreign governments, foreign
research communities or international organizations, neither NIH
nor the PHS has formal or continuing responsibilities. (These are
State Department responsibilities, necessitating certain policy clear-
ances with that Department on specific NIH support proposals.)
Yet a number of useful coordinating arrangements have in fact been
worked out informally by NIH; and NIH negotiates use of Public
Law 480 funds on an ad hoc¢ basis, as opportunities arise. NIH
maintains overseas offices and scientific representatives in Paris for
Western Europe, Rio de Janeiro for Latin America, and Tokyo for the
Pacific area. Special coverage is also provided in London and New
Delhi. Through these liaison points, NIH is kept informed of medical
research underway in other countries; also of research opportunities
and scientific manpower resources not available in the United States.

A number of informal agreements exist for advance ‘‘clearance’ of
NIH support proposals with one or more members of national Medical
Research Councils (or similar entities).

Also, in award of international postdoctoral fellowships to foreign
scientists, special arrangements are of some interest. For this pro-
gram, scientists are nominated to NIH by ad hoc research committees
set up in each nation, with NIH designating the first member.

(9) With nonprofit organizations or imstitutions:

i. The need for coordination or cooperation: In its efforts to achieve
health research goals, NIH has developed very special relationships—
in fact a state of interdependence—with several categories of non-
profit institutions which constitute the core of our national health
research community. (NIH dependson these institutions for research
progress; and they in turn on NIH funds to sustain and extend their
research capabilities.) The closest of these relationships is with the
Nation’s medical schools and their associated teaching hospitals. But
NIH support through its extramural programs is similarly critical to
research levels in dental and other health professional schools; also



806 HUMAN RESOURCES PROGRAMS

in various disease-oriented research foundations, independent hospi-
" tals, State, and local departments of public health, etc. Overall, it is
fair to say that in U.S. graduate academic institutions, the level and
future promise of health science capabilities depend to a considerable
degree on what resources are made available through NIH programs.

ii. Existing arrangements: Strictly speaking, there are no “formal”’
mechanisms for coordinating interdependent interests of NIH and
associated nonprofit health or academic institutions. Yet at an infor-
mal level, innumerable and ubiquitous coordinating arrangements
exist. A full summary of these, therefore, would be pointless to
attempt.

In terms of overall funding levels, nature of Erogram parts, use of
support mechanisms, and distribution of effort, the total NIH program
has come to approximate a kind of consensus within the health
research community on what is most needed and feasible. The main
advisers on NIH program—members of the various national advisory
councils and boards of scientific councilors—are drawn mostly from
these closely associated institutions. Eminent individuals from these
same institutions have a major role, also, in clarifying NIH program
needs for appropriation and other congressional committees.

The elaborate structure of NIH study sections and training com-
mittees—made up of hundreds of the leading scientists from these
same institutions—serve to set NIH and total community standards
for research quality, and to unify thinking on research needs and
opportunities. :

(k) With business enterprises:

At the present time, coordination with business enterprises is not
a significant element in the NTH research program. NIH does not
make grants to such enterprises; and so far, contracting for specific
research needs has not been of the type or on the scale warranting
coordinating mechanisms beyond minimal setting up of contract
purchase offices. Main areas of involvement have been with phar-
maceutical concerns (for example, in vaccine development); or
(in chemotherapy) with a range of pharmaceutical, animal pro-
duction, and industrial-chemical concerns. NIH contract involve-
ment with business enterprises almost certainly will increase rapidly
in the years ahead; but the nature of coordinating arrangement
needed then is not clear at this time.

(2) With others (specify): None.

8. Laws and regulations. (See general answer to this question for all

NIH programs.)

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
’ PROGRAM

9. Economic effects. (See general answer to this question for all NIH
programs.)

10. Eeonomic classification of program expenditures. (See table 8 at
end of NIH section.)
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Tuare TRAINING PROGRAM

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives

The training program of the National Institutes of Health seeks:

A. The career development of young scientists of promise;

B. The expansion of the pool of the physicians and paramedical
personnel qualified to provide—at a high level of excellence—the
particular and specialized services (diagnostic, therapeutic, etc.)
related to specific categories of disease; and

C. The creation of the institutional forms and mechanisms to insure
an adequate supply of manpower to meet the needs of a growing
national commitment to health and health research.

2. Operation

This is largely an extramural effort, though there is a small intra-
mural component also. Each of the nine NIH Institutes seeks on a
continuing basis to relate estimated available manpower to present and
projected needs of its programs. As manpower shortages are indica-
ted, the Institute may plan to meet them through whichever of the
available training grant or fellowship options appears most appro-
priate.

Extramural—These are the main training options:

Fellowships: There are fellowships of several different types with
slightly difierent objectives:

(@) Predoctoral fellowship: Designed to assist promising young
students to obtain training in a department oriented to medical
research.

(b) Postdoctoral fellowship: Designed to give additional train-
ing to Ph. D.’s and those holding other academic or doctoral
degrees.

{¢) Special fellowships: Designed for those who can demon-
strate the need for additional training in order to increase their
value as individual investigators and whose needs are not met
by other fellowship programs.

(d) Research career awards: Designed to provide stable career
opportunities for scientists of supertor potential and capabilities
early in their careers related to health.

{¢) International postdoctoral fellowship: Designed to provide
for scientists of other countries a scientific experience in the
United States in order to strengthen medical research as a
universal science by mutual exchange of research methods,
scientific fellowship, and cultural values.

An applicant for fellowship programs must arrange for training
with an institution where he will study and must have a sponsor under
whom he will train. (This training may be in basic, clinical or other
applied sciences in the health field.) Predoctoral training is possible
in any recognized institution providing research and academic train-
ing leading to graduate degrees (but must be in the United States
except in unusual circumstances). Postdoctoral and special fellows
are expected to have arranged for training in any recognized institu-
tion in the United States, including Government research labs where
resources are appropriate to the training to be undertaken.

853-785—67—vol. 2 23
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Review: The applications and recommendations from references
are given dual review. (Applications are structured to show appli-
cant’s academic and employment record, any honors, record of re-
search to date, publications, and proposed educational program
including the research project.) The Division of Research Grants
provides the technical review, using fellowship review panels analogous
to study sections. For the program review, practices vary; but
generally this is made by Institute staff or the Institute training
committee. However, research career awards go to the appropriate
National Advisory Council. Final selection is based on relevance of
the field of study to Public Health Service program interests, appli-
cant’s qualifications, qualifications of the training institution (and
sponsor, where pertinent) and availability of funds.

Somewhat special procedures exist for the international postdoctoral
fellows. Applications are accepted from persons in countries in which
a national committee has been established by the Public Health Service
for the purpose of nominating candidates. It is the responsibility
of the candidate to ascertain the deadline date set by a particular com-
mittee for acceptance of applications. National committee nomina-
tions are pooled and then reviewed on a competitive basis by an ad-
visory body at the National Institutes of Health. TFellowships are
thereafter awarded according to priority score within the limitation
of available funds. Requests for extension or renewal are also com-
petitively reviewed with the award subject to concurrence of the na-
tional nominating committee. Traiming institutions, other than
Federal Government laboratories, receive a research fellowship award
on behalf of each international fellow. This award includes funds for
the payment of the fellow’s stipend, dependency and travel allowances,
and training expenses. Stipend and allowance payments are paid
to the fellow by the sponsoring institution in accordance with its insti-
tutional practices.

Training grants and direct traineeships:

(2) Undergraduate training grants: These are awarded (within
annual maximum amounts) to certain categories of health pro-
fessional schools to enable them to establish, expand, or improve
instruction relating to prevention, diagnosis, and treatment of
various diseases. (Only NCI, NIMH, and NHI make these
grants.)

(®) Direct traineeships: These are provided as individual
stipend awards to qualified physicians and other scientists for
advanced training in one of the fields of the health sciences.
(Made only by NINDB.)

(¢) Graduate training grants: These are awarded mainly to
assist public and other nonprofit institutions to establish, expand,
or improve their research and academic training programs and
to increase the number and caliber of trained research investi-
gators in fields constituting the primary interest of the various
NIH Institutes. The bulk of NIH training expenditures are
made through this mechanism. These grants provide a wide
range of support for the institution’s training program; also
stipends and allowances for students selected. The grantee
institution selects the student trainees and has some latitude in
setting stipend levels.

In addition to administrative review by NIH staff, graduate
training grant applications receive dual review by advisory bodies
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composed primarily of non-Federal scientists: first, by a training
committee; second, by the appropriate National Advisory Council.
Primary factors in evaluating training grant applications are:
significance and relevance of proposed training program; adequacy
of the leadership, faculty, and facilities; and training record of the
institution and department concerned.

Intramural training.—Three distinct training programs are con-
ducted in connection with intramural research. Two of these, the clin-
ical and the research associate programs, are designed for the advanced
training of young physicians. The former is oriented to the training of
clinical investigators, the latter toward the nonclinical sciences; both
of these programs are under the commissioned officer personnel sys-
tem. Selection of incumbents is made by the scientific directors;
appointments are of 2 to 3 years’ duration. The staff fellowship
program is primarily for the advanced training of young Ph. D’s.
Tt is under the civil service personnel system; appointments are for
2 to 3 years.

Intramurally, there is also the visiting program. Highly competent
foreign scientists at all levels of seniority participate in this program.
These appointments provide to the visiting scientist special facilities,
resources, and consultation that may not have been available in his
own country. At the same time they provide to the United States
an additional source of new techniques and special talents and proce-
dures. The general intent of the visiting program is to provide
conditions under which the participants and the NIH staff will derive
mutual profit. The categories for appointment are fellow, associate,
scientist, and distinguished scientist. They are appointed only on
individual invitation by a supervisor or senior staff member at NIH.
Criteria are a doctoral degree or equivalent experience, plus specialized
training or experience differing by category. Fellows must be con-
sidered unusually promising, while those in other categories must offer
special talents which NIH cannot obtain through usual domestic em-
ployment channels.

3. History

The legislative history of NIH includes the authorization of three
basic instrumentalities for the support of training. Public Law
71-251, which created the National Institutes of Health in 1930,
authorized the Suregon General to prescribe regulations for the ap-
pointment of fellows for duty at the National Institutes of Health
and elsewhere. The National Cancer Act of 1937 extended this in
authorizing the Surgeon General to support training in the diagnosis
and treatment of cancer. Authorization to make grants to nonprofit
institutions for training became available in the National Mental
Health Act of 1946 (Public Law 79-487). Subsequent enactments,
with minor variations, embodied authority in the institutes for train-
ing through the use of these instrumentalities.

Tt is important to recognize that these basic authorities do not
limit the training programs of the institutes to the support of research
training; the Congress specifically and repeatedly sanctioned training
for health service. As a result of this, the training programs of the
institutes have evolved with more variety in philosophy, in objectives,
in administrative procedures, and in mechanisms of support than
other functional activities of the NTH. Even within a single institute,
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the characteristics of the training activities have shown important
variations over the years.

To set manageable limits to detail on training program additions
and changes through time, a selection of just the high points is set
down below, chronologically:

In the period 1937-46, NCI focused its training efforts on two
aspects: (a) postdoctoral research fellows, and (b) clirical trainee-
ships in diagnosis and therapy. For both of these programs, NCI
made awards to individuals based on selection by NCI staff. In 1946
NCI added predoctoral research fellowships to its training efforts.

The first departure from the pattern of individual award and central
review was in 1948. In that year, undergraduate training grants were
initiated, these going to institutions to strengthen their undergraduate
teaching capabilities in special fields.

During the late 1940’s and early 1950’s—as each of the NIH
categorical institutes was established—the institutes set up training
programs to develop the manpower pool where critical shortages
existed; also for professional fields broadly related to the institute’s
statutory responsibilities.

In 1948, NIMH set up its graduate training grant program to sup-
port specific departments (psychiatry, psychology, nursing, and social
work), providing direct departmental subsidy, as well as support of
individual trainees. This was the first training program to use a
committee of external advisers to review proposals. The role of
Institute staff, therefore, was to invite proposals and to establish
program goals for guidance of institutions.

In 1950 the National Heart Institute modified the graduate training
grant mechanism to give the grantee institutions greater latitude in
several respects: Institutions were allowed to set the level of individual
stipends; also to select trainees for the program without central NIH
review. This established the general pattern for NIH programs of
this type. Also in 1950, on the intramural training side, the NTH
visiting program was established. Its purposes were to strengthen
the mutually productive relationships of scientific centers throughout
the world with that part of the American scientific community repre-
sented by NIH, and to increase the utility of the facilities and en-
vironment of NIH as a national research resource. (From 1950 to
1955 only about 60 appointments were made under this program.
Currently, however, the average number of participants in the visiting
program on duty each month runs close to 130.)

In 1954, NIMH initiated career investigator grants. These were
intended to support promising scientists in the interval between the
completion of their formal traming and attainment of tenure appoint-
ments. They also were intended to encourage research as a compon-
ent in an academic career in psychiatry.

In 1955 part-time fellowship programs were initiated for predoctoral
students in medicine. (This usually was for summer work.) Pur-
poses of the new program:

(@) To stimulate student interest in research;

() To permit early identification of research talent;

() To expose selected individuals to research experience as
part of their formal education.

Tn 1958 the creation of the Division of General Medical Sciences
(now NIGMS) provided an institutional focus for programs to support
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training in a broad range of fundamental scientific disciplines relevant
to health, but with limited immediate pertinence to categorical pro-
grams.

Tn 1960 the establishment of general research support grants (as
authorized under Public Law 86-98) made possible discontinuance of
several training programs; for example, postsophmore and part-time
student fellowship programs.

In 1961 the research career program was initiated to provide stable
support over extended periods for academic research careers. This
program incorporated senior research fellowship programs started
earlier by several of the institutes. It had two levels: (1) research
career development awards, for promising and mature scientists just
getting well launched in their research careers; and (2) research career
awards, to permit fully established research scientists to devote
maximum time to their research activities.

In fiscal year 1963, NIMH initiated inservice training activities in
mental health facilities across the country, designed to increase
numbers of fully trained aids, attendants, house parents, and other
service personnel needed for staffing of community mental health
centers and mental hospitals.

4. Level of operations. (See table 3 at the end of NIH section.)

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

Nore.—With relatively unimportant differences in detail, the dis-
cussion of coordination presented for the NIH research program
applies equally to the NIH training program. These differences are
not felt to warrant a separate presentation on training.

8. Laws and regulations. (See general answer to this question for all
NIH programs.)

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects. (See general answer to this question for all NTH
programs.)

10. Economic classification of program expenditures. (See table 8 at
the end of NIH section.)

MenTAL HEALTH SERVICES

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

The following three papers deal in specific detail with major aspects
of the National Institute of Mental Health program directed at the
improvement of health services: (1) Diverse programs involving com-
munity research and services—e.g., the mental health projects grant
program and technical assistance projects; (2) the mental health
grant-in-aid program for support of State control programs; and
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(3) the community mental health centers program. (The third of
these programs is also included in the summary of NIH grants for
construt):tion of health research facilities and community mental health
centers.

Although the foregoing represent the major elements of the NTMH
effort with a specific service orientation, in the final analysis the im-
provement of mental health services is the ultimate goal of the entire
Institute’s activity. For this reason the following information is
offered as a summary of the NIMH services activities.

The NIMH effort traverses the varied endeavors of research
scientists, clinicians, community agencies, and training institutions.
In its substance, the program includes work in the most basic
sciences—for example, in biochemistry, genetics, and experimental
psychology—along with clinical studies—e.g., of the alcoholic, of the
retarded, the delinquent, and the autistic child, together with work
designed to translate and apply acquired knowledge to the many
areas of service. Reflected here is a recognition by the Institute that
if we are to build a continuum of services to enhance the mental health
of Americans, we must buttress the effort with a continuum of scientific
endeavor—from basic, normative studies of human development to
community-based evaluations of new approaches to the care of the
severely disturbed. It would hardly profit citizens, for example, if we
were to design, plan, and build new facilities to house services without
having available the basic knowledge and techniques which are the
core of any helping process.

Underlying all of the Institute’s varied efforts—from basic research
to community consultations—is the endeavor to improve the mental
health services required to meet the needs of our citizens. These
needs define our goals: to provide knowledge, techniques, and serv-
ices that will reverse the tide of mental illness and, ultimately, en-
hance the well-being and productivity of all of our people.

2. Operation

The program of the National Institute of Mental Health is action
oriented. Its activities include making inventories of existing
resources, planning for provision of adequate mental health services,
constructing and staffing community-based centers, supporting train-
ing of mental health personnel to provide services, utilizing current
knowledge in prevention and treatment, and accelerating basic and
clinical research to obtain new knowledge. This work is accomplished
through a variety of efforts, administered under the extramural and
intramural programs of the Institute, as well as through a number of
special offices. -

3. History

Although the National Institute of Mental Health officially came
into being in 1946, the Federal Government’s interest in mental
health reaches at least as far back as 1928. At that time a bill was
introduced into the Congress to authorize the construction of two
hospitals for the confinement and treatment of persons addicted to the
use of habit-forming drugs. The act, which was signed into law the
following year, created within the Office of the Surgeon General of
the Public Health Service a division charged with the administration
of the two hospitals and with other responsibilities concerning nar-
cotics, including research, information dissemination, and development
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of care and treatment facilities in cooperation with State and local
jurisdictions.

Only a year later, the name of the Division was changed to the
Division of Mental Hygiene, and its scope of functions was enlarged
to include studies and investigations of the causes, prevalence, and
means for the prevention and treatment, of mental and nervous
diseases.

A decade passed, and World War II brought into sharp focus the
mental health needs of the Nation. More than a million men were
rejected by Selective Service for neuropsychiatric disorders, and those
rejected for mental and educational deficiencies brought the total to
1,767,000—some 17 percent of American men in their prime of life.
Concomitant manpower shortages also emphasized the alarming
shortage of personnel in the mental health professions, a lack which
precluded adequate treatment and prevention services.

Out of these needs, the National Mental Health Act was passed in
1946. This act, Public Law 487 of the 79th Congress, authorized the
establishment of the National Institute of Mental Health. Since
then, three acts have extended the basic authorizations for the NIMH
program.

The Mental Health Study Act (1955, Public Law 82, 84th Cong.),
called for “an objective, thorough, nationwide analysis and reevalua-
tion of the human and economic problems of mental illness.” This
resulted in the historic study which yielded the report, “Action for
Mental Health.”

The second act, the Health Amendments Act (1956, Public Law 911,
84th Cong.), authorized a competitive grant program for applied
research and evaluative studies, to provide a basis for translation of
;‘ﬁsearch findings to the treatment and rehabilitation of the mentally
ill.

The third act, the Community Mental Health Centers Act (1963,
title II, Public Law 88-164, 88th Cong.), was the response to President
John F. Kennedy’s special message to Congress, in which he trans-
mitted the recommendations of a Cabinet-level panel and the Joint
Commission on Mental Illness and Health and called for a ‘“bold new
approach” to end neglect of the mental illnesses.

This profoundly significant legislative step, marking a new era in
Federal Government support for mental health services, authorized
$150 million over 3 years for grants to States to construct public and
other nonprofit community mental health centers. The National
Institute of Mental Health carries the responsibility for assisting the
States in this venture to make the “bold new approach’” to the pre-
vention and treatment of mental illness a reality for those among us
in need of help.

4. Level of operations. (See table 4 at the end of the NIH section.)
5. Estimated magnitude of program in 1970

Not answered.
6. Prospective changes in program orientation

Not answered.

7. Coordination and cooperation

Because the ramifications of mental health and illness are so ex-
tremely broad, coordination and cooperation with other programs
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and agencies—varying in their orientations and missions—are fre-
quent. An individual’s behavior is inextricably intertwined with
that of the setting and activity in which he finds himself—at home,
school, work, or leisure time activities—and his behavior has wide-
spread and significant social repercussions. This is most apparent
in the manifestation of mental disorders, which overwhelmingly in-
volve disturbances of the individual’s overall behavior and his inter-
personal relations. The phenomena of mental illness make them-
selves known—as do no other pathological states—primarily through
behavior.

The Institute, as the Federal Government’s major agency and
instrument in enhancing the mental health and alleviating the mental
ills of the population, develops and maintains a variety of relation-
ships—both formal and informal, ad hoe and continuing—swith other
Federal agencies having programs bearing upon the field of mental
health. Numerous Federal agencies have a stake in the field of
mental health and mental illness, particularly in view of some of the
more recent developments in areas such as comprehensive community
mental health centers, mental retardation, and aging. Each of these
fields, as examples, has expanded or will expand the Institute’s con-
tacts with other FFederal operations.

In addition, the Institute works with States, professional societies,
academic institutions, hospitals, voluntary associations, and inter-
national organizations. Legislation such as that for the comprehen-
sive community mental health centers also, of course, widens the
working relationship of the NIMH with State and local agencies.

The relevance of social considerations to the study of illness and
health has become increasingly apparent to all. The Institute has
taken cognizance of, and necessarily must become more intensively
involved with, the psychosocial implications and ramifications of
such major national problems as desegregation and more effective
civil rights, broader educational opportunities, the effects of auto-
~mation, the population explosion, and the elimination of pockets of
poverty. As congressional and executive action becomes increasingly
aggressive in coming to grips with these wide-ranging problems which
touch so crucially on mental health, the Institute’s area of coordination
with other agencies may be expected to expand.

8. Laws and regulations. (See general answer to this question for all
NIH programs.)

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Eeconomic effects

President Liyndon B. Johnson, in his 1965 health message to Con-
gress, indicated that mental health programs are a continuing concern.
In illustrating the extent of the problem, he said:

Mental illness afflicts one out of 10 Americans, fills nearly one-half of all the
hospital beds in the Nation, and costs $3 billion annually.

To cite a few statistics:

The number of outpatient psychiatric clinics increased from
about 1,200 in 1954 to about 1,800 in 1963; the number of patients
under care in those clinics increased in that same period from
379,000 to 862,000.
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Twenty years ago only 48 general hospitals were known to
admit mental patients; in 1964 there were 1,005 general hospitals
admitting an estimated 413,000 psychiatric patients.

Tn 1964 the average daily resident population in State and
county mental hospitals dropped to below 500,000 for the first
time in 15 years. However, In the same year there were 300,000
admissions to these hospitals, the largest number in history.

Mental illness and mental retardation are among our most critical
health problems. They occur more frequently, affect more people,
require more prolonged treatment, cause more suffering by the
families of the afflicted, waste more of our human resources, and con-
stitute more financial drain upon both the public treasury and the
personal finances of the individual families than any other single
condition.

The total cost to the taxpayers is over $2.4 billion a year in direct
public outlays for services—about $1.8 billion for mental illness and
$600 million for mental retardation. Indirect public outlays, in
welfare costs and in the waste of human resources, are even higher.
But the anguish suffered both by those afflicted and by their families
transcends financial statistics—particularly in view of the fact that
both mental illness and mental retardation strike so often in child-
hood, leading in most cases to a lifetime of disablement for the patient
and a lifetime of hardship for his family.

Also see general answer to this question at the end of the NIH
section.

10. Eeconomic classification of program expenditures. (See table 8 at
the end of the INIH section.)

COMMUNITY RESEARCH AND SERVICES Braxcu ProGraM
(Including Mental Health Project Grants)

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives

The primary functions of the Community Research and Services
?ranch, National Institute of Mental Health, are to encourage and
oster—

1. the development of comprehensive community mental
health programs in the Nation;

2. experimentation with new methods in pilot projects, demon-
strations, and operational research and evaluation in mental
health services;

3. communication of new knowledge to mental health practi-
tioners and absorption of validated methods into everyday prac-
tice.

Staff assist National, State, and local agencies and organizations in
improving and extending their programs for the promotion of mental
health, prevention of mental disorders, and care, treatment and
rehabilitation of the mentally ill and mentally retarded. A major
emphasis is helping in the development of a coordinated continuum
of mental health services at the local level which will work closely with
other community agencies in health, welfare, education, ete. Assist-
ing in the establishment of community mental health centers has
high priority.
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The ultimate purpose is the ‘“improvement of the mental health of
the people of the United States” (National Mental Health Act of
1946).

2. Operation

A wide range of methods is used including: Consultation with State
and local programs, operation of demonstrations and pilot projects,
conferences to communicate new knowledge (technical assistance
projects and research utilization conferences), scientific reviews of
current knowledge, program research and evaluative studies, surveys
of State programs, and the administration of the mental health project
grants programs, including hospital improvement projects.

A staff of national experts 1n mental health services and mental
health program administration is located in the headquarters office.
The staff includes consultants specializing in the following areas:
Clinical facilities, social psychiatry, child mental health, aging,
alcoholism and drug abuse, crime and delinquency, and mental
retardation.

The mental health project grants program (title V of the Health
Amendment Act of 1956, Public Law 911) makes grants for ‘‘investiga-
tions, experiments, demonstrations, studies, and research projects
with respect to the development of improved methods of diagnosing
mental illness and for care, treatment, and rehabilitation of the men-
tally ill, including grants to State agencies responsible for administra-
tion of State institutions * * * for developing and establishing im-
proved methods of operation and administration of such institutions.”
The two parts of this program are (1) the ‘‘comprehensive’”’ mental
health project grants and (2) the hospital improvement project
grants program. Both grants programs are viewed as vehicles for
program development in mental health services.

The “‘comprehensive” mental health project grants ($18 million in
fiscal 1966) provide support for a Wi(ﬁ% range of program studies,
experiments, demonstrations, and operational research projects
designed to develop and evaluate improved methods of care, treatment,
and rehabilitation of the mentally ill. The program supports com-
munity services, including projects concerned with prevention and
with new psychosocial and psychoeducational approaches to mental
health services. Emphasisis on experimentation with and demonstra-
tion of new program ideas, systems, and techniques and on the applica-
tion of new knowledge from the behavioral sciences,

Among the major program areas supported are: (1) Alternatives to
institutional care; (2) new techniques of prevention and rapid treat-
ment, such as early case finding, crisis intervention, short-term therapy
and family therapy; (3) innovations in services for the aged, alcoholic,
and drug addict, delinquent and mentally retarded; (4) multipronged
approaches to mental health problems of low-income groups; (5)
epidemiologic and evaluative studies; (6) new therapeutic services
for children and adolescents; (7) experimentation with new ways of
utilizing mental health manpower, particularly nonprofessionals;
(8) new methods of organization, administration, and coordination of
existing resources which move toward a continuum of care through
prevention, treatment, and rehabilitation.

The second part of the mental health project grants program is the
hospital improvement project grants which also has an allocation of
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$18 million in fiscal 1966. This program began in fiscal 1964 as the
result of appropriation language. = The hospital improvement project
grants program initiates and supports demonstrations to improve
the treatment, training, and rehabilitation programs of State mental
hospitals and institutions for the retarded. Beginning with the $6
million appropriation in fiscal year 1964, the program was planned to
grow in regular steps of $6 million increments each year until a maxi-
mum of $36 million is reached in fiscal year 1969. Kach of the
Nation’s approximately 430 State mental hospitals and institutions
for the mentally retarded is eligible to apply for a grant, up to a
maximum of $100,000 a year for a 10-year period.

The purpose of these grants is to make it possible for an institution
to initiate & series of changes which will produce improvement in
patient care throughout the entire program of the institution. They
are also designed to help the State hospitals and institutions for the
retarded achieve a strengthened role as an integral part of compre-
hensive community-based services.

In the overall mental health project grants program, professional
and technical assistance staff have been involved in stimulating,
developing, and improving applications and consulting with investi-
gators while the project is underway.

In addition to grants, contracts are used for staff-initiated demon-
strations, pilot projects, and program studies; for technical assistance
projects or conferences held by States; and for consultation provided
by outside experts.

3. History

Tollowing the passage of the National Mental Health Act in 1946,
the Community Services Branch was organized in 1947 in the Mental
Hygiene Division of the Bureau of Medical Services, Public Health
Service. (In 1949 the Mental Hygiene Division became the N ational
Tnstitute of Mental Health.) The prime objective at that time was
to extend and strengthen State programs of mental health services.
This objective was carried out through (1) grants-in-aid to States
for community mental health services; (2) demonstrations and pro-
gram studies; and (3) professional and technical assistance to State
and local programs. Professional and technical assistance was
provided on State program administration, outpatient psychiatric
clinics and mental hospitals. From that time to the present the
public health approach was employed; consultation with nonpsy-
chiatric agencies and groups and mental health education were
considered essential for an effective mental health program.

In 1955, the first technical assistance project was initiated, a unique
administrative invention financed through contracts. In these proj-
ects, outstanding national experts, researchers, and practitioners,
meet with staff in an institute or workshop focused on a specific
mental health problem. Technical assistance projects have become
an essential part of the National Institute of Mental Health program;
20 projects were conducted in fiscal 1965.

In 1956 the Health Amendments Act of 1956 (Public Law 911)
established the mental health project grants program (title V).
This program provides competitive grants for pilot projects, demon-
strations, applied research, and evaluative studies. During the first
year of operation (1958), 64 grants were made totaling $1.9 million.
Tt was the first such program in the Public Health Service.
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Through appropriation language, in fiscal 1964 the mental health
project grants program was expanded to include the hospital improve-
ment project grants program. In fiscal 1965, 295 “comprehensive”’
mental health project grants were paid, totaling $16.8 million; 159
hospital improvement project grants projects were paid totaling
$12 million.

The mental health project grants program started with one review
committee of nongovernmental consultants. By 1964, four commit-
tees were operating—committees on (1) community programs,
(2) mental hospitals, (3) special areas (aging, alcoholism, mental
retardation, etc.), and (4) juvenile delinquency.

With the passage of the Community Mental Health Centers legis-
lation, National Institute of Mental Health staff concerned with
services have increasingly focused efforts on assisting staff responsible
for the administration of the community mental health centers
programs. The contribution of Community Research and Services
Branch staff has been in providing specialized expert knowledge on
the program components of centers (e.g., children’s services, alco-
holism services, etc.) and also on general mental health program
administration.

Current activities are based on the following guidelines:

(@) Much of our knowledge about mental health is fragmentary
Final answers to problems are generally not yet available so that there
is continuing need for experimentation, research, pilot projects, and
evaluation. The trying out of new approaches, methods and tech-
niques should be encouraged.

(b) The gap between present knowledge and present practice should
be reduced.

() As a long-range goal, comprehensive mental health services in
communities should be available for all in the population who need
these services, regardless of where they live, their age, race, religion, or
condition, Large areas of the country, large segments of our popula-
tion still have little or no mental health services, so that strenuous
efforts are necessary to expand services. Communities should have a
coordinated continuum of services for patients, beginning with pre-
ventive services and including care for the mentally ill as they move
from the prehospital period, through inpatient care and back to the
home. With new methods of treatment such as emergency home care,
day care, etc., many seriously ill mental patients can avoid hospitaliza-
tion. TFor most patients, maintaining community ties with family,
job, friends, etc., 1s therapeutically desirable.

(d) Community mental health programs should have a public health
approach to prevention and control; they should be concerned with
the total population and with the community, its organizations, and
groups. Mental health concepts and knowledge should be incor-
porated into the practices of the many different community agencies
and institutions dealing with people. Mental health education,
mental health consultation to health and welfare agencies, courts,
schools, general practitioners, volunteer agencies, etc., should be an
essential part of the activities of State and Jocal mental health person-
nel. The tools and techniques of public health (i.e., epidemiology,
early case findings, prevention, etc.) seem to offer a fruitful approach to
the development of community mental health services.

(e) The development of mental health services is a joint responsi-
bility of Federal, State, and local, public and voluntary organizations.
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Local support tends to assure the continuation and growth of mental
health programs.

4. Level of operations. (See tables 5 and 6 at the end of the NIH
section, relating to grants for construction and staffing of
community mental health centers.)

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

Besides the traditional administrative reasons for coordination
(avoidance of duplication and overlap, increased efficiency, etc.),
National Institute of Mental Health staff in mental health services
have a special reason for working with other organizations. The
acute shortage of mental health manpower will not be relieved in
the foreseeable future so that mental health programs must rely on
other types of organizations such as welfare agencies, courts, schools,
etc., to carry part of the load. More than that, these other agencies
and institutions probably have an important impact on the mental
health of the large numbers of people that they reach.

(¢) Within the National Institute of Mental Health, Community
Research and Services Branch staff review and advise on State and
local plans for community mental health centers. Regional staft
help in the administration of the mental health project grants pro-
oram, by visiting applicants and giving oral reports at meetings of
review committees which make decisions on projects.

(3) In relation to medicare, National Institute of Mental Health
stafl have been working intensively on the development of standards
for mental health services with the Social Security Administration,
Bureau of Family Services, and Bureau of State Services, Public
Health Service.

(¢) In a formal arrangement with the Office of Economic Oppor-
tunity, National Institute of Mental Health staff regularly review
proposals for antipoverty projects which have mental health com-
ponents. National Institute of Mental Health staff participate on
the President’s Committee on Juvenile Delinquency and Crime,
review legislative proposals of the Department of Justice and co-
operate with the National Crime Commission.

(d, e, and g) The major effort of the total National Institute of
Mental Health program of mental health services is in the develop-
ment of State and local services by public or nonprofit organizations.
By far most of the National Institute of Mental Health resources in
the services area (consultation, mental health project grants, tech-
nical assistance projects, demonstrations, program studies) are
devoted to continuous work with these organizations.

Considerable support also is provided to universities and pro-
fessional schools because of the leadership they can provide in in-
novating, trying out and testing new methods of prevention and
treatment and because of their competence in research design.

(f) A few mental health project grants have been made to in-
vestigators in foreign countries. A staff member is currently repre-
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senting the National Institute of Mental Health in a World Health
Organization Committee on mental retardation.

(h and ) One staff member is a specialist in occupational mental
health and consults with business enterprises on their mental health
services for employees. A few grants have been made to labor unions
in relation to their health programs.

8. Laws and regulations

(42 US.C. 241 et seq.)

Mental health project grants: Section 303, Public Health Service
Act; Health Amendments Act of 1956, Public Law 911; DHEW
Appropriations Acts, fiscal years 1964, 1965, 1968.

Professional and technical assistance: Section 301, Public Health
Service Act.

Also see general answer to this question at the end of the NIH
section.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

Mental illness is one of the most costly health problems faced by
the Nation. It constitutes an enormous drain on the Nation’s
resources and energies, both economic and noneconomic.

Mental illness cost the Nation about $3.5 billion in 1962. Direct
costs for the care and treatment of the mentally ill were over $1.8
billion, indirect costs (losses in salaries and wages, ete.) $1 billion,
and other costs (research and training, pensions and compensation)
$34 billion. All of these costs increased sharply in recent years. Ior
example, direct costs increased 63 percent between 1956 and 1962.
These estimates by the Blue Cross Association are described as a
substantial understatement of the total economic cost.

10. Economic classification of program expenditures. (See table 8 at
the end of the NIH section.)
Included in report on research grants prepared by the National
Institutes of Health and discussed later.

MeNTAL HeEALTH GRANT-IN-AID PROGRAM
(State Control Programs)

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

The purpose of this grant is to assist the States in establishing,
maintaining, and expanding community mental health services in an
effort to improve the mental health of the people of the United States
?ﬁld to prevent and curtail the need for hospital care of the mentally
ill.
2. Operation

The funds appropriated annually for the program are allotted
among the States by a formula which, as provided by law, takes
into consideration the population, financial need, and extent of the
mental health problem in the various States. By administrative
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determination, 30 percent of the funds is allotted on the basis of
population weighted by the reciprocal of per capita income and
70 percent on the basis of the extent of the mental health problem,
which is considered to be directly proportional to population. Allot-
ments are administratively adjusted to insure that each State
receives a minimum grant based on the amount of the total appro-
priation. In weighing the population by the reciprocal of per capita
income, funds are channeled into those areas least financially able
to promote community mental health services.

Since 1960, the expenditure of mental health grants must be
matched by expenditures of an equal amount of State and local funds.
Mental health authorities, designated by the States, are eligible to
receive formula grants upon submission and approval of a State plan
for their use. Funds are allocated to the 50 States, the District of
Columbia, Guam, Puerto Rico, and the Virgin Islands.

3. History

Beginning with fiscal year 1948, annual appropriation acts have
included in the appropriation for mental health activities an amount
for State grants (State control programs). For fiscal year 1943 an
amount of $3 million was appropriated. Lesser amounts were made
available during the period 1951-55. The appropriation was restored
to its 1948 level in fiscal 1956. The amount made available by
Congress for this program was increased in later years to $6.75 million
in fiscal 1962. For each of the fiscal years 1963 and 1964 an additional
$4.2 million was appropriated to support interagency State planning
of comprehensive long-range mental health services.

During the early years of the program many States could not match
the requirement of $2 of Federal funds with §1 of State and local funds
without recourse to a temporary provision allowing them to credit up
to 1 percent of their funds being spent on mental hospitals. The ratio
of the total expenditures of State and local funds to the expenditures
of Federal funds for community mental health services rose from 1.45
in 1948 to approximately 15.7 in fiscal 1964. The ratios of such ex-
penditures for the individual States and territories vary widely. In
New York the expenditures of State and local moneys in fiscal 1964
were over 65 times the amount of Federal grant-in-aid funds expended.

In 1948 less than half of the States had organized community
mental health programs; by 1951 all States had such programs. Most
of the funds were used to establish or expand outpatient psychiatric
clinics in communities. The public health approach was emphasized;
consultation with nonpsychiatric agencies and groups and mental
health education were considered as important preventive services
which should be part of clinic programs. National Institute of Mental
Health staff urged that larger proportions of the Federal grants be
used for demonstrations which would eventually be taken over by
State and local funds.

4. Level of operations. (See table 4 at the end of the NIH section.)
5. Estimated magnitude of program in 1970

Not answered.
6. Prospective changes in program orientation

Not answered.
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7. Coordination and cooperation

(@) Within NIMH.—In reviewing State plans for use of formula
grant funds NIMH regional office staff will be concerned with the
extent to which the plan is consistent with the State’s plan for com-
prehensive mental health services. Regulations also require that
the State plan for the construction of comprehensive mental health
centers be consistent with the comprehensive State planning. The
use of funds for initial support for staff of mental health centers
must be described in the State’s plan for community mental health
services.

(b) With other units in the departmeni or agency.—The centralized
administrative responsibility of the Office of Grants Management
in the Bureau of State Services (CH), PHS, integrates the adminis-
trative aspect of the program. -The responsibility of the regional
health directors for approval of all State plans for use of Public
Health Service grant-in-aid programs provides a substantial coordi-
nating effect. The accessibility of staff of other component agencies
of the Department in the regional office facilitates collaboration
and cooperation in the administration of this grant program and other
programs of the Department of Health, Education, and Welfare.

(¢) With other Federal departments or agencies.—Coordination with
other Federal departments is accomplished through representation of
the Veterans’ Administration and the Department of Defense on the
National Advisory Mental Health Council.

(d) With State agencies.—Stafl of NIMH works directly with State
mental health authorities to give professional and technical assistance
in the development of comprehensive State community mental health
programs.

(e) With local governments or communities.—Institute staff also
works with local governments and local communities, usually with the
collaboration or knowledge of State agency staff, in the development
of community mental health programs.

(f) With foreign governments.—This program has no contaect with
foreign governments.

(9) With nonprofit organizations.—NIMH personnel offer profes-
sional and technical assistance to both public and voluntary agencies
with respect to program development.

(k) With business enterprises—In the administration of this program
there is no contact with business enterprises.

(7) Not applicable.

8. Laws and regulations

Public Health Service Act, section 314, as amended. Department
of Health, Education, and Welfare Appropriations Act of 1966. The
National Mental Health Act, Public Law 487, 79th Congress, approved
July 3, 1946, amended section 314(c) of the Public Health Service Act
to provide for grants to States. Section 314(d) of the Public Health
Service Act as amended (42 U.S.C. 246(d)) cites the basic allotment
factors of population, financial need, and extent of the mental health
problems. Section 18, Public Law 896, 84th Congress, approved
August 1, 1956, extended the mental health grant to Guam. Sections
51.1(c), 51.1(i), and 51.2(d) of the Public Health Service Regulations
(42 CFR) define these factors and section 51.3(d) prescribes the range
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of percentage distribution for each factor. Section 51.9(a) prescribes
the matching ratio.
Also see general answer to this question for all NTH programs.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects

There is no doubt but that the use of mental health formula grant
funds in the community programs of the 54 State and territorial mental
health authorities improves the personal incomes of persons served
and their placement and productivity — The use of these funds assists
in the prevention and treatment of mental illness and in the rehabilita-
tion of the mentally ill. It is impossible, however, to identify the
economic effects of the use of these funds in mental health programs
supported jointly by State and local, public and private funds. It is
also impossible to separate the economic effects of inpatient and out-
patient (community) mental health services.

Also see general answer to this question at the end of the NTH
section.

10. Economic classification of program expendilures. (See table 8 at
the end of the NITH section.)

CommuNiTy MENTAL HEALTHE CENTERS PROGRAM

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
The community mental health centers program is designed to
foster the nationwide development of local community programs of
comprehensive mental health services. In carrying out this program
grants are made to assist States and communities in both the con-
struction and the initial staffing of community mental heaith centers.

2. Operation

The construction grant funds are allocated by formula among the
States (based on population and per capita income). Each State has
designated a State agency responsible for drawing up a State plan
for the construction of community mental health centers and for
assigning priority ratings to the applications submitted to it by all
potential grantees. The Federal administrative responsibility is
carried out by the National Institute of Mental Health in cooperation
with the Division of Hospital and Medical Facilities.

The initial staffing grants will be made on a project basis against a
State allotment. As this legislation was enacted in August, 1965, the
Secretary has not yet promulgated the regulations which wiil specify
the conditions of award.

3. History

Tollowing a study of the findings and final report of the Joint
Commission on Mental Illness and Health, in early 1963, President
Kennedy sent to the Congress, his special message on mental illness
and mental retardation. In that message the President asked for a
“hold new approach’ to replace the State mental hospital system
with a system for providing comprehensive mental health services

65-735—67—vol. 2-——24
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at the community level. This system would emphasize service which
was short term and intensive rather than long term and custodial.
It would also emphasize the prevention of mental illness through
consultation and education, as well as the full rehabilitation of those
who have been mentally ill.

Hence it was a comprehensive approach, one which could be suc-
cessful only if undertaken at the community level, i.e., close to the
homes, families, and jobs of those who need help.

In the fall of 1963, Congress passed Public Law 88164, title IT of
which is the “Community Mental Health Centers Act”. This act
authorized a total of $150 million for the fiscal years 1965-67 for grants
to assist in the construction of community mental health centers. The
appropriation authorized for each year ($35 million for fiscal year 1965,
$50 million for fiscal year 1966, and $65 million for fiscal year 1967)
is to be allotted among the several States and is to remain available
for 2 years.

Regulations implementing the act were issued in the spring, 1964.
Thereafter, the States began to bring together material from their
comprehensive mental health planning programs (supported by the
NIMH in fiscal year 1963 and fiscal year 1964) in order to develop a
plan for the construction of community mental health centers. These
plans, which must be approved before any projects can be awarded,
are now being submitted to the National Institute of Mental Health.
To date, 10 plans have been approved, 14 others are now under
review, and the remaining 30 (including the District of Columbia and
territories) are in various stages of preparation. The first two con-
struction grant applications have been approved, and others are being
submitted.

In enacting the Community Mental Health Centers Act, the 88th
Congress accepted only a part of President Kennedy’s proposal.
In addition to the construction grant program, the President had
recommended a program of providing initial staffing grants to enable
mental health centers to begin operation. Following congressional
action which resulted in the passage of the Community Mental
Health Centers Act of 1963 it became apparent that a great many
centers would need such assistance and thus the 89th Congress
in 1965 amended the Community Mental Health Centers Act to in-
clude such a staffing grant program. The regulations implementing
the staffing grant program will be issued within 6 months following
the enactment of the legislation.

The average Federal share in all construction grants is 50 percent.
This percentage figure varies by State between 33 percent and 66%

ercent.
P Stafling grants will be at a level of 75 percent Federal assistance for
the first 15 months, 60 percent for the next year, 45 percent for the
third year, and 30 percent for the fourth year.

4. Level of operations. (See tables 5 and 6 at the end of the NIH
section.)
5. Estimated magnitude of program in 1970
Not answered.
6. Prospective changes in program orientation
Not answered.
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7. Coordination and cooperation
(@) While the Community Mental Health Facilities Branch of the
NIMH is primarily responsible for the administration of the centers
program, nearly every area of the Institute becomes involved in the
planning for the program and in the review of State plans and project

applications.

(b) Within the Public Health Service the NIMH carries out its
responsibilities for the centers program in cooperation with the Divi-
sion of Hospital and Medical Facilities.

Within the Department of Health, Education, and Welfare the
NIMH has consulted with the Office of Education and the Vocational
Rehabilitation Administration in regard to elements of the centers
program which might fall within the interests of those two agencies.
Arrangements are also being made to consult at length with the
Social Security Administration with a view toward implementing the
mental health aspects of the Social Security Amendments of 1965
(Public Law 89-97).

(¢) The NIMH has also had conferences with staff in the Office of
Economic Opportunity in regard to possible utilization of funds from
the war on poverty for use in community mental health centers.
Further, the NIMH has had exploratory contact with the staff of the
Appalachian Regional Commission in regard to the Appalachian
Regional Development Act which authorizes funds for the construc-
tion and staffing of community mental health centers.

(@) By the very nature of the centers program, the NIMH has
continuing contact with every State government (usually through
both the mental health agency and the hospital construction agency).
The mental health staff in the DHEW regional offices are continually
called upon by State governments for consultation in regard to such
things as the State plan for community mental health centers, plans
for improving the State mental hospital system, etc.

(¢) By the nature of the program, the N IMH has had continuing
contacts with many local communities on a consultation basis.

(f) Foreign governments and international organizations are gen-
erally outside the boundary of the community mental health centers
program.

(g) A great many applicants for centers construction and staffing
funds have been and will be nonprofit organizations and institutions
such as general hospitals, mental health clinics, universities, and vari-
ous voluntary mental health associations.

(k) and (i) not applicable.

8. Laws and regulations
The basic authorizing legislation for the centers program is Public

Law 88-164, “The Community Mental Health Centers Act” (cf. 42
U.S.C. 2681-2687), as amended.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

Tt is estimated that at the present time the direct and indirect
costs of mental illness are upward of $4 billion annually.
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10. Economic classification of program expenditures. (See table S at
the end of the NTH section, which combines grants for mental
health center construction with those for health research facilities

construction,)
GRrANTS FOR THE CONSTRUCTION OF HEALTH RESEARCH FACILITIES

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
The objective of this program is to raise the quality and capacity of
the facilities for health and health-related research by supporting
the construction, renovation, and equipping of modern facilities for
research and related activities in the sciences related to health. This
support is provided to both public and nonprofit private institutions.
The activity was initiated in recognition of the need (1) for a program
of modernization to overcome the problems of obsolete, overcrowded,
and poorly equipped research laboratories, and (2) to expand research
facilities resources as the Nation’s support of medical research per-
formance grows, new institutions with research capability are created,
and the supply of qualified personnel for research training increases.

2. Operation

Grants for the construction of health research facilities are awarded
by the Surgeon General of the Public Health Service upon recommen-
dation for approval by the National Advisory Council on Health
Research Facilities.

The applicant for a construction grant must be a public or a non-
profit institution determined to be competent to engage in the type of
research for which the facility is to be constructed.

The amount of the grant may not exceed 50 percent of the cost of
the construction of the facility; in the case of multipurpose facilities
the award is based on the proportionate cost of the part of the facility
to be used for research or related activities.

Furthermore, the facility, for 10 years after completion, must be
used for the purpose for which it was constructed. In the event that
the facility, within 10 years, is not being used for the research purposes
for which it was constructed, the regulations provide for the recovery
by the Federal Government of an amount proportionate to the value of
the facility (at the time of recovery) in the same ratio as the Federal
grant for construction bore to the total cost of the construction of the
research facility.

In approving awards, particular consideration is given to facilities
that (a) will be used for research in disciplines or diseases which have
the most urgent needs; (b) are adaptable to the various methods by
which research is organized or advanced; (¢) will be in institutions or
localities with broad research programs and potentials; (d) will
promote a better geographic distribution of research through assistance
of established or promising new research activities in various areas of
the Nation having at present relatively few such research facilities.

The award process.—The National Advisory Council on Health
Research Facilities is composed of the Surgeon General of the Public
Health Service, an official of the National Science Foundation, and 12
members appointed by the Secretary, Department of Health, Educa-
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tion, and Welfare—4 of them selected from the general public and 8
from among leading medical, dental, or scientific authorities.

To assist the Council in the review process, a scientific review
committee composed of expert scientists from varied disciplines,
performs the initial outside-NIH review of applications, participates
1n site visits, and, on the basis of its evaluation, makes recommenda-
tions to the Council.

To assist the applicant, architects and engineers of the Division of
Research Facilities and Resources (NIH), review all construction plans
and work with the applicant institution through the planning and
construction phases.

3. History

Title VII, part A, of the Public Health Service Act, under which this
program operates, at first authorized $30 million annually for 3 years
beginning July 30, 1956. In August 1958 the authorization was
extended for 3 more years at $30 million, and in October 1961 it was
extended for a l1-year period with authorization for an increased
appropriation of $50 million. At the same time the law was changed
to broaden the termi ‘‘research facilities” to include research and
related purposes, including research training. In October 1962 the
authorization was extended for 3 additional years, through June 30,
1966, at $50 million a year. In August 1965, the authorization was
again extended for 3 additional years, with aggregate appropriations
not to exceed $280 million over the 3-year period. The program is
administered by the Division of Research Facilities and Resources
which was established by the Public Health Service in 1962 at the
National Institutes of Health for the purpose of administering large-
scale, broad, institutionwide applications for grants.

Modern medical research possesses the capability of mounting a
full-scale attack on the major killing and erippling diseases of man-
kind with all of the armamentarium of science. New techniques of
instrumentation require new standards in operating rooms, in patient
monitoring, and in research data analysis. Sophisticated techniques
for better research and diagnosis demand better and more precise
laboratory design. Chromatographic and radioisotope procedures for
the study of heart disease and cancer require closer study of the con-
ditions of air conditioning and environmental control. Tissue and
organ transplantation studies require specialized operating rooms and
recovery room suites, designed to protect patients from every possible
type of infection; specialized laboratory animal colonies in which
similar protective measures have been incorporated; and experimental
facilities for research with germ-free animals.

The approximately $900 million in health research facility construc-
tion, of which the Public Health Service provided more than $350
million, or about 40 percent, has stimulated many major develop-
ments in medical science. Without adequate facilities, the newer
advances in biophysics, biomedical engineering, enzyme technology,
and clinical research could not have been accomplished. The develop-
ment of new techniques in the diagnosis of bram and heart disorders,
in the study of lipid metabolism and atherosclerosis, and in rehabili-
tation has been stimulated by facilities designed and constructed to
provide the maximum enhancement of the research program. Most
of the medical schools of the Nation have relied upon this program
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to supply additional funds needed to provide the research space
and laboratory equipment required to implement the development of
their basic science and clinical research programs.

Positive contributions to the grantee institutions under the health
research facilities program are many. Construction grant awards
have significantly—

(¢) Tmproved the quality of research by providing modern
equipment and laboratories.

(b) Broadened the base of research across interdisciplinary
lines by the provision of institutional or multidepartmental
space.

(¢) Increased the quantity of research.

(d) Effected greater savings in spending research dollars in-
vested by providing multicategorical space in which central labo-
ratory equipment of interest to several programs could be more
economically housed.

(¢) Facilitated recruitment of qualified scientific personnel by
providing modern laboratory space.

4. Level of operations. (See table 5 at the end of the NIH section.
The table includes grants for construction of community mental
health centers.)

5. Estimated magnitude of program in 1970.
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

Of major consequence to the health research facilities program were
two measures passed by the Congress and signed into law in 1963.
One, Public Law 88-129, the Health Professions Educational Assist-
ance Act of 1963, authorizes grants to schools of the health professions
for the construction of teaching facilities. Because many institutions
plan to construct both their educational and their research facilities
simultaneously, close liaison has been established between the Divi-
sion of Research Facilities and Resources and the Division of Hospital
and Medical Facilities to enhance implementation of the law. Awards
have been made under title VII-A of the Health Research Facilities
Act for the health-related research portion of joint educational and
research facilities; and awards are now beginning to be made under
the recently prescribed joint application form.

A second law of special concern to the health research facilities
program is Public Law 88-164, the Mental Retardation Facilities and
Community Mental Health Centers Construction Act of 1963, which
authorizes, under part A of title I, a construction program for “centers
for research on mental retardation and related aspects of human
development.” The law authorizes $26 million over & 4-year period,
beginning in fiscal year 1964, specifically earmarked for construction
of centers for “research, or research and related purposes, relating to
human development whether biological, medical, social or behavioral,
which may assist in finding the causes, and means of prevention, of
mental retardation, or in finding means of ameliorating the effects
of mental retardation.” Administration of the program to provide
grants for construction is the responsibility of the Division of Research
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Facilities and Resources in close collaboration with the National
Institute of Child Health and Human Development. Before grants
can be awarded, the applications for construction grants for the
centers must be reviewed and recommended by the advisory groups
of both the Division and the Institute. NIH is also actively engaged
in exchanging information with NASA, AEC, and NSF, on requests
from various institutions for funds for renovation or construction of
research facilities.

8. Laws and regulations. (See general answer to this question for
all NITH programs.)

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects. (See general answer to this question for all NIH
programs.)

10. Economic classification of program expenditures. (See table 8 at
end of NIH section.)

REecionan MepicalL PROGRAMS

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives

The objective of the regional medical programs is to provide the
medical profession and medical institutions a greater opportunity to
make the latest advances in the diagnosis and treatment of heart
disease, cancer, and stroke more widely available to their patients
throughout all regions of the Nation. To accomplish this goal,
Public Law 89-239 authorizes grants for the planning and operation of
“regional medical programs,” which are defined as cooperative
arrangements among a group of institutions engaged in research,
training, diagnosis, and treatment to combat heart disease, cancer, and
stroke—diseases that together account for more than 70 percent of all
deaths in this country.

The region to be served must be a geographic area composed of part
or parts of one or more States which the Surgeon General determines
to be appropriate for the purposes of this program. The plan for the
development of a regional medical program must include the participa-
tion of one or more medical centers (i.e., medical school or other
medical institution engaged in postgraduate medical training and its
affiliated hospitals), one or more clinical research centers, and one or
more hospitals, involved in cooperative arrangements which the Sur-
geon General finds to be adequate to carry out the purposes of the
program. The particular activities to be undertaken through the
regional medical programs will be varied and will be determined in the
region by mobilizing existing resources to meet local needs and goals.

2. Operation

The regional medical programs will be supported through a program
of grants to be administered by the National Institutes of Health.
Grants may be made to public or nonprofit private university, medical
school, research institution, or other public or nonprofit private insti-
tution or agency interested in planning, conducting feasibility studies,
and in operating a regional medical program of research, training, and
demonstration activities for their region of the Nation. |
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3. History

In March 1964, President Johnson appointed a Commission
on Heart Disease, Cancer, and Stroke chaired by Michael E. De-
Bakey, M.D. The Commission was to recommend practical steps
to reduce the heavy toll exacted by these diseases through the develop-
ment of new scientific knowledge and through the delivery, to all of
our citizens, of the medical knowledge we now possess. During the
follcwing months, the Commission heard testimony from scores of
leaders in medicine and public affairs, and it was the overwhelming
conviction of the Commission that something could and must be done
to alleviate the suffering and death occasioned by heart disease,
cancer, and stroke. The major innovative thrust of the Commis-
sion’s first three recommendations is embodied in the regional medical
programs concept in Public Law 8§9-239.

4. Level of operations

The legislation which authorizes the regional medical program,
Public Law 89-239, was signed into law on October 6, 1965, and funds
have just been appropriated for this purpose. The National Ad-
visory Council on Regional Medical Programs has not yet been
appointed, and regulations have not yet been established, nor applica-
tions prepared. Therefore, very little information is available con-
cerning the level of operations of this new program.

(Also see table 7 at the end of the NIH section.)

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation '

The concept of the regional medical programs provides a unique
opportunity for coordination and cooperation within the National
Institutes of Health, within the Public Health Service, within the
Department of Health, Education, and Welfare, with other Federal
agencies, and with nonprofit institutions and agencies throughout the
Nation. The authorizing legislation (Public Law 89-239) specifically
requires ‘“‘coordination of programs assisted under this title with
programs for training, research, and demonstrations relating to the
same diseases assisted or authorized under other titles of this act or
other acts of Congress.”” Regulations covering this coordination are
now being prepared.

(¢) Within the National Institutes of Health, there are clear oppor-
tunities for coordination of the development of regional medical pro-
grams with the existing programs of the National Heart Institute,
the National Cancer Institute, the National Institute of Neurological
Diseases and Blindness, and the National Institute of General Medical
Sciences which relate directly to the three disease groups, heart disease,
cancer, and stroke. An important new program such as this one is of
obvious relevance to all of the programs at the National Institutes of
Health. Therefore, in the early phases of this program, meetings
have been held with the Institutes to convey generally the progress
being made in the development of program guidelines and regulations
and in the administration and staffing of a new kind of endeavor for
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the NIH. Further coordinating mechanisms will be developed when
the regional medical programs become functional.

() The National Institutes of Health has been carrying on a great
deal of coordination with the Office of the Surgeon General, Public
Health Service. This coordination has now been made formal in a
series of weekly reports to the Surgeon General on the status of the
regional medical programs. In addition, the Bureau of State Serv-
ices, whose programs bear the greatest relevance to the regional
medical programs, has appointed a top level member of its staff to
serve as permanent liaison between these bureaus of the Public
Health Service. This liaison staff member will help to insure maxi-
mum cooperation and to eliminate duplication of the two related
programs.

To insure coordination of this program with other programs in the
Department, the Under Secretary has requested monthiy reports on
the activities and progress of the regional medical programs. The
regional medical programs bear a particular relationship to the
Vocational Rehabilitation Administration, and close coordination will
be carried on with the VRA. Appropriate coordination will also be
established with the Children’s Bureau.

(¢) The regional medical programs will be coordinated with relevant
programs of the Veterans’ Administration.

(d) and (¢) The regional medical programs are to be regional coopera-
tive arrangements which may include relevant health agencies of
States and local communities, such as health departments, hospital
planning bodies, or other interested agencies. Such groups can be
represented on the advisory body designated by the grant applicant
to advise in formulating and carrying out the plan for a regional medi-
cal program in that region.

(f) Not applicable.

(¢) Public Law 89-239 authorizes grants to public or nonprofit
private universities, medical schools, research institutions, and other
public or nonprofit private institutions and agencies to assist them
in planning, in conducting feasibility studies, and in operating pilot
projects for the establishment and operation of regional medical
programs. These programs are defined in the law as involving regional
cooperation among such institutions.

(h) and (¢) Not applicable.

8. Laws and regulations

Public Law 89-239 is the authorizing legislation for regional medical
programs. The first appropriation is in Public Law 89-309, chapter
VI." No regulations have, as yet, been promulgated.

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

The President’s Commission on Heart Disease, Cancer, and Stroke,
which provided the initial impetus for the regional medical programs,
asserted that—

Americans need no longer tolerate several hundred thousand unnecessary
deaths each year from heart disease, cancer, and stroke.

By bringing to all the people the full benefit of what is now known of prevention,
detection, treatment, and cure, we could save, each year a number of lives equal to
the population of a major city.
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With the realization of this goal, it would be possible to reduce the
death toll from these disease groups nearly 20 percent. The economic
costs of these diseases, which reach nearly $31.5 billion each year,
could be significantly reduced. To support its recommendations, the
Commission presented a source paper on the economics of these
problems. (See vol. IT of the Report of the President’s Commission
on Heart Disease, Cancer, and Stroke, published in February 1965.)

The regional medical programs also provide a unique opportunity
for increasingly efficient and effective utilization of the medical re-
sources of the Nation. Through planning, programs of specialized
training, continuing education, complex diagnostic and treatment
services can be carried on through regional cooperative arrangement
among medical schools, research institutions, and hospitals.

10. Economic classification of program expenditures
Not in operation in fiscal 1965.

GENERAL ANswERs For NIH
4. Level of operations. (See tables 1 through 7.)

Department or ageney, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service; National Institutes of Health.

Program: Research grants and contracts.

TaBLE 1.—Level of operaiions or performance, fiscal years 196/—67

Fiscal year | Fiscal year | Fiscal year | Fiscal year
1964 1965 1966 1967

Measure
estimate estimate
(@) Magnitude of program (grants or contracts)_ 15,850 15, 650 15, 650 15,300
(b) Applicants or participants:
Numbers of grants or contracts, by ’
participant, total.... .. __.o..__. 15, 850 15, 650 15,650 15,300
Educational institutions, total_____ 12,700 12, 500 12,500 12,250
Public. ... (7,200) (7,100) (7,100) (6,900)
Private_ . (5, 500) (5,400) (5,400) (5,350)
Hospitals_ 2,100 y A A
State and local ! 200
Nonprofit research institutions. 800 800 800 800
All other 50 50 50 50

(¢) Federal finances:
Unobligated appropriations avallable_..|_______. .
Obligations incurred (in thousands).... $542, 320 $589, 748 $660, 596 $695, 826
Allotments or commitments made....._. :

(d) Matching or additional expenditures for

the program_______ oo ____.__ . -

(¢) Number of Federal employees administer-

ing, operating, or supervising the
activity 2 ... 2,100 2,300 2, 500 2,600

(f) Non-Federal personnel employed in the
ANl o oo memmo oo wamomesesseanae ® @ ® ®

performance:
Numbers of institutions receiving
grants or contracts, total . _.___.._____ O]

Educational institutions_
Hospitals.

Nonprofit research institutions.
All other. - 400

1 Government agencies, other than educational institutions or hospitals.

2 The numbers of personnel include members of study sections and advisory councils who serve as con-
sultants to the PHS, and those NIH employees directly and exclusively concerned with administering
extramural programs. It isnot feasible to report the man-years of staff time allocable to extramural activi-
ties for those NIH employees who are concerned with overall program direction and administration; this
group is reported in entirety in the response, item (e), for intramural research and other activities (fable 2
below). Dollar amounts reported under Federal finances (¢) do not include wages and salaries paid to the
employees in (¢); compensation for all NIH employees is included in the response, item (c), for intramural
research and other activities (table 2, below).

3 Approximately 100,000 non-Federal employees are engaged in performing research under grant or
contract; many are employed part time. This group includes professional and supporting personnel.

+ Data reported for 1965 only; distributions for the other years follow the same pattern.
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Program: Intramural research and other activities.!

TaBLE 2.—Level of operaiions or performance, fiscal years 1964—67

Measure Fiscal year | Fiscal year | Fiscal year | Fiscal year
1964 1965 1966 estimate | 1967 estimate

(c) Federal finances:
Unobligated appropriations available_ _ -
Obligations incurred (in thousands):

Total 2__ $120, 820 $138, 519 $166, 030 $180, 563
(Research and development) ... (108, 690) (125, 324) (147, 642) (159, 951)
Allotments or commitments made._ ...

(d) Matching or additional expenditures for

the program -

(¢) Number of Federal Government em-

ployees® administering, operating, or
supervising the activity . ocaceeooo_-. 9, 200 9, 400 9, 500 9, 800

1 Includes intramural research and collaborative studies, review and approval of grants and contracts,
program direction and administration.

2 Includes compensation for all NIH employees. 3

3 Includes those NIH employees whose responsibilities embrace both intramural and extramural activities.
See footnote 2 for table 1, above, * Research grants and contracts.”

Note.—Does not include obligations for construction of facilities for conduct of research and administration
of NIH programs at Bethesda and other locations. In thousands of dollars, these amounted to: Fiscal
year 1064, $2,892; fiscal year 1965, $7,626; fiscal year 1966, $38,745; fiscal year 1967, $12,710.

Program: Fellowships, traineeships, and training grants.

TapLE 3.— Level of operations or performance, fiscal years 1964-67

Tiscal year | Fiscal year | Fiscal year | Fiscal year
Measure 1964 1965 1966 1967
estimate estimate
(«) Magnitude (grants or contracts)....._...__ 8,727 9, 376 10, 061 10, 286
(b) Applicants or participants, total..__......_- 8,727 9, 376 10, 061 10, 286
Educational institutions 7,855 8,438 9, 055 9, 257
Other...... 872 938 1, 006 1,020
(¢) Federal finances:
Unobligated appropriations available. .o oo oo oo oo
Obligations incurred (thousands).... $207,121 $226, 265 $266, 029 $275,718
Allotments or commitments made...._-- ———-
(d) Matching or additional expenditures for the
) 0153 > 1 1 1 OO U ——— - - -
(¢) Number of Federal Government employees
administering, operating, or supervising
the activity v omemo oo coemccmemaoae O] ) O] Q]
(f) Non-Federal personnel employed in the
PIrOZIAM - eo o coccmmmmmmmmmem oo e PO J I I P— o - -
(g) Other measures oflevel or magnitude of per-
formance:
Number of institutions awarded, total.. ® 350 @ ®
Educational institutions . oo oo focecocaceaae 160
HOSPItAIS o moe o oo e cemecmm oo 115
Government (Federal, State, and
B 1T ) U IR PRSP ) 25 -
Nonprofit research institutions...__}ccecemcameans 50 |---

1 Numbers of Federal employees are included in item (e), “Intramural research and other activities,”
table 2, above. See also footnote 2, ‘ Research grants and contracts.”
2 Data reported for 1965 only; distributions for other years follow the same pattern.
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Program: Mental health State control programs.

TasLe 4.—Level of operations or performance, fiscal years 1964-67

Measure Fiscal year | Tiseal year | Fiscal year | Fiscal year
1964 1965 1966 estimate | 1967 estimate

(b) Applicants or participants:
State government agencies1____________
Local communities or governments. ..
Individuals or {amilies

O
(c) Federal finances:
Unobligated appropriations available .| oo oo |
Obligations incurred (thousands)._..___ $6, 750 $6, 750 $6, 750 %6, 750
Allotments or commitments made . _j. .o ____ oo oo |ooo_ooo ..
(d) Matching or additional expenditures for
the program (thousands)_____._.___._._. . _ $106, 599 £134, 845 $148, 300 *)
(¢) Number of Federal Government employees
administering, operating, or supervising
the activity. .o [6) [©)] O] 3}

1 All 50 States; the District of Columbia; and Guam, Puerto Rico, and the Virgin Islands.
2 Cannot be estimated at this time.
3 Included in intramural activities, table 2, above.

Program: Grants for construction of health research facilities and community
mental health centers.

TaBLE 5.—Level of operations or performance, fiscal years 1964-67

Fiscal year | Fiscal year | Tiscal year | Fiscal year
1964 65 1966 1967

Measure 1985
estimate estimate

(a) Magnitude of program (awards) . _«--caeeo._ 122 120 195 [}
(b) Applicants or participants (awards)..o--... 122 120 195 O]

State government agencies._ .. ___._____. 60 53 71

Local communities or governments.._.. 2 6 19

Individuals or families_ _______ [ -

Other, private nonprofit organizations__ 60 61 105

(c) Federal finances:
Unobligated appropriations available. _ . =
Obligations incurred (in thousands).... $49, 990 $63, 719 $141, 293 $71, 000
Allotments or commitments made.. .._|...o.. ... ——-
(d) Matching or additional expenditures for the
program (in thousands):

Total__. 73, 500 69, 200 157, 100 O]
State 33,000 25,900 46, 400
Local___ 1, 500 600 18, 200
Other_ 39, 000 42,700 92, 500

(¢) Number of Federal Government employees
administering, operating, or supervising
the activity ... .. .. 6] O] @ @

(/) Non-Federal personnel employed in the

performance 3_. PRI B

1 Cannot be estimated at this time.

2Included in intramural activities, table 2, above.

# Approximately 2,150,000 net square feet of new construction estimated each year for the health research
facilities construction program; estimate of square feet of space is not available for community mental
health centers. For the community mental health eenters program it is estimated that when the construe-
tion funds for both 1965 and 1966 have been utilized, the services of these centers should be made available
to between 25,000,000 and 36,000,000 people,
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Program: Staffing of community mental health centers.

TaBLE 6.—Level of operations or performance, fiscal years 1964~67

Fiscal year | Fiscal year | Fiscal year | Fiscal year
Measure 1964 1965 1966 1967
. estimate estimate

(@) Magnitude of program (awards) ...

(b) Applicants or participants....._.__._.____.__
State government agencies...__
Local communities or governments
Individuals or families_ .___
Other_ .

(¢) TFederal finances:
TUnobligated appropriations available...
Ohligations incurred (thousands)....___
Allotments or commitments made___._- -
(d) Matching or additional expenditures for
the program (thousands)._ ... o | oo | ___ 236,300 23 3185, 000
(¢) Number of Federal Government employees
administering, operating, or supervising
the activity . L e e [©) *)
(f) Non-Federal personnel employed in the
ProOgram . oo e 2, 500 4, 960
{g) Other measures of level or magnitude of
performance.._. - -

t Includes 63 continuation awards from 1966 and 59 new awards in 1967.
2 Minimum estimate.
3 Includes matching expenditures for 63 continuation awards from 1966 and 59 new awards in 1967.
a 4 Iinclude% ig]intramural activities, table 2, above. [The authorizing legislation was enacted during the
scal year 1966.

Program: Regional medical programs.

TaBLE 7.—Level of operations or performance, fiscal years 1964—67

Measure Fiscal year | Fiscal year | Fiscal year | TFiscal year
1964 1965 1966 estimate | 1967 estimate

(@) Magnitude of program. . - O] ) ) O]
(¢) Federal finances:
Unobligated appropriations available.. |- oo | oo
Obligations incurred (thousands)
AllotmentS or cominitments made.
(d) Matching or additional expenditures
theprogram 2 . __ . ____________ .
(¢) Number of Federal Government employees
administering, operating or supervising
the activity. ... - .- ) )

I Not available. [The authorizing legislation was enacted during the fiscal year 1966.]

2 Grantees will have to provide at least 10 percent of the costs of renovation of facilities or provision of
built-in equipment.

3 Included in intramural activities in table 2, above.

8. Laws and regulations. (General answer.)

Intramural Research

National Cancer Act (P.L. 75-244, August 1937)
PHS Act, Title IV, Sec. 402, and Title III, Sec. 301
Public Health Service Act (P.L. 78-410, July 1944)
PHS Act, Title ITI, Sec. 301
National Mental Health Act (P.L. 79-487, July 1946)
PHS Act, Title 111, See. 303 and 301
National Heart Act (P.L. 80-655, June 1948)
PHS Act, Title IV, Sec. 412, and Title 111, Sec. 301
National Dental Research Act (P.L. 80-755, June 1948)
PHS Act, Title IV, Sec. 422, and Title ITI, Sec. 301
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Omnibus Medical Research Act (P.L. 81692, August 1950)
PHS Act, Title IV, Sec. 431, 433, and Title III, Sec. 301
National Institute of Child Health and Human Development and
National Institute of General Medical Sciences (P.L. 87-838,
October 1962)
PHS Act, Title IV, Sec. 441, 442, 444; Title IIT, Sec. 301
Appropriations contained in P.L. 89-156, August 1965, “Depart-
ments of Labor and HEW Appropriation Act, 1966.”

Euxtramural Research

National Cancer Act (P.L. 75-244, August 1937)
PHS Act, Title IV, Sec. 402, and Title III, Sec. 301
Public Health Service Act (P.L. 78-410, July 1944)
PHS Act, Title ITI, Sec. 301
National Mental Health Act (P.L. 79-487, July 1946)
PHS Act, Title ITI, Sec. 303 and 301
Amended by Health Amendment Act of 1956 (P.L. 84-911,
August 1956)

National Heart Act (P.L. 80-655, June 1948)

PHS Act, Title IV, Sec. 412, 413, and Title III, Sec. 301

National Dental Research Act (P.L. 80-755, June 1948)

PHS Act, Title IV, Sec. 422, 423, and Title III, Sec. 301

Omnibus Medical Research Act (P.L. 81-692, August 1950)

PHS Act, Title IV, Sec. 431, 433, and Title ILI, Sec. 301

International Health Research Act (P.L. 86-610, July 1960)

PHS Act, Title III, Sec. 308
General Research Support Grants (P.L. 86-798, September 1960)
PHS Act, Title 111, Sec. 301(d)

National Institute of Child Health and Human Development and
National Institute of General Medical Sciences (P.L. 87-838,
October 1962)

PHS Act, Title IV, Sec. 441, 442, 444; Title ITI, Sec. 301
Also amended Title III, Sec. 301(d)
Appropriations contained in P.L. 89-156, August 1965, “Depart-

ments of Labor and HEW Appropriation Act, 1966.”

Training Grants

National Cancer Act (P.L. 75-244, August 1937)
PHS Act, Title IV, Sec. 402(c); Title IIT, Sec. 301(d)
Public Health Service Act (P.L. 78-410, July 1944)
PHS Act, Title ITI, Sec. 301(d)
National Mental Health Act (P.L. 79-487, July 1946)
PHS Act, Title III, Sec. 303(a) ; Sec. 301(d) ; Title IV, Sec. 433(a)
Amended by Health Amendments Act of 1956 (P.L. 84-911,
August 1956)
National Heart Act (P.L. 80-655, June 1948)
PHS Act, Title IV, Sec. 412(g)
National Dental Research Act (P.L. 80-755, June 1948)
PHS Act, Title IV, Sec. 422(f)
Omnibus Medical Research Act (P.L. 81-692, August 1950)
PHS Act, Title IV, Sec. 433(a)
International Health Research Act (P.L. 86610, July 1960)
PHS Act, Title ITI, Sec. 308(a)(b)
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National Institute of Child Health and Human Development (P.L.
87-838, October 1962)
PHS Act, Title IV, Sec. 444
Appropriations contained in P.L. 89-156, August 1965, “Depart-
ment of Labor and HEW Appropriation Act, 1966.”

Fellowships

National Cancer Act (P.L. 75-244, August 1937)
Title IV, Sec. 402(d)
Public Health Service Act (P.L. 78-410, July 1944)
Title ITI, Sec. 301(c)
National Mental Health Act (P.L. 79-487, July 1946)
Title III, Sec. 303; Sec. 301(c)
National Heart Act (P.L. 80-655, June 1948)
Title IV, Sec. 412(g)
National Dental Research Act (P.L. 80-755, June 1948)
Title IV, Sec. 422; Title III, Sec. 301(c)
Omnibus Medical Research Act (P.L. 81-692, August 1950)
Title TV, See. 433(a)
International Health Research Act (P.L. 86-610, July 1960)
Title III, Sec. 308(a)(b)
National Institute of Child Health and Human Development (P.L.
87-838, October 1962)
Title IV, Sec. 444
Appropriations contained in P.L. 89-156, August 1965, ‘“Depart-
ment of Labor and HEW Appropriation Act, 1966.”

Other Programs

Heart Disease, Cancer, and Stroke Amendments of 1965
(P.L. 89-239, October 6, 1965)
PHS Act, Title IX
Health Resesrch Facilities Act of 1956
(P.L. 84-835, July 1956)
PHS Act, Title VII
Health Research Facilities Amendments of 1965
(P.L. 89-115, August 1965)
PHS Act, Title VII and Title ITI
Mental Retardation Facilities and Community Mental Health Cen-
ters Construction Act of 1965
(P.L. 88-164, October 1963)
Provisions of this Act which amended the PHS Act were incor-
orated in Part D of Title VII
Mental Retardation Facilities and Community Mental Health Centers
Construction Act Amendments of 1965
(P.L. 89-105, August 1965)

9. Economic effects. (General answer.)

The impact on the economy of NIH programs—in support of bio-
medical research, the training and education of biomedical scientists
and the construction of research facilities—has not as yet been the
subject of specific investigations; what follows, therefore, are some
general observations pertaining to the items enumerated in guestion 9.
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Background.—All the activities of this agency are directed toward
one overriding purpose: The conquest of disease, and the advancement
of human well-being through medical research and the application of
research findings to the treatment and care of the sick. Thus, NIH
programs have as their primary and ultimate objective the saving of
human life and the reduction of human suffering; the furtherance of
economic growth per se is not the target mission of this agency. These
programs, however, have an effect on the economy through (1) the
magnitude of the sums required for the furtherance of agency objec-
tives, that is the direct effect of Federal funds expended for personal
services, equipment, construction; and (2) the indirect economic
efforts stemming from reductions in mortality and morbidity, which
may be of greater economic significance because of wider potential
implications for economic growth.

A. Direct economic effects—The data provided in answer to question
10 indicate that 1965 NIH programs in total require an obligation of
about $1 billion; of this sum, about $400 million provides funds for
the payment of wages and salaries to about 100,000 research workers,
many of whom are employed part time on research projects performed
in the research laboratories of the Nation’s universities, hospitals,
nonprofit research institutions, and industry; and $200 million provides
the equipment, supplies, and other services required for the perform-
ance of this research. An addition $225 million supports the training
of approximately 35,000 fellows and trainees in fields of science relevant
to medical and health-related research, and $150 million is obligated
for the performance of research (at NIH installations in this country
and abroad) and for the administration and management of the
NIH program.

In addition to the immediate and direct employment required for the
research and construction programs, the secondary employment of
about 85,000 additional workers (at the rate of $8,000 of GNP per
worker) is indicated to produce the goods and services required to
maintain the research personnel and their families, and the goods and
services required for the individual research projects. An additional
6,500 man-years of employment is generated by the construction
projects (3,000 man-years for on-site construction, and 3,500 man-
years to provide the required construction materials). These statistics
are general orders of magnitude; they do not take into account the
additional employment required to provide the goods and services
called for by the increased secondary employment.

These direct effects are, of course, no different from the effects of
the spending of Federal funds for other programs, where expenditures
are made for a similar mix of personal services, equipment, and con-
struction. It must be emphasized that NIH research programs sup-
port investigations that advance knowledge for the conquest of
disease and disability. By their very nature, these research programs
are different from the much larger expenditures for research and
development by the Department of Defense, the National Aeronautics
and Space Administration, or the Atomic Energy Commission. NIH
research programs do not have as their primary objective the develop-
ment of new or improved products or hardware; research programs
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with the latter objectives may have a far greater direct effect on the
employment of the Nation’s human and physical resources.

B. Indirect economic effects—NIH programs, as already indicated,
have as their primary objective the improvement of the Nation’s
human resources by control and reduction of disease and disability
through research.

The economic consequences of medical research (that is, effect on
productivity, personal income, gross national product) have not as
yet been subjected to intensive investigation. The reasons for this
may be summarized as follows: _

Inherent conceptual and statistical difficulties, lack of general
interest on the part of economists, and (perhaps of greater
significance) deep-seated convictions on the part of many compe-
tent observers and dedicated administrators of programs in the
health sciences that the achievement of better health is in itself
a complete rationale for the Nation’s health effort.

This conviction is further strengthened by the belief that the direc-
tion of this effort and increased expenditures for health objectives
derive not from cold cost/benefit calculations but from the growing
economic capability to afford such expenditures aimed at improving
the health and well-being of the American people.

Thus, the pursuit of knowledge for the conquest of disease has as its
fundamental basis the furthering of human values and improving the
quality of life, and the factors which bear upon the direction and
magnitude of medical research programs are not necessarily economic
ones. They are, instead, first and primarily, the human desire for the
relief of suffering and for the attainment of healthier more productive
lives; secondly, the scientific capability for enlarging the frontiers of
knowledge for the conquest of disease and disability; thirdly, the
wealth of our Nation and its economic capability to support this effort;
and finally, the culmination of these factors in the expressed will of
the people through their political representatives.

Notwithstanding these deep reservations concerning the full appli-
cability of economic reasoning to health programs, it is recognized
that the techniques and disciplines of economics may provide some
insight for developing cost-benefit and cost-effectiveness analyses.
As a necessary prelude to a possible research effort in this area, NIH
has supported a recent conference managed by the Brookings Insti-
tution. The purpose of this conference, attended by economists
and public administrators, was to consider the feasibility of initiating
a research program to measure the economic consequences of medical
research. Recommendations of the conference will be submitted to
NIH by the end of the year, and will include a system of research
priorities and recommendations for mechanisms of support. On the
basis of these recommendations and other considerations, further
steps may be undertaken.

In addition, some recently published material may be of interest:

(1) President’s Commission on Heart Disease, Cancer, and
Stroke, “A National Program to Conquer Heart Disease, Cancer,
and Stroke” (vol. II, special section on economics, pp. 440-644).

(2) “Biomedical Science and Its Administration,” A study of
the National Institutes of Health (app. 3, pp. 77-84).

65 -785-~67-—vol. 2——25
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10. Economic classification of program expenditures. (See table 8.)
Department: Health, Education, and Welfare; Public Health Service; National
Institutes of Health.

TaBLE 8.—Economic classification of program expenditures for fiscal 19651
{In millions of dollars]

Program: Research grants and confracts:
Federal Government:
Purchases of goods and services: ?

Wages and salaries - - oo 247. 6
Other. e ee————— 165. 0
Grants to State and local governments. - _______._ 177. 1
Total Federal obligations. . _ia-.- 3589. 7

Program: Intramural research and other activities: ¢
Federal Government:
* Purchases of goods and services:

Wages and salaries. . oo 83.1
Other %, e ieiececcccemmem————n 55. 4
Total Federal obligations.__ . ___ o ___ 3138. 5
Program: Fellowships, traineeships and training grants:
Federal Government:
Transfer payments to individuals and nonprofit organizations.  124. 4
Grants to State and local governments_ _ o cccomeoooo 101. 9
Total Federal obligations_ - __ . aimacaaann 226. 3
(144. 1)
Program: Mental health State control programs:
Federal Government:
Grants to State and local governments. - oo - 6. 8
Total Federal obligations_ - s 6.8
(6. 8)

Non-Federal expenditures financed by State and local governments.  134. 8

[=2]

Total expenditures for program ..o _________.___ 141.
Program: Grants for construction of health research facilities:
Federal Government:

Transfer payments to individuals and nonprofit organizations.. 39.0
Grants to State and local governments____ ... __._.__ 24,7
Total Federal obligations. __ . __ e 63. 7
(34.7)
Non-Federal expenditures financed by:

State and Jocal governments._ _ . oo 26. 5
Individuals and nonprofit organizations. - - . oo ___ 42.7

9

Total expenditures for program.___ _ oo oo..._ 132.
Summary for programs shown:
Federal Government:
Purchases of goods and services:

Wages and salaries.. - .- oL 330. 7
Other_ _ e 220. 4
Grants to State and local governments_ __________________ 310. 5
Transfer payments to individuals and nonprofit organizations.  163. 4
Total Federal obligations___ .o 1, 025. 0
(Total Federal expenditures) ... ____.___ (741. 8)

See footnotes at end of table, p. 841.
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TaBLE 8—Economic classification of program expenditures for fiscal 19656 1—Con.
[In millions of dollars]

Summary for programs shown—Continued
Non-Federal expenditures financed by:

State and local governments_ ___________________________. 161. 3
Individuals and nonprofit organizations. . _ ..o ___ 42.7
Total non-Federal expenditures ... .. ______.____ 204. 0
Total expenditures for the programs_ . ___ ... 1,229. 0

1 Federal expenditures shown here refer to obligations. Where the data are available, actual expendiiure
figures alreb?hown below in parentheses. A breakdown of the expenditure data by economic category is
not available.

2 In accordance with the revised national income and product structure, research grants to private non-
profit organizations are categorized as purchases of goods and services, although the former classification as
transfer payments may indeed be more appropriate for this group.

3 The sum of Federal expenditures for the two programs identified as (@) research grants and contracts and
b) ir%trargug%l 0Besearch and other activities was $556,200,000. The sum of obligations for these two programs
was $728,200,000.

4 Includes intramural research and collaborative studies, review and approval of grants, program direction
and administration.

5 Does not include $7.6 million for construction. (See “NoOTE” to table 2, above.)

¢ Expenditures for the entire program are for the construction of facilities. = Grants for construction of com.
munity health centers are included. Federal grants to State and local governments are used for State and
local construction. Federal transfer payments are used for private construction.

"NarionarL CENTER FOR HEALTH STATISTICS

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

The National Center for Health Statistics brings together the major
components of Public Health Service competence in the measure-
‘ment of health status of the Nation and the identification of significant
associations between characteristics of the population and health-
related problems.

The National Center for Health Statistics is the Federal Govern-
ment’s general-purpose statistical organization for the collection,
compilation, and dissemination of vital and health statistics to serve
the needs of all segments of the health and related professions. The
Center stimulates optimal use of technical and methodological inno-
vations in eollecting, processing, and analyzing demographic andhealth
statistics and provides a source for technical assistance in these areas.
It carries out a program of extramural activities, both national and
international, which includes technical assistance to the States and
programs of research in foreign countries under the special inter-
national research program. Through the Office of Health Statistics
Analysis, the Center utilizes vital and health statistics to assess the
health status of the public, develops measures and indexes of health,
studies problem and disease classification, and acts as secretariat for
the U.S. National Committee on Vital and Health Statistics.

The Center is organized as follows: Office of the Director; Office of
Health Statistics Analysis; Division of Data Processing; Division of
Vital Statistics; Division of Health Interview Statistics; Division
of Health Examination Statistics; and Division of Health Records
Statistics. The Division of Data Processing provides data preparation
and computer processing services to the entire Center and provides
consultation and technical assistance to other public health programs
and to the States,
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2. Operation

The National Center for Health Statistics operates as a Federal
program conducted primarily in Washington, D.C. Statistical data
are collected for the Center in three ways: (1) Direct purchases of
microfilm copies of vital records, that is, birth, death, marriage, and
divorce records from States; (2) contractual arrangements under
which the Bureau of the Census acts as a collection agent for some
types of statistical data, and (3) direct contact between Center
representatives and respondents selected as part of a national sample.
Data are then compiled, analyzed, and published by personnel of the
National Center for Health Statistics.

A small number of contracts are let each year with nonprofit organi-
zations for developmental work, such as design and testing of survey
questionnaires for the collection of information on selected health
topics.

3. History

The National Center for Health Statistics was established as an
organizational unit in the Office of the Surgeon General in August
1980. The Center was created in response to recommendations sub-
mitted by the Study Group on Mission and Organization of the Public
Health Service.

The program of the Center is based on the following objectives:

(@) To bring together the major components of Public Health
Service competence in the measurement of health status of the
Nation and the identification of significant associations between
characteristics of the population and health-related problems.

(b) Stimulate optimal use of technical and methodologic inno-
vations in the collection, processing and analysis of health
statistics.

(c) Create a resource for technical assistance in statistical
data processing.

(d) Associate closely the functions of collection, analysis,
interpretation, and dissemination.

(¢) Permit expansion of health intelligence programs to corre-
late and interpret data from various sources.
~(f) Give better visibility to the national and international
leadership of the Public Health Service in vital and health
statistics.

With regard to subject matter the responsibilities of the Center
cover those types of health statistics traditionally included in vital
statistics—birth, death, fetal death, marriage, and divorce—and newer
types of health statistics obtained from survey sources—morbidity
data, incidence of accidents, disability, health insurance coverage,
medical care costs, and many others.

The vital statistics function originated in 1904 when the Federal
Government began a cooperative effort with the States aimed at the
improvement of vital registration. After 61 years of Federal-States
cooperation the U.S. vital statistics system has achieved a high state
of technical development providing comprehensive and detailed
national statistics which serve as the basic statistical reference resource
for planning and evaluation of health programs and for use by research
worlkers, including demographers, sociologists, and a myriad of other
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professional persons concerned with the study of mortality, natality,
marriage, and divorce in the United States.

The national health survey program was begun in 1956 under au-
thority of the National Health Survey Act passed by Congress in
that year.

The Center’s health survey program collects, analyzes, and pub-
lishes ewrrent information on many of the health aspects of the U.S.
population including heart disease, dental care, costs of medical care,
accidental injuries, and many other subjects.

4. Level of operations. (See table 1.)

Program: National Center for Health Statistics.
Department: Department of Health, Education, and Welfare; Public Health
Service—Office of the Surgeon General.

TaBLE 1.—Level of operations or performance, fiscal years 1964—-67

Fiscal year

Measure
1964 1965 1966 1967
estimates | estimates

(e¢) Magnitude (not applicable). . [eceiricaans a—- —
(b) Applicants or participants (not applicable) .

(c) Federal finances (dollars) (obligations incurred)._.| 5,788,000 | 6,278,000 | 7,230,000 | 9,312,000
{d) Matching expenditures (not applicable). . _{iceeoaa_loouis .
(¢) Number of Federal employees._. .. .oooooooa.o 349 384 404 444

(f) Non-Federal employees (not applicable).... - PR
{g) Other measures of level, none.
The National Center for Health Statistics is a
. general purpose statistical organization and makes
its statistical products available to a wide range of
consumers, In addition to over 8,000 regular con-
sumers of the Center’s statistical publications, over
1,600 persons per year telephone or write for special
statistical data of one type or another.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered. '

7. Coordination and cooperation

The NCHS, serving as a national resource for general purpose health
statistics, coordinates its programs with a variety of Federal and non-
Federal organizations. The Bureau of the Census works closely with
the Center in developing health survey designs and in collecting sta-
tistical data. The Center also cooperates with State and local officials
by participating in such activities as the Public Health Conference
on Records and Statistics and by providing technical advice and guid-
ance to the States on registration problems. Whenever possible with-
in the limits imposed by manpower and budget, the Center responds
to requests from a wide variety of consumers for special types of health
statistics data.

8. Laws and regulations

Public Health Service Act, as amended, particularly sections 301,
305, 312(a), 313, 314(c) and 315 (42 U.S.C. 241, 242¢, 944a, 245, 246¢,
247).
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PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM

9. Economic effects

The economic effects of the Center’s programs are of an indirect
nature and cannot be ascertained. The statistical data produced help
agencies to operate more efficiently by pointing out areas requiring
concentration of effort and by providing research leads that indirectly
lead to improvements in the health and welfare of the population.

10. Economic classification of program expenditures. (See table 2.)
Program: National Center for Health Statistics.

Department or agency, and office or bureau: Department of Health, Education,
. and Welfare; Public Health Service—Office of the Surgeon General.

TaBLE 2.—Economic classification of program expenditures for fiscal 1965

[In millions of dollars]
Federal Government: !
Purchases of goods and services:

Wages and salaries- .- ... e e 4. 64

Other. . _ . el 1. 21

Aid to State and local governments2. .. ______________.________ .43

Total Federal expenditures. .. oo ___ 6. 28
Non-Federal expenditures_ .. . - oo _______ (3)

1 Expenditures here refer to obligations. Actual expenditures were $5,896,000.

2 Includes $184,000 paid to States for microfilm records of vital certificates, plus $242,000 paid to State-
supported institutions for research and development.

3 The actual amount of funds spent in fiscal year 1965 by the States for health statistics is not available.
An estimate of $9,414,000 has been provided by the Office of Grants Management, Bureau of State Services,
PHS, based on information reported in State plans submitted to that office.

NaTioNaL LiBRARY oF MEDICINE

PART I. DESCRIPTION OF THE PROGRAM

1. Objectives

The National Library of Medicine constitutes a national resource
for the collection, analysis, and dissemination of worldwide scientific
information related to medicine, public health, and biomedical re-
search. Through programs of traditional library services (such as
reference assistance and interlibrary loans), a highly sophisticated
computer-based medical literature analysis and retrieval system
(Medlars), and through extramural grant and contract programs for
correcting deficiencies in the Nation’s medical libraries and library
services, the NLM performs a broad supportive role in the national
health efforts.

2. Operation

From a single location in Bethesda, Md., the NLM carries out a
variety of local, national, and international programs:

(a) Reading room facilities and reference assistance are provided
for medical researchers, physicians, students, technicians and others
using the collections directly at the library.

() Interlibrary loans (usually in the form of photoduplicates) are
made to other libraries in this country and abroad to meet requirements
of their users which they cannot supply.
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(¢) Reference assistance and computerized bibliographic searches
are performed upon request from individuals and institutions in this
country and abroad.

(d) The library publishes Index Medicus, a monthly bibliographic
record of current published literature in medicine and related sciences,
analyzed and arranged by subject matter to facilitate use by health
science workers throughout the world. Index Medicus goes to over
5,700 users at the present time.

(¢) Beginning in January 1966, the library will also publish the
National Library of Medicine Current Catalog, a computer-produced
biweekly publication notifying the biomedical libraries of the Nation of
the literature which has arrived and been cataloged at NLM during the
previous 2-week period, thus enabling them to use the NLM as a
central source for information on recently published literature and
also as a central cataloging service.

(f) The Medical Library Assistance Act of 1965 (Public Law 89—
291) authorized a greatly expanded program of assistance to the
Nation’s biomedical libraries’ and health information work force.
Under this new legislation the NLM will award grants or contracts
for (1) construction and renovation of medical libraries, (2) research
and development in the field of library and information science,
(3) training of medical librarians and related science information
specialists, (4) compilation and dissemination of important biomedical
information by scholars, (5) improving the basic resources of bio-
medical libraries, particularly their literature collections, (6)
developing regional libraries, adequately equipped to supplement
library resources and services throughout the country, and (7) sup-
porting the preparation and publication of biomedical publications.
8. History

The National Library of Medicine had its origin in 1836 as the
Library of the Surgeon General’s Office (U.S. Army) and developed
as a national resource under the leadership of John Shaw Billings,
Librarian from 1865 to 1895. Named Army Medical Library in
1922 and Armed Forces Medical Library in 1952, it became the
National Library of Medicine and was transferred to the Public
Health Service, DHEW, in 1956. :

4. Level of operations. (See table 1.)

Program: National Library of Medicine.
Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service.
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TABLE 1.—Level of operations or performance, fiscal years 1964—67

Fiscal year

1964 1965 1966 1967
estimate estimate

(a) Magnitude of the program:
Direct library operations:

Mediecal publications acquired.. - 91, 105 90, 811 110, 000 120, 000
Titles cataloged. . ceeeecooooe - 16, 462 17,065 20, 000 22, 500
Inquiries answered... 20, 154 20, 931 31, 000 35, 000

Loan requests filled. ... -...._

Pages photographed for orders.._._- --| 1,967,113 | 2,133,948 | 2,144,000 %, (2)38, 880

Pages photographed for preservation._____. 1,280, 754 692,509 | 2,000,000 , 000,
Journal articles analyzed and indexed..___. 144, 057 151,635 175, 000 185, 000
Extramural sué)port operations:

Grants and contracts for research 6 20 3¢
Grants for construction - I 10
Grants for training__ . 2 15 20
Grants for library resource ROV USRS (RS ORI 150 225
Grants for regional libraries_ . - __ |||l
QGrants and contracts for publications......- 10 10 15 15
Fellowships and special scientific projects. - 1 10 10

(0) Applicants and participants_____ |
(¢) Federal finances:
Unobligated appropriations available.._ - -
Obligations incurred. . . $4,085,871 | $3,939, 464 | $9, 684, 000 | $19, 231,000
Allotment or commitments made. . ..o« o {eceeoo oo oo e
(d) Private matching funds to support medical library

construction . $2, 500, 000

(e) Number of Federal employees (man years):
Providing library service 238 261 284 31
Administering extramural programs........__ 8 10 26 26

(f) Non-Federal personnel employed o
(¢9) Siguificant work performance data (see item (a)
Magnitude of the program) -

5. Estimated magnitude of the program in 1970
Not answered.

6. Prospective changes in program orientaiion
Not answered.

7. Coordination and cooperation

(a) Within the Bureaw.—Not applicable.

(6) With other units of the Department.—Opportunities for coopera-
tion and coordination will be numerous in the years to come, particu-
larly with respect to meeting the specialized information needs of
organizations for which our standard services (such as Index Medicus
and one-time demand searches) are insufficient with respect to depth
of analysis, or coverage of materials.

It is likely that the NLM can meet the specialized health informa-
tion requirements of many programs of DHEW (and other Govern-
ment agencies as well) through cooperative efforts more efficiently
than they can meet them through independent action.

The Library now has a formal agreement with:

Food and Drug Administration involving cooperative efforts to
improve the analysis and communication of published information on
the effects of drugs.

National Institute of Neurological Diseases and Blindness leading
to the production of a cerebrovascular bibliography.

(¢) With Federal Government agencies—The Library has formal
agreements with:

Veterans’ Administration to train VA staff in computer search
techniques and to meet specialized information requirements of VA.
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National Bureau of Standards to evaluate and improve NLM
capability in the field of graphic image storage and retrieval of
information.

National Science Foundation to carry out translation and publica-
tion projects abroad utilizing excess foreign currencies.

Agency for International Development to improve the communica-
tion of medical information to developing countries where AID
missions are established.

(d) With State governments or their instrumentolities.—With the
advent of support to libraries under the Medical Library Assistance
Act (see par. 1(f)) it is possible that agreements will be reached with
instrumentalities of State governments (such as health departments)
relating to the provision of medical library services in their respective
States through regional libraries. No agreements exist at the present
time.

(¢) With local governments or communities—None at the present
time.

(f) With foreign governments or international organizations.—It is
probable that the NLM will enter into agreements with foreign
governments in connection with Public Law 480 excess foreign currency
programs. At the present time these programs are carried out in
cooperation with NSF.

(g) With nonprofit organizations and institutions.—

(1) American Dental Association, to produce cooperatively
the Index to Dental Literature.

(2) American Rheumatism Association, to produce the Index
of Rheumatology.

(3) Association of American Medical Colleges to produce the
Bibliography of Medical Education.

(4) American Journal of Nursing Co., to produce the Inter-
national Nursing Index.

(k) With business enterprises.—None.

(4} With others.—None.

8. Laws and regulations
() National Library of Medicine Act (Public Law 84-941).
(6) Medical Library Assistance Act (Public Law 89-291).
(¢) Labor-DHEW Appropriation Act (Public Law 89-156).

PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects
Not answered.

10. Economic classification of program cxpenditures. (See table 2.)

Program: National Library of Medicine.
Department or ageney, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service.

TasrLe 2.—Economic classification of program expenditures for fiscal year 1966

{In millions of dollars]
Federal Government:
Purchases of goods and services:
Wages and salaries_ - e 2
Other . e maa 2

Total Federal expenditures_ - - o - 4
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Disaster Hearre ProGrAM

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
Preparation of the individual, the community, and the various
States to increase their capability to survive and recover from health
hazards introduced by major disaster.

2. Operation

In preparation for a major disaster, the Public Health Service
stockpiles emergency medical supplies and equipment for use by the
ongoing community medical facilities. These materials are stored
both at the community level as fully equipped 200-bed packaged
disaster hospitals ready for immediate use and in a national depot
system that provides backup stocks to the packaged disaster hos-
pitals and to the ongoing community hospitals. In addition, edu-
cational programs are conducted in disaster medical care for pro-
fessional, technical, and lay personnel. These training programs
are supported by assignment of full-time program consultants at the
State and regional level, by the provision of training materials for all
levels of disaster health training, and by the publication of training,
technical, planning, and preparedness guides. Consultation and
technical assistance are provided to State and local communities
in writing plans for the provision of emergency health services in
a major disaster. In addition, the Service administers a national
training program of medical self-help which is funded by the Depart-
ment of Defense through the Office of Civil Defense.

3. Hastory
The Service has provided disaster relief services and assistance
to the States and communities since 1874. Growing out of agency
involvement in Federal mobilization activities during World War II,
and in response to increased national preparedness needs, more
frequent natural disasters, and increased threat of attack, a Health
Emergency Planning Office was established in 1953. In anticipation
of a delegation of greatly increased PHS authority and funds appro-
riation, an expanded Health Mobilization Organization was estab-
ished in 1959. Responsibility for the civil defense medical stockpile
was transferred to the Service in 1961. The nationwide medical
self-help training program was developed in 1962.

4. Level of operations. (See table 1.)

Program: Disaster health program.
Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Office of the Surgeon General.
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TasLE 1.—ZLevel of operations or performance, fiscal years 1964—67

Fiscal year
Measure and unit
1964 1965 1966 1967
estimate | estimate
(a) Program magnitude:
1. Medical self-help training:
Courses (thousands). .. 11.7 17.3 20 23
Students (thousands) 403 666 750 825
2. Packaged disaster hospital training:
‘Exercises. - 256 363 400 450
Participants (thousands)-_._._._._._.__.. 103 149 175 200
3. Disaster health training:
Courses._ - _ ... 30 142 160 178
Students (thousands)-ooooooooomamaan 3.4 10.5 11.5 12.5
4, Publications:
Titles - e 8 21 22 23
Quantity (thousands). ..__ S 153 525 2,729 3,000
5. Promotional materials (exhibits, posters,
-announcements, films, ete.):
Ttems, - 1 8 8 9
Quantity (thousands) - 33 157 160
6. Packaged disaster hospitals:
Prepositioned. - o oo 1,879 2,186 2,486 2,573
Inspected 1,782 1,799 600 600
Sites reviewed ..o ..____ 30 600 400 350
7. Medical stockpile supplies and equipment
used (disasters) 110 144 156 50
8. Federal disaster health program representa-
tives assigned (States and territories)_ ... 48 50 50 50
9. State plans for emergency management of
health and water resources (States) . ..._.|......._.._. 7 37 46
10. Research and data collection projects com-
pleted. 2 2 9 10
{b) Participating organizations:
1. State health and related agencies (States).... 50 50 50 50
2. National associations, societies, organiza-
tions, estimated (organizations)...._..__._. 40 50 60 70
3. Medical schools (schools) - .o 89 89 89 90
{¢) Federal finances:
1. Unobligated appropriations available (mil-
Yons of dollars) _ . _______.____._ 29.9 21.5 13.4 14
2. Obligations incurred 2 (millions of dollars)._. 17.2 8.0 9.8 14
{d) Other finances:
1. State disaster health budgets (millions of
dollars) - - 11.2 11.2 11.3 1.3
2. Public Law 85-606 disaster health budgets *
(millions of dolars).________.__.__________.___ L5 15 14 0
(¢) Federal employment (employees). o o.o___._- 164 164 168 168
(f) Non-Federal employment:
1. PHS consultants_ _________ ... 8 4 6 20
2. State employment (employees). ..o 1282 1387 1410 410

1 Data for previous calendar year; e.g., in fiscal year 1964 column, the figure is for calendar year 1963.
2 Included in the funds shown on preceding line.
3 Funds from other Federal agencies.

5. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Cooperation and coordination

(a) Departmental policy requires the incorporation of disaster
assistance and emergency preparedness functions into the ongoing
programs of the Service. Working together as a team with the other
Federal and State agencies involved and with a single point of disaster
assistance control at headquarters and in each regional office, the
Service is able to provide requested assistance promptly to the State
and communities, subject only to limitations of personnel, funds, and
delegated authority.
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(b) By Executive order from the President and delegation from the
Secretary of Health, Education, and Welfare, the Service is responsible
for the direction and coordination of civilian emergency health
services activities of the Federal Government and for initiating joint
planning efforts with other agencies involved. Participating agencies
within the Department of Health, Education, and Welfare are the
Food and Drug Administration, Vocational Rehabilitation Adminis-
tration, and the Children’s Bureau.

(¢) Cooperative working relationships have been established be-
tween the Service and all other Federal agencies having health and
related responsibilities. Formal memorandums of understanding have
been developed with Housing and Home Finance Agency, Veterans’
Administration, Tennessee Valley Authority, Labor, and General
Services Administration as well as with the quasi-Federal American
National Red Cross. Other agencies with which the Service routinely
works are Office of Emergency Planning, Department of Defense,
Commerce, Treasury, and Agriculture.

(d) In accordance with traditional arrangements, the Service works
closely with State health officers. A Federal disaster health program
representative is assigned to almost every State health agency and—by
means of its network of headquarters, regional, and State offices—the
bealth mobilization organization is able to respond quickly and effec-
tively to State and local disaster health needs. State agencies such as
departments of education, water pollution control, and water resources
also are involved in accomplishing specific disaster health programs.

(e) Federal disaster healtll)l program representatives at State Realth
agencies work directly with local health officials and hospitals in
developing preparedness measures and providing disaster assistance.

(f) The Service cooperates with foreign governments which
request information or send representatives to study the U.S. disaster
health program. A formal memorandum of understanding between
the United States and Canada is being developed to establish mutual
assistance policies and procedures regarding use of health manpower.

(¢9) Close liaison is maintained with health professional societies,
several of which have disaster committees. Selected associations
have participated under research contract or as consultants in the
development of specific professional guidance materials. In coopera-
tion with the military services and medical schools, Public Health
Service sponsors disaster training for medical students. National
professional, labor, civie, fraternal, and other organizations assist
by endorsing and promoting the medical self-help training program.

8. Laws and regulations

Federal Civil Defense Act (50 U.S.C. App. 2251-2297).

P(Lél;%ic Health Service Act (Public Law 85-410, sec. 214(b), 314,
322 .

Federal Disaster Act (Public Law 81-875, sec. 3).

Executive Order 11001 (27 F.R. 1534) (Feb. 16, 1962).

Executive Order 10958 (F.R. 7571) (Aug. 14, 1961).

Executive Order 10346 (17 F.R. 3477) (Apr. 17, 1952).
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PART II. DATA BEARING ON ECONOMIC ASPECTS AND IMPACTS OF THE
PROGRAM
9. Economic effects

By increasing individual and organizational capability to survive
and recover from the effects of disaster, the program helps to maintain
the labor force and the personal income of workers in disaster affected
areas. In the period 1961 to date, medical stockpile procurement
($(]i4,830,676) stimulated the medical supply and equipment and related
industries.

10. Economic classification of program expenditures. (See table 2.)

Program: Disaster health program.
Department or agency, and office or bureau: Department of Health, Education,
and Welfare; Public Health Service—Office of the Surgeon General.

TaBLE 2.—Economic classification of program expenditures for fiscal year 1966

[In thousands of dollars]
Federal Government:

Purchases of goods and services:

Wages and salaries_ _ - . 2, 049
Other. - e 10, 582
Total Federal expenditures - - __________ 12, 631

1 This is on the basis of actual disbursements, and hence the $12,631,000 (shown here) differs from the
$8,000,000 (of obligations incurred) shown for fiscal year 1865 in item 4 (table 1, above). The $12,631,000
shown here is entirely Federal funds, and is directly a%propriated to this agency. The breakdown required
in lx)tsm 10d (tlhis dpadge% is unavailable for the State funds and other Federal agency funds shown in item 4,
subitems d-1 and d-2.
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MEeNTAL HEALTH PROGRAM—PATIENT TREATMENT AND CARE

PART I. DESCRIPTION OF THE PROGRAM
1. Objectives
The primary purpose or activity of the mental health program at
St. Elizabeths Hospital is the treatment and care of mentally ill
patients and the rehabilitation and return to community life of as
many such patients as possible. Closely related to the treatment
program are extensive research and training activities.

2.  Operation .

The provision of patient treatment and care includes medical, nurs-
ing, and related services, along with the necessary administrative,
maintenance, and dietary support. This program operates under an
annual congressional appropriation for the operation and maintenance
of the hospital, which is supplemented by reimbursements, primarily
from the District of Columbia and certain Federal agencies, for patient
services furnished their beneficiaries. Reimbursements also include,
to a small extent, receipts from miscellaneous other sources such as
cafeteria sales, sale of scrap, etc. The hospital operates under an
indefinite appropriation, under which it receives, in appropriated funds,
an amount equal to the difference between reimbursements actually
received and the total program costs approved by the Congress.
Charges to the District of Columbia for patient care are based upon
a day rate comparable to per diem costs of mental hospitals in the
upper 10 percent of the States. The difference between the rate
charged and the actual daily cost of care is paid from the hospital’s
direct appropriation, and represents the cost differential between the
provision of care by a quality State institution, as opposed to a na-
tional demonstration center. The direct Federal appropriation also
finances the cost of care rendered certain Federal patients who are
not beneficiaries of other agencies, 40 percent of the hospital’s train-
ing program, and all of its research activities. Training and research
will be discussed as separate programs.

3. History

St. Elizabeths Hospital was established by the act of March 3,
1855, Rev. Stat. paragraph 4838 (1875), 24 U.S.C. 161. At that
time it was known as the Government Hospital for the Insane. It
acquired its present title by the act of July 1, 1916, paragraph 1, 39
Stat. 309. In 1940, the functions of the hospital were transferred

852
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from the Department of the Interior to the Federal Security Agency
under Reorganization Plan No. IV, paragraph 11(a), 54 Stat. 1236.
The functions of the Federal Security Administration, under which
the hospital operated, were transferred to the Department of Health,
Education, and Welfare under Reorganization Plan No. I of 1953,
paragraph 5, 67 Stat. 631.

4. Level of operations. (See table 1.)

The level of operations for patient treatment and care at St. Eliza-
beths Hospital for the period 1964 through 1967 is measured in terms
of average daily patient load, appropriations, obligations, and patient
mgirement statistics. This information is set forth in the following
table.

Program: Mental health program—patient treatment and care.

Department or agency, and office or bureau: Department of Health, Education,
and Welfare; St. Elizabeths Hospital.

TaBLe 1.—Level of operations or performance, fiscal years 196467

Fiscal year | Fiscal year | Fiscal year | Fiscal year
1964 1965y 3 A

Measure 1966, esti- 1967, esti-
mates _ mates
(a) Magnitude of program (patients residing in
hospital) (average daily patient popula-
tion). . .-- 6,412 6,148 5,936 5,722

(b) Participants (average daily patient popu-

ation):
(1) Federal Government:
(a) Direct appropriation.......- 751 738 722 701
(b) Reimbursable patients
from other Federal agen-

CieSe e 436 407 352 293
(2) District of Columbia. - -ceeeceenen 5,225 5,003 4,862 4,728
Total participants 6,412 6,148 5,936 5,722

(¢) Federal finances (exclusive of reimburse-
ments from other Federal agencies):

(1) Unobligated appropriation avail- :

able. oo eeen $7,312,202 |  $8,851,327 |  $9,440,200 $7,211,900

(2) Obligationsincurred.....--—------—- 7,289,738 8, 867, 546 9, 440, 200 7,211,900

(3) Allotments or commitments made.-

(d) Matching or additional obligations for the
program; !

(1) Reimbursements from the District

of Columbia - o coccecceecaamoae 17,820, 000 17,330,270 17,922,230 20, 415, 560
(2) Reimbursements from other Fed-

eral agencie 1,789,873 1, 849, 885 1,706, 000 1, 480, 230
(3) Reimbursements from miscellane-

ous other SOUrCeS-co--ecoecccea-- 63,874 63,398 60, 000 60, 240

Total additional obligations. ...~ 19, 673, 747 19,243, 553 19, 688,230 21, 956, 030

(¢) Number of Federal government employ-
ecs (civilian employment engaged in op-
eration and maintenance of hospital)

(man-years):
(1) Permanent._ ooococooooommmanoeoonn 3,661 3,594 3,573 3,573
(2) Other- oo 21 10 15 30
Total Federal personnel. ... 3,682 3,604 3, 588 3,588
(f) Non-Federal personnel employed in the
program..._--- - - R - .
(g) Other measures of Jevel or magnitude of
performance:
(1) Patient movement data (actual):
AdmissionS - ococacacceeemeeee 1,692 1,965 ® @®
Discharges. . 1,446 1, 557 @) @®)
Deaths. oo oeooocoooaoo 444 423 ® 16
(2) Patients on rolls (residing in hos-
pital plus patients on visit) (aver-
age daily patient population) .---- 7,672 7,585 ® ©®

1 Reimbursements to the hospital are divided between two programs. It is not feasible to distribute
items (d)(1) through (d) (3), except to prorate them on the basis of percentage of total reimbursements
attributable to each program.

2 Estimate not available.
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§. Estimated magnitude of program in 1970
Not answered.

6. Prospective changes in program orientation
Not answered.

7. Coordination and cooperation

The patient treatment and care program at St. Elizabeths Hospital
maintains operational and financial relationships with other programs
of the hospital, other agencies of the Department of Health, Educa-
tion, and Welfare, other departments and agencies of the Federal
Government, and with the District of Columbia. It is generally
felt that the hospital avails itself of most of the opportunities for
coordination and cooperation whenever they now exist. Hxamples
of such coordinated activity are set forth in the following:

(@) Coordination within the hospital.—The hospital operates training
and research programs in various medical and related disciplines,
which are closely integrated with patient treatment activities. Under
the training program, interns, residents, and affiliate student nurses
are afforded unusual opportunities to observe and participate in the
day-to-day treatment of the hospital’s large and varied patient popu-
lation. In recognition of the mutual benefits thus derived by both
trainee and patient, some 60 percent of the annual operating cost of
the training program is paid from reimbursements received for patient
care. In adlc)lition, the 100 percent federally financed research pro-
gram avails itself of the same patient population to provide much
needed firsthand data required for the furtherance of numerous re-
search projects. Conversely, this arrangement benefits the treatment
program in terms of the new and improved medical and related tech-
niques which are developed from such projects.

(b) Coordination with other agencies of the Federal Government.—The
greatest single medium of coordination and cooperation by the hos-
pital, with other agencies of the Federal Government, is found in the
many arrangements by which the hospital provides psychiatric treat-
ment and care for beneficiaries of the various Federal agencies,
pursuant to the provisions of 24 U.S.C. 168a.

Typical of the agencies which obtain treatment services for certain
of their beneficiaries are the Public Health Service, Veterans’ Ad-
ministration, U.S. Coast Guard, Department of State, and Depart-
ment of Justice. At the present time, approximately 18 percent of
the patient load at St. Elizabeths Hospital is comprised of various
classes of Federal beneficiaries.

(¢) Coordination with the District of Columbia.—In view of the
physical location of St. Elizabeths Hospital within the District of
Columbia, and in view of the fact that some 82 percent of the patient
load at St. Elizabeths consists of District of Ccﬁumbia residents, the
relationships between the hospital and the community are numerous
and varied. The hospital, for example, provides treatment and care
for District of Columbia residents at a per diem rate comparable to
that of mental hospitals in the upper 10 percent of the States. The
difference between this rate and the actual per diem cost (a somewhat
higher figure) is financed from direct Federal appropriations, and
represents the cost of special or additional treatment services, which
would not ordinarily be available in even the higher quality State
mental hospitals. In recognition of the considerable impact which
the treatment cost of some 5,000 District of Columbia patients has



