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THE WHITE HOUSE DECISION

WASHEINCTON _ rast Day: June 23, 1976

June 22, 1976

MEMORANDUM FOR THE PRES{DENT
FROM: JIM CANNO

SUBJECT: Enrolled BidM S. 1466 - National Consumer
Health Information and Health Promotion
Act of 1976

Attached for your decision is S. 1466, which extends
through FY 1978 existing communicable, venereal

disease and lead-based paint poisoning prevention
programs, as well as authorizing HEW to conduct under
new authority health information and promotion programs.

BACKGROUND

The legislative authority for communicable disease
control programs conducted by HEW expired June 30, 1975,
and since then has been carried out under the authority
of a continuing resolution. S. 1466 would renew the
authority for these ongoing programs and also provide
authorization for a new program to increase the
individual's knowledge on how to use health care.

This is the first piece of legislation to emerge from

the Congress that would continue a categorical program
included in your health block grant proposal. We expect
that several other bills will be passed this year which
will continue other categorical grants. We do not expect
the block grant proposal to become law during this session.

The National Influenza Immunization Program against

swine flu is operated under one of the authorities in

this bill. Although the programs involved could still

be operated under continuing resolution this fiscal

year, the visibility of the swine flu immunization program
may make a veto difficult for the public to understand.
Also, the same Committees that developed this legislation
are the ones that will consider the Administration's
request for special indemnity legislation for swine flu

. vaccine manufacturers.
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During floor consideration of the legislation, it was
noted that OMB strongly opposed the bill but no veto
signal was given. ‘

STAFF AND AGENCY RECOMMENDATIONS

HEW

OMB

HUD

CPSC

Buchen
(Lazarus)

Approval. Strongly recommend that the
President approve the enrolled bill in a
private signing ceremony. "S. 1466 represents
a negotiated compromise on the issues involved,
in which our major objections have been met.
These prevention and control activities may
well do more in the long run to limit the
continuing increase in health care costs in
this country than other programs which require
levels of funding much higher than those
authorized by S. 1466."

Disapproval. "Would serve as an occasion to
stress your opposition to the proliferation of
categorical grant programs...because S. 1466 is
inconsistent with your block grant proposal...
chances of sustaining a veto are very slim."
(Jim Lynn's memorandum is attached at Tab A.)

Defers to HEW and CPSC on lead-based paint
provisions.

Favors veto of regulatory provisions concerning
lead-based paint and defers on bill as a whole.

Approval. "Veto would be a futile gesture."

Friedersdorf - Approval. "The bill passed both Houses by

a voice vote. Veto would, of course, be difficult
if not impossible to sustain.”

Both Tim Lee Carter and Jim Broyhill supported the
bill and believe their combined efforts with Paul
Rogers (and HEW) succeeded in a bill the President
could sign.

RECOMMENDATION

I recommend that you sign S. 1466.

DECISIO
;55;{‘““? Approve (enrolled bill attached at Tab B).
{

Disapprove (sign veto message at Tab C, which

has been cleared by Doug Smith).



EXECUTIVE OFFICE OF THE PRESIDENT
OFFICE OF MANAGEMENT AND BUDGET
WASHINGTON, D.C. 20503

JUN 17 1976

MEMORANDUM FOR THE PRESIDENT

Subject: Enrolled Bill S. 1466 - National Consumer
Health Information and Health Promotion
Act of 1976
Sponsor - Sen. Kennedy (D) Mass. and 7 others

Last Day for Action

June 23, 1976 - Wednesday

Pur pose

Authorizes HEW to conduct a new health information and
health promotion program; extends through fiscal year

1978 and expands existing communicable disease, venereal
disease and lead-based paint poisoning prevention programs.

Agency Recommendations

Office of Management and Budget Disapproval (Veto
message attached)

Department of Health, Education,

and Welfare Approval
Department of Housing and Urban :
Development Defers to HEW and

CPSC on lead-based
paint provisions

Consumer Product Safety Commission Favors veto of
regulatory provisions
concerning lead~based
paint, but defers on
bill as a whole

Discussion

Legislative authorizations for the communicable disease
and disease control programs conducted by HEW expired
on June 30, 1975 and, since then, have been carried out
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under the authority of a continuing resolution. S. 1466
would amend the Public Health Service (PHS) Act by

extending and expanding these categorical health programs,
and by authorizing HEW to initiate and conduct a new program
of health information and health prevention.

Specifically, S. 1466 would:

-- extend for three years and expand the program
of grants for the control and prevention of a number of
communicable diseases, e.g., venereal diseases, rat
control, and immunization,

-~ extend the lead-based paint poisoning prevention
program through fiscal year 1978 and redefine the respon-
sibilities of the agencies involved in administering that
program, and

-- authorize grants and contracts in the area of
health education, and regquire the establishment of an
Office of Health Information and Health Promotion in
HEW.

Communicable and venereal diseases. S. 1466 would expand
or modify communicable disease programs by:

—- authorizing new training and demonstration grants
and contracts in the area of disease prevention and
control,

-- broadening the definition of "disease control
program" to include, in addition to communicable diseases,
diseases or health conditions which are preventable or
subject to amelioration, e.g., arthritis, diabetes,
hypertension, pulmonary and cardiovascular diseases and
RH disease, and

-- repealing the formula grant authority of the
venereal disease program.

Your 1977 Budget proposed the "Financial Assistance for
Health Care Act," to consolidate Medicaid with these
other health programs into a single health block grant
program. Draft legislation was submitted to Congress in
February 1976. Under the Administration's legislative
proposal, States would have the flexibility to determine
priorities of health care in the communicable disease and
disease prevention area. The Administration therefore
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strongly opposed S. 1466, since it runs directly counter
to the concept of the health block grant.

Lead-Based Paint Poisoning Prevention Act. S. 1466 would
also modify the existing Lead-Based Paint Poisoning
Prevention Act (first enacted in 1971 and extended in
1973), in several respects. It would:

-- require that the Consumer Product Safety Commission
(CPSC), within six months of the enactment of S. 1466,
determine whether or not a level of lead in paint which is
greater than 0.06% but not in excess of 0.5% is safe.

(If such a determination is not made, after 12 months

the term "lead-based paint" would automatically be defined
by S. 1466 to mean paint containing anything greater than

0.06% rather than the definition of 0.5% in present law.)

-~ prohibit the application of lead-based paint to
any cooking, drinking or eating utensils, toys or furniture
manufactured after the date of enactment, or the use of
such paint in residential structures built or rehabilitated
with Federal assistance,

-- transfer from HEW to the Department of Housing
and Urban Development (HUD) responsibility for controlling
the application of lead-based paint to federally con-
structed or assisted housing, and

-- require that local governments give priority to
the removal of lead-based paint hazards in dwellings where
children with diagnosed lead-paint poisoning reside.

The Administration had proposed to include the lead-based
paint poisoning prevention program in the health block
grant proposal and therefore did not support its extension
as a separate program or any amendments to the existing
Act.

Health information and promotion. A principal purpose of
S. 1466 is to increase public knowledge of the appropriate
use of health care. Accordingly, the enrolled bill would
add a new title to the Public Health Service Act which
would:

-- authorize HEW to make grants and enter into contracts
for research, community demonstration and training programs,
and information programs in the area of health education,
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-- require HEW to submit to the Congress within two
years, and annually thereafter, a report on the status of
health information and health promotion, preventive health
services and education in the use of health care,

-- require the establishment of an Office of Health
Information and Health Promotion under the Assistant
Secretary for Health to coordinate all HEW activities
designed to educate the public in the appropriate use of
health care, and

-~ require the establishment of a national health
information clearinghouse.

The Administration strongly opposed the establishment of
this new categorical health program since it conflicts

with the Administration's objective of consolidating
numerous existing health programs and since HEW already

was using its general authority to conduct health informa-
tion activities. Moreover, the effectiveness of health
information activities in changing behavior is questionable.

Budget impact. Attached to this memorandum is a table
comparing the appropriations authorizations in S. 1466
with the Administration's budget requests for fiscal
years 1976 and 1977 and the levels projected for fiscal
year 1978 in the 1977 Budget. In total, the authoriza-
tions in the enrolled bill for the three fiscal years
amount to $307 million. This compares with $99 million
requested or projected by the Administration. For fiscal
year 1977 alone, the bill would authorize $103 million
compared to the budget request of $33 million as part of
the block grant for the programs involved.

Although the authorizations in S. 1466 are far above the
requests, they are not sharply out of line with recent
congressional appropriation trends.

Arguments For Approval

1. S. 1466 would specifically authorize HEW to
continue its existing disease control and prevention
programs. HEW argues that the bill is necessary at least
until the Administration's proposed Financial Assistance
for Health Care Act can be effected; enactment of that
proposal does not appear likely in this session of the
Congress.



5

2. The new health education categorical program has
a relatively small authorization and, although it duplicates
existing legal authority, it would not disrupt HEW organiza-
tional structure or require HEW to carry out an expensive
new program,

3. According to HEW, S. 1466 "incorporates major
concessions agreed to by the Congress after considering
the Administration's objections." HEW cites those
concessions as:

~- deletion of authority for a National Center
for Health Promotion,

~- excision of all administrative authority of
the Office of Health Education and Health Promotion,

-- deletion of authority for an interdepartmental
health education committee,

~- elimination of authority for new water
treatment and dental programs, and

-- lowering of appropriations authorizations to
amounts below those originally provided in both
House and Senate versions of the bill.

4. Congressional sponsors of the legislation indicated
on the House and Senate floors that there had been
negotiations with Administration representatives and
that it was their understanding that the final version of
S. 1466 which emerged from conference was acceptable to
the Administration and that you would sign it.

Arguments Against Approval

1. S. 1466 runs directly counter to the efforts of
the Administration over the past two years to consolidate
the many fragmented health programs administered by HEW.
Approval of S. 1466 would undermine your commitment to
enactment of the Administration's health block grant
proposal. This is the first such bill to emerge from
Congress that would continue a categorical program that
you included in your health block grant. Moreover,
approval of S§. 1466 would leave virtually no alternative
but to approve two other bills extending narrow categorical
health programs under final consideration by the Congress,
i.e., Emergency Medical Service and alcoholism grants.
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2. Extension of the appropriation authorizations to
continue the programs pending enactment of the health
block grant is not necessary. The programs involved
are operating under continuing resolution this fiscal
year without new authorizations. Disapproval of the enrolled
bill could help maintain pressure on the Congress to enact
the block grant proposal and would, at the same time,
keep funding of the programs at lower levels under the
continuing resolution than might be provided under the
authorizations in the bill.

3. Over the three years, the authorization levels
in S. 1466 exceed by $208 million the levels requested in
the 1976 and 1977 budgets. The authorizations in the
Emergency Medical Services and alcoholism bills likely to
be enrolled before July 1 could, if fully funded, result
in additional budget outlays of approximately $116 million
in fiscal year 1977 and $189 million in 1978.

4. OMB staff believe there are very few "concessions"
in the compromise version of the bill. The only significant
change is that new water treatment and dental programs
would not be included. In addition, the authorization
levels in the final "compromise" bill were, in some cases,
higher than those in the original House and Senate bills
and in total are still about 3 times more than the Adminis-
tration request.

5. Statutory establishment of a new health informa-
tion program and a new Office of Health Information and
Health Promotion in HEW is clearly unnecessary and without
program merit. HEW states that the main effect of these
provisions "would be to give increased visibility to the
area of health education." HEW already has an Office of
Health Education in the Center for Disease Control, and
carries out numerous health education activities.

6. The Consumer Product Safety Commission states
that there are serious objections to the administrative
process provided by S. 1466 for establishing and enforcing
a safe level of lead in paint, depending on whether an
agency proceeded under the Lead-Based Paint Act, the Consumer
Product Safety Act or the Federal Hazardous Substances Act.
CPSC states that S. 1466 could lead to differing federal
standards and "undoubtedly will require duplicative pro-
ceedings on the precise same matter resulting in a massive
waste of tax dollars." CPSC also concludes that "the
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confusion which would result from different federal levels
would be compounded by the statutory provisions applicable
to preemption of various state and local laws and regula-
tions."

Recommendations

HEW strongly recommends approval. The Department states
that "S. 1466 represents a negotiated compromise on the
issues involved, in which our major objections have been

met. Actual funding levels will, of course, be determined
through the appropriations process." HEW recommends "a
private signing ceremony to which the principal Congressional
participants in the development of S. 1466 would be

invited."

HUD states that it has "no objection to the transfer to

HUD of HEW's responsibility for controlling the applica-

tion of lead-based paint to Federally constructed or assisted
housing." HUD defers to HEW and CPSC on the other provisions
relating to lead-based paint.

CPSC, in its letter, offers the following comment:

"Only insofar as the provisions of S. 1466 impact

on the Consumer Product Safety Commission by

amending the process for establishing a safe level

of lead in paint does the Commission favor veto

of the bill. The regulatory process which results
from this portion of S. 1466 will be more costly and
duplicative than is necessary without any increase in
benefit to the public."

CPSC defers to HEW on the other provisions of S. 1466,
but requests Administration support of efforts to amend
the procedural provisions, should the bill be signed.

% % % k& %k * %k %k k

We have strongly opposed S. 1466 because it is so clearly
inconsistent with your proposal to consolidate categorical
health programs into a single block grant. Moreover,

S. 1466 does not contain authorities that we believe to
be essential at this time. Disapproval of S. 1466 would
serve as an occasion to stress your opposition to the
proliferation of categorical grant programs by the
Congress. We disagree with HEW that Congress made

"major" concessions in the conference bill.
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We realize that this enrolled bill was apparently viewed
as noncontroversial, since it was passed by voice vote
in both Houses. Chances of sustaining a veto are very
slim. Nevertheless, we believe the policy considerations
involved are sufficiently important to warrant your
disapproval of S. 1466. We have attached a draft veto
message for your consideration.

AL T

Paul H. O'Neill
Acting Director

Enclosures



Program -

S. 1466 Appropriations Authorizations

Attachment

Health education

Venereal disease

Rat control

Lead-based paint

poisoning
prevention

Immunization and
other control

programs

Total,

Total,
Total,
Total,
Total,

Compared with Budget Levels

Fiscal
year

1977
1978
1979

1976
1977
1978

1976
1977
1978

1976
1977
1978

1976
1977
1978

all years

1976
1977
1978
1979

($ in millions)

S. 1466 Budget
Authorizations levels Difference

7 - +7
10 - +10
14 - +14
37 20 +17
48 20 +28
51 20 +31
13 5 +8
14 5 +9
14 5 +9
10 3 +7
12 3 +9
14 3 +11
13 5 +8
22 5 +17
28 5 +23
307 99 +208
73 33 +40
103 33 +70
117 33 +84
14 - +14
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period. At a time when the overall Federal deficit is
estimated at over $74 billion, I must oppose such excessive
authorization levels.

Other bills now pendihg would also continue current
narrow categorical Federal health programs. Rather than
proceeding to extend and expand such programs, I urge the
Congress to hold hearings and rapidly enact my proposed

"Financial Assistance for Health Care Act."

THE WHITE HQUSE,



TO THE SENATE OF THE UNITED STATES:

I am returning, without my approval, S. 1466, a
bill which would authorize duplicative health information
and health promotion programs and would reauthorize and
expand programs dealing with venereal disease, rat control,
lead-based paint poisoning and other disease prevention
and control.

This bill is based on a policy of perpetuating the
existing maze of Federal health programs. Such an
approach is a disservice to those who need effective
delivery of health services and those who must pay the
bills ~~ the taxpavers. In my 1977 Budget, I proposed
a consolidation of 16 existing Federal health programs
into a single block grant which would enable States and
localities to assure that people in need receive com=-
prehensive health care. I share the objectives of S. 1466
to assure the provision of important preventive health
services, but I firmly believe that under my proposed
health block grant those services would be provided in
a more effective manner.

Fewer Federal programs, and a reduction in the various
rules and regulations accompanying each of them, would allow
States and local governments to respond more quickly to the
particular health needs of their residents. Consolidation
into a block grant will also better target Federal health
assistance on those with low incomes, and distribute Federal
funds more equitably among the States. Funding from the
existing 16 categorical programs proposed for consolidation
in the block grant varies from $200 per low-income individual
in some States to over $800 in others. This inequity should

not be continued.
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In addition, the many Federal regquirements imposed
upon States and localities prevent them from bringing
about needed efficiencies and coordination in their health
programs. If the proposed health block grant were enacted
instead of bills such as S. 1466, more Federal health dollars
could go toward providing health services for our citizens
rather than for the cost of burdensome administration.

S. 1466 would also create unnecessary and duplicative
health education programs. The Department of Health,
Education, and Welfare alone now spends more than $80
million a year on health education of the public. The
activities proposed in S. 1466 would only add to the already
complicated array of Federal health education programs.

The bill would, moreover, create a special problem
in the lead-based paint poisoning prevention program. It
would require the determination of safe lead levels in
paint but provides little, if any, guidance with respect
to the procedures determining those levels. This could,
accordingly, lead to the highly undesirable situation of
differing Federal standards for lead in paint, depending
on whether an agency proceeded under the Lead-Based Paint
Poisoning Prevention Act, the Consumer Product Safety Act
or the Federal Hazardous Substances Act. Thus, S. 1466
could not only create confusion in this area, but could
require duplicative administrative proceedings on the same
subject matter resulting in a massive waste of tax dollars
as well as unnecessary delay and red tape, without any
real benefit to the public.

Lastly, S. 1466 is objectionable since it would
authorize appropriations of $307 million -- more than

three times my requested levels -- over a three-year



EXECUTIVE OFFICE OF THE PRESIDENT _
OFFICE OF MANAGEMENT AND BUDGET

WASHINGTON, D.C. 20503

JUN 17 1976

MEMORANDUM FOR THE PRESIDENT

Subject: Enrolled Bill S. 1466 - National Consumer
Health Information and Health Promotion
Act of 1976 -
Sponsor - Sen. Kennedy (D) Mass. and 7 others

Last Day for Action

June 23, 1976 - Wednesday

Purgose

Authorizes HEW to conduct a new health information and
health promotion program; extends through fiscal year

1978 and expands existing communicable disease, venereal
disease and lead-based paint poisoning prevention programs.

Agency Recommendations

Office of Management and Budget Disapproval (Veto
: " message attached)

Department of Health; Education,

and Welfare Approval
Department of Housing and Urban '
Development Defers to HEW and

CPSC on lead-based
paint provisions

Consumer Product Safety Commission Favors veto of
regulatory provisions
" concerning lead-based
paint, but defers on
bill as a whole

Discussion

Legislative authorizations for the communicable disease
and disease control programs conducted by HEW expired
on June 30, 1975 and, since then, have been carried out

Attached document was not scanned because it is duplicated elsewhere in the document



THE WHITE HOUSE

ACTION MEMORANDUM T e U LOG NO.:

Date: yune 18 Time: 3j00am

FOR ACTION: Spencer Johnson 2 cc (for information): Jack Marsh
Ken Lazarus - 7. Jim Cavanaugh
Max Friedersdorf Ed Schmults
Dawn Bennett . oo

Steve McConahey. . .
FROM THE STAFF SECRETARY

DUE: Date: June 19 Time: NOON

SUBJECT:

S. 1466 - National Consumer Health Information
and Health Promotion Act of 1976

ACTION REQUESTED:

For Necessary Action For Your Recommendations

Prepare Agenda and Brief Draft Reply

X __ For Your Comments Draft Remarks

REMARKS:
Please return to Judy Johnston, Ground Floor West Wing

PLEASE ATTACH THIS COPY TO MATERIAL SUBMITTED.

If you have any questions or if you anticipate a
delay in submitting the required material, please K. R. COLE, IR.
teiephone the Staff Secretary immediately. For the President




TO THE SENATE

I am returning, without my approval, S. 1466, a
bill which would authorize duplicative health information
and health promotion programs, and reauthorize and
expand venereal disease, rat control, lead-based paint
poisoning and other disease prevention and control programs.

This bill is based on a policy of perpetuating the
existing maze of Federal health programs. Such an
approach is a disservice to those who need effective
delivery of health services and those who must payithe
bills--the taxpayers. In my 1977 Budget, I proposed a
consolidation of 16 existing Federal health programs into
a single block grant which would enable States and localities
to assure that people in need receive comprehensive health
care. I share the objectives of S. 1466 to assure the
provision of important preventive health services, but I
firmly believe that under my proposed health block grant
those services would be provided in a more effective manner.

Fewer Federal programs, and a reduction in the various
rules and regulations accompanying each of them, would allow
States and local governments to respond more quickly to the
particular health needs of their residents. Consolidation
into a block grant will also better target Federal health
assistance on those with low incomes, and distribute Federal
funds more equitably among the States. Funding from the
existing 16 categorical programs proposed for consolidation
in the block grant varies from $200 per low-income individual
in some States to over $800 in others. This ineguity should

not be continued.



DEPARTMENT OF HEALTH, EDUCATION. AND WELFARE

JUN 1 1 1976

The Honorable James T. Lynn

Director, Office of Management
and Budget

Washington, D. C. 20503

Dear Mr. Lynn:

This is in response to your request for a report on S. 1466,
an enrolled bill "To amend the Public Health Service Act to
provide authority for health information and health promotion
programs, to revise and extend the authority for disease
prevention and control programs, and to revise and extend

the authority for venereal disease programs, and to amend

the Lead-Based Paint Poisoning Prevention Act to revise and
extend that Act."

We strongly recommend that the President sign the enrolled
bill; the bill would authorize important activities in the
area of disease control and represents a compromise in which
our major objections have been met. We also recommend a
private signing ceremony to which the principal Congressional
participants in the development of the bill would be invited.

S. 1466 would authorize a small program in the area of
health education through fiscal year 1979, to include grants
and contracts for research, community demonstration programs,
and information programs. The bill would establish an
Office of Health Information and Health Promotion within
this Department to coordinate Departmental health education
activities; the Office would not be charged with direct
administrative responsibility for any program.

S. 1466 would also extend our programs concerned with lead-
based paint poisoning, venereal diseases, and other diseases
amenable to reduction through fiscal year 1978. These
programs would also be modified by:
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~- permitting training and demonstration grants and
contracts in the area of disease prevention and
control,

—-- broadening the concept of disease control programs
to include diseases and other conditions which are
of national significance and which are amenable to
reduction, but are not of the traditional communicable

type,
-- repealing the venereal disease formula grant authority,

—-- redefining the respective roles of this Department,
the Department of Housing and Urban Development and
the Consumer Product Safety Commission (CPSC) as to
the use of lead-based paint on certain products, so
as to parallel the missions of these Departments and
the CPSC, and

-- requiring the CPSC, during the six-month period
following enactment of the enrolled bill, to
determine whether or not a level of lead in paint
which is greater than 0.06 percent but not in excess
of 0.5 percent is safe.

Appropriation authorizations in the bill (and Budget requests
in the same areas) are set out in Tab A.

S. 1466 would enable us to continue the important disease
control and prevention activities which this Department

is currently carrying out. These prevention and control
activities may well do more in the long run to limit the
continuing increase in health care costs in this country
than other programs which require levels of funding much
higher than those authorized by S. 1466. Until we are able
to effect enactment of our Financial Assistance for Health
Care Act, we must have other authority to carry out these
vital prevention and control activities.

The enrolled bill would also authorize a small program in
the area of health education; this new authority essentially
duplicates legal authority we already have, but without
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disrupting our Departmental organizational structure or
requiring us to carry out a new and expensive program. The
main effect of the enrolled bill would be to give increased
vigibility to the area of health education, which is all to
the good.

S. 1466 as passed by the Congress incorporates major concessions
agreed to by the Congress after considering the Administration's
objections. For example, the establishment of a private

center for health promotion, to be funded in part with

Federal funds, was deleted; all administrative authority of

the Office of Health Education and Promotion was excised; a
provision for an interdepartmental health education committee
was removed; programs related to water treatment and dental
health were eliminated; and the total amount of appropriations
authorized is below that originally provided in both the

House and Senate versions of the bill.

S. 1466 represents a negotiated compromise on the issues
involved, in which our major objections have been met. Actual
funding levels will, of course, be determined through the
appropriations process.

We therefore strongly recommend that the President sign the
enrolled bill. We also recommend a private signing ceremony
to which the principal Congressional participants in the

- development of S. 1466 would be invited.

Sincerely,

Hloic boack

Unae?»“ Secretary

Enclosure



TAB A--S. 1466 APPROPRTATION AUTHORIZATIONS
AND RETATED BUDGET REQUESTS

(figures in millions of dollars)

S. 1466 ‘ Budget Continuing Resolution or
Authorization Request Currently Authorized
Health Education—--1977 $ 7 0
1978 $10 0
1979 $14 0
Rat Control—- 1976 $13.5 $ 5.41% $20
1977 $14 $ 5.41
1978 $14.5
Venereal Disease
Research—- 1976 $5 0 0
1977 $ 6.6 0
1978 $ 7.6
Venereal Disease
Project Grants--1976 $32 $19.84 $19.84
1977 541.5 $19.84
1978 $43.5
Iead-Based Paint--1976 $10 $ 3.5 $ 3.5
1977 $12 $ 3.5
1978 $14
Inmunizations
and other
control N ]
programs--— 1976 $13 $ 4.96 $ 4.96
1977 $22 S 4.96

1978 $28

*$13.1 appropriated for FY 1976
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THE GENERAL COUNSEL OF HOUSING AND URBAN DEVELOPMENT
WASHINGTON, D. C. 20410

‘7'" \s“c

"JUN 14 1976

Mr. James M. Frey

Assistant Director for
Legislative Reference

Office of Management and Budget

Washington, D. C. 20503

Attention: Ms. Ramsey
Dear Mr. Frey:

Subject: S. 1466, 94th Congress (Kennedy, et al)
Enrolled Enactment

This is in response to your request for our views on the
enrolled enactment of S. 1466, the proposed ''National
Consumer Health Information and Health Promotion Act of
1976".

The enrolled bill would provide for a program of research,
information and demonstrations with respect to health
promotion, preventive health services, and education in
the appropriate use of health care, to be administered by
an Office of Health Information and Health Prevention
established in the Department of Health,Education and
Welfare under the bill.

This bill would also extend and make some revisions in
HEW's disease control and prevention programs. Of these
revisions, the ones of particular interest to this
Department are the proposed amendments to the Lead-Based
Paint Poisoning Prevention Act.

These amendments to the Lead-Based Paint Poisoning
Prevention Act would authorize additional appropriations
through fiscal year 1978 for purposes of carrying out
that Act. They would require that local detection and
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treatment programs funded by HEW include a lead based paint
hazard elimination component, with priority to be given to

hazard elimination in dwellings in which reside children

with diagnosed lead based paint poisoning.

The bill would also, in the case of paint manufactured one
year after enactment, define lead based paint as paint
having a lead content of more than 0.06 percent, or more
than such higher level (but not in excess of 0.5 percent)
as the Consumer Product Safety Commission determines to be
safe. The 0.5 percent lead level under current law would
continue to be used for establishing the safe level of
lead in existing paint.

Finally, the amendment would reassign various responsibilities
for controlling the use of lead based paint, and would
specifically assign to this Department the responsibility for
prohibiting the application of lead based paint in
residential structures constructed or rehabilitated by the
Federal government or with Federal assistance after the date
of enactment of the bill. This overall responsibility for
this function is assigned to the Secretary of Health,
Education and Welfare under existing law, with various
responsibilities assigned under HEW regulations to
appropriate Federal agencies, including HUD. The Senate
Committee Report accompanying S. 1664 (Report 94-634)
indicates that the purpose of this provision is to clarify
the respective jurisdiction of these agencies with respect

to existing responsibilities, and we would interpret the
provision as assigning HEW's current lead responsibility
with respect to Federal and Federally assisted housing
directly to HUD.

The Department has no objection to the transfer to HUD of
HEW's responsibility for controlling the application of
lead based paint to Federally constructed or assisted
housing. We defer to HEW and the Consumer Product Safety



Commission, as appropriate, with respect to the
desirability of the other provisions of the bill,
including those provisions relating to the establishment
of an acceptable level of lead.in paint to be manufactured
“in the future.

Sincerely,

% %

Robert R. Elliott



U.B. CONSUMER PRODUCT SAFETY COMMISSION
WASHINGTON, D.C. 20207

JUN 10 W76

Honorable James T. Lynn
Director

Office of Management and Budget
Washington, D.C. 20503

Attention: Assistant Director for Legislative Reference
Dear Mr. Lynn:

This letter is in response to the Office of Management
and Budget's request for the views and recommendations of
the Consumer Product Safety Commission on S. 1466, an
enrolled bill

"To amend the Public Health Service
Act to provide authority for health
information and health promotion
programs, to revise and extend the
authority for disease prevention and
control programs, and to revise and
extend the authority for venereal
disease programs and to amend the
Lead-Based Paint Poisoning Prevention
Act to revise and extend that Act.”

Inasmuch as the provisions of section 204 of S§.1644,
more particularly subsections (b) and (c), are the only
provisions of the bill which would impact on or involve
the Consumer Product Safety Commission, the Commission
will confine its comments to those provisions and will
defer to the other affected departments with respect to
other provisions of the bill.

Section 204(b) of S. 1466 would amend section 401 of
the Lead-Based Paint Poisoning Prevention Act (LBPPPA,
42 U,5.C. 4831) to require the Secretary of Health, Education
and Welfare to "take such steps and impose such conditions
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as may be necessary or appropriate" to prohibit the application
of lead-based paint to any cooking, drinking or eating
utensil; to require the Secretary of Housing and Urban
Development to take similar action with respect to the use

of lead-based paint in residential structures constructed or
rehabilitated by the Federal Government, or with federal
assistance; and to require the Consumer Product Safety
Commission to take similar action with respect to the applica-
tion of lead-based paint to any toy or furniture article.

This provision, by assigning responsibility with respect to
toys and furniture articles to the Commission, conforms the
LBPPPA to existing law with respect to jurisdiction over the
safety of these products, which is vested in the Commission.

Section 204(c) of S.1466 would, inter alia, amend
section 501(3) of the LBPPPA (42 U.S.C. 4841(3)) to provide
that the term "lead-based paint” shall mean any paint con-
taining more than .5 percent lead by weight. Further, the
Commission would be required to determine, within six months
of enactment of S. 1466, on the basis of available data and
information and after providing for an oral hearing and
consideration of other agencies' recommendations, whether
another level of lead, greater than .06 percent by weight
but not to exceed .5 percent is safe. If the Commission
determines, in accordance with the requirements set forth
above, that a level of lead other than .5 percent is safe,
the term "lead-based paint" shall mean, with respect to
paint which is manufactured after the expiration of six
months from the date of the Commission's determination,
paint containing more than such level of lead as the Commis-
sion has determined is safe. In the absence of such a
determination by the Commission, the term "lead-based paint"
shall mean, with respect to paint manufactured after the
expiration of twelve months from the date of enactment of S.
1466, paint containing more than .06 percent lead.

This provision is similar to existing law, except that
under the present provision, the Chairman alone rather than
the full Commission is charged with the responsibility for
determining the safe level of lead, and is presently not
required to consult with the Secretary of Health, Education
and Welfare or the National Academy of Sciences.

The Commission supports the goal of protecting the
public, particularly children, from the hazards associated
with lead-based paint. The Commission is currently conduct-
ing a rulemaking proceeding pursuant to a petition under the
Federal Hazardous Substances Act (FHSA, 15 U.S.C. 1261 et
- seq.) to determine whether paint containing more than .06
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percent lead should be banned. The same petition also
reguests that the Commission issue a consumer product safety
rule pursuant to its authority under the Consumer Product
Safety Act (CPSA, 15 U.S.C. 2051 et seq.) requiring that the
composition of such paints contain not more than .06 percent
lead.

The Commission, however, has several reservations
concerning the approach of S.1466. First, the provision
contained in section 204 (c) of S. 1466, amending section
501(3) of the LBPPPA regarding the definition of "lead-based
paint" offers little guidance with respect to the procedure
to be followed in making the determination of a safe level
and fails to indicate either the character of the proceeding
or whether such determination is subject to judicial review.
Since there appears to be no grant of rulemaking ppower,
either express or implied, in the LBPPPA, the Commission
presumes that the Administrative Procedure Act is not intended
to apply. Similar uncertainty with respect to the appli-
cable procedure under the present LBPPPA has led to a suit
attacking Chairman Slmpson s report to Congress regarding
the safe level of lead in palnt. (Consumer s Union of the

Consumer Product Safety Commission, et g;., Civil Action No.
75-0243, D.D.C. filed February 24, 1975.)

Secondly, once the level of "lead-based paint" is
established, S. 1466 directs the Commission to "take such
steps and impose such conditions as may be necessary or
appropriate" to prohibit the application of lead-based paint
to toys or furniture articles. While congressional intent
that the level found to be safe in the LBPPPA proceeding
should apply to such articles is clear, the Commission is
not specifically granted any substantive regulatory authority
to implement this level. Under S. 1466 it would appear that
the Commission would still have to make its determination on
the safe level of lead in paint for toys and furniture
articles as well as other paint sold to consumers under the
pending FHSA or CPSA proceedings. Given the different
procedures under the FHSA, the CPSA and the LBPPPA, there is
a very real possibility that the lead levels arrived at in
these various proceedings could be entirely different. This
would lead to the highly anomalous and undesirable situation
of differing federal standards for lead in paint depending
on the act under which the paint is regulated. Moreover the
LBPPPA, as drafted, undoubtedly will require duplicative
proceedings on the precise same matter resulting in a massive
waste of tax dollars. Finally, the confusion which would
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result from different federal levels would be compounded by
the statutory provisions applicable to preemption of various
state and local laws and regulations.

To avoid the difficulties in the implementation of the
LBPPPA, which enactment of §.1466 will create, to facilitate
enforcement by the CPSC and the states and to provide the
paint industry and consumers with a single standard, the
Commission recommended that it should be permitted to make
a single determination on the safe level of lead in paint in
one proceeding. One means of achieving this would have been
to include the following provision in the LBPPPA:

The determination by the Consumer Product
Safety Commission with respect to the meaning
of the term "lead-based paint"” shall simul-
taneously constitute the establishment of a
consumer product safety standard under the
Consumer Product Safety Act. (15 U.S.C.
2051 et seq.) Such standard shall have the
same force and effect as any consumer product
safety standard promulgated and established
under the Consumer Product Safety Act and
shall become effective concurrent with the
provisions of section 401 of the Lead-Based
Paint Poisoning Prevention Act. No further
proceeding shall be necessary to make the
standard effective. The level of lead in
paint established by such standard shall

be the maximum permissible level for the
following consumer products (as the term
"consumer product" is defined in section
3(a) (1) of the Consumer Product Safety

Act 15 U.S.C. 2052(a)(1)):

(a) Any paint or similar surface-coating
material;

(b) Any toy or other article intended for
use by children; and

{c) Any furniture article.

Provided, however, that, upon a finding
that any special use for "lead-based

paint" or that any product bearing such
paint does not present an unreasonable
risk of injury, the Commission may, by
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rule in accordance with the procedures of
5 U.8.C. 553, exempt such product from
the standard. Any existing exemption
under the Federal Hazardous Substances
Act 15 U.S.C. 1261 et seq. shall continue
in effect and be treated as an exemption
under this section unless withdrawn by
rule.

Unfortunately, the Commission's suggestion was not
adopted by Congress. Only insofar as the provisions of
S.1466 impact on the Consumer Product Safety Commission by
amending the process for establishing a safe level of lead
in paint does the Commission favor veto of the bill. The
regulatory process which results from this portion of
S.1466 will be more costly and duplicative than is necessary
without any increase in benefit to the public. However, the
numerous other provisions of the bill affect the responsi-
bilities of the Secretary of Health, Education and Welfare in
the area of public health and safety. The Commission cannot
properly assess the impact of or need for these provisions.
If these other provisions of the bill are necessary and
desirable, the Commission understands the need to approve
the entire bill. Should such approval be forthcoming, CPSC
would appreciate Administration support of our efforts to
amend section 204 pursuant to the above language during this
session.

The Commission is unable to estimate first-year or
recurring costs or savings which may result from enactment
of S.1466.

Sincerely,

cc: Speaker of the
House of Representatives

cc: President of the Senate



THE WHITE HOUSE

WASHINGTON

June 18, 1976

MEMORANDUM FOR: JUDY JOHNSTON

FROM;: DAWN D, BENNETT @,

RE: S. 1466 - National Consumer Health
Information and Health Promotion Act
of 1976

The above-entitled bill would essentially: amend the Public Health
Service Act by extending and expanding the categorical health programs;
authorize HEW to initiate and conduct a new health information and
prevention program; give the Consumer Product Safety Commission
jurisdiction over permissable lead paint levels; and transfer to HUD
from HEW, the enforcement of lead base paint levels in federal
housing.

I recommend approval for several reasons, inter alia:

a. The new categorical health education program is relatively
small, authorization-wise, and does not disrupt the HEW organizational
structure, nor require HEW to carry out an expensive new program.

b. S.1466 would authorize HEW to continue its existing disease
control and prevention programs i.e. Swine Flu type situations.

c. The bill appears to be a negotiated compromise which differs
substantially from the original.

Though the bill is not perfect, i.e., it calls for categorical grants as
opposed to the block grant scheme which the President prefers, the

good outweighs the bad, and on balance, Ifeel the President should sign
it,
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THE WHITE MOUSE

WASHINGTON

June 18, 1976

MEMORANDUM FOR: JIM CAVANAUGH V
FROM: . MAX FRIEDERSDORT
SUBJECT: S. 1466 - National Consumer Health Information

and Health Promotion Act of 1976

The bill passed both Houses by a voice vote, Veto would, of course, be
most difficult if not impossible to sustain. '

Both Tim Lee Carter and Jim Brovhill supported the bill and believe their
combined efforts with Paul Rogers succeeded in watering down Title I

enough that President could sizgn bill.

OMB was ambivalent on veto signal during Floor consideration and no
veto signal given.

I recommend President sign S. 1466.



[ THE WHITE HOUSE
ACTION MEMORANDUM WASHINGTON LOG NO.:

Date: yyne 18 Time: 1100am
FOR ACTION: Spencer Johnson cc (for information): Jack Marsh
Ken Lazarus Jim Cavanaugh
Max Friedersdorf Ed Schmults

Dawn Bennett
Steve McConahey

FROM THE STAFF SECRETARY

DUE: Date: June 19 Time: NOON

SUBJECT:

S. 1466 ~ National Consumer Health Information
and Health Promotion Act of 1976

ACTION REQUESTED:

e For Necessary Action e For Your Recommendations
Prepare Agenda and Brief we— Draft Reply
-X _For Your Comments v Draft Remarks
REMARKS:

Please return to Judy Johnston, Ground Floor West Wing

Veto would be a futile gesture., Recommend
approval for reasons set forth at pp. 4-5,

Ken Lazarus 6/18/76

%ﬂﬁ‘%g ATTACH THIS COPY TO MATERIAL SURWITTITD.

I vou have aunyv guestions or if vou anlicipate a

deloy dn submitting the required matoerial, ploase

telepnone the Slelf Becratary innmediaiely.




Steve McConahey's comments: S. 1466

Agree with concern over inclusion of certain block grant
components, however, I understand this bill contains

the swine flu appropriations and therefore feel we
should sign it.

6/17



THE WHITE HOUSE

WASHINGTON

June 18, 1976

MEMORANDUM FOR: JIM CAVANAUGH V
FROM: MAX FRIEDERSDOR
SUBJECT: S. 1466 - National Consumer Health Information

and Health Promotion Act of 1976

The bill passed both Houses by a voice vote. Veto would, of course, be
most difficult if not impossible to sustain.

Both Tim Lee Carter and Jim Broyhill supported the bill and believe their
combined efforts with Paul Rogers succeeded in watering down Title I

enough that President could sign bill.

OMB was ambivalent on veto signal during Floor consideration and no
veto signal given.

I recommend President sign S. 1466,
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TO THE SENATE

ﬁ"W" i

I am returning, without my approval, S. 1466, a
bill which would authorize duplicative health information

. and health promotipn progpa?gx and reauthorize and
expax 5@ ereaf dise;ge, rat control, lead-based paint

éA n
poisoning and other disease prevention and control,procsewess
This bill is based on a policy of perpetuating the
exiéting maze of Federal health programs. Such an
approach is a disservice to those who need effective
delivery of health services.and those who must pay'the |
bills--the taxpayers. In my 1977 Budget; I proposed a
consolidation of 16 existing Federal health programs into

a single block grant which would enable States and localities

to assure that people in need receive comprehensive health

e

.

care. I share the objectives of S. 1466 to assure the
prbvision of important preventive health services, but I
firmly believe that under my proposed health block grant
those services would be provided in a more effective manner. F”;fi
Fewer Federal programs, and a reduction in the various
rules and regulations accompanying each of them, would allow
States and local governments to respond more quickly to the
particular health needs of their residents. Consolidation
into a block grant will also better target Federal health
assistance on those with low incomes, and distribute Federal

funds more equitably among the States. Funding from the

S BRSPS R R S

existing 16 categorical programs proposed for consolidation
in the block grant varies from $200 per low-income individual.

in some States to over $800 in others. This inequity should z

not be continued.
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In addition, the many Federal requirements imposed
upon States and localities prevent them from bringing
about needed eff}ciencies and coordination in their health
programs. If the proposed health block grant were enacted
instead of bills such as S. 1466, more Federal health
dollars could go toward providing health services for our

citizens rather than for the cost of burdensome administration.

S. 1466 would also create unnecessary and duplicative
;a?& health education programs. The Department qf Health, -

Education, and Welfare alone now spends more than $80
million a year on health education of the public. The
activities proposed in S. 1466 would only add to the already
complicated array of Federal health education programs.

‘The bill would, moreover, create a special préblem '
in the lead-based paint poisoning prevention program. It
would require the determination of safe lead levels in paint

but provides little, if any, guidance with respect to the

procedures determining those levels. This could, accordingly,

lead to the highly undesirable situation of differing federal

g R PN et T R AN R TS R R I

standards for lead in paint, depending on whether an agency

massive waste of tax dollars as well as unnecessary delay

proceeded under the Lead-Based Paint Poisoning Prevention %
.Act, the Consumer Product Safety Act or the Federal Hazardous %
Substances Act. Thus, S. 1466 could not only create confusion f
in this area, but could require duplicative administrative E
proceedings on the same subject matter resulting in a ;

and red tape, without any real benefit to the public.

Lastly, S. 1466 is objectionable since it would authorize

S A

-appropriations of $307 million--more than three times my

requested levels--over a three-year period. At a time

£ Nt 225

when the overall Federal deficit is estimated at over $74 :
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. :3
billion, I must oppose such excessive authorization le&els.
Other bills. now pénding would also continue current
narrow categofical Federal health programs. Rather than
proceeding to extend and expand such programs, I urge the
E . Congress to hold hearings and rapidly enact my proposed

"Financial Assistance for Health Care Act."

THE WHITE HOUSE

June , 1976

oo el
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TO THE SENATE OF THE UNITED STATES:

I am returning, without my approval, S. 1466, a
bill which would authorize duplicative health information
and health promotion programs and would reauthorize and
expand programs dealing with venereal disease, rat control,
lead-based paint poisoning and other disease prevention
and control,

This bill is based on a policy of perpetuating the
existing maze of Federal health programs. Such an
approach is a disservice to those who need effective
delivery of health services and those who must pay the
bills ~~ the taxpayers. In my 1977 Budget, I propcsed
a consolidation of 16 existing Pederal health programs
into a single block grant which would enable States and
localities to assure that people in nead'rncciva con~
prehensive health care. I share the objectives of S. 1466
to assure the provision of important preventive health
services, but I firmly believe that under my proposed
health block grant those services would be provided in
a more effective manner.

Fewver Federal programs, and a reduction in the various
rules and regulations accompanying each of them, would allow
States and local governments to respond more gquickly to the
particular health needs of their residents. Consolidation
into a block grant will also better target Federal health
assistance on those with low incomes, and distribute Federal
funds more equitably among the States. Punding from the
existing 16 categorical programs proposed for consolidation
in the block grant varies from $200 per low-income individual
in some States to over $800 in others. This inequity should

not be continued.
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In addition, the many Federal requirements imposed
upon States and localities prevent them from bringing
about needed efficiencies and coordination in their health
programs. If the proposed health block grant were enacted
instead of bills spch as 8. 1466, more Federal health dollars
could go toward p;oviding health services for our citizens
rather than for the cost of burdensome administration.

8. 1466 would also create unnecessary and duplicative
health education programs. The Department of Health,
Bducation, and Welfare alone now spends more than $80
million a year on health education of the public. The
activities proposed in S. 1466 would only add to the already
complicated array of Pederal health education programs.

The bill would, moreover, create a special problem
in the lead-based paint poisoning prevention program. It
would require the determination of safe lead levels in
paint but provides little, if any, guidance with respect
to the procedures determining those levels. This could,
accordingly, lead to the highly undesirable situation of
differing Federal standards for lead in paint, depending
on whether an agency proceeded under the Lead-Based Paint
Poisoning Prevention Act, the Consumer Product Safety Aot
or the Federal Hazardous Substances Act. Thus, 8, 1466
could not only create confusion in this area, but could
require duplicative administrative proceedings on the same
subject matter resulting in a massive waste of tax dollars
as well as unnecessary delay and red tape, without any
real benefit to the public.

Lastly, S. 1466 is objectionable since it would
authorigze appropriations of $307 million -~ more than

three times my requested levels -- over a three-ysar
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period. At a time when the overall Federal deficit }a
estimated at over $74 billion, I must oppose such excessive
authorization levels.

Other bills now pendihg would also continue current
narrow categorical Pederal health programs. Rather than
proceeding to extend and expand such programs, I urge the
Congress to hold hearings and rapidly enact my proposed
*rinancial Assistance for Health Care Act.”

THE WHITE HOUSE,



Calendar No. 323

94t CONGRESS SENATE REPORT
1st Session No. 94-330

NATIONAL DISEASE CONTROL AND CONSUMER HEALTH
EDUCATION AND PROMOTION ACT OF 1975

Jury 24 (legislative day, Jury 21), 1975.—Ordered to be printed

Mr. KennEpy, from the Committee on Labor and Public Welfare,
submitted the following

REPORT

[T(; accompany S. 1466]

The Committee on Labor and Public Welfare, to which was referred
the bill (8. 1466) to amend the Public Health Service Act to extend
and revise the program of assistance for the control and prevention
of communicable disease, and to provide for the establishment of the
Office of Consumer Health Education and Promotion and the Center
for Health Education and Promotion to advance the national health;
to reduce preventable illness, disability, and death; to moderate self-
imposed risks; to promote progress and scholarship in consumer health
education and promotion and school health education; and for other
purposes, having considered the same, reports favorably thereon with
amendments and recommends that the bill as amended do pass.

1. B, SuMMARY

PURPOSE

The proposed Act has three titles: Titles I and II respectively
revise and extend expiring communicable and other disease control
rograms and venereal disease prevention and control programs; and
itle III authorizes consumer health education and promotion pro-
rams. The legislation would authorize the programs involved for
gscal years 1976 through 1978, with authorizations of appropriations
as hereinafter indicated,

57-010—75——1
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TITLE I-DISEASE CONTROL

_ Section 101. This title, which is te be cited as the “Disease Cont
Amendments of 1975,” revises and extends exis P;lg%uthonities f&?}
disease prevention and control pregrams found in section 317 of the
PHS Act, for fiscal years 1976 through 1978.

Amendments Respecting Disease Control

Section 102. Amends section 317 of the PHS§Act with the following
substantive modifications;

(1) Authorizes disease contrel programs for additional diseases
and conditiobs by. adding mumps; diabetes mellitus, and other
diseases or conditions (other than venereal diseases) which are
amenable to reduction and are determined by the Secretary to be
of national significanice. This amendment is intended to expand
gxe 'icof)e of activities now carried out by the Center for Disease

ontrol.

(2) Adds the word project before grant or grants each time it
appears, to assure that grants for disease control (as provided
under section 317 of the Public Health Service Act) are used for
this purpose.

(3) The bill authorizes $30,000,000 for fiscal ycar 1976, $35-
000,000 for fiscal year 1977, and $40,000,000 for fiscal year 1978.

TITLE II—VENEREAL DISEASE

Section 201. This title, which is to be cited as the “National Venereal
Disease Prevention and Control Amendments of 1975,” revises and
extends existing authorities for venereal disease prevention and con-
trol programs found in section 318 of the PHS Act,

Section 202. This section sets forth the findings and declaration of
purpose of Congress respecting venereal disease,

Amendments Respecting Venereal Disease

Section 203. Amends section 318 of the PHS ‘Act, *“Projects and
Programs for the Prevention and Control of Venereal Disedses,”
with the following substantive modifications;

* (1) Expands technical assistance respecting research, training,
and public health programs for the prevention and cofitrol of
venereal disease to include nonprgfit, private entities in addition
to public authorities and sciehtific institutions which are cur-
rently eligible.

(2) Specifies that project graits for States for venereal disease
prevention and contrel may include routine laboratory tepting
and follow-yp.

(3). Provides that grapts for research, training and p}xblic
bealth venereal disease Preyention and control programs “pan-
tribute to national gg? ctives,” .

(4] Deletes, as a method of diagnosis of gonorrhea and syphilis,
“dark-field microscope techniques.”

(5) Expands the definition of venereal diseése, to include $ther
Sﬁxually transmitted diseases in addition to syphilis and gonor-
rhea.
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(6) Enables minors to seek and receive treatment for venereal
diseases on their own, in conformance with current statutes in
49 of our 50 States.

(7) Authorizes;

(a) $5,000,000 for each of fiseal years 1976, 1977, and 1978
for grants to States, political subdivisions of States, and any
other public or nonprofit private entity for projects for the
conduct of research, demonstrations, and training for the
prevention and control of venereal disease.

(b) '$5,000,000 for fiscal year 1976, $10,000,000 for fiscal
year 1977, and $15,000,000 for fiscal year 1978, to enable the
Secretary to make grants to State health authorities to assist
the states in establishing and maintaining gdequate public
health programs for the diagnosis and treatment, of venereal
disease!

{¢) $31,000,000 for fiscal year 1976, $33,000,000 for fiscal
year 1977, and $36,000,000 for fiscal year 1978 for project
grants to States and, in consultation with states, to politieal
subdivisions of States, for venereal disease contrel activities
described under 317(d)(1) of the Public Health Service Act,
as amended by this bill.

TITLE III—HEALTH EDUCATION AND PROMOTION

Section 301. States that the title may be cited as the National
Consumer Health Education -and Promotion Act of 1975.

Section 302. Amends the Public Health Service Act by adding the
following new title:

TITLE XVII—OFFICE OF CONSUMER HEALTH EDUCATION
AND PROMOTION AND THE CENTER FOR HEALTH
EDUCATION AND PROMOTION ;

Section 302. Also amends the Public Health Service Act by adding
the following sections:

r

PART A—OFFICE OF CONSUMER HEALTH EDUCATION AND PROMOTION

New Section 1701. Establishes within HEW Office of Consumer
Health Education and Promotion under the direction of a director,
appointed by the Secretary and supervised by the Assistant Secretary
for Health. To develop ‘a health education and prometion strategy for
the Nation, the Office would: engage in health education and prome-
tion research, develop community health education programs, stimu-
late and coordinate communieations in health education and promo-
tion; and overview and coordinate Federal health education programs.

New Section 1702. The Secretary, acting through the ce, is
authorized to undertake various programs to achieve a national
health education and proniotion strategy.

New Section 1703. Provides that the Secretary shall make grants
and contracts to public and nenprofit private entities regarding health
education programs. .
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The section also provides that the Secretary cannot make grants
under either the Public Health Services Act or the Community Mentg]
Health Centers Act unless the application contains assurances that
consumer health education services will be provided during the period
when assistance would be made available. )

New Section 1704. Provides for the establishment of an Interdepart-
mental Committee on Consumer Health Education and Promotion
comprised of various Federal agencies and offices administering pro-
grams directly affecting health education and promotion. The Secre-
tary of Health, Education, and Welfare would chair the Committee.
- New Section 1705. Establishes a nineteen member Advisory Council
to be appointed by the Secretary, to advise the Secretary on matters
of general policy with respect to the functions of the Office, and sets
forth appropriate controls for selection of the members.

New Section 1706. Requires reports to be made to the President
and the Congress by the Secretary regarding health education and
promotion including recommendations for legislative initiative. The
Office of Management and Budget may not revise the reports or delay
their submission to either the President or the Congress.

New Section 1707. Authorizes appropriations for health education
and promotion: $11,000,000 for fiscal year 1976, $11,000,000 for fiscal
year 1977, and $24,000,000 for fiscal year 1978.

PART B—CENTER FOR HEALTH EDUCATION AND PROMOTION

New Section 1708. Sets forth findings and declarations, cencluding
that:a privateé corporation should be created to facilitate the develop-
ment of a health education and promotion strategy for the Nation.

New Section 1709. Provides that the new Center shall have a 25
member board of dire¢tors appointed by the President with the advice
and consent of the Senate, with broad representation of various regions
of the country and of various kinds of bills and experiences appro-
priate to the functions and responsibilities of the Center. The members
initially selected would serve as incorporators.

New Section 1710. States the terms and conditions of Board
membership. _

New Sestion 15611. Provides that the Center shall have a President
and other officers that may be appointed by the Board.

New Section 1712. Provides that the Center shall have:no power to
issue any shares of stock or to declare or pay dividends; that no part
of the income or assets of the Center shall inure to the benefit of any
director, officer or employee of the Center; and that the Center may
not contribute to or otherwise support any political party or candidate
for elective office. [

New Section 1713. Describes the objectives of the Center and the

ecific programs which the Center is to undertake to achieve its
objectives.

New Section 1714. Provides that the Board shall appoint an Advisory
Panel of 100 individuals with appropriate competencies.and abilities
to provide advice for members of the Board.

New Section 1716. Provides that the Center shall submit an annual
report to the President for transmittal to Congress on its activities
during the year, together with any recommendations it considers
appropriate.

Py
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New Section 1716. Authorizes appropriations for expenses of the
Center of $1,000,000 in fiscal year 1976, $1,000,000 in fiscal year 1977,
and $1,000,000 in fiscal year 1978. In addition to the sums authorized
to be appropriated, the Center is authorized to receive income, grants,
donations, bequests, or other contributions from non-Federal sources.

New Section 1717. Provides that the accounts of the Center shall be
audited annually by independent public accountants certified or
licensed by a regulatory authority of a State or other political sub-
division of the United States.

New Sectton 1718. Authorizes $2,000,000 for fiscal year 1976,
$3,000,000 for fiscal year 1977, and $4,000,000 for fiscal year 1978 to
be used by the Secretary for grants to public and private nonprofit
entities to assist in initiating programs in elementary and secondary
schools, and in communities, to reduce the incidence of oral disease
and dental defects.

New Section 1719. Defines health education and promeotion.

Section 303 of the bill authorizes the National Center for Health
Statistics to make continuing surveys regarding consumer health
education, and to report its findings, toget%er with finding of other
surveys and appropriate survey analyses to the Secretary, the Assistant
Secretary for Health, and the Office of Consumer Health Education
and Promotion. Of sums appropriated by Sec. 308 of the PHS Act,
not less than $1,000,000 for each of fiscal years 1977, 1978, and 1979
shall be available for the purposes authorized in. this section,

II. Tue NeEp ror GREATER EmpHAsIS ON Disease CONTROL AND
ConsuMER HEALTH EpUCATION AND PROMOTION

Between 1960 and 1974, annual expenditures for health increased
from slightly less than $26 billion to slightly over $104 billion. Public
expenditures for health each year increased from $6.4 billion to $41.3
billion. Private health insurance benefits increased in that time period
from $4.7 billion to $23.1 billion annually, while the percentage of
out-of-pocket costs to consumers decreased from 55 percent of personal
health expenditures to 35 percent. Persons employed in the health
industry increased from 2.5 million workers to almost five million
today. Last year, the health industry provided over one billion physi-
cian and dentists visits and over 30 million short-term hospital
serviees, alone.

Despite these accomplishments, it is clear to the Committee that
progress in improving the health of the American people has not im-
proved in proportion to our growing investment. Increasingly, ques-
tions are being raised regarding the efficacy of therapeutic medicine,
which is the predominant emphasis of the health industry today, in
improving the health of the American people.

In June of this year, the American College of Medicine and the
Fogarty International Center of the National Institutes of Health
jointly sponsored a National Conference on Preventive Medicine. An
important outcome of the Conference were a series of Task Force
Reports. One of the most valuable was the report of the Task Force on
Consumer Health Education chaired by Annie R. Somers, a nationally-
recognized expert in health care. In addressing the issue of the adequacy
of therapeutic medicine, which consumes the great majority of our
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health resources, the Task Force on Consumer Health Education
noted the following:

Despite the vast increase in health care expenditures and
the greatly improved access to care on the part of most
Americahs, illness, disability, and premature death show
little—if any—signs of improvement. The statistics with
Tespect to death rates are particularly disturbing. After
half a century of steady and dramatic improvement, the total
or “crude” death rate for the U.S, ceased to improve during
the Sixties. It remained almost stable, fluctuating between
9.4 and 9.7 per 1000 population. The rate for 1973 is still 9.4.

The Task Force noted problems hidden beneath these general
statistics:

The differential between male and female life expectancies
has increased from one year in 1920 to 7.5 years in 1970.

The stability of the total death rate in the Sixties is
primarily a function of changes in the population compuosi-
tion, not stable rates across time for all age groups. When this
effect is controlled, substantial increases in the death rates
for all age groups, 4-44, are revealed. Although there were
some increases for women, the increases were primarily for
males, and the upturn was even higher for blacks than for
whites.

The death rate for homicides rose from 4.7 per 100,000 in
1960 to 9.4 in 1972 and seemed destined to continue rising.

The Task Force noted the continuing ineffectiveness of therapeutic
medicine to deal with our major health problems:

The principal causes of death for the whole pepulation in
the late Sixties were still the familiar trio—heart disease,
cancer, and stroke——plus accidents. In 1970, cardiovascular
diseases accounted for 53 percent of all deaths. During the
later Sixties, however, other causes accounted for most of the
rising death rates for young men. The principal cause for men,
1544, was automobile accidents; homicide and suicide were
also important. None of these three phenomena is directly
affected by the health care delivery system.

[Morbidity data is] . . . the best reported. But it is only
the tip of the i¢eberg. For every youngster killed in an auto
accident, thousands are injured each yean; many permanently
disabled. For every middle aged man who dies of eirrhosis,
there are thousands of alcoholics or near-alcohelics, For every
death from an overdose of heroin, hundreds are hooked
Ferha. s for life, to a habit that will not only wreck their own
ives but almost surely cause erime and other problems for
their communities.

Thus, it appears that therapeutic medicine, impertant as
it is, may have reached a point of diminishing returns. The
12-15 percent increases that we are adding to our hundred
billion dollar health care bill each year-—even the portion
that is not caused by inflation—apparently have only a
marginal utility.

o
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Finally, the Task Force chose to comment on the performance of
our health industty in the context of the limitations mentioned
previously. They noted:

This judgment relates not omly to the large amount of
preventable illness but to the madequacy of medical inter-
vention per s¢ in the management of serious illness. The
reported exposés of miserable patient care in many nursing
homes now expensively reimbursed under Medicareé and
Medicaid, the growing public demand for more professional
attention to the humanities and even the amenities of death
and ' dying, the renewed interest in euthanasia, and the
increasing realization that techmical virtuosity is not neces-
sarily synonymous with effective care. All these developments
indicate the public’s growing impatience of the patient as a
responsible agent in the treatment of his or her own illness.

The Committee concurs with the thrust of the Task Force on Con-
sumer Health Education. The findings of the Task Force are consistent
with the conclusions of an increasing number of experts who have
looked at the performance of the health care field. The issue has been
addressed in a variety of ways including the Administration’s ques-
tioning of increases in the numbers (not the specialty or geographic
distribution) of physicians, the numbers of hospital beds, the numbers
of all forms of health manpower, and the numbers of prescription
drugs. Increasingly, emphasis is shifting from overall quantities of
resources to issues of the performance of those resources and their
distribution. The Committee considers the recent increase in intérest
in preventive medicine and health education as another reflection of
this shift.

The Committee commends this new emphasis; but it does so with a
major caveat. Although the Committee considers the resurgence of
interest in health education overdue, it does not intend to encourage
“therapeutic nihilism.” While there is justifiable concern regarding
the inappropriate and excessive use of certain 'procedures such as
certain surgical procedures, the great majority of therapies, at the
minimum, relieve pain and suffering. In many instances, thsy limit
disability, and in some instances, are responsible for the cures and
the prevention of death. The Committee considers present efforts to
in‘agrove the qluality of therapeutic medicine, and to make it more
wi %}3}7 available as essential components of our efforts to improve the
héalth of Americans. But thé Comtnittee has also concluded that there
must be far greater emphasis on finding ways to reduce the incidence
of diseases and conditiéns which result in suffering, disability, and
death. The control of communicable diseases through immunization,
sanitation and pesticide programs has proven to be a successful
demonstration of 'what scientists and ‘health professionals, with
adequate publi¢ supgort, can accomplish,

"A(’}though “the etidlogy of disease is extremely complex, and the
increases and decreases T the incidence of disease difficult to pinpoint
precisely, there appears to be little question’ that scientific discoveries
and the application of disease prevention and control programs have
had a substantial impact in the reduction of many serious diseases.
It is difficult for the Commiittee to imagine that malaria was still
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prevalent in the South as late as the 1930’s, that polio was dreaded
until the 1950’s, and a vaccine for measles was not dre)aveloped until the
1960’s. The fact that heart disease, cancer, and stroke are the major
causes of death today is the result, in part, of our highly effective
efforts against diseases which were major killers in the early part of
this century. Death rates in 1900 were 17.2 per thousand; today they
are less than 10 per 1,000. In 1900, about 15 percent of all babies
would die by the end of their first year; today, the figure is approxi-
mately 2 percent.

Although dreaded infectious diseases have been virtually eradicated
there is no justification for complacency. Programs to control and pre:
vent infectious diseases must be continually monitored to assure their
continued effectiveness. Immunization levels against such diseases as
polio and measles are below what is considered by the Center for
Disease Control to be safe from the standpoint of preventing such
diseases. A June 26, 1975 article in the New York Times reported that
the immunization rate for polio for children between the ages of one
and four was only 63 percent, while & minimum safe level is considered
to be 80 percent. Polio immunization rates declined from 78.6 percent
In 1964 to 60.4 percent in 1973. In some poor communities, rates as
low as 15 percent have been found. In 1969-1971, there was a resur-
gence of measles owing to inadequate immunization levels.

In addition to immunization and other public health control
measures, the greatest hope for reducing and delaying the incidence
of the diseases affecting people today rests with health education
programs. The evidence is conclusive that the environment and in-
dividual life styles are major determinants of such afflictions as heart
dlszase, ‘(ianctfer, ﬁtmkle’ and accidents.

study of the relationship between health practices and phvsical
health status reported by Belloc and Breslow ?n Preventive lllf)legicine
in 1972 showed that persons engaged in good health practices lived
longer. Health practices included hours of sleep, regularity of meals,
physical activity, and smoking and drinking. The association between
good health practices and good health, furthermore, was found to be
mndependent of age, sex, and economic status. Belloc also reported on
the relationship between health practices and mortality in Preventive
Medicine in 1973, and found “a striking inverse relationship” between
poor health practices and longer life. He further reported that the
average life expectancy of men aged 45 who reported six or seven
fgood practices was 11 years more than men reporting fewer than
our.

A major issue considered by the Committee was not the potential
benefit of health education, but the effectiveness of health eﬁucation
to cause or contribute to the changes necessary to improve health,
Patient -education programs, such as those associated with diabetes,
heart disease, pain after surgery, and hemophilia have shown en-
couraging results. Persons with disease or other disabling conditions
clearly can be motivated to lead healthier lives.

. An ongoing demonstration by Stanford University reports promis-
Ing results in changing health behavior such as reducing weight,
cholesterol levels, and smoking. The objective of the study was to
teach individuals between the age of 35 and 69 about heart risk factors,
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and in the process to stimulate them to adopt more healthful behavior.
University workers, researchers; and counselors examined three com-
munities: One a control with no health education efforts, one using
the media only for health education, and a third using both the media
plus more intensive person-to-person efforts. The preliminary findings
revealed that improvements were detected by using the media only.
Using the media plus other person-to-person health education,
however, showed more dramatic results. For example, the number of
cigarettes smoked per day declined by forty pereent in the maximum
saturation town, during the period studied. Dr. Nathan Maccoby,
director of the project, concluded that educational campaigns directed
at an entire community can produce striking increases in the level of
knowledge about heart disease and risk factors and marked improve-
ments in risk factor levels.

Most health eduecation experts acknowledge that there is a great
need for greater understanding of how persons can be encouraged to
adopt more healthful behavior and to retain a healthy life style. The
Committee recognizes that imparting information alone is not sufficient
to cause people to change their behavior. There is also apt to be great
skepticism, particularly among the young, concerning any information
provided, and the recognition that there are strong interests and
pressures to adopt unhealthy life styles, including smoking, drinking,
using drugs, and eating fatty foods. The Committee considers health
education and promotion, despite these limitations and obstacles, an
essential part of a national efiort to improve the health of people in
this country. It is our opinion that there is a great need for more
health education and promotion information.

In addition to the task of educating the public to the benefits of
healthier lifestyles, there is a great need for a better understanding
of how better to use the health system. Despite widespread avail-
ability of screening programs for breast and cervical cancer, only
half of American women over 17 had such tests in 1973 and nearly
one-fourth had never had a breast screening examination. As men-
tioned earlier, immunization levels, in some cases, are dropping.
There are still far too many persons, even those with adequate in-
comes, who fail to see a dentist regularly and to practice good dental
hygiene. We eat the wrong foods, drive too fast and drink too much.
Qurs is a generation of excess. Providers of health care are not able to
do their job to educate us with regard to negative health behavior.

Finally, the Committee considers it essential that the general public,
the potential users of health services produced by the health industry,
gain a more realistic picture of the values and limitations of the
health industry, regarding its potential to cure illness, eliminate dis-
ability, and prolong life. Such a picture should include the limitations
of both preventive and therapeutic medicine to redress the harm done
by environmental hazards and unhealthy individual lifestyles.

I11. DisEasE CONTROL AND PREVENTION
1. TITLE I

Title I of the Committee’s bill, Disease Control Amendments of
1975, would continue a national program of assisting States in carrying
out programs which are needed to protect the American people from
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unnecessary suffering from communicable diseases, and to build upon
our successes in communicable disease control by including an attack
on other preventable conditions. These programs are an essentia]
element in forging a truly effective health care policy for our country,
and have the potential for undergirding work in reforming our system
of health care financing and the delivery of personal health services.

The bill authorizes $31,000,000 for project grants and contracts in
fiscal year 1976 to carry out these programs, with $35,000,000 and
$40,000,000 being authorized for fiscal years 1977 and 1978 respectively.
These grants are to support projects at the State and local evel, and
are to be awarded on the basis of the extent of the problem in the
State or local area and on the soundness of the applicant’s proposed
control program. The bill re-emphagizes the importance of carrying
out public awareness programs in these projects so that, to the extent
possible, citizens will be properly informed of disease risks and the
services available to them to prevent illness. Grantees will continue
to be able to draw on personnel and other resources of the Department
of carry out these projects in lieu of receiving direct financial assistance.

The definition of disease control program has been broadened to
permit the Administration and the Corgreéss to address other problems
of national significance which are amenable to control through orga-
nized State and community programs such as those authorized by this
bill. Venereal disease control programs, however, are addressed
separately under Title II of the bill in recognition of the importance
of a special attack on this problem. Similarly, lead based paint poison-
ing prevention grants are, in the Committes’s view, best undertaken
in the context of a comprehensive attack. This approach is reflected
in Senate Bill 1664 which was ordered reported by the Committee on
July 16, 1975.

2. TITLE II

Title IT of the Bill, National Venereal Disease Prevention and
Control Amendments of 1975, continues and strengthens the national
campaign against venereal disease under Section 318 of the PHS Act,
which was formulated by this Committee in 1972, The bill extends
authority for the Secretary to %)rovide technical assistance to other
organizations in their conduct o research, training and public health
programs for the control of venereal disease, and gmphasizes the key
role of private non-profit organizations in the national control effort.
Research, demonstration, and training grants are also authorized to
enable the Secretary to meet national needs in developing and up-
grading control programs. The Committee has a1 tf,wﬁzec} $5,000,0gO
annualir for these grants in fiscal years 1976, 1977, and 1978. |

In agdition, the bill extends Section 318(c) fqrmuia grant authority
for uf)gmding diagnostic and treatment services, and adds an addi-
tional requirement that the providers of clinic services begin to meet
the needs of patients with genito-urinary diseases other than those
which have been traditionally defined as venereal diseases. The
funding authorizations for fthis program are $5,000,000 for fiscal
year 1976, $10,000,000 for 1977, and $15,000,000 for 1978.

Project grants for control programs under 318(d) of the Act are
also continued with revisions to cldrify the purposes of these grants.
The Committee is encouraged by the early results which have been
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ieved through 318(d) project grants, and is recommending a
?Sg:ﬁng authori%y for the next three years which will avoid retrench-
ment at this critical phase of our all-out attack on venereal dlsea_s%
In fiscal year 1976, $31,000,000 is authorized for 318(d) grants, wit
$33,000,000 in 1977, and $36,000,000 in 1978. b by

The funding authorizations for each of the programs under Title
and Title IT of the bill have been developed after careful consideration
of the needs of the nation in disease control and the demands for
restraint in Federal spending. Funding levels are lower than _t‘t}osti
authorized for the period 1972-1975, and are lower than our Qngmeil
estimates of the need for the next three years. They represent in eabc_f
instance reasonable and minimal investments which must be made i
we are to achieve the level of success in preventing illness which we,
as a nation, have both the financial and technical capability to

achieve,
3. HEARINGS

he need for the extension of the authority contained in section
31:71‘a$1dn§18 of the PHS act in respect to disease control and the need
for a special authority for venereal disease was su fl)‘orted by tes’t;;un_only
from Mrs, Dale Bumpers, Chairpérson, “Every Child by 1974, thg_e‘
Rock, Arkansas, g‘r. Epgene Fowinklé, Commissioner of Public
Health, State of Tennessee, Mr. Donald P. ClougL, Execufive Direc-
tor of the American Social Health Association, Dr. Leonard L. Heimoff,
Associate Professor of Medicine, Cornell Upn{ersmy Medical S(_:hool,
Mr. Samuel R. Kncx, Director of the Association of Venereal Disease
Programs, and Dr. James N. Miller, Professor of Microbiology and
Immunology, UCLA School of Medicine. The Administration recom-
mended against the enactment of both titles I and II of the Com-

mittee’s ball.
4. BACKGROUND

1974, four American families were afflicted with polio. In 1952,
thgll‘lé were over 55,000 cases in the United States. Yet, today, far tog
many one to four year olds are not fully protected against this drea.
disease, and in some population groups the level of ;otect(liqn 13
probably well below 50 percent. The major rubella epidemic pre 10?3
for 1971-1972 did not materjalize, thanks to a massive nationwide
rubella immunization campaign which was undertaken between ‘151)169
and 1971. The percent of the population protected against rubella,
however, has shown signs of declining since 1972. Levels of protec}tllon
against the other childhood vaccine-preventable diseases also ?1 ow
signs of slipping. Since the early 1940’s, deaths due to syphilis a‘ge
declined 97 percent; first admissions to mental institutions du(l%l '1'0
syphilitic psychoses have declined 98 percent; and congenital syphilis
has declined 92 percent. Yet, we continue to witness an increase in
the incidence of syphilis, which portends a resurgence in serious com-
plications in 10-20 years unless something is done now. "

This history of communicable disease control contains grim lessons.
It took a major epidemic in 1964 to direct the attention of the naicll.?p
to the necesgity for the control of rubella. Steady successes in syphilis
control were eroded in the late 1950’s because of the premature con-
clusion that the job was finished. We are still reaping the benefits of
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syphilis control investments in the 1940’s and early 1950’s. The number
of deaths and debilitating consequences of syphilis are still much
below the pre-penicillin era. However, we lost the edge in containing
the incidence of the diseases in the late 1950’s, and between that time
and the passage of the Communicable Disease Control Amendments
of 1972, we ran hot and cold in our attention to this problem. Until
gonorrhea surpassed a half million reported cases, the Federal govern-
ment did not spend a penny in project grants to help States and
<lties carry out control programs.

In 1970, the Communicable Disease Control Act was passed, setting
up a project grant program under Section 317 of the Public Health
Service Act to assist States and cities address communicable disease
control problems on a consistent, nationwide basis. This legislation
was specifically designed to establish a Federal leadership role in the
control of communicable diseases, and to signal to the States that we
were serious about working with them in achieving control. It was a
specific response to the existing Federal approach, which was to fund
projects under the general health services project grant authority
contained in Section 314(e) of the Public Health Service Act. That
approach not only undermined the purpose of 314(e), but it created
serious confusion in the States, because the nature of the Federal
commitment to comunicable disease control and the likelihood of
continued funding remained in a state of flux.

The 1972 amendments strengthened Section 317 grant programs,
and speeifically authorized for the first time a comprehensive attack
on venereal disease under Section 318 of the Act. Funding of the various
components of the new law, however, has never matched the amounts
which the Committee authorized, and which we believed to be neces-
sary. In many instances no funds have been provided to carry out
parts of the law.

5. COMMITTEE CONSIDERATION

The Committee wishes to draw attention to several other key
changes in the law which are contained in Senate Bill 1466.

1. The word “project’” is inserted throughout Section 317, as
appropriate, to avoid any possible misconception about the purpose
of grants and the criteria to be used in making awards. These grants
are to be awarded on the basis of the problem and according to the
soundness of the program to be supported.

2. Public awareness programs are to be considered integral parts
of any control program funded under Section 317.

3. HEW should expand its focus in providing technical assistance 1n
venereal disease control to working with the many private non-profit
organizations engaged in combatting these diseuases. These citizen
groups and service agencies are vital allies to Federal, State, and local
disease control agencies.

4. The technical assistance capabilities of the Center for Disease
Control should be fully utilized in helping States and localities
strengthen each of their control programs. The Committee was very
concerned in hearing testimony about the Department’s plan to
require tuition payments from persons receiving technical training
at the Center. It is a major objective of this bill to upgrade States
and local control capabilities, and we view this as a Federal respon-
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sibility. Tuition charges will certainly weaken the ability of the
Center to help those States and cities which are in greatest need of
assistance.

5. Formula grant authority under Section 318(¢) to assist States in
upgrading diagnostic and treatment services has been extended. The
Committee views the lack of appropriations for this grant program
with great concern. We agree with the testimony presented by the
American Social Health Association stating that ‘‘re-emphasis of the
formula grant mechanism to assist states in establishing and main-
taining adequate public health programs for the diagnosis and treat-
ment of venereal disease is but an honest recognition of the
shortcomings of our current VD patient care delivery system.” The
Committee views improvement in public diagnostic and treatment
programs as essential to the control of venereal disease, and sees
the failure of many clinics to provide medical care to persons who
seek care for genito-urinary diseases other than syphilis and gonorrhea
as & major weakness in the system.

IV. ConsumeEr Hreavte EpucatioN AND PromoTion

1. LIFESTYLE AND HEALTH STATUS

Americans are paying—in the form of taxes, insurance contribu-
tions, and direct out-of pocket expenses—over $116 billion a year for
health care and related expenditures. Of this staggering total, only
about four percent go for prevention and health education combined.
Why the anemaly?

Throughout recorded history, responsibility for health was placed
on the individual. However, as better knowledge of the human body
and disease mechanisms were acquired and medical practice became
more scientific, society came to place increasing dependence on medical
intervention. Concomitantly, decreasing emphasis was placed on
individual behavior and individual responsibility. Society soon came
to accept the curative role of the physician and the preventive role
of the public health official as the appropriate avenue to health.

Yet, despite the vast increase in health care expenditures, illness,
disability and premature death rates have shown little improvement.
The statistics with respect to death rates are particularly disturbing.
After half a century of steady and dramatic improvemerit, the total
or “crude’” death rate for the U.S. ceased to improve during the 1960’s.
It remained almost stable, fluctuating between 9.4 and 9.7 per 1,000
po¥ulation. The rate for 1973 is still 9.4.

he principal causes of death for the whole population in the late
1960’s were still the familiar trio of heart disease, cancer, and stroke,
to which we should add accidents. In 1970, cardiovascular diseases
accounted for 53 percent of all deaths. During the later 1960’s,
however, other causes accounted for most of the rising death rates for
youI}f men. The principal cause for men, aged 15 to 44, was auto-
mobile accidents with homicide and suicide following close behind.
The committee recognizes that none of these three phenomena is
directly affected by the health care delivery system.

Thus, it appears that therapeutic medicine, important as it may be,
may have reached a point of diminishing return. The 12 to 15 percent
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increase that we yearly add to our hundred billion dollar health care
bill apparently has only a marginal utility. The committee believes
that a health education and promotion strategy offers hope, a he
manifested by shifting emphasis from curative medicine, currently
the predominant and extraordinarily expensive modality, to pre-
vention and health maintenance.

2. DEFINITION OF HEALTH EDUCATION

The Committee found that there was no single acceptable definition
of health education. Several were offered, all contributing to an
understanding of its potential application.

- In view, then, of the frequent inconsistency in use of the terms
“health education’” and “‘consumer health education,” the Committee
felt it essential to develop what it has chosen to call a “mega-defini-
tion.” The term “consumer health education and promotion” sub-
sumes a set of activities which: inglin

(1) inform people about health, illness, disability, and ways
in which: they can improve and protect their own health, including
more efficient use of the delivery system;

(2) motivate people te¢ want to change to more healthful
practices; g {

(3) help them to learn the necessary skills to adopt and main-
tain healthful practices and lifestyles; Y )

(4) help other health professionals to acquire these teaching
skills;

(5) advocate changes in the environment that facilitate health-
ful conditions and healthful behavior; and ] g

(6) add to knowledge via research and evaluation concerning
the most effective ways of achieving the above objectives.

In brief, consumer health education is a process that informs, moti-
vates, and helps people to adopt and maintain healthy practices and
lifestyles, advocates environmental changes as needed to facilitate this
goal, and conducts iprofessional training and research to the same end.

For purposes of this Report, the definition agreed to by the
Committee is as follows:

“Health education and promotion” is a process that
favorably influences understandings, attitudes, and conduct,
including cultural awareness and sensitivity, in regard to
individual and community health. Specifically, it affects and
influences individual and community health behavior and
attitudes in order to moderate self-imposed risks, maintain
and promote physical and mental health and efficiency, and
reduce preventable illness, disability, and death.

3., HEALTH EDUCATION TARGET GROUPS AND PROGRAMS

A. Patient Education.—A consumer becomes a patient when he or
she recognizes a health problem or a potential problem and turns to a
physician, clinic, hospital, or some other component of the health care
delivery system for assistance. This is an important distinction:
Patients have recognized a ‘problem and made a commitment of time
and frequently of money. They are, therefore, more receptive to medi-
cal intervention and health education efforts.
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A large proportion of patient education is dene on an informal one-
to-one basis by physicians in their own offices, nurses, therapists, and
other health professionals. They are usually under severe time con-
straints and cannot provide either in-depth coverage of the instruc-
tional material or follow up.

Hospital health education programs are scarce and inadequate. In
those hospitals that do have formal programs, they commounly start
in one of three types of activities: Classes for diabetics, cardiac patients,
or others with serious chronic diseases or disability; classes for expect-
ant parents; and pre-operative instruction. For each of these topics
there is a large potential “‘student body’ and the information and
procedures are fairly well established. Instruction is usually provided
upon referral by a doctor or nurse, on a group basis, and by a member
of the professional staff. Good programs, however, go beyond teach-
ing assorted courses. In some hospitals, the committee lparned, there
is a fulltime health education coordinator to identify problem areas,
gather resources, and coordinate ongoing efforts as there is in the
United Hospitals of St. Paul, Minnesota. Such hospitals also assume
responsibility for teaching the teachers—nurses, and mid-level health
practitioners.

Some health maintenance organizations and clinics are also oper-
ating formal health eduecation pro%a.ms. For many years, the Health
Insurance Plan of Greater Néw York (HIP) operated a largerscale
educational program under an experienced educator and several of
the Kaiser-Permanente unifs eperate health education activities—the
Oakland program, with its large-scale audio-visual equipment, achiev-
ing particular fame.

A major theme in recent patient education, efforts is that individuals
must take responsibility for their own health. Diabetes programs, for
example, attemph to formalize a patient’s responsibility for health
maintenance. Consider the treatment. What are the respective roles
for the doctor and the patient? Ideally the disease should be discovered
early. The physician makes a diagnosis and prescribes therapy. The
patient must injeot himself with, the correct dosage of insulin every
day, interpret his own urine samples and decide when a change 1s
sufficient to warrant calling his physician, The patient must be moti-
vated to lose weight, recognize and report side effects, learn proper
techniques for foot and toenail care to avoid the devastating complica-~
tion of infection and gangrene, recognize early symptoms of complica-
tions, and visit his physician when scheduled. ’i:he physician’s role is
essential to effective treatment; so too is the patient’s. No amount of
resources devoted to physician or hospital care can substantially
reduce the cost of diagetes if the patient has not been adequately
trained and motivated to do his part. The Committee recognizes,
howewver, that there are and will continue to be very significant
problems with regard to the management of diabetes. Education alone
will not resolve the problems attendant to this disease, but it is an
important aspect that needs emphasis. ‘

When patient education programs are well thought out they have
proved to be very successful. In the Los Angeles County Medical
Center diabetes education program, a telephone “hotline” was intro-
duced for information, medical advice and; for obtaining prescription
refills. Patients were educated to use this service through an aggressive
campaign of pamphlets, posters and counseling sessions by physicians
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and nurses. When the program was evaluated, it was found that the
incidence of diabetic coma was reduced from 300 to 100, the number of
emergency visits by the diabetic patients were reduced by half, and
that 2,300 chinic visits were avoided. Over two years, total savings
was estimated at more than $1.7 million.

A modification of present education programs is the ‘“‘self-help

reventive medicine’’ offered by Georgetown University’s Community

ealth Plan at Reston, Virginia. This organization has crystallized a
concept, employed by a small but growing number of physicians,
into an organized course consisting of seventeen weekly evening
sessions of two hours each. Patients are taught what behavior practices
are healthful; how to use basic medical equipment such as stetho-
scopes, sphygmomanometers, and otoscopes; and what to do in emer-
gencies. The goals of the program are to create “activated patients’”’
with a positive sense of their ability to affect their health, and to
reduce some of the unnecessary, time-consuming, burdens currently
placed upon the physician.

There is also a recognition in industry of the potential value of
health education. Several companies, for example, have entered the
field with films, tapes, cassettes, slides, models, teaching texts, and
other audio-visual and printed teaching aides.

B. School health education.—The long run success of consumer
health education programs rests on the behavior and health habits
of children and youth. The public school system has the potential to
influence these children, but the potential has not been adequately
developed and, in general, the record is not impressive.

It is difficult to determine which states have effective school health
education programs. Many have enacted legislation or issued ad-
ministrative directives mandating health edueation in public schools.
Frequently, however, funds have not been appropriated to imple-
ment and enforce these regulations. :

School health education programs are faced with three major
constraints: A tradition of low visibility and priority, a narrow
definition of the appropriate jurisdiction for health education efforts,
and a shortage of adequately trained health educators. The Committee
considered the problems of school health education and decided to
focus their attention on inservice education, establishing a program
of grants to local education agencies and institutions of higher educa-
tion for education opportunities for elementary and secondary school
teachers in a broad scope of health education areas.

¢. Community Health Education.—The goal of targeted eommunity
programs is to identify individuals who are at risk, make them aware
of the risk and steps they can take to reduce that risk, and, if symp-
toms are brought to light, to direct them to the appropriate care
setting. Targeted community programs frequently start with screen-
ing for hypertension, tuberculosis, breast cancer, and sickle cell
anemia.

The value of multiphasic screening has been debated and recently
preliminary results from a randomized controlled evaluation have
become available. The results, from a study begun in 1964 by the
Kaiser-Permanente Medical Care Program, for example, indicate that
screening can reduce the number of “potentially postponable” deaths
and reduce medical costs for older men by $800 a year.

-

17

A major problem in all screening programs is the diffieulty of
obtaining follow-up compliance.

The informational “hot line’’ is another approach to community
education that has been successfully used in some communities. At
Monmouth Medical Centér in Long Branch, N.J., a VD hotline gave
diagnostic and treatment information and directed callers away from
the hogpital emergency room to the less costly clinic. The Committee
favors the development and implementation of a model toll-free tele-
phone system. , f

A unique example of tm‘%ted community education is the Stanford
Heart Disease Prevention Program. The objectives of this large five-
year interdisciplinary study are to teach individuals between the ages
of 35 and 69 about heart risk factors and to stimulate them to adopt
more healthful behavior. The study compared risk factor decreases in
three similar California communities exposed to different mixes of
television spots, printed materials, and personal instruction. The
conclusion was that educational campaigns directed at an entire com-
munity could produce striking increases in the level of knowlédge
about heart disease and risk factors and marked improvements in risk
factor levels.

It is research of this type that the Committee believes most im-
peratively should be funded. Changing behavior is a very complex
phenomena and requires a series of longitudinal studies to identify
the most effective methods. Funding should be available to qualified
researchers from private nonprofit and public agencies and institu-
tions for these purposes.

D. Occupatignal Health Education.—Individuals are exposed to
environmental hazards in their place of work that can have severe
implications for their health. The Occupational Safety and Health
Administration (OSHA) identifies two categories of risk: (1) Safety
hazards or dangerous physical conditions such as inadequate guards
on machines; and (2) health hazards or unsafe levels of toxic substances
and harmful physical agents such a asbestos and carbon monoxide.

Over the years, great progress has been made in reducing occupa-
tional safety and health hazards affecting American workers. It has
been pointed out that for every industrial accident death there are
now 50 cardiovascular casualties. However, in & dynamic technelogical
sgciety such as ours new hazards constantly arise and old ones reappear
in new forms. In scattered instances, employers are still resistent to
government- or union-inspired efforts to control toxic substances.

To detect and control new hazards and to inculcate in the employee
better understanding of his own responsibilities and rights under the
Federal occupationj safety and health laws, OSHA has undertaken
an extensive employee educational program. Employees can ¢bviously
affect the safety ofy their environment by following recognized safety
practices such as wearing hard hats and ear plugs. However, in the
more subtle area of health hazards, which are often difficult to detect
without sophisticated equipment,. their only proteetion often is know-
ing and acting on their legal rights. They can also request OSHA
inspections when they suspect a hazardous health condition exists (and
have their names Withhel({) from their employers), and can review their
employers’ records for monitoring and measuring hazardous materials.

57-010-—76——3
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In fiscal years 1974 and 1975, OSHA allocated $6.6 million for
fifteen grants related to health education projects that test models
of ocoupational health education. The formats and eurricula OSHA
obtains from these projects can be adapted by employees and em-
ployee groups to their own particular needs. A substantial multiplier
effect is anticipated.

The largest contract, for $3 million, was let to the National Safety
Council, which has developed four short courses and implemented
them through 39 participating local safety councils. The courses
include orientation to rights and responsibilities under the Act and
instructions on setting up safety and health programs within establish-
ments. Over 100,000 individuals have already been reached by this
massive, geographically dispersed, program.

Anether contract demonstrates the feasibility of using commumity
and junior eolleges as part of the job safety and health education
delivery system, while another entails the creation of thirty-minute
television programs on selected job safety and health topics.

Training individuals o recognize health hazards is complex because
the problems vary by occupations. OSHA has selected: five ‘“‘target
industries” in which the disability and death rates are substantially
above average including, longshormg, meat and meat products, roofing
and sheet metal, lumber and wood products, and miscellaneous trans-
portaticn equipment.

OSHA!s work has been supplemented by that of a number of unions
and companies that have initiated their own education programs in
areas not related to occupational safety but using the workplace as
a focus for more general health education. For example, the United
Mine Workers Union, which administers its own prepaid health in-
surance plan, has hired full time health educators in several regions,
and conducts programs in preventive care and specialized classes for
diabetics and others.

The Connecticut Mutual Life Insurance Company in Hartford,
Connecticut, and the Scoville Manufacturing Company in Waterbury,
Connecticut, each have a program to help workers with alcohol or
other drug problems. In addition, Connecticut Mutual offers employees
periodic voluntary physical examinations, ~occasienal videotape
presentations during the lunch hour on topics such as heart disease
or alcoholism, and frequent health articles in company publications.

The programs of both eompanies direct their promotional efforts
largely toward supervisory personnel in the hope that they will
refer workers who appear to have problems. Scoville no longer considers
their program a cost item, because of the savings resulting from
increased worker output. In fact, savings in the Waterbury plant
alone, which employs about 4,000 of their 24,000 workers nationwide,
are estimated to be more than $200,000 for 1974.

Annual health examinations and counseling programs for executives,
periodie screening of blue-collar employees, lunch-hour lectures on
a variety of health topics for both blue-collar and white-collar workers:
these and many other general health maintenance and educational
activities are currently taking place throughout American business
and industry. Such efforts, successful as they have proved to be in
individual situations, have scarcely made a dent in the general
health problems of American workers. The blame, however, cannot
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be attributed primarily either to management or the wnions. The
major culprits are the same four that hamper other forms of health
education—individual ignorance, public apathy, commercial pressures,
and lack of any strong, positive leadership on the part of either the
government or the health professions.

The Committee expects that programs authorized under this legis-
lation will receive proper attention by the Office.

4. NUTRITION

During the Great Depression it was a common fact that nearly
one-third of the Nation was malnourished. Today, we have developed
a neologism to describe the fact that the entire Nation may very well
be “misnourished.” We have the resources to buy sufficient food, but
lack the knowledge to choose which foods are the best for us.

Many who are not hungry are the “new misnourished.” They are
the overweight who eat empty calories and consume too many
processed foods. They are our ehildren; they our often ourselves.

Jean Mayer, chairman of the White House Conference on Food,
concluded that the ‘“new misnourished” cost the Nation about $30
billion a year. A fraction of this large sum could be spent on nutrition
education. A tax dollar spent to give consumers a sensible scientific
guide to spending their food dollars is an investment in our children.
It is an investment with a dollar and cents return for spending more
for nutritional education now will mean less sickness and lower costs

ater.

Often bills would encourage and expand nutrition education pro-
grams in schools of medicine and dentistry. The Committee believes
1t is important for physicians and dentists to understand the relation-
ship between nutrition and health to better provide their patients with
necessary nutritional information.

Such bills are presently pending before the Congress and it is
anticipated that they will be the subject of hearings in September 1975.

The Committee recognizes this important subject and has included
nutrition and nutrition experts in all of the appropriate policy design
and implementation sections in the bill.

5. MEDIA

The media are important vehicles for disseminating information
and influencing behavior. Physicians and other health professionals
are involved in presentations that reach a large audience. “House
Call WCVB”, a prime time television show in Boston, features a
physician answering questions about health and medicine, and is
viewed in 152,000 homes each week. Television and radio spots are
used frequently to promote programs and to make consumers aware
of particular groblems. For example, Pear] Bailey is featured in a spot
to create public awareness of a new Federal Drug Administration
labeling program.

Unfortunately, the positive impact of these media efforts are largely
offset by the misinformation often carried on TV advertising. A
recent analysis of one week of television in a major metropolitan area
concluded that five percent of the total broadcasting time was used
to transmit inaccurate or misleading health information.
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The Public Broadeasting System and other networks have pro-
duced several specials on important health issues. The Children
Television Workshop has created an innovative television series
focusing on health education. *Feeling Good” opened on PBS stations
in November, 1974. The show, which was an attempt to combine
health education and entertainmenpt, was intended to appeal to adults,
especially parents in low income families. Unhappily, the program
failed. Dr. Carter Marshall, who testified before the Committee on
May 8, 1975, stated that its basic-difficulty was that “Feeling Good”
was developed for low income audiences, when in fact viewers of
public television are upper middle class and well educated. Media
research, the Committee believes, is an important feature of the
HEW-based Office of Consumer Health Education and Promotion.
Media programming is expensive, but well worth the effort.

6. HEALTH EDUCATION MANPOWER

The wide range of comsumer health education programs is carried
on by an even wider range of professional and occupational groups and
individuals. These occupational groups include, in addition to health
education specialists, physicians, hospital nurses, public health
nurses, school nurses, physical education teachers, dentists, dental
hygienists, pharmacists, dietitians, therapists of all types, psychol-
ogists, public health personnel, midwives, communications and audio-
visual personnel, and appliance and drug manufacturers.

A. Health Education gpecialists.——.—Dr. Scott Simonds, a well known
health educator and member of the President’s Committee on Health
Education, has written that:

* * * the total number of individuals prepared in health
education at the baccalaureate, masters, or doctoral levels
and working actively in the field of either public health
education or school health education [is] no more than 12,500
[including] no more than 2,000 prepared in community or
public health education.

Comparing Dr. Simonds outside estimate of 12,500 with the 1974
resident civilian population—approximately 210 million—this comes
to one health educator for over 16,800 persons. By comparison, there
were, in 1973, one active physician for every 648 persons and one nurse
for every 281.

Based on the information provided to the Committee, these training
programs emphasize sophisticated educational, planning, and research
techniques. The field needs these health education specialists; it also
needs. health education practitioners trained for actual community,
patient and student contact. @ : !

B. Physicians.—Despite the impressive record of physician involve-
ment; it. s clear that we can look to the medical profession for only a
small proportion of the nation’s total health education needs. Physi-
cians now. considers their primary tasks to be diagnosis and thera-
peutic intervention. Too frequently they turn to maintenance and
education when intervention fails or has limited results. Thus; to
some extent the need for education is associated with therapeutic
failure, and it is not surprising that many doctors lose interest at this

o
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point. Although there is the necessity of greater invelvement in
patient’ and other health education programs it is obvious that the
nation must look to other professions to supply most of its health
education needs, even for those who are alrehdy patients.

C. Nurses.—The one profession that is doing.the mest consumer
health education in the U.S. today is nursing: This is evident in the
figures. In 1972, there were 748,000 active registered nurses; of whom
54,000 were in public health and school nursing and 35,000 in occupa-
tional health nursing. Much of their work is educational.

Many, perhaps most, of the 526,000 work'm% in .hospitals and
nursing homes have extensive technical responsibilities and limited
time to give to patient education. Nevertheless, for nurses, unlike
physicians, patient education is now generally assumed to be an
explicit part of the job responsibility, generally so stated in the state
nursing practice acts and a component of all state lcersinig' examina-
tions. Moreover, the nurse, unlike the doctor, does not have the same
profesgsional and emotional preeccupation with diagnosis and inter-
vention. The nurse is frequently more interested in the patient as a
person and looks on maintenance and educational activities as a thajor
challenge rather than evidence of failure. i

Nurses today are not only doing more health education than any
other group but they also constitute the most significant potential pool
of professionals available for rapid upgrading toward expanded health
education responsibilities. ¢

D. Other Professionals.—Among the other professiondl and occupa-
tional groups that are contributing in some degree to health éducstion,
the following are especially important: Dentists and-dental hygienists,
physical, speech, and o¢cupational therapists, pharmaeists, nutrition-
1sts and dretitians. The average dentist and dental Mygienist seems
more concerned with prevention and patient education than the aver-
age physiciah. The dental prafession as a whole has received too little
credit for its consistent support of preventive and maintenance activi-
ties, including proper diet. ;

The 133,000 pharmacists come into frequent eontact with consum-
ers. Often the ¢consumer will quéstion the pharmacist about theimpact
or side-effects of preseription drugs and request advice on over-the-
counter drugs. The role of the pharmacist in providing information and
monitoring drug use could be upgraded; indeed; the Seérétary’s Task
Force on Prescription Drigs urged pharmacists to become drug infor-
mation specialists.

The Committee is also aware of the real and poténtial contributions
of other types of persommel such as the licensed practical nutse, the
newly emerging group of physician assistants and nurse practitioners,
as well as numerous volunteers;, such as the 10,000 volunteer teachers
participating in the National Safety Councils Defensive Driving
Course, Effective health education and promotion will depend on a
wide variety of skilled practitioners, all making important contribu=
tions. The Committee does not foresee any primary role for any one
specialty that curreritly exists, nor is the Committee anxious to develop
such a ‘specialty. Nevertheless, the Committee recognizes the need for
adequately trained health edueation practitioners who will be engaged
in health edueation tegching and research and in health education
practice: :
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The Committee believes that emphasis should be placed on raising
the level of traiming given to those who will enter the field of health
education practice. Additionally, support should be given to those who
are engaged in theoretical research:in the field of health education and
promotion since it is this group who develop the :conceptual frame-
works from which sound practice derives. Short-term continuing educa-
tion programs should also be included to upgrade.skills.of a variety of
health providers, including doctors; nurses, educational speocialists, and
midlevel health practitioners. The Committeé places highest priority
on multidisciplinary and rcooperative approaches which will do the
best job possible. - : '

: 7. FINANCING

. Despite their Jow costs, health education programs face a constant
struggle for funds. Most medical services are refunded almost auto-
matically because their value is taken for gmn_ted; and past, budgets
not only serve as precedents but are expected to ingrease as both quan-~
titative growth and qualitative, improvement are assumed to be de-
sirable. But because health education programs are new—at least to
the mainstream of the health care economy—they ane constantly in
the position of having to prove themselves and justify their existence.

Traditionally, public and community programs. were financed h
grants or direct allocations from governmept, philanthropie, vol-
untary agencies, or industry. This is still true of most of the new TV
programs. “The Killers,” ‘‘Feeling Good,” ‘“Drink, Drank, Drunk”
and others have been supported.by grants from the Robert Wood
Johnson Foundation, the Commonwealth Fund, Public Broadeasting
Corporation, Exxon, the 3M Company, and others.

The President’s Committee reported $30 million spent for ‘‘spe-
cific” health education programs in 1973 and $14 million for “general,”
altogether less than one quarter of 1 percent of that year’'s HEW
budget. Many feel those figures are generous. Presumably most of
this went for programs involving smoking, drug addiction, alcoholism
and related conditions. According to the same source, state govern-
ments spend less than one half of one percent for health education. In
coilﬁp&mson, the annual budget for a well-known analgesic is $28
million.

A major potential source of health education support is third party
reimbursement, now the principal method of paying for patient care
in the United States. As long as patient education was provided by
docters, nurses, and other health professionals as a routine and
nonidentifiable part of patient care, most third-party payors did not
question reimbursement. Today, however, as more and more separate

rograms are established and other personnel become invelved, it is

arder to ‘“bury’ the educational costs, small as they are, in routine
care. A move has been under way to persuade all third-party payors,
governmental and private, to recognize patient education as a legiti-
mate component of patient care, one that need not hide itself but can
appear as a separate item in the hospital budget or the physicians’ bill.

‘The Health Insurance Benefits Advisory Council (HIBAC) ad-
dressed itself to this issue in a report to the Secretary in 1974. The
report added nothing new but helped to clarify the position of Medi-
care and Medicaid. As far as Medicaid patients are concerned there
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appears to be considerable leeway for educational activities, but not
so with medicare recipients. Any activity that can be labelled: ‘*pre-
ventive’! has to be disallowed for reimbursement under existing
lagislation.

* In August 1974, the Blue Cross Association approved a position
paper strongly. éndorsing the coneept of patient education and:urging
member plans reimburse hospitals. for such activities. The Committee
welcomes this useful doeument, but BCA guidelines are one thing and
individual plan imhplementation i3 another. There are enly twa:such
plans now reimbnrsing for patient education, one is New Jersey and
the otheris Montana.

8. EFFECTIVENESS

Current health ¢ducation programs are rarely evaluated. Despite
compulsory instrugtion in many schools, young people are probably
smoking, drinking, using more drugs.and otherwise engaging in more
health~threatening behavior than ever before. Despite the tremendous
anti-smoking ,campaigns, 41 percent of those 17 to 25 years old were
regular smokers in 1970. Screening programs for breast and cervical
cancer are universally available; yet only half of American women over
17 had such tests in 1973 and nearly one-fourth had never had a breast
examination. The proportion of individuals taking advantage of any
such screening is reported to be levelling off at about three-fourths.
Immunization rates also seem to have reached a peak and some, such
as polio and DPT, have dropped significantly.

ven when positive results appear to be forthcoming, as in the recent
decline in heart disease, it is virtually impossible to know whether to
attribute this to the campaigns against cholesterol and other risk-
factors or not.

In short, we do not know whether the record would have been better,
or worse, or no different, if there had been no educational effort. Yet
some progress has been achieved. Professor Lawrence Green of the
Johns Hopkins School of Hygiene and Public Health, one of the fore-
most exponents of health education evaluation strategies, has reviewed
the results and concludes that “the payoff is more than proportionate
to the effort and costs.”

The Blue Cross Association arrived at the same tentative conclusion,
at least with respect to patient education. In a succinct summary. of
evaluation literature, the BCA 1974 policy statement concludes, that:

On balarnice, organized patient education has demonstrated
its effectiveness in reducing the unhecessary utilization of cer-
tain health care services and in encouraging the use of the
most appropriate, least cost settings for care.

Similar reports reveal conclusions that patient and health education
programs pay off, in reduced hospital and emergency room readmis-
sions, reduced morbidity and mortality and reduced costs. Research
and evaluation of such programs, and the development of new demon-
strations, are important features of S. 1466.

THE NEED FOR NATIONAL LEADERSHIP

Recently, health promotion and prevention have become major
planning concerns of the Assistant Secretary for Health of HEW.



24

The Division of Health Protection has developed proposals to shift
the focus of anslytic activities toward broad health problem areas
requiring comprehensive prevention efforts. The Committee is im-
pressed with such developments, and awaits implementation of such
programs.

The Committee also notes that the Administration has taken other
cautious steps. Such programs as have been developed, however, the
Committee finds do not match the magnitude of the problems. The
official statement of mission of CDC’s Bureau of Health Education,
for example, is broad and comprehensive. However, its subordinate
location in HEW and lack of visibility and resources contradict its
broad mandate. The Bureau, however, has made a number of contri-
butions both within and without the Federal structure, including
support and leadership in the development of a private-sector Center
for Health Education, the initiation of cooperation among Federal
agencies. in need of common health education objectives, and the
development and funding of innovative health eduestion projects.
The Committee acknowledges the important work of the Bureau but
favors an HEW-based ce of Consumer Health Education and
Promotion. Organizationally located in the Assistant Secretary for
Health'’s office, given visibility, resources and authority, the Office of
Consumer Health Education and Promotion will better be able to
establish a rnational strategy and new directional emphasis with
respect to health education and promotion.

V. Tae RespoxNsE 7o THE CHALLENGE

The cluster of concerns outlined and described in the preceding
sections of this report urge us to continue our efforts to reorganize and
restructure our heéalth services delivery system and to continue to
experimenit with innovative financing mechanisms. Concurrent with
our efforts to develop:a better and more efficient system, however, the
Committee sets forth a new strategy, one which 'shall assist us to
understand the nature and causes of self-imposed risks, adds to our
knowledge of illness, and educates patients and consumers about
health maintenance and prevention.

The strategy is based on recent data which is both startling and
troubling. The Committee has learned that in 1972, 92% of the $95
billion spent for medical, hospital or health care was spent for treat-
ment:after illness occurred and that more than half of the:remainder
was spent for biomedical research. Prevention of illness and consumer
health education and promotion share the meager balance. The
Committee has additionally learned that hundreds of thousands of
Americans have died prematurely from causes primarily related to
lifestyles. Alcohol addiction, abusing pharmaceuticals, addiction to
psychotropic drugs, cigarette smoking, overeating, high fat and carbo-
hydrate intake, lack of recreation, promiscuity, and careless driving—
an imposing litany of some of our more destructive habits—leads to
the inevitable conclusion that for the majority of Americans morbidity
and mortality rates will not be noticeably improved unless lifestyles
are modified, self-imposed risks reduced and thé social and physical
environment changed.
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The Committee has studied the Presidential messages and task
force and Committee reports on health education, and is cenvinced
that there is still no natibnal recognition of the uhportemicelof £his
field and no adequate central force to stimulate and coordinate a
cornpretiensive health education program. Efforts toward this end are
fragmented. The moneys spent for health education and promotien
are miniscule. There is no informational exchange between those in
public and private agencles concerned with health education and
promotion. There has been:little evaluation of results among similar
or related health education programs sponsored by different organize-
tions. Information about health education theory, programs, and
methods is not easily aceessible. There is presently no public or private
agency which s systematically reviewing the broad range of .expe-
riencei‘and theoretical experimentation in health edueation and:pro-
motion! Anid, there.is no focal point or forum to facilitate communica-
tion and cooperation among the significant health publiec and private
organizations which must work together if substantial improventent
in health education and promotion 18 to be achieved.

The Committes recoghizes that the needs and problems are so major
and complex that progress will depend upon a major long-term commit-
ment by both the public and private sectors of society: Itis tomeld such
efforts; provide for a focal point for'the Nation’s multiple but disparate
health education and promodtien activities, improve the health status
of Armericans, design ‘& mechanism by which we may establish.a na-
tional health education and promotion strategy, that parts A and B of
title ITT of S. 1466 have been proposed. :

The ¢oncept of a complementary national public and private strategy
to improve consumer health edueation and promotion is the result of
four years of study and developmenit. This concept was originated by
the President’s Committee on Health Education and has been farther
amplified by a study pérformed by the National Health Council; Inc.
under the contract to the Center for Disease Control. Both sthdies
based their findings and recommendations on the input of hundreds
of citizens, including health educators; other health' proféssionals
and educators, consumers, and represeritatives of business and in-
dastry, labor unions and government drawn from all parts of the
country. :

The President’s Comntittee on Health Education was charged to
describe the “state of the art” in health education of the publi¢'and
to' propose a comprehensive, nation-wide plan to raise the level of
heaith consumer Ccitizenship. Through' seven subeommittees, ‘eight
régional heavings and one national forum the Cemmittee involved
many hundreds of individuals of different backgrounds and expertise
from all parts of the country in the development of their findings.

After two yesrs of study, the Presiderit’s Committee recommended
the ¢reation of twe separate but complementary entities: (1) A
governmental unit within HEW to ‘make the federal government’s
mvolvement in health education more visible, effective, and efficient,
and (2) a publicly dhtirteréd, privateé orghnization which would be a
source of innovafitve problem-solving and policy ghidance for health
ediication efforts: '
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1. THE OFFICE OF CONSUMER HEALTH EDUCATION AND PROMOTION

Nestled in the bosom of the Center for Disease Control is the Bureau
of Health Education, presently the Administration’s major force point
for better education activities. The committee recognizes the creditable
performance of the Bureau which despite very hmited resources in
terms of both budget and personnel has made a number of creditable
contributions both within and outside the Federal structure. A number
of witnesses have applauded the Bureau for programmatic, consultative,
and monetary assistance; others, however, are gravely concerned that
the Bureau is an anomaly, pointing out that the subordinate location
in CDC, its miniscule budget, and lack of resources contradict the
Bureau’s broad mandate. ’%he Committee was persuaded by those
skeptical of the Administration’s commitment and by the apparent
discrepancy between the Administration’s promise (f)(()r bold health
education and promotion initiatives) and reality. . -

A. High-Level Office of Consumer Health Education and Prometions.—
The Committee considered a number of loci for the proposed Office of
Consumer Health Education and Promotion, including a Center-model
akin to the National Center for Health Statistics or the National Cen-
ter for Health Services Research or ereating an organization similar
to the National Science Foundation, Ultimately, the Committee opted
for a locus in the Office of the Secretary with adequate status, author-
ity and resources to carry out policy design and implementation and
other eollaborative, aversight and coordinating functions. Policy direc-
tion and design, the Committee believed, could only be attained and
implemented in a high-level Office of Consumer Health Edycation and
Promotion. The proposed Office may very well consult with CDC and
other organizations in HEW that have health education components
to execute the programmatic aspects of health education, but the locus
of policy activity must be in the Office of the Consumer Serretary
for Health and not in an eperating agency.

_B. Research Actinities.—Despite the considerable number of sig-
nificant health education programs seattered across the country and
the e_ﬁ'orts. of thousands of dedicated professionals, the general state-
of-the-art is in need of greater precision and development. The large-
scale program of public and private support recommended in this
report must be accompanied by intensive efforts directed to improve-
ment of health education principles, techniques, and methodologies,
and the formulation of more precise criteria and protocols both for
implementation and evaluation. This should include a delineation of
areas of strength and weakness in knowledge, looking toward devel-
opment of a national statement of priorities and realistic goals.

Much of the support, as well as initiative, for these efforts should
come from the private sector. But there is a special need for Federal
leadership. Federal support, with special emphasis on evaluation,
should be made available to qualifying institutions, organizations
and agencies.

, The Committee notes the existence of a number of community

‘laboratory’’ populations for the study of problems in health educa-
tion. Such communities should be encouraged to participate in the
development and evaluation of health education methodologies. The
Committee also endorses the development of large scale programs,
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specifically designed to test health education hypotheses, such as the
Stanford Heart Disease Prevention Program.

Closely related is the need for expanison of the present valuable
surveys and studies of the National Center for Health Statsitics to
include more information on consumer health status, health behavior,
and related data useful and necessary for planning and evaluation of
health education programs and techniques. Relevant resources of
CDC should also be fully explored and utilized. Hi

C. Regional and State Systems—Ewen with the severely limited
funds and personnel now available for health education, there is con-
siderable duplication and waste. More importantly, most American
communities lack access to any comprehensive consumer health
education. Foivg o

To avoid these inefficiencies, to promote optimum utilization of
both money and manpower, and to help develop a stable infrastructure
for community and other programs, it is highly desirable to develop
local, regional, and/or State networks. This can be accomplished
through the coalescence of existing programs, new re, onal and state-
wide iitiatives under the leadership of a State health department, a
university extension system, a State hospital or professional associa-
tion, a medical school, regional medical program, or other organization
with the concern and resources to ﬁie&y the coordinator rels, or through
a combination of various approaches.

The National Health Planning and Resource Development Act of
1974 provides a potential mechanism for promoting such networks.

D. Health Education Training.—~Both guantitative and qualitative
improvements in health education manpower are essential if the
national efforts recommended in this report are to be effectively
implemented. As a first step, we recommend & high-level review of
personnel in all the extensive varieties noted in this report. Such a
review would apply not only to health education specialists but to all
the health and related professions currently involved in some aspect
of health education and should address itself to the numbers and types
needed, their preparation, credentisling, distribution, and continuing
education: )

Special attention should be given to the introduction and develop-
ment of health education concepts and methodologies into basic
education for the various health professions, including medicine,
dentistry, nursing, pharmacy, and public health. The time is ripe for
such a new initiative. Witness the special attention paid to health
education at the 1974 annual meeting of the Association of American
Medical Colleges and the fact that most state nursing practice acts
now specifically mandate patient education as a routine aspect of
nursing care. Explorations, looking to increased health education
content, are now in order with the American Association of Medical
Colleges, the American Medical Association, the Coordinating
Council on Medical Education, the Nationsl Board of Medical
Examiners, the American Dental Association, the American Pharma-
ceutical Association, the American Nurses Association, National
League for Nursing, the Association of Schools of Allied Health
Professions, the National Commission for Accrediting, and other
professional organizations.
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Moneys should be made awvailable for the training of health educa-
tion specialists. For this group, special efforts are needed to determine
the numbers of students required at entry levels, baecelaureate,
master'd;-and'doctor’s levels; as well as the types-of educators needed
in thé»dchuels; health care institutions, industrial setfings, ,com-
munitly ‘agencies, national health agencies, and the media; also the
need: for special research personnel and future teachers.
~ Finally, the Committeé urges that in copsidering health educar
tion manpower, special attention be given te the definition and
development of a new occupational category of indigenous com-
mumity health edueation aides, advocates, or facilitators to a¢t as a
bridge between the community, espeeially in low-incgme areas, and
health providers, including health educators. The success of programs
utilizing-such individuals, under various names, has been demon-
strated 1% a number of loeations, but the comeept needs more precise
definition; more standardized training, and some form of academic
certificatior:

- [Ei” Sehodl. Health Education Traming.—The Committee considered
8. 544 4t some length with a view to including,this Comprehensive
School Health Education provisien.imr this bill-.,’% he Committee recog-
niZes that S. 544 is essential legislation if a meaningful prevengive
prograi to.iprove the health of the American pepple is to be a reality.

The Committee has included a portion of S. 544 as Section 1703d(1),
(2),%3)" of & 1466. The langua.ge establishes &; program of grants to
local education agencies and institutions of higher education for in-
service aducation opportunities for elementary and secondary school
teachers in & broad. scope of health education areas. The Committee
believes this to be a pressing need at this time and yecognizes that no
program ‘can be successfully developed in the sghools until a cadre of
‘clareflar;fgnhers is well prepared to deal professionally with the issues
involved: -

The billswill thus make available to presently: employed teachers
worksheops, seminars and courses during summer and evening sessions,
The workshops, seminars and courses will deal with the bread scope of
issues including dental health, disease control, environmental health,
human ‘edology, mental health, nutrition, physical health, safety and
accident prevention, smoking and health, substance abuse, consumer
health and such others as may be deemed appropriate. The Director
is reguired to confer with, and receive the approyal of, the Commis-
sioner of Etlucation in determining the recipients,of the grants and the
scope 'of 4he: pregram. )

" Because. of the-alleged surplus of teachers the bill emphasizes in~
dervice education: rather than preservice education for persons who
later may nuf-be employed. The Committee feels this is a practical
approach to the solution of the problem which presently exists in most
schools: where eomprehensive health education, programs are non-
existent, It is essential that school health edii¢ation hegin in the, pri-
mary grades and extend through the secondary ¢uzriculum. Too often
health education is confined, 2% indeed. provided at &ll, to students in
their teens. It is the' Committee’s purpose to correct-the situation by
providing a ‘practieal, although somewhat limited opportunity, for
mservice education in school health education for persons who are
and will continue to be employed as elementary and secondary teachers

“
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so that when broader, more comnprehensive school health.degislation is
enacted in the future there will be no delay, owing to & lack of qualified
personnel, in implementing the health education eurriculag. in. the
schools of the nation. = ot AR

F: Media Programming.—The impaet of television as an informa-
tional and motivational force in contemporary U.S. society, ‘espacially
in relation to children and individwals with less-than-avérsge schooling,
can hardly be exaggerated. With respect to health-related ibehavior,
it is difficult to say whether the net impact has béenrpositive or
negative. e¥ie]

he positive can be documented -by & growing list «of ficst-rate
health documentaries, public service “‘spots”, and even soms ofi the
theatrical programs presented by the Public Broadcasting System iand.
the three commercial networks. The negative has beeri:convincingly
documented by a number of carefully designed professional studies:
includihg two prestigious national ‘commissions looking into the rela-
tionship between. televised violence and individual behavigr.

Despite this anomalous record, the Committee belives;that—
with' more consistent and accountable attention from: the:leadership
of the industry, with more high-level assistance from representatives:
of the public’ and the health and education professions; and with
identification of adequate sources of financing for eonstruetive pro-
grams—the positive potential can be greatly enhanced and.ithe:nega-
tive minimized. ) i

The Committee’s emphasis on TV is by no.means intended to be-
little the influence of the press, radio, and other media.which have:
also produced some excellent material and whose continuing. par-
ticipation should be enlisted in the national effort to improve con-
sumer health education. Since TV’s capacity for both!.positive: and
negative impact is so crucial, however, we think the primary effart,,
at the present time, should be aimed in this direction. :

The Committee hopes that through Section 1703(¢),: the. resources
of television and advertising will be mobilized in the development of
a long-range, multi-audience, multi-format series of programs, wtilizing
documentaries, theatrical programs, cartoon and news prpgrams,

ublic service spots, and all other appropriate. formats, aimed at

ellfing the American . people increase their understanding ofy and
ability to cope with, health and health-related problemas,.Both:com-
merical and public TV should be involved. Assistance in-funding
through public and private sources should be explored. The existence
of such a formally designated industry council working-through the
Center for Higher Education (¢nfra.) would also provide: a. .bodifr to
which the publ%c and the health and education professionscouldirglate.

The Committee is aware that the Nat}onal Adverpsmg Cgune}l.
shares many of our concerns. The Advertising Council; however,jis
not intended to ¢arry out the kind of concentrated systematic health
education program outlined. ; tiei

Another objective of sections 1703(e) and 1703(f): s, to.enceyrage
the industry, the Food apd Drug Administration,-the FGC,raad. the
FTC to intensify their efforts—through. veluntary advertising podes,
“Family viewing houms;”’ and other means—at effective;self regulation.
The Committee expects thet, through the use of fact-finding, pub-
licity, non-governmental sanctions, and all the moral and political
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force the Office of Consumer Health Education and Promotio
commands, the elimination of material deemed, by objective pxz)fesl-l-
sional opinion, to be injurious to the nation’s health will be secured.

G Fedem_l P_rog_r_ams.—Areas that should come under such eon-
tinuous monitoring include agricultural supports for harmful products
such as tobacco, or those potentially harmful if used to excess, such as
beef with high-fat eontent; school lunch and food assistance programs;
food and drug advertising; and speed limits and other energy conserva-.
tion measures. The conflicts or apparent conflicts between a number
of existing programs in these areas and the goals of health promotion
have been increasingly publicized in recent years.

The monitoring should extend not only to areas where harmful
or allegedly harmful policies now exist but to these currently marked
by the general absence of essential health promotion Hcies, includ-
ing low-income housing, the control of vialence, an public service
employment. The irony of spending billions of Federal dollars to
patch up the victims of big eity violence, squalor, and frequently
mtolerable living conditions, while refusing to face up to the root
causes cannot be indefinitely sustained as general ecomomic condi-
tions deteriorate, budgetary constraints increase, and various safety
valves disappear.

. The Committee is aware that policy development in health educa-
tion and production cuts across Departmental lines and that HEW
can do little or nothing alone. However, we feel strongly that the
Depq.rtm_ent should be contimuously engaged inmonitoring such
policies, in advising the President, the Congress, and the American
people with respect to such policies, and in representing the health
point of view in interdepartmental decision-making. Primary respon-
sibility for policy design and staff work should be lodged in the pro-
posed Office of Consumer Health Education and Production.

The importance of HEW involvement in broad policy issues, beyond
the usual definition of health and medical care, was emphasized both
by the Surgeon General’s Committee on Smoking and Health and the
subsequent Committee on Television and Social Behavior. Some would
have preferred to see strong recommendations included in their re-
ports. But, even without recommendations, the carefully documented
findings, emerging from such a prestigious source, have been useful.

In 1mt.19.tm% such a large new undertaking, an essential first ste
would be establishment of a kist of goals and priorities. Criteria, bot
immediate and long-run, should include the firmness of the preéump-
tive causal relationship between the policy in question and national
health stabus, the financial cest to the nation of failure to take correc-
t,lc\:_e action where needed, and the reasonable possibility of corrective
action.

. For example, in the case of tobacco, the causal relationship bet
cigarette smoking and health has been professionally m’xdpoffi(’;vi‘:?l(la;fl
determined. The health care costs resulting from cigarette smoking is
currenfly estimated by the National Center for Health Statistics at
$11.5 billion a year. Some corrective action, while difficult, has not
}%roved insuperable, at least with respect to one form of advertising.

he Surgeon-General acted reasonably a decade ago in alloting top
priority te this area. It is now time for further initiatives.
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4. Budget—The Committee has tried to reconcile the competin,
claims of s non-inflationary Federal budget and the necessity o
providing at least enough financial suppert to give the new program
a chance of succeeding. Major elements of the projected first year
budget might inelude: ;

Cost estimate—O flice of Consumer Health Education and Promotion

Extramural grants and contracts: Millions
Badid research programe . Joa s liaolios Jooraabiaedtlo o Jos 54081, 0
Academie centens: | suoceiaaiadl poo e PRNEE, S R R R 5 -8 SELRE L, 1.0
Sthto networkae soobeto ad e 0 o R e e by o TS0 1.0
Fxpenmental media Teseareh o T A L WIS 1.0

Consumer health edueation training________________________._____.____ 4.0

School health education trainihg. ______ . _______________________._____ 3.0

Totaliac il oo o R T L s T T T o 11.0

The estimated cost of the basic research programs is related to the
cost of a number of successful programs, including the Stanford
Heart Disease Prevention Program and the Diabetes Contrel Program
of the Los Angeles County General Hospital. The cost of the state net-
works is derived in part from the experience of the College of Medicine
and Dentistry of New Jersey.

The media projection is far less than the $7 million that it cost
Public Broadcasting System’s “‘Feeling Good.”

With respect to the long-term costs, including those that might be
met through third-party payments, school budgets, and voluntary
agencies, the Committee has set a tentative goal of 6 percent of total
national health care expenditures. Obviously, the Committee needs a
more precise figure as well as a timetable for moving from the present
one-quarter to one-half of 1 percent, the sum presently being spent by
the Federal government, toward 6 percent and a study of alternative
methods of financing. For example, should the financing of health
education and promotion programs be closely related to that of
national health insurance? How much reliance should there be on
social security taxes or general revenues? Should there be special
taxes on cigarettes, alcohol, other health-threatening products certain
non-prescription drugs where overuse or ether abuse is common?

The Committee recommends that the office consider such a study

one of its priorities.
2. THE CENTER FOR HEALTH EDUCATION AND PROVISION

As defined by the President’s Committee, health education is a pro-
cess that bridges the gap between health information and health prac-
tices and motivates the change of behaviors destructive to health
maintenance. The Committee saw this process as applying to institu-
tions as well as to individuals. In order to improve the nation’s health
through educational means, the President’s Committee concluded that
fundamental changes in the attitude and behavior of our social insti-
tutions in genmeral and within the health industry in particular are
required. They saw a primary need to heighten awareness of and re-
sponse to health needs as a major shift in emphasis and expansion of
effort beyond the current focus on the treatment of disease and injury.
It was their finding that such fundamental change would not occur
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unless some mechanism could be created which would address and
resolvé complex and controversial issues of individual and secial values
and behiaviors in a non-bureaucratic and non-coercive manner. They,
therefore, reéommended the establishment of a unique national private
institution which they called a national Center for Health Education
slxa 7%16 key component in the plan they presented to the President in

A:. The National Health Council’s Project,—As a follow-up to the
Report of the President’s Committee on Health: Education the De-
%m"tment of Health, Education and Welfare took two actions in 1974:

1), & Bureau of Health Education was administratively created as a
new unit of the U.S. Center for Disease Control in; Atlanta, Georgia to
coordinate federal health education efforts; and (2).a contract.was
awarded by C.D.C. to the National Health Council, Inc. to explore in
detail the most appropriate and feasible objectives, functions; ‘struc-
ture, staffing and financing pattern for a National Center for He#lth
Education.

The Council’s project was designed to build upen the work already
accomplished by the President’s Committee and to involve & large
sample of organizations and individuals not limited to the Council’s
member agencies. Through the work of the project’s Policy Commit-
tee, study groups and subcommittees, mail surveys and conferences,
this project developed a model design for a private national Center
which is ecomplementsary to and non-duplicative of either an expanded
federal governmental program or of any existing private seetor re-
sources. The recommended design is for an open, non-bureaucratic
problem-solving mechanism incorporating innovative elements of
policy development and action program planning processes which
have been tested in business and industry as well as community health
planning agencies during the past decade. The. project’s findings and
recommendations were &)rovided to the Committee and are a primary
source of referrel for additional information concerning the intended
na_t#re and character of the Center for Health Education and Pro-
motion.

B. The Need for a Private Center for Health Education and Promo-

tion.—The arguments supporting the need for a private national
Center for Health Education and Promotion focus on the advantages
and benefits of voluntary, non-governmental leadership and action
to improve the nation’s health through educational means.
. Health education is concerned: with every. facet of consumer be-
liefs, attitudes, and behaviors which contribute to the maintenance
or self-destruction of health. This includes especially those choices
the individual exercises concerning his or her private life—~what
and how much the individual eats and drinks, how much rest and
excercise he or she gets, habits of personal hygiene, how the individual
handlés anger and frustration, how fast he or she drives, how early
and often medical care is sought, career and family formation de-
cisions, choice of dwelling, ete, 1t is also equally concerned with the
content and quality of information and guidance the individual
receives from health and social institutions, commercial enterprises,
labor ‘uniohs, civic associations, and from the mass media concerning
appropriate and inappropriaté health maintenance behaviors. '
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Thus, much of the content of consumer health education is con-
cerned with precisely those areas which have traditionally been
regarded as private matters. These are, however, also matters of
growing public concern and rising medical costs. Whether through
public tax payments or through insurance premiums, our society
has assumecf) an increasing responsibility for the treatment of the in-
dividual’s diseases and injuries. Society, therefore, also has an in-
creased stake in affecting—to the extent possible—the frequency and
severity of the individual’s need for such treatment.

While governmental programs can and must be substantially im-
proved and expanded, governmental action alone cannot provide
the kind and scope of leadership and initiatives required to realize
the potential benefits of improved consumer health education. Direct
governmental efforts to modify citizens’ behaviors, mass media con-
tent, and school curricula in ways that are scientifically sound,
effective, and culturally acceptable represent extremely difficult
issues. On the one hand the current state of the art of health
education is probably inadequate to deliver effective and reliable
results in the public interest from such interventions. On the other,
to be effective, such action by a governmental agency may conflict
with constitutionally guaranteed private freedoms.

Therefore, organized private action is needed to explore contro-
versial issues and develop national guidance which reflects a general
professional and consumer consensus on appropriate and acceptable
directions of effort. Because such private policy does not have author-
ity to compel compliance, it must necessarily include development
of voluntary support and resolution of realistic constraints which are
a fundamental part of the problem. Once the efficacy and acceptability
of such privateq developed initiatives has been demonstrated, then
the need for and exact nature of additional governmental support to
extend implementation will be both clearer and less likely to encounter
opposition.

The voluntary health promotional agencies and health professional
associations have traditionally carried the burden of consumer health
education in this country. While much is being done in the private
sector to inform the public about the actions they can take to protect
and maintain their own health, the results can not be considered good.
The reasons for this are numerous.

There is no consistent thread which defines and articulates health
education content or methods. There are no generally recognized
standards, guides and measures for evaluation of health education
efforts. It is, therefore, virtually impossible to objectively discriminate
against the ineffective, eonfusing or even potentially misleading in-
formation and education the consumer receives in great quantity
from a multiplicity of sources.

There is no common frame of reference shared by the various
disciplines and interests working in this field. There is little continuing
communication, cooperative program planning or comparative
evaluation of results among similar or related health education pro-
grams sponsored by different organizations. There is no unified or
comprehensive perspective from which to assess results and determine
which of alternative approaches is most appropriate to a given situa-
tion. And finally, with some notable exceptions, for the overwhelming

57-010—76——5




34

majority of agencies which dispense some form of health education to
consumers, this activity is not their primary purpose and therefore
does not receive top priority for their allocation of funds and program
attention. Thus, very little of the current consumer health education
efforts are as effective or efficient as they could be, were there some
national focal point to improve communications and cooperation
among the major programs within the private sector.

Clearly a nationally recognized source of policy development, guidance
and technical assistance, cooperative program planning and coalition
building, evaluation and advocacy could make a major impact on the
kinds and quality of health education efforts in the private sector
without a net increase in overalll expenditures simply by reducing the
fra’%meptation and discontinuity of current efforts.

estimony given to the Committee strongly indicates the existence
of considerable support from private sector sources for the creation of
such an organization. The granting of a Congressional charter to
such an organization would improve opportunities for:

1. Supporting private leadership in policy exploration and pro-
gram development by the creation of an entity with quasi-official
legitimacy and stability;

2. Integrating utilization of private and public resources in the
development of concerted national strategies for improving con-
sumer health education nationwide; and

_ 3. Maintaining formal channels of communication, informa-
tion exchange and public accountability between the govern-
mental and private sectors.

C. Activities of the Private Center—The mission of the Center will
be to improve the health of people by encouraging and supporting
the improvement and expansion of health educational activities
throughout the nation.

The Center should be a mechanism which links together primarily
non-governmental organizations and agencies involved in health edu-
cation, including those which engage in health care, education, business
and industry, social and civic purposes, consumer and labor repre-
sentation and communications. The widest possible range of partici-
pants should be given significant, structured opportunities to debate,
select and influence the development of Center policies and strategies.

The Center should manage an open decision-making process for the
development of national private sector policy concerning key issues
in the field of health education. The Center should coordinate the
review and analysis of consumer health education needs, provider
resources, the impact of alternative health education approaches and
other factors on health status to determine which lines of develop-
ment offer the best opportunities for the improvement of the nation’s
health through educational means.

Through participatory processes it should seek to identify the locus
of responsibility for addressing identified consumer needs and for the
development of the resources required to meet these needs. The
Center should also provide a forum for the determination of the most
appropriate. and acceptable roles it can play in stimulating and
energizing the actions required to secure widespread endorsement and
implementation of its goals and nolicies.
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Policy guidance alone cannot secure the improvement of program
services; frequently there are challenging impediments to the develop-
ment of improved methods which require extended problem-solving
and strategy design efforts. The Center, therefore, should coordinate
a variety of activities, programs, and developmental projects which
draw upon external sources of support and expertise to develop im-
Eroved methodologies, especially concerning appropriate and accepta-

le ways to influence positive consumer behavioral changes, and
concerning realistic and acceptable criteria for evaluation of health
education programs. To encourage similar activities by other organi-
zations, the Center also should organize a national network of technical
assistance in the planning, implementation and evaluation of health
education programs utihizing not only its own but the expertise
available for other caoperating agencies.

D. Board of Directors.—The Center for Health Education and Pro-
motion will be directed by a twenty-five member Board of Directors
to be appointed by the President of the United States. Its functions
should include:

(1) Final Center policy and strategy design determinations;

(2) Center program direction;

(3) Center financial policy determinations, including direction
of the basic funding strategy for Center programs and approval
of budgets and resource allocations;

(4) Representation of the Center to and liaison with outside
organizations;

(5) Charge and appointments to committees, task forces and
study groups; and

(6) Appointment of the Center’s President.

Members of the Center’s Board should serve as individuals and not
as the official representatives of outside organizations, The Board as a
whole should reflect a balanced mix of experts representing the fields of
health education, health services delivery, education, consumer
representation and advocacy, news media and communications, busi-
I1iless and industry, organizational management, and public and private

nance.

In addition, the Board as a whole should reflect a diversity of per-
sonal backgrounds and interests which assures not only the develop-
ment of broad policy direction but facilitates the acceptance of its
findings and recommendations by those asked to implement these
recommendations.

During its deliberations this Committee considered a number of
specific nominations for appointment to this Board. The following
individuals are suggested as representative of the type and quality of
members the Board should reflect:

Stanley Bergen, Newark, New Jersey; Lisle Carter, Atlanta,
Georgia; Paul Ellwood, Minneapolis, Minnesota; Howard Ennes,
Craryville, New York; Paul S. Entmacher, New York, New York;
Robert H. Felix, Saint Louis, Missouri; Evalyn S. Gendel,
Topeka, Kansas; William Griffiths, Berkeley, California; M.
Alfred Haynes, Los Angeles, California; Howard Hiatt, Boston,
Massachusetts; Magda Hinojosa, San Antonio, Texas; Robert L.
Johnson, Berkeley, California; Philip M. Klutznick, Chicago,
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Illinois; A. M. Lilienfeld, Baltimore, Maryland; J. Alexander
McMahon, Chicago, Illinois; Lois Michaels, Pittsburgh, Penn-
sylvania; Walter J. McNerney, Chicago, Illinois; Mary Mulvey,
Providence Rhode Island; Arthur C. Nielsen, Jr., Northbrooi,
Illinois; Eva M. Reese, New York, New York; Samuel Sherman,
Los Angeles, California; Elena M. Sliepcevich, Carbondale,
Illinois; Anne Somers, Princeton, New Jersey; Frank N. Stanton,
New York, New York; James Howard Walker, Charleston, West
Virginia; and Harold M. Wiseley, Indianapolis, Indiana.

E. Advisory Panel.—In addition to the Board of Directors, there
should be a large panel of at least one hundred individuals representing
the same kinds of competencies and abilities as those described for
Board membership. The principal function of this panel should be to
provide advice to the Board. The Advisory Panel should routinely be
requested to review and comment on Center reports and policy drafts.
The Panel should also be the primary source for aﬁpointments to
special committees and study groups created by the Policy Board to
explore a particular problem or subject area in depth.

F. Program Priorities—In a field as diverse and fragmented as
health education there are no immediately obvious, generally ac-
ceptable, and logically appropriate priority rankings among the long
list of potential specific program objectives the Center could select
for action in its first years of operation. Consequently an organizing
phase is indicated for the Center’s initial activities. In this period,
the open, in-depth analysis of alternative opportunities to achieve
nationally signi.gcant impacts and the consensus selection of initial

rogram (Friorities by the Board based on input from the Advisory
anel and a large sample of outside organizations and agencies should
be the Center’s top priority objective.

G. Euxternal Relationships.—The organizations, groups and individ-
uals to be involved in any given phase in the Center’s policy process
will vary depending on the nature of the needs or problems being
explored. Although the Center will not be a membership organization,
it should be linked to a comparatively large number of external
organizations by a variety of both formal and informal mechanisms.
The Center should seek ties with representative health, education,
welfare, and civic organizations and associations. It should also seek
the support and endorsement of major corporations in business and
industry, labor unions, and private foundations. The Center should
involve these constituents in all aspects of its policy and program
development both on an individual basis and through the formation
of special purpose coalitions and consortia. The Center also should
develop mechanisms to involve outside organizations in its processes
for the periodic review and assessment of its policies and performance.

Private and public financial supporters of the Center should be
publicly identified in the Center’s annual report. Outside organiza-
tions unable to support the Center financially but wishing to affiliate
with its goals and policies should be given the opportunity to formally
signify their endorsement after action by the Center’s and the re-
spective agency’s policy body. All organizations, groups and in-

ividuals who participate in Center activities, advisory groups, and
projects should be listed in relevant reports.
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H. Center Funding.—The Center should be funded by varying
combinations of private and public funds, including direct appropria-
tions, grants, contracts and unrestricted donations s appropriate
for its general support and the financing of various special projects
and activities. 3

The authorized $1 million of core support for the Center for its
first three years of operation is intended to provide for the establish-
ment of its core policy process and staffing; i.e. to rovide for the
costs associated with the meeting and other expenses of the Board and
its communications with the Advisory Panel, and to support the
acquisition of a competent core staff. The Center’s internal staff
organization should be headed by a President to be named by the
Board and such other members as he selects. The staff organization
should be modeled on a matrix (rather than a bureaucratic) organiza-
tional design which stresses the accomplishment of tasks by ad hoc
teams and special project activity in combination with routine pro-
gram functions. The initial core staff should be small in number and
emphasize coordinative, program design and management, group
process, and communication skills. Members of the Board and advi-
sory panel, staff on loan from cooperating organizations and outside
consultants should be utilized in addition to Center staff to complete
special project activities. f )

It is estimated that full scale Center operation will require approxi-
mately $5 million annually. Funds to support the increased costs
should be raised from private sources. i

In addition to support for core operating costs of the Center, it is
expected that the Center will also seek variable additional amounts
in grants and contracts from both private and public sources in order
to accomplish a variety of special projects. Thus the total annual
income required to-achieve the Center’s program objectives in any
given year should vary substantially depending on changes in pro-
gram priorities and on the extent to which external organizations
voluntarily undertake the performance of Center designed projects
without using the Center as a fiscal intermediary. 1

A modest but relatively secure core operating budget combined
with the necessity to secure additional, earmarked financial support
to accomplish non-routine tasks and special projects is inherent to our
concept of the Center as a non-bureaucratic, private sector based
problem-solving mechanism. The Committee recognizes that the bur-
den of securing the support and resources required to perform projects
on a case-by-case basis can be quite high. The Committee believes,
however, that the quality, feasibility, and general acceptability of
proposed Center projects should be tested ‘‘realistically”; 1.e. by their
ability to attract endorsement and allocation of resources from out-
side organizations.

8. GRANTS FOR WATER TREATMENT PROGRAMS

Section 178 of the Committee’s bill provides a modest authorization
of $9 million for communities which wish to seek partial Federal assist-
ance in order to treat their water supplies. The Committee is convinced
of the safety and effectiveness of fluoridation as a powerful preventive
weapon in the battle against dental disease. The efficacy of fluorida-
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tion has been widely known for many years, and the Committee has
received overwhelming testimony from both scientific and professional
groups to this effect.

Dental caries is the most prevalent disease in the United States
today and one of the most costly of all chronic diseases. By age two,
approximately one-half of the children in this Nation have experienced
tooth decay. By age fifteen, the average child has 11 decayed, missing,
or filled teeth.

Bringing the level of fluoridation in community water supplies to
the optimum level is the safest, most effective, and most economical
way to prevent tooth deeay. Fluoridation prevents 40-60 percent of
the dental caries usually experienced by children. The effects of fluori-
dation have been studied in the United States since 1945 and all
communities involved have reported significant reduction in tooth
decay as a result of this public health measure.

Fluoride occurs naturally in most water supplies and raising i to
the optimum level to prevent tooth decay, usually one part per million,
has never been proved to be hazardous to health. Adjusting the
fluoride content of the water will not increase the likelihood of cancer,
heart disease, kidney disease, allergies, or any other physical or mental
illness. Indeed, fluoride is considered an essential trace element vital
to proper nutrition, growth, and development.

deusting the fluoride level in a community’s water supply costs a
maximum of 10 or 15 cents per person annually. It results in a 50
percent or more savings in a family’s dental bill. F?:)r every dollar spent
on fluoridation, $30-50 can be saved in dental care costs. Other
methods for the prophylactic application of fluoride are available,
however, none are as effective or as economical as fluoridation of
drinking water. Its benefits are conferred on everyone, regardless of
socio-economic level. It is effective without the need for any action by
the individual.

A report released this year by the Director-General of the World
Health Organization renewed that organization’s support of water
fluoridation and said that ‘“‘unless there are overriding technical
reasons, no nation can afford the luxury of not fluoridating every
central water supply system containing less than the optimum con-
centrations of fluoride.” The WHO report affirmed that fluoridation
of the water supply should be the cornerstone of any national program
of dental caries prevention.

The need for this provision is expressed by the professional organi-
zations concerned with dental health care, as follows:

AMERICAN DENTAL ASSOCIATION,
Washington, D.C., July 15, 1975.
Hon. Jacos Javirs,

Russell Senate Office Building,
Washington, D.C.

Dxrar SENaTOR JavIiTs: It is my understanding that you are planning
to offer as an amendment to S. 1466, the Disease Control Amendments
Act, a provision authorizing grants for water treatment programs
which is identical to that contained in section 1702 of S. 2026, the
Children’s Dental Health Act of 1975. I am writing to express the
support of the American Dental Association for this amendment.

«
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The preventive benefits of water fluoridation have long been recog-
nized by the dental profession. Water fluoridation programs such as
those which would be promoted under your amendment would be
extremely helpful in preventing oral disease for the citizens of this
nation.

As Senator Magnuson indicated in his introductory remarks on
S. 2026 “it has been estimated that at least $2.6 billion could be saved
over the first fifteen years of a national health insurance program
provided universal fluoridation were in effect at the start of that
program.” Monetary savings of that magnitude, as well as the po-
tential for improved oral health, are examples of the significant
benefits which can be gained from a general water fluoridation
program, o i

On behalf of the American Dental Association, let me again express
my support for this amendment which you will be proposing. If I or
my Association can provide you with any further information, please
do not hesitate to call on us.

Sincerely yours,
Pavn W. KunkEiy, Jr., D.M.D,,
Chairman, Council on Legislation.

VI. CommiTTEE VIEWS
TITLE I

1. The lessons of the history of communicable disease control are
several. First, apparent success has fostered premature relaxation. This
complacency has resulted in a resurgence of disease and untold unnec-
essary personal suffering. The Committee is concerned, after reviewing
the Administration’s funding level proposal, as set forth in their hear-
ing testimony and their bill (Senate Bill 1756), that this lesson has not
been learned well. We are particularly concerned that while measles,
rubella, and polio are at their lowest points ever, too much of the popu-
lation is not protected against these diseases and a relaxation of our
national commitment to support efforts to immunize children will have
dire, totally preventable, consequences. This also characterizes the
Administration’s commitment to tuberculosis control. In addition to
not requesting appropriations for tuberculosis control project grants,
the Administration is requesting that 314(d) public health formula
grant funding be terminated as well. That program is the only existing
source of Federal funding available to States to support tuberculosis
control programs. Rather than turn our attention away from tu})ercu-
losis, the committee believes we should seize the opportunity to
accelerate the decline and eventual eradication of this disease. .

2. The second lesson is in many ways the most critical, and is
certainly one that experience has taught time after time. The control
of communicable disease is not and should not be solely the responsi-
bility of State and local governments. They cannot do the job alone
and communicable disease does not recognize State boundaries. The

rolonged debate over the appropriateness of Federal help in control-
Eng these diseases has been a key factor in many of our missed oppor-
tunities of the past. The Committee reiterates its conviction that
States acting singly and according to their own financial capabilities
and interests will not result in the control of these diseases.
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3. The Center for Disease Control should strengthen its role in
providing leadership in achieving the national elimination of prevent-
able diseases and conditions. Its full technical and personnel capabil-
ities should be mobilized to achieve this goal. This will necessitate
support of on-going disease control programs and the ability to respond
to disease outbreaks and health emergencies which, by their unpredict-
able nature, few States are equipped to address. In testimony before the
Committee, the Association of State and Territorial Health Officers
testified to the effectiveness of the CDC system of assigning personnel,
upon request, to the States to assist them in carrying out disease
control programs and in responding to disease outbreaks and health
emergencies. The Committee supports and wages the continuation of
that unique and effective approach to Federal/State cooperation.

4. Finally, the challenge before us is not soley to apply all available
technology to the job o% controlling communicable diseases, and to
ensure this through sustained leadership at the national level, but to
use this approach to eliminate or ameliorate other diseases and
conditions which are susceptible to reduction through organized
community programs. As we as a nation address inequities in the
quality and accessibility of health care services, we must invest
appropriate resources in the prevention of disease, disability, and
premature death. Some preventive health services can be delivered
on a personal, one-to-one, basis in the health care system, and can be
financed accordingly. Other preventive health services, such as the
types of programs carried out in the areas of disease control, including
health education, must be carried out on a communitywide and
nationwide basis, and financed accordingly. It is the Committee’s
conviction that preventive health programs are essential to improving
the health of the American people, and they will be a major factor in
containing cost and improving the quality of health services. Senate
Bill 1466 as reported by the Committee is intended to lay the ground-
work for an expanded effort in disease prevention.

TITLE II

1. The Committee recognizes that epidemic venereal disease is still
very much a problem. The magnitude of the problem of venereal
disease, with its particular inability to recognize state boundaries, and
the unique social implications of venereal disease, the Committee
believes necessitates a separate categorical program to attack the
problem. The combined reported incidence ofp ingctious syphilis and
gonorrhea has risen to an unprecedented level of nearly 900,000 cases
annually. Evidence suggests that the actual incidence level, which
includes those cases of venereal disease that are not reported to public
health authorities, is much greater. While this level of disease poses a
most serious threat to the health and welfare of the public, the Com-
mittee notes it is encouraging that efforts to control this epidemic
have not been in vain. Specifically, gonorrhea, while still increasing is
doing so at a smaller rate. In_addition, infectious syphilis incidence
has declined for the first time in six years. These positive indications
are largely due to the various control and prevention activities—
screening, contact tracing, information and education diligently
pursued by public health authorities with the support and assistance
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of the Center for Disease Control and the American Social Health
Association, a voluntary agency—and achieved through a separate
categorical program authorized in law. Furthermore, it is encouraging
the Committee notes, that the National Institute of Allergy and
Infectious Disease, through numerous research grants and awards in
the area of venereal disease, is aggressively seeking to broaden our
understanding of these conditions. The Committee hopes that the
acquisition of such knowledge will someday permit the development
of effective vaccines against the venereal diseases.

2. Title II of the Committee reported bill, based on legislation
authored by Senator Javits (S. 1454), would continue to authorize
essentially the same sound public health approach (research, tech-
nical assistance, pilot and demonstration projects, improved clinical
services, prevention and control activities such as screening, contact
tracing, and public information and education) to the VD problem
as in the past three years. In addition, this title would redefine the
term ‘‘venereal disease”, as provided in S. 1454, to include all sexually
transmitted diseases that are of public health significance. To con-
tinue to ignore these other serious diseases would tend to foster the
same condition that originally permitted gonorrhea to reach epidemic
proportions.

3. It is the findings of this committee that the authorities created
by this bill stem from and support a sound and logical public health
approach to the venereal disease epidemic. The committee notes
with some dismay that not all of the authorized resources available
to combat these diseases were utilized during the past three fiscal
years. The Committee urges that serious consideration be given to
employing all authorities and means available to prevent and control
venerealflgisease in the three fiscal years covered by this bill.

TITLE III

1. The Committee was impressed the important and often crucial
role the individual can play in maintaining his own health, a role
rarely clearly explained or adequately described.

2. Similarly, the Committee believes that while the need and
demand for Kealth care services have been rising, health education
and promotion has been neglected. Many, perhaps the major causes
of sickness and death can be affected, certainly prevented, by moder-
ating self-imposed risks. This could be greatly facilitated if the field
of health eductiaon were not so fragmented, uneven, and lacking a
focal point. Until quite recently, no agency inside or outside of govern-
ment has been responsible for, or assists in setting goals, developing
nat,i]onal policy, maintaining criteria of performance of measuring
resuits.

3. The Committee focused on nutrition as a major area of concern,
recognizing that what is taught to children about this subject is
inadequate. Nutrition studies reveal that teenagers often damage
their health through poor eating habits. One researcher has pointed
out that if intervention to modify coronary risks is put off until
adulthood, it is too late. Such risks are directly related to nutrition.
The Committee considers nutrition education an important feature
of the reported bill and intends that nutritionists will affect the policy
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direction of both the Office of Consumer Health Education and
Promotion and the Center for Health Education and Promotion.
The Committee looks for guidance in this endeavor to the Select Com-
mittee on Nutrition and Human Needs. A nutrition education pro-
posal will be the subject of Senate hearings in September 1975.

4. The Committee recognizes that over 889, of the people look to
their physicians or rely upon television commercials for information
about health. Evidence reveals that physicians are too busy to do an
effective job in educating their patients and that too many television
messages are primarily concerned with product promotion rather
than with true consumer health education. Broviders of care, including
hospitals, do little to overcome deficiencies even though such pro-

rams of patient health education have proven to be cost effective.
Neither voluntary health organizations nor insurance carriers (private
or non-profit) have exploited fully their opportunities.

5. The Committee has reviewed research studies of patient and
community health education programs and is encouraged by the re-
sults. The studies reveal that as a result of sound programs, morbidity
and mortality, hospital days, emergency visits, and costs have been
significantly reduced. Other evaluations showed the nutritional
status and knowledge about other risk factors were markedly increased
as a result of carefully developed programs. Such research is vitally
necessary and will serve to determine the directional emphasis for
policy design in both the Office and the Center.

' 6. The Committee was troubled by the lack of adequate data about
the needs, attitudes, knowledge, and behavior of the American public
regarding health. Through the reported bill the Committee directs
the National Center for Health Statistics to make continuing surveys
to obtain such information.

7. The Committee recognizes the need for adequately trained health
education practitioners who will be engaged in health education teach-
ing research and in health education practice. Emphasis should be
placed on raising the level of training given to those who will enter
the field of health education practice. Additionally, support should
be given to those who are engaged in theoretical research in the field
of health education and promotion since it is this group whe develop
the conceptual frameworks from which sound practice derives. Short-
term continuing education programs should also be included to up-
grade skills of a variety of health providers, including doctors, nurses,
educational specialists, and mid-level health practitioners.

8. The proposed creation of an Office of Health Education in the
Department of Health, Education, and Welfare is not intended by
the Committee to reflect negatively upon the efforts of the new
Bureau of Health Education in the Center for Disease Control which
was assigned initial responsibility for developing a health education
focus but rather to emphasize the Committee’s concern with the need
for greater focus and commitment by the Department of Health,
Education, and Welfare. The Bureau, in its ten months of existence
with very limited resources in terms of both budget and personnel,
has made many important contributions both within and outside the
Federal structure, including !support and leadership in the develop-
ment of a private-sector National Center for Health Education, the
initiation of cooperation among Federal agencies in pursuit of common
health educs}tion objectives, and the development of innovative health
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education projects. The proposed Office of Consumer Health Educa-
tion and Promotion may very well rely upon the Center for Disease
Control as well as the other organizations in HEW that are responsible
for health education activities to execute the programmatic aspects
of health education but the Committee believes a higher level focus,
as provided in the Committee reported bill, is essential.

9. The Committee considered S. 544 with a view to including this
Comprehensive School Health Education provision to S. 1466. The
Committee recognizes that S. 544 is essential legislation if a meaning-
ful preventive program to improve the health of the American people
is to be a reality. A portion of S, 544, accordingly, has been. included
in S. 1466. The language establishes a program of grants to local
education agencies and institutions for inservice education oppor-
tunities for elementary and secondary school teachers in a broad
scope of health education areas.

10. The Committee recognizes that dental caries is the most
prevalent disease in the United States and one of the most costly
of all chronic diseases. By age two, approximately one-half of the
children of this nation have experienced tooth decay. By age fifteen,
the average child has eleven decayed, missing, or filled teeth. Section
1718 of the Committee reported bill therefore provides a modest
authorization for communities voluntarily wishing to seek partial
federal assistance in order to fluoridate their water supplies, which is a
proven effective health prevention methodology.

11. The Committee considered who should serve as members of the
Board of Directors for the publicly chartered, private Center for
Health Education and Promotion. A sampling of these have been
listed in an earlier part of this report as a guide for the President in
selecting a Board representative of the prerequisite skills, compe-
tencies and disciplines necessary for fulfillment of the Committee’s
objectives, as provided in the reported bill.

12. The Committee has determined that current funding levels
for health education programs are grossly inadequate by every
measure applied, including comparison with total U.S. health care
expenditures, the Federal health budget, individual hospital budgets,
the cost of individual programs, and—most dramatically—by com-
parison with the advertising budgets of over-the-counter drugs.
Health education expenditures, as a percentage of national health
expenditures or individual hospital budgets are in the order of magni-
tude of one-fourth to one-half of one percent, which the Committee
believes is not sufficient to do the job.

13. While the effectiveness of health education as a whole is widely
debated, the Committee believes that there is now evidence from a
number of studies that well-designed programs, incorporating the
various elements of health education included in the reported bill
definition, can be effective in producing desired behavior change if
accompanied by national Solicies and mass communications programs
designed to reinforce, rather than undermine, the educational goals.

14. Authorizations of appropriations in the Committee reported
bill have been consistently reduced from the bills as introduced and
upon which the reported has been based. Committee action in this
regard is not intended to express the need for funding of such programs
but rather to provide realistic funding levels in line with congressianal
appropriations. '
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VII.—ApMINISTRATION VIEWS

DeparrmMENT OF HEALTH, EDUCATION, AND WELFARE,
July 16, 1975.
Hon. Harrison A. WiLLiawms, JT.,
Chairman, Committee on Labor and Public Welfare,
U.S. Senate, Washington, D.C.

DEar Mr. CraramaN: This is in response to your requests of April
23 and 24 for reports on S. 1466, a bill “To amend the Public Health
Service Act to extend and revise the program of assistance for the
control and prevention of communicable diseases,” to be cited as the
“Disease Control Amendments Act of 1975;” and S. 1454, a bill “To
revise and extend the Public Health Service Act, and for other pur-
poses,” to be cited as the “National Venereal Disease Prevention
and Control Amendments, 1975.” :

8. 1466 would amend the Public Health Service Act to expand the
scope of the present section 317 by eliminating the word communica-
ble each time it appears, and to authorize grants for control of “other
conditions,” rodent control and lead poisoning control. Project grant
funds are authorized to be appropriated in the amount of $111 million
for the fiscal year ending June 30, 1976, and for each of the next two
succeeding fiscal years. For each of these fiscal years there are author-
ized $11 million for tuberculosis control; $25 million for vaccine-
preventable diseases; $35 million for rodent and lead poisoning con-
trol; and $40 million for other diseases or conditions (except those
already specified). In addition, it continues the appropriation eeiling
of $5 million for health emergencies for the fiscal year ending June 30,
1976, and for each of the next two succeeding fiscal years.

The bill also provides that nonprofit organizations which received
grants during 1975 for rat control and lead based paint project grants
will be eligible for continuation.

The bill defines a disease control program as a program which is
designed and conducted so as to contribute to national protection
against tuberculosis, rubella, measles, Rh disease, poliomyelitis,
diphtheria, tetanus, whooping cough, mumps, diabetes mellitus, lead
poisoning, rodent infestations, or other diseases or conditions (other
than venereal disease) which are amenable to reduction, and are
determined by the Secretary to be of national significance. The
definition includes vaccination programs, casefinding programs, public
and professional education programs, other preventive health pro-
grams, laboratory services, and studies to determine the communicable
disease control needs of States and political subdivisions of States and
the means of best meeting their needs.

S. 1454 would amend section 318 of the Public Health Service Act
to extend the authorization for grants for the prevention and control
of venereal diseases. The proposed legislatiqn reauthorizes and extends
grants for venereal disease control and authorizes a total of $87 million
for grants for the fiscal year ending June 30, 1976, and for each of the
four succeeding fiscal years. Of this total $12 million is authorized for
project grants for research, demonstration, and training for each fiscal
year through 1980; $30 million is authorized for formula grants for
venereal disease diagnostic and training services for each fiscal year
through 1980; and $45 million is authorized for project grants for con-
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trol programs each fiscal year through 1980. The bill adds a new sec-
tion 318(i), which defines venereal disease as syphilis and gonorrhea
and any other sexually transmitted diseases which the Secretary finds
to be of national significance and which, with respect to project grants
under 318(d), is amenable to control. A new subsection is added to
section 318(c), formula grants for venereal disease diagnostic and
treatment services, to require that recipients of grants provide to the
extent feasible diagnostic and treatment services for a wide range of
gastro-urinary conditions. It also eliminates the requirement that
grantees provide darkfield microscopic techniques for diagnosis of
both syphilis and gonorrhea. \

In addition, section 318(d) is expanded to add to the list of support-
able activities routine testing, including attendant laboratory and
follow-up system costs. It also changes the purpose of special studies
and demonstrations from evaluation of control to evaluation of
prevention and control strategies and activities. The bill also adds
nonprofit private entities as eligible recipients for technical assistance.

As Dr. Cooper testified on May 7, 1975, the Department opposes
enactment of these two bills. First, we oppose the continuation of
separate categorical grant authorities. The two bills would extend seven
different categorical grant authorization ceilings from three to five
fiscal years. The establishment of several legislative authorities causes
considerable hardship on State and local health agencies trying to
carry out well balanced, effective preventive programs and continues
to make Federal assistance unnecessarily complicated. In addition, we
strongly oppose the funding authorizations in S. 1466 and S. 1454
which, at $203 million per year, are nearly six times the President’s
budget request of $34 million for 1976. The appropriation authoriza-
tions should recognize the demonstration nature of Federal lead and
rat-control project grants and place greater reliance on the discretion
and capabilities of State and local governments and the private sector
in disegse control. Federal spending commitments must be consistent
with the need to reduce Federal spending and to generate increased
commitment to these programs by State and local governments.

We therefore recommend against enactment of these bills. We recom-
mend, instead, enactment of S. 1756 introduced by Senator Schweiker
on behalf of the Administration. The bill combines sections 317 and 318
into a single authority and authorizes amounts adequate to meet pro-
gram objectives.

We are advised by the Office of Management and Budget that there
is no objection to the presentation of this report from the standpoint of
the Administration’s program and_ that enactment of S. 1466 and
S. 1454 would not be consistent with the Administration’s objectives.

Sincerely,
Caspar W. WEINBERGER,
Secretary.
VIII. Cost EstiMATE
The Committee’s bill include authorization for:
1976, cmoeiraemssiieiie bib oty Lo 3orcwn pids Lh e cna Liiees $83, 000, 000
1377 ....................................................... 95, 000, 000
(076 NI o F ol oty e o 06 el S o bt A IR s (051 (o 121, 000, CCO

s
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IX. TaBvraTion ofF Vores Cast ix COMMITTEE

Pursuant to section 133(b) of the Legislative Reorganization Act
of 1946, as amended, the following 1s a tabulation of votes in
Committee:

Motion to report the measure to the Senate carried unaminously.

X. A SECTION-BY-SECTION ANALYSIS
TITLE I—DISEASE CONTROL

SHORT TITLE

Sec. 101 states that this title may be cited as the ‘“Disease Control
Amendments Act of 1975"".

AMENDMENT TO THE PUBLIC HEALTH SERVICE ACT

Subsection 102(a) amends subsection (a) of section 317 of the Public
Health Service Act (42 U.S.C. 247b) by—

(1) inserting ‘“‘project’’ before “‘grants’ in the first sentence;

(2) inserting “project’’ before ‘“grant” each time it appears;

(8) striking “communicable’” each time it appears in the second
sentence,

(4) inserting ‘‘or conditions” after ‘‘diseases’ in the second
sentence; and

(5) striking ‘‘disease’ in the second sentence.

Subsection 102(b)(1) amends subsection (b) of such section by
inserting “project’’ before ‘“grant’ each time it appears.

Subsection 102(b)(2) amends subsection (b)(2)(B) of such section

(A) inserting “or conditions” after “diseases’;

(B) striking “‘of the importance of immunization against such
diseases, to encourage such persons to seek appropriate immuniza-
tion and to facilitate access by such persons to immunization
services” and inserting in lieu thereof “including the methods and
services available to prevent these diseases or conditions’’.

Subsection 102(b)(3) provides that the amendment made by para-
graph (2) shall be effective for fiscal years beginning after June 30,
1975.

Subsection 102(c) amends subsection (b)(2)(C) of such section by—

(1) striking “‘communicable’” each time it appears;

(2) inserting ‘“‘or condition” after ‘“disease” the first time it
appears; and

(3) striking ‘‘disease” the second time it appears and inserting
in lieu thereof “related”.

Subsection 102(d)(1) amends subsection (c¢) by inserting ‘“‘project’
before ‘“grant’ each time it appears.

Subsection 102(d)(2) amends subsection (c)(2) of such section by
inserting before the period at the end thereof”’, and such amount
shall be deemed as part of the grant and deemed to have been paid
to the recipient”.
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Subsection 102(e) amends subsection (f) (1) of such section by—
(1) striking “communicable’’;
(2) inserting “‘or conditions” after ‘“disease’”; and
(3) inserting “project” after ‘‘grants’’ each time it appears.

Subsection 102(%) amends subsection (g) of that section by—.

1) ir&serting “or conditions’’ after ‘“‘diseases’ in clauses (1) and
(2), an
" (2) inserting “and conditions’ after “diseases’” in clauses (3)
and (4).

Subsection 102(g) amends subsection (h)(1) to read as follows:

(1) The term ‘disease control program’ means a program which is
designed and conducted so as to contribute to national protection
against tuberculosis, rubella, measles, Rh disease, poliomyelitis,
diphtheria, tetanus, whooping cough, mumps, diabetes mellitus, or
other disease or conditions (other than venereal disease) which are
amenable to reduction, and are determined by the Secretary to be of
national significance. Such term includes vaccination programs, case-
finding programs, public and professional education programs, other
preventive health programs, laboratory services, and studies to
determine the communicable disease control needs of States and
poli(tl;ical subdivisions of State and the means of best meeting such
needs.”. ‘

Subsection 102(h) amends (i) of such section by—

(1) striking ‘“‘communicable’ ; and
(2) inserting “‘project” before ‘‘grants’’.

Subsection 102(1) is amended by adding after subsection (i) the
following new subsection:

“Subsection 102(j) provides that for the purpose of payments I}zur—
suant to project grants and contracts under section 317 of the Act there
are authorized to be appropriated $30,000,000 for the fiscal year ending
June 30, 1976, $35,000,000 for the fiscal year ending June 30, 1977,
and $40,000,000 for the fiscal year ending June 30, 1978.”

TITLE II—VENEREAL DISEASE

Sec. 201 states that this title may be cited as the “National Venereal
Disease Prevention and Control Amendments of 1975.”

FINDINGS AND DECLARATION OF PURPOSE

Subsection 202(a) states that the Congress finds and declares that—

(1) the number of reported cases of venereal disease continues in
epidemic propertions in the United States;

(2) the number of patients with venereal disease reported to
public health authorities is only a fraction of those actually
mfected;

(3) the incidence of venereal disease is particularly high in the
15~29-yesar age group, and in metropolitan areas;

(4) venereal disease accounts for needless deaths and leads to
such severe disabilities as sterility, insanity, blindness, and
crippling conditions;

(5) the number of cases of congenital syphilis, a preventable
disease, tends to parallel the incidence of syphilis in adults;
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(8) it is conservatively estimated that the public cost of care
for persons suffering the complications of venereal disease exceed
$80,000,000 annually;

(7) medical researchers have no successful vaccine for syphilis or
gonorrhea, and have ho blood test for the detection of gonorrhea
among the large reservoir of asymptomatic females;

(8) school health education programs, public information and
awareness campaigns, mass diagnostic screening and case followup
activities have all been found to be effective disease intervention
methodologies;

(9) knowledgeable health providers and concerned individuals
and grloups are fundamental to venereal disease prevention and
control;

(10) biomedical research leading to the development of vac-
cines for syphilis and gonorrhea is of singular importance for the
eventual eradication of these dreaded diseases; and

(11) a variety of other sexually transmitted diseases, in addi-
tion to syphilis and gonorrhea, have become of public health
significance.

Subsection 202(b) states that in order to preserve and protect the
health and welfare of all citizens, it is the purpose of this Act to
establish a national program for the prevention and control of venereal
disease.

Subsection 203(a) amends subsection 318(a) of the Public Health
Service Act (42 U.S.C. 247¢) by inserting “and nonprofit private
entities” after “authorities’. ‘

Subsection 203(b) amends subsection 318(b)(1) of such Act by in-
serting “which will contribute to national objectives” after “trainingt’)’ :

Subsection 203(c) amends subsection 318(b)(2) of such Act by
inserting before the period at the end thereof “and $5,000,000 for the
fiscal year ending June 30, 1976, $5,000,000 for the fiscal year ending
June 30, 1977, and $5,000,000 for the fiscal year ending June 30, 1978”.

Subsection 203(d) amends subsection 818(c)(1) of such Act by
adding at the end thereof ‘‘and $5,000,000 for the fiscal year ending
June 30, 1976, and $10,000,000 for the fiscal year ending June 30, 1977,
and $15,000,000 for the fiscal year ending June 30, 1978.”.

Subsection 203(e) amends subsection 318(e)(2)(C) of such Act by
striking “(including dark-field micrpscope techniques for the diagnosis
of both gonorrhea and syphilis)”’.

Subsection 203 (f). Paragraphs (D), (E), (F), (G), and (H) of section
318(c) (2) of such Act are redesignated as (E), (F), (G), (H), and (I),
?nﬁi the following new paragraph is inserted after paragraph (C) as

ollows:

“(D) to the extent feasible as determined by criteria developed
by the Secretary, the provision of clinical services for persons
affected with venereal disease which includes diagnosis and care
for persons with a wide range of genitourinary diseases and con-
ditions, which, because of their symptoms and clinical presenta-
tions, are commonly present in persons with actual or suspected
venereal disease;”’.

Subsection 203(g) amends subsection 318(d)(1) (B) of such Act by
inserting before the semicolon at the end thereof the following: ‘“and
routine testing, including attendant laboratory and followup systems
costs thereof”’.

-
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Subsection 203 (h) amends subsection 318(d)(1)(D) of such Act by
inserting “targeted’” before ‘“‘professional”. 3

Subsection 208(1) armends subsection 318(d)(1) (E) ‘of siech Act by
striking “control”’ and inserting in lieu thereof ‘‘prevention and con-
trol strategies or activities’.

Subsection 203(j) amends subsection 818(d)(2) of such Act by in-
serting before the 'period at the end thereof ‘“‘and $31,000,000 for the
fiscal year ending June 30, 1976,-$33,000,000 for the fiscal year ending
June 30, 1977, and $36,000,000 for the fiscal year énding Jumne 30,
1978,

Subsection 203 (k) aimends subsection 318¢h) of such Aet by striking
“treated or to have any child or ward of his”. _

Subsection 203(1) amends section 318 of such Act by adding at the
end thereof the following: :

“(m) As used in this segtion, the term *veneral disease’ means
syphilis and gonorrhed and any other sexually transmitted disease
whidh the Secretary finds to be of national signifieance and which,
with respect to grants under subsection (d), the Secretary firids to be
amenable to control.”.

TITLE III—HEALTH EDUCATION AND PROMOTION
SHORT TITLE '

Sec. 301 states that this title may be cited-as the “National Con-.
sumer Health Education and Promotion Act of 1975”.

AMENDMENT TO THE PUBLIC HEALTH SERVICE ACT

Sec. 302 amends the Public Health Service Act by adding after
title XVI the following new title:

“TITLE XVII—OKFICE OF CONSUMER HEALTH EDUCA-
TION AND PROMOTION AND THE CENTER FOR
HEALTH EDUCATION AND PROMOTION

“Part A—Orrice or ConsumiErR Hearra EpvcaTion AND ProMmorion

“ESTABLISHMENT OF OFFICE OF CONSUMER HEALTH EDUCATION AND
PROMOTION 5

“Sgc. 1701. (a) Establishes in the ;II)rlgpa,_rtment of Health, Education,
and Welfare the office of Consumer Health Education and Promotion
(hereafter in this Aot referred to as the ‘Office’) which shall be under
the direction of a Director who shall be appointed by the Secretary
of Health, Education, and Welfare (hereafter in this Act referred to as
the ‘Secretary’) and supervised by the Assistant Secretary for Health
(on such other officer of the Department as may be designated by the
Se¢retary as the principal adviser to him for health programs),” .;

Subséction 1702(b). provides that the Office, in order-te facilitate
the development of health education and promotion strategy for the
Natien, shall carry out the followiAg.functions: Engage in resesnch
in health education: pragrams, stimuléate and coordinate communica-
tions in. health éducation, and ovérview and coordingte Federal
programs.
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GENERAL AUTHORITY

Sec, 1702 provides that the Seeretary, acting through the Office
all— y )
3 (1) design and implement national goals and strategies with

respect to health education and premotion; {

 (2) determine health education and promotion needs and
resources, and recommend appropriate educational certifying
policies for health education and prometion manpower; )

(3) incorporate appropriate health education and promotion
strategies into every facet of our society and increase the appli-
cation of health knowledge, skills, and practices by the general
population ih their patterns .of daily living; ;

4) increase the effectiveness and efficiency of health education
and proemotion programs through improved planning, implemen-
tation of tested models, and evaluation of results;

(5) establish systematic processes for the exploration, develop-
ment, demonstration, and evaluation of nnovative health
education concepts; and i)

(6) foster information exchanges and cooperation among health
education providers, consumers, and supporters. :

The Secretary shall carry out this title in a manner consistent with the
national health priorities set forth in section 1502 of the Public Health
Service Act and with activities undertaken under title XV of the
Public Health Service Act (relating to health planning and
development). ‘

SPECIFIC FUNCTIONS

Research Programs

Subsection 1703(a)(1) provides that the Secretary shall by grants
and contracts to public or nonprofit private entities conduct and
support research in health education and promotion in the manner
described in this subsection. { ;

Subsection 1703(a)(2) provides that the Secretary in cz}rrym% out
his responsibilities under this section, shall use the findings of the
continuing surveys of the needs, interests, attitudes, knowledge, and
behavior of the American public regarding health as conducted by the
National Center for Health Statistics as a basis for formulating
policy with respect to health education and promotion.

Community Programs

Subsection 1703 (b)(1) provides that the Secretary shall support and
encourage innovative programs in health education and promotion in
the manner described 1n this subsectioa. ] :

Subsection 1703(b)(2)(A) provides that the Secretary is authorized
to make grants and contracts to public or nenprofit private entities
for the purpose of developing programs of health care education for a
defined geographic region pursuant to and in accordance with those
established in section 1511 of the Public Health Service Act and with
activities undertaken under title XV of the Public Health Service Act
(relating to health planning and development). In awarding such grants
and contracts the Secretary shall assure an equitable geographic and
demographic distribution of all funds appropriated.

51

Subsection 1703(b)(2)(B) provides that projects which receive
Federal funds under this subsection shall—

(1) utilize in a coordinated manner such health education
methods as may be appropriate to provide effective health educa-
tion services to the population of the applicable region; and

(2) evaluate the effectiveness of each health education method
utilized and identify its particular advantages or disadvantages.

Health Education Training

Subsection 1703(c) provides that the Secretary acting through the
Director is authorized to make grants and contracts to public or non-
profit private entities to provide for the training for health personnel
n heaﬂh education and prometien.

School Health Education Training

Subsection 1703(d)(1) provides that the Secretary acting through
the Director may make grants to local educational agencies and in-
stitutions of higher education for teacher training with respect to the
provision of comprehensive health education programs in schools. The
subsection descrigle;s the manner in which such grants may be used, and
the scope of the term ‘health education and health problems’ for
purposes of this subsection.

Subsection 1703(d)(2) provides that the Director, in exercising
authority with respect to (a) determination of criteria for the selec-
tion of grants, and (b) selection of grants from eligible applicants,
shall consult with, and obtain the approval of, the Commissioner of
Education.

Subsection 1703(d)(3) provides that in establishing criteria for the
award of grants under this section, such criteria must include priority
for applications for support of programs which provide: (1) inservice
rather than preservice training, except in such cases where an applicant
has demonstrated that: (A) inservice trainming is not practicag e, and
(B) reasonable opportunity exists for persons undergoing presetvice
training to obtain positions in which they shall apply such training,
and (2) training of persons who, as a result of such training, will have
as their major responsbility, work in health education in schools.

Requirements Applicable to Providers of Institutional Care

Subsection 1703(e) provides that the Secretary may not approve an
application of dany health care facility for a grant or contract under
the Public Health Service Act or the Community Mental Health
Centers Act for a fiscal year beginning after the date of enactment of
this act unless the application contains or is supported by assurances
satisfactory to the Secretary that, during the period for which the
assistance i8 applied is to be made available, the applicant will pro-
vide such consumer health education for individuals receiving in-
patient or outpatient services through such health care facility as
the Secretary shall by regulation prescribe.
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Commrimications in Health Education and Promotion

Subsection 1703(f) provides. that the Secretary shall establish
liaison with the Qffice, providers of health education services, and the
communicatipns media and prescribes the manner -in.which the
Segretary shall effect such liaison, .

. This subsection also, provides that in the case where materials are
developed, through activities funded under this title and/or through
activities of the Office and where the materipls have commercial
value, the moneys which result from the license, sale, rent, grant or
other. transaction of said matdrials shall be paid ‘into: ti;e public
treasury. The Director with consultation of ‘the Becretary shall
determine the fairi market value of such materials and shall have the
authority to authorize such transactions.

Federal Programs

Section 1703{g) provides that the Sedretary, in conjunction with the
Interdepartmental. Committee on Consumer Health Education and
Rromotion established by. section 1704, shall make récommendations
to the Congress for the inclusion :in appropriate legislation of- pro-
v}ilsiﬁns respecting health education and promotion. The Secretary
shall—

(1) promote the coordination, communication, and collabora-

tion of “health education and promotion programs within the
Department of Health, Education, and Welfare;’
. *(2) establish a liaison with other Federal agencies engaged in
health education and promotion, including the Consumer Product
Safety Commission, the Department of Agriculture, the Environ-
mental Protection Ageney, the Department of Transportation,
and the Defense; and -

.{3) identify and make public:these Federal programs and actions
which are not in the interest of public health and determine
methods for reviewing and cemmenting on such programs and
actions as identified pursuant to section 1704(d).

Interdepartmental Committee on Consumer Health Education and
Promotion

Subsection 1704(a) establishes an Interdépartmental Ceommittee
on Health Education and Promotion (hereinafter referred to in this
section as the “Committee” )-which shall be responsiblé for overview
and coordination-of all Federal programs and activities relating to
health education and promotion to assure the adequacy and effective-
ness of such programs and activities and to provide for the communica-
tion and exchange of information necessary to promote these functions.

Subsection. . 1704(b) provides that the Secretary or his designee
shall serve as Chairman of the Cemmniittee, and prescribes the member-
ship ofthe Committee. '

Subseotion 1704(c) provides that the Committee shall meet at the
call of the Chairman, but not less often than four times'a year.

Subsection 1704(d) provides that the Committee shall identify
Federal programs and actions which are not in the interest of public
health and determine methods for reviewing and commenting on

-
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such programs and actions; ancluding recommmendasions for legisla-
tion and administrative action within the executive branch.
Subsection 1704{e) ‘providds that the Beerdtary shall provide the
Committee with such full-time professiopal and clerical staff, informa-
tion, other support, und the services of such ¢o §1’ﬂtf§f;ﬁs as may be
netessary to assist il carfying out cffectively its funttions under this

section, _
Advisory Council

Subsection 1705(#) ebtablishes the @onsumer Health Education
and Promotion Advisory Council to belappointed by the Sécretary,
prescribes its make~up, and terms and cénditions of membership. This
subsection alsa provides that the Sderetary may appoint, in addition,
special advisory and technical committees. :

Subsection: 1705(b) provides that it shall bé the funetion of the
Advisony Council to provide advice and recommendations for the
consideration of the Secrétary on matters of generhl policy with réspect
to the functions of the Qfficd. The Advisory Couneil shall make an
annual report to the:Sécrevary and t6 the Congress on the performance
of its functions, including any recommendations it may -have with
respect theréto, _ . ‘ :

. Subsection 1705(c) provides that the Advisory Council i$ authorized
to engage such technical assistance and receive such additional support
as may be required to carry out ifs funetions.

Reports

Subsection 1706 ¢g) provides that the Secrétary shall miake an Annual
report (not later than Dedember 1 of eac¢h year excépt'in the year this
title is enacted into law) to the Congreéss on the astivities and poliey
recommendations ‘of the Office. :

Subsection 1706(b) provides that the Secretary, acting through the
Office, shall assemble and submit to the President and itheé Congtess
not later than Décember 1 of each year— ) i

(1) a report of the activities, findings, and; recommendations of
the Office, and _ i

(2) recommendations, baséd on the findings and recommenda-
tions of the Office, and the Interdepartmental Committee on
Consumer Héitth Education and Promotion for iegfisl'ati'én and
adininjstrative getion within the executive bravth. '

Subsection 1706(c) Provides that the Office of Madgement and
Budget may review any report, recomihertdatiohs or ‘submission made
by the Secretary, the gommittee, or the Adyisory Council in regard to
this Act befora'ifs strbmission to the €1 8, But theé' Office of Man-
agement and Budget may not revise the report or delyy: it submission,
and it mray submit to the Congress its cominents (sind those pgother
depgrtmeits or agencies of the "Governimeént) respecting such; sub-
mission, - i Driats: ey

Authorization of Appropriations

Sec. 1707 provides that to carry out this title there are ”a"t‘ithoi‘i’zed
to be appropriated $11,000,000 for the fiscal tyear ending June 30,
1976, $11,000)600 for the fiscal year ‘ending Juné 30, 1977, and
$24,000,000 for the fiscal year ending June 30, 1978.
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Parr B—CenTER FOrR HEALTH EpUcCATION AND PrROMOTION
Congressional Declaration of Policy

Segc. 1708 states that the Congress finds and declares that—
1) it is in the public interest to inform the public about health
and about ways to best protect and improve personal health;.

(2) the public must develop the ability to examine, and weigh
consequences of personal decisions respecting health;

(3) the public must be motivated to desire changes supportive
of more healthful lifestyles;

(4) impediments that inhibit the voluntsry adoption and
maintenance of more healthful practices by the public must be
identified and mitigated or removed;

(5) to achieve these goals it is necessary for the Federal Govern-
ment to complement, agsist, and support a national policy that
will advance the national health, reduce preventable illness,
disability, and death, moderate self~imposed risks, and promote
progress and scholarship in consumer health education and
promotion; and ‘

(6) a private corporation should be created to facilitate the
development of a health education and promotion strategy for
the Nation.

Board of Directors

Subsection 1709(a) provides that the Center shall have a Board of
Directors consisting of twenty-five members appointed by the Presi-
dent, by and with the advice and consent of the Senate.

Subsection 1709(b) prescribes the methods of selecting board
members, who shall serve as incorporators, and shall develop a non-
pri)ﬁt corporation within sixty days from the effective date of this
title.

See. 1710 provides that the members of the Committee shall serve
as first members of the Board, and prescribes the terms and conditions
of Board membership.

Officers and Employees

Subsection 1711(a) provides that the Center shall have a President,
and such other officers as may be named and appointed by the Board
for terms and at rates of compensation fixed by the Board, and
prescribes the terms and conditions of employment for such officers.

Nonprofit and Nonpolitical Nature of the Center

Subsection 1712(a) provides that the Center shall have no power to
issue any shares of stock or to declare or pay any dividends.

Subsection 1712(b) provides that no part of the income or assets of
the Center shall insure to the benefit of any director, officer, employee,
or any other individual except as salary or reasonable compensation
for services.

Subsection 1712(c) provides that the Center may not contribute to
or otherwise support any political party or candidate for elective
public office.

=
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Functions

Subsection 1713(a) prescribes the functions that the Center shall
carry out to facilitate tgxe development of a health education and pro-
motion strategy for the Nation. h ! {
Subsection 1713(b) provides that the Center in carrying out its
functions under this section may prescribe such regulations as it
deems necessary. .
Advisory Panel

Sec. 1714 provides that the Board shall appoint an advisory panel
comprised of one hundred individuals with appropriate competencies
and abilities. The principal function of the advisory Fan_el shall be to
provide advice for members of the Board. Additionally, it shall serve
as a primary source for appointments to special committees, task
forces, and conferences. The advisory panel shall receive all Center

reports.
Report to Congress

Sec. 1715 provides that the Center shall submit an annual report to
the President for transmittal to the Congress. The report shall include
a comprehensive and detailed report of the Center’s aperations, ac-
tivities, financial condition, and accomplishments under this title and
may include such recommendations as the Center deems appropriate.

Financing

Subsection 1716(a) provides that there are authorized to be appro-
priated to the Center for the purposes of carrying out the functions
enumerated in section 1716 of this Act $1,000,000 for fiscal year
ending June 30, 1976; $1,000,000 for the fiscal year ending June 30,
1977; and $1,000,000 for the fiscal year ending June 30, 1978.

Subsection 1716(b) provides that in addition to the sums authorized
to be appropriated by paragraph (a) of this subsection, the Center is
authorized $o receive income, grants, donations, bequests, or other
contributions from non-Federal sources.

Recards and Audits

Sec. 1717 provides that the accounts of the Center shall be audited
annually, and prescrihes the method and content of such audits.

Grants for Water Treatment Programs

Subsection 1718(a) authorizes appropriations of $2,000,000 for the
fiscal year ending June 30, 1976; $3,000,000 for the fiscal year ending
June 30, 1977; and $4,000,000 for the fiscal year ending June 30, 1978;
which shall be used by the Secretary to make grants to States, political
subdivisions of States, and other public or nqnp}'qﬁ_t- private agencies,
organization, and institutions to assist them in initiating water treat-
ment programs designed to reduce the incidence of oral disease or
dental defects among residents of communities or the students 1n
elementary and secondary schools.
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Subsection 1718(b) provides that grhnts under this section may be
utilized for (byt are not limited to) the purchase and installation of
water trestiént équipment, .

Definitions

Sec. 1719 defines health eduention and prometion as——

‘““(A) ‘Health education and promotion’ 1s a process thet faverably
influences understandings, attitudes, end. conduct, including cultural
awareness and sensitivity, in regard to individual and community
health. Specifically, it affects and influences individual and community
health behavior and attitudes in ofder to moderate self-imposed: risk,
maintain and’promote phydical and mental health and efficiency,
and reduce preventable illness; disability, and death.”.

Technical Aimendments

Subsection 303 (a) amends subseetion {¢) of section 306 of the Public
Health Service Act by redesignating subsection (c)(2), and inserting
a new subsection (¢)(2) ithmediately preceding subsection! (€)72),
to read as follows: ’ - d1ttdes

“(e)(1) The Center shall make a eontinuing survey of the meeds,
interests, attitudes, knowledge, and behavior 'of .the American-public
regarding -héalth. The Center shall transwit the fimdings of sueh
surveys and of the findings of similar surveys contracted for or
otherwise obtained by the Cétiie¢ and! conducted by national health
education organizations and cemmunity health education organi-
zations accompanied By apptopriate Cénter dnalysis, if any, to the
Secretary, the Assistant ecretapgrf(}r health, and to the Office of
Consumer Health Education andPromotion for their use in formulat:
ing policies, réspecting health education and prpfiction.”

: \Subségpiqp 303 (b) gmendstsubs'gctl(iln ') of section 308 of the Public
"Hqiﬂtli : grwé(‘):elA'ct by adding the followiig new paragraph (3} after

aragra 2) 5. N A P i

P H(3) Bf‘those sums appropriated by Congrdss tinder séction 308 of
the Act not less than $1,000,000 for the'fiSéal year ending June '30,
1976, $1,000,000 for the fiscal year ending June 30, 1977, and
$1,000,000 for the fiscal year ending Juné' 30, 1978, shall be made
avgilable to carry out the activities of section 306(¢)(1).”

XT1. Cuances v Existing Law

In compliance with subsection {4) of Rulée XXIX of the Standing
Rules of the Senate, changes in existing law made by the bill as
repeated are shown as follows (existing -law proposed to be omitted
1s enclosed in black brackets. new matter is printed in italic, gxisting
law in which no change is proposed, is shown in roman) : f
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PUBLIC HEALTH SERVICE ACT

* * % * * * *

TITLE III—GENERAL POWERS AND DUTIES
OF PUBLIC HEALTH SERVICE

* * b * * % *

GRANTS FOR VACCINATION PROGRAMS AND OTHER COMMUNICABLE DISEASE
CONTROL PROGRAMS

Sec. 317. (a) The Secretary may make project grants to States and,
in consultation with the State health authority, to agencies and politi-
cal subdivisions of States to assist im meeting the costs of [communi-
cable] disease control programs. In faaking a project grant under this
section, the Secretary shall give consideration to (1) the relative ex-
tent, in the area served by the applicant for the grant, of the problems
which relate to one or more of the [eommunicable] diseases or condi-
tions referred to in subsection (h)(1), and (2) the design of the
applicant’s [communicable disease] program to determine its
ege-ctiveness. ‘ A )

(b) (1) No project grant may be made under this section unless an
application therefor has been submitted to, and approved by, the Sec-
retary. Except as provided in paragraph (2),such application shall be
in such form, submitted in such manner, and contain such information,
as the Secretary shall by regulation prescribe. A e,

(2) An application for a project grant for a fiscal year beginning
after June 30, 1973, shall— | e : _

(A) set forth with fartlculamty the objectives (and their
priorities, as determined in accordance with such regulations as
the ‘Secretary may preseribe) of the applicant for each of the
programs he proposes to conduct with assistance from a project
grant under this section; ! :

(B) contain assurances satisfactory to the Secretary that, in
the fiscal year for which a I’B?'ojeot grant under this section is
applied for, the applicant will canduct such programs as may be
necessary to develop an awareness in those persons in the area
served by the applicant who are most susceptible to the diseases
or conditions referred to in subsection (h) (1) fof the importance
of immunization against such diseases, to encourage such persons
to seek appropriate immunization, and to facilitate access by such
persons to immunization services] including the methods and
services available to present these diseases or conditions; and

(C) provide for the reporting ta the Seeretary of such infor-
mation as he may require eqneerning (i) the problems, in the
area served hy the applicant, which relate to any [communicable]
disease or condition referred to in subsection (h)(1),and (ii) the
[communicable disease] related control programs of the applicant.

(3) -Nothing in this section shall be construed to require any State
or any agency or- political subdivision of a State to.have a commu-
nicable disease control program which would require any: person, who
objg"tﬁ to any treatment provided under such a program, to be treated
or to have any child or ward of his treated under such a program.
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(c) (1) Payments uader praject: grants under this section may be
made in advance on the basis of estimates or by way of reimburse-
ment, with necessary adjustments on account of underpayments or
overpaynents, and i such installments and on such terms and con-
ditions as the Secretary finds negessary to carry out the purposes of
this section.

(2% The Secretary, at the request of a recipient of a project grant
under this section, may reduce such project grant by the fair market
value of any supplies (Includihg vaccimes and other preventive agents)
or equipment furnished to such re¢ipient and by the amount of the pay,
allowances, travel expenses, and any other costs in connection with
the detail of an officer or employee of the Govethiment to the recipient
when the furnishing of such supplies or equipmerit or the detail of

such an officer or' employee is for the convenience of and at the request’

of such' recipient and for the purpose of carrying 60t theé program
with respect ‘to Which the project grant under this sedtion is made.
The ‘amount by which any such project ‘grant is so reduced shall be
available for pdyment by, tﬁe‘ Secrefary of ﬁm costs incurred in furnish-
itig the supplies or equipment, qr iri detsiling the personpel, on ‘which
the reduction of such project grant is based and such amount shall be
d,ee.mgcit as part of the grant and deemed to have been pald to the
Pecipient.

(d) (1) There is authorized to be appropriated $11,000,000 for the
fiscal year ending June 30, 1978, $11,000,000 for the fiscal year ending
June 30, 1974, and $11,000,000 for the fiscal year ending June 30, 1975,
for grants under this section for communicable disease control pro-
grams for tuberculosis.

(2) There is authorized to be appropriated $6,000,000 for the fiscal
vear ending June 30, 1973, $6.OOO,OI())O for the fiscal year ending June 30,
1974, and $6.000,000 for the fiscal year ending June 30, 1975, for grants
under this section for communicable disease control programs for
measles.

(3) There is authorized to be appropriated $23,000,000 for the fiscal
vear ending June 30, 1973, $23,000,000 for the fiscal year ending
June 30, 1974, and $23,000,000 for the fiscal year ending June 30, 1975,
for grants under this section for communicable disease control pro-
grams other than communicable disease control programs for which
appropriations are authorized by paragraph (1) or (2).

4) " Not to exceed 50 per centtim of the amount appropriated
for any fiscal year under any of the preceding paragraphs of this sub-
section may be used by the Secretary for projeét grants for such fiscal
year under (A) programs for which appropriations are authorized
under any one or more of the other paragraphs of this subsection if
the Secretary determines that such use will better carry out the pur-
poses of this section, and (B) section 318.

(e) The Secretary shall develop a plan under which petsonnel,
eq}1111pm_ent, medical supplies, and other resources of the Service and
other agencies under his jurisdiction may be effectively utilized to
meet epidentics of, or other health emergencies involving, any disease
referred to in subsection (h) (1). There is authorized to be appro-
priated to the Secretary $5,000,000 for the fiscal year ending June
30, 1973, $5,000,000 for the fiscal year ending June 30, 1974, and
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$5,000,000 for the fiscal year ending June 30, 1974; for costs incurred
in succeeding fiscal years, for costs ingurred in ntilizing such resources
in aecordance, with such plan. b

¢ (£)(1) Except as provided in section 318(g), no. funds appro-
priated under any prowision of this Act other than subsection (d)
may be used to make project grants in any fiscal year for feommu-
nicable] disease or conditions control programs if (A).prejeot grants
for such programs are authorized by this section, and (B) all the
funds authorized to be appropriated under that subsection for that
fiscal year have not been appropriated for that fiscal year and obli-
cated in that fiscal year. ‘

(2) No funds appropriated under any provision of this Act other
than subseetian (e) may.be used in any fiscal year for costs.incurred in
utilizing resources of the Service in aecordance with a plan developed
in accordance with that subsection if all the funds authorized to be
appropriated under that subsection for that fiscal year have not béen
appropriated for that fiscal year and obligated in that fiscal year.

{g)- The' ecretary shall submit to the President for submission to
the Congress on January 1 of each year a report (1) oh the effective-
ness of all Federal and other publi¢ and private activities in prevent-
ing and controlling the diseases or conditions referred to in subsection
(h) (1), (2) on the extent of the problems presented by such diseases
or conditions, (3) on the effectiveness of the activities, assisted under
project grants under this section; in preventing and controlling such
diseases and conditions, and (4) setting forth a plan for the coming
year for the prevention and control of such diseases and conditions.

(h} For the purposes of this section:

[(1) The term “communicable disease control program” means
a program which is designed and conducted so as to contribute to
national protection against tuberculosis, rubella, measles, Rh dis-
ease, poliomyelitis, diphtheria, tetanus, whooping cough, or other
communicable diseases (other than venereal disease) which are
transmitted from State to State, are amenable to reduction, and
determined by the Secretary to be of national significance. Such
term includes vaccination programs, laboratory services, and
studies to determine the communicable disease control needs of
States and political subdivisions of States and the means of best
meeting $tich needs.]

(1) The term ‘disease control program’ means a program which
is designed and conducted so as to contribute to nutional protec-
tion aqainst tuberculosis, rubella, meastes, Rh disease,’ polio-
myelitis, diphtheria, tetanus, whooping cough, mumps, diabetes
mellitus, or other diseuses or conditions (other than venereal dis-
ease) whick are amenable to reduction, and are determined by
the Secretary to be of national significance. Such term. includes
vaccination programs, cesefinding programs, public and pro-
fessionad education programs, other preventive health programs,
laboratory sepvices, and studies to determine the commumicable
disease contyol needs of States and political subdivisions of States
and the means of best meeting such needs.

(2) The term “State” includes the Commonwealth of Puerto
Rico, Guam, American Samoa, the Trust Territory of the Pacific
Islands, the Virgin Islands, and the District of Columbia.
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(1) Nothing in this section shall limit or otherwise restrict the use
of funds which are granted to a State or to an agency or a political
subdivision of a State under provisions of Federal law (other than
this Act) and which are available for the conduct of fesmmuricable]
disease control programs from being used in connection with pro-
grﬁ,r(n's; a;’smte}(li through m;;jeot grants under this section. b

J) For the purpose of payments pursuant to projéct grants a
contracts under section 317 of the _A]ZZ» there avremyfbbr%zedf to be
appraopriated $30000,000 for the: fiscal year ending June 30, 1976,
$35,000,000 for the fiscal year ending June 30, 1977, and $40,000,000
for the fiscal year ending June 30,1978.

PROJECTS AND PROGRAMS FOR THE PREVENTION AND CONTROL OF
VENEREAL DISEASE

Sec. 318. (a) The Secretary may provide technical assistance to
appropriate public authorities and nenprofit private entities and scien-
tifie institutions for their research; training, and public health pro-
grams for the prevention and control of venereal disease..
1:4b) (1). The Secretary is authorized te make grants to States, po-
litical subdivisions.of States, and any other public or nonprofit private
entity for projects for the conduct of research, demonstrations, and
training which will contribute to national objectives for the preven-
tion and centrol of venereal disease.

(2) For the purpose of carrying out this subsection, there is au-

thorized to be appropriated $5;000,000 for the fiscal year endin
June 30, 1976, $5,000,000 for the fisesd year ending June 80, 1977, an
$6,000,000 for the fisaal year ending June 30, 1978.
. +(g){1); There is authorized to he appropriated; $5,000,000. for the
fiscal year ending June 30, 1976, $10,000,000 for the fiscal yeai ending
June 30, 1977 and $15,000,000 for the fiscal year ending Jume 30,
1978, to enable the Secretary to make grants to:State health author-
ities to assist the States in establishing and maintaining adequate pub-
lic health programs for the diagnosis and treatment of venereal
disease. For Ilsugposes(gf this subsection, the term “State” means each
of the several States af the United States, the District of Columbia,
the Virgin Islands, Guam, American Samoa, the Trust Territory of
the Pacific Islands, and the Commonwealth of Puerto Rico.

(2) Any State desiring to receive a grant under this subsection shall
submit to the Secretary.a State plan for a public health program for
t}ﬁel 1dmgnosis and treatment of venereal disease. Kach State plan
shall--

(A) provide for the administration or supervision of adminis-
tration of the State plan by the State health authority;

(B) set forth the policies and procedures to be followed in the
expenditnre of the funds paid to the State under this subsection ;
: .,,(»83 proyide that the public health services furnished under
the State plan will include the provision of Statewide laboratory
services [ (including dark field microscope techniques for the diag-
nosis of both gonorrhea and syphilis) J, which services will be pro-
vided in accordance with standards preseribed by regulations,
includmg standards as to the scope and quality of such services;
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(D) to the ewtent feasible as determined By criteria developed
by the Secretary,.the provision of clinical services for the persons
affected with vewnereal disease whick inchudes diagnosis and care
for persons with a wide range of genitourinary. diseases and con-
ditions, which, because of their symptoms and clinical presenta-
tions, are commonly present in persons with actual or suspected
wvenereal disease;

[(D)] (&) eontain or be supportéd by assurances satisfactory
to the Secretary that (i) not less than 70-per centum of the funds
paid to the State unde