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Art. 1 Health, United States
§1 Accounts in Conflict with a Trillion Dollar Limit on Federal Health Spending until National Health Expenditure are Less than 10% of GDP 
A. The Department of Health and Human Services (DHHS) needs transform itself into a Public Health Department (PHD), as should have been done in the Department of Education Re-organization Act on May 4, 1980, as codified at 20USC(48)V§3508, to account for a trillion dollar limit on federal public health health spending until national health expenditures is less than 10% of GDP by 2030 with a 2.5% health annuity beginning January 1, 2016.  In 2014 private health insurance, including about 10 million Affordable Care Act (ACA) marketplace policies, enrollment increased from 147 million to 207 million.  The number of uninsured adults is estimated to have declined from 22% in 2013 to 16% in 2014.  Credit is due Medicare Part B and ACA premium payers for any overpayment of the 2.5% inflation in price of premium to be harmless.  High growth in human services FY 2017 must be accounted for separately with a 250% increase in supplemental security income (SSI) if the Commissioner of Social Security and Congress  pass the Without Income Limit Law (LAW) and choose a 3% economic growth year instead of 2.4% in 2016.  HHS Budget-in-brief FY 2016-17 totals are inaccurate in regards to the exact amount of agency spending and must be redone in the same style of receiving reports from the departments under Art. 2(2) of the Constitution as Table 4.1 Outlays by Agency of the White House Office of Management and Budget.  The CMS Justification of Estimates for Appropriations Committees are economically useless to help ostensibly due to slavery.  The 2014 Report of the Board of Trustees of the Federal Hospital Insurance and Supplemental Medical Insurance Trust Funds is more or less accurate, but requires a little subtraction to arrive at a fairly accurate corroboration of the total federal outlays in FY 2014.  The 2015 report is tardy.  It turns out the 2014 report cannot be held harmless whereas on page 203 was the most extortionate 50% Part B premium inflation 2015-16 ever, in a long history of cruel and unusual inflation, justified by high Ultimate Assumptions about inflation, persecuted by the hospital 4.1 program where private insurers seem to be getting billed four times the CMS price, and the patient, the full price, that must be corrected for a stable 2.5% health annuity, the 2015 report is tardy - 2.5% spending growth estimates from FY 2014 for Medicare programs is fair baseline for HHS Medicare spending estimates.  Medicaid estimates for 2014 are complicated by a 15.9% increase in enrollment and 15.3% reduction in beneficiaries settled by 0.5% + 2.5% health annuity = 3% growth 2014, 2.5% every year thereafter.    
1. Health, United States, 2015 broke the 17.4% of GDP deflator (2009-2013) while attempting to create a working account balance to capitalize upon a downward revision in Investment, that is justified on the basis of reinvestment of that year's health expenditures, and in Public health, that absurdly cites federal public health spending nearly exactly although being so fundamental to government public health is probably equally financed by both state and local governments. The national health expenditure totals are useless.  Too much time was lost corroborating the 2.2 million full-time-employment (FTE) reduction in registered nurse hourly wage and overall health employment from 14.4 million to 12.2 million and nurse wages 2013-14.  Health, United States 2015, was published too soon before crunching the GDP deflator for once, and balancing the national health expenditure account for the first time.  By not deflating the 2013 private health insurance estimates, the Actuary is accounting for investment securities other than net health insurance premiums, and the 17.3% of GDP 2009-2013 and 17.5% of GDP 2014 estimate is actually more of an inflator in regards to the private health insurance estimates.  Health United States 2016 estimates for Private Health Insurance spending need to be downwardly revised in accordance with Net Earned Premiums, and the non-add Administration and net costs of private health insurance estimates need to be downwardly revised according to Capital & Surplus row, the bottom line of the National Association of Insurance Commissioners (NAIC) and Center for Insurance Policy Research (CIRP) 2014 Analysis of the Health Insurance Industry table.  This section preserves the public record before the health estimates are crunched in Article 3.
Gross Domestic Product and National Health Expenditures 1960-2014
(billions)

	
	1960
	1970
	1980
	1990
	2000
	2009
	2010
	2012
	2013
	2014

	Gross Domestic Product 
	543
	1,076
	2,863
	5,980
	10285
	14419
	14964
	16163
	16768
	17348

	National Health Expenditure
	27.4
	74.9
	255.8
	724.3
	1,378
	2,506
	2,604
	2,817
	2,919


	3,031

	Health Consumption Expenditures
	24.8
	67.1
	235.7
	675.6
	1,290
	2,360
	2,455
	2,654
	2,755
	2,877

	Personal Health care
	23.4
	63.1
	217.2
	616.8
	1,166
	2,118
	2,196
	2,379
	2,469
	2,564

	Administration and net cost of private health insurance
	1.1
	2.6
	12
	38.8
	61.3
	167.6
	182.8
	199.5
	210.6
	234.8

	Public health 
	2
	6
	28
	79
	152
	242
	244
	239
	239
	79

	Investment 2014
	14
	37
	87
	192
	312
	477
	484
	523
	522
	154

	Investment, 2015 
	2.5
	7.5
	19.9
	47.3
	83.3
	139
	150
	153.2
	152.5
	153.9

	NHE as % of GDP 2014
	5
	7
	8.9
	12.1
	13.4
	17.4
	17.4
	17.4
	17.4
	

	NHE as % of GDP 2015
	5.0
	6.9
	8.9
	12.1
	13.3
	17.3
	17.3
	17.3
	17.3
	17.5


Source: Table 102 Health, United States, 2014. Table 94 Health, United States. 2015, for 2014 figures, investment compared, public health reduction study rejected. 
1. Gross Domestic Product and National Health Expenditures 1960-2014 in Health United States 2015 is definitely falsely low in regards to the exact amount of federal public health spending as used to explain total national public health expenditure, and is hopefully right in regards to the huge reduction in investment, probably on the argument of not double counting health expenditures that were reinvested.  As a result of the 2.3% of GDP reduction in investment income alone the CMS Actuary's arbitrary GDP deflator was reduced from 17.4% of GDP 2009-13 to 17.3% of GDP for the years 2009-13 before it jumps to 17.5% of GDP in 2014.  The GDP deflator is poor excuse for an account balance.  The only contribution Health, United States 2015 has to offer the previous year's national expenditure account is the downward revision on Investment.  The 17.4% of GDP deflator was a concept used to describe the lapse in policies that occurs as the result of unjust inflation in health insurance premiums.  Unfortunately the extremely high estimates of private health spending and net cost and administration of private health insurance are left incredibly high, so the account doesn't balance by adding, until the private health insurance estimates are offset by the difference between total national health expenditures and 17.4% or 17.3% of GDP deflator.  
Personal Health Expenditure by source of funds 1960-2014
(in billions)

	
	1960
	1970
	1980
	1990
	2000
	2009
	2010
	2012
	2013
	2014

	Per capita
	$125
	300
	943
	2,431
	4,129
	6,909
	7,107
	7,597
	7,826
	8,054

	All personal health care expenditure 
	23.4
	63.1
	217
	617
	1,166
	2,118
	2,196
	2,379
	2,469
	2,564

	Out-of-pocket payments
	13.1
	25
	58.4
	138.6
	201.5
	300.9
	306.2
	328.8
	339.4
	330

	Health insurance
	6.5
	29.6
	132
	403
	845.5
	1,639
	1,701
	1,842
	1,908
	2,000

	Private 
	4.9
	14.0
	61.4
	205.1
	407.3
	736.1
	755.4
	822.9
	846
	869

	Medicare
	
	7.3
	36.6
	107.3
	216.3
	471.2
	489.2
	532.2
	550.5
	580.7

	Medicaid
	
	5
	24.7
	69.7
	186.9
	346.4
	366.2
	387.8
	407.7
	444.9

	Federal 
	
	2.7
	13.7
	40.3
	109.3
	230.6
	248?
	223.5
	235.5
	273.6

	State
	
	2.3
	11
	29.4
	77.6
	115.6
	118.6
	165
	174.1
	171.3

	CHIP
	
	
	
	
	2.5
	9.5
	9.7
	10.6
	11.3
	10.8

	Federal
	
	
	
	
	1.8
	6.7
	6.8
	7.4
	7.8
	7.6

	State and local
	
	
	
	
	0.8
	2.8
	2.9
	3.2
	3.5
	3.3

	Other health insurance programs
	1.7
	3.3
	9.6
	21.2
	32.4
	76.1
	80.9
	87.2
	89.3
	95.0

	Other third party payers and programs
	3.7
	8.5
	26.9
	74.9
	118.7
	177.8
	188.6
	208.5
	221.2
	233.5


Source: Table 104; Health, United States, 2014, Table 95 Health, United States, 2015
2. Comparing Personal Health Expenditure by source of funds 1960-2014 Table 104 in Health, United States, 2014, and Table 95 it would seem that Health, Health United States 2015 is wrong on all CMS spending for the year of 2014. Health United States 2015 got high on HHS FY 2016-17 numbers.  It is reassuring that under the Affordable Care Act (ACA) the number of uninsured adults 18-64 decreased from over 20% between 2000 and 2013 to 15.6% in 2014. The 15.9% expansion in enrollees was however offset by a 15.4% reduction in Medicaid beneficiaries for net benefit growth of 0.5% + 2.5% annual growth.  All other program spending estimates, specifically Medicare spending estimates after 2013 cannot believed to grow more than 2.5% annually.  Credit is due to consumers of health insurance policies whose premiums exceed 2.5% from the previous year beginning with the highest 50% Medicare Part B Supplemental Medical Insurance (SMI) premium increase that was held harmless by a harmful “no COLA” decision and +/-20% increase in Affordable Care Act (ACA) private health insurance premiums. Children's health insurance program (CHIP) for middle income children to get affordable health insurance should not undergo any spending reduction in 2014 as suggested in the 2015 report.  Health, United States, 2014 & 15 CHIP federal spending estimates are lower than HHS FY 2015-17 budget-in-brief, federal spending estimates.  No child should be uninsured in Health, United States 2014. CHIP should grow at 2.5% annually from FY 2013 in both HHS FY 2013 budget-in-brief, and Health, US 2016.  
HHS Budget Authority in billions 2000-17
	
	2000
	2008
	2014
	2015
	2016
	2017

	HHS Budget Authority
	400
	698
	958
	1,010
	1,117
	1,150

	Food and Drug Administration
	1.1
	1.6
	2.7
	2.9
	2.5
	2.6

	Health Resources and Services Administration
	4.3
	6.2
	9.1
	9.5
	10.3
	11.5

	Indian Health Service
	2.3
	3.5
	4.6
	4.8
	5.1
	5.3

	Centers for Disease Control and Prevention
	2.7
	5.8
	6.7
	6.6
	7.3
	7.9

	National Institutes of Health
	15.5
	28.6
	31.1
	29.7
	30.2
	32.3

	Substance Abuse and Mental Health Services Administration
	2.5
	3.1
	3.7
	3.4
	3.8
	3.7

	Agency for Healthcare Research and Quality
	0.09
	0
	0.3
	0.1
	0.2
	0.4

	Centers for Medicare and Medicaid Services
	333
	599
	844
	897
	993
	1,018

	Administration for Children and Families
	38
	46
	50.1
	51.1
	52.4
	58.3

	Administration for Community Living formerly Agency on Aging
	1.0
	1.3
	1.6
	1.9
	2.2
	1.9

	Office of the National Coordinator
	
	0.06
	0.4
	0.05
	0.06
	0

	Office of Medicare Hearings and Appeals
	
	0.07
	0.09
	0.1
	143
	120

	Office for Civil Rights
	
	
	0.04
	0.04
	0.04
	0.04

	General Departmental Management
	0.5
	0.4
	0.9
	0.6
	1.2
	1.2

	Health Insurance Reform Implementation Fund
	
	
	0.2
	0.1
	0
	0

	Public Health and Social Services Emergency Fund
	
	2.6
	1.8
	1.9
	2.3
	1.8

	Office of the Inspector General
	0.2
	0.08
	0.6
	0.8
	93
	116

	Program Support Center 
	0.3
	0.5
	1.1
	0.6
	1.1
	0.7

	Offsetting Collections
	-1.1
	-1.3
	-0.8
	-0.8
	-0.8
	-0.8

	Total HHS Spending
	400
	698
	958
	1,010
	1,111
	1,145

	Less Human Services ACF +ACL = OMB
	39
	47.3
	51.7
	53.0
	54.6
	60.2

	Total PHD Spending
	361
	651
	906
	957
	1,056
	1,085

	Less CMS
	333
	599
	844
	897
	993
	1,018

	Total PHS Spending
	28
	52
	62
	60
	63
	67

	Full Time Equivalents
	61,847
	66,890
	77,520
	75,567
	77,583
	79,406


HHS Budgets 2000, 2008, 2015, 2017
B. The trillion dollar limit on federal public health spending must first exclude human services from the calculation.  This spares 2015 from exceeding the trillion dollar limit on federal health spending but more health spending reductions are needed in 2016.  Accounting for human services spending by the Administration on Children and Families (ACF) and Administration on Community Living (ACL) would be as other independent agencies or a new row of human services with their exact historical agency outlays, in the OMB historical table on Outlays by Agency.  The Commissioner of Social Security (SSA) must review the administrative efficiency of these human services programs in the new annual report for summer solstice issue to be worthy of . Public Health Department (PHD).  Temporary assistance for needy families (TANF) benefits are temporary and enrollment went gone down from 14 million in 1994 to 4 million 2014. Child poverty consequentially increased from 15 percent to as high 24 percent today. 14 million Supplemental Security Income (SSI) benefits are now needed to end child poverty. Around 40 percent of poor people in the United States are children although children only make up about 20 percent of the population. The condition is that Child Support surrender 'Enforcement' to be abolished under the Slavery Convention of 1926 and be amended to 'child support' in Sec. 466 of Title IV-D of the Social Security Act 42USC(IV-D)§666 et seq.  Child support must grow.  National health expenditure must go down as a percentage of GDP to less than ten percent, for the United States to not be the highest health spender in the world.  Federal public health service programs, including both government administration and public health insurance benefit programs, should increase at a rate of about 2.5% annually.  
Mandatory HHS Spending 2000-17
	
	2000
	2008
	2014
	2015
	2016
	2017

	Medicare
	215
	387
	513
	526
	589
	598

	Medicaid
	115
	202
	309
	336
	367
	385

	Children’s Health Insurance
	1.9
	6.6
	10.3
	10.6
	14.5
	15.2

	Other Mandatory Programs
	1.0
	1.9
	12.6
	24.6
	21.3
	20.9

	CMS Total
	333
	598
	845
	898
	992
	1,019

	Temporary Assistance for Needy Families
	14.1
	17.3
	17.6
	17.5
	16.9
	17.7

	Foster Care and Adoption
	5.5
	6.8
	6.7
	7.0
	7.5
	8.1

	Child Support Enforcement formerly Family Support
	2.9
	4.1
	3.9
	4.1
	4.2
	4.3

	Child Care
	3.7
	2.8
	2.9
	3.5
	3.0
	5.9

	Social Services Block Grant
	2.5
	1.7
	1.9
	2.4
	1.8
	2.1

	Social Security Spending
	28.7
	32.7
	33.0
	34.5
	33.4
	38.1

	Offsetting Collections
	-1.1
	-1.3
	-0.8
	-0.8
	0
	0

	Total Mandatory Spending
	360
	629
	877
	931
	1,025
	1,057


HHS Budgets 2000, 2008, 2015 & 2017

1. Before cutting CMS benefits, or completely abolishing psychiatry to save $60-$100 billion annually, it is first necessary to redress the accounting errors in the FY 2017 HHS budget by cross-examination of the Annual Report of the Board of Trustees of the Federal Hospital Insurance and Supplementary Medical Insurance Trust Funds. Medicare spending will need to be limited to an estimated 2.5% health annuity from 2013 because there has been no new laws. This is difficult to account for because total Medicare spending in 2014 is even higher than the artificially high baseline figure given in HHS FY 2016-17 Budget-in-brief for 2015. For the accuracy of the HHS budget estimates for federal spending on Medicare  it is necessary to deduct revenues from other sources – interest, premiums, transfers from states, and other – from total Medicare spending – for total 2014 Medicare spending of $508.1 billion in 2014, official estimates in the FY 2015 HHS budget were $513 billion for 2014.  That is close enough, taking into consideration that the Annual CMS Justification of Estimates for Appropriations Committee does not shed any light on the question. Nine percent growth in 2016 is not acceptable. Investigation of this case of boom bust budgeting, like they do in the department of education, reveals a fraudulently high baseline from 2015 in the HHS FY 2016 Budget-in-brief that was inherited by the HHS FY 2017 Budget-in-brief.   

C. Until the federal government is able to account for national health expenditure to go down as a percent of GDP Congress must capitalize on the simplicity of limiting federal public health spending to less than $1 trillion to achieve long overdue goals.  To get serious about health overspending, and help the Social Security Amendments of January turn 2016 into a 3% instead of a 2.4% GDP growth year, Congress must not delay graduating from the Education Reorganization Act of 1978 with a Public Health Department (PHD).  In three sentences: To create a US Public Heath Department (PHD). To account for human services independent of Health and Human Services (HHS) spending in the White House Office of Management and Budget historical tables from 2015 and in future annual reports of the Commissioner of Social Security.  To arbitrarily limit federal health spending to less than a trillion dollars until national health  expenditure is less than 10% of GDP; although the official estimate for 2014 goes as high 17.5%, they are as wrong as the SMI and ACA premium inflation 2015-16, consumers must be credited the difference between the 50% and 20% respective increases and a civilized 2.5% health annuity for a sustainable health insurance financial system with the time to think about health.  
1. The most important thing the unaccountable Congress and their medically interfering Democratic-Republican (DR) two-party system can do to reduce national health expenditure (NHE) as a percentage of Gross Domestic Product (GDP) is that 'medical records and payments'  must be repealed from the Fair Credit Reporting Act 15USC§1681a(x)(1) so the bankruptcy court, Equifax, Experian, Trans Union, etc., would not entertain medical bills. Out-of-pocket expenses would need to be monitored by Health, United States, that annually reports on the statistic.  It is expected that Out-of-pocket health spending would immediately go down to an indeterminate number, because people would suddenly not be coerced by national credit bureaus into paying unreasonable medical bills.  Out-of-pocket medical spending would grow when medical bills were reasonable and shrink when unreasonable.  Bankruptcies resulting from medical bills have increased from 8% in the 1980s to 67% of all bankruptcies today.  A zero medical bankruptcy goal is a moral and medical necessity.  The goal for the private health insurance industry profit margin should be about 10%.   The goal for NHE to be less than 10% of GDP by 2030 is primarily achieved with a 2.5% health annuity offsetting normal 3% economic growth and secondarily with more accurate accounting measures. This report reduces 2013 NHE estimates from 17.4% to 15% of GDP and the 2.5% health annuity continues this progress until it is less than 10% about 2025.  Provided Medicare and Medicaid make accurate growth estimates from FY 2013 and the human services are accounted for independently by the Social Security Administration there is no reason that the Congress cannot cast off the Department of Education Re-organization Act of 1978 and honor the nation with a Public Health Department (PHD).
§2 Medical Efficiency 

A.  Legend has it that before European contact native Americans in North America usually lived over 100 years barring accident or warfare.  Genesis also attributes the antediluvian Biblical figures with extraordinarily long lives.  Agriculture and urbanization may simplify the economy but they complicate medicine. In the time of King David, BC 1037-967, when people obeyed strict dietary and hygienic laws and alms and wisdom flowed freely, regulated by written Psalms, the bible states, “the days of our lives are 70 yrs, and by reason and strength 80, yet they boast only of labor and sorrow” (Psalm 90-10) about the same as today.  Jesus Christ gave sight to the blind (Luke 18:41-42), healed a leper (Matthew 8:2-3), and resurrected Lazarus from a near death experience (Jn 11:44) before himself being crucified and resurrected.  For most of history life expectancy was between 25-50 years.  Primarily as the result of improvements in water purity and sewage treatment, but also because of technological advancements in medical treatment, pharmaceutical drugs and government regulation between 1900 and 2000, life expectancy at birth in the United States increased from 47 to 77 years.  In 2014, life expectancy at birth in the United States for the total population was 78.8 years—76.4 years for males and 81.2 years for females.  It is however an advantage that a person is healthy today and a man or woman reaching age 65 today can expect to live, on average, until age 84.3 or 86.6 respectively.  About one out of every four 65-year-olds today will live past age 90, and one out of 10 will live past age 95. Children born today are expected to live to 100.
1. In 1900, one third of all deaths in the United States were attributed to three major categories of infectious disease: pneumonia and influenza, tuberculosis, and diarrheal diseases and enteritis.  Many additional deaths were caused by typhoid, menningococcal meningitis, scarlet fever, whooping cough, diphtheria, dysentery, and measles.  Altogether, common infectious diseases accounted for 40% of all deaths in 1900 but they accounted for only 4% of all deaths in 2000. Cardiovascular disease (CVD; heart disease and stroke) accounted for 14% of all deaths in 1900 and for 37% in 2000. Cancer accounted for only 4% of all deaths in 1900 but for 23% in 2000.  In 1900, infant mortality was 162 per 1,000 live births and life expectancy at birth was only 47 years. In 1940, infant mortality was 63 per 1,000 live births and life expectancy was 55 years. In 2000, infant mortality was 7 per 1,000 and life expectancy was 77 years.  As a result of these changes in mortality, and of reduced birth rates, the population of the US is aging.  In 1900, only 18% of US residents were age 45 or older. In 1940, 28% were age 45 or older and in 2000, 34% were age 45 or older. 
Infant Mortality and Life Expectancy in the United States, 1900-2000

[image: image1.wmf] 


Source: Montana Cancer Control Section. Quarterly Surveillance Report. October 2006
2. The infant mortality rate is the risk of death during the first year of life. The 2013 infant mortality rate of 5.96 per 1,000 live births—a historical low—was 13% lower than in 2003. During the same period, the neonatal mortality rate (death rate among infants under 28 days, a subset of infant mortality) decreased 13% to 4.04 per 1,000 live births, and the post-neonatal mortality rate (death rate among infants 28 days through 11 months, a subset of infant mortality) declined 13% to 1.93 per 1,000 live births.  In 2013, 2.0% of births were to teenagers under age 18 and 5.0% were to women aged 18–19. Between 2003 and 2013, birth rates declined 45% for teenagers aged 15–17 and 32% for those aged 18–19. Birth rates were higher among Hispanic and non-Hispanic black teenagers than among other racial and ethnic groups. Since 2003, birth rates have decreased 54% for Hispanic teenagers aged 15–17 and 51% for non-Hispanic black teenagers in the same age group. Also during this period, birth rates for those aged 18–19 decreased 43% for Hispanic teenagers and 35% for non-Hispanic black teenagers. In 1985, 22.3% of the population were considered racial or ethnic minorities. 
3. During 1980–2014, life expectancy at birth in the United States increased from 70.0 to 76.4 years for males and from 77.4 to 81.2 years for females. During this period, life expectancy at birth for males and females was longest for white persons and shortest for black persons. For both males and females, racial differences in life expectancy at birth narrowed, but persisted during 1980–2014. Life expectancy at birth was 6.9 years longer for white males than for black males in 1980, and this difference narrowed to 4.2 years in 2014. In 1980, life expectancy at birth was 5.6 years longer for white females than for black females, and this difference narrowed to 3.0 years in 2014.  In 2014, Hispanic males and females had the longest life expectancy at birth, and non-Hispanic black males and females had the shortest. In 2014, life expectancy at birth was 7.2 years longer for Hispanic males than for non- Hispanic black males and 5.9 years longer for Hispanic females than for non-Hispanic black females.   urrent Census (2014) estimates identify 37.9% of the population as racial or ethnic minorities (50). In 2014, Hispanic persons, who may be of any race, comprised 17.4% of the U.S. population. Non-Hispanic multiple race persons were 2.0% of the population. For the single race groups, non-Hispanic American Indian or Alaska Native persons were 0.7%, non-Hispanic Asian persons were 5.3%, non-Hispanic black persons were 12.4%, non-Hispanic Native Hawaiian or Other Pacific Islander persons were 0.2%, and non-Hispanic white persons were 62.1% of the U.S. population in 2014. Hispanic individuals are often found to have quite favorable health and mortality patterns in comparison with non-Hispanic white persons and particularly with non-Hispanic black persons, despite having a disadvantaged socioeconomic profile of being impoverished by being undocumented—a pattern termed the epidemiologic paradox.  
4. Between 1900 when vital statistics were first compiled and clean  drinking water and sewage treatment became available in the United States and 2000 life expectancy is reported to have increased from 50 years to over 75 years. In 2013, life expectancy at birth in the United States for the total population was 78.8 years—76.4 years for males and 81.2 years for females. Between 2003 and 2013, life expectancy at birth increased 1.9 years for males and 1.5 years for females. The gap in life expectancy between males and females narrowed from 5.2 years in 2003 to 4.8 years in 2013. Between 2003 and 2013, life expectancy at birth increased more for the black than for the white population, thereby narrowing the gap in life expectancy between these two racial groups. In 2003, life expectancy at birth for the white population was 5.3 years longer than for the black population; by 2013, the difference had narrowed to 3.6 years. In 2013, Hispanic males and females had longer life expectancy at birth than non-Hispanic white or non-Hispanic black males and females.  
5. In 2014, among non-institutionalized men and women, the prevalence of self-reported serious difficulty concentrating, remembering, or making decisions was higher among older age groups (75–84 and 85 and older) than among younger age groups (18–64 and 65–74) and was similar among men and women in each age group. Difficulty doing errands alone—another disability measure—increased with age. Women in all age groups were more likely than men to report difficulty doing errands alone, ranging from 26% more likely among women aged 18–64 to 72% more likely among women aged 85 and over, compared with men in the same age groups.  Between 2003 and 2013, the incidence rates of four selected diseases decreased—hepatitis A (79% decrease), meningococcal disease (70%), hepatitis B (63%, but reported cases increased 5% from 2012 to 2013), and tuberculosis (41%)— while the rates of Lyme disease (57%) and pertussis (whooping cough) (126%) increased.  Pertussis is best treated swiftly with oral antibiotics in the first week when the a snap diagnosis for an extremely runny nose is needed to avoid a 6 week lung infection.  Lyme disease is best treated with unadulterated doxycycline (Vibramycin) made in America.   
6. In 2014, the 10 leading causes of death were heart disease, cancer, chronic lower respiratory diseases, unintentional injuries, stroke, Alzheimer’s disease, diabetes, influenza and pneumonia, nephritis, and suicide. These 10 causes of death accounted for 74% of the 2.6 million deaths in 2013. Between 2004 and 2014, the age-adjusted heart disease death rate decreased 25%, from 221.6 to 167.0 deaths per 100,000 resident population. In 2014, 23% of all deaths in the United States were from heart disease.  Between 2004 and 2014, the age-adjusted cancer death rate decreased 14%, from 186.8 to 161.2 deaths per 100,000 resident population. In 2014, 23% of all deaths in the United States were from cancer.  Between 2004 and 2014, the suicide death rate increased 21%, from 11.1 to 13.4 deaths per 100,000 resident population. Among adults aged 45–64, suicide death rates increased 27% between 2004 and 2014  Between 2003 and 2013, the age-adjusted drug poisoning death rate involving opioid analgesics increased from 2.9 to 5.1 deaths per 100,000 population. In 2013, the drug poisoning death rate involving opioid analgesics was highest among those aged 45–54 (10.6), followed by those aged 35–44 (8.6), 25–34 (7.5), and 55–64 (7.5).  Between 2004 and 2014, the drug poisoning death rate involving heroin increased more than five times, from 0.6 to 3.3 deaths per 100,000 resident population. Narcan (naloxone) injectable and naltrexone oral opiate agonists reverse the fatal respiratory depression from opium overdose and the patient is okay in seconds.  As a side-effect to the increase in prescription opiate deaths many states have legalized marijuana.  Marijuana and opium should be cultivated to treat pain without any government interference. 

7.The United States is by no means the world leader in longevity.  For life expectancy at birth, it is ranked twenty fourth among males and twenty first among females, behind Japan and most Western European countries.  The oldest person in the world is often an American.  Americans who successfully adapt to old age are very likely to survive into extremely old age.  In terms of life expectancy at age sixty-five the United States ranks thirteenth for males and fourteenth for females, once again trailing Japan and Western Europe. Counting smaller countries, the United States continues to lag behind at least 40 other nations. Andorra, a tiny country in the Pyrenees mountains between France and Spain, has the longest life expectancy, at 83.5 years, according to the U.S. Census Bureau. Most of recent progress in life expectancy is attributed to the public becoming increasingly aware of the impact of smoking, excessive drinking, uncontrolled hypertension, lack of exercise and poor diet on the incidence of disease and injury.  Never before have so many people lived to a healthy old age.  

8. In 1900 there were about 3 million people aged sixty-five and over in the United States, making up 4.1 percent of the population.  By 1963 the number had grown to 17.5 million; and one could reasonably expect to survive to old age.  In 2000 about 35 million citizens were aged sixty-five or over, constituting 12.5 percent of the population.  By 2030, this age group will account for about 70 million people, or 20 percent of the population.  Life expectancy at age sixty-five is now seventeen years, five years longer than at the turn of the century.  Many sixty-five year olds remain physically and mentally active and capable of contributing to society on many levels.  Those over age eighty-five, known as the oldest old, are the fastest growing segment of the population.  In 1900, they accounted for only 4 percent of all people over age sixty-five.  Now that figure is 12 percent and growing, it is expected to triple by 2040 to 14.3 million.  Now that figure is 12 percent and growing, it is expected to triple by 2040 to 14.3 million.  Even living to one hundred is no longer a rarity. In 1950 there were roughly 3,000 centenarians in the United States.  In 2000 centenarians on the rolls of the Social Security Administration numbered about 65,000.  In 2010, estimates put the number at well over 100,000, perhaps as high as 200,000.  In fifty years the figure may approach 1 million.  Some authorities talk seriously of life expectancies of 110 or 120 years. 
B. The United States patents more new drugs than any other nation at the expense of tried and true generic drugs, more similar to Europe than Latin America. Sales for the top 10 drugs went up 44 percent to $54 million in 2014, from 2011, even though prescriptions for the medications dropped 22 percent, Prices for four of the nation's top 10 drugs increased more than 100 percent since 2011. Six others went up more than 50 percent. Sometimes, the cures are miraculous like Zmap that ended the ebolavirus epidemic in western Africa in 2014 after the antibody had been cloned in tobacco plants in sufficient quantities. The 2015 tobacco harvest were possibly genetically contaminated with green tomatoes that cause a long-lasting damage to the throat. Patent drugs are disturbing in that they tend not to cure diseases but to make chronic disease tolerable through a lifetime of drug use, more like tobacco addiction, than antibiotics or Stonebreaker herbal tincture to pass urinary and gallstones overnight that conventional medicine otherwise refers to surgery. Modern surgical, radiological and chemotherapeutic procedures are 95 percent effective at curing throat cancer. Gleevec (Iminitab) is an oral anticancer drug developed through cooperation between hematology and oncology that has 95 percent cure rate for lymphoma and leukemia, when used in combination chemotherapy, however it currently costs about $20,000. Methotrexate is another generic oral anticancer drug that costs less than a dollar a week. It is however left to the patient's Bachelor of Medicine to purchase necessary generic medicine online with a discount from rxmedsdoctor.net since the Indian Parliamentary elections of 2014 exiled generics-discount.com from the city. Broad spectrum antibiotics are the best medicine from the 20th century and have a 90 percent cure rate for bacterial infections. The discoveries of the sulphonamide (1939), penicillin (1945) and streptomycin (1952) classes of antibiotics won the Nobel Prize for Medicine. Ampicillin (Principen), made from penicillin nucleus and 3H2O is the first choice organic antibiotic for bacterial pneumonia. Doxycycline (1967), the once a day antibiotic, was the cheapest cure for Staphylococcus Aureus, bubonic plague and syphilis, was however adulterated. American manufactured Vibramycin (doxycycline) is the least likely to be adulterated. Metronidazole (Flagyl ER) (1960) treats antibiotic resistant Clostridium difficile that causes antibiotic associated colitis. The best new generic drug, that might make flu vaccination campaigns and psychiatric drugs obsolete, is the antiparkinson, antiviral Amantadine (Symmetrel) cure for flu and psychiatric drug tics in one dose. 

1. Zika virus disease (Zika) is a disease caused by Zika virus that is spread to people primarily through the bite of an infected Aedes species mosquito. The most common symptoms of Zika are fever, rash, joint pain, and conjunctivitis (red eyes). The illness is usually mild with symptoms lasting for several days to a week after being bitten by an infected mosquito. People usually don’t get sick enough to go to the hospital, and they very rarely die of Zika. For this reason, many people might not realize they have been infected. Once a person has been infected, he or she is likely to be protected from future infections. The symptoms of Zika are similar to those of dengue and chikungunya, diseases spread through the same mosquitoes that transmit Zika. During the first week of infection, Zika virus can be found in the blood and passed from an infected person to a mosquito through mosquito bites. There is no vaccine to prevent or medicine to treat Zika virus. Zika virus can be spread from a pregnant woman to her fetus and has been linked to a serious birth defect of the brain called microcephaly in babies of mothers who had Zika virus while pregnant. Other problems have been detected among fetuses and infants infected with Zika virus before birth, such as absent or poorly developed brain structures, defects of the eye, hearing deficits, and impaired growth.  CDC recommends special precautions for pregnant women. Women who are pregnant should not travel to areas with Zika. 

a. In May 2015, the Pan American Health Organization (PAHO) issued an alert regarding the first confirmed Zika virus infection in Brazil and on Feb 1, 2016, the World Health Organization (WHO) declared Zika virus a public health emergency of international concern (PHEIC). Local transmission has been reported in many other countries and territories. Zika virus likely will continue to spread to new areas. Prior to 2015, Zika virus outbreaks occurred in areas of Africa, Southeast Asia, and the Pacific Islands. In May 2015, the Pan American Health Organization (PAHO) issued an alert regarding the first confirmed Zika virus infections in Brazil. Currently, outbreaks are occurring in many countries. Zika virus will continue to spread and it will be difficult to determine how and where the virus will spread over time. Local mosquito-borne transmission of Zika virus has been reported in the Commonwealth of Puerto Rico, the US Virgin Islands, and America Samoa. No local mosquito-borne Zika virus disease cases have been reported in US states, but there have been travel-associated cases. Because hosts become immune after a brief period of mild illness Zika virus seems like a good candidate for a vaccine for girls to prevent microcephaly in affected areas. The challenge is to manufacture a vaccine that doesn't cause the illness and in particular the infectious form of the illness. Every hobbled pertussis vaccine developmental hip injury compensation girl's eye's are red.  Perhaps it is time to remove the pertussis vaccine from childhood vaccine list and manufacture just a Diptheria and Tetanus (DT) vaccine for children and continue to manufacture the Diptheria, Tetanus and Pertussis DTP) vaccine to adults and maybe teenagers.
2. Vaccination against influenza and invasive pneumococcal disease is an important public health strategy. During 2003–2013, influenza vaccination in the past 12 months for noninstitutionalized adults increased among those aged 18–49 and 50–74 but was stable among those aged 75 and over. Decreases in influenza vaccination coverage in 2005 were related in part to a vaccine shortage. During 2003–2013, the percentage of non- 40 institutionalized adults who had ever received pneumococcal vaccination was stable among high-risk persons aged 18–64, and increased among those aged 65–74 and 75 and over.  For children aged 19–35 months, a series of vaccinations is recommended. To evaluate how many children are meeting the guidelines, the combined vaccine series (4:3:1:3*:3:1:4) is used. This measure includes the recommended doses of vaccines against diphtheria, tetanus, and pertussis; polio; measles; Haemophilus influenzae type b; hepatitis B; varicella; and pneumococcus. In 2013, 70% of children aged 19–35 months had the combined series. Children living below the poverty level had lower coverage (64%) than children living at or above the poverty level (74%). Non-Hispanic black children had lower coverage (65%) than non-Hispanic white (72%) or Asian (73%) children. Poverty level accounts for most of the differences by race and Hispanic origin.   There are doubts about the safety and necessity of the pertussis vaccine that has been implicated in causing permanent hip development problems in some girls whose hip development is permanently disabled. Vaccines are out of control with infectious diseases.  The flu vaccine is highly controversial, often ineffective, potentially infectious and more painful than taking one dose of Amantadine (Symmetrel) to cure wet coughs from flu.  
In 2013, 15.8% of persons had no health care visits in the past year, 47.0% had 1–3 health care visits, 24.5% had 4–9 visits, and 12.7% had 10 or more visits.  In 2011, there were 126 million visits to hospital outpatient departments and 136 million visits to hospital emergency departments. In 2013, 83.0% of children aged 2–17 years, 61.7% of adults aged 18–64, and 60.6% of adults aged 65 and over had visited a dentist in the past year. The percentage of the population taking at least one prescription drug during the past 30 days increased from 39.1% in 1988–1994 to 47.3% in 2009–2012. During the same period, the percentage taking three or more prescription drugs rose from 11.8% to 20.6%, and the percentage taking five or more drugs more than doubled, from 4.0% to 10.1% (percentages are age-adjusted).  The number of hospital beds in the United States is diminishing both because their price is too high and hospital discharge times for scheduled surgical operations keep getting faster with medical advances.  According to the American Hospital Association there were a total of 5,708 hospitals in the United States in 2007. 4,897 were community hospitals, 2,913 were nongovernment not for profit hospitals,8 73 were investor owned for profit hospitals, 1,111 were state or local government owned community hospitals, 213 were federal government hospitals, 444 were nonfederal psychiatric hospitals, 136 were nonfederal long term care hospitals, and there 18 hospitals units of institutions such as prison hospitals and college infirmaries. Between 1993 and 2003, the population of the United States grew by 12 percent and hospital admissions increased by 14 percent, yet emergency department visits rose by more than 25 percent during this same period of time, from 90,300,000 visits in 1993 to 113,900,000 visits in 2003.  
1. In 2007 there were a total of 945,199 hospital beds, of which 800,892 were staffed beds in community hospitals.  There were a total of 37,120,387 hospital admissions, 35,345,986 to community hospitals.  The total expenses of all hospitals were $641 billion, $588 billion for community hospitals.  In 2013, the average cost for the entire hospitalization involving a heart valve procedure was $51,415; a coronary artery bypass graft procedure was $41,274; cardiac pacemaker or defibrillator insertion, revision, replacement, or removal was $35,074; and spinal fusion was $28,696.  Patients and insurance companies should not be billed more under penalty of unjust compensation.  Of the community hospitals 1,997 were rural, 2,900 were urban, 2,730 were in a system and 1,472 were in a network.  In 2012, the United States had 4,999 community hospitals and 800,566 community hospital beds. Community hospital occupancy averaged 63.4% in 2012, similar to the levels in 2010 and 2011. In 2013, there were 15,663 certified nursing homes with 1,697,484 nursing home beds. U.S. nursing home occupancy averaged 80.8% in 2013. Nursing home occupancy rates were highest in North Dakota (92.9%) and the District of Columbia (92.9%) in 2013.  The demand for emergency care in the United States continues to grow at a rapid pace.  Emergency departments (EDs) are critical in the U.S. health care system, providing emergency and after hours care (23–25). During 2004–2014, adults aged 18–64 with Medicaid coverage were about twice as likely as those with private coverage or the uninsured to have had an ED visit in the past year. In 2003, hospital emergency departments received nearly 114,000,000 visits, which is more than 1 visit for every 3 people in the United States; however, between 1993 and 2003, the number of emergency departments declined by 425.  During 2003–2013, the percentage of children under age 18 with at least one emergency department (ED) visit in the past year declined for those with Medicaid coverage while remaining stable for uninsured children.  Children under the age of 8 cannot take the best treatment for hospital acquired Staphylococcus aureus – oral doxycycline (Vibramycin).   
D. Health insurance is a major determinant of access to health care. The percentage of adults aged 18–64 who were uninsured increased from 2004 (19.3%) to 2013 (20.5%) and then declined through June 2015 (12.7%) Among adults aged 18–64, the percentage with private coverage declined from 2004 (71.1%) to 2012 (65.1%) and then increased through June 2015 (70.6%). As of June 2015, 8.9 million adults aged 18–64 were covered by private plans obtained through the Health Insurance Marketplace or state-based exchanges (36). The percentage with Medicaid coverage increased from 2004 (6.8%) to June 2015 (12.2%).  Effective 2011 the ACA allows most young adults to remain on their parent’s coverage until age 26.  The percentage uninsured for those 19–25 declined 28% between 2013 and the second quarter of 2014, to 19.2%.  Between 2004 and 2014, among children in families with income of 100%–199% of the poverty level, the percentage of uninsured children under age 18 decreased from 15.1% to 8.7%, while Medicaid or Children's Health Insurance Program (CHIP) coverage among children in families with income of 100%–199% of poverty increased from 40.2% to 60.0%.  In 2014, Massachusetts (3.9%), Vermont (5.4%), Hawaii (5.7%), and the District of Columbia (6.1%) had the lowest percentages of persons uninsured (i.e., without public or private coverage) among those under age 65, while Alaska (19.2%), Florida (20.1%), and Texas (21.2%) had the highest percentages uninsured. Consumers are due credit for health insurance premiums inflation in excess of the 2.5% health annuity.
E. Association of American Medical Colleges (AAMC) accredits university medical programs and organizes their political union.  Medical Education has been prioritized by many Congresses and there are a large number health scholarships and research grants listed in the Catalog of Federal Domestic Assistance. The American Board of Medical Specialties (ABMS) oversees board certification for medical doctors (MD).  For more than 70 years, ABMS’ mission has been to maintain and improve the quality of medical care by assisting its Member Boards in developing and implementing educational and professional standards to evaluate and certify physician specialists.   ABMS is composed of 24 primary medical specialty boards.  To be a licensed practical nurse at least 1 to 2 years of study in a community college are required.  To be a registered nurse (RN) three to four years studying at a college of nursing are required.  Nurse board certification exams are overseen by the American Nurses Credentialing Center and American Nurses Association (ANA).  Nurses are encouraged to continue their eduction to earn higher wages as registered nurses and registered nurses, demoralized by the average wage decrease should study to be a nurse practitioner. 
Health Academic Population 1980-2014
	1st Year Enrollees 
	1980-81
	1990-91
	2000-01
	2010-11
	2011-12
	2012-13
	2013-14

	Dentistry
	6,030
	4,001
	4,327
	5,170
	5,493
	5,697
	5,904

	Medicine (Allopathic)
	17,186
	18,876
	18,699
	19,082
	19,947
	20,279
	20,803

	Medicine (Osteopathic)
	1,496
	1,950
	2,927
	5,428
	5,788
	5,986
	6,636

	Nursing
	80,000
	84,000
	88,000
	91,895
	98,000
	103,000
	114,376

	Optometry
	1,174
	1,245
	1,384
	1,661
	1,674
	1,760
	1,818

	Pharmacy
	7,377
	8,267
	8,382
	13,077
	13,464
	14,011
	14,008

	Podiatry 
	695
	561
	475
	671
	672
	687
	671

	Public Health
	3,348
	4,087
	5,840
	11,205
	11,345
	11,588
	13,766

	Total 1st  Year Enrollees
	117,306
	122,987
	130,034
	148,189
	156,383
	163,008
	177,982

	Graduates
	
	
	
	
	
	
	

	Dentistry
	5,256
	5,550
	3,995
	4,996
	5,042
	5,199
	5,491

	Medicine (Allopathic)
	15,632
	15,427
	15,796
	17,363
	17,341
	18,157
	18,078

	Medicine (Osteopathic)
	1,151
	1,534
	2,510
	4,158
	4,458
	4,806
	4,997

	Nursing
	
	144,460
	290,224
	212,190 (2008)
	143,809
	143,809
	148,692

	Optometry
	1,092
	1,224
	1,310
	1,308
	1,383
	1,545
	1,541

	Pharmacy 
	7,323
	7,122
	7,000
	11,931
	12,719
	13,207
	13,838

	Podiatry
	597
	591
	531
	543
	537
	572
	564

	Public Health
	3,168
	3,995
	5,747
	9,717
	9,959
	10,477
	11,932

	Total Graduates
	174,219
	179,903
	327,113
	262,206
	195,248
	197,772
	205,133

	Schools
	
	
	
	
	
	
	

	Dentistry
	60
	56
	55
	58
	61
	62
	65

	Medicine (Allopathic)
	125
	125
	124
	135
	138
	141
	141

	Medicine (Osteopathic)
	14
	15
	19
	32
	34
	34
	40

	Nursing
	1,377
	1,412
	1,434
	1,660
	1,812
	1,850
	1,869

	Optometry
	18
	17
	17
	20
	20
	21
	21

	Pharmacy 
	72
	74
	82
	123
	129
	130
	133

	Podiatry
	5
	7
	7
	9
	9
	9
	9

	Public Health 
	21
	24
	25
	48
	49
	50
	91

	Total Accredited Schools and Public Health Programs
	1,692
	1,730
	1,763
	2,085
	2,252
	2,297
	2,369


Source: Table 97 Health, United States, 2014, National League for Nursing 2000 $70 enrollment and graduation confirmation. American Nurses Association. Enrollment in Nursing School 1980-2000 and 2011-2013 are crudely estimated high graduation rates in 2000 and 2010 are unexplained.  In apology for the fraudulently low public health estimate accredited public health “programs” were accounted for as schools for the first time in 2014.
1. Formal education and training requirements for physicians are among the most demanding of any occupation—4 years of undergraduate school, 4 years of medical school, and 3 to 8 years of internship and residency, depending on the specialty selected. Premedical students must complete undergraduate work in physics, biology, mathematics, English, and inorganic and organic chemistry.  To be a board eligible Physician a medical doctor must pass the MCAT, graduate from medical school, choose a specialty for a three year residency and pass the medical board exam.  Students spend most of the first 2 years of medical school in laboratories and classrooms, taking courses such as anatomy, biochemistry, physiology, pharmacology, psychology, microbiology, pathology, medical ethics, and laws governing medicine. They also learn to take medical histories, examine patients, and diagnose illnesses.  During their last 2 years, students work with patients under the supervision of experienced physicians in hospitals and clinics, learning acute, chronic, preventive, and rehabilitative care. Through rotations in internal medicine, family practice, obstetrics and gynecology, pediatrics, psychiatry, and surgery, they gain experience in the diagnosis and treatment of illness. Following medical school, almost all M.D.s enter a residency—graduate medical education in a specialty that takes the form of paid on-the-job training, usually in a hospital. Doctors then continue the supervised study of medicine with Continuing Medical Education (CME) courses.

2. The ranks of medical students have grown more slowly due to rising costs - $150,000 - only partially offset by National Institutes of Health (NIH) funding.  In the 1950s and 60s almost the entire graduating class at leading schools consisted of white males.  Today, up to half of all medical students are women, as are at least 40 percent of the students in law and more than one-third in business.  Whereas only 2.4 percent of graduating medical students were African-American in 1971-72, 6.9 percent received MD degrees in 2007-8. Today some 140 medical schools in the United States award a total of about 15,000 MD degrees each year.  Students applying to medical school shave long had to take an entrance exam, the Medical College Admissions Test (MCAT). They accept fewer than half the students who apply.  There are four major problems with medical education and training.  The first are the extended hours residents are forced to work to the detriment of their and their patient’s health, safety and happiness.   In recent years, in most States, work requirements of medical residents have been reduced to less than 60 hours a week, averaged over the course of the month.  Studies show that working long and irregular hours greatly increases the risk of getting into a car accident on the way to and from work, greatly increases the risk of that the worker will become ill and unable to work at all, greatly increases the chance the medical resident will make a medical error or suffer an accident that will injure or inconvenience a patient and for the most part is detrimental to the pursuit of health and happiness for everyone concerned. The second is conflict of interest between academic medical professors and researchers and corporate and industrial clients.  The third is that psychiatry needs to be abolished as a form of slavery whose dangerous drugs are evidence that they subvert the medical establishment.  The fourth is the use of the safest and most cost effective generic prescription drugs or medicinal herbs for common diseases.

3. US medical schools came to be widely regarded as the finest in the world as early as the 1930s and have kept their enviable reputation with the help of generous NIH research support.  The average debt of graduating MDs is now over $150,000, as debt loads have increased, the percentage of medical students from the lowest income quintile has declined, although even in its best times, it never exceeded 5.5 percent.  In contrast 55 percent of medical students in 2005 came from families with incomes in the highest quintile.  The price of medical education should go down when medical bills get the ax under the Fair Credit Reporting Act.  Nursing school provides hundreds of thousands of people with a lower priced alternative, but further education is needed to prescribe patent medicine as a practical nurse.  Full-length textbook medical education regarding the use of generic drugs and medicinal herbs for the differential diagnosis and treatment of common conditions should be extended to high schools and the Bachelor in Medicine. The Bachelor in Medicine degree may have been amputated after the Civil War, but could be trusted to prescribe the generic prescription drugs, discounted at www.rxmedsdoctor.net and medicinal herbs, to reliably cure common diseases for less money and danger than patented drugs and surgical techniques.  A full-length medical textbook with short summary of generic and herbal cures for common diseases is available for free online, for inclusion in the high school, undergraduate and medical school curriculums, at www.title24uscode.org/medicine.htm
F. The Bureau of Labor Statistics reports that as the largest industry in 2006, health care provided 14.4 million jobs—13.6 million jobs for wage and salary workers and about 438,000 jobs for the self-employed.  However instead of job growth there has been a decline in the number of health professionals to 12.2 million in 2014.  In 2012, there were 26.9 physicians in patient care per 10,000 population in the United States. The number of patient care physicians per 10,000 population ranged from 18.0 in Idaho and Mississippi to 41.3 in Massachusetts and 65.9 in the District of Columbia.  In 2006 there were an estimated 633,000 physicians and surgeons.  Physicians are one of the highest paid professions.  They range in salary from $350,000 for cardiologists, $320,000 for anesthesiologists, $280,000 for general surgery. $247,000 for Obstetrics and Gynecology, $180,000 for psychiatry, $166,000 for internal medicine, $161,000 for pediatrics to $156,000 for family practice.  Registered nurses constitute the largest health care occupation, with 2.5 million jobs. About 59 percent of jobs are in hospitals.  The reduction in the number of health professionals from a high of 14.4 million in 2006 to 12.2 million in 2014 needs to support.  A 15.3% reduction in benefits offset by a 15.9% growth in enrollment in 2014 justifies an estimated 0.5% Medicaid enrollment growth, plus normal 2.5% growth, 3% growth for 2014.  
Health Care Professionals 2000-14 Wages 2013-14
	
	2000
	2012
	2013
	2013 Hr. Wage
	2014
	2014 Hr. Wage

	Doctors of Medicine
	813,770
	1,026,788
	1,045,910
	
	
	

	Active Doctors of Medicine
	692,368
	826,001
	854,698
	
	
	

	Active Dentists
	166,383
	193,300 (2011)
	191,345
	
	
	

	Audiologists
	11,530 
	12,060
	11,550
	$35.75
	12,250
	$36.92

	Cardiovascular Technicians
	40,080
	50,530
	51,010
	$25.95
	51,080
	$26.54

	Dental Hygienists
	148,460
	190,290
	192,330
	$34.39
	196,520
	$34.60

	Diagnostic Medical  Sonographers
	31,760
	57,700
	58,250
	$32.29
	59,760
	$32.88

	Dietetic Technicians
	28,010
	24,660
	26,420
	$13.74
	28,690
	$13.75

	Dietitians and Nutritionists
	43,030
	58,240
	59,530
	$27.07
	59,490
	$27.62

	Emergency Medical Technicians and Paramedics
	165,530
	232,860
	237,660
	$16.53
	235,760
	$16.88

	Licensed Practical and Vocational Nurses
	679,470
	718,800
	705,200
	$20.63
	695,610
	$20.87

	Magnetic Resonance Imaging Technologists
	
	29,560
	32,000
	$31.71
	33,130
	$32.36

	Medical and Clinical Laboratory Technicians
	144,530
	157,920
	157,080
	$19.35
	160,460
	$19.59

	Medical and Clinical Laboratory Technologists
	143,870
	182,370
	180,760
	$28.59
	161,710
	$29.12

	Medical Records and Health Information Technologists
	143,870
	160,700
	162,630
	$17.68
	184,740
	$18.68

	Nuclear Medicine Technologists
	18,030
	20,480
	20,020
	$34.60
	20,320
	$35.21

	Nurse Anesthetists
	
	34,180
	35,430
	$75.81
	36,590
	$76.40

	Nurse Midwives
	
	5,710
	5,460
	$44.34
	5,110
	$46.97

	Nurse Practitioners
	
	105,780
	113,370
	$45.71
	122,050
	$47.11

	Occupational Therapists
	77,080
	105,540
	108,410
	$37.45
	110,510
	$38.46

	Opticians
	66,580
	64,930
	68,390
	$17.17
	73,110
	$17.43

	Pharmacists
	212,260
	281,560
	287,420
	$56.01
	290,780
	$56.96

	Pharmacy Technicians
	190,940
	353,340
	362,690
	$14.83
	368,760
	$14.95

	Physical Therapists
	120,410
	191,460
	195,670
	$39.51
	200,670
	$40.35

	Physician Assistants
	55,490
	83,640
	88,110
	$45.36
	91,670
	$46.77

	Psychiatric Technicians
	53,350
	67,760
	66,760
	$16.09
	64,540
	$16.91

	Radiation Therapists
	13,100
	18,230
	16,950
	$39.30
	16,380
	$40.25

	Radiologic Technologists
	172,080
	194,790
	194,000
	$27.29
	193,400
	$27.65

	Recreational Therapists
	26,940
	19,180
	18,640
	$21.88
	17,950
	$22.14

	Registered Nurses
	2,189,670
	2,633,980
	2,661,890
	$33.13
	2,687,310
	$32.56

	Respiratory Therapists
	82,670
	116,930
	118,640
	$27.83
	119,410
	$28.12

	Respiratory Therapy Technicians
	28,230
	13,460
	12,070
	$23.01
	10,610
	$23.46

	Speech Language Pathologists
	82,850
	121,690
	125,050
	$35.56
	126,500
	$36.01

	Healthcare Support Occupations
	
	
	
	
	
	

	Dental Assistants
	250,870
	300,160
	309,540
	$17.13
	314,330
	$17.43

	Home Health Aids
	561,120
	839,930
	806,710
	$10.60
	799.080
	$10.77

	Massage Therapists
	24,620
	71,040
	79,040
	$19.42
	87,670
	$20.09

	Medical Assistants
	330,830
	553.140
	571,690
	$14.80
	584,970
	$15.01

	Medical Equipment Preparers
	32,760
	50,230
	51,300
	$16.02
	50,550
	$16.28

	Medical Transcriptionists
	97,330
	74,810
	68,350
	$16.95
	61,210
	$17.11

	Nursing Assistants
	1,273,460
	1,420,020
	1,427,830
	$12.51
	1,427,740
	$12.62

	Occupational Therapy Aids
	8,890
	7,950
	8,710
	$13.90
	8,570
	$13.96

	Occupational Therapy Assistants
	15,910
	29,500
	30,450
	$26.56
	32,230
	$27.53

	Pharmacy Aids
	59,890
	42,600
	42,250
	$11.78
	41,240
	$12.28

	Physical Therapist Aids
	34,620
	48,700
	48,630
	$12.50
	48,730
	$12.82

	Physical Therapist Assistants
	44,120
	69,810
	72,640
	$25.63
	76,910
	$26.12

	Psychiatric Aides
	57,680
	77,880
	75,340
	$12.98
	72,860
	$13.67

	Total
	8,620,671
	9,341,514
	11,011,913
	
	10,314,873
	-6.3%


Source: Tables 93 , 95 & 96 2001-2013 Health United States, 2014; Tables 84, 86 & 87 2000-2014 Health, United States, 2015, Totals written by hand from Microsoft Word web layout sum function; BLS estimates -15.3% fewer FTEs '13-14
1. Health, United States 2015 confirms a reduction in registered nurse wages, in the total number of licensed and vocational nurses and nurse aides. Due to deadly side-effects to their treatment there was also significant reductions in radiological technicians and technologists, psychiatric aids, and psychiatric technicians who must continue on the path of abolition of psychiatry by social workers and forensic psychiatric hospitals, even as HHS responds to an alarming increase in suicide in people younger than the high risk group over age 75, CMS must prescribe Amantadine (Symmetrel) for flu and antipsychotic and childhood stimulant side-effects rather than finance prescription psychiatric drugs or antidepressant violence.  The reduction in radiological technicians and technologists who irradiate people with cancers caused by radiation, such as sabotaged CD ROM drives.  The steady and large reduction in the number of medical transcriptionists is alarming, but perhaps medical doctors and health professionals have decided that their health education did not cause their writing ability to decline as their undergraduate science degree did; the meducated have only to relearn the use of generic drugs and garden herbs to swiftly, safely and cost-effectively cure common diseases and overcome the pathological law of perversity, that the least is known about the most common diseases.  Without a working sum function in the Table column, there is no time to crunch health academic and professional statistics with the calculator dedicated to the NHE as % GDP  in the prevailing .doc word processor, of the day.  It seems best to agree that 12.2 million FTE Bureau of Labor Statistic (BLS) estimate for total full time health professionals occurred mostly in 2014 siding a one-time 3% growth estimate for Medicaid spending in 2014 and 2.5% in all other health programs since 2013 reduces NHE as % of GDP and King v. Burwell (2015).  John B. King Jr. Acting Secretary of Education, that is.  The time is ripe for registered nurses to pursue the new degree in nurse practitioner to earn nearly as much as a pharmacist and licensed nurses and nurses aids to earn their RN degree.
2. Health United States owes the National League for Nursing the $70 they ask for, and not a penny more, annually, to inform the public regarding the historical number of accredited nursing schools and programs, first-year enrollees and graduates and make a good faith attempt to total the academic and professional table(s) in Microsoft Word web layout view, when wifi accesses the free version online although purchased, and copy them by typing rather than potentially bugging these tables of Jesus Christ, the moneychangers of the 2.5% health annuity since FY 2013, and 3% price of the last supper on Medicaid in 2014. 
Art. 2    Human Services FY 2017
§3      15.4% Growth in Aid 18% Administration for Children and Families 
A. Child welfare must grow rapidly to eliminate 24% child poverty.  Health spending and state subsidies growth however must be limited to 2.5% annually.  Because ACF spending is mostly state subsidies, in the future it is hoped that ACF agency spending growth will be limited to 2.5% annually, but it would not be wise for Congress to deny the President's, possibly inept, attention to the nation's undeniable child welfare priority.  Will pay for free wifi and electricity in city parks.  To maximize utility Congress should request that ACF be an independent agency with SSA so that the Department of Health and Human Services (DHHS) could change their name to Public Health Department (PHD) and budget for the trillion dollar federal health spending limit until national health expenditure is less than 10% of GDP.  The Administration for Children and Families, the ACF administers more than 60 human services programs with a budget of more than $53 billion, making it the second largest agency in the U.S. Department of Health and Human Services.  The FY 2017 President’s Budget request for the Administration for Children and Families, including both mandatory (pre-appropriated and entitlement) and discretionary programs, is $63 billion in budget authority – an increase of $9.8 billion from the FY 2016 enacted level, 18.5% growth.  This spending growth has not yet been approved by Congress.  
1. The ACF needs to be socially excluded from the HHS health budget to account for the one trillion dollar federal health spending limit until national health expenditures are less than 10% of GDP.  The ACF budget agrees with HHS budget.  ACF’s budget supports enabling more parents to work or pursue education and training to better support their families while at the same time promoting the school readiness of their children. Funds are also included for programs that serve our most vulnerable children and families, including victims of domestic violence, dating violence, human trafficking, refugees and other humanitarian entrants, unaccompanied children, and runaway and homeless youth. In addition, the budget supports important improvements in Head Start, Child Care, Community Service programs, Child Welfare, and Child Support. The FY 2017 discretionary request of $20 billion for ACF represents an increase of $832 million (+4%) from the FY 2016 enacted level. The FY 2017 mandatory request on the other hand was for $43 billion, and increase of $8.8 billion (+25.6%) from the FY 2016 enacted level as the result of a 15.4% increase in TANF spending that creates a number of new programs that do not seem very administratively efficient.  In FY 20141, the child support distributed $28.2 billion in collections, of that amount, about 95 percent was sent directly to families.  

Administration for Children and Families FY 2015-17 budget 
(in millions)
	
	FY2015
	FY 2016
	FY 2017
	Change from FY 2016
	% Change  FY 2016

	Total Discretionary Programs
	18,041
	19,120
	19,952
	832
	4.4%

	Low Income Home Energy Assistance Program
	3,390
	3,390
	3,769
	379
	11.2%

	Child Care and Development Block Grant
	2,435
	2,761
	2,962
	200
	7.2%

	Children's and Family Services Programs BA
	10, 596
	11, 234
	11,735
	501
	4.45%

	Head Start
	8,598
	9,168
	9,602
	434
	4.7%

	Preschool Development Grant
	250
	250
	350
	100
	40%

	Runaway and Homeless Youth Programs
	97
	102
	108
	6.4
	6.2%

	Youth on the Streets
	17.1
	17.1
	17.5
	0.4
	2.3%

	Child Abuse Programs
	93.8
	98.1
	108.8
	10.7
	10.9%

	Child Welfare Programs
	335
	326
	330
	4
	1.2%

	Chafee Education and Training Vouchers
	43.3
	43.3
	43.3
	0
	0

	Adoption and Legal Guardianship Incentive Program
	37.9
	37.9
	37.9
	0
	0

	Native American Programs
	46.5
	50
	53
	3.1
	6.2%

	Social Services Research and Demonstration
	5.8
	6.5
	10.7
	4.3
	66%

	Federal Administration
	201
	205
	205.7
	0.7
	0.3%

	Disaster Case Management
	1.9
	1.9
	1.9
	0
	0

	Community Services Block Grant
	674
	715
	674
	-41
	-5.7%

	Community Economic Development 
	29.9
	29.9
	0
	-29.9
	-100%

	Rural Community Facilities
	6.5
	6.5
	0
	-6.5
	-100%

	Assets for Independence 
	18.9
	18.9
	18.9
	0
	0

	Family Violence Prevention and Services 
	135
	150

11%
	151
	1
	0.7%

	National Domestic Violence Hotline
	4.5
	8.3
	12.3
	4.1
	49%

	Refugee and Entrant Assistance
	1,560
	1,675
	2,185
	510
	30.5%

	Transitional and Medical Services 
	383
	490
	581
	91
	18.6%

	Social Services 
	149.9
	155
	177
	22
	14.2%

	Survivors of Torture
	10.7
	10.7
	23.4
	12.6
	11.8%

	Refugee Health Promotion
	4.6
	4.6
	4.6
	0
	0

	Targeted Assistance 
	47.6
	47.6
	55.6
	8
	16.8%

	Unaccompanied Children 
	948
	948
	1,321
	373
	39.35%

	Anti-trafficking in persons programs
	15.8
	18.8
	22
	3.25
	17.3%

	Mandatory Programs
	
	
	
	
	

	Child Support and Family Support   
	4,347
	4,304
	4,555
	69
	1.6%

	Children's Research and Technical Assistance BA
	34.25
	34.4
	107
	72.5
	211%

	Temporary Assistance For Needy Families BA
	17,345
	17,345
	20,097
	2,752
	15.9%

	State Family Assistance Grants
	16,489
	16,489
	17,235
	747
	4.5%

	Territories
	77.9
	77.9
	81.4
	3.5
	4.5%

	Matching Grants to Territories
	15
	15
	15
	0
	0

	Healthy Marriage and Responsible Fatherhood Grants 
	148.1
	148.2
	150
	1.8
	1.2%

	Tribal Work Programs
	7.6
	7.6
	7.6
	0
	0

	Contingency Fund
	608
	608
	25
	-583
	-96%

	Pathways to Jobs
	0
	0
	473
	473
	100%

	Two Generation Demonstration Project 
	0
	0
	100
	100
	100%

	Monitoring and Oversight 
	0
	0
	10
	10
	100%

	Economic Response Fund
	0
	0
	2,000
	2,000
	100%

	Emergency Aid
	0
	0
	40
	40
	100%

	Child Care Entitlement 
	2,917
	2,917
	6,582
	3,665
	126%

	Foster Care and Permanency BA
	7,386
	7,752
	8,752
	820
	10.6%

	Promoting Safe and Stable Families including Title V programs mandatory and discretionary 
	505
	532
	557.5
	26.2
	4.9%

	Social Services Block Grant, BA
	1,661
	1,669
	2,085
	416
	24.9%

	Social Services Block Grant
	1,576
	1,584
	1,700
	116
	7.3%

	Health Profession Opportunity Grants
	85
	85
	85
	0
	0

	Upward Mobility Project
	0
	0
	300
	300
	100%

	Total Mandatory Program BA
	33,947
	34,277
	43.051
	8,774
	25.6%

	Total, Discretionary Programs
	18,041
	19,120
	19,952
	832
	4.4%

	Total BA
	51,988
	53,397
	63,002
	9,606
	18%


Source: Administration for Children and Families All Purpose Table FY 2017    
2. Growth in ACF spending is varied.  There are no page numbers.  The All Purpose Table explains federal spending.  More work is needed to explain benefits paid.  Abuse and violence reduction have undergone large increases in spending over the past couple of years.  Preschool development is expanding.  The termination of funding for Community Economic Development and Rural Community Facilities in FY 2017 seems to recriminate against the USDA SNAP benefit cuts of Halloween 2013.  It seems necessary to offer to reinstate the program on the basis that rural communities and parks keep the water and electricity working in community facilities, all year long, even in the winter.  The Low income energy assistance program  (LIEAP) discretionary portion seems to indicate that spending goes down, but it in fact is growing normally as the result of the addition of an automatic mandatory trigger.  Despite refugee entrance assistance increase of 35.8% over FY 2016 the busiest year in history, discretionary spending demonstrates nearly reasonable growth of 4%.  Mandatory spending admits a 211% increase in research.  The 15.4% increase in new TANF spending needs to focus on efficient benefit administration to equate agency spending with cash payments to millions of beneficiary families, less administration.  Growth in child welfare spending is a national priority.  146% increase in child care spending is also good because it restores levels above where they were in 2000 before they were slashed.  Some programs spending levels remain the same year after year for qualitative reasons and this is quite all-right.  Other small programs afford high levels of growth at the expense of lower growth in larger categories of spending.  All in the ACF budget is sound but spending growth needs to moderate at 2.5% in future years in favor of larger and longer lasting child SSI. 
B. The FY 2017 President’s Budget request for the Administration for Children and Families, including both mandatory (pre-appropriated and entitlement) and discretionary programs, is $63 billion in budget authority – an increase of $9.8 billion from the FY 2016 enacted level, 18.5% growth.  This spending growth has not yet been approved by Congress.   The FY 2017 discretionary request of $20 billion for ACF represents an increase of $832 million (+4%) from the FY 2016 enacted level. The FY 2017 mandatory proposal, on the other hand was for $43 billion, and increase of $8.8 billion (+25.6%) from the FY 2016 enacted level as the result of a 15.4% increase in TANF spending.  The proposal would create a number of new programs that do not seem very administratively efficient in comparison with the previously more popular Aid for Families with Dependent Children (AFDC).  TANF benefits are defective.  The President has rightly targeted child welfare for spending growth.  The number of children raised in poverty has continuously risen since number of TANF beneficiaries has declined dramatically from a high of nearly 14.2 million beneficiaries in 1993 to little less than 5 million families in 2003 after the Personal Responsibility and World Opportunity Reconciliation Act (PRWORA) of 1996 deprived families of 10 million relief benefits under 18USC§246.    
1. In 2016 an estimated 24% of children under the age of 18, around 14 million children, nearly 1 in 4 US children, were growing up in poverty, the highest rate in the industrialized world. The only reason that poverty continues to increase in the United States is because of increasing rates of child poverty and 18-to-64-year olds 20 million, 10% were poor and of people 65 and older 3.6 million, 9% were poor. In Finland, the child poverty rate is about 2.8%; Norway, 3.4%; Sweden, maybe 4.2%, Switzerland, 6.8%, Netherlands in second place at 9.8%.  The reason for the high child poverty in the Netherlands is that there minimum wage discriminates against people under the age of 25 and must stop.  The United States also has a problem with the minimum wage in that it is necessary to legislate an automatic 3% annual increase in minimum wage to prevent wages from falling behind inflation before they get laid off because the minimum wage hike is too expensive to employer when it finally comes.  From 1990 to 2000 the high school completion rate declined in all but seven states.  With the highest level of per pupil spending in the world, $11,100, education assessment results are all improving, but not as fast as other nations.  
2. It is absolutely essential for the United States to support child welfare to make right the loss of 10 million permanent AFDC benefits.  Families with an adult who has received federally-funded assistance under TANF for five cumulative years are not typically eligible for more.TANF benefits are too temporary to make lasting reductions in child poverty.  There is nothing wrong with dramatically increasing TANF benefits 15.4% this once.  The TANF program definitely requires review.   The job placement requirement statistics are poor substitute for beneficiary data and are unconstitutional on the basis of involuntary servitude.  Welfare dependency is not a crime, deprivation of relief benefits is a crime 18USC§246.  Because ACF spending, and most of the new and old TANF, spending seems to be earmarked to support professionals rather than beneficiaries, they are not administratively efficient welfare programs.  State Departments of Human Services aren't aware that they receive any assistance from ACF.  As a matter of administrative efficiency, since the sabotage of AFDC benefits by the Clinton administration, it seems best to make up for majority of the shortfall in child welfare benefits, with a historic expansion of SSI benefits, prioritizing 14 million child SSI benefits, aiming to reduce poverty by half and eliminate child poverty in schools, or end poverty by 2020 if there is no continuing maximum allowable deficit (mad).  In 2015 about 1.8 million children received Supplemental Security Income (SSI) benefits of $733.   Estimating 5 million TANF beneficiaries receiving about $17.2 billion annually that only comes out to about $3,440 per family.  Furthermore, these benefits do not last longer than five years.  SSI pays $8,796 annually in 2015 through 2016 and is not arbitrarily deprived after five years, but becomes paid to the child, instead of the parents or legal guardians, when the child turns 18.  The Clinton administration did not get rich robbing children, that is why Americans are poor to this day, the Clinton administration balanced the budget by reducing military and medical spending.   
§4 Administration on Community Living  
A. The Administration on Community Living (ACL) since 2013, formerly the Administration on Aging, is one of the nation's largest providers of home- and community-based care for older persons and their caregivers. People over age 60 are projected to increase by 20% between 2014 and 2020, from 64.8 million to 77.6 million. The 2010 Census reports that 56.7 million people live with disabilities; 12 million of whom require assistance with tasks like dressing, eating, and performing household chores. The mission is to develop a comprehensive, coordinated and cost-effective system of long-term care that helps elderly individuals to maintain their dignity in their homes and communities and prepare society for an aging population. Created in 1965 with the passage of the Older Americans Act (OAA), AoA is part of a federal, state, tribal and local partnership called the National Network on Aging. This network, serving about 7 million older persons and their caregivers, consists of 56 State Units on Aging; 655 Area Agencies on Aging; 233 Tribal and Native organizations; two organizations that serve Native Hawaiians; 29,000 service providers; and thousands of volunteers. These organizations provide assistance and services to older individuals and their families in urban, suburban, and rural areas throughout the United States.  The Administration for Community Living (ACL) is committed to the fundamental principle that people with disabilities and older adults should be able to live where they choose, live with the people they choose, and fully participate in their communities. ACL programs work to remove the barriers that can make it difficult for many older adults and people with disabilities to achieve this vision.
1. The Administration for Community Living (ACL) administers programs under several authorizing statutes.  The Older Americans Act was enacted in 1965 and is administered by the Administration on Aging. In addition, ACL is also responsible for administering other authorizing statutes relevant to older Americans and individuals with disabilities. Section 398 of the Public Health Service Act : AoA administers the Alzheimer’s Disease Disease Supportive Services Program (ADSSP) program created by Congress in 1991 under Section 398 of the Public Health Service Act (P.L. 78-410; 42 U.S.C. 280c-3). It was amended by the Home Health Care and Alzheimer’s Disease Amendments of 1990 (PL 101-557) and by the Health Professions Education Partnerships Act of 1998 (PL 105-392). Health Insurance Portability and Accountability Act (HIPAA): The Developmental Disabilities Assistance and Bill of Rights Act of 2000 (DD Act) is administered by the Administration on Intellectual and Developmental Disabilities.  Title XXIX of the Public Health Service Act (42 U.S.C 201): AoA administers the Lifespan Respite Care Program created by Congress in 2006 under Title XXIX of the Public Health Service Act.  Help America Vote Act (HAVA) (PDF): Signed into law on October 29, 2002, HAVA assigns responsibility for the administration of the law’s disability provisions (sections 261 and 291) to the Secretary of the U.S. Department of Health and Human Services, who delegated the responsibility to the Administration on Intellectual and Developmental Disabilities (formerly known as the Administration on Developmental Disabilities). H.R. 803, the Workforce Innovation and Opportunity Act of 2014, provides comprehensive change to a number of employment and education-related programs, including services for people with physical, intellectual, and developmental disabilities, although it was not admitted to the ACL budget until FY 2017, after suing for 'public access' and the budget table continues to be bugged so as not to be able to be copied like the others, and must be pasted into a table.  NIDILR may be a duplicate payment with the NIH.

B.  The FY 2017 Budget requests $2 billion for ACL, an increase of $28 million over FY 2016, but it is still exactly the same, as before the ACL was created from drastic cuts to the Agency on Aging in 2013.  In FY 2011 the AoA budget was $1,998 million, in FY 2012 it went down to $1,971 million, and then went up slightly to $1,978 million.  When the ACL was initially created halfway through 2013 the budget was reduced to $1,654 million in 2012 and $1,553 million in 2013.  Then in 2014 the budget said spending was $2,153 million in 2012, $2,166 million in 2013, going down to $2,095 in 2015. The FY 2015 ACL budget went from $2,032 million for 2013, to $2,097 million in 2014 to $2,062 million in 2015.  The FY 2016 budget went from $1,919 million in 2015 to $2,085 million in 2016.  The Budget maintains critical programs that promote self‑determination, independence, productivity, and community integration for individuals with disabilities and prioritizes investments in elder justice activities, nutrition assistance, and long‑term services and supports that help seniors and individuals of all ages with disabilities to remain independent.  The ACL FY 2017 budget estimates a fairly constant level of budget authority of $1,928 million FY 2015, $1,965 FY 2016 and $1,993 million FY 2017, growth of 1.4% over FY 2016. FY 2017 program level also grew at 1.4%  HHS FY 2017 estimates on the other hand fluctuates from $1.9 billion FY 2015, to $2.2 billion FY 2016 and back to $1.9 billion FY 2017.  The fairly constant level of spending around $2 billion FY 2017 needs to be sustained.  ACL is a modest program.  Poverty seems to decreasing in the elderly to less 9%.  Low spending growth is probably a reflection of both a deminimis interest of the elderly in government assistance and the wisdom of elders the health agencies should respect as they strive to limit federal spending growth to less than 2.5% annually, and declare zero growth in certain programs more often in FY 2017 than in other years when the HHS budget was believable.  HHS should not discriminate against such a diverse portfolio by estimating budget reduction to $1.9 billion, after an extremely high estimate FY 2016, the ACL does not seem to have received.  At a constant rate of 1.4% growth the ACL budget request is expected to increase to $2,020 million in FY 2018 and for the purpose of estimating in tenths of billions of dollars will not reach $2.1 billion until 2020.  While all older Americans may receive services, the Old Age Act (OAA) targets those older individuals who are in greatest economic and social need: the poor, the isolated, and those elders disadvantaged by social or health disparities.  There are six core services funded by the ACL including: Supportive services, nutrition services, preventive health services, caregiving, protection of rights of vulnerable older people, and the training of paid and volunteer  long-term care ombudsmen, insurance counselors, and other professionals who assist with reporting waste, fraud, and abuse in nursing homes and other settings.
Administration on Community Living Budget Overview 2015-17
(in millions)
	Programs Total, and Less Funds From Other Sources
	2015
	2016
	2017
	2017

+/- 2016
	

	Program Administration
	38
	40
	41
	+1
	2.5%

	Total, Program Level
	1,990
	2,048
	2,076
	+28
	1.4%

	Less Funds from Other Sources
	-61
	-83
	-83
	--
	0

	Total, Budget Authority 
	1,928
	1,965
	1,993
	+28
	1.4%

	Full-Time Equivalents
	200
	206
	234
	+28
	13.6%


1. Supportive services, which enable communities to provide rides to medical appointments, and grocery and drug stores. Supportive services provide handyman, chore and personal care services so that older persons can stay in their homes. These services extend to community services such as adult day care and information and assistance as well.
Health & Independence for Older Adults 2016-17
(in thousands) 

	
	2016
	2017
	Change
	% Change

	Home & Community-Based Supportive Services
	347,724
	357,724
	10,000
	2.9%

	Nutrition Services
	834,753
	848,557
	13,804
	1.7%

	Congregate Nutrition Services (non-add)
	448,342
	454,091
	5,749
	1.3%

	Home-Delivered Nutrition Services (non-add)
	226,342
	234,397
	8,055
	3.6%

	Nutrition Services Incentive Program (non-add)
	160,069
	160,069
	--
	0

	Preventive Health Services
	19,848
	19,848
	--
	0

	Chronic Disease Self-Management Education [PPHF]
	8,000
	8,000
	--
	0

	Elder Falls Prevention [PPHF]
	5,000
	5,000
	--
	0

	Native American Nutrition & Supportive Services
	31,158
	31,158
	--
	0

	Aging Network Support Activities
	9,961
	9.961
	--
	0

	Holocaust Survivor Assistance (non-add)
	2,500
	2,500
	--
	0

	Subtotal, Health & Independence for Older Adults
	1,256,444
	1,280,248
	23,804
	1.9%



Source: ACL
2. Nutrition services, which include more than a meal. Since its creation, the Older Americans Act Nutrition Program has provided nearly 6 billion meals for at-risk older persons. Each day in communities across America, senior citizens come together in senior centers or other group settings to share a meal, as well as comradery and friendship. Nutrition services also provide nutrition education, health screenings, and counseling at senior centers. Homebound seniors are able to remain in their homes largely because of the daily delivery of a hot meal, sometimes by a senior volunteer who is their only visitor. March 2002, marked the 30th anniversary of the OAA Nutrition Program, and AoA will be celebrating this successful community-based service throughout the year.

Caregiver & Family Support Services 2016-17
(in thousands)
	Program
	2016
	2017
	Change
	% Change

	Family Caregiver Support Services
	150,586
	150,586
	--
	0

	Native American Caregiver Support Services
	7,531
	7,531
	--
	0

	Alzheimer’s Disease Supportive Services Program
	4,800
	4,800
	--
	0

	Alzheimer’s Disease Initiative—Specialized Supportive Services [PPHF]
	10,500
	10,500
	--
	0

	Lifespan Respite Care
	3,360
	5,000
	1,640
	48.8%

	Subtotal, Caregiver & Family Support Services
	176,777
	178,417
	1,640
	0.9%



Source: ACL
3. The National Family Caregiver Support Program (NFCSP), which was funded for the first time in 2000, is a significant addition to the OAA. It was created to help the millions of people who provide the primary care for spouses, parents, older relatives and friends. The program includes information to caregivers about available services; assistance to caregivers in gaining access to services; individual counseling, organization of support groups and caregiver training to assist caregivers in making decisions and solving problems relating to their caregiving roles; and supplemental services to complement care provided by caregivers. The program also recognizes the needs of grandparents caring for grandchildren and for caregivers of those 18 and under with mental retardation or developmental difficulties and the diverse needs of Native Americans.
Protection of Vulnerable Adults 2016-17
(in thousands)
	Program
	2016
	2017
	Change
	% Change

	Long-Term Care Ombudsman Program
	15,885
	15,885
	--
	0

	Prevention of Elder Abuse & Neglect
	4,773
	4,773
	--
	0

	Senior Medicare Patrol Program [HCFAC beginning FY 2016] 
	8,910
	8,910
	--
	0

	Health Care Fraud and Abuse Control [HCFAC]
	8,710
	8,710
	--
	0

	Elder Rights Support Activities
	11,874
	13,874
	2,000
	16.8%

	  Elder Justice (non-add)
	8,000
	10,000
	2,000
	25%

	Subtotal, Vulnerable Adults
	50,152
	52,152
	2,000
	4.0%



Source: ACL
4. Services that protect the rights of vulnerable older persons, which are designed to empower older persons and their family members to detect and prevent elder abuse and consumer fraud as well as to enhance the physical, mental, emotional and financial well-being of America's elderly. These services include, for example, pension counseling programs that help older Americans access their pensions and make informed insurance and health care choices; long-term care ombudsman programs that serve to investigate and resolve complaints made by or for residents of nursing, board and care, and similar adult homes. 
Disability Programs, Research & Services 2016-17
(in thousands)

	Program 
	2016
	2017
	Change
	% Change

	State Councils on Developmental Disabilities
	73,000
	73,000
	--
	0

	Developmental Disabilities Protection and Advocacy
	38,734
	38,734
	--
	0

	University Centers for Excellence in Developmental Disabilities
	38,619
	38,619
	--
	0

	Projects of National Significance
	10,000
	10,000
	--
	0

	National Institute on Disability, Independent Living, and Rehabilitation Research
	103,970
	103,970
	--
	0

	Independent Living
	101,183
	101,183
	--
	0

	Limb Loss Resource Center
	2,810
	2,810
	--
	0

	Paralysis Resource Center
	7,700
	7,700
	--
	0

	Traumatic Brain Injury 
	9,321
	9,321
	--
	0

	Subtotal, Disability Programs
	385,337
	385,337
	0
	0



Source: ACL
5. Disability is a major topic of concern for seniors but the ACL disability spending data table has a bug in it, and there were absolutely no change in spending in this category 2016-17. The 2014 Workforce Innovation and Opportunities Act moved the National Institute on Disability, Independent Living, and Rehabilitation Research (NIDILRR), in addition to other programs from the Department of Education, to ACL. NIDILRR is a federal government grants-making agency that sponsors grantees to generate new disability and rehabilitation knowledge and promote its use and adoption. Promoting the use and adoption of new disability and rehabilitation knowledge by various stakeholders helps people with disabilities by improving their ability to perform activities of their choice in the community and expanding society’s capacity to provide full opportunities and accommodations for its citizens with disabilities.  The transfer of NIDILRR, which has a current appropriation for research and development of approximately $104 million, necessitated the development of an ACL public access plan.  Although transferred under 2014 law it has taken ACL until FY 2017 to expand their accounting of disability programs and recognize the NIDILRR.  It was not until 1960 that the age requirement for the disability insurance program created in 1956 was lowered below the retirement age.  H.R. 803, the Workforce Innovation and Opportunity Act of 2014, provides comprehensive change to a number of employment and education-related programs, including services for people with physical, intellectual, and developmental disabilities, although it was not admitted to the ACL budget until FY 2017, after suing for 'public access' and the budget table continues to be bugged so as not to be able to be copied like the others, and must be pasted into a table.  The language regarding 'public access' seems only slightly less defective than the 'Enforcement of' Nondiscrimination on the basis of Handicap in programs or activities conducted by the National Council on Disability written in stone at the end of Education statute 34CFR Part 1200 from whence we await a decision regarding the repeal of 'enforcement of' that is prohibited by law under Art. 20 of the International Covenant on Civil and Political Rights, the Slavery Convention of 1926 and Convention on the Rights of Persons with Disabilities of 2006.  The true cause of strife between old age and disability is that caregiving is economically depressing and caregivers would more often than not rather receive disability or survivor insurance than bill their retired or severely physically disabled live-in partner.  The representational problem is that the disabled workers or their impersonators, who bow and scrape for government employment are peculiarly non-respondent on the all-important topic of disability insurance tax rate of 2.4% from January 1, 2016.  It remains to be seen if the disability government can repeal the slave-like language pertaining to the enforcement of' nondiscrimination in NCD programs at the end of 34 CFR Part 1200 that is neatly abolished under the Convention on the Rights of Persons with Disabilities of 2006.  In the United States disability insurance is the safest refuge of academic freedom in a time of federal insolvency and child poverty.  Child SSI must be prioritized and expanded to reduce poverty by half and eliminate child poverty by 2020.  If the federal budget is balanced SSI will be enabled to end poverty beginning in FY 2017 without the income limit law, the will to end poverty by 2020.  More disability insurance for caregivers, the ACF, NCD, NIDILRR, and UN Enable.  
Consumer Information, Access & Outreach 2016-17
(in thousands)
	
	2015
	2016
	Change
	% Change

	Aging and Disability Resource Centers
	6,119
	8,119
	2,000
	32.7%

	State Health Insurance Assistance Program
	52,115
	52,115
	--
	0

	Voting Access for People withDisabilities (HAVA)
	4,963
	4,963
	--
	0

	Assistive Technology
	34,000
	32,000
	-2,000
	5.9%

	Alzheimer’s Disease Initiative—Communications Campaign [PPHF]
	4,200
	4,200
	--
	0

	Medicare Improvements for Patients and Providers Act [TRA/BBA] 
	37,500
	37,500
	--
	0

	Subtotal, Consumer Information, Access & Outreach
	138,897
	138,897
	--
	0



Source: ACL
6. ACL supports the training of thousands of paid and volunteer long-term care ombudsmen, insurance counselors, and other professionals who assist with reporting waste, fraud, and abuse in nursing homes and other settings; and senior Medicare patrol projects, which operate in 47 states, plus the District of Columbia and Puerto Rico. ACL awards grants to state units on aging, area agencies on aging, and community organizations to train senior volunteers how to educate older Americans to take a more active role in monitoring and understanding their health care.  Everyone is very concerned about the large number of drugs that are found in the medicine cabinets of dead old people.  The prescription drugs they actually claim to take on a daily basis without any cures and the level of medical spending by retired people, as high as before the passage of Medicare, needs discussion.  Elders want to discuss geriatric exercise, vegetable nutrition, generic drugs and medical botany.  Antibiotics cure endocarditis.  Antibiotic resistance is best solved with unadulterated doxycycline in patients over the age of 8 for Staphylococcus aureus, penicillin for pneumonia and metronidazole for infectious diarrhea including antibiotic resistant Clostridium difficile and to lesser extent senility inducing E. coli contaminated groundwater from a nearby concentrated animal feeding operation (CAFO).  Statin cholesterol lowering drugs are known to be effective at prolonging life but autopsy reveals a smoothing of the brain's wrinkle's with prolonged use.  Potentially lethal extrapyramidal parkinsonian psychiatric drug side-effect facial tics are cured with one dose of the antiparkinson and flu  cough curing drug Amantadine (Symmetrel), Generic drugs can be purchased online with a discount via rxmedsdoctor.net.  Urinary and gallstones pass overnight with Stonebreaker (Chanca piedra) herbal tincture.  Congestive heart failure, arrhythmia, high blood pressure, circulation, and atherosclerosis may be treated with Hawthorn, the supreme herb for the heart, with high cure rates in healthy people, but is contraindicated for use with prescription high blood pressure medicines and Digitalis. Combination chemotherapy with oral Gleevec (Iminitab) is 95% effective for curing lymphoma and leukemia but costs $20,000 for a course.  Methotrexate costs around $1 a week.  Anxiety and depression should be catered to with St. John's wort, Valerian, insomnia with Chamomile tea and hyperactive children with mint tea. $1, 1% clotrimazole athlete's foot crème is safer than the antifungal foot powder that targets elders, tubes of topical hydrocortisone and antibiotics also cost $1.  People over the age of 40 should use moisturizer to treat sun-damaged skin.  The goal of longevity may not be best achieved by eating cheap food like the intravenous nutrition doctors write, but to be cured by the cheapest available medicine, eat a lot of fresh vegetables and exercise at least four hours to be a scholar or engage in moderate physical activity for eight hours a day.  Supplemental security income should ensure every American elder a monthly income of at least a thousand dollars.
§5 250% Growth for Supplemental Security Income 

A. The Social Security Administration (SSA) was created as independent agency in 1995, shortly before the same Personal Responsibility Work  Opportunity and Reconciliation Act (PRWORA) of 1996 deprived 10 million AFDC benefits.  The Social Security Act of 1965 H.R. 6675 established both Medicare and Medicaid. Medicare was a responsibility of the Social Security Administration (SSA) and State Medicaid programs were administrated by the Social and Rehabilitation Service (SRS).  Until 1977, the Social Security Administration (SSA) managed these programs, when the Health Care Financing Administration (HCFA) took over.  Health and Human Services (HHS) was created in the Education Re-organization Act of 1978.  In 1995 SSA left HHS and became and independent agency while the Agency for Children and Families (ACF) remained behind and was deprived of 10 million Aid for Families with Dependent Children (AFDC) benefits between 1996 and 2000.  It is necessary that the Commissioner of Social Security account for HHS human services programs, both ACF and Administration for Community Living (ACL), because federal health spending requires careful limitation, while welfare spending, in particular SSI, needs to grow quickly, with a will to end poverty in the United States.  Human service spending growth requires 2.5% agency spending growth limitation to improve the administrative efficiency of benefit programs.  It must be universally true that developing economies grow faster than fully industrialized 'health' economies under penalty of widening income inequality, incompetence and inefficiency. Socio-economically damaging welfare cuts cannot again be used to reduce health spending as a percent of GDP as they were in 1996.  Human services spending must be removed from HHS health spending totals every year to accurately account for less than one trillion in national health expenditure as a Public Health Department (PHD). 
1. Expanding child SSI seems to be the most efficient way to end poverty that runs 24% for families with children, 10% for working age adults and 9% for retirees. Children have been eligible for SSI since Sullivan v. Zebley (1990) and 1.8 million children received $733 a month at an annual cost of $15.8 billion, about 28% of $55 billion SSI expenditures in 2014.  SSA was doing well until corrupted by three years without Cost of Living Adjustment 2008-2011.  Now a surge of baby boomers is threatening to completely deplete the Disability insurance (DI) trust fund before they retire in 2018. The Secretary has been unable to perform the OASDI tax rate calculation in the Annual Report in a timely fashion for several years.  The 2016 Annual Reports under Sec. 1161 of the Social Security Act 42USC(7)XI-B§1320c-10 is tardy.  The 2015 Annual Report of the Federal Old Age, Survivor and Disability Insurance Trust Funds contains inexcusable errors in the OASI table that throw off totals and does not attempt to calculate the necessary OASDI tax rate.  The FY 2017 HHS budget wildly overestimated FY 2015 levels of Medicare spending over the 2015 Annual Report of the Federal Hospital Insurance (HI) and Supplemental Medical Insurance (SMI) Trust Fund.   The Secretary of HHS has achieved a higher level of accounting fraud than ordinary the mortals and can no longer be held responsible for doing the accounting for the Old Age Survivor Insurance (OASI) and Disability Insurance (DI) Trust Funds as if the Department of Health, Education and Welfare (HEW) had not failed to control health spending growth.  Fascination with the Without Income Limit Law (WILL) must not delay passage of the Retroactively Free DIRT (Disability Insurance Reallocation Tax) and 3% COLA (Cost-of-Living Adjustment) Act of January 1, 2016. 
2. Although extremely late several years the Commissioner has hired an assistant to help produce an Annual Report on SSI seems factually correct.  The Commissioner is responsible for producing an Annual Report to end all April Fool's Day and PRWORA Annual Reports this summer solstice. The Acting Commissioner must not hesitate to express interest in the collective work that remains $666 beyond the reach of her copyright.  The Acting Commissioner of Social Security will adopt the ACF budget into the annual report on the Supplemental Security Income (SSI) as an independent agency.  It is suggested to amend Annual Reports Sec. 1161 of Title 11 of the Social Security Act 42USC(7)XI-B§1320c-10 so that the Commissioner of Social Security will sign a combined Federal OASDI Trust Fund, SSI Program and ACF Report and the Administrator of CMS would sign a combined Annual Report on the Federal HI and SMI Trust Funds, Medicaid and Affordable Care Act (ACA) by June 20th for perennial summer solstice issue beginning in 2016.  This report must update the OASDI tax rate retroactive to January 1, 2016 to save the DI trust fund and afford beneficiaries the 3% Cost-of-Living Adjustment (COLA) the 300% combined OASDI trust fund ratio deserves.  It will propose to tax the rich the full 12.4% OASDI tax on all their income after an introductory year in 2016 of just the adjusted 2.4% DI tax, to afford the DI trust fund and the US Postal Service deficit.  Congress should then see fit to confirm the Commissioner of Social Security, Secretary of Education and Assistant Secretary of the Administration on Children and Families.  If the Acting Commissioner of Social Security does not publish a complete Annual Report containing all the necessary tables and laws, minimally included below, for summer solstice issue (ssi) as directed, then the disability beneficiary who does the work shall be confirmed Commissioner.  The Social Security Amendments of January 1, 2016 must be passed.
Human Service Budget Summary FY 2016-17 
	
	FY 2016
	FY 2017
	Change 
	% Change 

	Administration for Children and Families
	
	
	
	

	Child Support and Family Support   
	4,304
	4,555
	69
	1.6%

	Children's Research and Technical Assistance BA
	34.4
	107
	72.5
	211%

	Low Income Home Energy Assistance Program
	3,390
	3,769
	379
	11.2%

	Child Care and Development Block Grant
	2,761
	2,962
	200
	7.2%

	Children's and Family Services Programs BA
	11, 234
	11,735
	501
	4.45%

	Refugee and Entrant Assistance
	1,675
	2,185
	510
	30.5%

	Total, ACF Discretionary Programs
	19,120
	19,952
	832
	4.4%

	Temporary Assistance For Needy Families BA
	17,345
	20,097
	2,752
	15.9%

	Total Mandatory Program BA
	34,277
	43.051
	8,774
	25.6%

	Total ACF BA
	53
	63
	10
	18%

	Administration for Community Living (ACL)
	
	
	
	

	Health and Independence for Older Adults
	1,256
	1,280
	24
	1.9%

	Caregiver & Family Support Services
	176
	178
	1
	0.9%

	Vulnerable Adults
	50
	52
	2
	4.0%

	Disability Programs
	385
	385
	0
	0

	Consumer Information, Access & Outreach
	139
	139
	--
	0

	Total, Program Level
	2,048
	2,076
	+28
	1.4%

	Full-Time Equivalents
	206
	234
	+28
	13.6%

	Less Funds from Other Sources
	-83
	-83
	--
	0

	Total ACL Budget Authority 
	1,965
	1,993
	28
	1.4%

	Total ACF BA
	53,397
	63,002
	9,606
	18%

	Total Human Services BA
	55,362
	64.995
	9,634
	17.4%


Source: Administration for Children and Families All Purpose Table FY 2017 no FTE data, ACL Budget FY 2017
B. The OASDI tax rate calculus has not been gotten right by Congress in time and shall therefore have to be retroactively accounted for a 2.4% DI tax and 10.0% OASI tax rate to afford a 3% COLA for all social security beneficiaries from January 1, 2016. The education goals of 2020 to reduce poverty by half and eliminate child poverty in school provides the moral consciousness needed for sociologically unsound social workers to pay the poor people by taxing the rich for only a $100 billion maximum allowable deficit (mad) although the true deficit in 2017 is estimated to be only $71 billion before it disappears.  Poverty relief is far more appealing than mostly imaginary debt relief.  The WILL is therefore edited to reflect the concept of $100 billion maximum allowable deficit (mad) to encourage the federal government to accurately balance their budget and spend as much of the new OASDI revenues on a diverse portfolio of welfare benefits that  might be able to completely eliminate poverty in the United States by 2020 if the federal government would only balance the true federal budget.  Poverty now afflicts more than 46 million people in the United States.  
SSI with a WILL to End Poverty by 2020                                                                                  
	Year
	Monthly Benefit 

(in dollars)
	Average Benefit
	Beneficiaries

(in millions)
	Annual Benefits 

(in billions) 
	Annual Admin. 

(in billions)
	Annual SSI Costs

(in billions)

	2015
	$733
	$541
	8.3
	$53.9
	$4.4
	58.3

	2016 
	733
	541
	8.3
	54.7
	4.5
	59.2

	2016 Free
	755
	557
	8.3
	55.5
	4.6
	60.1

	2016 DI WILL Low
	755
	557
	8.5
	56.8
	4.6
	61.4

	2017 Free
	777
	574
	8.4
	56.3
	4.7
	61.0

	2017 WILL Intermediate
	777
	574
	19.9
	137.3
	4.7
	142

	2017 WILL Low
	777
	574
	13.5
	93.0
	4.7
	97.7

	2017 WILL High
	777
	777
	24.9
	232
	4.7
	237

	2018 Free
	800
	591
	8.5
	60.3
	4.9
	65.2

	2018 WILL Intermediate
	800
	591
	22.4
	159.1
	4.9
	164

	2018 WILL Low
	800
	591
	19
	134.7
	4.9
	139.6

	2018 WILL High
	800
	800
	37.0
	355.1
	4.9
	360

	2019 Free
	825
	609
	8.7
	63.6
	5.0
	68.6

	2019 WILL Intermediate
	825
	609
	24.7
	181
	5.0
	186

	2019 WILL Low
	825
	609
	24
	175.4
	5.0
	180.4

	2019 WILL High
	825
	825
	48.1
	476
	5.0
	481

	2020 Free
	850
	627
	8.8
	66.2
	5.2
	71.4

	2020 WILL Intermediate
	850
	627
	29.9
	225
	5.2
	230

	2020 WILL Low
	850
	627
	29
	218.2
	5.2
	223.4

	2020 WILL High
	850
	850
	61.3
	625
	5.2
	630


Source: 2015 Annual Report of the Social Security Program
1. To mathematically reduce poverty by half and eliminate child poverty in schools by 2020 with SSI benefits it would take at least 20 million new SSI benefits, averaging $627 in 2020 for a total new cost $12.5 billion a month, $150 billion in 2020.  Two-thirds of 20 million new benefits, 14 million benefits for children and another one-third, 6 million benefits, for adults by 2020 at a regular growth rate of five million new SSI benefits over a four year period 2017-2020 would be 62% annual spending growth, including a 3% COLA could be estimated at 63% in 2017. Administrative growth is hoped to remain stable at 3% annually with the help of school Individual Education Plans (IEPs) for poor students and reliable rates of growth.  Because there was no COLA on January 1, 2016 the current rate of SSI benefit is $733 in both 2015 and 2016 but the 2016 no COLA decision was an error that will be retroactively paid for when the 2.4% DI and 10.0% OASI tax rates are used to account for 2016. 
2. The poverty line was in 2016 $11,880 for a family of one, $16,020 for a family of two, $20,160 for a family of three and $24,300 for a family of four.  For an individual, at $733 a month in 2016 SSI pays $9,276 a year plus automatic eligibility for as much a $200 a month food card, another $2,400 annually, $11,676, still a little below the $11,880 poverty line and quite hungry for the food bank, free clothes, but eligible for free Medicaid.  For a couple, at $1,100 a month, $13,200 a year, plus around $2,400 in food stamps, $15,600 a year plus free Medicaid, only $420 less than the poverty line.  Because additional family members cost less than individuals only $1,524 per year, $127 a month, paying families of children growing up below the poverty line may not be so very expensive after all, particularly with HUD rental assistance growing at a health 3% and encouragement for free, discount or work-trade rent for low-income families.  At an estimated $1,350 a month for a family of three  annual earnings would be $16,200, exactly enough for the poverty for a family of two, but $4,000 less than the $20,160 poverty line.  With a full benefit of $733 a month plus the $1,100 for a couple a family of three would receive $1,833 a month, $21,996 a year, $1,836 more than the poverty line on SSI alone, and that is what the United States would want, if both parents also qualified for disability, but for the time being would only pay a full SSI benefit to supplement the income of a poor family. SSA program rules must not think to impoverish families making less than 150 percent of the federal poverty line and must guarantee beneficiaries making less than 150% or the poverty line a 3% cost-of-living adjustment (COLA) in future projections.  SSI beneficiary growth was a meager 0.1% 2014-15.  With a COLA in 2015 SSI spending growth was around 2%, without a COLA in 2016 only the administration will enjoy any economic growth from the 300% OASDI Trust fund ratio, with a COLA both the number of beneficiaries and SSI costs are expected to increase at an annual rate of 3%, beginning in 2016 with a preference for extremely poor African-American and half-African-American families with children under Title VI of the Civil Rights Act of 1964.  Revenues from the Without Income Limit Law (WILL) increase SSI spending to as much as $250 billion by 2020.  

C. If the federal budget is balanced the WILL affords everyone currently living below the poverty line a full SSI benefit, in combination with other welfare programs expected to grow at only at a regular 3% rate of growth by 2020. The WILL can save 2017 from a federal budget deficit, but the real reason for a balanced federal budget is that the Office of Management and Budget (OMB) is able to discern the true on-budget federal spending from agency spending reports under Art. 2(2) of the US Constitution. primarily by abolishing the completely fraudulent Other Defense Civil Programs and Allowances rows, limiting defense spending indefinitely to less than $500 billion from FY2013 as they agree to do and to impose upon Health and Human Services (HHS) a $1 trillion health spending limit from FY 2016.  Otherwise agencies need to submit their true on-budget spending to ensure the accuracy of OMB estimates, both future projections and historical tables, as agency spending relates to the deficit and debt.  
Social Security Amendment of January 1, 2016 
Retroactively Free DIRT (Disability Insurance Reallocation Tax) and 3% COLA (Cost of Living Adjustment) Act of January 1, 2016
To amend the DI tax rate from 1.80% to 2.40% in 2016, 2.30% in 2017 and 2.20% in 2018; from 0.90% to 1.20% in 2016, 1.15% in 2017 and 1.10% in 2018 for employees and from 0.90% to 1.20% in 2016, 1.15% in 2017 and 1.10% in 2018 for employers under Sec. 201(b)(1)(S) of the Social Security Act 42USC(7)II§401.
To amend the OASI tax rate from 10.60% to 10.0% in 2016, 10.10% in 2017, and 10.20% in 2018; from 5.30% to 5.00% in 2016, to 5.05% in 2017, to 5.10% in 2018 for employees under 26USC(C)(21)(A)§3101 (a) and from 5.30% to 5.00% in 2016, 5.05% in 2017, and 5.10% in 2018 for employers under 26USC(C)(21)(A)§3111 (a) to avoid depletion of the Disability Insurance (DI) Trust Fund in 2016 without increasing the overall 12.4% OASDI or 15.3% OASDI and Hospital Insurance (HI) Federal Insurance Contribution Act tax-rate under 26USC(A)(2)§1401.
To legislate a 3% annual COLA at Sec. 225(i) 42USC425(i) retroactive to January 1, 2016 under Sec. 204(c) 42USC§404(c) and a minimum wage of 'not less than 3% annual growth, rounded to the nearest nickel, from $7.50 an hour in 2016, to $7.75 in 2017, to $8.00 an hour in 2018 etc. under 29USC§206(a)(1). 

To legislate a 2.5% health annuity and lead ACA and other private health insurance corporations to credit customers with the difference between the new 2.5% health annuity rule of January 1, 2016 and the 20% ACA premium increase and cruelest and most unusual 50% Medicare part B inflation in premium price, ever, it seems best to amend the Amount of Premiums Section 1839 of Title XVII of the Social Security 42USC§1395r(a)(1) The monthly actuarial rate for enrollees age 65 and over shall be equal with all people who would otherwise be eligible for Medicare Part B because they are Old Age Survivor Disability Insurance (OASDI) beneficiaries.  The premium is designed to afford one-third of the total of the benefits and administrative costs estimated to be payable per capita from the Federal Supplementary Medical Insurance Trust Fund for services performed and related administrative costs incurred in such calendar year with respect to such enrollees and any credit due. (a) The inflation adjustment of the monthly premium of each individual enrolled is calculated at 2.5% annual inflation from the premium price of $104.90 in 2015 rounded to the nearest 5 cents, $107.50 January 2016 to December 2016, before it goes up to $110.20 in January 2017 and increases 2.5% every year thereafter  (b) The SMI deductible was $147 in 2015 and will be $151 in 2016 and $154 in 2017, etc.  The Drug benefit deductible was $320 in 2015, would be $330 in 2016, $340 in 2017, etc. In the Drug program the initial benefit limit and catastrophic threshold, rounded to the nearest dollar, of $2,960 and $4,700 in 2015 respectively, would be $3,034 and $4,818 in 2016, etc. (c) the 2.5% health annuity applies equally to all private health insurance programs, specifically ACA marketplace plans in regards to credit best settled in the sixth month of 2016.
To amend Annual Reports Sec. 1161 of Title 11 of the Social Security Act 42USC(7)XI-B§1320c-10 so that the Commissioner of Social Security will sign a combined Federal OASDI Trust Fund and SSI Program Report and the Administrator of CMS would sign a combined Annual Report on the Federal Medicare, Medicaid and Affordable Care Act (ACA) due June 20th for perennial Summer Solstice issue beginning in 2016.

To legislate a 'United Nations Contribution: 1% to 2% of income suggested' on IRS Form 1040.
Be it enacted in the House and Senate, Assembled
             OASDI Trust Funds: Current, Free DIRT and WILL 2015-2022
	OASI
	DI
	OASDI
	

	Year
	Total Rev.
	Gross Cost
	Gross Increase 
	Total Rev.
	Gross

Cost
	Gross Increase 
	Total Rev.
	Gross Cost
	Gross Increase

	2015
	816.8
	758.7
	58.1
	121.2
	151.0
	-29.8
	938.0
	909.7
	28.3

	2016
	858.8
	807.5
	51.3
	125.8
	155.8
	-30.0
	984.6
	963.3
	21.3

	DIRT
	824.5
	807.5
	17
	161.2
	155.8
	5.4
	985.7
	963.3
	22.4

	WILL
	824.5
	807.5
	17
	208.7
	161.0
	47.7
	1,033.2
	968.5
	64.7

	2017
	907.4
	861.1
	46.3
	133.6
	161.2
	-27.6
	1,041
	1,022
	18.7

	DIRT
	869.7
	861.1
	8.6
	171.3
	161.2
	10.1
	1,041
	1,022
	18.7

	WILL
	1,090.8
	950.2
	140.6
	222.4
	167.3
	55.1
	1,313.2
	1,117.5
	195.7

	2018
	959.6
	920.5
	39.1
	141.9
	167.1
	-25.2
	1,101.5
	1,087.6
	13.9

	DIRT
	926.1
	920.5
	5.6
	174.4
	167.1
	7.3
	1,100.5
	1,087.6
	12.9

	WILL
	1,163.2
	1,023
	140.2
	226.9
	173.9
	53
	1,390.1
	1,196.9
	193.2

	2019
	1,009.8
	985.1
	24.7
	149.7
	173.6
	-23.9
	1,159.5
	1,158.7
	0.8

	DIRT
	973.5
	985.1
	-11.6
	184
	173.6
	10.4
	1,157.5
	1,158.7
	-1.2

	WILL
	1,223.9
	1,101
	122.9
	240.2
	180.9
	59.3
	1,464.1
	1,281.9
	182.2

	2020
	1,059.6
	1,055
	4.6
	157.6
	180.6
	-23
	1,217.2
	1,235.6
	-18.4

	DIRT
	1,020.4
	1,055
	-34.6
	194.1
	180.6
	13.5
	1,214.5
	1,235.6
	-31.1

	WILL
	1,284.7
	1,184
	100.7
	254.0
	188.2
	65.8
	1,538.7
	1,372.2
	166.5

	2021
	1,109.4
	1,123
	-13.6
	165.5
	189.4
	-23.9
	1,274.9
	1,312.4
	-37.5

	DIRT
	1,067.1
	1,123
	-55.9
	204.2
	189.4
	14.8
	1,271.3
	1,312.4
	-41.1

	WILL
	1,347.4
	1,268
	79.4
	267.6
	197.2
	70.4
	1,615
	1,465.2
	149.8

	2022
	1,158.5
	1,197
	-38.5
	173.5
	198.5
	-25
	1,332
	1,395.5
	-63.5

	DIRT
	1.113.1
	1,197
	-83.9
	214.4
	198.5
	15.9
	1,327.5
	1,395.5
	-68

	WILL
	1,409.8
	1,359
	50.8
	281.3
	206.3
	75.0
	1,691.1
	1,565.3
	125.8


Source: 2014 Annual Report of the Trustees Table IV.A1 recalculated at 3.4% interest rate plus DI Table IV.A2 independent of the one year retardation of OASDI Table A3.
Without Income Limit Law (WILL)
To abolish the maximum taxable limit on DI contributions on January 1, 2016 and OASI contributions January 1, 2017 and repeal Adjustment of the contribution and benefit base Section 230 of the Social Security Act 42USC(7)§430.

To require the Social Security Administration to pay for SSI Costs beginning January 1, 2017.
To share profits in excess of social security program costs with the general fund of the U.S Treasury on a negotiable sliding scale beginning year end 2016 DI 50/50 with the USPS, and OASI in 2017 to eliminate the true federal budget deficit and maximize welfare payments. Even without any new sources of revenues the true federal budget deficit is estimated to be only -$71 billion in 2017 before disappearing and making a surplus in future years, as opposed to the permanently wrong -$453 billion deficit estimate of the Office of Management and Budget (OMB). Therefore there shall be a maximum allowable deficit (mad) of $100 billion. In 2020, if the United States balances the federal budget, the nation will be able afford to guarantee everyone a poverty line income, without a balanced federal budget the nation will only be able to afford to reduce poverty by half and eliminate child poverty in schools. OASDI will save to pay for the peak in costs of Baby Boomer generation in 2035 when the overall OASDI tax rate might be raised from 12.4%.
Be it enacted in the House and Senate Assembled
OASDI WILL Federal Share Assessment 2016-2020
(in billions of dollars)
	Year
	OASDI Payroll Tax Estimate
	Without Income Limit Law
	Total New Rev. 
	SSI and Ad. costs 
	True Federal On-Budget+/-
	WILL Federal Budget Surplus
	OMB Deficit

	2016
	853.0
	888.4
	35.4
	2.2
	-233
	-211
	-531

	2017
	904.9
	1,213
	307.7
	97.7
	-71
	139
	-458

	2018
	960.0
	1,286
	326.4
	139.6
	33
	201
	-413

	2019
	1,013
	1,357
	344.4
	180.4
	137
	185
	-503

	2020
	1,066
	1,428
	362.3
	218.2
	268
	398
	-550


Source: SSA ’14 Table IV.A3 Pg. 46 Intermediate Projection
Maternity Leave Section 305 of the Social Security Act 42USC§505
(a) To expedite the reemployment of individuals who have established a benefit year to claim unemployment compensation under the State law the Secretary of Labor shall fulfill the 14 months of paid leave authorized for Maternity Leave by International Labour Organization (ILO) Convention No. 183 (2000). 

(1) The Family and Medical Leave Act shall be repealed except in that workers's positions who have served their benefit year, shall continue to be entitled to up to twelve weeks of (unpaid) sick leave, 14 weeks of maternity leave and 24 weeks to care for an injured armed service-member.

(2) Employers shall provide at least 3 weeks of paid leave annually to uphold the Holiday with Pay ILO Convention No. 132 (1970).
(b) On production of a medical certificate, stating the presumed date of childbirth, a woman shall be entitled to a period of maternity leave of not less than 14 weeks.  Cash benefits shall be provided at a level which ensures that the woman can maintain herself and her child in proper conditions of health and with a suitable standard of living.  
(1) Where a woman does not meet the conditions to qualify for cash benefits under national laws and regulations or in any other manner consistent with national practice, she shall be entitled to adequate benefits out of social assistance funds, subject to the means test required for eligibility for such assistance, from the Supplemental Security Income Program for the Aged, Blind and Disabled  under Sec. 1611 of Title XVI of the Social Security Act 42USC§1382.
(2) Medical benefits shall be provided for the woman and her child.  Medical benefits shall include prenatal, childbirth and postnatal care, as well as hospitalization care when necessary.
Be it enacted in the House and Senate Assembled
Torture 18 U.S. Code § 2340A(a) amended so 'outside the United States' is removed so - Whoever commits or attempts to commit torture shall be fined under this title or imprisoned not more than 20 years, or both, and if death results to any person from conduct prohibited by this subsection, shall be punished by death or imprisoned for any term of years or for life.  Exclusive Remedies 18U.S.C§2340B replaced with 'The State shall ensure in its legal system that the victim of an act of torture obtains redress and has an enforceable right to fair and adequate compensation, including the means for as full rehabilitation as possible. In the event of the death of the victim as a result of an act of torture, his dependents shall be entitled to compensation under Art. 14 of the Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment of 26 June 1987.  To repeal the word 'enforcement' in federal education statute, offending the Slavery Convention of 1926 in at least two places yesterday (a) 'enforcement of Section 111' at 20USC§112 needs to be repealed like Prohibition under the 21st Amendment (1933) and, (b) the words 'enforcement of' must be removed from the caption of Part 1200 so that it states, Nondiscrimination on the basis of Handicap in programs or activities conducted by the National Council on Disability at the end of Education statute 34CFR§1200.170, and (c) General Definitions of the Office of Museum and Library Services at 20USC§9101(1) replaced with (1) No stalking in the library 18USC§2261A(2).  'Enforcement' also needs to be repealed from Child Support in Title IV-D of the Social Security Act 42USC§666 et seq. Passing these amendments the USA should be qualified to ratify the Optional Protocol to the Convention on the Rights of Persons with Disabilities (2006), the International Labor Organization Conventions Holiday with Pay Convention No. 132 (1970) and Maternity Leave Convention 183 (2000), will reduce poverty by half and eliminate child poverty in schools or completely end poverty by 2020.  Blessed are the poor (Matthew 5:3) 
Art. 3 2.5% Health Annuity of January 1, 2016 

§6 10% of GDP National Health Expenditure by 2030 Goal
A. National health expenditure as a percent of GDP increased from 5.6% in 1965, to 7.1% in 1970, to 8.9% in 1980, to 12.6% in 1990 to more than 16% in 2000 to as high as 17.8% without applying the GDP deflator in 2013 and 17.5% in 2016 with the new 17.3% deflator 2009-2013.  Since the 1970s, national health care spending has on average grown nearly twice as fast, about 2.5 percentage points faster than the economy, that has grown at a rate of 3 percent annually since all other forms of inflation worldwide were brought under control since 1980. After four decades of high inflation averaging 8.9% annually for Medicare and 9.8% annually for private health insurance between 1970, when inflation was over 20% and 2005, when it was about 6.6%, the inflation in health care prices has nearly been brought under control- defined as less than 3% annual inflation since 2012.  In 2005, national health expenditures totaled $2 trillion or 16 percent of the GDP, and grew to 17.4 percent of the GDP where it stayed from 2009 to 2013, as the result of the application of a GDP deflator by the CMS Actuary.  In 2013, personal health care expenditures in the United States totaled $2.5 trillion, a 3.8% increase from 2012, mostly driven by 4% growth in private health insurance premiums. The per capita personal health care expenditure for the total U.S. population was $7,826 in 2013, up from $7,597 in 2012.  Despite the high cost, the U.S. does not appear to  provide greater health resources to its citizens or achieve substantially better health benchmarks compared to other developed countries.  There are 15.3%, 2.2 million, fewer health professionals in 2014, 12.2 million, than there were in 2007, 14.4 million offset by the 15.9% increase in Medicaid enrollees, makes for 3% federal Medicaid spending growth.  All accounts predicting higher spending growth for this time period, namely the HHS FY 2016 & 17 budget, are wrong.  Since 2012 health inflation in the public sector has been negligently limited to 2.5% and in the private sector 4%, before the 17.4% GDP deflator. after which time it goes down to 17.2% in 2015 and 17.0% in 2016, as the result of the application of 2.5% limit on health spending growth and will go down dollar for dollar as a result of the reduction in investment spending estimated by the otherwise financially illiterate Health, United States 2015.  As the result of price gouging increases in ACA and SMI premiums it is necessary to adopt the 2.5% health annuity as the standard of care for health insurance programs as of January 1, 2016.  By limiting health inflation to 2.5% annually national health expenditures will be reduced to an acceptable rate of less than 10% of GDP by 2030.
2.5% Annual Growth in National Health Expenditures as % of GDP 2013-2020
(billions)
	
	2013
	2014
	2015
	2016
	2017
	2018
	2019
	2020

	Gross Domestic Product 
	16,768
	17,184
	17,803
	18,472
	19,303
	20,130
	21,013
	21,921

	National Health Expenditure
	2,919
	2,990
	3,065
	3,142
	3,221
	3,302
	3,385
	3,470

	National Health expenditure as percent of GDP 
	17.4
	17.4
	17.2
	17.0
	16.7
	16.4
	16.1
	15.8


Source: Table 102 Health, United States, 2014; Table 
1. Projecting national health expenditure growth rates that are the results of millions of individual purchases of health care goods and services is far from a routine exercise. Accurate projections rely not only on an understanding of sophisticated modeling techniques and economic theory, but also on the reliability of the underlying data, the advice of experts in various health care fields, the status of current law at the time the projection is made, and professional judgment.  The Actuary admits, projections of growth in overall NHE in Health, United States 2015, have, on average, slightly overestimated actual spending growth by 0.2 percentage point in the first projected year and 0.3 percentage point in the second and third projected years. The mean absolute differences in the first, second, and third years have been 1.0 percentage point, 0.8 percentage point, and 1.3 percentage points, respectively. The direction of growth (in terms of an acceleration or deceleration) from the most recent historical year to the first year of the projection period has been correctly projected in 75 percent (12 out of 16) of projections while the direction of growth for the second year has been correctly estimated 73 percent (11 out of 15) of the time. The direction of growth in the third year has been correctly estimated 57 percent (8 out of 14) of the time.  Ultimate Assumptions in Table II C1 regarding 4% growth in both GDP and Medicare spending, 3.8% for Part A and B and 4.7% for Part D are fatally flawed in that it is the ultimate assumptions that are commanding unsustainable CPI + 2.5% growth for the health sector.  CMS spending estimates must be redone to project a 2.5% health annuity from 2013, less than the 3% average GDP growth.  CMS spending should project constant 2.5% growth from 2013, except for Medicaid whose net spending growth was 3% during the 2014 expansion.  A 2.5% health annuity from January 1, 2016 will enable the United States reduce national health expenditures to less than 10 percent of GDP by 2030.   All that is needed to reduce the NHE as % of GDP to 15% in 2013 is to apply the GDP Deflator to private health insurance spending and administration for a last time in Health, United States 2014 and reduce it further with the revised investment estimates provided by Health, United States 2015 at  a low rate of 1% annual growth whereas the majority of investment dollars and growth in spending are thought to be cancelled out as the result of being reinvestment of other health expenditures, made the same year. 
National Health Expenditure Account Balance 2013-2020
(in billions)
	
	2013
	2014
	2015
	2016
	2017
	2018
	2019
	2020

	Private Health Insurance
	846
	
	
	
	
	
	
	

	non-add Administration and net cost of private health insurance
	211
	
	
	
	
	
	
	

	Private Health Insurance  Deflated '13
	506
	519
	532
	545
	559
	573
	587
	602

	Private Health Insurance NAIC Net Premiums  2.5% inflation 3% growth '15
	451
	525
	541
	557
	573
	591
	609
	627

	non-add Administration and net cost of private health insurance 0.6 deflator '13, 2.5% ha 
	127
	130
	133
	137
	140
	144
	147
	151

	NAIC Capital & Surplus 1.1% growth
	111
	112
	113
	115
	116
	117
	118
	120

	Medicare
	551
	564
	578
	593
	608
	623
	638
	654

	Federal
	500
	513
	526
	539
	553
	566
	581
	595

	Medicaid 
	407
	413
	423
	434
	445
	456
	468
	479

	Federal 
	235
	242
	248
	254
	261
	267
	274
	281

	State
	172
	171
	175
	180
	184
	189
	194
	198

	CHIP
	11.3
	11.6
	11.9
	12.2
	12.5
	12.8
	13.1
	13.4

	Federal
	7.8
	8.0
	8.2
	8.4
	8.6
	8.8
	9.0
	9.3

	State and local
	3.5
	3.6
	3.7
	3.8
	3.9
	4.0
	4.1
	4.2

	Other health insurance programs
	89
	92
	94
	96
	99
	101
	104
	106

	All Health insurance Payments
	1,937


	
	
	
	
	
	
	

	All Health Insurance Payments Deflated
	1,597
	1,638
	1,679
	1,721
	1,765
	1,809
	1,854
	1,900

	Other third party payers and programs
	221
	227
	232
	238
	244
	250
	257
	263

	Out-of-pocket payments
	339
	348
	357
	366
	375
	384
	394
	404

	Investment
	152.5
	153.9
	156
	157
	159
	160
	162
	164

	Public Health 
	239
	245
	251
	257
	264
	270
	277
	284

	National Health Expenditure Gross
	3,258
	
	
	
	
	
	
	

	National Health Expenditure Deflated 2013 2.5% ha
	2,516
	2,574
	2,645
	2,698
	2,766
	2,830
	2,900
	2,969

	Gross Domestic Product 3% 
	16,768
	17,271
	17,789
	18,323
	18,873
	19,439
	20,022
	20,623

	NHE as % of GDP
	15
	14.9
	14.9
	14.8
	14.7
	14.6
	14.5
	14.4


Source: Tables 102 & 104; Health, United States, 2014, GDP OMB 2013 + 3% av. Medicaid 2013 high in the NHE table down after corroborating Health United States 2014 & 15 that is wrong on all CMS spending 2014, is definitely falsely low in regards to the exact amount of federal public health spending in regards to national public health expenditure, and hopefully right about a 2.4% of GDP reduction in investment estimates. 
2.  It would be wiser to exchange the GDP deflator for a lower estimate on private health insurance premiums than estimated by the National Association of Insurance Commissioners (NAIC), so as to be able to actually balance the NHE account and make laws against inflation in premiums in excess of 2.5% annually aiming for 2.5% to be blameless on the topic of inflation in excess of the 2.5% health annuity. The NAIC conceals total historical assets needed to prove the high estimates improperly disregarded by CMS with the GDP deflator.  The right thing to do is to adjust the private health insurance and net administrative costs with the 17.4% deflator from 2014 and create an NHE and GDP account that can be balanced and projected into the future at a regular rate of 2.5%. Using the 2013 baseline to calculate a 2.5% health annuity, allowing for a 3% increase in Medicaid spending in 2014, will reduce NHE to an acceptable 10% of GDP by 2030, maybe 2025 with the new lower investment figures from Health, US 2015.   Despite the increase in Medicaid enrollment in 2014 under the ACA there does not seem to have been an commensurate increase in payments as the result of there being 2.2 million fewer health professionals to benefit.  The 15.9% growth in enrollment was offset by 15.3% reduction in beneficiaries resulting in 0.5% + 2.5% health annuity = 3% growth 2014.  HHS had the same problem with ARRA overpayments in 2010 resulting in decreasing budget authority the next several years.  Because of the subsequent budget reduction there is no need to dispute the ARRA under the statute of limitation.  The price gouging premium increase 2015-16 of the ACA and SMI policies cannot however go unlimited.  Private health insurance company profits are estimated to be over 25 percent in 2013 up from 12.5 percent in 2007.  It must be forbidden for health insurance premiums inflation to exceed 2.5% annually.  Ultimately health insurance enrollees shall have to receive credit for payments they made in excess of 2.5 percent growth.  Provided the 20% increase in ACA and 50% increase in SMI premiums 2015-16 is made right at 2.5% annual growth, and contributors receive credit for their overpayment, the United States will be considered to have adopted a 2.5% health annuity and more efficient NHE as % of GDP ledger from 2013.
Health Expenditures Per Capita 1970, 1980, 1990, 2003 (inc. % GDP) in Major Industrialized Nations
	 
	1970
	1980
	1990
	2003
	    % GDP 

	Australia
	$252
	$691
	$1,306
	$2,886
	9.2

	Austria
	193
	770
	1,328
	2,958
	9.6

	Belgium
	148
	636
	1,341
	3,044
	10.1

	Canada
	299
	783
	1,737
	2,998
	9.9

	Denmark
	384
	927
	1,522
	2,743
	8.9

	Finland
	191
	590
	1,419
	2,104
	7.4

	France
	205
	697
	1,532
	3,048
	10.4

	Iceland
	163
	703
	1,593
	3,159
	10.5

	Ireland
	117
	519
	794
	2,455
	7.2

	Italy
	NA
	NA
	1,387
	2,314
	8.4

	Japan
	149
	580
	1,116
	2,249
	8.0

	Luxembourg
	163
	640
	1,533
	4,611
	7.7

	Netherlands
	NA
	755
	1,435
	2,909
	9.1

	Norway
	141
	665
	1,393
	3,769
	10.1

	Sweden
	312
	944
	1,589
	2,745
	9.3

	Switzerland
	351
	1,031
	2,029
	3,847
	11.5

	 United Kingdom
	163
	480
	987
	2,317
	7.8

	United States
	352
	1,072
	2,752
	5,711
	15.2


Source: Exhibits 2 & 4. Kaiser Family Foundation Health Care Spending in the United States and OECD Countries. January 2007 
1. Health spending per capita in the US is the highest in developed countries, 24% higher than in the next highest spending country in 2003, and over 90% higher than in many other countries that would be considered global economic competitors.  Between 1985-1997 government healthcare spending increased at an annual rate of 8%. Private sector spending grew at an annual rate of 7.3% between 1985-1997.  As a share of the economy, health care has risen from 7.2% of GDP in 1965, to 8.8% of GDP in 1980, to 11.8% in 1991, to 13.4% in 2000, to over 16% of GDP today, and would projected to be 20% of GDP less than 10 years from now, but for the 17.4% of GDP deflator 2009-13 and subsequent 2.5% limit on inflation in all health costs from 2014, and all but Medicaid since 2013.  The 2.5% annual limit on inflation in health care costs, including health insurance premiums, provides all the price control that is necessary to gradually reduce healthcare spending to less than 10% of GDP.  To prove the 2.5% annual increase from 2013 to all the world, all the federal government needs to do is rule that the +/-20% inflation in the price of ACA and 50% in the price SMI premiums 2015-16 was illegal and credit over-contributors with the difference.  The CMS Actuary will furthermore need to replace the Ultimate Assumptions regarding inflation in health care costs with a 2.5% annuity in the Annual Report of the Board of Trustees of the Federal Hospital Insurance and Federal Supplemental Medical Insurance Trust Funds. The HHS FY 2016 & 17 budgets, and Health, United States 2015, projections pertaining to NHE are totally bogus, the reduction in investment spending must be reconciled with HHS FY 2015 and Health, United States 2014, to produce a HHS FY 2018 Budget-in-brief and Health, United States 2016 with a permanent 2.5% health annuity from 2013, allowing only for 3% Medicaid expansion in 2014. 
§7  2.5% Limit on Inflation in Price of Health Insurance Premiums crediting the consumer for the difference with the +/-20% ACA premium increase 2015-16 
A. The fundamental premise of private insurance is that each insurance contract has a price, called a premium rate.  The premium rate is the amount of money that the insured pays the insurer for the coverage promised in the contract.  Premiums are usually paid monthly, but may be paid less frequently, such as semi-annually or annually.  The actuary must consider many factors to ensure that the premium rate is both adequate and reasonable. The largest component of the gross premium rate is the cost of benefits, also known as the claim cost or expected claim.  To estimate claim costs the concept of morbidity is used to explain the frequency and severity of insured events.  The law allows different premium rates to be charged based on demographics, but no individual can be charged a different premium rate based on his or her own health history.  There are also limits on what an insurer can charge a small employer.  For individual coverage most states require that an insurance company return a percentage, such a 50%, of the policy’s expected premium income to insureds in the form of paid benefits.  As the result of co-pays and deductibles what actually occurs is that a few catastrophic claims are paid for from the high-risk pool. The basic components of the gross premium rate for health insurance are expressed:
Premium  = Claims + Reserves + Expenses + Margin + Profit – Investment Income 
1. On average, nonprofit managed care organizations spend about 91% of their revenues on patient care, whereas for-profit ones spend only 79% keeping the rest for management, advertising, and shareholder profits.  Premiums, deductibles, co-pays, co-insurance, cost-sharing and most of all state regulations that require insurance companies spend only 50% of premiums on the insured, are too favorable to insurance companies. The only marginal losses claimed by the insurance industry are incidental to investments. Private insurance companies are taking advantage the Affordable Care Act (ACA) subsidies to make off with an increasing percentage of the revenues from premiums 12.5% in 2006, 25% in 2013.  The ACA premium hike 2015-16 is estimated to be 20% and, because it is not held harmless like the 50% SMI premium hike being renegotiated from January 1, 2016, the ACA policies are taking advantage of a captive audience and this must result in consumer credit for the overpayment of a permanent 2.5% health annuity from January 1, 2016.  It is believed that most of the tax-dollars spent subsidizing ACA will be returned after a painful unjust enrichment investigation and should be terminated when the Treasurer is satisfied that the consumer credit for overpayment on 2.5% health annuity sustains health insurance company profits at around 10%.  In comparison CMS administrative costs only run at around 3%.  A survey of 2193 AMA physicians found that 83 percent of psychiatrists, 69 percent of emergency specialists, 65 percent of pediatricians, 60 percent of family physicians and 55 percent of general surgeons favor a national health insurance plan.  Overall more than half of doctors now favor switching to a national health care plan and fewer than a third oppose the idea.  Current overall support 59% increased by 10% from 2002 49%.

B. The biggest concern about private health insurance is that after the application of the GDP deflator private health insurance is not the biggest concern being roughly less expensive than Medicare, but more expensive than Medicaid.   The GDP Deflator is an arbitrary ratio the Actuary uses to estimate the amount of policies that lapsed due to unfair premium increases.  Before the NHE and GDP and NHE by source of funds tables can be balanced a mathematician must deflate the private insurance by the billion dollar difference of the grand total with 17.3-17.5% of GDP to arrive at the true estimate of private health insurance revenues throughout the course of the year.  The administration and net cost of private health insurance is deflated by the same ratio that the total private health insurance spending was deflated.  In the first column 2013 HUS are the estimates provided by Health, United States 2014, taking into account the minimization of investment, of Heath, United States 2014.  It provides the baseline for estimating a 2.5% health annuity 2013-16 in the first four columns. For the sake of comparison, it seems right to calculate a difference estimate using the private health insurance and total estimates in Health, United States 2015, it does not matter too much that the NHE tables are discredited.  Because the Actuary has been getting the public high aggregate NAIC estimates no one knows how much money private health insurance has earned over the years.  Furthermore, with meager interest earnings from the current year, and concealment of historical assets, the NAIC annual report does not incline one to believe in the high estimates.  The GDP deflator is too decadent and laborious to foist upon future generations and must be crunched one last time, to create an NHE as % of GDP balancing book with a 2.5% health annuity.  The 17.4% GDP deflator 2009-2013 was broken by Health, United States 2015.  The new 17.3% 2009-2013 17.5% of GDP 2014 estimates inflate instead of deflate private health insurance spending.  The moral purpose of the GDP deflator in the first place was that inflation does not pay.  It is therefore necessary to crunch the GDP deflator for once in Health, United States 2014, when the 17.4% of GDP deflator worked, and adopt an account balance, with a baseline estimate for private health insurance that is less than Medicare but more than Medicaid.    

17.4% GDP Deflator of 2013 and 17.5% Inflator of 2014 

	
	2013 HUS 2016
	2014
	2013 HUS 2015
	2014
	2013

HUS 2014
	2014

	Private Health Insurance
	846
	
	835
	
	846
	

	non-add Administration and net cost of private health insurance
	111
	112
	210
	
	211
	

	National Health Expenditure Gross
	3,258
	
	2,880
	3,031
	3,258
	

	Gross Domestic Product 3% 
	16,768
	17,271
	16,768
	17,271
	16,768
	17,271

	NHE as % of GDP
	15
	14.9
	17.3
	17.5
	17.4
	17.4 

	National Health Expenditure Deflated 2013 2.5% ha
	2,516
	2,574
	2,901
	3,022
	2,918
	3,005

	Private Health Insurance Deflated
	506
	519
	856
	860
	506
	519


Source: Table 102 & 104 Health, United States 2014, Tables 93 & 95 Health, United States 2015

1. The negligent 17.4% of GDP national health expenditure (NHE) deflator used in Health, United States 2014 for 2009-13 turned into an inflator of private health insurance expenditure as the result of dramatic reduction in historical estimates regarding investment, bringing NHE to 17.3% of GDP 2009-13 and attempting to justify an NHE of 17.5% of GDP. in Health, United States 2015.  However, by suddenly creating a NHE account that actually balances by source of funds, to utilize the downward revision in historical estimates of investment, private health insurance estimates were not deflated, in Health, United States 2015, they actually inflated  The 17.4% GDP deflator used in Health, United States 2014 reduced private health insurance expenditure estimates to $506 billion from $846 billion in 2013.  For the same year, 2013, the 17.3% of GDP deflator used in Health, United States 2015 resulted in an inflation from the downwardly revised lower estimate of $835 billion to a total of $856 billion.  To determine right and wrong it will be necessary to review the sources - the National Association of Insurance Commissioners Health Insurance Industry Analysis Report 2014 and the new Treasury Federal Insurance Office's (FIO) Annual Report on the Insurance Industry 2015 under Title V Section 502(a) of the Dodd-Frank Wall Street Reform and Consumer Protection Act (Wall Street Reform Act) published in September 2015. 
2. The FIO reports the Health sector with $527 billion of net written premiums for 2014 on page 18. For the purpose of estimating total private health insurance expenditures, without a GDP deflator, that should be enough.  High growth in the sector was driven by 26% inflation in the ambiguous topic of net written premiums and deposits attributed to large pension risk transfer transactions reported by Prudential Financial, Inc. in 2012 skewed year-to-year comparisons with 2013.  $527 billion private health insurance spending total is nearly right, less than total Medicare spending and more than total Medicaid spending, but it should not include financial industry transfers, only health insurance premiums paid.  For 2013 the 17.4% deflated figure seems more reliable. Health insurers invariably turn a profit on  premiums over benefit payment and administration, and their interest income and other sources of revenues and separate accounts, should not be considered national health expenditures, only the health insurance premium is a health expense.  It is interesting to note that assets held in the Life and Health insurance sector amounted to $3.6 trillion in 2014 and large increase from $3.5 trillion.  It would be nice for the FIP to take the time to separate the health and life insurance estimates for the sake of the NHE reporting in Health, United States.  Total benefit payments for the combined life and health sector were $252 billion in 2014.  Pre-tax operating margin was 5.58 and pre-tax operating return on average equity was 14.29 return on average equity 10.96.  There does not seem to be any reason to deflate the non-add net administration and cost of private health insurance figure.  Once again the Health, United States figure is accurate.  Because the GDP deflator was broken in the Health, United States 2015, in the future the FIO is requested to study the health insurance industry independently in their Annual Report on the Insurance Industry for the statistical purposes of the annual Health, United States NHE as % of GDP table .  The flimsy 17.4% of GDP deflator, ironically in 2013 yielded more accurate estimates on health insurance than the FIO report, but broke after re-evaluating investment and using the account balance function without first crunching the true private health insurance estimates.  The FIO needs to isolate health insurance.
Private Health Insurance National Estimates 2005-2014
	
	% Chg.
	2014
	2013
	2012
	2011
	2010
	2005

	Direct Written Premium
	15.6
	531
	459
	444
	419
	395
	271

	Net Earned Premium
	16.4
	525
	451
	433
	409
	385
	267

	Hospital and Medical Benefits
	15.3
	449
	389
	371
	346
	327
	225

	Capital & Surplus
	0.9
	112
	111
	103
	95
	89
	59

	Enrollment
	14.5
	204
	178
	177
	168
	164
	140


Source: Daveline, Dan; Koenigsman, Jane; Rivers, Bill. 2014 Health Insurance Industry Analysis Report. National Association of Insurance Commissioners and Center for Insurance Policy and Research. 2015  

3.  The Analysis of the Health Insurance Industry by the National Association of Insurance Commissioners and Center for Insurance Policy Research records data up to December 31, 2014 on page 1.  The most significant downward revision to the NHE as % of GDP table in Health, United States, is that the non-add row Administration and Net Cost of Private Health Insurance adheres to the levels of spending estimated for Admission of Assets but this involves a lot of non-health investment capital and no “health” insurance premiums. The Capital & Surplus figure seems to be the more accurate estimate of Administration and Net Cost of Private Health Insurance that the NAIC uses as their bottom line, but it would be wrong to allow FIO's uncrushed ego to dispute the historical account of NAIC and CIPA the day they laid down the law.  Assets admitted and assets invested are only interesting in regards to determining the enrollee share of the $3.5 trillion total health insurance reported by FIO, but not NAIC.  5.7 million ACA marketplace policies contributed to an increase in private health insurance enrollment of 14.5% from 178 million to 204 million in 2014.  Direct written premiums increased 15.6% from $459 billion in 2013 to $525 billion in 2014.  Net earned premium, the figure for Health, United States, increased 16.4% from $451 billion in 2013 to $525 billion in 2014.  Total hospital and medical expenses increased alarmingly by 15.3% from $389 billion in 2013 to $449 billion in 2014 but this can be explained by the increase in enrollment.  Health entities reported a less than 1.0% increase in capital and surplus to $112.2 billion due to net income of $5.8 billion and paid-in surplus of $4.0 billion partially offset by $7.3 billion in dividends paid to stockholders and unrealized capital losses of $1.8 billion.  In 2014 $169 billion out of $238 billion admitted assets were invested.  The $220 average monthly premium price was offset by the $189 average monthly claim for a an average profit of 14% less administration.  For the third consecutive year, the health insurance industry experienced a decrease in net earnings; a drop of 41.7% to $5.8 billion and a decrease in the profit margin to 1.1% in 2014 compared to net earnings of $10.0 billion and a profit margin of 2.2% in 2013.   The decrease in the industry’s underwriting results can be attributed to a  15.3% ($59.5 billion) increase in total hospital and medical expenses to $448.7 billion and a 30.1% ($16.5 billion) increase in claims adjustment expenses and administrative expenses. Administrative expenses alone increased 37.0% ($14.4 billion). However, the industry partially offset these items with a 16.4% ($73.9 billion) increase in net earned premium to $524.6 billion. The industry also recorded realized capital gains of $1.6 billion in 2016. For the purpose of Health, United States NHE and GDP table total estimates of administration and net cost of private health insurance a historical downward revision to $112 in 2014 and $111 in 2013, etc seems right.  
C.  The major federal subsidies for health insurance are the tax exclusion for employer-sponsored coverage, which cost $250 billion in fiscal year 2013, and the ACA premium tax credits and cost-sharing reduction payments (costing $37 billion and $8 billion respectively in 2016).  Premiums for single and family coverage increased by 4% in 2015, continuing a fairly long period (2005 to 2015) where annual premium growth has averaged between 4 - 5%.  Employer-sponsored insurance covers over half of the non-elderly population, 147 million people in total.  Unadjusted spending on private health insurance premiums is the largest  and fastest growing spending category in national health expenditures, however the actual figure is somewhere between Medicare and Medicaid.  Group health insurance premiums have grown at roughly 4 percent per year since 2012. These rates of growth are much lower than 9 percent growth rates experienced in the early 2000s.  Indeed, group health insurance premium increases were close to per capita GDP growth rates between 2012 and 2014 but did not quite find the willpower to do the right thing and rule for a  2.5% health annuity.  In 2015 the average annual single coverage premium is $6,251 and the average family coverage premium is $17,545.  Beginning in 2018, employer health plans will be will be subject to an excise tax of 40% on the amount by which their cost exceeds specified thresholds ($10,200 for single coverage and $27,000 for family coverage in 2018).  Much stronger regulatory action is needed to limit the inflation in the price of premiums to less than three percent  annually reserved for wages and hopefully economic growth, for wages to outpace consumer price inflation, including health insurance, so the people get richer every year, a 2.5% health annuity.
Because the tax system heavily subsidizes employer-sponsored insurance (ESI), most non-elderly Americans get their health insurance at work. Employer contributions to employee health insurance are treated as nontaxable fringe benefits and are not considered part of total compensation for income or payroll tax purposes. The tax subsidies for ESI reduced income and payroll tax receipts by as much as $200 billion in fiscal year 2007.  Section 125 of the Internal Revenue Code allows employers to administer certain employee benefits. Employees choose to receive part of their compensation either as cash wages or as one or more nontaxable fringe benefits, including health insurance.  The self-employed may deduct their health insurance premiums from income tax.  There are limitations to using tax credits to expand health insurance coverage. A program of health insurance tax credits combined with reforms of the market for non-group health insurance could significantly expand coverage, but at a very high cost.  The most cost-effective approach to expanding health insurance coverage is not a tax subsidy at all, but an expansion of an existing public program, such as Medicaid, SCHIP, or Medicare.  The Health Insurance Portability and Accountability Act (HIPAA) of 1996 was the first major health insurance legislation enacted at the federal level.  The act expands access to health insurance by requiring individual health insurers to provide coverage to people who lost their group coverage because they changed or lost their job; limits the pre-existing condition exclusion; requires all small group insurers to accept every small employer who applies; increases the health insurance tax deduction to 80% in 2006.  A group policy usually permits a 31 day grace period for the payment of premiums.  Claims incurred after the end of the grace period are not paid unless the policy is reinstated.
1. The percentage of firms that offer health benefits to at least some of their employees (57%) and the percentage of workers covered at those firms (63%) are statistically unchanged from 2014.  Employers generally require that workers make a contribution towards the cost of the premium. Covered workers contribute on average 18% of the premium for single coverage and 29% of the premium for family coverage.  Looking at the dollar amounts that workers contribute, the average annual premium contributions in 2015 are $1,071 for single coverage and $4,955 for family coverage.  Workers in small firms have lower average contributions for single coverage than workers in large firms ($899 vs. $1,146), but higher average contributions for family coverage ($5,904 vs. $4,549). Workers in firms with a higher percentage of lower-wage workers have higher average contributions for family coverage ($6,382 vs. $4,829) than workers in firms with lower percentages of lower-wage workers.  Even in firms that offer health benefits, not all workers are covered. Some workers are not eligible to enroll as a result of waiting periods or minimum work-hour rules. Other workers do not enroll in coverage offered to them because of the cost of coverage or because they are covered through a spouse. Among firms that offer coverage, an average of 79% of workers are eligible for the health benefits offered by their employer. Of those eligible, 79% take up their employer’s coverage, resulting in 63% of workers in offering firms having coverage through their employer. Among both firms that offer and those that do not offer health benefits, 56% of workers are covered by health plans offered by their employer, similar to 2014 (55%).  Twenty-three percent of large firms that offer health benefits in 2015 also offer retiree health benefits, similar to the percentage in 2014 (25%). Among large firms that offer retiree health benefits, 92% offer health benefits to early retirees (workers retiring before age 65), 73% offer health benefits to Medicare-age retirees, and 2% offer a plan that covers only prescription drugs.  Eighty-one percent of large employers (200 or more workers) and 49% of small employers offer employees programs to help them stop smoking, lose weight, or make other lifestyle or behavioral changes. Of firms offering health benefits and a wellness program, 38% of large firms and 15% of small firms offer employees a financial incentive to participate in or complete a wellness program.  Eighty-one percent of large employers (200 or more workers) and 49% of small employers offer employees programs to help them stop smoking, lose weight, or make other lifestyle or behavioral changes. Of firms offering health benefits and a wellness program, 38% of large firms and 15% of small firms offer employees a financial incentive to participate in or complete a wellness program. 
2. There are a number of onerous rules that exclude insurance companies from paying for health care costs, such as deductibles, co-pays, and co-insurance, that must be regulated. Among covered workers with a general annual deductible, the average deductible amount for single coverage is $1,318. The average annual deductible is similar to last year ($1,217), but has increased from $646 in 2010 and 255% from $303 in 2006.  Almost 68% of covered workers pay a copayment (a fixed dollar amount) for office visits with a primary care or specialist physician, in addition to any general annual deductible their plan may have. Smaller shares of workers pay coinsurance (a percentage of the covered amount) for primary care office visits (23%) or specialty care visits (24%). For in-network office visits, covered workers with a copayment pay an average of $24 for primary care and $37 for specialty care. For covered workers with coinsurance, the average coinsurance for office visits is 18% for primary and 19% for specialty care. Virtually all (99%) covered workers are enrolled in a plan that covers some prescription drugs.  Copayments are the most common form of cost sharing for tiers one through three. Among workers with plans with three or more tiers, the average copayments in these plans are $11 for first tier drugs, $31 for second tier drugs, $54 for third tier drugs, and $93 for fourth tier drugs.  he average coinsurance rate for hospital admissions is 19%. The average copayment is $308 per hospital admission, the average per diem charge is $281, and the average separate annual hospital deductible is $1,006. The cost sharing provisions for outpatient surgery are similar to those for hospital admissions, as most covered workers have either coinsurance (67%) or copayments (15%). For covered workers with cost sharing, for each outpatient surgery episode, the average coinsurance is 19% and the average copayment is $181.  
D. In 2010, Congress enacted the Patient Protection and Affordable Care Act 124 Stat. 119 as codified in Title 42 U.S. Code Chapter 157 §18001 et seq requiring state programs to provide Medicaid coverage by 2014 to adults with incomes up to 133 percent of the federal pov​erty level.  The Af​fordable Care Act provides that the Federal Government will pay 100 percent of the costs of covering these newly eligible individuals through 2016.  In 2014, federal funds will cover 100% of the costs for newly eligible beneficiaries; that rate will gradually decrease before settling at 90% in 2020. By comparison, federal contributions toward the care of beneficiaries eligible pre-ACA range from 50% to 83%, and averaged 57% between 2005 and 2008 42USC(7)§1396d (y,b). The Congressional Budget Office (CBO) projects that States will spend 0.8% more than they would have, absent the ACA.  The number of uninsured people is expected to decline from 45 million people in 2012 to 23 million people by 2023. If the Medicaid is kind and remains open to the Medicaid marketplace, more rich people will choose to buy the policies. The new refundable premium tax credit and cost-sharing reduction from the Marketplace cost the Treasury $36,748 million in 2014 and is estimated to cost $60.1 billion in 2015.  The refundable premium tax credit and cost-sharing reduction is an accounting error. King v. Burwell (2015) deferred accounting fraud charges so as not to engage in deprivation of relief benefits.  
1. The Medicaid expansion, which began in 2014, allows states the option to expand Medicaid eligibility to individuals under age 65 with family incomes up to 133 percent of the federal poverty level (or $31,721 for a family of four in 2014). As of January 2014, 25 states and the District of Columbia have elected to expand Medicaid in 2014.  The federal government will pay 100 percent of state expenditures related to newly eligible individuals through 2016. The federal matching rate will then drop gradually to 90 percent in 2020 where it will then remain. By comparison, federal contributions toward the care of beneficiaries eligible pre-ACA range from 50% to 83%, and averaged 57% between 2005 and 2008 42USC(7)§1396d (y,b). The Congressional Budget Office (CBO) projects that States will spend 0.8% more than they would have, absent the ACA.  Federal Medicaid spending increased by 6.3% between calendar year 2014 and 2015.  A total of 59.1 million person-years were enrolled in Medicaid in 2013, 64.9 million in 2014 and 71.2 million in 2015.  There was a 6.3% increase in enrollment between 2014 and 2015 and a 9.8% increase between 2013 and 2014.  The majority of the new enrollment was adults under the age of 65.  In 2013 there 5.2 million beneficiaries 65 and over, 9.7 blind and disabled SSI beneficiaries, 28.3 million children, 14.8 million adults and 1 million territories.  In 2014 there 5.4 million beneficiaries aged 65 and older, 3.9% growth from 2013, 9.8 million blind and disabled, 1% growth from 2013, 29.5 million children, 4.2% growth from 2013, 19.2 million adults, 29.7% growth from 2013, and 1 million territories, 0% growth.  In 2015 there 5.5 million beneficiaries aged 65 and over, 1.9% growth from 2014, 9.8 million blind and disabled, 0% growth since 2014, 30.8 million children, 4.4% growth from 2014, 24.0 million adults, 25% growth from 2014 and 1 million territories. There has been a one year delay but the extra 0.9% tax on incomes over $200,000 ($250,000 for couples) that began in 2014 eliminates the HI account deficit of past 7 years before 2015 until 2023.  The SMI trust fund fluctuates with the payment dates and usually turns a profit thanks to a massive federal subsidy.

D. Between 10-1-2013 and 3-31-2014; 8 million people have made marketplace plan selections, 6.7 million with financial assistance, averaging about $4,731 each policy.  The PPACA provides for refundable and advance able premium credits to eligible individuals and families with incomes from 133 to 400 percent of the Federal Poverty Level (FPL) to purchase insurance through exchanges.  37 States and the District of Columbia have received over $4.9 billion in grants to operate Marketplaces since 2011.  In 2014 17 states and the District of Columbia began operation of their marketplace.  Seven are conditionally approved to partner with HHS.  HHS has begun implementing a federally-facilitated marketplace (FFM) in the remaining states that chose not to implement a marketplace.  In addition to enrolling individuals, marketplaces also determine eligibility for premium tax credits and cost-sharing reductions, or Medicaid and CHIP in some states. Individuals who enroll in qualified health plans through the Marketplaces may qualify for insurance affordability programs to decrease their premium costs and have their out-of pocket health care costs reduced. CMS makes advance payments of the premium tax credit to issuers each month on behalf of qualifying individuals with income between 100 and 400 percent of the federal poverty level (FPL). Individuals with income below 250 percent of FPL, and American Indians/Alaska Natives with income below 300 percent FPL, may also qualify for lower deductibles, coinsurance, co-pays and out-of-pocket limits, and CMS reimburses Marketplace issuers for these cost-sharing reductions. These payments are funded by the Department of Treasury and are therefore not part of HHS budget.  They are however destroying the Treasury’s budget and must be stopped on the basis  of excessive insurance company profits resulting from excessive subsidies to pay health insurance corporations a subsidy with taxpayer dollars after the law captured the audience with legal penalties for being uninsured.  
1. The refundable premium and cost sharing reduction, unacceptably inflating the Treasury budget, were re-negotiated from $60.1 billion in the FY 2015 Treasury budget to $30.1 billion (2015), $39.3 billion (2016), $57.7 billion (2017).  It is presumed that that these subsidies will ultimately be reimbursed in the form of government ownership and does not need to distort the national health expenditure balance, in any form other than private health insurance, but must be eliminated from the Treasury budget for the benefit of Treasury creditor relations. Treasury Department mandatory budget includes $613 billion dollars in interest payments, mandatory accounts and offsetting collections (offsets). Refundable Premium Tax Credit and Cost Sharing Reductions were re-negotiated from $60.1 billion in the FY 2015 Treasury budget to $30.1 billion (2015), 39.3 billion (2016), 57.7 billion (2017). 10-14% annual increase in Treasury spending is primarily the result of interest payments. Nonetheless, 46.9% inflation in the cost of Refundable Premium Tax Credit and Cost Sharing Reductions between 2016 and 2017 should not tarnish the Treasury budget, and every effort must be made for these excessive  subsidies to be returned to the United States.  These premium subsidies were ill-conceived from the start.  The health insurance companies taking advantage of the ACA marketplace enrollment should not be subsidized with direct cash payments for lower income individuals and families.  Health insurance companies should give lower income people lower rates to be worthy of federal marketplace referral.  Federal subsidy of these health insurance companies should not take place unless the corporate capital and surplus is less than ten percent of net premiums.  Furthermore the +/- 20% premium increase upon an audience that is captivated by federal law is cruel and unusual and consumers must be credited with a 2.5% health annuity as of January 1, 2016.
E. In Sustainable health financing, universal coverage and social health insurance A/58/20 WHO defined universal coverage as access to key promotive, preventive, curative and rehabilitative health interventions for all at an affordable cost, thereby achieving equity in access and financing where households contribute to the health system on the basis of ability to pay. The principle of financial-risk protection ensures that the cost of care does not put people at risk of financial catastrophe. There are two methods of achieving universal coverage.  The first is use of general tax revenue as the main source of finance for risk pooling, a system also referred to as tax-funded health financing. The second is introduction of social health insurance, where specific contributions for health are collected from workers, self-employed people, enterprises and the government, and are pooled into a single, or multiple, “social health insurance fund”.  
§8 2.5% Limit on CMS Spending and Premium Inflation from FY 2013 crediting the consumer for the 50% Medicare Part B premium increase 2015-16  
A. Over 125 million Americans are expected to be enrolled in Medicare, Medicaid, and CHIP in FY2017.  Medicaid and the Children's Health Insurance Programs (CHIP) insure the health of over 71 million people, including one-third of children in the United States.  Medicare provides hospital insurance (HI) to about 55 million retirees and workers over the age of 65. and 14 million people receiving disability insurance (DI) and also sells supplemental medical insurance (SMI) premium policies.  Medicare and Medicaid, came into being in 1965 as part of President Johnson's “Great Society” legislation.  The Social Security Act of 1965 H.R. 6675 established both Medicare and Medicaid. Medicare was a responsibility of the Social Security Administration (SSA) and State Medicaid programs were administrated by the Social and Rehabilitation Service (SRS).  Until 1977, the Social Security Administration (SSA) managed these programs, when the Health Care Financing Administration (HCFA) took over.  Health and Human Services (HHS) was created in the Education Reorganization Act of 1978.  In 1995 SSA left HHS and became an independent agency. State Children's Health Insurance Program (SCHIP or CHIP) was created by the Balanced Budget Act of 1997.  In the Social Security Act of 2001 HCFA changed its name to Centers for Medicare, Medicaid and State Children's Heath Insurance Programs (CMS).  Medicare and private health insurance premiums encountered inflation as high 22% in the early 1970s, ironically during the only years the Department of Education budget was competent to report federal spending growth as being both positive and less than three percent in the Historical Records of the White House Office of Management and Budget. Unfortunately, this high in health inflation have been used to artificially inflate long-term averages that are then used to justify inflation over three percent.  Although it must be said in behalf of the captive audience, that Affordable Care Act (ACA) policies must credit consumers for the difference between 20% inflation 2015-16 and a 2.5% health annuity, Medicare premiums cost significantly less than mandatory ACA premiums, so it only needs to be said that in the future Medicare premium price shall not increase more than 2.5% annually.  

1. For the record, federal CMS spending growth shall not be estimated to exceed 2.5% annually since FY 2013.  The primary accounting error in the HHS FY 2016 budget-in-brief and HHS FY 2017 budget-in-brief, is that Medicare spending did not increase by 10% in FY 2016, but probably more like 1.0% whereas bad money drives out good, and without any law supporting Medicare growth, severe mental illness does not incline the majority to return to the source of DOM (dimethoxymethylamphetamine) parole enforcement, the medical bill, for another three day panic attack and six month recovery for the unwashed.  Medicare spending growth should be lowly estimated out of respect for the end of the ACA Medicaid expansion in FY 2016 until spending growth rates for all programs, Medicare, Medicaid and CHIP, stabilize at 2.5%, as the HHS FY 2017 budget tries to say, but with lower estimates, as though the FY 2016 Medicare accounting error had never occurred, and Medicaid spending growth during the ACA was further deflated on the basis of diminishing beneficiary interest rather than the diminishing consumer interest that held national health expenditures to 17.4% of GDP since 2009.  The ACA Medicaid expansion cannot be deflated by consumer interest, whereas King v. Burwell (2015) does not want to deny that high growth in Medicaid and private insurance enrollment occurred under the ACA, resulting in the percentage of uninsured Americans going down.  However, the Bureau of Labor Statistics estimates there are 2.2 million fewer health professionals today, 12.2 million, than in the previous decade, 14.4 million, wherefore Medicaid spending growth must continue to be deflated by beneficiary interest.  The exact reason is unstudied, but it seems to have happened all of a sudden in 2014 with reports of widespread federal interference by the HHS Secretary resulting in the loss of many health professional licenses; they didn't get paid by the Medicaid expansion, they lost their livelihoods.  It can be estimated that the number of Medicare beneficiaries declined by 15.3%, while spending is estimated to have increased 15.8% under the 2014 ACA Medicaid expansion, for a total Medicaid spending increase of 3% in 2014, 0.5% over the 2.5% norm.  Care must be taken that the richest of the few, HHS Secretary, hospital CEOs, lawyers etc., are held responsible for any CMS overpayments and embezzlements resulting in unjust enrichment.  It would however be more beneficial to account for total CMS spending growth averaging 3% in FY 2014 and thereafter stabilizing at an annual growth rate of 2.5%.  

CMS Audit of HHS Budgets FY2013-17
(in millions)
	True Federal Spending
	FY 2013
	FY 2014
	FY 2015
	FY 2016
	FY 2017
	Last Year %Change

	Medicare 
	498
	513
	522
	535
	548
	2.4%

	Medicaid 
	265
	273
	280
	287
	294
	2.4%

	CHIP
	9.5
	9.7
	9.9
	10.2
	10.5
	2.9%

	Innovative Programs
	4.7
	5.7
	4.7
	4.8
	4.9
	2.1%

	CMS, Outlays
	777
	801
	817
	837
	857
	2.4%

	FY 2015
	
	
	
	
	
	

	Medicare
	498
	513
	522
	
	
	1.8%

	Medicaid 
	265
	308
	331
	
	
	15.8%

	CHIP
	9.5
	10.3
	10.6
	
	
	2.9%

	Innovative  Programs
	4.7
	5.7
	17.6
	
	
	210%

	Administrative Inefficiency
	0
	7
	15.8
	
	
	126%

	CMS, Outlays
	777
	844
	897
	
	
	6.3%

	CMS, BA
	769
	851
	907
	
	
	6.6%

	FY 2016
	
	
	
	
	
	

	Medicare
	
	512
	531
	584
	
	10.0%

	Medicaid
	
	302
	329
	345
	
	4.9%

	CHIP
	
	9.3
	10.6
	14.0
	
	32%

	Innovative  Programs
	
	4.2
	17.2
	15.5
	
	-9.9%

	Administrative  Inefficiency 
	
	0
	10
	12.5
	
	25%

	CMS, Outlays
	
	827
	898
	971
	
	8.1%

	CMS, BA
	
	849
	932
	968
	
	3.9%

	FY 2017
	
	
	
	
	
	

	Medicare
	
	
	546
	595
	610
	2.5%

	Medicaid 
	
	
	350
	368
	377
	2.4%

	CHIP
	
	
	9.2
	14.5
	15.0
	3.4%

	Innovative  Programs
	
	
	12.4
	15
	11.6
	-23%

	Administrative Inefficiency 
	
	
	0.4
	0.5
	4.4
	780%

	CMS, Outlays
	
	
	918
	993
	1,018
	2.5%

	CMS, BA
	
	
	929
	998
	1,020
	2.2%


Source: HHS Budgets FY 2015, 16 & 17

2. The FY 2015 HHS Budget-in-Brief paid for the Affordable Care Act (ACA) Marketplaces to explain the 210% rise in the combined cost of other 'innovative insurance programs'.  The explanation for the higher level of budget authority than outlays is that the HI tax and Medicare premiums are deposited directly into the General Fund who pays all HHS budget authority and the profits are deposited into the HI trust fund.  To explain the 7.5% growth in Medicaid spending 2014-15 the Affordable Care Act’s Medicaid expansion, which began in 2014, allows states the option to expand Medicaid eligibility to individuals under age 65 with family incomes up to 133 percent of the federal poverty level (or $31,721 for a family of four in 2014). As of January 2014, 25 states and the District of Columbia have elected to expand Medicaid in 2014. The federal government will pay 100 percent of state expenditures related to newly eligible individuals through 2016. The federal matching rate will then drop gradually to 90 percent in 2020 where it will then remain.  There have been no other laws of significance to CMS than the ACA. Medicare spending growth was estimated at 1.8% FY 2014-15. The FY 2016 HHS Budget-in-Brief lowers the cost of the ACA Medicaid expansion to 14% growth from $265 billion in 2013 to $302 billion in 2014, but inexplicably increases Medicare spending by 10% from $531 billion 2015 to $584 billion 2016.  Accounting for Medicare spending growth therefore needs to be stopped at the levels estimated in the 1.8% growth estimated in the HHS budget of $522 billion FY 2014 with 2.5% annual growth thereafter -  $535 billion 2016 and $548 billion 2017.  Medicaid marketplace estimates are slightly reduced in the HHS FY 2016 budget, but insurance innovations need to regulated and current estimates are $1.2 billion.  Medicaid spending per capita has increased at the low rate of 1% annually for quite some time.  The Medicaid expansion increased the population insured by Medicaid from 64.8 million 2014, to 68.8 million in 2015, to 72.9 million in 2016, 4.1% growth from the previous year.  The HHS FY 2017 budget has adopted a 2.5% limit on spending growth, but Medicaid spending is not taking into consideration the 15.3% loss of beneficiaries in their 15.8% spending growth estimate, that averages out to 3% FY 2014 and 2.5% in all later years.  CHIP insures middle income children and refers poor children to Medicaid and not targeting the developing economies of the poor should not exhibit growth in excess of 2.5% except in the margin as the result of rounding to the nearest tenth of a billion.  CHIP spending got high in FY 2014 without any specific mandate from the ACA and was then reduced before inflation got out of control and it seems best to calculate steady 2.5% growth from $9.5 billion in FY 2013.

CMS Annually Appropriated Accounts FY 2012-17
(in millions)
	Accounts
	2012
	2013
	2014
	2015
	2016
	2017
	Change
	16-17 % Change

	Program Management
	3,820
	4,821
	5,217
	3,975
	3,975
	4,110
	135
	3.4%

	HCFAC
	581
	610
	311
	672
	681
	725
	44
	6.5%

	Medicaid Grants to States 
	270,724
	251,359
	248,209
	354,917
	356,818
	377,587
	20,769
	5.8%

	Payments to Health Insurance Trust Funds
	230,741
	251,359
	255,185
	268,212
	283,172
	299,188
	16,016
	5.7%

	Grand Total
	505,867
	526,195
	548,900
	627,776
	644,645
	681,609
	36,964
	5.7%


Source: Slavitt, Andrew M. Centers for Medicare and Medicaid Services (CMS).  FY 2017 Justification of Estimates for Appropriations Committee. Department of Health and Human Services. 2016; Tavenner Mary. CMS. FY 2013-16 Justification of Estimates for Appropriations Committee. Department of Health and Human Services. 2012-16
3. The CMS Justification of Estimates for Appropriations Committees agree with themselves, except on the unsupported topic of Medicare benefit spending, but are defective because they conceal information on the Medicare premium and HI tax revenues that is needed to explain total Medicare outlays.  The greatest cause for alarm is the 44% increase over two years FY 2014-15 in Medicaid spending under the ACA program expansion, 99% during the expansion in FY 2014.  Although spending growth FY 2015-16 is less than $2 billion, 0.6%, the CMS justification of appropriations does not reduce FY 2014 Medicare spending estimates as the HHS FY 2016 did before the reduction in Medicaid FY 2014-15 spending was lost to wild overspending and the completely inexplicable Medicare overestimate reinforced in HHS FY 2016-2017 budgets-in-brief.  The most glaring omission in the CMS Justification of Estimates for Appropriations Committee is the lack of explanation regarding the source of revenues to calculate total federal Medicare spending.  At an average of 3.4% spending growth FY 2016-17 is unacceptably high.  Medicare benefits are estimated to have cost a total of $605 billion in the 2015 Annual Report of the Board of Trustees and the Federal Hospital Insurance and Federal Supplemental Medical Insurance Trust Funds for 2014, $6 billion more than the CMS Justification of Estimates, a margin of error of 1% completely ironed out by the difference between fiscal and calendar years, and 2.5% annual growth projections from either fiscal or calendar year 2014 for Medicare.  

Total Medicare Benefits in the CMS Justification of Estimates FY 2015-17
(in millions)
	
	FY 2013
	FY 2014
	FY 2015
	FY 2015
	FY 2016
	FY 2017
	Change 2016-17
	% Change

	BA
	589,475
	598,611
	611,985
	639, 807
	688, 031
	711,394
	23,363
	3.4%

	Outlays
	586,877
	598,545
	611,919
	631,852
	688, 031
	711,394
	23,363
	3.4%


Source: Slavitt, Andrew M. Centers for Medicare and Medicaid Services (CMS).  FY 2017 Justification of Estimates for Appropriations Committee. Department of Health and Human Services. 2016 pg. 224, Tavenner 2015 pg. 239
4. Meaningful and accurate justification of Medicare estimates can only be found in the Annual Report of the Board of Trustees and the Federal Hospital Insurance and Federal Supplemental Medical Insurance Trust Funds.  The 2015 report on 2014, the most recent report, because the 2016 report is late, is necessary to verify the true cost of the the Medicare programs to the federal government, including revenues from the 2.9% Medicare tax, and not-including premiums, interest and other revenues.  The Ultimate Assumptions in Table II C1 regarding 4% growth in both GDP and Medicare spending, 3.8% for Part A and B and 4.7% for Part D are fatally flawed and must be redone to project a 2.5% health annuity, less than the 3% average GDP growth, to cause Medicare spending to decline as a percentage of GDP and lead national health expenditures to be reduced to less than 10 percent of GDP by 2030.  Calendar year estimates for General Revenue spending on Medicare programs, mostly for SMI Part B and Part D was $248.6 billion, for roughly the same time period, the FY 2014 CMS Justification estimated $255.2 billion, a margin of error of $6.6 billion, 2.5%.  This margin of error would be acceptable if it were not mocking the true limit on inflation in agency spending.
Medicare Data for Calendar Years 2014
(in billions)
	
	HI Part A
	SMI Part B
	SMI Part D
	Total

	Assets at end of 2013
	205.4
	74.1
	1.0
	280.5

	Total Income
	261.2
	259.8
	78.2
	599.3

	Payroll Taxes
	227.4
	-
	-
	227.4

	Interest
	8.8
	2.4
	0.0
	11.2

	Taxation of Benefits
	18.1
	-
	-
	18.1

	Premiums
	3.3
	65.6
	11.4
	80.3

	General Revenue
	2.0
	188.5
	58.1
	248.6

	Transfers from States
	-
	-
	8.7
	8.7

	Other
	1.6
	3.3
	-
	5.0

	Total Expenditures
	269.3
	265.9
	78.1
	613.3

	Benefits
	264.9
	261.9
	77.7
	604.5

	Hospital 
	139.2
	44.1
	-
	183.3

	Skilled Nursing Facility
	28.8
	-
	-
	28.8

	Home Health Care
	6.6
	11.2
	-
	17.8

	Physician Fee Schedule Services
	-
	69.2
	-
	69.2

	Private Health Plans (Part C)
	74.0
	85.7
	-
	159.7

	Prescription Drugs
	-
	-
	77.7
	77.7

	Other
	16.3
	51.7
	-
	68.0

	Administrative Expenses
	4.5
	4.0
	0.4
	8.8

	Net Change In Assets
	-8.1
	-6.1
	0.1
	-14.1

	Assets at end of 2014
	197.3
	68.1
	1.1
	266.4

	Enrollment (millions)
	
	
	
	

	Aged
	44.6
	41.3
	n/a
	44.9

	Disabled 
	8.9
	8.1
	n/a
	8.9

	Total
	53.5
	49.3
	40.5
	53.8

	Average Benefits per Enrollee
	$4,951
	$5,308
	$1,920
	$12,179


Source: Spitalnic, Paul. 2015 Annual Report of the Board of Trustees and the Federal Hospital Insurance and Federal Supplemental Medical Insurance Trust Funds. 
5. The Health Care Fraud and Abuse Control (HCFAC) program is perpetuated by the CMS Justification of Estimates for Appropriations Committee after being improved in the HHS FY 2017 budget-in-brief, that seeks to uphold the 2.5% health annuity despite  extremely high accounting errors in both Medicare and Medicaid.  The technical language pertaining to the HCFAC (Health Care Fraud and Abuse Control) program perpetuating the infringement of 'enforcement' officers needs to be abolished under the Slavery Convention of 1926 in regards to the bribe to the FBI, as if paying for Department of Justice arbitration were not so defective as to cost money rather than save it, and pretend bribe to the Office of National Drug Control Policy (ONDCP) regarding substance abuse treatment costs that would be more professionally regulated by SAMHSA.  The tacit support for the prescription of dangerous and unpopular antipsychotic drugs and finance of psychiatric hospitalization and drugs, needs to be abolished under the 13th Amendment to the US Constitution to save money.  Both of these systems of slavery, mental health and non-law 'enforcement', must be abolished and defunded to achieve a higher level of public health and accounting than slavery allows. Attorneys are incompetent extortionist when it comes to accounting and any administrative law judgeship but the unemployment insurance infirm law school grads with $100,000 in student loans have considerable experience avoiding inadequate public defender pay with.  The only thing that threatening and infringing overeducated lawyers and criminal justice major perpetuators of slavery and fraud without a Uniform Commercial Code, have to offer harmless health care professionals is the 2008 American Bar Association decision that legal fees are no longer respected under the Fair Credit Reporting Act.  Medical bills must follow suit since they have become the leading cause of more than 60% of all bankruptcies with many bills enough to pay the entire $150,000 cost of medical school.  Investigational student loan repayment programs are not to result, student loan repayment is the norm for federally subsidized professionals.  The purpose of this paragraph is to encourage CMS to abolish psychiatry, enforcement and medical b(k)ills under the Fair Credit Reporting Act to achieve a higher level of linguistic fluency and immunity regarding accounting accuracy that is both capable of detecting and correcting estimation errors and upholding the 2.5% health annuity. 
B. Medicare the health insurance program for the elderly began on July 1, 1966.  The rules governing the program are enumerated in Title XVIII of the Social Security Act.  Medicare is available to any United States citizen over 65 years of age who is eligible for Social Security or certain other government benefits.  For HI, the primary source of financing is the payroll tax on covered earnings. Employers and employees each pay 1.45 percent of earnings, while self-employed workers pay 2.9 percent of their net income. Other HI revenue sources include a portion of the federal income taxes that people pay on their Social Security benefits, and interest paid on the U. S. Treasury securities held in the HI trust fund.  In 1973 the program was extended to cover younger disabled people who had been eligible for Social Security or Railroad Retirement benefits for at least 24 months, most people with end-stage kidney disease, and some aged people who did not otherwise qualify who wished to pay a premium to join the program.  When Medicare began, some 19,000 people enrolled.  By 2000, the program served about 39 million people, including 95 percent of the aged population and about 5 million disabled people younger than 65.  Initially Medicare covered only hospital insurance, Part A, Hospital Insurance (HI).  Medicare was later expanded to cover physician visits and certain other medical services, a section of the program known as Part B, or Supplemental Medical Insurance.  Part C was included in the Balanced Budget Act of 1997 to provide Medicare + Choice . In 2006 the Part D Prescription Drug Program was created.  Medicare Part A is paid for primarily by mandatory payroll taxes levied on both employers and employees, while Part B and D are paid for by a combination of premiums from beneficiaries, covering about one-fourth of the program's costs and contributions from general federal revenues.  Until the early 1980s, Medicare paid health care providers on a fee-for-service basis.  In 1983, however, the government, alarmed at the rapid rise in the program's costs, instituted fixed prospective payments for hospital stays, based on the types of illness as categorized into diagnosis-related groups.  The DRG payments system is still used in a somewhat modified form.  

SMI Part B Premiums 1967-2016
	
	Monthly Premium
	% Change from Prior Year
	
	Monthly Premium
	% Change from Prior Year

	1967
	3.00
	100%
	1992
	31.80
	6.4%

	1968
	4.00
	33.3%
	1993
	36.60
	15.1%

	1969
	4.00
	0
	1994
	41.10
	12.3%

	1970
	4.00
	0
	1995
	46.10
	12.2%

	1971
	5.30
	17.5%
	1996
	42.50
	-7.8%

	1972
	5.60
	5.7%
	1997
	43.80
	3.1%

	1973
	5.80
	3.6%
	1998
	43.80
	0

	1974
	6.30
	6.4%
	1999
	45.50
	3.9%

	1975
	6.70
	6.3%
	2000
	45.50
	0

	1976
	6.70
	0
	2001
	50.00
	9.9%

	1977
	7.20
	7.5%
	2002
	54.00
	8%

	1978
	7.70
	6.9%
	2003
	58.70
	8.7%

	1979
	8.20
	6.5%
	2004
	66.60
	13.5%

	1980
	8.70
	6.1%
	2005
	78.20
	17.4%

	1981
	9.60
	10.3%
	2006
	88.50
	13.2%

	1982
	11.00
	14.6%
	2007
	93.50
	5.6%

	1983
	12.20
	10.9%
	2008
	96.40
	3.1%

	1984
	14.60
	19.7%
	2009
	96.40
	0

	1985
	15.50
	6.2%
	2010
	110.50
	14.6%

	1986
	15.50
	0
	2011
	115.40
	4.4%

	1987
	17.90
	15.5%
	2012
	99.90
	-13.4%

	1988
	24.80
	38.6%
	2013
	104.90
	5%

	1989
	31.90
	28.6%
	2014
	104.90
	0

	1990
	28.60
	-10.3%
	2015
	104.90
	0

	1991
	29.90
	4.5%
	2016
	159.30 or

107.50
	51.9% or 2.5%


Source:  2015 Medicare Report Table V.E2 SMI Cost Sharing and Premium Amounts pg. 203 $110.15

1. The Actuary admits, Part B premiums may vary from the standard rate because a hold-harmless provision can lower the premium rate for individuals who have their premiums deducted from their Social Security benefits. On an individual basis, this provision limits the dollar increase in the Part B premium to the dollar increase in the individual’s Social Security benefit, the person affected pays a lower Part B premium, and the net amount of the individual’s Social Security benefit does not decrease despite the greater increase in the premium. Because of the adverse “no COLA” declaration for 2016 there was no increase in costs, however Table VE2 SMI Cost-sharing and Premium Amounts is the cruelest and most unusual cost increase ever.  Income thresholds used for determining the income-related monthly adjustment amounts to be paid by beneficiaries, resulting in a greater number of beneficiaries paying the higher amounts. In addition, beginning in 2020, the legislation adjusted the methodology used to index the thresholds, and accordingly more beneficiaries will be subject to the income-related premiums. In 2014 the initial threshold is $85,000 for an individual tax return and $170,000 for a joint return. The thresholds are not indexed to inflation in the years 2011 through 2019 but are indexed thereafter. Individuals exceeding the threshold will pay premiums covering 35, 50, 65, or 80 percent of the average program cost for aged beneficiaries, depending on their income level, compared to the standard premium covering 25 percent.   Because Social Security beneficiary Cost-of-living adjustments (COLAs) are going to be set at 3% by law, and in fact are only sometimes so generous, and there was a wrongful “no COLA” pronouncement despite 300% OASDI trust fund ratio for 2016, it is necessary that annual Medicare premiums cost increases be less than that, 2.5% projects efficient growth, 2.5% Medicare premium growth from three years at $104.90 in 2015 to $107.50 in 2016, instead of $159.30, would enable the prospective social security beneficiaries of the Free Disability Insurance Reallocation Tax (DIRT) and 3% Cost-of-Living Adjustment (COLA) Act of January 1, 2016, to honor the hold-harmless provision, without years of negative, zero or unsustainably 0.5% growth.  The 2.5% health annuity liability law must be applied to the Premiums advertised for the rich, but dishonored completely by Social Security beneficiaries who got “no COLA”, so that CMS is liable to credit the consumer for their overpayment.  The monthly difference between $159.30 and $107.50 is $51.80 in consumer credit that would reduce premiums for the so-called rich non-beneficiaries, who agreed to pay, to $55.7 per month that they overpaid. If they chose to discontinue their Medicare Part B policy now they could collect cash but might face reinsurance penalties under current law. The CMS Actuary should now be prepared to harmlessly complete a routine 2016 Annual Report of the Board of Trustees of the Federal Hospital Insurance and Federal Supplemental Medical Insurance Trust Funds in early May, in time to honor the sixth month of the calendar year by accounting for the 2.5% health annuity rule on Medicare premiums with compensation.  
2. The CMS Actuary is also asked to make a good faith effort to account for the consumer credit of the difference with a 2.5% health annuity and the +/-20% premium increase ACA subscribers equally suffered now, and for the new summer solstice issue, June 20, 2016.  The United States Social Security programs and Board of Trustees must express a de minis interest in reducing national health expenditure (NHE) to less than 10% of GDP by 2030 by 2.5% health annuity alone beginning January 1, 2016.  CMS, recently found reporting an NHE of 17.5% because the ACA penalties broke the 17.4% of GDP deflator, must learn to cease billing the rich more because the health sector is richer and must instead find a 2.5% heath annuity to be medically necessary for CMS to be held harmless by the Free DIRT and 3% COLA Act of 2016 and Internet review of the ACA and Medicare laws will be needed for lawful expression.  The ACA 42USC (157)§18001et seq does not make any convenient provisions to discuss premiums, having gotten lost on the play topic of refundable premium and cost-sharing reductions.  Sec. 1840 of the Social Security Act 42 U.S.C. 1395S provides at (a)(1) In the case of an individual who is entitled to monthly benefits under section 202 or 223, his monthly premiums shall usually  be collected by deducting the amount thereof from the amount of such monthly benefits. Such deduction shall be made in such manner and at such times as the Commissioner of Social Security shall by regulation prescribe.  Such regulations shall be prescribed after consultation with the Secretary. (2) The Secretary of the Treasury shall, from time to time, transfer from the Federal Old-Age and Survivors Insurance Trust Fund or the Federal Disability Insurance Trust Fund to the Federal Supplementary Medical Insurance Trust Fund the aggregate amount deducted for the period to which such transfer relates from benefits under Section §202 or §223 Title II of the Social Security Act as codified at 42USC§402 and §423 which are payable from such Trust Fund. Such transfer shall be made on the basis of a certification by the Commissioner of Social Security and shall be appropriately adjusted to the extent that prior transfers were too great or too small.  
3. To legislate a 2.5% health annuity and lead ACA and other private health insurance corporations to credit customers with the difference between the new 2.5% health annuity rule of January 1, 2016 and the 20% ACA premium increase and cruelest and most unusual 50% Medicare part B inflation in premium price, ever, it seems best to amend the Amount of Premiums under Section 1839 of Title XVII of the Social Security as codified at 42USC§1395r liberally conserved to repeal the gross income threshold, late enrollment premium increase, $1,000 rounding on inflation, abuse of the rich by the health sector, or neglect of social security beneficiaries earning less than 100% of the poverty line, and amended as follows:  Amount of Premiums Section 1839 of Title XVII of the Social Security 42USC§1395r(a)(1) The monthly actuarial rate for enrollees age 65 and over shall be equal with all people who would otherwise be eligible for Medicare Part B because they are Old Age Survivor Disability Insurance (OASDI) beneficiaries.  The premium is designed to afford one-third of the total of the benefits and administrative costs estimated to be payable per capita from the Federal Supplementary Medical Insurance Trust Fund for services performed and related administrative costs incurred in such calendar year with respect to such enrollees and any credit due. (a) The inflation adjustment of the monthly premium of each individual enrolled is calculated at 2.5% annual inflation from the premium price of $104.90 in 2015 rounded to the nearest 5 cents, $107.50 January 2016 to December 2016, before it goes up to $110.20 in January 2017 and increases 2.5% every year thereafter  (b) The SMI deductible was $147 in 2015 and will be $151 in 2016 and $154 in 2017, etc.  The Drug benefit deductible was $320 in 2015, would be $330 in 2016, $340 in 2017, etc. In the Drug program the initial benefit limit and catastrophic threshold, rounded to the nearest dollar, of $2,960 and $4,700 in 2015 respectively, would be $3,034 and $4,818 in 2016, etc. (c) the 2.5% health annuity applies equally to all private health insurance programs, specifically ACA marketplace plans, in regards to credit best settled in the sixth month of a 3% economic growth year.

Art. 4 Public Health Department

§9 Public Health Service
A. The Public Health Service (PHS) is the United States government's principal agency for protecting the health of all Americans and providing essential human services, especially for those who are least able to help themselves.  The Department includes more than 300 programs, covering a wide spectrum of activities.  To be accountable for the national health expenditure of less than ten percent goal, the first reaction is to limit federal health department spending to less than a trillion dollars annually. For the time being, it is minimally necessary for SSA to independently account the human service programs of the ACF and ACL, so that Congress can confer a diploma upon the Public Health Department (PHD) with the goal of national health expenditures of less than 10 percent of GDP.  

1. The foundation of the public health service is typically attributed to July 16, 1798, when President John Adams signed a bill into law that created what we now know as the U.S. Public Health Service by establishing the U.S. Marine Hospital Service, predecessor to today’s U.S. Public Health Service, to provide health care to sick and injured merchant seamen. In 1870, the Marine Hospital Service was reorganized as a national hospital system with centralized administration under a medical officer, the Supervising Surgeon, who was later given the title of Surgeon General.  The U.S. Surgeon General is appointed from the Commissioned Corps of the U.S. Public Health Service to a four year term.  Upon the termination of the term, unless re-elected, the officer reverts to their rank as it would have been if not for the appointment under 42USC(6A)IA§205.  The Commissioned Corps dates back to 1798. Today there are than 6,700 uniformed officers of the Commissioned Corps of the U.S. Public Health Service earning compatibility allowance pay of an estimated $140,000 each for total salaries of $938 million from a variety of positions throughout the U.S. Department of Health and Human Services (HHS) and certain non-HHS Federal agencies and programs that offer exciting professional opportunities in the areas of disease control and prevention; biomedical research; regulation of food, drugs, and medical devices; mental health and drug abuse; and health care delivery.
2. Commissioned officers of the Reserve Corps are appointed by the President and commissioned officers of the Regular Corps shall be appointed by him, by and with the advice and consent of the Senate. The Commissioned officers of the Reserve Corps shall at all times be subject to call into active duty by the Surgeon General 42USC(6A)IA§204.  The Surgeon General assigns one commissioned officer from the Regular Corps as Deputy Surgeon General. The Surgeon General assigns eight commissioned officers to be Assistant Surgeon Generals under 42USC(6A)IA§206.  1. the Director of the National Institutes of Health, 2. the Chief of the Bureau of State Services, 3. the Chief of the Bureau of Medical Services, 4. the Chief Medical Officer of the United States Coast Guard, 5. the Chief Dental Officer of the Service, 6. the Chief Nurse Officer of the Service, 7. the Chief Pharmacist Officer of the Service, and 8. the Chief Sanitary Engineering Officer of the Service. 
B. Because of the broadening responsibilities of the Service, its name was changed in 1902 to the Public Health and Marine Hospital Service.  Another law passed in 1902, the Biologics Control Act, gave the Service regulatory authority over the production and sale of vaccines, serums, and other biological products.  The increasing involvement of the Service in public health activities led to its name being changed again in 1912 to the Public Health Service (PHS). PHS was given clear legislative authority to investigate the diseases of man and conditions influencing the propagation and spread thereof, including sanitation and sewage and the pollution either directly or indirectly of the navigable streams and lakes of the United States.World War II contributed to expansion in the Services programs and personnel, the latter doubling in size to sixteen thousand employees between 1940 and 1945. Over the course of the war, the Malaria Control in War Areas program, based in Atlanta, expanded its responsibilities to include the control of other communicable diseases such as yellow fever, dengue, and typhus. By the end of the war, the program had demonstrated its value in the control of infectious disease so successfully that it was converted in 1946 to the Communicable Disease Center (CDC). The mission of CDC continued to expand over the next half century, going beyond the bounds of infectious disease to include areas such as nutrition, chronic disease, and occupational and environmental health. To reflect this broader scope of the institution, its name was changed to the Center for Disease Control in 1970. It received its current designation, Centers for Disease Control and Prevention (but retaining the acronym CDC), in 1992.  

1. In 1946 two major legislative acts had a significant impact on PHS. 1. The National Mental Health Act was to greatly increase the involvement of PHS, which administered the programs established by the law, in the area of mental health. The act supported research on mental illness, provided fellowships and grants for the training of mental health personnel, and made available to states grants to assist in the establishment of clinics and treatment centers and to fund demonstration projects. It also called for the establishment within PHS of a National Institute for Mental Health, which was created in 1949.  2. The Hospital Survey and Construction Act, more commonly referred to as the Hill-Burton Act, authorized PHS to make grants to the states for surveying their hospitals and public health centers and for planning construction of additional facilities, and to assist in this construction. Over the next twenty-five years, the program disbursed almost $ 4 billion.
2. The Cabinet-level Department of Health, Education and Welfare was created under President Eisenhower, officially coming into existence April 11, 1953.  The agency became fully responsible for the health of American Indians in 1955, when all Indian health programs of the Bureau of Indian Affairs were transferred to PHS. A new Division of Indian Health was established to administer these programs. In 1956 the Armed Forces Medical Library became the National Library of Medicine and was made a part of PHS. St. Elizabeths Hospital, which had begun as the Government Hospital for the Insane in 1855, was brought into PHS in 1967 (although much of the hospitals physical plant and programs were transferred to the District of Columbia in 1987) and became the headquarter of the Department of Homeland Security in 2009. The Food and Drug Administration was made a part of PHS in 1968, thus involving PHS much more heavily and visibly in the area of regulation. The 1968 reorganization transferred the responsibility for directing PHS from the Surgeon General to the Assistant Secretary for Health and Scientific Affairs (a political appointee position that had been created originally as an adviser to the Department Secretary). For the first time, a noncareer official became the top official in PHS. In the 1960s water pollution control was moved from PHS to the departmental level, and eventually transferred to the Department of the Interior. The creation of the Environmental Protection Agency (EPA) in 1970 led to the loss of PHS programs in areas such as air pollution and solid waste to the new agency. 
C. In 1979, the Department of Education Organization Act was signed into law, providing for a separate Department of Education. HEW became the Department of Health and Human Services, officially on May 4, 1980. The Public Health Service remained a component of the Department of Health and Human Services (DHHS), as DHEW was renamed upon the creation of a separate Department of Education in 1980. It is not known whether to construe this as being expelled or dropping out, after being tried for drug abuse by the DEA for a decade, without first achieving the degre of Public Health Department (PHD).  The Secretary is the leader of the Department, as it was created in 1980, and is responsible for all of the programs. The Secretary is authorized to accept on behalf of the United States gifts made unconditionally by will or otherwise for the benefit of the Service or for the carrying out of any of its functions 42USC(6A)IB§238.  The Secretary is responsible for updating the list of biological agents that pose a serious risk to society under 42USC(6A)(2)(F)(1)§262a .  The Secretary is responsible for the licensing of biological products and for their recall under 42USC(6A)(2)(F)(1)§262(d).  The Secretary shall undertake reasonable efforts to inform the public of the availability of Vaccine Injury Compensation under 42USC(6A)XIX(2)(A)§300aa-10(c) and many other opportunities provides by the Department. The office of the Secretary is structured as follows; 1. Immediate Office of the Secretary (IOS), 2. Assistant Secretary for Administration and Management (ASAM), 3. Assistant Secretary for Budget, Technology and Finance (ASBTF), 4. Assistant Secretary for Health (ASH), 5. Assistant Secretary for Legislation (ASL), 6. Assistant Secretary for Planning and Evaluation (ASPE), 7. Assistant Secretary for Public Affairs (ASPA), 8. Assistant Secretary for Public Health Emergency Preparedness (ASPHEP), 9. Departmental Appeals Board (DAB), 10. Office of Medicare Hearings and Appeals (OMHA), 11. Office for Civil Rights (OCR), 12. Office of the General Counsel (OGC), 13. Office of Inspector General (OIG).
a. The primary law protecting patient privacy is the Health Insurance Portability and Accountability Act of August 21, 1996 P.L. 104-191.  The Act amended the Internal Revenue Code of 1986 to improve portability and continuity of health insurance coverage in the group and individual markets, to combat waste, fraud, and abuse in health insurance and health care delivery, to promote the use of medical savings accounts, to improve access to long-term care services and coverage, to simplify the administration of health insurance, and for other purposes.  In Sec. 1177 it provides for penalties for a person who knowingly and in violation of this part-- (1) uses or causes to be used a unique health identifier; (2) obtains individually identifiable health information relating to an individual; or (3) discloses individually identifiable health information to another person, shall be punished (1) with a fine of not more than $50,000, imprisoned not more than 1 year, or both; (2) if the offense is committed under false pretenses, be fined not more than $100,000, imprisoned not more than 5 years, or both; and (3) if the offense is committed with intent to sell, transfer, or use individually identifiable health information for commercial advantage, personal gain, or malicious harm, be fined not more than $250,000, imprisoned not more than 10 years, or both.  The HHS Office of Civil Rights enforces the compliance of this law and receives reports from consumers. 
D. The Agency for Healthcare Research and Quality (AHRQ) was founded December 1989 as the Agency for Health Care Policy and Research (AHCPR) and reports to the HHS Secretary. Not less than 0.2% or more than 1% of program costs shall be used to evaluate the effectiveness of the program under 42USC(6A)IB§238j.  The Program Support Center (PSC) was created in 1995.  PSC provides products and services on a competitive “fee-for-service” basis to customers throughout HHS and other executive branch departments and Federal Agencies.  PSC is designed to reduce Government spending and duplication of efforts in administrative support services, the PSC realizes significant savings through partnering, standardization, streamlining, prudent acquisition strategies, reorganization, economies of scale, or consolidation, and an overall sound business approach to the delivery of products and services.  A major reorganization in 1995 led to the independence of the Social Security Administration.  Human services administrated by the Administration for Children and Families (ACF) also needs to transferred to the Social Security Administration (SSA) as another independent welfare agency.  The goal for social welfare and human services is to dramatically increase child SSI and SSI spending growth to either reduce poverty by half and eliminate child poverty in schools to compensate for the deprivation of 10 million AFDC benefits or completely end poverty by 2020.  PHS on the other hand is struggling to account for a federal health spending limit less than $1 trillion until national health expenditure goes down from a plateau of 17.4% of GDP since 2009 to less than 10% of GDP primarily by limiting agency spending growth to 2.5% annually and accurate health accounting by a Public Health Department (PHD).
Health and Human Services Spending by Agency Budget 2000-17
(in billions) 

	
	2000
	2008
	2014
	2015
	2016
	2017
	2016-17 % Change

	HHS Budget Authority
	400
	698
	958
	1,010
	1,117
	1,150
	3.0%

	OMB HHS Estimate
	382
	700
	936
	1,028
	1,110
	1,147
	

	Food and Drug Administration
	1.1
	1.6
	2.7
	2.7
	2.7
	2.7
	0

	Health Resources and Services Administration
	4.3
	6.2
	9.1
	10.4
	10.6
	10.7
	0.9%

	Indian Health Service
	2.3
	3.5
	4.6
	4.6
	4.8
	5.2
	8.3%

	Centers for Disease Control and Prevention
	2.7
	5.8
	6.7
	6.6
	7.3
	7.0
	-4.1%

	National Institutes of Health
	15.5
	28.6
	31.1
	29.4
	31.3
	30.2
	-1.1%

	Substance Abuse and Mental Health Services Administration
	2.5
	3.1
	3.7
	3.4
	3.6
	3.5
	-2.%

	Centers for Medicare and Medicaid Services
	333
	599
	801
	817
	837
	857
	2.4%

	PHD Management, Total
	1.1
	3.7
	5.4
	4.3
	5.9
	5.4
	-8.5%

	Administration for Community Living formerly Agency on Aging
	1.0
	1.3
	1.6
	1.9
	2.2
	2.0
	-9%

	Administration for Children and Families
	38
	46
	50.1
	51.2
	53.4
	63.0
	18%

	Offsetting Collections
	-1.1
	-1.3
	-0.8
	-0.8
	-0.8
	-0.8
	0

	Total HHS Spending
	400
	698
	918
	931
	958
	986
	2.9%

	Full Time Equivalents
	61,847
	66,890
	77,520
	75,567
	77,583
	79,406
	2.4%

	Total PHS Spending excluding Human Services: ACF & ACL
	362
	652
	866
	878
	902
	921
	2,1%


Source: HHS Budgets FY 2000, 2008, 2015, 2017 compared with Independent Agency Justification of Estimates for Appropriations Committees FY 2017, OMB Historical Table 4.1 Outlays by Agency FY 1962-2021
E. ACF spending is higher than reported in the HHS FY 2017 budget.  ACF spending is the only agency spending estimate that is higher than the HHS FY 2017 budget.  In all other agencies the HHS FY 2017 is high.  In the FY 2017 ACF budget, ACF spending, including new mandatory programs, little understood to be child welfare spending in the HHS budget, was $52.0 billion in FY 2015, $900 million higher than the HHS FY 2017 budget, $53.4 billion FY 2016, $1 billion higher, and goes up dramatically, by  $9.6 billion in FY 2017 to $63 billion, $4.7 billion higher than the HHS FY 2017 budget.  Because 24% child poverty is the highest in the industrialized world and growth in child poverty is driving overall growth in poverty to 15.4% although poverty amongst working age adults and elders has gone down to less than 10% and 9% respectively.  Child welfare spending need to increase to compensate for the deprivation of 10 million TANF benefits between 1996-2000.  15.4% growth in TANF spending is artistic however in future years growth in TANF spending will probably want to be limited to 3% and other ACF agencies to 2.5% because child SSI is more administratively and mathematically efficient at reducing poverty for the entire duration of childhood.  The HHS FY 2017 budget is guilty of non-support of the ACF. Do the Retroactively Free Disability Insurance Reallocation Tax (DIRT) and 3% Cost-of-Living-Adjustment Act of January 1, 2016 and Without Income Limit Law (WILL) pass the 250% increase in SSI spending for FY 2017?  Child welfare spending is prioritized for growth.  Health spending on the other hand is extremely limited to 2.5% annual inflation by the trillion dollar limit on federal health spending until national health expenditures are less than 10% of GDP.  
Public Health Department Management Funding Consolidation FY 2000-17
(in billions)
	
	2000
	2008
	2014
	2015
	2016
	2017

	General Departmental Management
	0.5
	0.4
	0.9
	0.6
	1.2
	1.2

	Public Health and Social Services Emergency Fund
	
	2.6
	1.8
	1.9
	2.3
	1.8

	Office of the National Coordinator
	
	0.06
	0.4
	0.05
	0.06
	0

	Office of Medicare Hearings and Appeals
	
	0.07
	0.09
	0.1
	0.1
	0.1

	Office for Civil Rights
	
	
	0.04
	0.04
	0.04
	0.04

	Health Insurance Reform Implementation Fund
	
	
	0.2
	0.1
	0
	0

	Office of the Inspector General
	0.2
	0.08
	0.6
	0.8
	0.9
	1.2

	Program Support Center 
	0.3
	0.5
	1.1
	0.6
	1.1
	0.7

	Agency for Healthcare Research and Quality
	0.09
	0
	0.3
	0.1
	0.2
	0.4

	Total 
	1.1
	3.7
	5.4
	4.3
	5.9
	5.4


Source: HHS Budgets FY 2000, 2008, 2015, 2017 

1. The President's total program funding request for CDC in FY 2017 is $6.98 billion. Compared to FY 2016 Enacted levels, CDC’s budget reflects a $303 million decrease in Budget Authority (BA) and $900 million less than the $7.9 billion estimate in the HHS FY 2017 budget.  The FDA budget request increased by only $15 million, about the cost of the DEA Office of Diversion Control to the federal government, 0.5%, from $2, 728 million FY 2016 to $2,743 million FY 2017. This is consistent with the HHS FY 2017 budget that estimates $2.5 billion FY 2016 and $2.6 billion FY 2016 after rising from $2.7 billion FY 2016 to a undisputed high amount of $2.9 billion FY 2015.  Perhaps the FY 2015 HHS budget wasn't as good for the FDA as it was for CMS's 2.5% growth or perhaps the HHS FY 2017 budget uses a false high number that is not disputed like the false high on Medicare spending 2017.  As the result of large increases in user fees total program level rose $359 million, 7.6% from $4,745 million 2016 to $5,104 million 2017.  $2.7 billion FY 2014-17 seems  better – 0.5% budget growth for 7.6% program spending level growth is a better deal than the HHS FY 2017 budget. The NIH budge request for $30.2 billion FY 2017 is a decrease of $1 billion from $31.3 billion FY 2016.   Total program level however is planned to increase to $33.1 billion mostly as the result of new mandatory financing probably paid by CMS.  This is an increase of $900 million, 2.8%, over the $32.3 billion FY 2016 program level, steadily growing from $30.3 billion FY 2015 and $29.3 billion FY 2008.  In FY 2008 the NIH report a budget of $29.1 billion that was administered to the 24 Institutes, the Director’s Office, and some random programs.  This estimate is higher than $28.6 billion reported in the HHS budget. In FY 2015 NIH reports a budget of $29.4 billion, $300 million less than $29.7 billion by HHS FY 2017.  In FY 2016 NIH reports $31.3 billion and HHS $30.2 billion.  FY 2017 NIH reports $30.2 billion and HHS $32.3 billion. HRSA discretionary program levels have risen slowly but steadily from $10.4 billion FY 2015 to $10.5 billion FY 2016 to $10.7 billion FY 2017 a 0.8% increase from the previous year. HRSA's $10.7 billion FY 2017 discretionary program level includes $4.9 billion in mandatory funding, to invest in and expand programs that will help meet the needs of millions of individuals and families who are medically underserved or face barriers to essential health care.  The HRSA FY 2017 request for $10.7 billion is $700 million less than the $11.5 billion HHS estimate, $10. 6 billion $300 million higher than the $10.3 billion HHS FY 2016 and $10.4 billion $900 million higher than the $9.5 billion HHS FY 2015 estimates.  The HRSA FY 2017 budget is more stable, but there is a dispute about the 14% increase from $9.1 billion in FY 2014 to $10.4 billion FY 2015.  HHS FY 2017 HRS estimates are definitely high by $700 million.  The Substance Abuse and Mental Health Services Administration (SAMHSA) was established by an act of Congress in 1992 under Public Law 102-321 that abolished the Alcohol, Drug Abuse, Mental Health Service Administration (ADAMHA) that was itself established May 4, 1974 when President Nixon signed P.L. 93-282.  The SAMHSA’s Budget Request for FY 2017 of $4.3 billion reflects a $590.2 million increase from the FY 2016 Enacted Level.  Most of this increase is however the result of mandatory agreements that generate some kind of revenue for SAMHSA.  The actual FY 2017 discretionary budget request of $3.5 billion is slightly less than a high of $3.6 billion FY 2016 and $3.4 billion FY 2015.  There is agreement between SAMHSA budget authority and HHS regarding $3.4 billion in spending in FY 2015.  In FY 2016 however HHS spending of $3.8 billion is $200 million higher than the SAMHSA budget authority of $3.6 million and likens itself to the FY 2016 program level of $3.8 billion.  The dispute regarding FY 2017 SAMHSA spending is a $3.7 billion HHS estimate compared with $3.5 billion budget authority and $4.3 billion  program spending.  SAMHSA explains the budget authority as having to pay for some of its own programs and to be sued by states.
§10 Centers for Disease Control and Prevention 
A. The Centers for Disease Control and Prevention (CDC) was founded in 1946, under the name of Communicable Disease Center (CDC) to help control malaria, CDC has remained at the forefront of public health efforts to prevent and control infectious and chronic diseases, injuries, workplace hazards, disabilities, and environmental health threats. CDC is globally recognized for conducting research and investigations and for its action oriented approach. CDC applies research and findings to improve people’s daily lives and responds to health emergencies.  CDC saves lives from infectious diseases, harmful environmental hazards, injuries, and other events by responding to emergencies, providing expertise strengthening public health infrastructure, developing and deploying vaccines, and strengthening disease detection globally.  The United States spends 75% of the total $2.5 trillion in annual health care costs on treating preventable conditions; CDC promotes evidenced-based prevention initiatives as the most effective, way to improve health and lower health care costs.  Deploys medical countermeasures in a matter of hours after a natural or international health threat emerges.  Tracks the spread of disease outbreaks, researches the evolution of diseases in CDC labs, and supports states in preventing the further spread of the disease. Tracks the health status of the American public. Deploys the best available public health evidence and interventions to prevent the leading causes of disease, disability, and death. 
1. The President's total program funding request for CDC in FY 2017 is $6.98 billion. Compared to FY 2016 Enacted levels, CDC’s budget reflects a $303 million decrease in Budget Authority (BA) - $52 million increase in prevention and public health fund, $20 million to detect and protect against antibiotic resistance, $80 million for prescription drug overdose prevention and $30 million in mandatory funds for behavioral health activities.  The decrease to a level of $7.0 billion seems fair after 10.6% growth from $6.6 billion FY 2015 to $7.3 FY 2016; a CDC spending level of $7.0 billion reflects 6% growth, 3% annually, from FY 2015.  In the future CDC should try to limit agency spending growth to no more than 2.5% annually.  The President's budget request for $6.98 billion - $2.5 billion protecting against infectious diseases ($1.18 HIV ,AIDS, Hepatitis, TB, $748 million immunizations, $626 milling emerging and zoonotic threats), $1.5 billion preventing the leading causes of disease, disability and death($1.18 chronic disease prevention and health promotion, $269 million injury prevention, $132 million developmental defects and health), $1.4 billion protection against natural and bioterrorism threats, $500 million monitoring health and ensuring laboratory excellence, $448 million global health, $464 environmental and occupational health, $145 million building, facilities and program support ($113 million activities, $31 million buildings).

B. The National Center for Health Statistics shall be under the direction of a Director who shall be appointed by the Secretary under 42USC(6A)IIA§242k. The Center shall conduct and support statistical and epidemiological activities for the purpose of improving the effectiveness, efficiency, and quality of health services in the United States.  The Center shall collect statistics on – 1.The extent and nature of illness and disability of the population of the United States (or of any groupings of the people included in the population), including life expectancy, the incidence of various acute and chronic illnesses, and infant and maternal morbidity and mortality, 2. The impact of illness and disability of the population on the economy of the United States and on other aspects of the well-being of its population (or of such groupings), 3. Environmental, social, and other health hazards, 4. Determinants of health, 5. Health resources, including physicians, dentists, nurses, and other health professionals by specialty and type of practice and the supply of services by hospitals, extended care facilities, home health agencies, and other health institutions, 6. Utilization of health care, including utilization of (i) ambulatory health services by specialties and types of practice of the health professionals providing such services, and (ii) services of hospitals, extended care facilities, home health agencies, and other institutions, 7. Health care costs and financing, including the trends in health care prices and cost, the sources of payments for health care services, and Federal, State, and local governmental expenditures for health care services, and 8. Family formation, growth, and dissolution.
C. The workforce at CDC/ATSDR totals more than 9,000 employees in 170 occupations with a public health focus, including physicians, statisticians, epidemiologists, laboratory experts, behavioral scientists, and health communicators.  National headquarters are in Atlanta although more than 3,000 CDC employees work at other locations throughout the United States and around the globe.
D. The Agency for Toxic Substances and Disease Registry (ATSDR) is the lead public health agency responsible for representing the study of toxicology and implementing the health-related provisions of Superfund (the Comprehensive Environmental Response, Compensation and Liability Act of 1980) for which reason it has Environmental Division (ED).  ATSDR is charged with assessing health hazards at specific hazardous waste sites, helping to prevent or reduce exposure and the illnesses that result, and increasing knowledge and understanding of the health effects that may result from exposure to hazardous substances. The mission is supported by the Agency goals: Evaluate human health risks from toxic sites and take action in a timely and responsive public health manner through the study of epidemiology. Ascertain the relationship between exposure to toxic substances and disease provide for a registry of individuals who are exposed to hazardous waste. Develop and provide reliable, understandable information for affected communities, tribes, and stakeholders. Build and enhance effective partnerships.
§11 Food and Drug Administration
A. The Food and Drug Administration (FDA) is responsible for protecting the public health by assuring the safety, efficacy, and security of human and veterinary drugs, biological products, medical devices, our nation’s food supply, cosmetics, and products that emit radiation. The FDA is also responsible for advancing the public health by helping to speed innovations that make medicines and foods more effective, safer, and more affordable; and helping the public get the accurate, science-based information they need to use medicines and foods to improve their health. Beginning as the Division of Chemistry and then (after July 1901) the Bureau of Chemistry, the modern era of the FDA dates to 1906 with the passage of the Federal Food and Drugs Act; this added regulatory functions to the agency's scientific mission. The Bureau of Chemistry's name changed to the Food, Drug, and Insecticide Administration in July 1927, when the nonregulatory research functions of the bureau were transferred elsewhere in the department. In July 1930 the name was shortened to the present version. FDA remained under the Department of Agriculture until June 1940, when the agency was moved to the new Federal Security Agency. In April 1953 the agency again was transferred, to the Department of Health, Education, and Welfare (HEW). Fifteen years later FDA became part of the Public Health Service within HEW, and in May 1980 the education function was removed from HEW to create the Department of Health and Human Services, FDA's current home.  The agency grew from a single chemist in the U.S. Department of Agriculture in 1862 to a staff of approximately 9,100 employees and a budget of $5.1 billion in 2017.  In FY 2016 total budget authority is expected to be $2.7 billion, the same as it has been since before FY 2014.
Food and Drug Administration Budget Summary 2016-17
(in millions)

	Budget Authority
	2016
	2017
	Change
	% Change

	Foods
	987
	1,012
	25
	2.5%

	Human Drugs
	492
	492
	0
	0

	Biologics
	215
	215
	0
	0

	Animal Drugs and Food
	159
	162
	3
	1.9%

	Devices and Radiological Health
	323
	326
	3
	0.9%

	National Center for Toxicological Research
	63
	60
	-3
	-4.8%

	FDA Headquarters
	182
	178
	-4
	-2.2%

	FDA White Oak Consolidation
	48
	43
	-5
	-10%

	Other Rent Related
	74
	72
	-2
	-2.7%

	GSA Rental Payments
	177
	170
	-7
	-4%

	Subtotal BA Salaries and Expenses
	2,719
	2,731
	15
	0.6%

	Building and Facilities
	9
	12
	3
	33%

	Total BA
	2,728
	2,743
	18
	0.7%

	Total User Fees
	2,017
	2,286
	269
	13.3%

	Mandatory Resources
	0
	15
	15
	100%

	Total Program Level
	4,745
	5,104
	358
	7.5%


Source: All Purpose Table Ostroph, Stephen M. Acting Commissioner of the Food and Drug Administration. FY 2017 Justification of Estimates for Appropriations Committees. Department of Health and Human Services. February 9, 2016
1. The FY 2017 Budget Request is $5.1 billion, an overall increase of eight percent or $358.3 million compared to the FY 2016 Enacted level. The budget includes $2.7 billion for budget authority – an increase of one-half of one percent or $14.6 million compared to the FY 2016 Enacted level, $2.3 billion for user fees2 – an increase of twelve percent or $268.7 million compared to the FY 2016 Enacted level, and $75.0 million in new mandatory funding to support the Vice President’s Cancer Moonshot. In fall 2015, FDA finalized major new food safety rules to implement the Food Safety Modernization Act (FSMA), the most sweeping overhaul of the country’s food safety system since the first federal food safety law was passed in 1906.  FDA continues to make significant progress in reducing the number of drug shortages, from a high of 251 new shortages in 2011 to just 44 new shortages in 2014. Currently, FDA is working to resolve over 70 shortages that began in 2014 and prior years, which is a decrease from the 97 ongoing shortages tracked at the end of 2013. With the passage of Public Law 112-144 Food and Drug Administration Safety and Innovation Act (FDASIA) in 2012, regulations were put in place which allowed FDA to begin to gain control over these staggeringly high numbers and effectively hold industry accountable to require early notification of discontinuances or interruptions in manufacturing of all covered prescription drugs.  
B. The Drug Enforcement Administration (DEA) was founded in 1970 under the Controlled Substances Act (CSA) 21USC Chapter 13.  The Office of Diversion Control that Registers 1,195,309 (2005) through two programs 1. Import and Export of Controlled Substances, 2. Registration of Pharmaceutical Drug Retailers.  The DEA Office of Diversion Control must change its name to Drug Evaluation Agency (DEA) and be transferred to the FDA agency of that name to profitably license narcotic sales under medical regulation and make a positive contribution of an estimated $300 million to User Fees and commensurately increase total program level at a current budget authority of about $30 million. On April 1, 2015, FDA issued final guidance, “Abuse-Deterrent Opioids – Evaluation and Labeling,” to assist industry in developing opioid drug products with potentially abuse-deterrent properties. Prescription opioid products are an important component of modern pain management, but abuse and misuse of these products have created a serious and growing public health problem. One potentially important step towards creating safer opioid analgesics has been the development of opioids that are formulated to deter abuse. FDA has recently approved additional treatment options for patients who overdose on opioids. In FY 2014, FDA approved a new form of naloxone – a drug that rapidly reverses the effects of an opioid overdose – with an auto-injector to enable a caregiver to administer the drug.  Using expedited approval processes, FDA approved both an auto-injector in FY 2014 and an intranasal formulation in November 2015, both designed for use by lay bystanders, as well as first responders. Naltrexone is a generic oral opiate agonist.
1. The US pharmaceutical industry and the FDA are obsessed with the very same patent drugs the FDA was created to abolish.  The biological experimentation of prescription drugs in the United States are barely out of animal trials at great expense to the surgeon.  The FDA needs to better respect the discounts at rxmedsdoctor.net since generics-discount.com was exiled from Mumbai incidental to the Indian Parliamentary Elections of 2014.  The FDA does not need to be ashamed of the incomplete and often intentionally substandard generic pharmaceutical manufacturing industry on account of Vibramycin being the brand of doxycycline least likely to be adulterated in all the world at this time.  Doxycycline is important for the treatment of hospital acquired staphylococcus aureus, bubonic plague, Lyme's disease and syphilis.  Metronidazole is the only antibiotic that cures infectious diarrhea. Everyone is quite pleased with the 95% cure rate for leukemia and lymphoma from Gleevec (Iminitab) but it costs $20,000 a course.  Methotrexate only costs $1 a week.  Amantadine (Symmetrel) is the cheapest prescription flu drug and is also indicated to cure the potentially lethal facial tic from the extrapyramidal side-effects of antipsychotic and child stimulant drugs, in jus one $1 dose.  Tubes of clotrimazole athlete's foot and hydrocortisone crème cost $1 at the dollar store and can be used many times in different diseased locations on the body.  FDA has been actively implementing the Generating Antibiotics Incentives Now (GAIN) Act, a provision of the Food and Drug Administration Safety and Innovation Act (FDASIA), to promote the development of antibacterial and antifungal drugs. The White House convened a “Forum on Antibiotic Stewardship” to bring together key human and animal health constituencies involved in antibiotic stewardship. FDA served as a key Federal Animal Health expert during the forum and engaged with stakeholders to gain the commitments sought by the White House. Key human and animal health stakeholders committed to implement changes over the next five years to slow the emergence of resistant bacteria, and prevent the spread of resistant infections. FDA published the Veterinary Feed Directive (VFD) final rule in June 2015,1 and in September 2015, FDA issued revised Guidance for Industry #120, “Veterinary Feed Directive (VFD) Regulation Questions and Answers.” These publications are an important piece of the overall strategy to promote the judicious use of antimicrobials in food-producing animals and brings the use of these drugs under veterinary supervision so that they are used only when necessary for assuring animal health. 
2. After the great success of growing the monoclonal antibody for the ebolavirus cure Zmap in tobacco there is some concern that there may be genetic damage to tobacco crops after the 2015 tobacco harvest was contaminated with green tomatoes.  On May 12, 2015, FDA launched the first phase of its tomacco farming “Fresh Empire” campaign of entrapment that must be discontinued – a youth- focused effort to reduce the number of smokers in our country. The campaign is designed to prevent and reduce tobacco use among at-risk multicultural youth aged 12 to 17 including African American, Hispanic, and Asian American/Pacific Islander youth. By harvest season the product of many fields of tobacco or tobacco drying in sheds had been contaminated with unmistakably throat damaging contamination of green tomatoes. The discomforting degeneration of throat tissue can last weeks to months, Throat Coat echinaceae and lemonbalm tea is effective. After diagnosing the green tomatoes, tobacco quality has improved. Green tomatoes are an even greater threat to tobacco than tobacco mosaic virus is to tomatoes; the two plants, tobacco and tomatoe, should be grown far apart. Throat cancer is one of modern oncological treatments' 95% cure rates, along with Gleevec (Iminitab) for lymphoma and leukemia.  Aspergillus niger mold, found in peanuts and laboratory supply catalogue, can cause a life threatening lung infection, that can be transmitted by contaminated tobacco, and is killed with $1 hydrocortisone crème to the chest and/or throat for expectorants such as tobacco or mullein smoke to be useful.
3. As of December 31, 2015, FDA had contracts to conduct compliance check inspections at tobacco retail establishments with 55 States, territories, and tribal jurisdictions. Compliance check inspections pertain to tobacco marketing, sales, and distribution of tobacco products at retail locations. Since the October 2010 inception of FDA’s Tobacco Retail Compliance Check Inspection Program through December 2015, FDA has: completed over 549,300 inspections issued over 38,800 warning letters, levied more than 6,400 civil monetary penalties, filed 8 No-Tobacco-Sale Order (NTSO) complaints commissioned more than 2,300 officers and employees from the States, territories, and their political subdivisions and provides a training program for those that perform inspections.  The FDA is not a common thief, they are withholding from the public the information that is medically necessary for the tobacco industry to recover from product adulteration, the green tomatoes and peanuts the FDA confesses to perpetrating with their teenage non-smoking campaign, before their laboratory results were tampered with to make for a long and unhealthy occupation as an adulterer of loose leaf tobacco.  This is not the FDAs first such irresponsible adulteration in recent years, this is their first count of extortion, the FDA owes compensation and rehabilitation under Art. 14 of the Convention against Torture.  Center for Tobacco Products concealed an ill-conceived tax increase, ending the career of its Democratic creator.  Now Medicare and Medicaid totals are based on the high and low prices of a pack of mildly unhealthy, pre-rolled Phillip Morris cigarettes, $5-$5.50 a pack, and the healthier brands of cheaper pipe tobacco are toxic and the organic withdrawn.  Small cigars and roll-your-own are due the equal protection of the tobacco tax refund clause 26USC(F)(65)(B)§6423(c) to be reimbursed to the full extent of their loss; calculated by dividing the excessive tax hike on small cigars and hand-rolling tobacco by the 158 percent, multiplying by the years the excessive rate was in effect and rounding to the nearest whole integer, $1.828 for 17 years tax free per year of unjust taxation for small cigars under 27CFR(I)(40)(C)§40.21 and $1.0969 for 13.5 years free per year of tax for roll-your own under 27CFR(I)(40)(C)§40.25a.
§12 Health Resources and Services Administration
A. The Health Resources and Services Administration (HRSA) provides national leadership, program resources and services needed to improve access to culturally competent, quality health care. As the Nation’s Access Agency, HRSA focuses on uninsured, underserved, and special needs populations in its goals and program activities.   In FY 2017, the Health Center program projects that it will serve 27.0 million patients. This is an expected increase of more than 4 million over the 22.9 million persons served in FY 2014. HRSA expects to serve 34 million children through the Maternal and Child Health Block Grant (Title V) in FY 2017. The Maternal, Infant, and Early Childhood Home Visiting Program made more than 912,000 home visits to families receiving services in FY 2015, exceeding the target of 805,000. In FY 2017 the number of home visits is expected to be 912,000. By reaching out to low-income parents to enroll their children in the Children’s Health Insurance Program (CHIP) and Medicaid, HRSA improves access to critically important health care. In FY 2017, the number of children receiving Title V services that are enrolled in and have Medicaid and CHIP coverage is expected to be 15 million. In FY 2014, the number was 12.0 million. In FY 2017, HRSA’s Ryan White HIV Emergency Relief Grants (Part A) and HIV Care Grants to States (Part B) are projected to support, respectively, 1.91 million visits and 1.51 million visits for health-related care (primary medical, dental, mental health, substance abuse, and home health). By supporting AIDS Drug Assistance Program (ADAP) services to an anticipated 206,305 persons in FY 2017, HRSA expects to continue its contribution to reducing AIDS-related mortality through providing drug treatment regimens for low-income, underinsured and uninsured people living with HIV/AIDS. The number of organ donors and the number of organs transplanted have increased substantially in recent years. In FY 2017, HRSA’s Organ Transplantation program projects that 26,202 deceased donor organs will be transplanted, up from 26,046 in FY 2014. To increase the number of patients from racially and ethnically diverse backgrounds able to find a suitably matched unrelated adult donor for their blood stem cell transplants, HRSA’s C.W. Bill Young Cell Transplantation program projects that it will have 3.74 million adult volunteer potential donors of minority race and ethnicity listed on the donor registry in FY 2017. More than 3.3 million were listed on the registry in FY 2015. 
 Health Resources Administration Budget Summary FY 2015-17
(in millions)
	
	2015
	2016
	2017
	Change
	% Change

	Bureau of Primary Health Care
	5,001
	5,092
	5,092
	+0.9
	0.02%

	Bureau of Health Workforce
	1,093
	1,228
	1,273
	45
	3.7%

	Maternal and Child Health Bureau
	1,247
	1,250
	1,250
	0
	0

	HIV/AIDS Bureau
	2,319
	2,323
	2,332
	9
	0.4%

	Healthcare Systems Bureau organ transplant, poison control etc.
	103
	103
	119
	16
	15.5%

	Federal Office of Rural health Health Policy  
	148
	150
	144
	-6
	-4%

	Program management
	154
	154
	157
	3
	1.9%

	Family Planning 
	287
	287
	300
	13
	4.5%

	Vaccine Injury Compensation
	243
	245
	249
	4
	1.6%

	HRSA Discretionary Program Level
	10,358
	10,593
	10,677
	84
	0.8%

	Less User Fees 
	-19
	-21
	-30
	-9
	-43%

	Mandatory Programs
	-4,201
	-4,375
	-4,870
	-495
	-11.3%

	Evaluation Funds
	0
	0
	0
	-34
	-100%

	Total HRSA Discretionary Budget Authority
	6,138
	6,197
	5,742
	-453
	-7.3%


Source: HRSA All Purpose Table Macrae, James. Acting Administrator. Health Resources and Services Administration. FY 2017 Budget. Justification of Estimates for Appropriations Committees. pgs. 17-20

B. HRSA reports discretionary program levels have risen slowly but steadily from $10.4 billion FY 2015 to $10.5 billion FY 2016 to $10.7 billion FY 2017 a 0.8% increase from the previous year. The $10.7 billion FY 2017 discretionary program level includes $4.9 billion in mandatory funding, to invest in and expand programs that will help meet the needs of millions of individuals and families who are medically underserved or face barriers to essential health care.  The HRSA FY 2017 request for $10.7 billion is $700 million less than the $11.5 billion HHS estimate, $300 million higher than the $10.3 billion HHS FY 2016 and $900 million higher than the $9.5 billion HHS FY 2017 estimates.  The HRSA budget is more stable.  Between FY 2016 and FY 2017 revenues from user fees increased 43% from $21 million to $30 million, revenues from mandatory programs probably financed mostly by CMS increased 11.3% from $4.4 billion to $4.9 billion and $34 million in new evaluation fund revenues are to be created in FY 2017.  HRSA Discretionary Budget Authority increased 1.6% from $6.1 billion FY 2015 to $6.2 billion FY 2016 and then decreased -7.3% to $5.7 billion.  SAMHSA has receive $910 million for opiate addiction treatment.  SAMHSA should not have to pay for the National Poison Control Centers (NPCC) to include prescription opiate drugs in their annual report on fatal drug overdoses, but might.  The fact that necessary opiate pain medicines have become 10 times more deadly since 2001, and national accounting incompetence of the Secretary, does not change the fact that unnecessary psychiatric drugs, including the violent side-effect of antidepressants must be recalled in citation of NPCC overdose data. 
1. Furthermore, the National Childhood Vaccine Injury Act of 1986 (the Act) established the National Vaccine Injury Compensation Program (VICP) to compensate individuals, or families of individuals, who have been injured by childhood vaccines, and to serve as a viable alternative to the traditional tort system, seems to have neglected so many cases of developmentally deformed hips attributed to the pertussis vaccine. The Health Resources and Services Administration (HRSA) administers VICP in conjunction with the Department of Justice (DOJ) and the U.S. Court of Federal Claims.  This is every bit as torturous as filing tort claims against federal officers.  Since FY 2013, VICP has experienced growth in total outlays, which consists of compensation awards to petitioners and attorneys’ fees and costs payments. In FY 2013, 375 families and individuals were awarded compensation totaling over $277.0 million, which was the largest annual outlay in the history of the Program. FY 2014 annual outlays were over $223.7 million to 365 families, individuals, and attorneys which is approximately $100 million more than the average amount of $123 million in annual outlays from FYs 2005-2012. In FY 2015, 508 families and individuals were awarded compensation totaling over $ 225.9 million. In FY 2016, HRSA estimates that $237 million will be paid out of the Vaccine Injury Compensation Trust Fund (Trust Fund) for Court-ordered compensation for alleged vaccine-related injuries or deaths.  In recent years, the Program also has had a dramatic increase in the number of claims filed. In FY 2014 and FY 2015, 633 and 804 claims were filed, respectively. In FY 1999-2005, an average of 162 non- autism claims were filed annually. The increase in claims is largely related to the coverage of the seasonal influenza vaccine which was added in FY 2005.  The FY 2017 Budget Request to pay the administrative expenses for the VICP is $9.2 million. The FY 2017 Request is $1.7 million above the FY 2016 Enacted level.
a. The pertussis vaccine needs to be removed from the childhood vaccine list to prevent permanent hip deformities.  Physicians do not like to present evidence to the Department of Justice without first being trained and paid to do so and juveniles and their families are not inclined to file properly.  The most reliable way to prevent a six week respiratory infection from Bordetella pertussis  is to treat the extremely runny nose during the first week of infection with antibiotics.  Furthermore, in regards to flu vaccine injury and death, mostly in elders and their estates, it is as negligent as an unnecessary surgery that HRSA, the Vaccine Injury Compensation Fund, Department of Justice and Court of Claims do not know to inform the public of the cheapest prescription drug that can be purchased online to cure the flu, extrapyramidal side-effects of antipsychotic drugs, and Tourette's syndrome from childhood stimulants, in minutes with one dose - Amantadine (Symmetrel).  Whereas vaccine injury settlements are so high, so few and so negligent of the uncompensated victims of pertussis vaccine hip deformation, it seems fair to bill the Vaccine Injury Compensation Fund for the public good of Zika vaccine development funding and judicial laboratory security to better protect the neglected pertussis petitioners from Zika infection pre-vaccine experimentation – pertussis vaccine girl's eye's red.
§13 Indian Health Service 
A. The Indian Health Service (IHS) is responsible for providing federal health services to American Indians and Alaska Natives. The provision of health services to members of federally-recognized tribes grew out of the special government-to-government relationship between the federal government and Indian tribes. This relationship, established in 1787, is based on Article I, Section 8 of the Constitution, and has been given form and substance by numerous treaties, laws, Supreme Court decisions, and Executive Orders. The Indian Commerce Clause of the United States Constitution, as well as numerous treaties and court decisions, have affirmed this special relationship and the plenary power of Congress to create statutes that benefit Indian people. Principal among these statutes is the Snyder Act of 1921, which provides the basic authority for health services provided by the Federal Government to American Indians and Alaska Natives. The Indian Self-Determination and Education Assistance Act of 1975 (ISDEAA), as amended, and the Indian Health Care Improvement Act of 1976 (IHCIA), as amended, provided new opportunities for the IHS and Tribes to deliver quality and accessible health care. The Affordable Care Act builds upon these laws.  The President presents an annual report to Congress on IHS programs and its achievement of the goals of IHCIA as required by 25 USC Sec. 1671. 

1. The IHS provides comprehensive primary health care and disease prevention services to approximately 2.2 million American Indians and Alaska Natives through a network of over 679 hospitals, clinics, and health stations on or near Indian reservations. Facilities are predominantly located in rural primary care settings and are managed by IHS, Tribal, and Urban Indian health programs. The IHS provides a wide range of clinical, public health and community services primarily to members of 566 federally recognized Tribes in 35 states. The IHS has approximately 15,369 employees, including 2,504 nurses, 737 physicians, 462 engineers, 132 sanitarians, 747 pharmacists, and 271 dentists.  The discretionary budget request of $5.185 billion in budget authority is an increase of $377.4 million above the FY 2016 Enacted level of $4.808 billion.
Indian Health Service Budget FY 2015-2017
(in millions)

	Program
	2015
	2016
	2017
	Change
	% Change

	Hospitals & Health Clinics
	1,837
	1,857
	1,980
	123
	6.6%

	Dental Services
	174
	178
	187
	9
	5%

	Mental Health 
	81
	82
	111
	29
	35%

	Alcohol & Substance Abuse
	191
	205
	233
	28
	13.7%

	Purchased Referred care 
	914
	914
	962
	48
	5.3%

	Total Clinical Services
	3,197
	3,237
	3,474
	237
	7.3%

	Public health nursing
	76
	77
	82
	5
	6.5%

	Health education
	18
	18
	20
	1.3
	7.1%

	Community health representatives
	59
	59
	62
	3.5
	5.9%

	Immunization AK
	2
	2
	2
	0.1
	5%

	Total Preventive health 
	154
	156
	166
	10
	6.4%

	Urban health 
	44
	45
	48
	3
	6.6%

	Indian health professions
	48
	48
	49
	1
	2.1%

	Tribal management grants
	2.4
	2.4
	2.4
	.046
	1.9%

	Direct operations
	68
	72
	70
	-2
	-2.7%

	Self-governance
	6
	6
	6
	0.1
	1.7%

	Total other services
	168
	174
	175
	2
	1.1%

	Total services
	3,519
	3,566
	3,815
	249
	7.0%

	Contract support costs
	663
	718
	800
	82
	11.4%

	Facilities
	
	
	
	
	

	Maintenance and improvement
	54
	74
	77
	3.4
	4.6%

	Sanitation facilities construction
	79
	99
	103
	3.6
	3.6%

	Heath care facilities construction 
	85
	105
	132
	27
	26%

	Facilities and environmental health support 
	220
	223
	234
	11
	4.9%

	Equipment
	23
	23
	24
	1.1
	4.8%

	Total facilities 
	469
	523
	570
	47
	9.0%

	Collections
	
	
	
	
	

	Medicare
	248
	249
	249
	0
	0

	Medicaid
	791
	808
	808
	0
	0

	Subtotal M&M
	1,039
	1,056
	1,056
	0
	0

	Private insurance
	104
	109
	109
	0
	0

	VA Reimbursements
	8
	28
	28
	0
	0

	Total M/M/PI/VA
	1,151
	1,194
	1,194
	0
	0

	Quarters
	8
	8.5
	8.5
	0
	0

	Total Collections
	1,159
	1,202
	1,202
	0
	0

	Mandatory
	
	
	
	
	

	Special diabetes programs for Indians
	150
	150
	150
	0
	0

	Mental health initiatives
	
	
	
	
	

	Tribal crisis response fund
	0
	0
	15
	15
	100%

	Behavioral health expansion fund 
	0
	0
	10
	10
	100%

	Total mandatory
	150
	150
	175
	25
	16.6%

	Total program level
	5,951
	6,160
	6,562
	402
	6.5%


Source: Discretionary All-Purpose Table CJ-8. McSwain, Robert. Indian Health Service. FY 2017 Performance Budget Submission to Congress. Justification of Estimates for Appropriations Committees. Department of Health and Human Services. January 11, 2016 

B. American Indians and Alaska Natives (AI/ANs) bear a disproportionate burden of death, disease, disability, and injury compared to other racial and ethnic groups in the United States. For example, AI/ANs have a higher prevalence of obesity than their white counterparts do (33.9 percent versus 23.3 percent for men and 35.5 percent versus 21 percent for women), and are more than twice as likely to have diagnosed diabetes as non-Hispanic whites (16.1 percent to 7.1 percent). Some  tribes have encountered epidemics of diabetes that affect more than sixty percent of the population on the reservation.  Sedentary reservation life is causing unprecedented obesity and physical inactivity.  It could be that the substitution of sugar for traditional grease when preserving berries is causing the epidemic of diabetes, if it is not caused by the psychiatric drug Zyprexa.  There has also been increasing concern over the persistently high rates of suicide, particularly among AI/AN youth. The most recently available death certificate data show the overall age-adjusted suicide rate for the AI/AN population was 18.3 per 100,000 in 2013, compared to 13.8 per 100,000 in the population overall. 
1. Native American medicine was harmed by the unfair 3,000% roll-your-own tobacco and small cigars still due a refund for the unfair 3,000% tax increase in 2009, for 14 years a year for rolling tobacco and 17.5 years a year for small cigars, for each year of the excessive excise tax of 2009.  Now the national Medicare and Medicaid accounts run 100 billion times the high and low prices of a pack of pre-rolled Phillip Morris cigarettes the day the baseline is hacked.  IHS was harmed by the FDA's failure to inform the public that generics-discount.com had been shut down by the Indian parliamentary elections of 2014, the doxycycline had been adulterated, at home and abroad, and people died of Lyme's disease on an Indian reservation.  The contamination of the 2015 tobacco harvest with green tomatoes, apparently by an FDA teen non-smoking manifestations, is so treacherous the IHS and SAMHSA wrote suicide notes.  Buy generic drugs with a discount from rxmedsdoctor.net . Tobacco is the Native American treatment for schizophrenia.  To avoid suicide Native American medicine people may need to learn to cultivate some pleasant European herbal medicines to treat mental disease without dangerous prescription psychiatric drugs - St. John's wort and Valerian grow well in the United States and are drunken as a de-caffeinated tea for the treatment of anxiety and depression.  Chamomile tea helps with restful sleep but children don't like it, some people are allergic and it if drunken in excess may leave them groggy in the morning.  Mint tea is preferred by hyperactive children.  The increase in suicide is probably attributable to the same substance that is causing an increase in suicide across the nation since 1999.  Dimethoxymethylamphetamine (DOM) causes a three day panic attack followed by six month recovery from severe mental illness if unwashed, it is usually administered to people who drink alcohol with a convicted felon on parole.  See if the Native American Church has a opinion on the prohibition of DOM and psychiatric drugs?

2. Before contact Native Americans who avoided dying in an accident or war are believed to have normally lived beyond 100.  Cattle contaminate all drinking water below with E. coli induced senility and diarrhea.  Mining permanently contaminates the groundwater with arsenic.  Homes are unhealthy and are only for use in the winter by rich people who can afford the medicine and repairs.  Alcohol intoxication and hangover are incompatible with life in the wild.  Psychiatric drugs and sleep aids are the second leading cause of fatal drug overdose and antipsychotic drugs require Amantadine (Symmetrel) to cure potentially lethal side-effects in one dose. To avoid suicide Native American medicine people may need to learn to cultivate some pleasant European herbal medicines to treat mental disease without dangerous prescription psychiatric drugs - St. John's wort and Valerian grow well in the United States and are drunk as a de-caffeinated tea for the treatment of anxiety and depression.  Chamomile tea helps with restful sleep but children don't like it, some people are allergic and it if drunken in excess may leave them groggy in the morning.  Mint tea is preferred by hyperactive children. Native americans must adapt to sedentary reservation life by increasing the quantity of vegetables and dairy products and decreasing the amount of meat and sugar they consume when they are physically inactive.  A vegetarian diet only requires four hours of walking and moderate physical activity for cardiovascular health.  Running reduces the minimum amount of exercise needed to metabolize a vegetarian diet to as little as half an hour to run three miles and another ten minutes on push-ups and crunches, on a daily basis.  Marathons, ultra-marathons and cross-continent runs to World Peace and Prayer Day help to metabolize 4-5,000 calories, one pound, to a pound and a quarter, at 9 calories per gram, of meat a day.  
§14 National Institutes of Health
A. The National Institutes of Health (NIH) is an agency of the Public Health Service established in 42USC(6A)IIIA§281 to (i) provide for a broad range of research and education activities relating to biomedical, epidemiological, psychosocial, and rehabilitative issues, including studies of the impact of such diseases in rural and underserved communities; (ii) identify priorities among the programs and activities of the National Institutes of Health regarding such diseases; and (iii) reflect input from a broad range of scientists, patients, and advocacy groups that focuses on (a) providing for research on matters that have not received significant funding relative to other matters, responding to new issues and scientific emergencies, and acting on research opportunities of high priority; (b) supporting research that is not exclusively within the authority of any single agency of such Institutes.  The Office of the Director (OD) shall (1) advise the agencies of the National Institutes of Health on medical applications of research; (2) coordinate, review, and facilitate the systematic identification and evaluation of, clinically relevant information from research conducted by or through the national research institutes. There shall be in the National Institutes of Health an Associate Director for Prevention. The Director of NIH shall delegate to the Associate Director for Prevention the functions of the Director relating to the promotion of the disease prevention research programs of the national research institutes and the coordination of such programs among the national research institutes and between the national research institutes and other public and private entities, including elementary, secondary, and post-secondary schools.  
B. NIH is comprised of the following 24 national research institutes: 1. The National Cancer Institute (NCI), 2. The National Heart, Lung, and Blood Institute (NHLBI), 3. The National Institute of Diabetes and Digestive and Kidney Diseases (NIDDKD), 4. The National Institute of Arthritis and Musculoskeletal and Skin Diseases (NIAMSD), 5. The National Institute on Aging (NIA), 6. The National Institute of Allergy and Infectious Diseases (NIAID), 7. The National Institute of Child Health and Development (NICHD), 8. The National Institute of Dental and Craniofacial Research (NIDCR), 9. The National Eye Institute (NEI), 10. The National Institute of Neurological Disorders and Stroke (NINDS), 11. The National Institute of General Medical Sciences (NIGMS), 12. The National Institute of Environmental Health Sciences, (NIEHS) 13. The National Institute on Deafness and Other Communication Disorders (NIDCD), 14. The National Institute on Alcohol Abuse and Alcoholism (NIAAA), 15. The National Institute on Drug Abuse (NIDA), 16. The National Institute of Mental Health (NIMH), 17. The National Institute of Nursing Research (NINR), 18. The National Institute of Biomedical Imaging and Bioengineering (NIBIB), 19. The National Library of Medicine (NLM), 20. The National Center for Research Resources, (NCRR) 21. The John E. Fogarty International Center (FIC), 22. The National Center for Human Genome Research (NCHGR), 23. The National Center for Alternative Therapy (NCCAT), and 24. The National Center on Minority Health Disparities (NIMHD).
National Institutes of Health budget by Institute 2008-17
(in millions)

	
	FY2008
	FY 2015
	FY 2016
	FY 2017
	Change
	% Change

	NCI
	4,828
	4,945
	5,214
	5,894
	680
	13%

	NHLBI
	2,937
	2,996
	3,114
	3,114
	0
	0

	NIDCR
	391
	398
	414
	414
	0
	0

	NIDDK
	1,862
	1,899
	1,966
	1,966
	0
	0

	NINDS
	1,550
	1,605
	1,695
	1,695
	0
	0

	NIAID
	4,286
	4,418
	4,716
	4,716
	0
	0

	NIGMS
	1,943
	2,372
	2,512
	2,512
	0
	0

	NICHD
	1,259
	1,287
	1,338
	1,338
	0
	0

	NEI
	670
	677
	708
	708
	0
	0

	NIEHS
	729
	746
	771
	771
	0
	0

	NIA
	1,051
	1,198
	1,598
	1,598
	0
	0

	NIAMSD
	510
	521
	542
	542
	0
	0

	NIDCD
	396
	405
	423
	423
	0
	0

	NIMH
	1,415
	1,434
	1,519
	1,519
	0
	0

	NIDA
	1,007
	1,016
	1,051
	1,051
	0
	0

	NIAAA
	438
	447
	467
	467
	0
	0

	NINR
	138
	141
	146
	146
	0
	0

	NHGRI
	505
	499
	513
	513
	0
	0

	NHLB
	300
	327
	344
	344
	0
	0

	NIMHD
	200
	271
	281
	281
	0
	0

	NCRR
	1,154
	0
	0
	0
	0
	0

	NCCIH
	122
	124
	130
	130
	0
	0

	NCATS
	0
	633
	685
	685
	0
	0

	FIC
	67
	68
	70
	70
	0
	0

	NLM
	332
	337
	396
	396
	0
	0

	ORIP & SEPA
	0
	295
	296
	296
	0
	0

	Common 

fund
	498
	546
	676
	776
	100
	14.8%

	Other OD
	614
	573
	600
	645
	45
	7.5%

	B & F
	127
	124
	129
	129
	0
	0

	Total NHI Program Level
	29,328
	30,296
	32,311
	33,136
	825
	2.6%

	Less Mandatory Type I Diabetes Research 
	-150
	-150
	-150
	-150
	0
	0

	Less PHS Program Evaluation
	-8
	-715
	-780
	-848
	-68
	8.7%

	Less Cancer Initiative Mandatory Financing
	0
	0
	0
	-680
	-680
	100%

	Less Other Mandatory Financing
	0
	0
	0
	-1,145
	-1,145
	100%

	Total NIH 

Discretionary Budget Authority
	29,170
	29,430
	31,381
	30,314
	-1,067
	-3.4%

	Less Interior Budget Authority
	-78
	-77
	-77
	-77
	0
	0

	Total NHI Labor, HHS Budget Authority
	29,092
	29,354
	31,304
	30,237
	-1,067
	-3.4%


Source: Collins, Francis S. National Institutes of Health. Justification for Estimates for Appropriations Committees. Department of Health and Human Services. February 9 2016 excludes ebola related funding, includes program evaluation financing of $715 million in FY 2015, $780 million FY 2016 and $848 million FY 2017, includes Interior funding for Superfund research.  pg. 87
2. The NIH budge request for $30.2 billion FY 2017 is a decrease of $1 billion from $31.3 billion FY 2016.   Total program level however is planned to increase to $33.1 billion mostly as the result of new mandatory financing probably paid by CMS.  This is an increase of $900 million, 2.8%, over the $32.3 billion FY 2016 program level, steadily growing from $30.3 billion FY 2015 and $29.3 billion FY 2008.  In FY 2008 the NIH report a budget of $29.1 billion that was administered to the 24 Institutes, the Director’s Office, and some random programs.  This estimate is higher than $28.6 billion reported in the HHS budget. In FY 2015 NIH reports a budget of $29.4 billion, $300 million less than $29.7 billion by HHS FY 2017.  In FY 2016 NIH reports $31.3 billion and HHS $30.2 billion.  FY 2017 NIH reports $30.2 billion and HHS $32.3 billion.  We shall go with lower NIH estimates for FY 2017 although historically HHS may be more accurate.  The NIH did not fund ebola-virus research and the only specialized research program that enjoyed any growth at all was Cancer research.  There was also growth in the common fund and agency wide research.  Most significantly there was increase in revenues from program evaluation, mandatory Type I diabetes research and new cancer initiative and other mandatory research planned for FY 2017.  If there is anything that could be done to reduce risks to juvenile onset diabetics, 50% of whom die within 20 years of diagnosis, it would be for Eli Lilly & Company, the US manufacturer of insulin (Humulin), to recall its psychiatric drug Zyprexa that creates a lethal counterfeit  insulin mixed with alcohol.    
C. In order to assist the advancement of medical and related sciences and to aid the dissemination and exchange of scientific and other information important to the progress of medicine and to the public health, there is established the National Library of Medicine in 42USC(6A)III(D)(1)§286.  The Secretary may, after obtaining the advice and recommendations of the Board of Regents, prescribe rules under which the Library will - provide copies of its publications or materials, make available its facilities for research, or make available its bibliographic, reference, or other services, to public and private entities and individuals. To support and enhance the development of new information technologies to aid in the understanding of the molecular processes that control health and disease, there is established the National Center for Biotechnology Information in the National Library of Medicine under 42USC(6A)III(D)(3)§286c. To; 1. design, develop, implement, and manage automated systems for the collection, storage, retrieval, analysis, and dissemination of knowledge concerning human molecular biology, biochemistry, and genetics; 2. perform research into advanced methods of computer-based information processing capable of representing and analyzing the vast number of biologically important molecules and compounds; 3. coordinate, as much as is practicable, efforts to gather biotechnology information on an international basis.
C. There is established within the Library an entity to be known as the National Information Center on Health Services Research and Health Care Technology under 42USC(6A)III(D)(4)§296d.  The purpose of the Center is the collection, storage, analysis, retrieval, and dissemination of information on health services research, clinical practice guidelines, and on health care technology, including the assessment of such technology. The Director of the Center shall ensure that information concerning clinical practice guidelines is collected and maintained electronically and in a convenient format. 
The Center, shall coordinate the activities carried out under this section through the Center with related activities of the Director of the Agency for Healthcare Research and Quality.
§15 Substance Abuse Mental Health Services Administration
A. The Substance Abuse and Mental Health Services Administration (SAMHSA) was established by an act of Congress in 1992 under Public Law 102-321 that abolished the Alcohol, Drug Abuse, Mental Health Service Administration (ADAMHA) that was itself established May 4, 1974 when President Nixon signed P.L. 93-282.  The SAMHSA’s Budget Request for FY 2017 of $4.3 billion reflects a $590.2 million increase from the FY 2016 Enacted Level.  Most of this increase is however the result of mandatory agreements that generate some kind of revenue for SAMHSA.  The actual FY 2017 discretionary budget request of $3.5 billion is slightly less than a high of $3.6 billion FY 2016 and $3.4 billion FY 2015.  There is agreement between SAMHSA budget authority and HHS regarding $3.4 billion in spending in FY 2015.  In FY 2016 however HHS spending of $3.8 billion is $200 million higher than the SAMHSA budget authority of $3.6 million and likens itself to the FY 2016 program level of $3.8 billion.  The dispute regarding FY 2017 SAMHSA spending is a $3.7 billion HHS estimate compared with 

$3.5 billion budget authority and $4.3 billion  program spending.  SAMHSA explains the budget authority as having to pay for some of its own programs and to be sued by states.  B. Half of all Americans are said to meet the criteria for a mental or substance use disorder during their lives. Unfortunately, of the estimated 43.7 million adults with a mental illness and 20.3 million adults with a substance use disorder in the past year, many did not receive needed care. Only 41 percent of adults with diagnosable mental health problems received treatment. Similarly, only 11 percent of people with a substance use disorder received treatment at a specialty substance abuse treatment facility.  That means that 18 million people were treated for mental illness and 2.2 million for substance abuse.  
Substance Abuse Mental Health Services Administration budget FY 2015-17
(in millions)
	Program 
	Fy 2015
	FY 2016
	FY 2017
	Change
	% Change

	Mental Heath 
	
	
	
	
	

	Project AWARE
	55
	69
	72
	3
	4.3%

	Healthy Transitions
	20
	20
	20
	0
	0

	Behavioral Health Workforce
	6
	6
	16
	10
	166%

	Programs of Regional Significance
	371
	407
	407
	-0.16
	0.04%

	Children's Mental Health Services
	117
	119
	119
	0
	0

	Homeless
	65
	65
	65
	0
	0

	Protection and Advocacy
	36
	36
	36
	0
	0

	Evidence Based Early Interventions (Mandatory)
	
	
	115
	115
	100%

	Community Mental Health Services Block Grant
	483
	533
	533
	0
	0

	Total, Mental Health 
	1,071
	1,159
	1,274
	115
	9.9%

	Substance Abuse Prevention
	175
	211
	211
	0
	0

	Substance Abuse Treatment
	2,181
	2,192
	2,661
	469
	21.4%

	Health Surveillance and Support Program 
	119
	127
	125
	-2
	-1.6%

	Public Awareness and Support 
	14
	16
	14
	-2
	-12.5%

	Performance and Quality Information Systems
	13
	13
	13
	0
	0

	Agency-wide Initiatives
	12
	13
	23
	10
	77%

	Data User Fees
	1.5
	1.5
	1.5
	0
	0

	Total, Health Surveillance and Program Support  
	159
	170
	175
	5
	2.9%

	Total SAMSHA Program Level
	3,586
	3,731
	4,322
	590
	15.8%

	Less Cohort Monitoring and Evaluation of MAT Outcomes (Mandatory)
	
	
	-15
	-15
	-100%

	Less Evidence-based Early Intervention 
	
	
	-115
	-115
	-100%

	Less State Targeted Response Cooperative Agreements 
	
	
	-460
	-460
	-100%

	Less PHS Evaluation Funds
	-114
	-114
	-214
	-80
	-70.2%

	Less Prevention and Public Health Funds 
	-12
	-12
	-28
	-15
	-125%

	Less Data User Fee
	-1.5
	-1.5
	-1.5
	0
	0

	Total SAMSHA Budget Authority
	3,439
	3,584
	3,489
	-95
	-2.7%

	FTEs
	614
	665
	665
	0
	0


Source: All Purpose Table. Enomoto, Kana. Acting Administrator. Substance Abuse Mental Health Services Administration. FY 2017 Justification for Estimates for Appropriations Committees. Department of Health and Human Services. 2016 
B. The reason for higher program levels than budget authority are explained by two reasons for designating certain rows as “Less”.  First, SAMHSA charges internal fees to pay program costs and user fees.  Second, due to the federal behavioral workforce expansion several (mandatory) programs account for health benefit spending and statistics under the Affordable Care Act, Medicare and Medicaid.  Truly these deductions are unexplained, the total budget authority however is less than HHS FY 2017 budget so everyone is happy.  Because SAMHSA BA like IHS BA is lower than the HHS FY2017 budget, and whereas SAMSHA's discretionary spending actually goes down, there is no reason to dispute the budget, only to ask for a more concise explanation for the internal revenues that differentiate SAMHSA program levels and budget authority to reduce HHS FY 2017 budget estimates.  The Budget addresses the opioid (a class of drugs that includes prescription painkillers and heroin) overdose epidemic through a $920.0 million investment in new mandatory funding over the next two years to help individuals seek treatment, successfully complete treatment, and sustain recovery. Additionally, the Budget advances the United States behavioral health system while addressing pressing behavioral health issues through investments in the development of crisis systems, strategies to utilize Assisted Outpatient Treatment, and early intervention for individuals with serious mental illness through a new $230.0 million investment of mandatory funds that is part of the Administration’s $500.0 million two-year initiative to increase access to mental health services. 
1. The Center for Mental Health Services (CMHS) seeks to improve the availability and accessibility of high-quality community-based services for people with or at risk for mental illnesses and their families. While the largest portion of the Center’s appropriation supports the Community Mental Health Services Block Grant Program, CMHS also supports a portfolio of discretionary grant programs, called Programs of Regional and National Significance, to apply knowledge about best community-based systems of care and services for adults with serious mental illnesses and children with serious emotional disturbances. SAMHSA’s Now is the Time (NITT) activities support the President’s plan, in response to the tragedy at Sandy Hook Elementary School, to improve access to mental health services for young people.  All there is to know is that all federal finance for psychiatry, psychiatric institutions and psychiatric drugs must be abolished.  The HHS Secretary attempted a critical review of psychiatric drugs but got so high on enforcement in accounting and layoffs of licensed health professions that the leading cause of fatal drug overdose reported to the National Poison Control Center antipsychotic drugs and sleep aids was forgotten in the sober truth regarding the tenfold increase in fatal opiate overdoses that have since 2000 become the leading cause of fatal drug overdose. Antipsychotic drug and childhood stimulants cause potentially lethal facial tics called extrapyramidal side-effects or Tourette's syndrome respectively that are easily cured with one dose of the flu medicine Amantadine (Symmetrel) that should be mentioned by all schools as possibly being superior to flu vaccination and psychiatric drugs.  Social workers are the new mental professionals.  Dimethoxymethylamphetamine (DOM) causes a three day panic attack followed by six month recovery from severe mental illness if unwashed.  Antidepressant consumer are exploited for their violent tendencies under the influence and withdrawing.  Perhaps the Native Americans are being tricked into catering to anxiety and depression although non-native St. John's wort, Valerian and Kava Kava are the most renowned herbal remedies.  Insomnia is best treated with chamomile tea although mint tea is preferred by hyperactive children.
a. Between 1999 and 2013, the suicide rate in the United States rose from 10.46 to 13.02 per 100,000 people.8 41,149 Americans died by suicide in 2013, making suicide the 10th leading cause of death in the country above homicide, HIV, opioid overdoses, and traffic deaths.  Addressing this growing problem demands new resources and an approach that addresses populations at highest need. Currently, people aged 45 to 64 are at the highest risk for suicide followed by people ages 85 or older.  When compared to the general population, people between ages 45 and 59 have the highest numbers of suicide and those between ages 50 and 59 have the highest rates of suicide.  SAMHSA proposes to target the problem proactively through the new $26.0 million Zero Suicide initiative.  Suicide in the United States has surged to the highest levels in nearly 30 years, a federal data analysis has found, with increases in every age group except older adults. The rise was particularly steep for women. It was also substantial among middle-aged Americans, sending a signal of deep anguish from a group whose suicide rates had been stable or falling since the 1950s. The suicide rate for middle-aged women, ages 45 to 64, jumped by 63% over the period of the study, while it rose by 43 percent for men in that age range, the sharpest increase for males of any age. From 1999 to 2014, suicide rates in the United States rose among most age groups. Men and women from 45 to 64 had a sharp increase. Rates fell among those age 75 and older.  The overall suicide rate rose by 24% from 1999 to 2014. The increases were so widespread that they lifted the nation’s suicide rate to 13 per 100,000 people, the highest since 1986. The rate rose by 2 percent a year starting in 2006, double the annual rise in the earlier period of the study. In all, 42,773 people died from suicide in 2014, compared with 29,199 in 1999.  A link has been identified between suicides in middle age and rising rates of distress about jobs and personal finances. Researchers also found an alarming increase among girls 10 to 14, whose suicide rate, while still very low, had tripled. The number of girls who killed themselves rose to 150 in 2014 from 50 in 1999. American Indians had the sharpest rise of all racial and ethnic groups, with rates rising by 89 percent for women and 38 percent for men. White middle-aged women had an increase of 80 percent. The rate declined for just one racial group: black men. And it declined for only one age group: men and women over 75. The most recently available death certificate data show the overall age-adjusted suicide rate for the AI/AN population was 18.3 per 100,000 in 2013, compared to 13.8 per 100,000 in the population overall.  Most of the increase in suicide is probably attributable to exposure to dimethoxymethylamphetamine (DOM) that causes a three day panic attack followed by six month of recovery from severe mental illness if unwashed.  DOM is usually typically administered to unsuspecting people who drink alcohol with convicted felons released on parole.  
2. The mission of the Center for Substance Abuse Prevention (CSAP) is to bring effective substance abuse prevention to every community, nationwide. Its discretionary grant programs – whether focusing on preschool-age children and high-risk youth or on community-dwelling older Americans – target States and communities, organizations and families to promote resiliency, promote protective factors, and reduce risk factors for substance abuse. Further, this SAMHSA Center supports the National Clearinghouse for Alcohol and Drug Information (NCADI), the largest Federal source of information about substance abuse research, treatment, and prevention available to the public. The Center for Substance Abuse Treatment (CSAT) promotes the availability and quality of community-based substance abuse treatment services for individuals and families who need them. It supports policies and programs to broaden the range of evidence-based effective treatment services for individuals who abuse alcohol and other drugs and that also address other addiction-related health and human services problems. The Center administers the Substance Abuse Prevention and Treatment Block Grant Program. While engaging with States to improve and enhance existing services under the block grant program, CSAT also undertakes significant professional and lay education programs and initiatives to promote best practices in substance abuse treatment and intervention. SAMHSA’s  Office of Applied Studies (OAS) gathers, analyzes, and disseminates data on substance abuse practices in the United States. OAS is responsible for the annual National Household Survey on Drug Abuse, the Drug Abuse Warning Network, and the Drug and Alcohol Services Information Services System, among other studies. OAS also coordinates evaluation of the service-delivery models within SAMHSA's knowledge development and application programs. The opioid (a class of drugs that includes prescription painkillers and heroin) overdose epidemic through a $920.0 million investment in new mandatory funding over the next two years to help individuals seek treatment, successfully complete treatment, and sustain recovery.
C. SAMHSA must strive to decrease the increase in suicide and opiate overdose deaths attributable to entrapment by and need to abolish the White House Office of National Drug Control Policy (ONDCP), Justice Department Bureau of Alcohol, Tobacco and Firearms (ATF) and Drug Enforcement Administration (DEA)  under the Slavery Convention of 1926 while seriously considering completely abolishing psychiatry and psychiatric drugs under the 13th Amendment to the U.S. Constitution, to cater to depression and anxiety with only mildly allergenic St John's wort and Valerian teas while patients who voluntarily commit themselves or are picked up completely insensate off the streets, detoxify in low-security forensic psychiatric hospitals.  Private psychiatric hospitals, general hospital psychiatric hospitals and state mental institutions have been condemned by states and treaties and must be abolished and federal finance for involuntary commitment must be terminated. Currently, people aged 45 to 64 are at the highest risk for suicide followed by people ages 85 or older.  When compared to the general population, people between ages 45 and 59 have the highest numbers of suicide and those between ages 50 and 59 have the highest rates of suicide.  SAMHSA proposes to target the problem proactively through the new $26.0 million Zero Suicide initiative.  The opioid (a class of drugs that includes prescription painkillers and heroin) overdose epidemic through a $920.0 million investment in new mandatory funding over the next two years to help individuals seek treatment, successfully complete treatment, and sustain recovery.  An Attorney General recently sacrificed his job to the FDA to access Narcan inectable and naltrexone oral and other brands of opiate agonist for emergency responders to posses the  power to reverse fatal respiratory depression from opiate overdose.  SAMHSA substance abuse treatment must honor his sacrifice and ensure that all opiate prescriptions are accompanied with a prescription for oral and/or injectable opiate agonist and are informed that all emergency responders to 911 calls have opiate agonists and should be able to arrive before death sets in, if called just after passing out and breathing very shallowly.  Heroin addicts should definitely spare some money for Narcan and/or naltrexone it is hoped the subsidy will be good and drive the without prescription price of opiate agonists down for private consumers.  
1. CMS must similarly honor the sacrifice of the Secretary of Defense who was fired incidental to setting a permanent $500 billion limit on U.S. military spending, from 2012. As of the FY 2016 HHS Budget-in-brief the United States is unable to account for the spending totals of any account larger than $500 billion and whereas Medicaid totals are merely brushing against the limit have an honest dispute with the often dishonorable discharge of 15.3% of total health professionals accompanying the 15.9% enrollee growth in the 2014 Medicaid, we allow 3% growth, before the 2.5% health annuity settles the difference with the extortionate 50% increase in Medicare premiums and 20% increase in ACA premiums 2015-16.  The 2.5% health annuity must be less than the increase in minimum wage that must be legislated for a 3% annual cost-of-living adjustment, the same as social security beneficiaries, to prevent layoffs, disability determinations and benefit cuts.  Morale to enjoy 3% economic growth 2016, and not just 2.4%.  2.5% growth rate could be assured if only the medical efficiency of the 2.5% health annuity is honored by the Ultimate Assumptions of the Actuary, with all credit due the extortionate health insurance premium prices increase 2015-16.  The CMS 4.1 hospital growth estimate is actually more of a confession to unjust enrichment in regards to hospitals charging insurance companies four times the CMS price and billing the patient for the full price. CMS must definitely abolish all federal finance for psychiatry or at least account for both substance abuse treatment and psychiatry under the Slavery Convention of 1926 and 13th Amendment to the US Constitution respectively with reference to SAMHSA so as not to confess to DOM abuse and national account hacking by the White House ONDCP in the SAMHSA justification of estimates for appropriations committees. The federal government no longer possesses any accurate accounts valued over $500 billion.  Medicare growth must be limited to 2.5% since 2013 and Medicaid 3% during the expansion in 2014, due to the reduction in beneficiaries, and 2.5% from 2015 to eternity.  Morale will come from the OASDI Without Income Limit Law (WILL) to increase SSI beneficiaries 250% in 2017 and end poverty or reduce poverty by half and eliminate child poverty by 2020 if federal accountants continue to demand up to $100 billion dollars for the maximum allowable deficit (mad) of officials who have earned their maximum allowable disability (mad).
2. It has been held that African-Americans are denied mental disability on an equal basis with white people and without accurate beneficiary statistics on race are presumed to be entitled to 20% of new disability and SSI benefits although comprising only 12.4%-13.2% of the population.  It has been been found that there is a right of all poor people to disability.  It would not be discriminatory to prioritize the payment of disproportionately poor black people based on the color of their skin.  It would be discriminatory to purport that minorities want equal treatment with white slaves in the psychiatric system that must be abolished or to deny them to be held harmless in a low security forensic psychiatric hospital if they are acutely psychotic and pose a suicide risk without actually committing any of the crimes young black males serve such disproportionate sentences for.  A full and accurate survey of disability, SSI and OASI beneficiaries by all major races, white, black, asian, native american/pacific islanders, hispanic and mixed, is certain to sustain the theory that black is a disability for the purpose of poor people of all races equally receiving disability (including SSI) under Title VI of the on-discrimination against beneficiaries and employees of Federal Assistance Programs on the basis of race, national origin, age, sex or disability Civil Rights Act of 1964 P.L.88-352, Title VI and VII as amended 42USC(21)V§2000d-1.
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