Hospitals & Asylums

State Mental Institution Library Education

To supplement Chapter 4 Saint Elizabeth’s Hospital.  71 million students were enrolled in the US in the 2016-2017 school year. The US spent 6.2% of its GDP on education in 2014, this remains the second highest rate in the world, due to hyperinflation in higher education. Thanks to State funding, Congress may sustain normal 3.5% of GDP (2014) OECD elementary and secondary education spending, with 3% annual federal spending growth from CR 18.  $788 billion total elementary and secondary school funding 2017-2018 divided by 55.7 million pupils equals $14,147 per pupil enrolled in public, charter or private school, excluding 1.7 million children homeschooled.  Although 50% recovered from the recession, public K-12 teachers and other school workers have decreased by -135,000 since 2008, while the number of students has risen by 1,419,000 in 2015.  Total elementary and secondary enrollment is underestimated to increase 2% between fall 2016 and fall 2026, when enrollment is expected to reach 56.8 million, but continuation of stable 0.4% average annual growth 2012-2016 would increase the population 4% to 57.9 million.  State employees, to get better than $200 a month disability, and the rich, to end child poverty by 2020 and all poverty by 2030, must begin paying the full 12.4% OASDI payroll tax, with due process of obsolete Title I of the Social Security Act. 3% annual growth for elementary and secondary school education budget is the way to avoid the higher average cost of Art. 50 of the Fourth Geneva Convention Relative to the Protection of Civilians in Times of War of 1949. A Bachelor degree is required to eliminate recidivism for all law enforcement officers, voluntary or mandatory.  To reduce unemployment in law school graduates, satisfied with the jury of public defenders, the plan is to include 4-20 week police and correctional academies in the three year law school curriculum. The cost of higher education in the United States is the second highest in the world, 2.5% of the GDP. 1.5% of GDP higher education spending is considered normal, for the purpose of sustaining normal 5% of GDP education spending.  As of 2011, when the US ceased paying UNESCO dues to discrimination against Palestine, the $6,750 average annual loan, is no longer enough to afford the tuition at public institutions, charging an average of $7,380 a year in tuition 2015-2016 up from $6,003 in 2010-2011.  Enrollment in higher education has decreased by -7% between 2010 and 2016 from 18.1 million to 16.9 million students.  Tuition prices at public universities must be reduced to increase enrollment, and pocket money, without raising the Student loan amount more than 2.7% annually. Congress must exclude [revenues], [student loan savings], [collections], [$100 billion program level] and [mandatory funds for discretionary programs], from the President's budget total under 2USC§661c.  Student loans and other federal loan programs open to private investment. University Presidents to invest excessive compensation in student loans with a 20% grant component, including 11.5% default rate.  Congress must enact a real 1 cent per dollar subsidy - $1 billion of defaulted student loan forgiveness per year. 
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Part I Education 

Art. I U.S. Education 

§161 Education Department  

A. This chapter supplements Title 24 USC Chapter 4 St. Elizabeth’s Hospital §161-230 with Chapter 9 Hospitalization of the Mentally Ill National Returned from Foreign Countries.  The ceremonial purpose is for the Education Department (ED) to host the graduation of US Customs from the Department of Homeland Security (HS), Military Department (MD) from Department of Defense (DoD) and Public Health Department from Health and Human Services (HHS).  The original Department of Education was created in 1867 to collect information on schools and teaching that would help the States establish effective school systems.  President Jimmy Carter signed a law enacted by Congress that created the US Department of Education - the Department of Education. Organization Act P.L 96 -88 on October 17 1979 under 20USC§3401.  Its mission is to promote student achievement and preparation for global competitiveness by fostering educational excellence and ensuring equal access.  Ronald Reagan proposed to abolish the Department of Education in the 1980 election, however, by the end of 1982, it was decided that ED would continue to exist.  ED's staff of 4,169, is nearly 45% below the 7,528 employees who administered Federal education programs in several different agencies in 1980 when the Department was founded.  Signaling his intention to become an education activist, presidential candidate George W. Bush had to lobby to remove a plank calling for the elimination of ED from the 2000 Republican platform.  President Donald Trump's proposed education budget cuts must be overturned a second time by a Democratic victory in the midterm elections for the attitude not in accordance with Art. 50 of the Fourth Geneva Convention Relative to the Protection of Civilians in Times of War of 1949 and Case Concerning the Factory of Chorzow Permanent Court of Justice A. No. 9 (1927).  
1. In terms of the percentage of the gross domestic product (GDP) spent on education, at 6.2% the United States trailed Canada, Denmark, Iceland, the Republic of Korea and the United Kingdom in 2014. Thanks to the generosity of States, Congress may sustain normal 3.5% of GDP (2014) OECD elementary and secondary education spending, with 3% annual federal spending growth from CR 18.  Total elementary and secondary enrollment is underestimated by the National Center for Education Statistics to increase 2% between fall 2016 and fall 2026, when enrollment is expected to reach 56.8 million, but continuation of stable 0.4% average annual growth 2012-2016 would increase the population 4% to 57.9 million, by the end of the same decade.  To stabilize federal elementary and secondary school funding to remain competitive and be right, rather than low or high, at current rates of inflation, 3% annual growth for elementary and secondary school education budget is the only way to avoid the higher average cost of Art. 50 of the Fourth Geneva Convention Relative to the Protection of Civilians in Times of War of 1949. The cost of higher education in the United States is the second highest in the world, 2.5% of the GDP, even after excluding research funding. 1.5% of GDP higher education spending could be considered normal, for the purpose of sustaining normal 5% of GDP education spending.  As of 2011, when the United States ceased paying United Nations Educational, Scientific and Cultural Organization (UNESCO) dues to discrimination against Palestine, the $6,750 annually, for a $27,000 four year degree, Stafford Student Loans, are no longer enough to afford the tuition at highly subsidized public institutions, that are charging an average of $7,380 a year in tuition 2015-2016 up from $6,003 in 2010-2011.  As a consequence, enrollment in higher education in the United States decreased by 7% between 2010 and 2016 (from 18.1 million to 16.9 million students).  Furthermore, Congress must exclude [$100 billion] student loan program, revenues, collections, mandatory funds used for discretionary programs in brackets from the mandatory programs subtotal and cease pretending to partially subsidize the deferment of interest while attending an institution 10 cents to the dollar, and actually subsidize 1 cent per dollar, $1 billion of total student loan forgiveness per year.  
B. The education budget discretionary, mandatory and advance appropriation budget tables are left-loose-leaf hyperlinks at the end of the budget summary, without a consolidated balance sheet. The major problem with the Education budget is that student loans need to be amortized so that the President's education budget total is not confused by the pursuit of unsustainable negative subsidies, before it is possible to project the next year's total cost.  It would cost an estimated $2.2 billion to get 3% annual education spending growth right FY 18.  Since 2011 the State Department owes Palestine and the United Nations Educational, Scientific and Cultural Organization (UNESCO) exactly $1 billion arrears dues to discrimination against Palestine.  For the sake of arrears 3% annual growth is estimated from FY 17. The dispute between President and Congress regarding negative subsidies 1980-2018 indicates that resolution can be achieved only by an agreement that for no loan subsidies ED would receive no revenues.  Only by excluding student loan expenses and revenues, can federal education budget estimates stabilize and FY 20 be estimated.  The most authentic study of the dispute between the President' Budget and Congressional Appropriations regarding the federal education budget is detailed in Education Budget by Major Program 1980-2018.  ED has provided instruction regarding the two column method of comparing the President's budget cut request with continuing resolutions and demands, but fails to exclude loan programs from the fluctuating total under 2USC§661c.
Federal Education Department, Total Outlays FY 17 – FY 20
(millions)
	Program
	FY 17
	FY 18 request 
	FY 18 CR
	FY 18 3%


	FY 19 request
	FY 19  3%
	FY 20  3%

	Total Outlays
	73,900
	78,941
	73,942
	76,117
	67,582
	78,188
	80,534

	Discretionary Outlays 
	68,066
	62,889
	67,890
	70,108
	61,439 
	71,999
	74,159

	Total Mandatory Outlays
	5,834
	6,052
	6,052
	6,009
	6,143
	6,189
	6,375

	Total Outlays
	73,900
	78,941
	73,942
	76,117
	67,582
	78,188
	80,534

	Advance Appropriations
	(22,444)
	(22,597) 
	(22,597) 
	(22,597) 
	(22,597)
	(24,024)
	(24,624)


Source: Education Department Budget FY 17, FY 18 & F Y19; Gonzalez, Heather B.; Tollestrup, Jessica. Department of Education Funding: Key Concepts and FAQ. Congressional Research Service. April 22, 2016. Advance Appropriations = Undistributed Offsetting Receipts.
1. Key programs administered by the Department include Title I of the Elementary and Secondary Education Act (ESEA), for which the Department’s fiscal year 2019 request would provide $15.5 billion to help approximately 25 million students in high-poverty schools make progress toward State academic standards; and $12 billion for the Individuals with Disabilities Education Act Part B Grants to States to help States and school districts meet the special education needs of 6.9 million students with disabilities.  Key programs also include Federal Pell Grants, which would make available $30.2 billion in need-based grants to 7.6 million students enrolled in postsecondary institutions; and the postsecondary student loan programs, which would help provide roughly $151 billion in new and consolidated Direct Loans to help students and families pay for college.  CR 18 has redressed most of the President's attempted budget cuts without fully funding the 3% education spending  growth rule.   To compensate agencies for having to defend themselves against unwarranted budget cuts FY 18 and FY 19 budgets are re-estimated at 3% growth from FY 17.  Nations have an internationally recognized treaty obligation to provide everyone with free elementary and secondary school and progressively free higher education, opposed to hyperinflation.    
Education Department, Discretionary Budget FY 17 – FY 20
(thousands)

	
	FY 17
	CR 18
	FY 18 

3%
	FY 19 President's Budget
	FY 19

3%
	FY 20

3%

	Total, Discretionary Appropriation 
	68,065,700
	67,889,967
	70,107,710
	61,439,322
	71,998,845
	74,158,630

	Elementary and Secondary Education (ESEA)
	
	
	
	
	
	

	Title I Grants to local educational agencies
	15,366,180
	15,428,437
	15,827,165
	15,459,802
	16,301,980
	16,791,040

	Opportunity Grants (proposed legislation)
	0
	0
	0
	500,000
	0
	0

	Education innovation and research
	100,000
	99,320
	103,000
	180,000
	106,000
	109,000

	Supporting Effective Educator Development (SEED)
	65,000
	64,559
	66,950
	0
	68,959
	71,027

	State assessments
	369,100
	366,593
	380,173
	369,100
	391,578
	403,325

	Student support and academic enrichment grans (Title IV-A)
	400,000
	397,284
	412,000
	0
	424,360
	437,091

	Supporting effective instruction State grants (Title II)
	2,044,411
	2,053,287
	2,105,743
	0
	2,168,916
	2,233,983

	Teacher and school leaders incentive grants
	200,0000
	198,642
	206,000
	0
	212
	219

	School leader recruitment and support 
	14,500
	14,402
	14,935
	0
	15,382
	15,845

	Charter schools
	342,172
	339,848
	352,437
	500,000
	363,010
	373,901

	Magnet schools assistance
	97,647
	96,984
	100,576
	97,647
	103,594
	106,702

	Promise Neighborhoods
	73,254
	72,757
	75,452
	0
	77,715
	80,047

	School safety national activities
	68,000
	67,538
	70,040
	43,000
	72,141
	74,305

	21st century (after school) community learning centers
	1,191,673
	1,183,580
	1,227,423
	0
	1,264,246
	1,302,173

	English language acquisition
	737,400
	732,392
	759,522
	737,400
	782,308
	805,777

	Impact aid
	1,328,603
	1,319,581
	1,368,461
	734,557
	1,409,515
	1,451,800

	Other ESEA Programs
	1,124,250
	1,116,615
	1,157,978
	763,144
	1,192,717
	1,228,498

	Subtotal ESEA
	23,542,190
	23,551,819
	24,227,855
	19,384,650
	24,742,633
	25,484,733

	Special Education (IDEA)
	
	
	
	
	
	

	Grants to States (Part B)
	11,939,805
	11,984,380
	12,297,999
	12,002,846
	12,666,939
	13,046,947

	Preschool Grants and Grants for infant and families
	826,794
	821,179
	851,598
	826,794
	877,146
	903,460

	Other IDEA programs
	222,133
	220,624
	228,797
	222,133
	235,661
	242,731

	Subtotal, IDEA
	12,988,732
	13,026,183
	13,378,394
	13,051,775
	13,779,746
	14,193,138

	Subtotal, ESEA and IDEA
	36,530,922
	36,578,002
	37,606,249
	32,436,425
	38,522,379
	39,677,871

	Career and technical education 
	1,119,647
	1,122,751
	1,153,236
	1,137,598
	1,187,834
	1,223,469

	Other P-12 programs
	232,911
	231,329
	239,898
	170,328
	247,095
	254,508

	Subtotal, Elementary/Secondary Education 
	37,883,480
	37,932,082
	38,999,383
	33,744,351
	39,957,308
	41,155,848

	Postsecondary Education
	
	
	
	
	
	

	Federal Pell grants (discretionary only)
	22,475,352
	22,322,722
	23,149,613
	22,475,352
	23,844,101
	24,559,424

	Other student financial assistance programs
	1,722,858
	1,711,158
	1,774,544
	200,000
	1,827,780
	1,882,614

	Consolidated MSI Grant (proposed legislation
	0
	0
	0
	147,906
	0
	0

	TRIO
	950,000
	943,549
	978,500
	550,000
	1,007,855
	1,038,091

	Other postsecondary education programs
	1,518,551
	1,508,237
	1,564,108
	801,054
	1,611,031
	1,659,362

	Subtotal, Postsecondary Education
	26,666,761
	26,485,666
	27,466,765
	24,174,312
	28,290,767
	29,139,491

	Adult Education 
	595,667
	591,622
	613,537
	499,561
	631,943
	650,901

	Research, development and dissemination
	187,500
	186,227
	193,125
	187,500
	198,919
	204,886

	Statistics
	109,500
	108,756
	112,785
	112,500
	116,169
	119,654

	National Assessment of Education Progress
	149,000
	108,756
	153,470
	112,500
	158,074
	162,816

	Statewide longitudinal data systems
	32,281
	32,062
	33,249
	0
	34,247
	35,274

	Departmental management (SSA, Program Admin, OCR, OIG)
	2,176,610
	2,161,829
	2,241,908
	2,402,113
	2,309,166
	2,378,441

	Other programs and activities
	284,901
	282,967
	293,488
	206,487
	302,252
	311,319

	Subtotal, Other Discretionary 
	3,535,459
	3,472,219
	3,641,562
	3,520,661
	3,750,770
	3,83,291

	Total, Discretionary Appropriation 
	68,065,700
	67,889,967
	70,107,710
	61,439,322
	71,998,845
	74,158,630


Source: Education Department FY 19
2. Most of the Department’s 120-plus programs are funded through discretionary appropriation acts enacted each fiscal year. However, there are many education programs—some of them large—that are funded directly through their authorizing statutes. For many budgeting purposes, these programs are classified as mandatory.  The Direct Loan program is the largest mandatory program in the Department. The Direct Loan program will make an estimated $115 billion in loans to postsecondary students and their families in fiscal year 2012. However, the appropriation for these loans is not $115 billion. Instead, under the Credit Reform Act, the appropriation is the amount necessary to subsidize the loan volume for the life of the cohort of loans made in the fiscal year, and the subsidy costs are discounted using a net present value calculation. In 2012, these subsidy costs include the Government’s cost of obtaining $115 billion, the cost to defray the in-school interest for needy undergraduates, an allowance for defaults, and other factors. These are offset by collections of fees, interest, and principal repayments. In some years, after reflecting the time value of money, or the “reestimate,” of prior year loans required by the Credit Reform Act, the estimated receipts exceed the cost of the subsidizing the loans.  When added together with other mandatory programs, the negative appropriations from the estimated receipts for student loans produce Department totals that appear to understate the annual appropriations for discretionary and mandatory programs. For example, in 2011 and 2013, the mandatory appropriation total for the Department is projected to be negative. The 2012 appropriation would also be negative except that the budget assumes enactment of the American Jobs Act. Under this proposal, the Department would receive $61.6 billion in mandatory funds in 2012.  Other mandatory programs include Vocational Rehabilitation State Grants, a portion of Pell Grants, and a variety of smaller programs and activities. The mandatory funding for Pell Grants comes from several laws, including SAFRA, the Budget Control Act of 2011, and appropriation acts. Some of the mandatory Pell Grant funding is specified in these laws, and some fluctuates based on inflation and program participation.   Fascination with the  Pell Grant only serves to distract decision-makers from amortizing student loans so that it would be possible to make an accurate estimate regarding the next fiscal year.

Education Department, Mandatory Budget FY 17 – FY 20
(thousands)

	Mandatory Programs
	FY 17
	CR 18
	FY 18 3%
	FY 19
	FY 19 3%
	FY 20

	Rehabilitative Services
	
	
	
	
	
	

	Vocational rehabilitation State grants
	
	
	
	
	
	

	Grants to States
	3,121,054
	3,184,849
	3,214,686
	3,478,238
	3,311,126
	3,410,460

	Grants to Indians
	43,000
	40,189
	44,290
	43,752
	45,619
	46,987

	Subtotal, Rehabilitative Services
	3,164,054
	3,225,038
	3,258,976
	3,521,990
	3,356,745
	3,457,477

	Higher Education
	
	
	
	
	
	

	Aid for institutional development
	144,305
	144,770
	148,634
	155,000
	153,093
	157,686

	Aid for Hispanic-serving institutions
	93,100
	93,400
	95,893
	100,000
	98,770
	101,732

	Subtotal, Higher Education 
	237,405
	238,170
	244,527
	255,000
	251,863
	259,418

	Other Mandatory Accounts
	
	
	
	
	
	

	Contributions
	301
	171
	310
	0
	319
	329

	Higher education facilities loan accounts
	199,397
	37,778
	0
	(1,767)
	0
	0

	Other Mandatory Accounts, Subtotal
	199,698
	37,949
	310
	-1,767
	319
	329

	Federal Student Aid (FSA)
	
	
	
	
	
	

	Federal Pell grants:
	
	
	
	
	
	

	Mandatory Pell grants
	5,680,400
	5,977,000
	5,850,812
	6,103,000
	6,026,336
	6,207,127

	Mandatory funding for discretionary program costs
	[(1,320,000)]
	[(1,382,000)]
	[(1,360,000)]
	[(1,383,000)]
	[(1,400,388)]
	[(1,442,400)]

	Subtotal Pell Grants
	[7,000,400]
	[7,359,000]
	[7,210,812]
	[7,486,000]
	[7,426,724]
	[7,649,527]

	Iraq and Afghanistan Service rants
	401
	463
	413
	0
	0
	0

	TEACH Grants
	153,342
	74,947
	157,942
	39,931
	162,681
	167,561

	Subtotal, Grants Outlays
	5,834,143
	6,052,410
	6,009,167
	6,142,9321
	6,189,017
	6,374,688

	Subtotal, Grants BA
	[7,154,143]
	[7,434,410]
	[7,369,167]
	[7,525,931]
	[7,589,405]
	[7,817,088]

	Student financial assistance debt collection
	7,966
	8,557
	8,557
	8,557
	8,771
	8,990

	Total Mandatory Outlays
	5,834,143
	6,052,410
	6,009,167
	6,142,931
	6,189,017
	6,374,688

	Student Loan Program Level
	[100,000,000]
	[100,000,000]
	[100,000,000]
	[100,000,000]
	[100,000,000]
	[100,000,000]

	New Loans
	[87,000]
	[88,700]
	[88,700]
	[90,500]
	[90,500]
	[92,300]

	Repayments
	[67,100,00]
	[69,800,000]
	[69,800,000]
	[72,900,000]
	[72,900,000]
	[76,200,000]

	Federal Direct Student Loans Program Account Savings
	[45,538,407]
	[13,260,980]
	[13,260,980]
	[5,624,786]
	0
	0

	Federal Family Education Loans Program Account  
	[11,155,845]
	[2,545,960]
	0
	0
	0
	0

	Federal Family Education Loans Liquidating Account 
	[(159,804)]
	[(212,095)]
	0
	[(186,626)]
	0
	0

	Health Education Assistance Loans Liquidating Account 
	[(1,718)]
	[(2,000)]
	0
	[(2,000)]
	0
	0

	Subtotal, FSA BA
	[63,686,873]
	[23,027,255]
	[7,369,167]
	[12,962,091]
	[7,589,830
	7,817,526

	General fund receipts (mostly student loans)
	[19,493,310]
	[27,229,280]
	[27,229,280]
	[14,190,586]
	[14,190,586]
	0

	Net Mandatory  BA
	[47,802,686]
	[(692,311)]
	[10,872,980]
	[2,555,285]
	[11,207,528]
	[11,543,710]

	Mandatory  Outlays No Loans or 

Revenues
	5,834,143
	6,052,410
	6,009,167
	6,142,931
	6,189,017
	6,374,688


Source: ED FY 19
C. Advance appropriations are appropriations that become available for obligation in the fiscal year following appropriation.  For example advance appropriations for the Department of Education (ED) in the fiscal year 2018 appropriations act become available October 1, 2018, the start of fiscal year 2019.  All advances in the Department of Education are appropriated for formula-allocated State grant programs.  State grant programs generally allocate funds on July 1, but programs with advance appropriations obligate some of their appropriations on July 1 and the remainder – the advance portion – on October 1, 3 months later.  Both portions support programs in the same school year. Advance appropriations are synonymous with undistributed offsetting receipts for the purpose of balancing the federal budget.
Education Department Advance Appropriations FY 17 – FY 20
(thousands)

	
	FY 17 
	FY 18
	FY 19
	FY 19
	FY 20

	Total, Advance Appropriations
	22,443,545
	22,597,001
	22,597,001
	24,023,664
	24,624,255

	Education for the Disadvantaged
	
	
	
	
	

	Title I Grants for Local Educational Agencies
	
	
	
	
	

	Basic Grants
	1,828,275
	1,840,776
	2,681,497
	1,886,795
	1,933,965

	Concentration Grants
	1,353,050
	1,362,301
	1,362,301
	1,396,359
	1,431,268

	Targeted Grants
	3,793,115
	3,819,050
	3,819,050
	3,914,526
	4,012,389

	Education finance incentive grants
	3,793,115
	3,819,050
	3,819,050
	3,914,526
	4,012,389

	Total
	10,767,55
	10,841,177
	11,681,898
	11,1112,206
	11,390,011

	School Improvement Programs
	
	
	
	
	

	Supporting Effective Instruction State Grants
	1,670,022
	1,681,441
	0 
	1,723,477
	1,766,564

	Special Education 
	
	
	
	
	

	IDEA Grants to States
	9,220,340
	9,283,383
	10,124,103
	10,377,206
	10,636,636

	Career, Technical and Adult Education 
	
	
	
	
	

	Career and technical education States grants
	785,628
	791,000
	791,000
	810,775
	831,044

	Total, Advance Appropriations
	22,443,545
	22,597,001
	22,597,001
	24,023,664
	24,624,255


Source: Education Department FY 19
D. The education budget fluctuates more than any other department, ostensibly due to the corrupting influence of the student loan subsidy dispute.  Nonetheless, for the Historical Record, it is necessary to assume that the official federal budget total is right, although in review of the current year accounting fraud, find that Congress does not pay a 10 cent per dollar, or in fact any student loan subsidy at all.  However, the overpayment is the only way to justify the budget cuts, so without redress, that is what occurred. As the result of this accounting fraud, of wildly high subsidies for student loans alternating with abysmally low to negative growth, average total federal education spending growth totals about 4.7%, rather than 3%, that is considered normal.  To check the education balance it is necessary to exclude student loans and revenues from mandatory appropriations.  1973 and 1974 seem to be the only years that positive ED spending growth was reported by OMB to be less than 3%. Only by excluding student loans can the next year be estimated.  The bipartisan theory is that having achieved normal 3.5% of GDP elementary and secondary school funding levels, ED is deeply troubled by the expensive Democratic negligence to end the wasteful Republican platform to abolish ED, cut education funding or otherwise stunt 3% average annual elementary and secondary education spending growth under Art. 50 of the  4th Geneva Convention Relative to the Protection of Civilians in Times of War of 1949.  Beginning in FY 17 [$100 billion] student loan program level, savings, revenues, collections and mandatory funds for discretionary programs are to be excluded in brackets from the President's Budget under 2USC§661c.
OMB Estimated Federal Education Spending Growth 1962-2020
(millions)
	Year
	
	
	
	1962
	1963
	1964

	OMB Estimate
	
	
	
	816
	985
	973

	% Annual Growth
	
	
	
	
	17.2%
	-1.2%

	1965
	1966
	1967
	1968
	1969
	1970
	1971

	1,152
	2,416
	3,596
	4,072
	3,990
	4,594
	5,099

	15.5%
	52.3%
	32.8%
	11.9%
	-2%
	13.1%
	9.8%

	1972
	1973
	1974
	1975
	1976
	1977
	1978

	5,537
	5,709
	5,747
	7,331
	7,897
	8,717
	9,828

	7.9%
	3%
	0.7%
	21.6%
	7.2%
	9.4%
	11.3%

	1979
	1980
	1981
	1982
	1983
	1984
	1985

	12,167
	14,612
	16,973
	14,707
	14,433
	15,424
	16,596

	19.2%
	16.7%
	13.9%
	-15.4%
	-1.9%
	6.4%
	7.1%

	1986
	1987
	1988
	1989
	1990
	1991
	1992

	17,577
	16,670
	18,145
	21,468
	22,972
	25,196
	25,832

	5.6%
	-5.4%
	8.1%
	15.5%
	6.5%
	8.8%
	2.5%

	1993
	1994
	1995
	1996
	1997
	1998
	1999

	30,109
	24,557
	31,205
	29,727
	30,009
	31,294
	31,285

	2000
	2001
	2002
	2003
	2004
	2005
	2006

	33,476
	35,523
	46,373
	57,145
	62,780
	72.858
	93,368

	6.5%
	5.8%
	23.4%
	18.9%
	9%
	13.8%
	22%

	2007
	2008
	2009
	2010
	2011
	2012
	2013

	66,372
	65,963
	53,389
	93,743
	65,484
	57,249
	40,910

	-40.7%
	-0.6%
	-23.6%
	43.1%
	-43.2%
	-14.4%
	-39.9%

	2014
	2015
	2016
	2017
	2018
	2019
	2020

	59,610
	103,288
	68,506
	73,669
	80,852
	88,426
	94,971

	31.4%
	42.3%
	-50.8%
	7%
	8.9%
	8.6%
	6.9%


Source: OMB Table 4.1 (2015)
1. The most authentic study of the dispute between the President' Budget and Congressional Appropriations regarding the federal education budget is detailed in Education Budget by Major Program 1980-2018.  The major problem with the Education budget, is that student loans need to be amortized so that the education budget total is not confused by arbitrary and capricious bribes in pursuit of unsustainable negative subsidies.  The dispute between President and Congress regarding negative subsidies 1980-2018 indicates that resolution can be achieved only by an agreement that for no loan subsidies ED would receive no revenues. With no revenues or student loan expenses federal education budget estimates stabilize and 2020 can be estimated.  For Congress to stop abusing budget stability with negative subsidies, a student loan balance sheet, with historical and estimated annual repayments, needs to be made public.  Congress has only to look at how many years they financed Federal Family Education Loan Program after new loans through that program were discontinued after 2010, to know they know nothing about student loans.  To agree upon a just and lasting peace regarding the education budget Congress may prove to President that they also support 3% education spending growth so that they can immediately come to an exact agreement. Furthermore, because the accounting fraud regarding the ED budget total due to student loans, has historically gone unchecked by the Treasury, and must be believed to have been paid as written for partial distribution to the Pell Grant system, it is not adequate for the President to debunk the 10 cent per dollar myth regarding federal subsidies for student loans.  The President must actually pay $1 billion annually, 1 cent per dollar, for the full-repayment of student loans, rather than being fictitiously tied to deferred interest on Stafford subsidized student loans, while the student is attending an institution of higher education, that must be sustained as a matter of honor.
President's Education Budget and Appropriations Compared FY 16 – FY 18
(millions)
	
	FY 16 President's Budget 
	FY 16 Appropriations
	FY 17 President's Budget 
	FY 17 Appropriations
	FY 18 President's Budget 

	Total, Department of Education  
	73,837
	77,080
	79,476
	115,367
	64,936

	Total, Discretionary
	70,747
	68,307
	68,386
	68,239
	62,889

	Total, Mandatory
	3,090
	8,773
	10,087
	47,128
	2,046


Source: Education Budget by Major Program 1980-2018
E. OECD Education at a Glance Indicators 2018 reports: In 2014, the U.S. spent an average of $12,157 per student on elementary and secondary education, over 30% more than the OECD average of $9,419. College spending, including technical schools and universities, was nearly $30,000, 75% more than the average spending of other countries in the OECD. Total U.S. spending averaged $16,268 per student, 51% more than the average for all of the countries included in the OECD study.  Several countries outspent the U.S. on elementary and secondary education, including Austria, Switzerland, Norway and Luxembourg, which spent $21,595 per full-time student in 2014.  Only Luxembourg outpaced the U.S. on spending for higher education, with total expenditures per student of $42,526 per year.  The U.S. also spent less of its total wealth on education than many of its counterparts. In terms of the percentage of the gross domestic product (GDP) spent on education, at 6.2% it trailed Canada, Denmark, Iceland, the Republic of Korea and the United Kingdom.  Most of the money invested in education comes from public sources, both in the U.S. and globally.

1. The OECD reports that the U.S. spent 6% of its GDP on education and normal education spending was 5% of GDP in 2014.  Because elementary and secondary education spending is 3.5% of GDP (2014) and this is the OECD norm for elementary and secondary education spending, the entire reason for the 1% of GDP difference is U.S. higher education prices.  The U.S. invested fewer tax dollars on educating its young people than most countries in 2014, paying 70 cents of each dollar spent on education, down two cents from a decade earlier. The average country in the OECD contributed 84 cents to each student’s bill. Public funding for higher education is even more disparate. Unforgiven federal student loans, no matter how subsidized, do not constitute federal spending.  In the U.S., taxpayers paid 36 cents of every dollar spent on post-secondary education, nearly 50% less than the average contributed by other OECD nations and far less than some.  As a result, many students in the U.S. turn to private grants and endowments to help with the cost of college, while others enlist the help of parents and private student loans.  Spending aside, students in the U.S. fare considerably worse than many of their counterparts across the globe in terms of knowledge gained. According to data from the Programme for International Student Assessment, 15-year-olds in the U.S. ranked 31st on OECD standardized mathematics tests, and their test scores were far below average in reading and science.The U.S. was one of only five countries in the OECD to cut education funding in the years prior to the OECD study. Education spending in the U.S. decreased 3% between 2010 and 2014, while spending in other nations was up 5%. 3.5% of GDP elementary and secondary education spending (2014) must be protected with 3% annual spending growth by all levels of government.
2. Counter-hyper-inflationary measures are needed to reduce American college and university costs and tuition.  To stabilize the education budget the President and Congress must agree to exclude student loan subsidies and revenues.  Congress may abolish the 10 cent per dollar student loan subsidy by limiting new loans to receipts.  For student loan and other lending programs, authorized by Congress and administered by the Treasury, to avoid distorting the budget, the plan is to open the 11% student loan default rate of the current statutory $100 billion federal limit on new federal student loans to private investment, including the excessive compensation of some university presidents, in student loans with a 20% grant component, aiming to reduce the price of tuition.  To be fair Congress must untie their subsidy from interest deferment of the subsidized Stafford Loan.  The practice of interest deferment should be continued at current rates of individual loan portfolio diversification as a matter of honor.  To redress decades of misunderstanding of negative subsidies Congress must diversify their massive subsidies into meaningful lump sum student loan repayment process for witnesses of moral hazards to a lengthy repayment process.  Congress is encouraged to abolish all subsidies for the federal direct student loan program by opening the $100 billion new loan level with 6.6% average annual interest rate, 11.5% default rate and 20% total grant component authorized to private investment under 2USC§661c.  Several billion dollars could surely be secured by Act of Congress, from the excessive compensation of university presidents, for the initial public offering of Federal Student Aid (FSA) to investors pleased with the 20% grant, collections and default component and modest interest income they might earn from student loans.  To do decades of accounting errors regarding negative subsidies justice the ED budget is advised amortize the student loan subsidy at $1 billion annually, 1 cent rather than 10 cents, to the dollar subsidy, slightly more than the initial offer of zero, to be spent on total loan forgiveness, to guarantee the profit margin of the [$100 billion] federal student loan program for private investors.
F. Exclusion of the federal government from either direct activity or any form of control over local educational policy was a principle established quite early in American history. Congress legislated a Prohibition against Federal control of education under 20USC§1232a in the General Educations Provisions Act of April 18, 1970, P.L. 91-230, Title IV, sec. 401(a)(10), 81 Stat.169 that was cited at 20USC§3403 (b) of the Establishment of Department of Education Act of October 17, 1979 P.L. 96-88 and the Education for Economic Security Act of August 11, 1984, P.L. 98-377 under 20USC§3921.  The belief in limited federal involvement in education has been replaced by the presumption by many legislators that past federal investments justify imposing high stakes accountability requirements on schools.  Most politicians and citizens accept federal involvement in schools today, but how extensive that role ought to be is still subject to lively debate.  Over the past five decades, conservatives in Congress softened their objections to the principle of federal aid to schools and liberals downplayed fears about the unintended consequences of increased federal involvement. In most of these episodes, supporters of federal aid to education in Congress were typically liberals and Democrats. Opponents to federal aid were usually—but not always—conservatives, Republicans, and Southern Democrats. Liberals frequently defended school aid as a necessary and appropriate role for the federal government. Conservatives (and others) were often concerned about the threat of federal control of schools when they opposed these proposals.
1. Ronald Reagan proposed to abolish the Department of Education in the 1980 election, however, by the end of 1982, it was decided that ED would continue to exist.  ED's staff of 4,169, is nearly 45% below the 7,528 employees who administered Federal education programs in several different agencies in 1980 when the Department was founded.  Signaling his intention to become an education activist, presidential candidate George W. Bush had to lobby to remove a plank calling for the elimination of ED from the 2000 Republican platform.  It was a significant development for a bona fide conservative to advocate increased federal involvement in schools.  Trump budget cut proposals have brought it to public attention that the Republican anti-education funding and anti-immigrant policies constitute grave breeches of the Geneva Conventions that, have unlawfully and wantonly failed to facilitate the proper working of all institutions devoted to the care and education of children, and this has resulted in extensive destruction and appropriation of school property in the Occupied Palestinian Territories, where schools were reported to have been closed for 2018-2019 school year, and threaten to cause similar domestic school funding shortfalls, burden state budgets and reduce income tax revenues from new migrant workers under Sec. 2, Art. 50 and 147 of the Fourth Geneva Convention Relative to the Protection of Civilian Persons in Times of War (1949).
2. ED must do seven things.  (a) Sustain 3.5% of GDP elementary and secondary education spending with 3% annual spending growth from CR 18.  (b) Bankroll teachers and other contributors to state retirement programs under Title I to pay social security disability insurance under Title II of the Social Security Act so that they and the rich would contribute 12.4% of their income to the OASDI payroll tax.  $200 a month basic disability discriminates against underinsured state employees due a disability commensurate with their payroll tax contribution. (c) Require that academy trained officers attain at least a Bachelor degree for employment as law enforcement and corrections officers. (d) Ensure the State Department compensates $1 billion to the United Nations Education, Scientific and Cultural Organization (UNESCO) for $550 million arrears since 2011 and $85.7 million dues, 3% annual growth therefrom, and $450 million program level for Palestine UN Relief and Works Administration (UNRWA) under Art. 19 of the UN Charter FY 19.  (e) Exclude [revenues], [student loan savings], [$100 billion program level] and [mandatory funds for discretionary programs], in brackets from the President's budget, to comply with the Federal Credit Reform Act of 1990 under 2USC§661c.  (f) Open student loans to private investment and direct university Presidents to invest excessive compensation in student loans with a 20% grant component to secure private investment, to sustain [$100 billion federal student loan program level].  (g) Reduce tuition prices at public universities to increase enrollment, and pocket money, without raising the Student loan amount more than 2.7% annually.
3. Congress must do four things, one of which is to amend three laws that bait enforcement to sustain the high male librarian and patron crime victimization rate.  (a) Exclude [revenues], [student loan savings], [collections], [$100 billion program level] and [mandatory funds for discretionary programs], from the President's budget total under 2USC§661c.  (b) Open student loans and other federal loan programs open to private investment in student loans beginning with the excessive compensation of University Presidents, with a 20% grant component, including the 11.5% default rate.  (c) Cease to sustain the historical belief that the interest deferment on Stafford Subsidized Loan is a 10 cent per dollar subsidy and enact a real 1 cent per dollar subsidy - $1 billion of defaulted student loan forgiveness per year. (d) Repeal the word 'enforcement' from (i) 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 under 34CFR§1200.170, (ii) 'enforcement of Section 111' at 20USC§112 needs to be repealed  and (iii) replace General Definitions at 20USC§9101(1) with (1) No stalking in the library 18USC§2261A(2) to enable public and college library wifi to download music and movies, including pornography, while blocking these sites from elementary and secondary schools, until there is an age appropriate movie download site. Public and college libraries are highly encouraged to discourage unauthorized access to computers by using anonymous encrypted wifi that cannot be used for desktop or GPS surveillance. 
§162 Elementary and Secondary Education 
A. On average, 47% of school revenues in the United States come from state funds. Local governments provide another 45%; the rest comes from the federal government.  In response to federal budget cuts states have increased spending from 42% to 43% while federal spending declines from 8% to 7% and local funds from 41% to 40%.  Because of the generosity of states, the federal government does not owe arrears for actual damages, provided ED elementary and secondary school spending begins to increase 3% annually CR 18 to CR 19 to sustain local support of 3% economic growth and 0.4% annual enrollment growth, rather than 0.2% anticipated by federal underestimates.  Total K-12 federal, state, and local spending for Education, both public and private, climbed from $420 billion for the 2000-2001 school year to $788 billion for the 2018-2019 school year, 4.9% average annual growth. In 2014, the U.S. spent an average of $12,157 per student on elementary and secondary education, over 30% more than the OECD average of $9,419. While the number of public K-12 teachers and other school workers has fallen by 135,000 since 2008, the number of students has risen by 1,419,000 in 2015.  After a long time as the second highest education spender, several countries outspent the U.S. on elementary and secondary education, including Austria, Switzerland, Norway and Luxembourg, which spent $21,595 per full-time student in 2014. In the 2017- 2018 school year $788 billion total elementary and secondary school funding divided by 55.7 million pupils equals $14,147 per pupil enrolled public, private or charter school, excluding 1.7 million children homeschooled.  Total elementary and secondary enrollment is underestimated by the National Center for Education Statistics to increase 2% between fall 2016 and fall 2026, when enrollment is expected to reach 56.8 million, but continuation of stable 0.4% average annual growth 2012-2016 would increase the population 4% to 57.9 million, by the end of the same decade.  Thanks to the generosity of States, Congress may sustain normal 3.5% of GDP (2014) OECD elementary and secondary education spending, with 3% annual federal spending growth from CR 18.       
Total Elementary and Secondary Education Spending 2014-2020
	Level of Funds
	2014-15 billions 
	2014-15 percent 
	2015-16 billions 
	2015-16 percent 
	2016-2017 billions
	2016-2017 percent 
	2017-2018 billions
	2017-2018 percent
	2018-2019 billions
	2018-2019

percent
	2019- 2020 billions
	2019- 2020 percent 

	Federal 
	$57.0
	8.2%
	$60.0
	8.3%
	$57.0
	7.5%
	$57.0
	7.2%
	58.7
	7.2%
	60.5
	7.2%

	State
	292.0
	42.0
	302.0
	42.0
	327.0
	43.0
	340.0
	43.2%
	350.2
	43.1
	360.7
	43.1

	Local
	284.0
	40.8
	292.0
	40.7
	303.0
	39.9
	316.0
	40.1
	325.5
	40.1
	335.2
	40.1

	All Other
	63.0
	9.0
	64.0
	8.9
	73.0
	9.6
	75.0
	9.5
	77.3
	9.5
	79.6
	9.5

	Total
	696.0
	100.0
	718.0
	100.0
	759.0
	100.0
	788.0
	100.0
	811.7
	100.0
	836
	100.0


Source: ED FY 2017 & FY 2019 Budgets Appendix 4 Total Expenditures for Elementary and Secondary Education in the U.S.
1. States cut K-12 funding as a result of the 2007-09 recession.  Most states cut school funding after the recession hit, and it took years for states to restore their funding to pre-recession levels.  Local funding still hadn’t fully recovered in 2015, leaving total state and local K-12 funding per student still well below pre-recession levels as of that school year.  School districts began cutting teachers and other employees in mid-2008 when the first round of budget cuts took effect.  By mid-2012, local school districts had cut 351,000 jobs.  Since then some of the jobs have been restored, but the number is still down 135,000 jobs compared with 2008.  States are highly recommended to contribute either the unadjusted 1.8% DI  and 10.6% OASI or 2.1% DI 10.3% OASI adjusted rate of their payroll to ensure state workers, including former workers under retirement age, receive at least $200 more than federal disability insurance benefits every month under Titles I and II of the Social Security Act.  While the number of public K-12 teachers and other school workers has fallen by 135,000 since 2008, the number of students has risen by 1,419,000 in 2015.  Average class size has increased from 1:16  to 1:20.  3.5% of GDP elementary and secondary school spending is the OECD average and no defense of the extra costs of school buses and American football is needed.  Education stabilizes at 3% economic growth.  Provided that CR 19 is 3% more than CR 18, and CR 20 3% more than CR 19, there should be no need for the federal government to pay education any arrears under Art. 19 of the United Nations Charter, but those due UNESCO and Palestine under Art. 50 and 147 of the Fourth Geneva Convention Relative to the Protection of Civilians in the Times of War of 1949.
2.  Furthermore, child poverty has risen from the average rate of 16% in 1996 to 22% - 33% while working age poverty has decreased to around 10% and elderly poverty to less than 9% in 2018 although medical hyperinflation drives the elderly poverty rate to 16%.  The primary reasons for the increase in child poverty is that 10 million child welfare benefits under Title IV of the Social Security Act were cut 1996-2000 and that the federal minimum wage has not increased and the fleeting ability of the single minimum wage worker to afford the extra cost of a spouse or babysitter and children, estimated at $4,290 per year per child in 2018, has been lost to inflation.  Federal spending for Title I — the major federal assistance program for high-poverty schools — is down 6.2% since 2008, after adjusting for inflation.  A study on the impact of school financing reforms beginning in the 1970s highlighted the importance of adequate funding for the success of children — especially low-income children — in school and later in the workplace.  Examining data on more than 15,000 children born between 1955 and 1985, the study found that poor children whose schools received an estimated 10% increase in per-pupil spending (adjusted for inflation) before they began public school, and maintained that increase over their 12 years of school, were 10% more likely to complete high school than other poor children.  They also had 10% higher earnings as adults and were 6% less likely as adults to be poor.  Wealthy schools are indispensable to keeping the American dream alive for families who are poor because of the extra cost of raising children, might otherwise lose hope that hard work will result in equal of more success than the extraordinarily popular Baby Boomer generation.
3. In 2015, the latest year for which comprehensive spending data are available from the U.S. Census Bureau, 29 states were still providing less total school funding per student than they were in 2008.  In most states, school funding has gradually improved since 2015, but some states that cut very deeply after the recession hit are still providing much less support. As of the current 2017-18 school year, at least 12 states have cut “general” or “formula” funding — the primary form of state support for elementary and secondary schools — by 7% or more per student over the last decade, according to a survey we conducted using state budget documents.  Seven of those 12 — Arizona, Idaho, Kansas, Michigan, Mississippi, North Carolina, and Oklahoma — enacted income tax rate cuts costing tens or hundreds of millions of dollars each year rather than restore education funding. One of these — Kansas — repealed some of the tax cuts earlier this year and increased school funding, but not enough to restore previous funding levels or satisfy the state’s Supreme Court, which recently ruled that the funding is unconstitutionally inadequate.  Twenty-nine states provided less overall state funding per student in the 2015 school year (the most recent year available) than in the 2008 school year, before the recession took hold.  In 19 states, local government funding per student fell over the same period, adding to the damage from state funding cuts. In states where local funding rose, those increases usually did not make up for cuts in state support.
B. Including 1.7 million homeschooled, the total number of elementary and secondary school students in 2016 is estimated to 57.4 million.  Between fall 2016 and fall 2027, total public school enrollment in prekindergarten through grade 12 is projected to increase by 3% (from 50.5 million to 52.1 million students), with changes across states ranging from an increase of 28% in the District of Columbia to a decrease of 12% in Connecticut.  The percentage of students in private elementary and secondary schools declined from 11.1% in fall 2004 to 9.6% in fall 2014. In fall 2016, an estimated 5.2 million students were enrolled in private schools at the elementary and secondary levels. Total enrollment in public and private elementary and secondary schools (prekindergarten through grade 12) grew rapidly during the 1950s and 1960s, reaching a peak year in 1971. This enrollment rise reflected what is known as the "baby boom", a dramatic increase in births following World War II. Between 1971 and 1984, total elementary and secondary school enrollment decreased every year, reflecting the decline in the size of the school-age population over that period. After these years of decline, enrollment in elementary and secondary schools started increasing in fall 1985, began hitting new record levels in the mid-1990s, and continued to reach new record levels every year through 2006, after which enrollment declined slightly from its 2006 level. However, enrollment in fall 2013 (55.4 million) and fall 2014 (55.6 million) was slightly higher than the fall 2006 record level of 55.3 million.  The total number of elementary and secondary school students enrolled in 2016, excluding those homeschooled, is estimated to be 55.7 million, 0.4% average annual growth from 2014, after 0.4% growth 2013-2014.   Increases in the enrollment rate of prekindergarten-age children (ages 3 and 4) from 39% in 1985 to 53% in 2015 and in the number of 3- and 4-year-olds from 7.1 million to 8.0 million also contributed to overall increases in prekindergarten through grade 12 enrollment.  A pattern of annual enrollment increases is projected to continue at least through fall 2026 (the last year for which NCES has projected school enrollment). Total elementary and secondary enrollment is underestimated to increase 2% between fall 2016 and fall 2026, when enrollment is expected to reach 56.8 million, but at 0.4% annual growth would increase 4% to 57.9 million, in the same decade.
1. The National Center for Education Statistics Public Elementary and Secondary School Districts: School Year 2012-2013 (Fiscal Year 2013) reported in January 2016, the national median of total revenues per pupil across all LEAs was $11,745 in FY 13, which represents a decrease of -1.8% from FY 12, after adjusting for inflation. The national median of current expenditures per pupil among all LEAs was $10,047 in FY 13, a decrease of -0.5% from FY 12. States with the highest median current expenditures per pupil across LEAs in FY 13 included Alaska ($26,476), New York ($19,073), District of Columbia ($17,953), Wyoming ($16,872), New Jersey ($16,379), Connecticut ($16,204), and Rhode Island ($14,379). On a national basis, in the absence of any geographic cost adjustment median current expenditures per pupil were $9,353 in cities, $11,041 in suburbs, $9,214 in towns, and $10,347 in rural areas.  In FY 13 school districts received $55.1 billion from the federal government for public.  elementary and secondary education, which represents a decrease of 10.7% from 61.7 billion received in FY 12, after adjusting for inflation. In FY 13 Title I funds accounted for $14.2 billion or 25.8% of federal revenues for education, special education programs received $11.2 billion or 20.4%, child nutrition programs accounted for $14 billion or 25.4%, and Impact Aid funds accounted for 1.5 billion or 2.8%.  On a national basis, $224.6 billion or 37.0% of total revenues for public and elementary secondary school districts were derived from local property taxes and parent government contributions in FY 13. The percentage of revenues derived from local property taxes and parent government contributions exceeded 50% in 5 states, fell between 40% and 50% in 14 states, fell between 20% and 40% in 23 states, and fell below 20% in 9 states.
2. Over the past 30 years, average per-pupil expenditures for public elementary and secondary schools have nearly doubled, rising from $3,367 in 1970 to $6,584 in 2000 to over $11,100 in 2013.  $788 billion total elementary and secondary school funding divided by 55.7 million pupils equals $14,147 per pupil enrolled public, private or charter school, excluding 1.7 million children homeschooled in the 2018-2019 school year.  The average private school tuition nationwide, according to a 1996 Cato Institute study, was $3,116, with 67% of all private elementary and secondary schools charging $2,500 or less.  The national average private school tuition is approximately $10,413 per year (2018-19). The private elementary school average is $9,398 per year and the private high school average is $14,205 per year.  Private school tuition has increased at the unacceptably high rate of 10.6% annually.  The percentage of students in private elementary and secondary schools declined from 11.1% in fall 2004 to 9.6% in fall 2014. In fall 2016, an estimated 5.2 million students were enrolled in private schools at the elementary and secondary levels.  38 states and the District of Columbia have enacted charter school laws. As of fall 2001, more than 2,300 charter schools nationwide were serving over half a million children.  10 states have publicly sponsored private school choice programs, from vouchers to tax credits.   Despite higher than average per-pupil expenditures, American 8th graders ranked 19th out of 38 countries on the most recent international mathematics comparison, the Third International Mathematics and Science Study-Repeat (TIMSS-R) of 1999. American students scored 18th out of 38 countries in science.  On the TIMSS 1995 study, which tested 12th graders, American students were ranked 19th out of 21 countries in both math and science general knowledge.  
3.  Americans are lagging behind other nations in the rate of academic improvement.  20 years ago the US ranked first in the world in the number of young adults who had high school diplomas and college degrees. Today Americans rank ninth and seventh, respectively, among industrialized nations.  Compared to Europe and Asia, 15-year-olds in the United States are below average in applying math skills to real-life tasks.  The United States ranks 18 out of 24 industrialized nations in terms of relative effectiveness of its education system.  Knowledge in history, geography, grammar, civics, and literature are all in decline in terms of academic understanding and achievement.  There are two specific categories in which the US excels, compared to the rest of the world.  First, the US ranks second in the world in the amount we spend per student per year on education - $11,152.  Second, the US is also a leader in having some of the smallest classroom numbers in the world.  Although American student performance is steadily improving after a brief decline in the late 1990s, they get more illiterate every year in comparison with learning growth in European nations.  High pay, smaller classrooms and more money for schools are the specific agenda of the National Education Association (NEA) teacher's union that has been behind most efforts of the Department of Education that was created in 1978.  Most districts in the United States use a staffing ratio model, in which the central office directs school sites to spend their resources in a particular way, through allocations of staff and a small supplies budget.  For example, a school might be sent one teacher for every 28 students, rather than the current ratio of 1:16 or 1:20.  
C. Decentralized school management is a growing trend.  To date the weighted student formula has been implemented in Cincinnati, Houston, St. Paul, San Francisco, Seattle and Oakland.  School closure is a prominent feature of the weighted student formula model.  If a school declines to the point that it can't cover it's expenses with the per student money, the principal is removed and the remaining teachers and facilities are assigned to a strong principal – or the school is closed altogether, and the staff is moved to other, more successful schools.  In Seattle, the district recently considered abolishing the school choice system in favor of a traditional system based on a child's address to reduce busing costs.  So far, a parental outcry has staved off the plans to return to residence-based schools. 
1. Funds are typically determined by enrollment.   The weighted student formula allows money to follow students to the schools they choose while guaranteeing that schools with harder-to-educate kids (low-income students, language learners, low achievers) get more funds.  In San Francisco the weighted student formula gives each school a foundation allocation that covers the cost of a principal's salary and clerk's salary.  The rest of each school's budget is allocated on a per student basis.  There is a base amount for the “average student”, with additional money assigned based on individual student characteristics: grade level, English language skills, socioeconomic status, and special education needs.  These weights are assigned as a percentage of the base funding.  For example, a kindergartner would receive funding 1.33 times the base allocation, while a low-income kindergartner would receive an additional 0.09% of the base allocation.  In 2005-06 San Francisco's base allocation was $2,561.  Therefore, the kindergartner would be worth $3,406, and the low-income kindergartner would generate an additional $230 for his school.  Parents can select up to seven schools on their enrollment application.  In the 2005-06 school year 84% of parents received one of the schools they lists, with 63% receiving their first-choice school.  More than 40% of the city's children now attend schools outside their neighborhoods.
2. Art. 1(c) the UNESCO Convention against Discrimination in Education (1960) states, separate educational systems or institutions for persons or groups of persons, is not discrimination, provided it is equal under Art. 2.  According to the 2000 Census only 14% of White students attend multiracial schools (schools with at least three races each representing 10% or more of the total student population), while nearly 40% of both Black and Latino students attend intensely segregated schools with a 90-100% minority student population.  Nationally, almost 50% of all Black and Latino students attend schools in which three-quarters or more of students are poor, compared to only 5% of White students; and in schools of extreme poverty, 80% of the students are Black and Latino.  Dropout rates hover near 50% for black and Hispanic students.  Brown v. Board of Education (1954) provided for admission to public schools on a nonracial basis, and  children were bused across town to racially integrate schools, although schools and neighborhoods tend to be a social-extension of family race, and equality of education is therefore sustained on a separate but equal basis under the Convention against Discrimination in Education (1960). During the last 20 years America's public schools have been growing more segregated, even as the nation is becoming more diverse.  In 2001 the National Center for Education Statistics reported that the average white student attends a school that is 80% white, while 70% of black students attend schools where nearly two-thirds of students are black and Hispanic.  Parents want their choice of neighborhood schools to provide a better education for their children, no matter the racial makeup of the school in Parents Involved in Community Schools v. Seattle School District No. 1 and Crystal D. Meredith v. Jefferson County Board of Education (2007).  
§163 Higher Education
A. The cost of higher education in the United States is the second highest in the world, 2.5% of the GDP, even after excluding research funding. 1.5% of GDP higher education spending could be considered normal.  Enrollment in higher education in the United States decreased by 7% between 2010 and 2016 (from 18.1 million to 16.9 million students).  The National Center for Education Statistics (NCES) projects undergraduate enrollment to increase by 3% (from 16.9 million to 17.4 million students) between 2016 and 2027 without justifying a reversal in trends.  After peaking in 2010, enrollment at private for-profit institutions decreased by -47% (from 1.7 million to 915,000 students) between 2010 and 2016. During this period, enrollment at public institutions decreased by -4% (from 13.7 million to 13.1 million students), while enrollment at private nonprofit institutions increased by 6% (from 2.7 million to 2.8 million students).  The reason for the decline in higher education enrollment is because that at a maximum of $6,750 annually, for a $27,000 four year degree, Stafford Student Loans, are no longer enough to afford the tuition at highly subsidized public institutions, that are charging an average of $7,380 a year in tuition 2015-2016 up from $6,003 in 2010-2011.  Student loans are no longer enough for public institution tuition, but public institutions cost less than either private-for-profit colleges despite a reduction in tuition 2015-2016 or high priced private-non-profit universities.  Between 2010–11 and 2015–16, revenues from tuition and fees per full-time-equivalent (FTE) student increased by 23%, 4.6% average annual rate, at public institutions (from $6,003 to $7,380 in constant 2016–17 dollars) and by 7%, 1.4% average annual rate, at private nonprofit institutions (from $20,071 to $21,394). At private for-profit institutions, revenues from tuition and fees per FTE student were -5%, -1% average annual rate, lower in 2015–16 than in 2010–11 ($15,806 vs. $16,698).   
1. Tuition at public institutions must go down to a level below the average $6,750 (2018) Stafford Loan limit, if either federal subsidies or enrollment in higher education, can be expected to increase.  To be fair the Stafford student loan limit must increase 3% annually.  Revenues per FTE student from government sources were 32% lower in 2015–16 ($783) than in 2010–11 ($1,155) at private for-profit institutions and 14% lower in 2015–16 ($7,600) than in 2010–11 ($8,849) at private nonprofit institutions. At public institutions, revenues per FTE student from government sources were similar in 2015–16 ($14,959) and in 2010–11 ($14,926).  For $12,000 + 3% annual growth per capita subsidy from the federal, state and local governments private-for-profit universities could theoretically charge undergraduate students tuition $5,000 a year, that could be afforded with the current $6,750 annual Stafford student loan.  Congress must stabilize the education budget by excluding [student loans savings, revenues, collections and mandatory funds used for discretionary programs in brackets] from the President's budget beginning FY 17 under 2USC§661c.  Congress may abolish the 10 cent per dollar student loan subsidy by limiting new loans to receipts.  For student loan and other lending programs, authorized by Congress and administered by the Treasury, to avoid distorting the budget, the plan is to open the 11% student loan default rate of the current statutory $100 billion federal limit on new federal student loans to private investment, including the excessive compensation of some university presidents, in student loans with a 20% grant component, aiming to reduce the price of tuition.
2. Among post-baccalaureate certificate completers in 2015–16 who had student loans, the average balance was higher for those who attended private for-profit institutions ($97,300) than for those who attended public institutions ($51,100), but neither was measurably different from the average balance for those who attended private nonprofit institutions ($81,500).  For students who completed a professional doctorate and had student loans, the average balances for those who attended private nonprofit ($221,800) and private for-profit ($190,200) institutions were not measurably different, but both were higher than the average student loan balance for those who attended public institutions ($142,600).  In 2015–16, total revenues at degree-granting postsecondary institutions in the United States were $564 billion (in current dollars). For 16.9 million students that comes to $33,373 per capita. Total revenues were $364 billion at public institutions, $183 billion at private nonprofit institutions, and $17 billion at private for-profit institutions. 
Higher Education Spending Total 2011-2016
(millions)

	
	2011-2012
	2012-2013
	2013-2014
	2014-2015
	2015-2016

	Public Institutions  
	317,289
	327,934
	353,100
	346,813
	364,391

	Private Non-Profit
	161,843
	202,042
	228,807
	200,396
	182,575

	Private For-Profit
	26,923
	24,762
	22,646
	19,666
	17,059

	Total, Higher Education
	506,055
	554,738
	604,553
	566,875
	564,025


Source: National Center for Education Statistics
3. In 2015–16, total expenses per full-time-equivalent (FTE) student were higher at private nonprofit 4-year postsecondary institutions ($56,401) than at public 4-year institutions ($44,009) and private for-profit 4-year institutions ($16,208).  Between 2010–11 and 2015–16, revenues from tuition and fees per full-time-equivalent (FTE) student increased by 23%, 4.6% average annual rate, at public institutions (from $6,003 to $7,380 in constant 2016–17 dollars) and by 7%, 1.4% average annual rate, at private nonprofit institutions (from $20,071 to $21,394). At private for-profit institutions, revenues from tuition and fees per FTE student were -5%, -1% average annual rate, lower in 2015–16 than in 2010–11 ($15,806 vs. $16,698).  Tuition is high in America because American colleges spend more per student than almost every other country in the developed world.  The American higher education system spends nearly $27,000 per student on core and auxiliary educational services per school year. This figure includes spending on instruction, administration, and ancillary services such as dormitories and dining halls. Another $3,000 per student goes to research and development spending.  If lower tuition is the goal, it is difficult to escape the conclusion that American colleges’ sky-high spending levels must come down.  Inflation in tuition should not exceed 2.5% annually while student loans increase 3%.  The reduction in tuition of private for-profit institutions is to be admired by public universities.
4. For every dollar devoted to instruction, the amount spent on higher education administration has increased over the years from 19 cents in 1929 to 33 cents in 1959-60 to almost 50 cents by the end of the century.  University presidents often command multi-million salaries the school can ill-afford resulting in tuition hikes, faculty cuts and ultimately cheaper, more academically motivated Presidents.  From 1982-84 to 2010, college tuition and fees (unadjusted for inflation) rose by 439%, health-care costs increased by 251 percent, median faculty incomes grew by 147%, and the consumer price index climbed by 106%.  Between 1978 and 2008 middle-income families saw their income grow only 15%, while families in the top 20% saw their incomes rise by 52% and families in the top 5% enjoyed a 78% increase. The amount that colleges charge varies widely from an average of only $2,960 at public community colleges in 2011-12 to $28,500 at private four-year colleges. Colleges themselves spent $29.7 billion on scholarships during the academic year 2010-11.  The federal government provided $33.9 billion more in grants, while state governments added another $9.1 billion.  Today more than two-thirds of all undergraduates receive some sort of financial aid.  In addition to more than $90 billion provided from all sources in 2011-12 for undergraduate scholarships, parents received another $13.4 billion in tax credits, and students were able to obtain some $70 billion in federal student loans, bringing the total amount of financial support to well over $170 billion a year.  By 2009 the average college senior had accumulated college debts averaging $24,000.  
B. In fall 2016, there were 10.4 million full-time and 6.4 million part-time undergraduate students. In fall 2016, total undergraduate enrollment in degree- granting postsecondary institutions was 16.9 million students, an increase of 28% from 2000, when enrollment was 13.2 million students. While total undergraduate enrollment increased by 37% between 2000 and 2010 (from 13.2 million to 18.1 million students), enrollment decreased by 7% between 2010 and 2016 (from 18.1 million to 16.9 million students). Undergraduate enrollment is projected to increase by 3% (from 16.9 million to 17.4 million students) between 2016 and 2027.   Between fall 2000 and fall 2016, undergraduate enrollment increased at a greater rate at private for-profit institutions (127%) than at private nonprofit institutions (27%) and public institutions (25%), although in 2000, undergraduate enrollment at private for-profit institutions was relatively small (at 403,000 students). From 2000 to 2010, enrollment at private for-profit institutions increased by 329% (from 403,000 to 1.7 million students). In comparison, enrollment increased by 30% at public institutions (from 10.5 million to 13.7 million students) and by 20% at private nonprofit institutions (from 2.2 million to 2.7 million students) during this period.  However, after peaking in 2010, enrollment at private for-profit institutions decreased by -47% (from 1.7 million to 915,000 students) between 2010 and 2016. During this period, enrollment at public institutions decreased by -4% (from 13.7 million to 13.1 million students), while enrollment at private nonprofit institutions increased by 6% (from 2.7 million to 2.8 million students).  
1. In fall 2016, nearly one-third of undergraduate students (5.2 million) participated in distance education, with 2.2 million students, or 13% of total undergraduate enrollment, exclusively taking distance education courses. Of the 2.2 million undergraduate students who exclusively took distance education courses, 1.3 million were enrolled at institutions located in the same state in which they resided, and 774,000 were enrolled at institutions in a different state.  In fall 2016, some 3.0 million students were enrolled in post-baccalaureate degree programs. Post-baccalaureate degree programs include master’s and doctoral programs, including professional doctoral programs such as law, medicine, and dentistry. Total post-baccalaureate enrollment increased by 36% between 2000 and 2010 (from 2.2 million to 2.9 million students) and was 1% higher in 2016 than in 2010 (3.0 million vs. 2.9 million students). Between 2016 and 2027, post-baccalaureate enrollment is projected to increase by 3% (from 3.0 million to 3.1 million students). 
2. Fall enrollment in degree-granting postsecondary institutions increased 23% between 1995 and 2005. Between 2005 and 2015, enrollment in degree-granting postsecondary institutions increased 14%, from 17.5 million to 20.0 million. The overall increase between 2005 and 2015 reflects an increase of 20% between 2005 and 2010, followed by a decrease of 5% between 2010 and 2015.  Similarly, the number of full-time students rose 21% from 2005 to 2010, then fell 6% from 2010 to 2015, for an overall increase of 14% between 2005 and 2015. The number of part-time students rose 20% from 2005 to 2011, then fell 4% from 2011 to 2015, for an overall increase of 15% between 2005 and 2015.  Between 2005 and 2015, the number of female students rose 12%, while the number of male students rose 17%. Although male enrollment increased by a larger percentage than female enrollment between 2005 and 2015, the majority (56%) of students in 2015 were female. Both male and female enrollment increases between 2005 and 2015 reflect increases during the first part of this period followed by smaller decreases during the most recent part of the period (a decrease of 4% for males from 2010 to 2015 and a decrease of 6% for females).  
3. In addition to enrollment in degree-granting institutions, about 412,000 students attended non-degree-granting, Title IV eligible, postsecondary institutions in fall 2015. These institutions are postsecondary institutions that do not award associate's or higher degrees; they include, for example, institutions that offer only career and technical programs of less than 2 years' duration. Like enrollment in degree-granting institutions for the United States as a whole, the number of students enrolled in degree-granting institutions located within individual states generally has been lower in recent years. Overall, fall enrollment in degree-granting institutions declined 5% between 2010 and 2015. Similarly, fall 2015 enrollment was lower than fall 2010 enrollment in the majority of states (42).  Between fall 2005 and fall 2015, the percentage increase in the number of students enrolled in degree-granting institutions was higher for students under age 25 than for older students; and this pattern is expected to continue in the coming years. The enrollment of students under age 25 increased by 15% from 2005 to 2015, while the enrollment of those age 25 and over increased by 13%. From 2015 to 2026, NCES projects the increase for students under age 25 to be 17%, compared with 8% for students age 25 and over.
4. Enrollment trends have differed at the undergraduate and post-baccalaureate levels. Undergraduate enrollment increased 47% between fall 1970 and fall 1983, when it reached 10.8 million. Undergraduate enrollment dipped to 10.6 million in 1984 and 1985, but then increased each year from 1985 to 1992, rising 18% before stabilizing between 1992 and 1998. Between 2005 and 2015, undergraduate enrollment rose 14% overall, from 15.0 million to 17.0 million. This overall increase reflects a 21% increase in undergraduate enrollment between 2005 and 2010 (when undergraduate enrollment reached 18.1 million), followed by a 6% decrease between 2010 and 2015. Post-baccalaureate enrollment increased 34% between 1970 and 1984, with most of this increase occurring in the early and mid-1970s. Post-baccalaureate enrollment increased from 1985 to 2015, rising a total of 78%. During the last decade of this period, between 2005 and 2015, post-baccalaureate enrollment rose 17%, from 2.5 million to 2.9 million.
5. Although women comprise the vast majority of elementary and secondary teachers and health professionals, female dominant higher education enrollment statistics and lower average pay that men who comprise the majority of higher education faculty and command higher elementary and secondary school salaries as the minority, may be largely a product of 92% female nursing school enrollment, reproductive disability and student loans.  In 2015–16, females earned 616,000 associate’s degrees, representing 61% of all associate’s degrees conferred. Males were conferred the remaining 39% (392,000 degrees).  In 2015–16, females earned 1.1 million bachelor’s degrees, representing 57% of all bachelor’s degrees conferred. Males were conferred the remaining 43% (0.8 million degrees). Since fall 1988, the number of female students in post-baccalaureate programs has exceeded the number of male students. Between 2005 and 2015, the number of full-time male post-baccalaureate students increased by 24%, compared with a 25% increase in the number of full-time female post-baccalaureate students. Among part-time post-baccalaureate students, the number of males enrolled in 2015 was 6% higher than in 2005, while the number of females was 8% higher.  The percentage of American college students who are Hispanic, Asian/Pacific Islander, and Black has been increasing. From fall 1976 to fall 2015, the percentage of Hispanic students rose from 4% to 17% of all U.S. residents enrolled in degree-granting postsecondary institutions, and the percentage of Asian/Pacific Islander students rose from 2% to 7%. The percentage of Black students increased from 10% in 1976 to 14% in 2015, but the 2015 percentage reflects a decrease since 2011, when Black students made up 15% of all enrolled U.S. residents. The percentage of American Indian/Alaska Native students was higher in 2015 (0.8%) than in 1976 (0.7%). During the same period, the percentage of White students fell from 84% to 58%. Race/ethnicity is not reported for nonresident aliens, who made up 5% of total enrollment in 2015.  
C. The primary sources of revenue for degree-granting institutions were tuition and fees; investments;and government grants, contracts, and appropriations. The percentages from these revenue sources varied by institutional control (i.e., public, private nonprofit, and private for-profit). In 2015–16, public institutions received 43% of their overall revenues from government sources (which include federal, state, and local government grants, contracts, and appropriations). In 2015–16, student tuition and fees constituted the largest percentage of total revenues at private nonprofit institutions and private for-profit institutions (39% and 90%, respectively).  Between 2010–11 and 2015–16, revenues from tuition and fees per full-time-equivalent (FTE) student increased by 23%, 4.6% average annual rate, at public institutions (from $6,003 to $7,380 in constant 2016–17 dollars) and by 7%, 1.4% average annual rate, at private nonprofit institutions (from $20,071 to $21,394). At private for-profit institutions, revenues from tuition and fees per FTE student were -5%, -1% average annual rate, lower in 2015–16 than in 2010–11 ($15,806 vs. $16,698).  Total private-for-profit institution revenues have declined. It is important to note that public and private institutions report financial information according to the accounting standards that govern institution types. Pell Grants are included in federal grant revenues at public institutions but tend to be included in tuition and fees and auxiliary enterprise revenues at private nonprofit and private for-profit institutions. Thus, some categories of revenue data are not directly comparable across public, private nonprofit, and private for-profit institutions.  
1. Postsecondary institutions’ direct revenue amounted to approximately $565 billion in 2013-14, with another $15 billion in federal and state tax subsidies for charitable contributions and bond interest.  $164 billion of postsecondary institutions’ income, tuition, and fees are the largest revenue source for most institutions.  At $46 billion, revenue from auxiliary enterprises— including student housing, food service, parking, bookstores, etc.—is the other form of funding paid by students (or on their behalf) to institutions. $210 billion of that amount was paid by or on behalf of students for tuition, fees, and auxiliary services (food service, housing, parking, etc.).  The rest came from federal, state, and local governments and private sources in the form of appropriations, gifts, grants, investment returns, and payments for services.  While tuition revenue per student has continually risen at public universities, revenue from state and local governments has fluctuated but has generally fallen over time.  Revenue from state and local sources was more than three times the level of revenue from tuition for public institutions in 1987, but by 2013 tuition revenue was nearly equal to revenue from state and local sources.  In addition to the net tuition paid to institutions ($164 billion), the estimated non-tuition budget for 27 million students in 2013-14 was $265 billion, for a total of $429 billion in student costs.   
2. States are no longer the primary funders of public higher education, as decades of declining support have led to much greater reliance on student tuition income and federal subsidies. Yet at $78 billion annually, state appropriations still account for a major share of total higher education revenue.  At $15 billion local funding, usually from recession resistant property taxation, is not significant and most states do not locally fund higher education at all.  At $124 billion, external private funding and investment income is second only to tuition in overall magnitude.  Private funds donated to institutions or generated by investments are a major source of revenue for a handful of mostly private institutions enrolling small numbers of low-income students. Most low- and middle-income students attend institutions where this type of revenue is minimal at best.
3. At $46.5 billion, most federal contract and grant funding goes to major public and private research universities. These institutions serve disproportionately fewer low-income students compared to those that do not receive much federal research support.  Colleges do not break down the specific source of their federal grants and contracts in their financial statements, but the total federal support for scientific R&D in FY 2014 was approximately $38 billion, of which $20 billion came from the Department of Health and Human Services, primarily for medical research. The National Science Foundation and the Department of Defense each contributed approximately $5 billion (National Science Foundation, FY 2014). A few federal grants to institutions are specifically intended to address disadvantaged students or institutions. But the majority support research at selective universities and, in general, the more research funding an institution receives from the federal government, the lower the proportion of low-income students it enrolls.  In addition to R&D, other categories of federal grant and contract funding include workforce training programs at the Department of Labor, which budgeted $3.1 billion in FY 2014 in this category, some but not all of which went to postsecondary students and institutions. 
4. Another $464 million was allocated for community college programs in FY 2014 as part of the Trade Adjustment Act but was not part of a recurring program. 

The Department of Education budget included approximately $838 million in 2013-14 funding for programs specifically focused on outreach to disadvantaged students (“TRIO” programs) and another $575 million in institutional development grants, much of which goes to institutions serving large numbers of minority and low-income students. The budget also included $1.1 billion for career and technical education, and $564 million for adult basic education, some of which would have gone to postsecondary institutions.  At $59 billion, hospital revenue is a major funding source concentrated at universities with teaching hospitals. At some institutions, hospital revenue can exceed income from all other sources combined.

5. Approximately two thirds of tax subsidies focus on students while a third go directly or indirectly to institutions. With one exception, most individual tax benefits are relatively minor, but at an estimated collective value of approximately $50 billion, they are an important source of support and one that generally does not favor low-income students or the institutions they attend. The largest single tax expenditure is the American Opportunity Tax Credit (AOTC), which amounted to more than $15 billion in 2013-14 in subsidies for parents’ and students’ higher education expenditures. The AOTC is not a deduction but a much more generous credit. It reduces taxes owed by up to $2,500 per year for up to four years. The income limit to receive the AOTC is $90,000 for single filers and $180,000 for married couples, so it is available for middle and upper-middle income families but not those in the highest tax brackets. It can only be applied to out-of-pocket expenses like tuition, fees, books, and supplies but not to living costs.  Other major tax benefits include the dependent exemption for full-time students age 19+ ($6.3 billion), the exclusion of 529 plan earnings ($2.1 billion), the deductibility of student loan interest ($2 billion), the exclusion of scholarship/fellowship income ($3.5 billion), the exclusion of GI benefits ($1.3 billion), and the Lifetime Learning Credit ($1.7 billion).  Institutional funding benefits from charitable gift deductibility and the exclusion of interest on state/local and some nonprofit bonds. 

6. At $34 billion in 2013-14, federal Pell Grants are the largest source of need-based financial aid for low-income college students.  The amount of a student’s Pell Grant is based on income, family size, and how many courses a student takes. The maximum award in 2013-14 was $5,635, which could be used for tuition and fees or, at colleges that charge less than that amount (primarily community colleges), for non-tuition expenses as well. Approximately 96% of all recipients had family incomes less than $60,000, and those qualifying for the maximum award typically earned $40,000 or less. Since Pell participation is used as a proxy for low- income students in this brief, the proportion of Pell funding going to higher-income students is zero.  At $16.4 billion annually, private source grants to students collectively amount to approximately half the size of the Pell Grant program, but are greater than the total of all state-funded financial aid programs.  At approximately $10 billion in 2013-14, state-grant students are a small fraction of what states provide in appropriations to institutions but are often the most visible and often most contentious investment.  At an estimated $99 billion in 2013-14, parental contributions to students’ cost of education are indispensable to the current higher education business model.   While numbers for total amounts that students and parents save for college are hard to come by, one major category of savings is tax-favored 529 Plans. In 2013- 14, $15.8 billion from these plans was used to pay for higher education.  At an estimated $10 billion, help from family (other than parents) and friends is comparable in scope to state financial aid grants.  After Pell Grants, the largest source of federal grant aid includes benefits provided to active duty and former members of the military through the post-9/11 G.I. Bill and other programs. These amounted to $13.5 billion in 2013-2014.

7. The largest program, the post-9/11 G.I. Bill, provides generous benefits including up to $21,000 annually for tuition and fees plus a housing allowance and relocation assistance. It is limited to 36 months, but most participants are enrolled in shorter-term programs. Under some conditions, it can also be transferred to another family member. There are participants in all higher education sectors, but for-profit institutions enroll a disproportionate share. Unlike Pell Grants, G.I. benefits are sufficient to cover the full tuition charges at most for-profit institutions. For-profit colleges that want to be eligible for federal financial aid also have to show that no more than 90% of their income comes from federal aid programs. But since G.I. benefits are not counted in that amount, if they can attract enough veterans, they can essentially evade the intent of that requirement and be entirely federally funded. According to the Department of Education, 183 colleges would have been out of compliance with the 90% rule in 2013-14 if veterans’ benefits were counted. While not the largest source of postsecondary finance, this funding stream shows how different revenue streams can sometimes work at cross-purposes. In this case, the lack of controls on use of veterans’ benefits undermines the intent of the 90% regulation, which was intended to ensure that enough privately-sourced funds are at stake to provide the competitive benefits of a free market.  The employment earnings of enrolled students amounted to approximately $83 billion from employers and a little more than $1 billion from federal and state subsidies for work-study programs.  Employment income declines with student enrollment. 
D. The Department of Education operates two major student loan programs—the Federal Family Education Loan (FFEL) program and the William D. Ford Federal Direct Loan (Direct Loan) program—but since July 1, 2010, the Department has made new loans only through the Direct Loan program.  Outstanding student loan portfolio was $210 billion for FFEL, $63 billion for ECASLA, and $999 billion for Direct Loans FY 18.  Stafford Loans are subsidized, low-interest loans based on financial need. The Federal Government pays the interest while the student is in school and during certain grace and deferment periods.  Both students and institutions have become dependent on student loans as a core source of funding for postsecondary education. In 2013-14, student budgets included at least $112 billion in loans.  More than 90% of these were from federal loan programs, including: $27 billion in subsidized low-interest loans for undergraduates (the government pays the interest while students remain enrolled); $56 billion in unsubsidized low-interest loans for both graduate students and undergraduates (also low-interest, but the interest accrues while students are enrolled); and $10 billion in higher-interest Parent PLUS loans, $8 billion in higher-interest graduate “PLUS” loans, and $1 billion in Perkins loans, which are now being phased out. In addition, students borrowed $9 billion in privately-sourced loans and less than a billion in state- supported loans. This does not include other debt students or families may have taken out through credit cards, mortgages, or personal loans that were used directly or indirectly to fund higher education expenses.  In the short-term, student loans are a source of federal funding for students and, indirectly, for institutions. But in the long-term, they do not shift the burden of payment away from students. There is considerable debate about the share that will ultimately be borne by taxpayers, and the estimates vary depending on accounting assumptions. The most recent Congressional Budget Office estimate, in 2017, for example, is that the federal government will end up spending approximately 10 cents for every dollar loaned. In 2014, only approximately 29% of outstanding student loans were current with declining balances. Another 11% were in default status and 34% were current but with increasing balances.  During FY 2017, FSA saw a slight increase in the portfolio’s three-year default rate, from 11.3% reported in FY 2016 for the FY 2013 three- year cohort default rate to 11.5% reported in FY 2017 for the FY 2014 three-year cohort default rate. FSA also increased its collection rate from $53.07 to $59.69. 
Prototype Student Loan Budget Without Investment FY 17 – FY 20
(billions)
	
	FY 17
	FY 18
	FY 19
	FY 19
	FY 20
	FY 19

	Revenues
	67.1
	69.8
	72.9
	72.9
	76.2
	76.2

	New Loans
	87.0
	88.7
	90.5
	72.9
	92.3
	76.2

	Change
	-19.9
	-18.9
	-17.6
	0
	-16.1
	0

	Fund Balance
	42.6
	22.7
	3.8
	3.8
	-13.8
	3.8


Source: Johnson, Wayne; Hurt Jay. Federal Student Aid FY 17 Annual Report
1. The new fixed interest rates are 5.045% on the Federal Stafford loan for undergraduate students, 6.595% for the Federal Stafford loan for graduate students and 7.595% for the Federal Grad PLUS and Federal Parent PLUS loans as of July 1, 2018.  Parents are fully responsible for paying PLUS loans, if they are taken out to benefit students, and not to pay for graduate or professional education.  Perkins Loans had a fixed interest rate of 5%.  for undergraduate and graduate students with exceptional financial need.  It is important to note that under federal law, the authority for schools to make new Perkins Loans ended on Sept. 30, 2017, and final disbursements were permitted through June 30, 2018. As a result, students can no longer receive Perkins Loans.  Private investors must somehow be convinced that 6.6% average annual interest rates affords the 11% - 12% default rate.  There are a number of variables that must taken into consideration.  First, there is 10% working age poverty rate plus the 1.5% of GDP hyperinflation in tuition and consequentially the price of the student loan.  Second, under official development assistance guidelines student loan revenues are responsible for a 20% grant component, less 11.5% average default rate, equals 8.5% collections and Pell Grant contribution.  Third, it would take an average loan life of 4 years for interest to afford the 20% grant component, most loans are given a 20 year life expectancy.  Because of the limit on subsidized loans it seems that even the rare borrower who pays off their entire student loan in the first year they graduate to a high paying job, would pay enough interest to cover the 11.5% default rate and maybe the entire 20% grant component.  Fourth, the federal government and Congress is highly recommended to amortize their 10 cent per dollar student loan subsidy by budgeting a finite sum exclusively for paying lump sum student loan repayments for citizens who default on their student loans because they have  a moral objection to the rampage shootings incidental to invariable Attorney General incited collections attempts on borrowers in default, currently unlawfully obtained from IRS tax returns.  The torture of tax returns by student loans must not be disputed with the taxpayer.  The IRS must determine whether or not to pay student loans or refund the taxpayer, without bothering the taxpayer under Art. 50 and Art. 147 of the Geneva Convention Relative to the Protection of Civilians in Times of War of 1949.  The taxpayer in student loan default would not receive either a tax return nor any correspondence, only credit for the payment of some interest and maybe principal.  Tax payers must be informed of the forfeiture of right to a tax return imposed by defaulted student loans in IRS Form 1040 instructions, that will hopefully provide low-income families venue to contest this deprivation of rights.
2. The interest rate factor is used to calculate the amount of interest that accrues on your loan. It is determined by dividing your loan's interest rate by the number of days in the year.  Simple daily interest formula: Interest Amount = (Outstanding Principal Balance x Interest Rate Factor) x Number of Days Since Last Payment.  Unpaid interest is generally capitalized following periods of deferment on an unsubsidized loan and/or forbearance of interest on subsidized student loans while they are enrolled in college.  The First-Year Undergraduate Annual Loan Limit is $5,500—No more than $3,500 of this amount may be in subsidized loans.  Independent Student and dependent undergraduate students whose parents are unable to obtain PLUS Loans the limit is $9,500—No more than $3,500 of this amount may be in subsidized loans.  Second-Year Undergraduate Annual Loan Limit is $6,500—No more than $4,500 of this amount may be in subsidized loans.  Independent students have a $10,500 limit —No more than $4,500 of this amount may be in subsidized loans.  Third-Year and Beyond Undergraduate Annual Loan Limit is $7,500—No more than $5,500 of this amount may be in subsidized loans.  Independent students may get up to $12,500—No more than $5,500 of this amount may be in subsidized loans.  All graduate and professional students are considered independent with a limit of $20,500 (unsubsidized only).  The Subsidized and Unsubsidized Aggregate Loan Limit is $31,000—No more than $23,000 of this amount may be in subsidized loans.  $57,500 for undergraduates—No more than $23,000 of this amount may be in subsidized loans.  $138,500 for graduate or professional students—No more than $65,500 of this amount may be in subsidized loans. The graduate aggregate limit includes all federal loans received for undergraduate study.
3. Among post-baccalaureate certificate completers in 2015–16 who had student loans, the average balance was higher for those who attended private for-profit institutions ($97,300) than for those who attended public institutions ($51,100), but neither was measurably different from the average balance for those who attended private nonprofit institutions ($81,500). Among master’s degree completers who had student loans, the average balance was higher for those who attended private for-profit institutions ($90,300) than for those who attended private nonprofit institutions ($71,900), and both were higher than the average balance for those who attended public institutions ($54,500). For students who completed a research doctorate and had student loans, the average balance was higher for those who attended private for-profit institutions ($160,100) than for those who attended private nonprofit ($94,100) and public ($92,200) institutions. For students who completed a professional doctorate and had student loans, the average balances for those who attended private nonprofit ($221,800) and private for-profit ($190,200) institutions were not measurably different, but both were higher than the average student loan balance for those who attended public institutions ($142,600).  Average loan balances for students who completed a research or professional doctorate increased between 1999–2000 and 2015–16 for all degree programs for which data were available (in constant 2016–17 dollars). Average loan balances approximately doubled for those who completed medical doctorates (from $124,700 to $246,000, an increase of 97%). $145,500 for law degree completers.  Ph.D.’s outside the field of education (from $48,400 to $98,800, an increase of 104%), and other non-Ph.D. doctorates (from $64,500 to $132,200, an increase of 105%).
4. Federal Student Aid (FSA’s) accounting for its loan and loan guarantees is based on the requirements of the Federal Credit Reform Act of 1990 (FCRA). Under the FCRA, subsidy cost is estimated using the net present value of future cash flows to and from FSA. In accordance with FSA's misinterpretation of FCRA, credit programs either estimate a subsidy cost to the government (a “positive” subsidy), breakeven (zero subsidy cost), or estimate a negative subsidy cost.  The President's budget is responsible for reflecting on program level and cost.  Program level must be presented in brackets, so that it does not add to total outlays. Cost requires indication as to whether or not Congress has decided if cost is to born by program revenues or the General Fund, under 2USC§661c. FSA borrows from Treasury to provide funding for credit programs for higher education and subsidies are described as liabilities.  FSA borrowed nearly every penny they lent from the Treasury.  As of September 30, 2017, FSA had a net Fund Balance of about $42.6 billion with the Treasury amounting to $74.0 billion of which about 42% or $31.4 billion represented general funds, including funds provided in advance by multiyear appropriations, that must be repaid, as if they had never occurred.  FSA under-reports loan payments from borrowers ($62.6 billion), loan discharges ($4.5 billion), and other adjustments, $67.1. billion revenues FY 17 on pg. 33.  New loans were estimated to cost $94 billion ED FY 17 , but about 7% of new loans don't go through, $87 billion expenses, $67.1 billion revenues and $42.6 billion in savings, for an estimated $23 billion Fund Balance year end September 30, 2018.
New Student Loans FY 17 – FY 19
(millions)
	New Loan (millions)
	FY 17
	CR 18
	FY 19

	Stafford Loans
	21,542.3
	21,626.7
	17,180.6

	Unsubsidized Stafford Loans
	49,815.6
	51,134.2
	56,833.2

	Parent PLUS Loans
	12,512.8
	13,216.7
	13,824.2

	Grad PLUS Loans
	9,942.0
	10,697.1
	11,175.8

	Total, New Loans
	93,812.7
	96,674.7
	99,013.8

	Number of new Loans (thousands)
	
	
	

	Stafford loans
	6,181
	6,198
	4,934

	Unsubsidized Stafford Loans
	8,064
	8,153
	8,487

	Parent PLUS Loans
	933
	960
	989

	Grad PLUS Loans
	565
	588
	603

	Total
	15,743
	15,899
	15,013


Source: ED FY 19 pg. 35 & 36; Federal Student Aid FY 17 Annual Report
5.  The President’s 2017 Budget for the Department of Education includes $69.4 billion in discretionary funding, an increase of $1.3 billion (2%) over the 2016 appropriation.  Mandatory funding does not require annual appropriations because the authorizing legislation establishes a fixed funding level or a method for calculating automatic appropriations without further congressional action. The largest mandatory programs in the Department's Budget are federally subsidized loans for postsecondary students, the costs of which are estimated based on assumptions about the cost of Federal borrowing, loan volume, origination fees, repayments, and defaults. In total, discretionary and mandatory funding would make available $209 billion in aid to education in fiscal year 2017, of which $139.7 billion is new postsecondary grants, loans, and work-study assistance—an increase of $42 billion, or 43%, over the amount available in 2008—to help an estimated 12.1 million students and their families pay for postsecondary education and training.  Congress eliminated or consolidated approximately 50 ineffective, outdated, or duplicative programs for a total annual savings of more than $1.2 billion, in many instances following the Administration’s recommendations. Legislation enacted in 2010 ended the guaranteed student loan program, replacing it with the more efficient direct loan program. The resulting savings were invested in the Pell Grant program to support an increase in the maximum award, which has risen from $4,731 in award year 2008–2009 to $5,815 in award year 2016–2017; the 2010 legislation also established mandatory funding to increase the Pell Grant maximum award based on the change in the Consumer Price Index through 2017.  The 2015 “College Board Trends in College Pricing” report shows that the average total cost of attendance, including tuition and fees and room and board (in current dollars), at a public 4-year college increased by 61% from $12,115 in 2005-06, to $19,548 in 2014-15.  Over the same 10-year period, the average total cost at a private 4-year college increased by 53%, from $28,743 to $43,921.  6.6% annual tuition increases are not acceptable.  
6. A distinction is made between the President's Budget and the Appropriation, respectively, for each year, in the ED Budget by Major Program 1980-2018.  For the first two decades Federal Family Education Loans used the majority student loan subsidies, 84% in 1995.  It was not until 1999 that the President and Congress agreed the Federal Direct Student Loan Program could produce a $720 million negative subsidy and in 2000 declared a $3.5 billon negative subsidy.  In 2001 Federal Family Education produced a negative subsidy of $2.7 billion and Federal Direct Loan Programs $558 million.  In 2003 however, Federal Direct Loans needed $4.2 billion and Federal Family Education Loans needed $2.6 billion.  Before 1999 Federal Direct Loans had never received more than $822 million in 1995.  In 2004 Direct needed $2.5 billion subsidies and Family $5.8 billion.  By 2005 Direct only needed $637 million while Family needed $10.9 billion.  In 2006, while Direct produced $669 million negative subsidies, the President requested $5.8 billion and $27.8 billion were appropriated for Family Education Loans.  Thereafter the negative subsidy dispute spills over into the Other Post-secondary category.  Since 2010 Federal Family Education Loans have been discontinued, and after a small investment in 2012 that was lost in negative subsidy appropriation in 2012, the President has never made any requests for Federal Family Education Loan subsidies although Congress has made a number of wild requests.  In 2015 Other negative subsidies dried up and Congress led the President to the current accounting practice of General Funds receipts.  The pursuit of revenues results in increasingly wildly divergent opinions by the President and Appropriations.  According to the historical tables 1980 – 2018 since 2016 the President has proposed not spending any tax-dollars whatsoever, on student loans, but expects revenues to continue, while Congress made a large contribution that the Education Secretary falsely attributes to the President.
7. To stabilize the education budget the President and Congress must agree to exclude student loan subsidies and revenues.  Congress may abolish the 10 cent per dollar student loan subsidy by limiting new loans to receipts.  For student loan and other lending programs, authorized by Congress and administered by the Treasury, to avoid distorting the budget, the plan is to open the 11% student loan default rate of the current statutory $100 billion federal limit on new federal student loans to private investment, including the excessive compensation of some university presidents, in student loans with a 20% grant component, aiming to reduce the price of tuition.  To be fair Congress must untie their subsidy from interest deferment of the subsidized Stafford Loan.  The practice of interest deferment should be continued at current rates of individual loan portfolio diversification as a matter of honor.  To redress decades of misunderstanding of negative subsidies Congress must diversify their massive subsidies into meaningful lump sum student loan repayment process for witnesses of moral hazards to a lengthy repayment process.  Congress is encouraged to abolish all subsidies for the federal direct student loan program by opening the $100 billion new loan level with 6.6% average annual interest rate, 11.5% default rate and 20% total grant component authorized to private investment under 2USC§661c.  Several billion dollars could surely be secured by Act of Congress, from the excessive compensation of university presidents, for the initial public offering of Federal Student Aid (FSA) to investors pleased with the 20% grant, collections and default component and modest interest income they might earn from student loans.  To do decades of accounting errors regarding negative subsidies justice the ED budget is advised amortize the student loan subsidy at $1 billion annually, 1 cent rather than 10 cents, to the dollar subsidy, slightly more than the initial offer of zero, to be spent on total loan forgiveness, to guarantee the profit margin of the [$100 billion] federal student loan program for private investors.

Art. 2 World Education
§164 United Nations Educational, Scientific and Cultural Organization
A. The Constitution of UNESCO, the United Nations Educational, Scientific and Cultural Organization of 1945 specifies 1. The purpose of the Organization is to contribute to peace and security by promoting collaboration among the nations through education, science and culture in order to further universal respect for justice, for the rule of law and for the human rights and fundamental freedoms which are affirmed for the peoples of the world, without distinction of race, sex, language or religion, by the Charter of the United Nations. Its preamble famously declares ' since wars begin in the minds of men, it is in the minds of men that the defenses of peace must be constructed'. 2013–2022 has been proclaimed the International Decade for the Rapprochement of Cultures in the promotion of inter-religious and intercultural dialogue understanding and cooperation for peace General Assembly Resolution 67/104 of 17 December 2012.  In line with the principles formulated in the UNESCO Recommendation concerning Education for International Understanding, Co-operation and Peace and Education relating to Human Rights and Fundamental Freedoms (1974), joint efforts by all education stakeholders must be made so as to equip teachers and learners with knowledge and aptitudes to openness and appreciation of cultural diversity.  This includes the revision of the content of national curricula and textbooks, notably history, as well as other learning materials, taking into account diverse learning styles, life experiences and other cultural and linguistic diversity issues at large.  The Convention against Discrimination in Education 1960 proclaims that everyone has the right to an education.  Art. 1. states: For the purposes of this Convention, the term `discrimination' includes any distinction, exclusion, limitation or preference which, being based on race, color, sex, language, religion, political or other opinion, national or social origin, economic condition or birth, has the purpose or effect of nullifying or impairing equality of treatment in education and in particular:  (a) Of depriving any person or group of persons of access to education of any type or at any level; (b) Of limiting any person or group of persons to education of an inferior standard; (c) Subject to the provisions of Article 2, of establishing or maintaining separate educational systems or institutions for persons or groups of persons, is not discrimination.  The Declaration on the Granting of Independence to Colonial Countries and Peoples of 1961 cautions at (3) inadequacy of political, economic, social or educational preparedness should never serve as a pretext for delaying independence.   
1. The United States owes UNESCO $550 million arrears and $85.7 million (2017) + 3% annual dues to discrimination against Palestine.  Congress enacted two discriminatory laws in the 1990s that prohibit funding to U.N. entities that admit the Palestine Liberation Organization (PLO) as a member, or grant full membership as a state to any group that does not have the internationally recognized attributes of statehood (Section 414 of P.L. 101-246; Section 410 of P.L. 103-236). (Sec. 410) prohibits U.S. contributions to any affiliated organization of the United Nations or to the United Nations if they grant full membership as a state to a group that does not have internationally recognized attributes of statehood.  These laws were naturally overruled, whereas collective punishment in violation of Art. 33 of the Fourth Geneva Convention Relative to the Protection of Civilians in Times of War of 1949 is unjust and does not justify pillaging the Convention on the Privileges and Immunities of the United Nations of 1946.  However, in 2011, when more than a decade of public institution undergraduate tuition hyperinflation became more than the $6,750 Stafford Student loan (+3% annually?) could afford, United States funding for the United Nations Education, Scientific and Cultural Organization (UNESCO) funding through the CIO and IO&P accounts was terminated under Sec. 410 of P.L. 103-236.  Enforcement of these laws constitute discrimination against political opinion regarding the national and social status of Palestine under Art. 1 and two decades later deprivation of equal access to school under Art. 1(a & b) of the Convention against Discrimination in Education of 1960.  National and social truancy.
2. The UN Relief and Works Agency (UNRWA) has served Palestinian refugees since the creation of Israel in 1948.  The U.S. has long been the organization's largest donor, but the decision to cut the $600 million budget $300 million leaves a funding gap in UNRWA of more than $273 million for the remainder of the year.  The European Union has been the second-largest contributor. It pledged more than $142 million in 2017.  Unless emergency arrives some schools are closing. In March, Qatar announced to pledge $50 million, its largest sum to UNRWA to date,  UNRWA schools provide education to 515,000 children. The organization also provides health care, relief, social services and other types of help to almost 2.1 million Palestinian refugees in the West Bank and Gaza Strip, 2 million others in Jordan, 560,000 in Syria and 450,000 in Lebanon.  
3. States have an obligation to facilitate the proper working of all institutions devoted to the care and education of children under Art. 50 of Fourth Geneva Convention Relative to the Protection of Civilians in Time of War of 1949.  UNESCO does not seem economically damaged by extensive destruction and appropriation of $550 million in property, not justified by military necessity and carried out unlawfully and wantonly, due to the likelihood to prevail of the legal recourse to arrears under Art. 19 of the UN Charter. On the other hand, 2018-2019 UNRWA school closures in Palestine certainly constitutes a grave breech of Art. 147 of the Fourth Geneva Convention Relative to the Protection of Civilians in Times of War of 1949.  The news media did not inform the public the United States had accumulated $550 million arrears and been demoted to observer status with UNESCO until 2017 when dues were $85.7 million + 3% annually - $88.3 million FY 18, $90.9 million FY 19 and $93.6 million FY 20.  Congress has an emergency responsibility to authorize the State Department to pay $1 billion arrears to UNESCO and the Palestine UNRWA school year at the end of FY 18 + FY 19 program under Art. 19 of the UN Charter.  Adequate UNRWA program levels should be estimated at 3% annual growth from the better of FY 11 or FY 16.  The essential principle contained in the actual trial of an illegal act is non-repetition and that reparation must, as far as possible, wipe out all the consequences of the illegal act and re-establish the situation which would, in all probability, have existed if that act had not been committed Advisory Opinion regarding the Legal Consequences of Constructing a Wall in the Occupied Palestinian Territory No. 131 on 9 July 2004.
4. The State Department has promised to look into other ways of funding UNRWA budget.  The State Department must also fulfill interdepartmental international agricultural assistance obligations in P.L. 480, at levels 3% annual growth from FY 16.  The State of Food Security and Nutrition in the World: Building Climate Resiliency for Food Security (2018) by the Food and Agriculture Organization (FAO) reports after a prolonged decline, the most recent estimates showed global hunger increased to 821 million in 2016.  – around one person out of every nine in the world.  Although stunting is decreasing 151 million children under five have stunted growth, while the lives of over 50 million children in the world continue to be threatened by wasting.  States must remove any impediments arising to the free exportation of goods required for humanitarian needs, such as (i) medicines and medical devices; and (ii) foodstuffs and agricultural commodities; as well as goods and services required for the safety of (agriculture) civil aviation, such as (iii) spare parts, equipment and associated services (including warranty, maintenance, repair services and safety-related inspections) necessary for (irrigation and agricultural equipment) civil aircraft. To this end, the United States must ensure that licenses and necessary authorizations are granted and that payments and other transfers of funds are not subject to any restriction in so far as they relate to the goods and services referred to above, in paragraph 98 of Alleged violations of the 1955 Treaty of Amity, Economic Relations, and Consular Rights (Islamic Republic of Iran v. United States of America) No. 175 3 October 2018.  
B. Recommendation concerning the Status of Teachers of 5 October 1966: Conscious of the responsibility of the States for the provision of proper education for all in fulfillment of Article 26 of the Universal Declaration of Human Rights, of Principles 5, 7 and 10 of the Declaration of the Rights of the Child and of the United Nations Declaration concerning the Promotion among Youth of the Ideals of Peace, Mutual Respect and Understanding between Peoples.  Recalling in particular the responsibility of the states for the provision of higher education in fulfillment of Article 13, paragraph 1(c), of the International Covenant on Economic, Social and Cultural Rights (1966).  Noting the terms of existing international conventions which are applicable to teachers, and in particular of instruments concerned with basic human rights such as the Freedom of Association and Protection of the Right to Organize Convention, 1948, the Right to Organize and Collective Bargaining Convention, 1949, the Equal Remuneration Convention, 1951, and the Discrimination (Employment and Occupation) Convention, 1958, adopted by the General Conference of the International Labour Organization, and the Convention against Discrimination in Education, 1960, adopted by the General Conference of the United Nations Educational, Scientific and Cultural Organization, (1)(a) the word `teacher' covers all those persons in schools who are responsible for the education of pupils...the Guiding principle of Education from the earliest school years should be directed to the all-round development of the human personality and to the spiritual, moral, social, cultural and economic progress of the community, as well as to the inculcation of deep respect for human rights and fundamental freedoms; within the framework of these values the utmost importance should be attached to the contribution to be made by education to peace and to understanding, tolerance and friendship among all nations and among racial or religious groups. (125) All teachers, regardless of the type of school in which they serve, should enjoy the same or similar social security protection. Protection should be extended to periods of probation and of training for those who are regularly employed as teachers. (126)(1) Teachers should be protected by social security measures in respect of all the contingencies included in the International Labour Organization -Social Security (Minimum Standards) Convention, 1952, namely by medical care, sickness benefit, unemployment benefit, old-age benefit, employment injury benefit, family benefit, maternity benefit, invalidity benefit and survivors' benefit. (2) The standards of social security provided for teachers should be at least as favorable as those set out in the relevant instruments of-the International Labour Organization and in particular the Convention concerning Minimum Standards of Social Security (No. 102) done in Geneva on 28 June 1952 (f) the term qualifying period means a period of contribution, or a period of employment, or a period of residence, or any combination thereof, as may be prescribed.  UNESCO knowingly discriminated against the right of teachers to contribute to and be eligible for social security 'disability insurance'.  Social Security disability insurance wasn't legislated in the United States until 1956 and 1960 that removed the age requirements, after being inspired by ILO Convention 102 (1952) duplicate language regarding sickness benefit, employment injury benefit and invalidity benefit, but the Recommendation concerning the status of Teachers failed to appreciate the existence of disability insurance and instead pose the dangling question upon future generations (146) Where teachers enjoy a status, which is, in certain respects, more favorable than that provided for in this Recommendation, its terms should not be invoked to diminish the status already granted. 
1. The UNESCO Recommendation on the Status of Scientific Researchers (1974) states at (30) Member States should ensure that provision is made for scientific researchers to enjoy (in common with all other workers) adequate and equitable social security arrangements appropriate to their age, sex, family situation, state of health and to the nature of the work they perform. Recommendation concerning the Status of Higher-Education Teaching Personnel of 11 November 1997 clarifies at (63) Higher-education teaching personnel should be provided with a work environment that does not have a negative impact on or affect their health and safety and they should be protected by social security measures, including those concerning sickness and disability and pension entitlements, and measures for the protection of health and safety in respect of all contingencies included in the conventions and recommendations of ILO. The standards should be at least as favorable as those set out in the relevant conventions and recommendations of ILO. Social security benefits for higher-education teaching personnel should be granted as a matter of right.  Extra caution must be taken not to diminish US public teacher's salaries by imposing new disability contributions upon all teachers but instead enable individual teachers to contribute either the truant 1.8% DI tax rate or the 2.4% menopause as disability (mad) rate retroactively accounted from January 1, 2016, at no cost to any taxpayers but public school teachers and other state old age program contributors under Title I of the Social Security Act.  
D. The UNESCO Recommendation on the Status of Scientific Researchers (1974) defines (1)(a)(i) The word `science' signifies the enterprise whereby mankind, acting individually or in small or large groups, makes an organized attempt, by means of the objective study of observed phenomena, to discover and master the chain of causalities; brings together in a co-ordinated form the resultant sub-systems of knowledge by means of systematic reflection and conceptualization, often largely expressed in the symbols of mathematics; and thereby furnishes itself with the opportunity of using, to its own advantage, understanding of the processes and phenomena occurring in nature and society. (ii) The expression `the sciences' signifies a complex of fact and hypothesis, in which the theoretical element is normally capable of being validated, and to that extent includes the sciences concerned with social facts and phenomena. (b) The word `technology' signifies such knowledge as relates directly to the production or improvement of goods or services. (c) (i) The expression `scientific research' signifies those processes of study, experiment, conceptualization and theory-testing involved in the generation of scientific knowledge. (ii) The expression `experimental development' signifies the processes of adaptation, testing and refinement, which lead to the point of practical applicability. (d) (i) The expression `scientific researchers' signifies those persons responsible for investigating a specific domain in science or technology. (ii) On the basis of the provisions of this recommendation, each Member State may determine the criteria for inclusion in the category of persons recognized as scientific researchers (such as possession of diplomas, degrees, academic titles or functions), as well as the exceptions to be allowed for. (e) The word `status' as used in relation to scientific researchers signifies the standing or regard accorded them, as evidenced, first, by the level of appreciation both of the duties and responsibilities inherent in their function and of their competence in performing them, and, secondly, by the rights, working conditions, material assistance and moral support which they enjoy for the accomplishment of their task. 14. Member States should seek to encourage conditions in which scientific researchers, with the support of the public authorities, have the responsibility and the right: (a) to work in a spirit of intellectual freedom to pursue, expound and defend the scientific truth as they see it; (b) to contribute to the definition of the aims and objectives of the programmes in which they are engaged and to the determination of the methods to be adopted which should be humanely, socially and ecologically responsible; (c) to express themselves freely on the human, social or ecological value of certain projects and in the last resort withdraw from those projects if their conscience so dictates; (d) to contribute positively and constructively to the fabric of science, culture and education in their own country, as well as to the achievement of national goals, the enhancement of their fellow citizens' well-being, and the furtherance of the international ideals and objectives of the United Nations.  (30) Member States should ensure that provision is made for scientific researchers to enjoy (in common with all other workers) adequate and equitable social security arrangements appropriate to their age, sex, family situation, state of health and to the nature of the work they perform.
E. Recommendation concerning the Status of Higher-Education Teaching Personnel of 11 November 1997 states: 6. Teaching in higher education is a profession: it is a form of public service that requires of higher education personnel expert knowledge and specialized skills acquired and maintained through rigorous and lifelong study and research; it also calls for a sense of personal and institutional responsibility for the education and welfare of students and of the community at large and for a commitment to high professional standards in scholarship and research. (17) The proper enjoyment of academic freedom...require the autonomy of institutions of higher education. Autonomy is that degree of self-governance necessary for effective decision making by institutions of higher education regarding their academic work, standards, management and related activities consistent with systems of public accountability, especially in respect of funding provided by the state, and respect for academic freedom and human rights. However, the nature of institutional autonomy may differ according to the type of establishment involved (45). Tenure or its functional equivalent, where applicable, constitutes one of the major procedural safeguards of academic freedom and against arbitrary decisions. It also encourages individual responsibility and the retention of talented higher-education teaching personnel. (63) Higher-education teaching personnel should be provided with a work environment that does not have a negative impact on or affect their health and safety and they should be protected by social security measures, including those concerning sickness and disability and pension entitlements, and measures for the protection of health and safety in respect of all contingencies included in the conventions and recommendations of ILO. The standards should be at least as favorable as those set out in the relevant conventions and recommendations of ILO. Social security benefits for higher-education teaching personnel should be granted as a matter of right (64). The pension rights earned by higher-education teaching personnel should be transferable nationally and internationally, subject to national, bilateral and multilateral taxation laws and agreements, should the individual transfer to employment with another institution of higher education. Organizations representing higher education teaching personnel should have the right to choose representatives to take part in the governance and administration of pension plans designed for higher-education teaching personnel where applicable, particularly those which are private and contributory. 
F. It is furthermore interesting to note that, North America, neither the United States nor Canada has legislated a Regional Convention Recognizing Higher Education.  The Regional Convention on the Recognition of Studies, Diplomas and Degrees in Higher Education in Latin America and the Caribbean done in Mexico City in 19 July 1974, Convention on the Recognition of Studies, Diplomas and Degrees in Higher Education in the Arab and European States Bordering on the Mediterranean done in Nice on 17 December 1976, Convention on the Recognition of Studies, Diplomas and Degrees in the Arab States done in Paris on 22 December 1978, Convention on the Recognition of Studies, Diplomas and Degrees concerning Higher Education in the States belonging to the Europe Region done in Paris on 21 December 1978, Regional Convention on the Recognition of Studies, Certificates, Diplomas and Degrees and other Academic Qualifications in Higher Education in the African States done in Arusha on 5 December 1981, Regional Convention on the Recognition of Studies, Diplomas and Degrees in Higher Education in Asia and the Pacific done in Bangkok on 16 December 1983 led to UNESCO General Conference Recommendation on the Recognition of Studies and Qualifications in Higher Education of 14 November 1993, the Convention on the Recognition of Qualifications Concerning Higher Education in the European Region done in Lisbon on 11 April 1997, Asia-Pacific Regional Convention on the Recognition of Qualifications in Higher Education done in Tokyo, 26 November 2011 and the Revised Convention on the Recognition of Studies, Certificates, Diplomas, Degrees and Other Academic Qualifications in Higher Education in African States done in Addis Ababa on 12 December 2014.
1. UNESCO General Assembly Recommendation on the Recognition of Studies and Qualifications in Higher Education of 14 November 1993 is conscious of the fact that education is a human right, and that higher education, which is instrumental in the pursuit and advancement of knowledge, constitutes an exceptionally rich cultural and scientific asset.  Considering that knowledge is universal, being part of the common heritage of humankind, and that means of making knowledge and learning more accessible to each individual must be sought.  Aware that the great diversity of the cultures and higher education systems existing in the world constitutes an exceptional resource that must be preserved, promoted and fostered. 1. For the purposes of this Recommendation and without prejudice to the definitions States may use in their internal administrative systems and laws: (a) `higher education' means all types of studies, training or training for research at the post-secondary level, provided by universities or other educational establishments, that are approved as institutions of higher education by the competent State authorities;  (b) `qualification in higher education' means any diploma, degree or other qualifying certificate that is awarded by an institution of higher education, or another appropriate authority, that establishes that the holder has successfully completed a course of study and qualifies him or her either to continue to a further stage of study or to practice a profession not requiring further special preparation; (c) 'partial studies' means any homogeneous fraction of a course at the first stage or at more advanced stages of higher studies that has been evaluated and authenticated and, while not a complete course in itself, can be equated with a significant acquisition of knowledge or skill; (d) `secondary education' means studies of any kind that follow primary, elementary or basic education and are a prerequisite for admission to higher education; (e) `recognition' of a foreign qualification in higher education means its acceptance by the competent authorities of the State concerned (whether they be governmental or non-governmental) as entitling its holder to be considered under the same conditions as those holding a comparable qualification awarded in that State and deemed comparable, for the purposes of access to or further pursuit of higher education studies, participation in research, the practice of a profession if this does not require the passing of examinations or further special preparation, or all the foregoing, according to the scope of the recognition; 2. Recognition of a qualification or certificate may not give a greater right to consideration in another State than in the State in which it was conferred...8 Admission to an institution of higher education may nevertheless be dependent on other conditions, such as the availability of places, the passing of entrance examinations, or adequate knowledge of the language of instruction. 
G. The International Charter of Physical Education and Sport of 21 November 1978 provides: 1.1. Every human being has a fundamental right of access to physical education and sport, which are essential for the full development of his personality. The freedom to develop physical, intellectual and moral powers through physical education and sport must be guaranteed both within the educational system and in other aspects of social life. Recommendation concerning Education for International Understanding, Co-operation and Peace and Education relating to Human Rights and Fundamental Freedoms of 19 November 1974 provides at 6. Education should stress the inadmissibility of recourse to war for purposes of expansion, aggression and domination, or to the use of force and violence for purposes of repression, and should bring every person to understand and assume his or her responsibilities for the maintenance of peace. It should contribute to international understanding and strengthening of world peace and to the activities in the struggle against colonialism and neo-colonialism in all their forms and manifestations, and against all forms and varieties of racialism, fascism, and apartheid as well as other ideologies which breed national and racial hatred and which are contrary to the purposes of this recommendation.
H. Art. 4 of the Convention on Technical and Vocational Education done in Paris on 10 November 1989 states, The Contracting States agree to review periodically the structure of technical and vocational education, study programs, plans, training methods and materials, as well as forms of co-operation between the school system and the world of work, so as to ensure that they are constantly adapted to' scientific and technological progress, to cultural progress and to changing employment needs in the various sectors of the economy, and that advances in educational research and innovation are taken into account with a view to application of the most effective teaching methods. The Revised Recommendation concerning Technical and Vocational Education inarticulately provides at paragraph 100. Internationally recommended standards and norms should be continuously evaluated through sustained research on and monitoring of the effectiveness of their application in each country, with a view to enabling countries to use lifelong technical and vocational education as a means of narrowing the disparities between the North and the South and as a bridge to a more prosperous and peaceful future in the twenty-first century.
I. The most recent UNESCO Universal Declaration on Bioethics and Human Rights 19 October 2005 is cited the Standard Rules on the Equalization of Opportunities for Persons with Disabilities adopted by the General Assembly of the United Nations in 1993 that swiftly led to the ratification of the Convention on the Rights of Persons with Disabilities for the 50th anniversary of the US Disability Insurance (DI) Trust Fund.  Conscious of the unique capacity of human beings to reflect upon their own existence and on their environment, to perceive injustice, to avoid danger, to assume responsibility, to seek cooperation and to exhibit the moral sense that gives expression to ethical principles.  Resolving that it is necessary and timely for the international community to state universal principles that will provide a foundation for humanity’s response to the ever-increasing dilemmas and controversies that science and technology present for humankind and for the environment.  Also noting international and regional instruments in the field of bioethics, including the Convention for the Protection of Human Rights and Dignity of the Human Being with regard to the Application of Biology and Medicine: Convention on Human Rights and Biomedicine of the Council of Europe, which was adopted in 1997 and entered into force in 1999, together with its Additional Protocols, as well as national legislation and regulations in the field of bioethics and the international and regional codes of conduct and guidelines and other texts in the field of bioethics, such as the Declaration of Helsinki of the World Medical Association on Ethical Principles for Medical Research Involving Human Subjects, adopted in 1964 and amended in 1975, 1983, 1989, 1996 and 2000 and the International Ethical Guidelines for Biomedical Research Involving Human Subjects of the Council for International Organizations of Medical Sciences, adopted in 1982 and amended in 1993 and 2002. 
§165 Sustainable Development Goals 
A. 25% of the world population is enrolled in school. In 2004, about 1.3 billion students were enrolled in schools around the world. Of these students, 685 million were in elementary-level programs, 503 million were in secondary programs, and 132 million were in higher education programs.  According to the United Nations Educational, Cultural and Scientific Organization Convention against Discrimination in Education (1960) the Guiding principle of Education from the earliest school years should be directed to the all-round development of the human personality and to the spiritual, moral, social, cultural and economic progress of the community, as well as to the inculcation of deep respect for human rights and fundamental freedoms; within the framework of these values the utmost importance should be attached to the contribution to be made by education to peace and to understanding, tolerance and friendship among all nations and among racial or religious groups.  John Stuart Mill wrote, the only way in which a human being can make some approach to knowing the whole of a subject is by hearing what can be said about it by persons of every variety of opinion and studying all modes in which it can be looked at by every character of mind.  No wise man ever acquired his or her wisdom in any mode but this.  
1. The concept of human development includes two related ideas.  The first is the important fact that the abilities and health of an individual depend on a cumulative process, of good health and access to health are, living in a safe environment, education, building skills, and on-the-job experience.  In the twenty-first century world economy, universal primary education is surely not enough.  All children need a secondary education followed by some form of vocational training or tertiary education.  It is the very nature of our technological age that young people today will on average require more skills and training than their parents.  Beyond secondary education there will be many tracks to job skills and further training.  These might include vocational schools to learn a specific skill or higher education in the form of two-year programs, typically called associated degrees in the United States, or four-year programs, typically called bachelor’s degrees.  The United States faces a triple challenge: highly unequal access to higher education; very little increase in the rate of college graduation since the 1970s; and a massive buildup of student debt.
2. Twenty or thirty years ago, most of the focus was on the formal public education system, with little understanding of the crucial importance of the preschool environment, including the health, nutrition, physical safety, and preschool preparation of children ages 0-6.  Research over the past twenty years has shown the startlingly important effects of early childhood, especially during the first three years, when the brain develops in many dynamic and important ways.  If those first three years are a period of excessive environmental stress (e.g. a household marked by violence, noise, and lack of security) repeated illness or malnutrition, or the lack of adequate cognitive stimulus and educational preparation, a young child will likely incur liabilities that may be impossible to overcome during school years or later.  Missing a year of investment in human capital when a child is two cannot be made up by that same investment when the child is six. If the United States shifted resources from locking up young men to educating young children, it would experience a huge gain in fairness, productivity and wellbeing of the society.  Of the children in the poorest quintile, 48% had no post- secondary education, and another 45% had some PSE but no bachelor’s degree.  Only 7% had a bachelor’s degree and none had a master’s degree.
3. The only middle-income people who can afford an undergraduate degree anymore are undereducated law enforcement officers who particularly want to be required a minimum of a Bachelor degree and funded part-time through law school.  Several state studies have shown no recidivism, re-incarceration within three years of release, from people who earned a post-conviction Bachelor degrees, whereas recidivism otherwise ran around 25% for associates degrees, 50% for vocational certificates (such as police academy) and 66% for those otherwise released from state prison.  To reduce unemployment of law school graduates, it is recommended that law schools include 4-20 week police and correctional correctional programs, in their three year curriculum, and having saturated the courts with impressive standing juries of public defenders, academy lawyers be preferentially employed as police and corrections officers, in a more methodically educated legal system.
B. Article 26 of the Universal Declaration of Human Rights of 1948 provides: (1) Everyone has the right to education.  Education shall be free, at last in the elementary and secondary stages.  Elementary education shall be compulsory.  Technical and professional education shall be made generally available and higher education shall be equally accessible on the basis of merit.  (2) Education shall be directed to the full development of the human personality and to the strengthening of respect for human rights and fundamental freedoms.  It shall promote understanding, tolerance and friendship among all nations, racial or religious groups, and shall further the activities of the United Nations for the maintenance of peace.  (3) Parents have a prior right to choose the kind of education that shall be given their children.  The Declaration on the Granting of Independence to Colonial Countries and Peoples (1960) states at (3) Inadequacy of political, economic, social or educational preparedness should never serve as a pretext to delay independence.
1. Article 13 of the International Covenant on Economic, Social and Cultural Rights of 1966 provides: (1) The States Parties to the present Covenant recognize the right of everyone to education. They agree that education shall be directed to the full development of the human personality and the sense of its dignity, and shall strengthen the respect for human rights and fundamental freedoms. They further agree that education shall enable all persons to participate effectively in a free society, promote understanding, tolerance and friendship among all nations and all racial, ethnic or religious groups, and further the activities of the United Nations for the maintenance of peace. (2) The States Parties to the present Covenant recognize that, with a view to achieving the full realization of this right: (a) Primary education shall be compulsory and available free to all; (b) Secondary education in its different forms, including technical and vocational secondary education, shall be made generally available and accessible to all by every appropriate means, and in particular by the progressive introduction of free education; (c) Higher education shall be made equally accessible to all, on the basis of capacity, by every appropriate means, and in particular by the progressive introduction of free education; (d) Fundamental education shall be encouraged or intensified as far as possible for those persons who have not received or completed the whole period of their primary education; (e) The development of a system of schools at all levels shall be actively pursued, an adequate fellowship system shall be established, and the material conditions of teaching staff shall be continuously improved.  3. The States Parties to the present Covenant undertake to have respect for the liberty of parents and, when applicable, legal guardians to choose for their children schools, other than those established by the public authorities, which conform to such minimum educational standards as may be laid down or approved by the State and to ensure the religious and moral education of their children in conformity with their own convictions.  4. No part of this article shall be construed so as to interfere with the liberty of individuals and bodies to establish and direct educational institutions, subject always to the observance of the principles set forth in paragraph I of this article and to the requirement that the education given in such institutions shall conform to such minimum standards as may be laid down by the State.  Art. 14 provides: Each State Party to the present Covenant which, at the time of becoming a Party, has not been able to secure in its metropolitan territory or other territories under its jurisdiction compulsory primary education, free of charge, undertakes, within two years, to work out and adopt a detailed plan of action for the progressive implementation, within a reasonable number of years, to be fixed in the plan, of the principle of compulsory education free of charge for all.  
C. Writing was invented in Babylon ca. 3100 BC.  The Greek Alphabet was invented around 650-550 BC.  The first schools developed around 500-400 BC.  In the earliest of times literacy was a highly restricted and relatively un-prestigious craft, with little of the association of wealth, power, status, and knowledge it was later to acquire.  Literacy was a tool primarily for serving the needs of state, bureaucracy, church and trade.  As reading and writing began to spread among the population, mostly the free males, writing began to set down the results of speech. Libraries were constructed and the clever reader would copy a text and sell it to another library.  The spread of literacy and the development of universities meant that by the 15th century, despite an assembly line approach to the production of books, supply was no longer able to meet demand. In 1440. German inventor Johannes Gutenberg invented a printing press process that, with refinements and increased mechanization, remained the principal means of printing until the late 20th century. The use of movable type in printing was invented in 1041 AD by Bi Sheng in China. Since there are thousands of Chinese characters, the benefit of the technique is not as obvious as in European languages. Although Laurence Koster of Haarlem, Netherlands also laid claim to the invention, scholars have generally accepted Gutenberg as the father of modern printing  By 1499 print-houses had become established in more than 2500 cities in Europe. In the 1800s free public schools and literacy tests were developed.  In the 1900s non-print electronic media became available.  
1. World illiteracy has declined from 36% of the global population to about 19%.  Estimates show that there are 757 million adults, including 115 million youth, who cannot read or write a simple sentence and two-thirds of them are women. UNESCO and the UNESCO Institute for Lifelong Learning (UIL) is holding a consultation meeting at the Organization’s Headquarters in Paris on 25 February, 2016 to discuss the establishment of a Global Alliance for Literacy (GAL) within the framework of lifelong learning.  Millennium Development Goal 3 seeks to “Ensure inclusive and equitable quality education and promote lifelong learning opportunities for all.” while Target 3.6 aims by 2030 to “ensure that all youth and a substantial proportion of adults, both men and women, achieve literacy and numeracy.”  There are now 7.2 billion people on the planet, roughly 9 times the 800 million people estimated to have lived in 1750, as the start of the Industrial Revolution.  The world population continues to rise rapidly, by around 75 million people per year.  Soon enough there will be 8 billion by the 2020s, and perhaps 9 billion by the early 2040s.  These billions of people are looking for their foothold in the world economy.  The poor are struggling to find the food, safe water, health care, and shelter they need for mere survival.  Those just above the poverty line are looking for improved prosperity and righter future for their children.  Those in the high-income world are hoping that technological advances will offer them and their families even higher levels of wellbeing.  In short, 7.2 billion people, with a GWP of $90 trillion, are looking for economic improvement. They are doing so in a world economy that is increasingly interconnected through trade, finance, technologies, production flows, migration and social networks.  
D. Millennium Development Goal 2 was to “ensure that, by 2015, children everywhere, boys and girls alike, will be able to complete a full course of primary schooling” and Goal 3, “to eliminate gender disparity in primary and secondary education as soon as 2005. There has been remarkable progress towards achieving universal primary education in developing countries since 1990, with many countries having crossed the 90% enrollment threshold.  Enrollment in primary education has increased fastest in sub-Saharan Africa, from 54% in 1990 to 74% in 2007.  Truancy remains a problem and more than 72 million children of primary school age around the world, about half of them in sub-Saharan Africa, remain out of school. Furthermore, dropout rates remain high in many countries, implying that achieving 100% primary school completion rates remains a challenge, but remedial courses are always an option.  Use of the Internet has increased steadily, with almost one fourth of the world’s population having Internet access. However, less than 18% of the population in developing countries was using the Internet (and only 4% in the least developed countries), compared with over 60% in developed countries. The gender gap in primary school enrollment has narrowed in the past decade, albeit at a slow pace. In developing countries in 2007, over 95 girls of primary school age were in school for every 100 boys, compared with 91 in 1999. Progress in secondary schooling has been slower, and in some regions, gaps are widening. In sub-Saharan Africa, the percentage of enrollment of girls compared with boys in secondary education fell from 82% in 1999 to 79% in 2007.  Only 53 of the 171 countries with available data had achieved gender parity in both primary and secondary education, 14 more than in 1999.   The share of national parliamentary seats held by women has increased only slowly, averaging 18% as at January 2009. While this is far from the 30% target envisioned in the Beijing Platform for Action, it represents a rise from 11% 10 years earlier.  At the present rate it will take another 40 years for developing countries to reach between 40% and 60% share of parliamentary seats for women.  The initial 10 SDGs did not make any reference to education.  The United Nations has agreed upon 17 Sustainable Development Goals for 2030.  Goal 4 Ensure inclusive and equitable quality education and promote lifelong learning opportunities for all. 
1. Despite progress, the world failed to meet the Millennium Development Goal of achieving universal primary education by 2015. In 2013, the latest year for which data are available, 59 million children of primary-school age were out of school. Estimates show that, among those 59 million children, 1 in 5 of those children had dropped out and recent trends suggest that 2 in 5 of out-of-school children will never set foot in a classroom. The Sustainable Development Goals clearly recognize that this gap must be closed, even as the international community more explicitly addresses the challenges of quality and equity.  Measuring learning achievement, starting in the early grades, will help to identify where schools are failing to meet their commitments to children and to formulate appropriate remedial action. For example, data for 2013 from 15 Latin American countries show that in six countries, fewer than 50% of third graders had a minimum level of proficiency in mathematics; in three countries, fewer than half were proficient in reading.  At the end of primary school, children should be able to read and write and to understand and use basic concepts in mathematics. However, in 2014, between 40% and 90% of children failed to achieve even minimum levels of proficiency in reading, in 10 African countries, and in nine of those countries, between 40% and 90% of children failed to achieve minimum levels of proficiency in mathematics. The end of lower secondary education often coincides with the end of compulsory education. By this stage, young people should be able to master subject-related knowledge and skills and possess personal and social skills. Data from 38 countries in the developed regions show that, in the majority of those countries, at least 75% of young people achieved at least a minimum proficiency in reading and/or mathematics; the same was true for only 5 out of 22 countries, in developing regions, for which data were available. Completion rates for both primary and lower secondary education has been rising steadily since 2000. Completion rates for primary education in both developed and developing regions exceeded 90% in 2013.
2. At the lower secondary level, the gap between developed and developing regions has narrowed substantially, but still stood at nearly 20 percentage points in 2013 (91% for developed regions and 72% for developing regions).  Quality early education provides children with basic cognitive and language skills and fosters emotional development. In the majority of the 58 countries with available data for the period 2009-2015, more than half of children between the ages of 3 and 4 were developmentally on track in at least three of the following domains: literacy, numeracy, physical development, social-emotional development and learning.  Goal 4 strongly supports the reduction of persistent disparities. Worldwide, in 2013, two thirds of the 757 million adults (aged 15 and over) who were unable to read and write were women. Globally, in 2013, 1 in 10 girls were out of school, compared to 1 in 12 boys. Children from the poorest 20 per cent of households are nearly four times more likely to be out of school than their richest peers. Out-of-school rates are also higher in rural areas and among children from households headed by someone with less than a primary education.  To fulfill the promise of universal primary and secondary education, new primary school teachers are needed, with current estimates showing a need for nearly 26 million of them by 2030. Africa faces the greatest challenges in this regard, with nearly 7 in 10 countries experiencing acute shortages of trained primary school teachers. In 2013, only 71% of teachers in sub-Saharan Africa and 84 per cent in Northern Africa were trained in accordance with national standards.  Official development assistance for educational scholarships amounted to around $1.1 billion annually from 2011 to 2013. It totaled $1.2 billion in 2014, with Australia, France and Japan being the largest contributors.

E. The evidence from the MDGs is powerful and encouraging.  In September 2000, the UN General Assembly adopted the “Millennium Declaration”, which included the MDGs.  Those eight goals became the centerpiece of the development effort for poor countries around the world.  They seem to have made a difference.  There has been a marked acceleration of poverty reduction, disease control, and increased access to schooling and infrastructure in the poorest countries in the world, and especially in Africa, as the result of the MDGs.  They helped to organize a global effort.  The world needs to be oriented in a direction to fight poverty or to help achieve sustainable development.  Stating goals helps individuals, organizations and governments all over the world to agree on the direction.  A second aspect of global goals is peer pressure.  Peer pressure came in when leaders were publicly and privately questioned on their progress and the steps they were taking to achieve the MDGs.  A third way that goals matter is in mobilizing epistemic communities.  Epistemic communities (or Knowledge communities) are networks of expertise, knowledge and practice around specific challenges like growing food, fighting diseases, or designing and implementing city plans.  When goals are set, those communities of knowledge and practice come together to recommend practical pathways to achieve results.  The role of epistemic communities is extremely important, because governments by themselves do not have the expertise that exists to guide action.  The expert-knowledge communities can make critical recommendations of what actually to do, such as the recommendations made by the UN Millennium Project. Finally, goals not only mobilize knowledge networks, but they also mobilize stakeholder networks.  Community leaders, politicians, government ministries, the scientific community, leading nongovernmental organizations, religious groups, international organizations, donor organizations, and foundations are all constituents that need to be pulled together.  That kind of multi-stakeholder process is essential for the complex challenges of sustainable development and for the fight against poverty, hunger and disease. In his famous peace speech in June 1963, President John F. Kennedy said: “by defining our goals more clearly, by making it seem more manageable and less remote, we can help all people to see it, to draw hope from it and to move irresistibly towards it”.  This is the essence of the importance of goal setting.  The MDGs have made it clear that reducing poverty must be the primary goal of any written attempt at progressive socio-economic collectivization and indeed government.  Lagging international rankings in standardized tests despite the obsession therewith of the Clinton Goals: 2000 and Bush No Child Left Behind Act is evidence that even with the highest education spending in the world US academic achievement continues to improve in all areas at a slower rate of growth than all other industrialized nations, where the children are slowly getting richer.  The highest education spending in the world is poor substitute for the deprivation of 10 million TANF benefits 1996-00 18USC§246. 
MDGs for 2015 Progress Report 1990 & 2005

	Primary Indicator
	1990
	2005
	Goal

	Goal 1: Halve Poverty <$1 day
	45.5%
	21.5%
	22.75%

	Goal 2: Universal Primary Education
	82.0%
	89.0%
	90.0%

	Goal 3: 1.0 Gender Ratio in Education
	0.89
	0.96
	1.00

	Goal 4: Reduce Child Mortality 2/3
	9.3%
	6.7%
	3.1%

	Goal 5: Reduce Maternal Mortality 3/4
	430
	400
	143

	Goal 6: Halt & Reverse Spread of AIDS
	8
	33.3
	<

	Goal 7: Halve Lack of Access to H20
	77%
	87%
	88.5%

	Goal 8: Develop Global Partnership
	52.7
	107.1
	>


Source: UN Millennium Development Goal Report 2009
1. The adoption of the Millennium Declaration in 2000 by 189 States Members of the United Nations, 147 of which were represented by their Head of State, was a defining moment for global cooperation in the twenty-first century. The Declaration gave birth to a set of eight goals that break down into 21 quantifiable targets that are measured by 61 indicators, known as the Millennium Development Goals to End Poverty for 2015.  The eight Millennium Development Goals (MDGs) –have galvanized unprecedented efforts to meet the needs of the poorest.  The UN Millennium Development Goal Report 2009 brings into question whether Goal 1 to halve poverty, <$1 day, from 45.5% in 1990 to 22.75% in 2015, has been jeopardized by the recession.  In 2007, only 21.5% were extremely poor, however the recession plunged 100 million more people below $1 a day and poverty increased to 22.9%, so Goal 1 was not achieved in 2009 but almost certainly was by 2015.
2. Goal 2 “Ensure that, by 2015, children everywhere, boys and girls alike, will be able to complete a full course of primary schooling” and Goal 3, “to ‘eliminate’ gender disparity in primary and secondary education as soon as 2005 were idealistic. Nonetheless there has been remarkable progress towards achieving universal primary education in developing countries since 1990, with many countries having crossed the 90 per cent enrollment threshold.  Enrollment in primary education has increased fastest in sub-Saharan Africa, from 54 per cent in 1990 to 74 per cent in 2007.  Truancy remains a problem and more than 72 million children of primary school age around the world, about half of them in sub-Saharan Africa, remain out of school. Furthermore, dropout rates remain high in many countries, implying that achieving 100 per cent primary school completion rates remains a challenge, but remedial courses are always an option.
a. Use of the Internet has increased steadily, with almost one fourth of the world’s population having Internet access. However, less than 18 per cent of the population in developing countries was using the Internet (and only 4 per cent in the least developed countries), compared with over 60 per cent in developed countries. The gender gap in primary school enrollment has narrowed in the past decade, albeit at a slow pace. In developing countries in 2007, over 95 girls of primary school age were in school for every 100 boys, compared with 91 in 1999. Progress in secondary schooling has been slower, and in some regions, gaps are widening. In sub-Saharan Africa, the percentage of enrollment of girls compared with boys in secondary education fell from 82 per cent in 1999 to 79 per cent in 2007.  Only 53 of the 171 countries with available data had achieved gender parity in both primary and secondary education, 14 more than in 1999.   The share of national parliamentary seats held by women has increased only slowly, averaging 18 per cent as at January 2009. While this is far from the 30 percent target envisioned in the Beijing Platform for Action, it represents a rise from 11 per cent 10 years earlier.  At the present rate it will take another 40 years for developing countries to reach between 40 and 60 per cent share of parliamentary seats for women.
Goals 2 & 3 Equal Access to Primary Education, Gender, Literacy 1990 & 2007 
	Primary School

Enrollment

Completion
	Ratio Girls to Boys 1991
	Ratio Girls to Boys 2007
	Enrollment Rate

1991
	Enrollment Rate

2007
	Completion Rate

1999
	Completion Rate

2007
	Literacy 

1990

Male/Female
	Literacy

2007

Male/Female

	World
	0.89
	0.96
	82.0%
	89.0%
	81.7%
	87.3%
	82.4% 70.0%
	88.4%  79.4%

	Developing 
	0.87
	0.95
	79.6%
	88.1%
	78.9%
	85.8%
	76.6% 59.1%
	85.4% 73.4%

	Northern Africa
	0.82
	0.94
	82.8%
	95.6%
	86.6%
	95.1%
	61.4% 35.7%
	77.3% 58.3%

	Sub-Saharan Africa
	0.83
	0.90
	53.5%
	73.5%
	49.9%
	63.1%
	63.1% 45.0%
	71.1% 53.8%

	Latin America & Caribbean
	0.99
	0.97
	86.7%
	94.9%
	96.6%
	100.4%
	87.7% 85.6%
	91.7% 90.3%

	East Asia and Pacific
	0.94
	0.99
	96%
	95.2%
	101.8%
	100.7%
	87.8% 70.1%
	96.6% 90.5%

	South Asia
	0.77
	0.95
	71.9%
	89.8%
	66.9%
	80.6%
	60.1% 34.0%
	74.4% 53.3%

	Europe and Central Asia
	0.99
	0.99
	90.0%
	93.6%
	95.9%
	96.6%
	99.4% 97.2%
	99.6% 99.1%

	OECD
	0.99
	1.00
	97.9%
	96.4%
	99.2%
	98.6%
	99.4% 98.8%
	99.5% 99.2%


Source: The Millennium Development Goals Report 2009 Indicator 2.1, 2.2, 2.3 & 3.1
3. Probably the biggest accomplishments of the MDGs have been in the area of public health.  Three out of the eight MDGs are about health: reducing child mortality and maternal mortality and controlling the epidemic of communicable diseases.  The MDGs have made a very big difference.  Many organizations in academia, private foundations (such as the Bill and Melinda Gates Foundation, businesses, and international agencies worked together to develop and disseminate new technologies and business models for success.  There were specific funding mechanisms attached to achieve the health MDGs.  Most important was the arrival of the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM), which was established in 2001, just one year after the MDGs were adopted, and put into motion in 2002.  The US government adopted the President’s Emergency Plan for AIDS Relief (PEPFAR) in 2003 and put billions of dollars into the fight against AIDS in poor countries.  In 2005 the US government adopted the President’s Malaria Initiative (PMI).  The health MDGs succeeded in those areas because of monitoring, measurement, evaluation, and feedback to program design.  There has not been a global fund for clean water, sanitation, electricity and free wifi along the same lines.   The ten Sustainable Development Goals (SDGs) prepared for the completion of the MDGs in 2015 have three associated specific targets, and even more (usually around ten) specific numerical indicators to track progress on the goals and targets.  Here are the ten SDGs recommended by the UN SDSN preparatory commission.

SDG 1: End extreme poverty, including hunger.  The more specific goal is to end extreme poverty in all forms, to complete the MDGs including hunger, child stunting, malnutrition, and food insecurity, and give special support to highly vulnerable countries.  The World Bank leadership voted in 2013 to take on this specific objective, specifically for the Bank to contribute to ending extreme poverty by the year 2030.  The overriding idea that ending extreme poverty in all its forms can actually be accomplished by our generation is becoming official policy.
SDG 2: Achieve economic development within planetary boundaries.  This goal means all countries have a right to economic development as long as that development respects planetary boundaries, ensures sustainable production and consumption patterns, and helps to stabilize the global population by midcentury.  The idea of SDG 2 is to give support to continued economic growth, especially in the developing countries, but only growth that is environmentally sustainable within the planetary boundaries.  This will require huge changes in the ways we use and produce energy, grow food, design and build cities, and so forth.

SDG 3: Ensure effective learning for all children and for youth for their lives and their livelihoods.  This education goal is stated as “effective learning” meaning children should be enabled to develop the skills they need to be productive, to be fulfilled in their lives, to be good citizens, and to be able to find decent jobs.  As technology changes, the pathways to decent work also require decent skills and good education.  Part of effective learning will include greater attention to early childhood development, when key brain development occurs. 

SDG 4: Achieve gender equality, social inclusion and human rights for all.  Sustainable development rests on the core dimensions of justice, fairness, social inclusion and social mobility.  Discrimination is a huge and persistent barrier to full participation in economic life and to life satisfaction.  This goal will also direct the world’s attention to excessive inequality of income and wealth and to the concept of “relative poverty” meaning a situation in which households are not in extreme poverty, but are still too poor to be part of the dignified life of the society.
SDG 5: Achieve health and wellbeing at all ages.  The subtitle of this SDG is to achieve universal health coverage at every stage of life with particular emphasis on primary health services, including reproductive health, to ensure that all people receive quality health services without suffering financial hardship.  All countries will also be called upon to promote policies to help individuals make healthy and sustainable decisions regarding diet, physical activity, and other individual or social dimensions of health.  With proper organization n, it is possible to reduce child and maternal mortality dramatically, to raise life expectancy, and to control many diseases at very low cost.  

SDG 6: Improve agricultural systems and raise rural productivity.  This goal calls on all countries to improve farming practices, rural infrastructure, and access to resources for food production to increase the productivity of agriculture, livestock, and fisheries; raise smallholder incomes; reduce environmental impacts; promote rural prosperity; and ensure resilience to climate change.  Smallholder farmers face many challe3nges.  There are the problems of freshwater depletion, the impacts of climate change and the need to create a new technology – and information – based systems that help raise the most impoverished of these families out of poverty and ensure that farm systems are more productive and resilient.  At the same time, existing farm practices lead to the loss of biodiversity, groundwater depletion, excessive fluxes of nitrogen and phosphorus, chemical pollution, and other harms.  Sustainable Development Goal 6 recognizes the centrality of sustainable agriculture and, as part of that, the sustainability of the food supply. 

SDG 7: Empower inclusive, productive and resilient cities.  The goal is to make all cities socially inclusive, economically productive, environmentally sustainable, and secure and resilient to climate change and other risks.  Success in SDG 7 will require new forms of participatory, accountable, and effective city governance to support rapid and equitable urban transformation.

SDG 8: curb human-induced climate change and ensure sustainable energy.  The aim is to curb greenhouse gas emissions from the energy industry, agriculture ,the built environment, and the land-use change to ensure a peak of global CO2 emission in the coming years and to head off the rapidly growing dangers of climate change; and to promote sustainable energy for all.  The world will need to cut greenhouse gas emissions approximately by half by 2050, even as the world economy grows perhaps threefold between now and then.  Success requires that the world decarbonize the energy system while also ensuring that electricity and modern energy services are available for all.  Meeting this challenge will of course require a much faster transition to low-carbon energy than we have achieved to date. 

SDG 9: Secure ecosystem services and biodiversity and ensure good management of water and other natural resources.  Biodiversity and marine and terrestrial ecosystems of local, regional and global significance should be measured, managed, and monitored to ensure that continuation of resilient and adaptive life support systems that support sustainable development.  Water and other natural resources should be managed sustainably and transparently to support inclusive economic and human development.
SDG 10: Transform governance for sustainable development.  The public sector, business and other stakeholders should commit to good governance.   Good governance for sustainable development includes transparency, accountability, access to information, participation, an end to tax havens, and efforts to stamp out corruption.  The international rules governing international finance, trade, corporate reporting, technology and intellectual property should be made consistent with achieving the 

SDGs.  The financing of poverty reduction and global public goods, such as education, should be strengthened and based on a graduated set of global rights and responsibilities. 
F. In 2015 the United Nations has agreed upon the metrics of 17 Sustainable Development Goals for 2030. Goal 1 End poverty in all its forms everywhere. Goal 2 End hunger, achieve food security and improved nutrition and promote sustainable agriculture. Goal 3 Ensure healthy lives and promote well-being for all at all ages. Goal 4 Ensure inclusive and equitable quality education and promote lifelong learning opportunities for all. Goal 5 Achieve gender equality and empower all women and girls. Goal 6 Ensure availability and sustainable management of water and sanitation for all. Goal 7 Ensure access to affordable, reliable, sustainable and modern energy for all. Goal 8 Promote sustained, inclusive and sustainable economic growth, full and productive employment and decent work for all. Goal 9 Build resilient infrastructure, promote inclusive and sustainable industrialization and foster innovation. Goal 10 Reduce inequality within and among countries. Goal 11 Make cities and human settlements inclusive, safe, resilient and sustainable. Goal 12 Ensure sustainable consumption and production patterns. Goal 13 Take urgent action to combat climate change and its impacts * Acknowledging that the United Nations Framework Convention on Climate Change is the primary international, intergovernmental forum for negotiating the global response to climate change.  Goal 14 Conserve  and sustainably use the oceans and marine resources for sustainable development. Goal 15 Protect, restore and promote sustainable use of terrestrial ecosystems, sustainably manage forests, combat desertification, and halt and reverse land degradation and halt biodiversity loss. Goal 16 Promote peaceful and inclusive societies for sustainable development, provide access to justice for all and build effective, accountable and inclusive institutions at all levels. Goal 17 Strengthen the means of implementation and revitalize the global partnership for sustainable development.
Goal 1 End poverty in all its forms everywhere. 
1.1 By 2030, eradicate extreme poverty for all people everywhere, currently measured as people living on less than $1.25 a day. 

1.2 By 2030, reduce at least by half the proportion of men, women and children of all ages living in poverty in all its dimensions according to national definitions.

1.3 Implement nationally appropriate social protection systems and measures for all, including floors, and by 2030 achieve substantial coverage of the poor and the vulnerable.

1.4 By 2030, ensure that all men and women, in particular the poor and the vulnerable, have equal rights to economic resources, as well as access to basic services, ownership and control over land and other forms of property, inheritance, natural resources, appropriate new technology and financial services, including microfinance.

1.5 By 2030, build the resilience of the poor and those in vulnerable situations and reduce their exposure and vulnerability to climate-related extreme events and other economic, social and environmental shocks and disaster.

1.a Ensure significant mobilization of resources from a variety of sources, including through enhanced development cooperation, in order to provide adequate and predictable means for developing countries, in particular least developed countries, to implement programmes and policies to end poverty in all its dimensions.

1.b Create sound policy frameworks at the national, regional and international levels, based on pro-poor and gender-sensitive development strategies, to support accelerated investment in poverty eradication actions.
Goal 2 End hunger, achieve food security and improved nutrition and promote sustainable agriculture. 
2.1 By 2030, end hunger and ensure access by all people, in particular the poor and people in vulnerable situations, including infants, to safe, nutritious and sufficient food all year round.

2.2 By 2030, end all forms of malnutrition, including achieving, by 2025, the internationally agreed targets on stunting and wasting in children under 5 years of age, and address the nutritional needs of adolescent girls, pregnant and lactating women and older persons.

2.3 By 2030, double the agricultural productivity and incomes of small-scale food producers, in particular women, indigenous peoples, family farmers, pastoralists and fishers, including through secure and equal access to land, other productive resources and inputs, knowledge, financial services, markets and opportunities for value addition and non-farm employment. 

2.4 By 2030, ensure sustainable food production systems and implement resilient agricultural practices that increase productivity and production, that help maintain ecosystems, that strengthen capacity for adaptation to climate change, extreme weather, drought, flooding and other disasters and that progressively improve land and soil quality.

2.5 By 2020, maintain the genetic diversity of seeds, cultivated plants and farmed and domesticated animals and their related wild species, including through soundly managed and diversified seed and plant banks at the national, regional and international levels, and promote access to and fair and equitable sharing of benefits arising from the utilization of genetic resources and associated traditional knowledge, as internationally agreed.

2.a Increase investment, including through enhanced international cooperation, in rural infrastructure, agricultural research and extension services, technology development and plant and livestock gene banks in order to enhance agricultural productive capacity in developing countries, in particular least developed countries.

2.b Correct and prevent trade restrictions and distortions in world agricultural markets, including through the parallel elimination of all forms of agricultural export subsidies and all export measures with equivalent effect, in accordance with the mandate of the Doha Development Round.

2.c Adopt measures to ensure the proper functioning of food commodity markets and their derivatives and facilitate timely access to market information, including on food reserves, in order to help limit extreme food price volatility.
Goal 3 Ensure healthy lives and promote well-being for all at all ages. 
3.1 By 2030, reduce the global maternal mortality ratio to less than 70 per 100,000 live births.  

3.2 By 2030, end preventable deaths of newborns and children under 5 years of age, with all countries aiming to reduce neonatal mortality to at least as low as 12 per 1,000 live births and under-5 mortality to at least as low as 25 per 1,000 live births .

3.3 By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected tropical diseases and combat hepatitis, water-borne diseases and other communicable diseases.

3.4 By 2030, reduce by one third premature mortality from non-communicable diseases through prevention and treatment and promote mental health and well-being. 

3.5 Strengthen the prevention and treatment of substance abuse, including narcotic drug abuse and harmful use of alcohol.

3.6 By 2020, halve the number of global deaths and injuries from road traffic accidents. 

3.7 By 2030, ensure universal access to sexual and reproductive health-care services, including for family planning, information and education, and the integration of reproductive health into national strategies and programmes.

3.8 Achieve universal health coverage, including financial risk protection, access to quality essential health-care services and access to safe, effective, quality and affordable essential medicines and vaccines for all. 

3.9 By 2030, substantially reduce the number of deaths and illnesses from hazardous chemicals and air, water and soil pollution and contamination. 

3.a Strengthen the implementation of the World Health Organization Framework Convention on Tobacco Control in all countries, as appropriate.

3.b Support the research and development of vaccines and medicines for the communicable and non-communicable diseases that primarily affect developing countries, provide access to affordable essential medicines and vaccines, in accordance with the Doha Declaration on the TRIPS Agreement and Public Health, which affirms the right of developing countries to use to the full the provisions in the Agreement on Trade-Related Aspects of Intellectual Property Rights regarding flexibilities to protect public health, and, in particular, provide access to medicines for all.

3.c Substantially increase health financing and the recruitment, development, training and retention of the health workforce in developing countries, especially in least developed countries and small island developing States 

3.d Strengthen the capacity of all countries, in particular developing countries, for early warning, risk reduction and management of national and global health risks.
Goal 4 Ensure inclusive and equitable quality education and promote lifelong learning opportunities for all. 
4.1 By 2030, ensure that all girls and boys complete free, equitable and quality primary and secondary education leading to relevant and effective learning outcomes. 

4.2 By 2030, ensure that all girls and boys have access to quality early childhood development, care and pre-primary education so that they are ready for primary education.

4.3 By 2030, ensure equal access for all women and men to affordable and quality technical, vocational and tertiary education, including university.

4.4 By 2030, substantially increase the number of youth and adults who have relevant skills, including technical and vocational skills, for employment, decent jobs and entrepreneurship.

4.5 By 2030, eliminate gender disparities in education and ensure equal access to all levels of education and vocational training for the vulnerable, including persons with disabilities, indigenous peoples and children in vulnerable situations 

4.6 By 2030, ensure that all youth and a substantial proportion of adults, both men and women, achieve literacy and numeracy.

4.7 By 2030, ensure that all learners acquire the knowledge and skills needed to promote sustainable development, including, among others, through education for sustainable development and sustainable lifestyles, human rights, gender equality, promotion of a culture of peace and non-violence, global citizenship and appreciation of cultural diversity and of culture’s contribution to sustainable development. 

4.a Build and upgrade education facilities that are child, disability and gender sensitive and provide safe, non-violent, inclusive and effective learning environments for all. 

4.b By 2020, substantially expand globally the number of scholarships available to developing countries, in particular least developed countries, small island developing States and African countries, for enrollment in higher education, including vocational training and information and communications technology, technical, engineering and scientific programs, in developed countries and other developing countries.

4.c By 2030, substantially increase the supply of qualified teachers, including through international cooperation for teacher training in developing countries, especially least developed countries and small island developing States.
Goal 5 Achieve gender equality and empower all women and girls.  
5.1 End all forms of discrimination against all women and girls everywhere.

5.2 Eliminate all forms of violence against all women and girls in the public and private spheres, including trafficking and sexual and other types of exploitation. 

5.3 Eliminate all harmful practices, such as child, early and forced marriage and female genital mutilation. 

5.4 Recognize and value unpaid care and domestic work through the provision of public services, infrastructure and social protection policies and the promotion of shared responsibility within the household and the family as nationally appropriate,.

5.5 Ensure women’s full and effective participation and equal opportunities for leadership at all levels of decision-making in political, economic and public life.

5.6 Ensure universal access to sexual and reproductive health and reproductive rights as agreed in accordance with the Programme of Action of the International Conference on Population and Development and the Beijing Platform for Action and the outcome documents of their review conferences. 

5.a Undertake reforms to give women equal rights to economic resources, as well as access to ownership and control over land and other forms of property, financial services, inheritance and natural resources, in accordance with national laws. 

5.b Enhance the use of enabling technology, in particular information and communications technology, to promote the empowerment of women. 

5.c Adopt and strengthen sound policies and enforceable legislation for the promotion of gender equality and the empowerment of all women and girls at all levels.
Goal 6 Ensure availability and sustainable management of water and sanitation for all. 
6.1 By 2030, achieve universal and equitable access to safe and affordable drinking water for all.

6.2 By 2030, achieve access to adequate and equitable sanitation and hygiene for all and end open defecation, paying special attention to the needs of women and girls and those in vulnerable situations.

6.3 By 2030, improve water quality by reducing pollution, eliminating dumping and minimizing release of hazardous chemicals and materials, halving the proportion of untreated wastewater and substantially increasing recycling and safe reuse globally. 

6.4 By 2030, substantially increase water-use efficiency across all sectors and ensure sustainable withdrawals and supply of freshwater to address water scarcity and substantially reduce the number of people suffering from water scarcity.

6.5 By 2030, implement integrated water resources management at all levels, including through transboundary cooperation as appropriate.

6.6 By 2020, protect and restore water-related ecosystems, including mountains, forests, wetlands, rivers, aquifers and lakes. 

6.a By 2030, expand international cooperation and capacity-building support to developing countries in water- and sanitation-related activities and programs, including water harvesting, desalination, water efficiency, wastewater treatment, recycling and reuse technologies.

6.b Support and strengthen the participation of local communities in improving water and sanitation management.
Goal 7 Ensure access to affordable, reliable, sustainable and modern energy for all.

7.1 By 2030, ensure universal access to affordable, reliable and modern energy services.

7.2 By 2030, increase substantially the share of renewable energy in the global energy mix. 

7.3 By 2030, double the global rate of improvement in energy efficiency. 

7.a By 2030, enhance international cooperation to facilitate access to clean energy research and technology, including renewable energy, energy efficiency and advanced and cleaner fossil-fuel technology, and promote investment in energy infrastructure and clean energy technology. 

7.b By 2030, expand infrastructure and upgrade technology for supplying modern and sustainable energy services for all in developing countries, in particular least developed countries, small island developing States, and land-locked developing countries, in accordance with their respective programs of support.
Goal 8 Promote sustained, inclusive and sustainable economic growth, full and productive employment and decent work for all.
8.1 Sustain per capita economic growth in accordance with national circumstances and, in particular, at least 7 per cent gross domestic product growth per annum in the least developed countries.

8.2 Achieve higher levels of economic productivity through diversification, technological upgrading and innovation, including through a focus on high-value added and labour-intensive sectors.

8.3 Promote development-oriented policies that support productive activities, decent job creation, entrepreneurship, creativity and innovation, and encourage the formalization and growth of micro-, small- and medium-sized enterprises, including through access to financial services.

8.4 Improve progressively, through 2030, global resource efficiency in consumption and production and endeavor to decouple economic growth from environmental degradation, in accordance with the 10-year framework of programs on sustainable consumption and production, with developed countries taking the lead.

8.5 By 2030, achieve full and productive employment and decent work for all women and men, including for young people and persons with disabilities, and equal pay for work of equal value.

8.6 By 2020, substantially reduce the proportion of youth not in employment, education or training. 

8.7 Take immediate and effective measures to eradicate forced labour, end modern slavery and human trafficking and secure the prohibition and elimination of the worst forms of child labour, including recruitment and use of child soldiers, and by 2025 end child labour in all its forms.

8.8 Protect labour rights and promote safe and secure working environments for all workers, including migrant workers, in particular women migrants, and those in precarious employment. 

8.9 By 2030, devise and implement policies to promote sustainable tourism that creates jobs and promotes local culture and products. 

8.10 Strengthen the capacity of domestic financial institutions to encourage and expand access to banking, insurance and financial services for all. 

8.a Increase Aid for Trade support for developing countries, in particular least developed countries, including through the Enhanced Integrated Framework for Trade-Related Technical Assistance to Least Developed Countries. 

8.b By 2020, develop and operationalize a global strategy for youth employment and implement the Global Jobs Pact of the International Labour Organization.
Goal 9 Build resilient infrastructure, promote inclusive and sustainable industrialization and foster innovation.
9.1 Develop quality, reliable, sustainable and resilient infrastructure, including regional and trans-border infrastructure, to support economic development and human well-being, with a focus on affordable and equitable access for all.

9.2 Promote inclusive and sustainable industrialization and, by 2030, significantly raise industry’s share of employment and gross domestic product, in line with national circumstances, and double its share in least developed countries.

9.3 Increase the access of small-scale industrial and other enterprises, in particular in developing countries, to financial services, including affordable credit, and their integration into value chains and markets .

9.4 By 2030, upgrade infrastructure and retrofit industries to make them sustainable, with increased resource-use efficiency and greater adoption of clean and environmentally sound technologies and industrial processes, with all countries taking action in accordance with their respective capabilities.

9.5 Enhance scientific research, upgrade the technological capabilities of industrial sectors in all countries, in particular developing countries, including, by 2030, encouraging innovation and substantially increasing the number of research and development workers per 1 million people and public and private research and development spending. 

9.a Facilitate sustainable and resilient infrastructure development in developing countries through enhanced financial, technological and technical support to African countries, least developed countries, landlocked developing countries and small island developing States. 

9.b Support domestic technology development, research and innovation in developing countries, including by ensuring a conducive policy environment for, inter alia, industrial diversification and value addition to commodities. 

9.c Significantly increase access to information and communications technology and strive to provide universal and affordable access to the Internet in least developed countries by 2020.
Goal 10 Reduce inequality within and among countries. 

10.1 By 2030, progressively achieve and sustain income growth of the bottom 40 per cent of the population at a rate higher than the national average.

10.2 By 2030, empower and promote the social, economic and political inclusion of all, irrespective of age, sex, disability, race, ethnicity, origin, religion or economic or other status.

10.3 Ensure equal opportunity and reduce inequalities of outcome, including by eliminating discriminatory laws, policies and practices and promoting appropriate legislation, policies and action in this regard. 

10.4 Adopt policies, especially fiscal, wage and social protection policies, and progressively achieve greater equality.

10.5 Improve the regulation and monitoring of global financial markets and institutions and strengthen the implementation of such regulations.

10.6 Ensure enhanced representation and voice for developing countries in decision-making in global international economic and financial institutions in order to deliver more effective, credible, accountable and legitimate institutions.

10.7 Facilitate orderly, safe, regular and responsible migration and mobility of people, including through the implementation of planned and well-managed migration policies. 

10.a Implement the principle of special and differential treatment for developing countries, in particular least developed countries, in accordance with World Trade Organization agreements.

10.b Encourage official development assistance and financial flows, including foreign direct investment, to States where the need is greatest, in particular least developed countries, African countries, small island developing States and landlocked developing countries, in accordance with their national plans and programs.

10.c By 2030, reduce to less than 3 per cent the transaction costs of migrant remittances and eliminate remittance corridors with costs higher than 5 per cent.
Goal 11 Make cities and human settlements inclusive, safe, resilient and sustainable.

11.1 By 2030, ensure access for all to adequate, safe and affordable housing and basic services and upgrade slums.

11.2 By 2030, provide access to safe, affordable, accessible and sustainable transport systems for all, improving road safety, notably by expanding public transport, with special attention to the needs of those in vulnerable situations, women, children, persons with disabilities and older persons. 

11.3 By 2030, enhance inclusive and sustainable urbanization and capacity for participatory, integrated and sustainable human settlement planning and management in all countries.

11.4 Strengthen efforts to protect and safeguard the world’s cultural and natural heritage.

11.5 By 2030, significantly reduce the number of deaths and the number of people affected and substantially decrease the direct economic losses relative to global gross domestic product caused by disasters, including water-related disasters, with a focus on protecting the poor and people in vulnerable situations.

11.6 By 2030, reduce the adverse per capita environmental impact of cities, including by paying special attention to air quality and municipal and other waste management.

11.7 By 2030, provide universal access to safe, inclusive and accessible, green and public spaces, in particular for women and children, older persons and persons with disabilities.

11.a Support positive economic, social and environmental links between urban, per-urban and rural areas by strengthening national and regional development planning. 

11.b By 2020, substantially increase the number of cities and human settlements adopting and implementing integrated policies and plans towards inclusion, resource efficiency, mitigation and adaptation to climate change, resilience to disasters, and develop and implement, in line with the Sendai Framework for Disaster Risk Reduction 2015-2030, holistic disaster risk management at all levels. 

11.c Support least developed countries, including through financial and technical assistance, in building sustainable and resilient buildings utilizing local materials.
Goal 12 Ensure sustainable consumption and production patterns.
12.1 Implement the 10-year framework of programs on sustainable consumption and production, all countries taking action, with developed countries taking the lead, taking into account the development and capabilities of developing countries.

12.2 By 2030, achieve the sustainable management and efficient use of natural resources. 

12.3 By 2030, halve per capita global food waste at the retail and consumer levels and reduce food losses along production and supply chains, including post-harvest losses.

12.4 By 2020, achieve the environmentally sound management of chemicals and all wastes throughout their life cycle, in accordance with agreed international frameworks, and significantly reduce their release to air, water and soil in order to minimize their adverse impacts on human health and the environment.

12.5 By 2030, substantially reduce waste generation through prevention, reduction, recycling and reuse.

12.6 Encourage companies, especially large and transnational companies, to adopt sustainable practices and to integrate sustainability information into their reporting cycle. 

12.7 Promote public procurement practices that are sustainable, in accordance with national policies and priorities.

12.8 By 2030, ensure that people everywhere have the relevant information and awareness for sustainable development and lifestyles in harmony with nature.

12.a Support developing countries to strengthen their scientific and technological capacity to move towards more sustainable patterns of consumption and production. 

12.b Develop and implement tools to monitor sustainable development impacts for sustainable tourism that creates jobs and promotes local culture and products. 

12.c Rationalize inefficient fossil-fuel subsidies that encourage wasteful consumption by removing market distortions, in accordance with national circumstances, including by restructuring taxation and phasing out those harmful subsidies, where they exist, to reflect their environmental impacts, taking fully into account the specific needs and conditions of developing countries and minimizing the possible adverse impacts on their development in a manner that protects the poor and the affected communities.
Goal 13 Take urgent action to combat climate change and its impacts * Acknowledging that the United Nations Framework Convention on Climate Change is the primary international, intergovernmental forum for negotiating the global response to climate change.  
13.1 Strengthen resilience and adaptive capacity to climate-related hazards and natural disasters in all countries.

13.2 Integrate climate change measures into national policies, strategies and planning. 

13.3 Improve education, awareness-raising and human and institutional capacity on climate change mitigation, adaptation, impact reduction and early warning. 

13.a Implement the commitment undertaken by developed-country parties to the United Nations Framework Convention on Climate Change to a goal of mobilizing jointly $100 billion annually by 2020 from all sources to address the needs of developing countries in the context of meaningful mitigation actions and transparency on implementation and fully operationalize the Green Climate Fund through its capitalization as soon as possible. 

13.b Promote mechanisms for raising capacity for effective climate change-related planning and management in least developed countries and small island developing States, including focusing on women, youth and local and marginalized communities 

* Acknowledging that the United Nations Framework Convention on Climate Change (UNFCC) is the primary international, intergovernmental forum for negotiating the global response to climate change.  It is not for the reader to acknowledge the UN Framework Convention on Climate Change, the UNFCCC must acknowledge that ocean temperatures are the most significant driver of climate change with a protocol endorsing the 1982 Law of the Sea for the purpose of informed decision-making, regulating oceanic hydrocarbon heating and cooling pumps.  Furthermore, it is around $100 billion in revenues that should be contributed to the United Nations by hydrocarbon and power companies not $100 billion spent by the United Nations to pay for unscientific climate change propaganda.
Goal 14 Conserve  and sustainably use the oceans and marine resources for sustainable development.
14.1 By 2025, prevent and significantly reduce marine pollution of all kinds, in particular from land-based activities, including marine debris and nutrient pollution. 

14.2 By 2020, sustainably manage and protect marine and coastal ecosystems to avoid significant adverse impacts, including by strengthening their resilience, and take action for their restoration in order to achieve healthy and productive oceans. 

14.3 Minimize and address the impacts of ocean acidification, including through enhanced scientific cooperation at all levels. 

14.4 By 2020, effectively regulate harvesting and end overfishing, illegal, unreported and unregulated fishing and destructive fishing practices and implement science-based management plans, in order to restore fish stocks in the shortest time feasible, at least to levels that can produce maximum sustainable yield as determined by their biological characteristics. 

14.5 By 2020, conserve at least 10 per cent of coastal and marine areas, consistent with national and international law and based on the best available scientific information, 

14.6 By 2020, prohibit certain forms of fisheries subsidies which contribute to overcapacity and overfishing, eliminate subsidies that contribute to illegal, unreported and unregulated fishing and refrain from introducing new such subsidies, recognizing that appropriate and effective special and differential treatment for developing and least developed countries should be an integral part of the World Trade Organization fisheries subsidies negotiation.

14.7 By 2030, increase the economic benefits to Small Island developing States and least developed countries from the sustainable use of marine resources, including through sustainable management of fisheries, aquaculture and tourism.

14.a Increase scientific knowledge, develop research capacity and transfer marine technology, taking into account the Intergovernmental Oceanographic Commission Criteria and Guidelines on the Transfer of Marine Technology, in order to improve ocean health and to enhance the contribution of marine biodiversity to the development of developing countries, in particular small island developing States and least developed countries. 

14.b Provide access for small-scale artisanal fishers to marine resources and markets. 

14.c Enhance the conservation and sustainable use of oceans and their resources by implementing international law as reflected in UNCLOS, which provides the legal framework for the conservation and sustainable use of oceans and their resources, as recalled in paragraph 158 of The Future We Want.
Goal 15 Protect, restore and promote sustainable use of terrestrial ecosystems, sustainably manage forests, combat desertification, and halt and reverse land degradation and halt biodiversity loss.
15.1 By 2020, ensure the conservation, restoration and sustainable use of terrestrial and inland freshwater ecosystems and their services, in particular forests, wetlands, mountains and drylands, in line with obligations under international agreements. 

15.2 By 2020, promote the implementation of sustainable management of all types of forests, halt deforestation, restore degraded forests and substantially increase afforestation and reforestation globally. 

15.3 By 2030, combat desertification, restore degraded land and soil, including land affected by desertification, drought and floods, and strive to achieve a land degradation-neutral world.

15.4 By 2030, ensure the conservation of mountain ecosystems, including their biodiversity, in order to enhance their capacity to provide benefits that are essential for sustainable development. 

15.5 Take urgent and significant action to reduce the degradation of natural habitats, halt the loss of biodiversity and, by 2020, protect and prevent the extinction of threatened species. 

15.6 Promote fair and equitable sharing of the benefits arising from the utilization of genetic resources and promote appropriate access to such resources, as internationally agreed. 

15.7 Take urgent action to end poaching and trafficking of protected species of flora and fauna and address both demand and supply of illegal wildlife products. 

15.8 By 2020, introduce measures to prevent the introduction and significantly reduce the impact of invasive alien species on land and water ecosystems and control or eradicate the priority species. 

15.9 By 2020, integrate ecosystem and biodiversity values into national and local planning, development processes, poverty reduction strategies and accounts. 

15.a Mobilize and significantly increase financial resources from all sources to conserve and sustainably use biodiversity and ecosystems. 

15.b Mobilize significant resources from all sources and at all levels to finance sustainable forest management and provide adequate incentives to developing countries to advance such management, including for conservation and reforestation. 

15.c Enhance global support for efforts to combat poaching and trafficking of protected species, including by increasing the capacity of local communities to pursue sustainable livelihood opportunities.
Goal 16 Promote peaceful and inclusive societies for sustainable development, provide access to justice for all and build effective, accountable and inclusive institutions at all levels. 
16.1 Significantly reduce all forms of violence and related death rates everywhere. 

16.2 End abuse, exploitation, trafficking and all forms of violence against and torture of children. 

16.3 Promote the rule of law at the national and international levels and ensure equal access to justice for all. 

16.4 By 2030, significantly reduce illicit financial and arms flows, strengthen the recovery and return of stolen assets and combat all forms of organized crime. 

16.5 Substantially reduce corruption and bribery in all their forms. 

16.6 Develop effective, accountable and transparent institutions at all levels.

16.7 Ensure responsive, inclusive, participatory and representative decision-making at all levels.

16.8 Broaden and strengthen the participation of developing countries in the institutions of global governance. 

16.9 By 2030, provide legal identity for all, including birth registration. 

16.10 Ensure public access to information and protect fundamental freedoms, in accordance with national legislation and international agreements. 

16.a Strengthen relevant national institutions, including through international cooperation, for building capacity at all levels, in particular in developing countries, to prevent violence and combat terrorism and crime. 

16.b Promote and enforce non-discriminatory laws and policies for sustainable development.
Goal 17 Strengthen the means of implementation and revitalize the global partnership for sustainable development.
17.1 Strengthen domestic resource mobilization, including through international support to developing countries, to improve domestic capacity for tax and other revenue collection. 

17.2 Developed countries to implement fully their official development assistance commitments, including the commitment by many developed countries to achieve the target of 0.7 per cent of ODA/GNI to developing countries and 0.15 to 0.20 per cent of ODA/GNI to least developed countries; ODA providers are encouraged to consider setting a target to provide at least 0.20 per cent of ODA/GNI to least developed countries 

17.3 Mobilize additional financial resources for developing countries from multiple sources. 

17.4 Assist developing countries in attaining long-term debt sustainability through coordinated policies aimed at fostering debt financing, debt relief and debt restructuring, as appropriate, and address the external debt of highly indebted poor countries to reduce debt distress. 

17.5 Adopt and implement investment promotion regimes for least developed countries

Technology.
17.6 Enhance North-South, South-South and triangular regional and international cooperation on and access to science, technology and innovation and enhance knowledge sharing on mutually agreed terms, including through improved coordination among existing mechanisms, in particular at the United Nations level, and through a global technology facilitation mechanism. 

17.7 Promote the development, transfer, dissemination and diffusion of environmentally sound technologies to developing countries on favorable terms, including on concessional and preferential terms, as mutually agreed. 

17.8 Fully operationalize the technology bank and science, technology and innovation capacity-building mechanism for least developed countries by 2017 and enhance the use of enabling technology, in particular information and communications technology

Capacity-Building.
17.9 Enhance international support for implementing effective and targeted capacity-building in developing countries to support national plans to implement all the sustainable development goals, including through North-South, South-South and triangular cooperation.
Trade
17.10 Promote a universal, rules-based, open, non-discriminatory and equitable multilateral trading system under the World Trade Organization, including through the conclusion of negotiations under its Doha Development Agenda. 

17.11 Significantly increase the exports of developing countries, in particular with a view to doubling the least developed countries’ share of global exports by 2020. 

17.12 Realize timely implementation of duty-free and quota-free market access on a lasting basis for all least developed countries, consistent with World Trade Organization decisions, including by ensuring that preferential rules of origin applicable to imports from least developed countries are transparent and simple, and contribute to facilitating market accessSystemic issues.
Policy and institutional coherence
17.13 Enhance global macroeconomic stability, including through policy coordination and policy coherence. 

17.14 Enhance policy coherence for sustainable development. 

17.15 Respect each country’s policy space and leadership to establish and implement policies for poverty eradication and sustainable development 
Multi-stakeholder partnerships
17.16 Enhance the global partnership for sustainable development, complemented by multi-stakeholder partnerships that mobilize and share knowledge, expertise, technology and financial resources, to support the achievement of the sustainable development goals in all countries, in particular developing countries. 

17.17 Encourage and promote effective public, public-private and civil society partnerships, building on the experience and resourcing strategies of partnerships.
Data, monitoring and accountability 

17.18 By 2020, enhance capacity-building support to developing countries, including for least developed countries and small island developing States, to increase significantly the availability of high-quality, timely and reliable data disaggregated by income, gender, age, race, ethnicity, migratory status, disability, geographic location and other characteristics relevant in national contexts.
17.19 By 2030, build on existing initiatives to develop measurements of progress on sustainable development that complement gross domestic product, and support statistical capacity-building in developing countries.
Art. 3 School
§166 Schools
A.  There were an estimated 136,751 schools accredited in the United States in the 2015-2016 school year. In academic year 2016–17, there were 3,895 degree-granting institutions of higher education in the United States and 132,856 public and private elementary and secondary school.  In academic year 2016–17, there were 3,895 degree-granting institutions in the United States with first-year undergraduates: 2,395 were 4-year institutions offering programs at the bachelor’s or higher degree level and 1,500 were 2-year institutions offering associate’s degrees and other certificates.  In 2016–17, the number of public 4-year institutions (698) was 20% higher than in 2000–01 (580), and the number of private nonprofit 4-year institutions (1,295) was 4% higher than in 2000–01 (1,247). In contrast, there was fluctuation in the number of private for-profit 4-year institutions. Between 2000–01 and 2012–13, the number of private for-profit 4-year institutions more than tripled, from 207 to 710. After peaking in 2012–13, the number of private for-profit 4-year institutions declined by more than 40% to 402 in 2016–17. The number of private for-profit 4-year institutions in 2016–17 (402) was 94% higher than in 2000–01 (207).  In school year 2015–16, there were 98,280 public schools in the United States, consisting of 91,420 traditional public schools, a decline of -0.15%, and 6,860 public charter schools, an increase of 7%, since 2000-01 respectively.  It is estimated, that there were 34,576 private schools, 4.7% more than 2001-01, and stable number of 1.7 students homeschooled, not normally accounted for in total elementary and secondary school enrollment, during the 2015-16 school year.  In school year 2015–16, there were 98,280 public schools in the United States, consisting of 91,420 traditional public schools and 6,860 public charter schools.  The total number of public schools was higher in 2015–16 than in 2000–01, when there was a total of 93,270 public schools—91,280 traditional public schools, 1,990 public charter schools and 27,223 private schools. Between school years 2000–01 and 2015–16, the percentage of all public schools that were traditional public schools decreased from 98% to 93%, while the percentage that were charter schools increased from 2% to 7%.
1. The nation has nearly 15,000 school districts.  School districts employ an array of professionals who spend time with children at schools are teachers, administrators, counselors, nurses, school social workers, psychologists, diagnosticians, vocational counselors, or transition specialists, teachers' aides, speech therapists, and physical therapists.  Teachers have the primary responsibility for educating children.  Teachers must have at least a bachelor's degree and certification from the state in which they teach. Administrators manage the day-to-day activities in schools and provide leadership by setting goals, establishing policies and procedures, budgeting, determining curriculum, raining teachers and other staff and interacting with the public.  They are are responsible for the quality of the school district.  They hire and fire the teachers and other staff.  A teacher must obtain additional education and certification to become an administrator.  The administrator in an individual school is usually a principal.  School counselors provide counseling and guidance for students regarding academic and personal problems to help them succeed in school. Middle school and high school counselors help students plan for classes.  Counselors for higher grades help students plan for careers and higher education. School nurses provide health care in the school to further children success in the classroom. Nurses are involved in developing individualized health plans (IHPs) and individualized education plans (IEPs).  The variety of nursing tasks in a school ranges from dispensing prescription medications to teaching about the physical changes that take place during puberty.  School nurses check children who are ill and injured and determine when a child needs to be sent home or go to a hospital because of an illness or injury.  Most school nurses are registered nurses.  School psychologists and diagnosticians help screen children to determine if they have learning or psychological problems and place them in gifted and talented or special education programs.  Certification for this position usually requires teaching experience and master's degree.  Speech therapists diagnose and treat speech, voice and language disorders.  Most states require a master's degree in speech-language pathology for licensing.  Physical therapists help children with severe physical problems remain comfortable at school.  Vocational or transition specialists help students plan for effective careers and provide follow-up services for students with special needs after they leave the public schools.
2. In academic year 2016–17, there were 3,895 degree-granting institutions in the United States with first-year undergraduates: 2,395 were 4-year institutions offering programs at the bachelor’s or higher degree level and 1,500 were 2-year institutions offering associate’s degrees and other certificates.  In 2016–17, the number of public 4-year institutions (698) was 20 percent higher than in 2000–01 (580), and the number of private nonprofit 4-year institutions (1,295) was 4% higher than in 2000–01 (1,247). In contrast, there was fluctuation in the number of private for-profit 4-year institutions. Between 2000–01 and 2012–13, the number of private for-profit 4-year institutions more than tripled, from 207 to 710. After peaking in 2012–13, the number of private for-profit 4-year institutions declined by more than 40% to 402 in 2016–17. The number of private for-profit 4-year institutions in 2016–17 (402) was 94% higher than in 2000–01 (207).  Historically Black colleges and universities (HBCUs) are degree-granting institutions established prior to 1964 with the principal mission of educating Black Americans. In 2016–17, there were 102 4-year and 2-year degree-granting HBCUs in operation—51 were public institutions and 51 were private nonprofit institutions. Other institutions serving specific populations in 2016 included 38 colleges and universities identified by the Women’s College Coalition as women’s colleges and 35 tribal colleges, which are members of the American Indian Higher Education Consortium. With few exceptions, tribal colleges are tribally controlled and located on reservations. About three-quarters of the 35 tribally controlled institutions in operation in 2016–17 were public institutions. 

In addition, for fiscal year 2016 the U.S. Department of Education categorized 415 institutions as eligible Hispanic-Serving Institutions. these institutions are eligible to apply for a number of grant programs through the Hispanic-Serving Institutions Division in the Department’s Office of Postsecondary Education. Eligible institutions meet various program criteria and have at least 25% Hispanic student enrollment. 
C. Americans are becoming more educated.  In 1985 74% of the adult population had complete high school and 19% had a Bachelor's degree of higher.  In 2007 86% had completed high school and 29% had a Bachelor's degree or higher.   Fall enrollment at the graduate and first-professional levels has increased by 57 percent, from 1.7 million in 1988 to 2.7 million in 2008.  After 10 years, nearly 40 percent of those who earned a bachelor’s degree in 1992–93 had enrolled in a graduate or first- professional degree program.  Nationally only about 8% of people have graduate or professional degrees to help them secure upper-middle class status, North Dakota has the lowest rates of professionalism 5.46% while the District of Columbia boast the highest rates 21%, as well as the highest rates of income inequality, incarceration and HIV in the nation. California ranked 14th, has 9.54% rates of professionalism while Texas with 7.63% rates ranks 29th.  In 1999-2000, 13% of public school children were enrolled in special Education, of which nearly half were considered learning-disabled.  Over the past decade, the number of students with disabilities served in regular classrooms has increased.  The average salary for public elementary and secondary school teachers is $42,898.  Salaries range from $23,135 to $81,067.  The average public school has 110 computers; 98% of public schools have access to the Internet.  The number of computers in public schools increased from a ratio of over 63 students for every computer in 1985 to less than five per computer in 2000.
1. There are about 1.4 million more K-12 students and 1.3 million more public college and university students now than in 2008.  Graduation rates are at an all-time high—82%. African-Americans dropout rates cut by 45%. Latino dropout rates cut in half, from 28% to 14%. In 2009 there were 2,000 high school that were “dropout factories”. Today, that’s down to 1,000. With high school graduation rates up, and dropout rates down, there are more than 1.1 million additional students of color, not just graduating from high school, but going on to college.  11.2% of the US population drops out of high school.  Of those dropouts, 10.5% are white, 11.3% are black and 29.5% are Hispanic.  The rates vary according to age.  Students who are in grades 9-10 (ages 14-16) drop out at the following rates: 5.9% of whites, 7.4% of blacks, and 15.8% of Hispanics.  In 1978 whites still made up 80% of America's population, including almost three-fourths of those under 18.  But minorities now constitute more than 36% of the total population and are on track to become a majority of the youth population before 2020.  Federal figures show that nonwhites comprised 47% of the 2011 class entering higher education, up from one-third in 1996.  From 1994 to 2006 African-American and Hispanic students increased from one-fifth to one-third of the enrollment at community colleges, and from one-sixth to two-fifths at the four-year schools rated least selective.  Yet in the upper-rung universities considered very or most competitive, the combined black/Hispanic share remained stuck at only about 12%.  Whites still make up 75% of students in the most selective schools, almost unchanged from 78% in 1994.  Likewise, youths from the top quarter of highest-earning families filled just over two-thirds of the seats at the most selective universities in 2006, slightly more than in 1982.  
2. Roughly 9% of dropouts earned a General Educational Development (GED) credential or equivalent. In 2000, 66% of adults with a diploma or GED aged 25-19 had some college experience. One-third had completed a bachelor's degree or higher. Fifteen percent of American high schools produce more than half of our nation's dropouts and many of these are city schools serving mostly minorities.  Of those who graduate, many are not ready for college.  Only 9% of low-income students earn college degrees by age 24.  When special education was first identified as a national priority an estimated 2% of students in public schools would be classified as learning disabled. Today, well in excess of 5% of students in public schools are in special education classes, and that number seems to increase each year.  According to a 2003 national survey, prevalence varies widely throughout the states, ranging from a low of 2.96% in Kentucky to a high of 9.46% in Rhode Island.
Earnings and Unemployment Rate by Academic Attainment
	Education Attainment
	Unemployment Rate
	Average Monthly Earnings

	Professional degree
	1.9
	1,639

	Master's degree
	2.8
	1,326

	Bachelor's degree
	3.5
	1,101

	Associate's degree
	4.5
	792

	Some college, no degree
	6.0
	741

	High school diploma
	6.0
	668

	Less than a high school diploma
	9.0
	488

	All workers
	5.0
	839


Source: BLS '15
3. According to the Department of Education, of every 100 students who begin ninth grade, only 75 graduate from high school, only 51 enter college, and only 29 actually graduate. 80% of high school graduates enter college at some point in their life although certificate completion rates are much lower.  Only 32% of all students who enter high school and fewer than half of all high school graduates are capable of succeeding at a four-year college.  A larger number of students are qualified to attend community colleges which currently educate over 40% of all students entering postsecondary institutions.  At estimated 25% of the young people coming to four year colleges and as many as 58% of those entering community colleges require remedial study before they can begin taking regular courses.  61% of remedial writing students pass, as do 71% of remedial reading students, but only 30% succeed in remedial math.  By 2011 the median annual income for adults holding college degrees reached $54,000 compared with $32,600 for those with only high school diplomas.  As of November 2010, Americans with a BA degree or higher had a labor market participation rate of 76.6% and unemployment rate of 4.4% compared with a participation rate of only 61.1% and an unemployment rate of 10% with only a high school diploma and no college.  Of capable students from rich families who finished high school in 1991, 86% began post-secondary instruction, whereas only 52% of low-income students and 62% of middle-income students had entered a college within two years of graduating from high school.  From 1980 to 2000 the share of high school graduates who completed college within eight years declined from 50.5% to 45.9%.
D. Schools can close temporarily or permanently.  Reasons for temporary school closure are severe weather, utility outage, pandemic, fire, or terrorist conditions.  Reports of terrorist threats against schools have increased 150% annually since statistics began, and are increasingly given as a reason for temporary school closure.  A snow day in the United States and Canada is a day that school classes are cancelled or delayed by snow, heavy ice, or extremely low temperatures. Similar measures occur in response to flooding, tornado watches, and severe weather (storms, hurricanes, dense fog, heavy snow, etc.). The criterion for a snow day is primarily the inability of school buses to operate safely on their routes and danger to children who walk to school. Often, the school remains officially open even though buses do not run and classes are canceled. More and more schools are closing due to extreme heat, "heat days". Heat days are like snow days. Some districts (San Diego Unified) provides schools with an operational procedure that is used as a guideline that address what actions schools should take at different levels of rising temperatures. Schools and businesses may also be canceled for reasons other than bad weather such as a pandemic, power failure, terrorist attack, or bomb threat, or in honor of a school staff member who has recently died. In some cases, only one school or business in a town may close, due localized issues such as a water main break or a lack of heat or air-conditioning.  
1. The primary reason for permanent school closure is regulatory action against low performing schools.  Closing unsafe, unhealthy schools and appropriately distributing students among “better” spaces is obviously a legitimate reason for school closing, but busing around poor and minority children is enforced relocation costing no less than $2,000 compensation.  While the total number of public schools in the country has remained between 98,000 and 99,000 in recent years, new schools have opened and some schools have closed. In 2011–12, there were 1,840 school closures. The schools that closed had enrolled about 301,000 students in the prior school year (2010–11). Of the schools that closed, 1,340 were regular schools, 87 were special education schools, 11 were vocational schools, and 402 were alternative schools. The number of schools that closed in 2011–12 was higher than the number in 2000–01 (1,193); however, the number of annual school closures has fluctuated during this period, ranging from around 1,200 to 2,200.
E. 1.77 million, 3.4% of students were homeschooled in 2012, which is an 18% increase since the last study in 2007.  The age range of homeschooled students represented in the NCES study is 5-17 years old. Of these students, 51% are of the female gender, while 49% are male. Ethnicity is reported as 68% White, 15% Hispanic, 8% Black, and 4% Asian or Pacific Islander. Of the home-educated families that completed the survey, 34% were reported to live in a suburban area, 31% in a rural location, 28% in a city setting, and 7% in a town. 20% of these families are considered poor. 11% of parents instructing their children at home didn't complete high school, 20% had completed high school or received a GED, 30% had vocational, technical, or at least some college training, 25% obtained a Bachelor's degree, and 14% went on to graduate or professional school.  Curriculum materials are widely available to homeschoolers. Parents can choose to use a boxed curriculum set, online materials, computer software programs, a distance learning school, books from the library, or any combination of the above.
1. Homeschooling is legal in all 50 states, but because the federal government has no direct authority to regulate education, each state is free to implement its own legal structure for home education. Across the United States, we see a variety of statutes under which parents may educate their children at home.  Some states have specific “home school statutes” that distinguish home-schools from public and private schools by defining “home school,” “home education,” or another similar term. Children educated under such statutes are legally considered to be “homeschool” students. Other states do not have a “"homeschool statute” but rather allow parents to teach their children at home under a private school law. The National Home Education Research Institute reports that children who are educated at home typically score 15 to 30% higher than public school students on standardized academic achievement tests.  Homeschooled students graduated college at a rate of 66.7%, which is almost 10% higher than students who came from a traditional public high school. The study also showed that homeschooled students consistently earned a higher GPA than the other students enrolled in the college.  
F. Many states have mandatory school attendance laws that refer students who have excessive absences to a truancy court.  Students who are truant have unexcused absences, which are usually unknown to parents.  Reported juvenile court cases for truancy increased 85 percent from 1989 to 1998.  Some students choose to drop out or are permanently suspended before they complete high school.  When a student reaches the age of 16, no matter what his or her grade in school, he or she may choose to leave school with very few repercussions from the school system.   Even agencies like chid protective services place lower priority on referral made for students who are over the age of 16.  Many school do not pursue court referrals for truancy after this age.  It seems right  to pass the GED.  Truancy is associated with increased odds of first time substance use, and if an adolescent has already begun using, truancy is related to a substantial escalation of use.  Truancy is also a predictor of middle school drug use. Truant 8th graders were 4.5 times more likely than regular school attendees to start using marijuana. 
1. From the period of 1995 to 2007 alone, the number of court-petitioned truancy cases processed by juvenile courts went up by a staggering 67% (from 34,100 cases in 1995 to 57,000 cases in 2007).  Young teen mothers are less likely to graduate from high school. Only 38% of mothers who have a child before they turn 18 have a high school diploma.  Each year, five of every 100 high school students drop out of school. Nationally, one in five students who start high school does not finish.  Over the last decade, between 347,000 and 544,000 tenth through twelfth grade students left school each year without completing high school.  The U.S. Department of Education should create incentives to use ESEA Title 1 Grants for low-income students who exhibit poor attendance and truancy at all levels, from kindergarten to high school. The American Bar Association urges federal and state legislatures to pass laws and national, state, and local education, child welfare, and juvenile justice agencies to implement and enforce policies that: Help advance the right to remain in school, promote a safe and supportive school environment for all children, and enable them to complete school; Reduce criminalization of truancy, disability-related behavior, and other school-related conduct; and Establish programs and procedures to assist parents, caregivers, guardians, students, and their legal representatives in understanding and exercising student rights to remain in school. 
§167 Teachers 
A. There were an estimated 5.5 million teachers in the United States in 2016.  3.8 million public school teachers, crudely estimated 200,000 private and charter school teachers and 1.5 million college faculty.  Fully including all charter, private and semi-professional group homeschoolers and pre-schools, might bring the total number of taxpaying teachers to as high 6.6 million for 2018-2019 school year.  While the number of public K-12 teachers and other school workers has fallen by 135,000 since 2008, the number of students has risen by 1,419,000 in 2015.  The Conditions of Education (2018) conceals the decline in teachers between the 2008 and 2016 school years in average growth since 1999-2000.  There is deep concern that as state employees with a $200 a month disability benefit, public school teachers are underinsured for disability.  State employees are believed to contribute to Title I of the Social Security Act, State Employee Retirement Programs and the original old age survivor insurance trust fund created in 1935, but not the disability insurance trust fund that was not created until 1956.  State programs are so vulnerable to discrimination against disability that public school teachers (often claiming menopause as disability), police officers (recidivist without a Bachelor degree), and other state employees are highly encouraged to contribute the full 12.4% Old Age Survivor and Disability Insurance payroll tax, on – top of, or instead of the obsolete, kleptocratic and extremely problematic State Employee Retirement program, on the condition that disabled  former state employees are awarded federal disability benefits.  Supplemental private retirement savings plans are a more reliable way to maximize retirement income than risking exposure of federal benefits to discrimination by State Retirement Programs.
1. Teaching primary and secondary education is said to be a great profession for academic underachievers to get decent paying work with a Bachelor's degree.  The number of good classroom teachers, and therefore the quality of teaching itself, is reported to be in perilous decline and is expected to continue to worsen.  Academically stronger students tend to shun the teaching profession.  Undergraduate education majors typically have lower SAT and ACT scores than other students, and those teachers who have the lowest scores are the most likely to remain in the profession.  The lower the quality of the undergraduate institution a person attends, the more likely he or she is to wind up in the teaching profession.  The Convention against Discrimination in Education, adopted by the General Conference of the United Nations Educational, Scientific and Cultural Organization (UNESCO) in 1960, the year the United States abolished the age requirements and created the disability insurance (DI) trust fund we have today, defines the word `teacher' to cover all those persons in schools who are responsible for the education of pupils.  The guiding principle of education from the earliest school years should be directed to the all-round development of the human personality and to the spiritual, moral, social, cultural and economic progress of the community, as well as to the inculcation of deep respect for human rights and fundamental freedoms; within the framework of these values the utmost importance should be attached to the contribution to be made by education to peace and to understanding, tolerance and friendship among all nations and among racial or religious groups. The Recommendation concerning the Status of Teachers of 5 October 1966 was conscious of the responsibility of the States for the provision of proper education for all in fulfillment of Article 26 of the Universal Declaration of Human Rights, of Principles 5, 7 and 10 of the Declaration of the Rights of the Child and of the United Nations Declaration concerning the Promotion among Youth of the Ideals of Peace, Mutual Respect and Understanding between Peoples.  However, paragraph the citation to the International Labour Organization -Social Security (Minimum Standards) Convention, 1952, in paragraph 126 did not honor medical care, sickness benefit, unemployment benefit, old-age benefit, employment injury benefit, family benefit, maternity benefit, invalidity benefit and survivors' benefit with mentioning the disability insurance program the United States legislated in 1956 and abolished the age requirement in 1960.  
2. Noting the terms of existing international conventions which are applicable to teachers, and in particular of instruments concerned with basic human rights such as the Freedom of Association and Protection of the Right to Organize Convention, 1948, the Right to Organize and Collective Bargaining Convention, 1949, the Equal Remuneration Convention, 1951, and the Discrimination (Employment and Occupation) Convention, 1958, adopted by the General Conference of the International Labour Organization and the Convention against Discrimination in Education, 1960, adopted by the General Conference of the United Nations Educational, Scientific and Cultural Organization that provides at (125) All teachers, regardless of the type of school in which they serve, should enjoy the same or similar social security protection. Protection should be extended to periods of probation and of training for those who are regularly employed as teachers. (126)(1) Teachers should be protected by social security measures in respect of all the contingencies included in the International Labour Organization -Social Security (Minimum Standards) Convention, 1952, namely by medical care, sickness benefit, unemployment benefit, old-age benefit, employment injury benefit, family benefit, maternity benefit, invalidity benefit and survivors' benefit. (2) The standards of social security provided for teachers should be at least as favorable as those set out in the relevant instruments of-the International Labour Organization and in particular the Convention concerning Minimum Standards of Social Security (No. 102) done in Geneva on 28 June 1952 (f) the term qualifying period means a period of contribution, or a period of employment, or a period of residence, or any combination thereof, as may be prescribed.  Social Security disability insurance wasn't legislated in the United States until 1956 and 1960 that removed the age requirements, after being inspired by ILO Convention 102 (1952) duplicate language regarding sickness benefit, employment injury benefit and invalidity benefit.  (146) Where teachers enjoy a status, which is, in certain respects, more favorable than that provided for in this Recommendation, its terms should not be invoked to diminish the status already granted.
B. In the 2015–16 school year, there were 3.8 million full- and part-time public school teachers, including 1.9 million elementary school teachers and 1.9 million secondary school teachers.  To include private and charter school instructors one can only estimate a total of 4 million elementary and secondary school teachers.  Overall, the number of public school teachers in 2015–16 was 27% higher than in 1999–2000 (3.0 million). These changes were accompanied by a 7% increase in public school enrollment in kindergarten through 12th grade, from 45.9 million students in fall 2000 to 49.0 million students in fall 2015. At the elementary school level, the number of teachers was 19% higher in 2015–16 than in 1999–2000 (1.6 million), while at the secondary school level the number of teachers was 37% higher in 2015–16 than in 1999–2000 (1.4 million).
1. In 2015–16, the average base salary (in current 2015–16 dollars) for full- time public school teachers was $55,120.  in 2015–16 the average salary for teachers with a doctor’s degree ($65,700) was 38% higher than the salary of teachers with a bachelor’s degree ($47,770), 9% higher than the salary of teachers with a master’s degree ($60,140), and 5% higher than the salary of teachers with an education specialist degree or certificate ($62,790).  In 2015–16, the average base salary (in current 2015–16 dollars) for full-time public school teachers was lower for elementary school teachers ($54,020) than for secondary school teachers ($56,180). Female teachers had a lower average base salary than male teachers ($54,560 vs. $56,920). The percentage of public school teachers who held a post-baccalaureate degree (i.e., a master’s, education specialist, or doctor’s degree) was higher in 2015–16 (57%) than in 1999–2000 (47%). is pattern was observed at both the elementary and secondary levels. Some 55% of elementary school teachers and 59% of secondary school teachers held a post-baccalaureate degree in 2015–16, whereas 45% and 50%, respectively, held a post-baccalaureate degree in 1999–2000. In both school years, a lower percentage of elementary school teachers than secondary school teachers held a post-baccalaureate degree.  In 2015–16, some 90% of public school teachers held a regular or standard state teaching certificate or advanced professional certificate, 4% held a provisional or temporary certificate, 3% held a probationary certificate, 1% held no certification, and 1% held a waiver/emergency certificate.  In 2015–16, about 10% of public school teachers had less than 3 years of teaching experience, 28% had 3 to 9 years of experience, 39% had 10 to 20 years of experience, and 22% had more than 20 years of experience.
2. About 77% of public school teachers were female and 23% were male in 2015–16, with a lower percentage of male teachers at the elementary school level (11%) than at the secondary school level (36%). Overall, the percentage of public school teachers who were male was 2% lower in 2015–16 than in 1999–2000.  In 2015–16, about 80% of public school teachers were White, 9% were Hispanic, 7% were Black, 2% were Asian, and 1% were of Two or more races; additionally, those who were American Indian/Alaska Native and those who were Pacific Islander each made up less than 1% of public school teachers. The percentages of public school teachers who were White and Black were lower in 2015–16 than in 1999–2000, when 84% were White and 8% were Black.  In contrast, the percentage who were Hispanic was higher in 2015–16 than in 1999–2000, when 6% were Hispanic. 
C. From fall 1999 to fall 2016, the total number of faculty in degree-granting postsecondary institutions increased by 51% (from 1.0 to 1.5 million). The ratio of full-time-equivalent (FTE) students to faculty in degree-granting postsecondary institutions was 14:1 in 2016. e FTE student-to-faculty ratio was higher in private for-pro t institutions (21:1) and public 2-year institutions (19:1) than in public 4-year institutions (14:1) and private nonprofit 4-year institutions (10:1).  The number of full- time faculty increased by 38% (from 591,000 to 816,000) from fall 1999 to fall 2016, an increase of 29% from fall 1999 to fall 2011 and 7% from fall 2011 to fall 2016. In comparison, the number of part- time faculty increased by 74% (from 437,000 to 762,000) between 1999 and 2011, and then decreased by -4% (from 762,000 to 733,000) between 2011 and 2016. As a result of the faster increase in the number of part-time faculty, the percentage of all faculty who were part time increased from 43% to 47% between 1999 and 2016. The percentage of all faculty who were female increased from 41% in 1999 to 49% in 2016.  Of all full-time faculty in degree-granting postsecondary institutions in fall 2016, 41% were White males; 35% were White females; 6% were Asian/ Pacific Islander males; 4% were Asian/Pacific Islander females; 3% each were Black males, Black females, and Hispanic males; and 2% were Hispanic females.  Those who were American Indian/Alaska Native and those who were of Two or more races each made up 1% or less of full-time faculty.  White women outnumber white males in adjunct and untenured positions.

1. In academic year 2016–17, the average salary for full-time instructional faculty on 9-month contracts in degree- granting postsecondary institutions was $84,600. Average salaries ranged from $58,700 for lecturers to $118,900 for professors. In academic year 2016–17, the average salary for full-time instructional faculty in private nonprofit institutions ($92,900) was higher than the average salaries for full-time instructional faculty in public institutions ($81,200) and in private for-profit institutions ($59,500). The average salary for all full-time instructional faculty increased by 4% between 1999–2000 and 2009–10 (from $80,100 to $83,500) and was 1% higher in 2016–17 ($84,600) than in 2009–10 (salaries are expressed in constant 2016–17 dollars). The average faculty salaries varied by sex. Average salary for all full-time instructional faculty in degree- granting postsecondary institutions was higher for males than for females in every year from 1999–2000 to 2016–17. In academic year 2016–17, the average salary was $91,900 for males and $76,100 for females. Between 1999–2000 and 2016–17, the average salary increased by 7% for males and by 8% for females. The inflation-adjusted salary gap between male and female instructional faculty overall was slightly lower in 2016–17 than in 1999–2000 ($15,800 vs. $15,900). The male- female salary gap among professors, however, increased between 1999–2000 and 2016–17 (from $13,500 to $18,400). 
2. Recommendation concerning the Status of Higher-Education Teaching Personnel of 11 November 1997 states: 6. Teaching in higher education is a profession: it is a form of public service that requires of higher education personnel expert knowledge and specialized skills acquired and maintained through rigorous and lifelong study and research; it also calls for a sense of personal and institutional responsibility for the education and welfare of students and of the community at large and for a commitment to high professional standards in scholarship and research. (17) The proper enjoyment of academic freedom...require the autonomy of institutions of higher education. Autonomy is that degree of self-governance necessary for effective decision making by institutions of higher education regarding their academic work, standards, management and related activities consistent with systems of public accountability, especially in respect of funding provided by the state, and respect for academic freedom and human rights. However, the nature of institutional autonomy may differ according to the type of establishment involved (45).
3. Tenure or its functional equivalent, where applicable, constitutes one of the major procedural safeguards of academic freedom and against arbitrary decisions. It also encourages individual responsibility and the retention of talented higher-education teaching personnel (63). Higher-education teaching personnel should be provided with a work environment that does not have a negative impact on or affect their health and safety and they should be protected by social security measures, including those concerning sickness and disability and pension entitlements, and measures for the protection of health and safety in respect of all contingencies included in the conventions and recommendations of ILO. The standards should be at least as favorable as those set out in the relevant conventions and recommendations of ILO. Social security benefits for higher-education teaching personnel should be granted as a matter of right (64). The pension rights earned by higher-education teaching personnel should be transferable nationally and internationally, subject to national, bilateral and multilateral taxation laws and agreements, should the individual transfer to employment with another institution of higher education. Organizations representing higher education teaching personnel should have the right to choose representatives to take part in the governance and administration of pension plans designed for higher-education teaching personnel where applicable, particularly those which are private and contributory. 
§168 Libraries
A. Among public schools that had a library in 2011–12, the average number of library staff per school was 1.8, including 0.9 certified library/media specialists. On average, public school libraries had larger numbers of books on a per student basis in 2011–12 (2,188 per 100 students) than in 1999–2000 (1,803 per 100 students), 2003–04 (1,891 per 100 students), and 2007–08 (2,015 per 100 students). In 2011–12, public elementary school libraries had larger holdings than public secondary school libraries on a per student basis (2,570 books per 100 students, compared with 1,474 books per 100 students). At degree-granting postsecondary institutions, library operating expenditures per full-time-equivalent (FTE) student were 1% higher in 2001–02 than in 1991–92, after adjustment for inflation. From 2001–02 to 2011–12, library operating expenditures per FTE student dropped 25% in inflation-adjusted dollars. Overall, there was a net decrease of 24% in library operating expenditures per FTE student between 1991–92 and 2011–12. In 2011–12, library operating expenditures per FTE student averaged $441 (in current dollars) across all degree-granting institutions. The amount varied widely by institution control, however. Library operating expenditures averaged $844 per FTE student attending a private nonprofit institution in 2011–12, compared with $372 per FTE student attending a public institution, and $78 per FTE student attending a private for-profit institution.  In 2011–12, the average number of volumes per FTE student also differed for public institutions (61 volumes), private nonprofit institutions (128 volumes), and private for-profit institutions (4 volumes). Across all degree-granting institutions, the average number of volumes per FTE student in 2011–12 was 69, which was 4% less than in 1991–92. The calculations of library operating expenditures and number of volumes per FTE student include both institutions with libraries and those without libraries. In 2011–12, there were libraries at 81% of degree-granting institutions overall, 95% of public institutions, 88% of private nonprofit institutions, and 55% of private for-profit institutions. In 2010, there were 8,951 public libraries in the United States with a total of 808 million books and serial volumes. The annual number of visits per capita—that is, per resident of the areas served by the libraries—was 5.3, and the annual number of reference transactions per capita was 1.0.
1. The vast majority of public lending libraries are organized by the County. Librarian salaries have median pay ranges between $48,000 and $58,000 depending on the location of employment and the level of experience. According to national statistics, roughly 3 out of every 4 employees at libraries are women.  In 2010 the mean salary for librarians with ALA-accredited master’s degrees was $60,734 and the median salary was $55,883. These numbers were up 3% and 2% respectively from 2009.  Starting salaries in 2010 for librarians with ALA-accredited master’s degree were an average of $48,317. Beginning public librarians averaged $48,749 and beginning academic librarians averaged $47,000.  Those numbers were up 5.9% and 1.2% from the prior year, respectively.  The survey showed a salary range of $22,000 to $320,000.  The $22,000 was probably in a very small rural library.  The $320,000 is probably at one of the largest libraries in the world the like the New York Public Library or the Harvard Library.  ALA-certified librarians with master’s degrees working at public or college libraries average around $50k a year starting and around $58k in general.
B. University presses were invented as a means of getting the work of an institution's faculty out to the world.  They were created as a way to work around a publishing industry that found the academic market too small to bother with.  University presses were literally the institution's printing office, and they often sent the work they produced to other universities' libraries for free in exchange for the work being produced at those universities.  In the digital environment, many of the costs associated with the production, storage and distribution of paper-based scholarly works disappear, and this creates significant opportunities for university presses and libraries to work together to increase the accessibility, utility and stability of scholarly information.  For digital works, many of the library's costs for retention and lending fall sharply or even disappear.  Market arrangements with publishers can and do hold libraries back from opening access to licensed electronic resources.  Privacy protected online works clutter the library catalog.  In most cases authors of scholarly works would produce their articles, books, and other forms of communication without being specifically paid for such works.  Above all, scholars want to be read and to have an effect on the development of their fields.  Steven Shavel (2010) argues vigorously that copyright protection is not required to induce academics to produce academic publication and that such protection should be removed.  Pamela Samuelson has argued in legal filing (2020) that the Authors Guild does not represent the interest of academic authors because academic authors are principally interested in having their works broadly available, not in receiving royalties on those works.  What adult scholars really want is to be able to download movies, including pornography, while they are studying on their laptop computers in public and college libraries, without any monitoring, or interference regarding obscenity from the ED Museum and Library Services Board under 20USC§9101.  
1. The Massachusetts Institute of Technology (MIT) has led the way by putting the materials for many hundreds of its courses online for free use by students and universities everywhere.  Scores of other universities have now joined the effort to offer free content to the public.   Yale, Harvard, and the University of California, among others, have put a number of their most popular undergraduate courses online for anyone to watch without charge (unless they wish to receive credit, take examinations and participate in small group online discussions led by regular instructors).  From 1980 to 2000 the number of new titles published by academic presses grew rapidly.  Since then growth leveled off, but university presses in North America have continued to publish more than 10,000 titles per year, not to mention all the books authored by professors and published by commercial houses.  The number of academic periodicals continues to grow at a rate of approximately 3% each year, to the point that there are now said to be more than 100,000 learned journals worldwide.  The share of all faculty members with more than five publications to their credit rose from 11.1% in 1969 to 22.5% in 1997, while the percentage reporting no publications in the receding two years fell from 49.5 in 1969 to 28.1 in 2010.  In Nature fewer than 5% of all the articles submitted are accepted for publication, while rejection rates reportedly range between 80% and 90% at other leading journals in the sciences and social sciences.  A staggering 98% of all published articles in the arts and humanities are never cited, and the corresponding figure for the social sciences is 75%, only 25% of writing in scientific journals are reportedly never cited.  
3. The information age has become crazed by the degradation of the information and computer technology.  In 2000 the United States ruled Microsoft an abusive monopoly.  Since Windows 8 was released from FBI custody it is necessary to purchase an Apple computer for data security and with a 5-10 year computer life expectancy, a good deal on a laptop.  Libre Office has a slight advantage publishing .doc files to Microsoft Word however no .html editor program has been found to compete with Microsoft Word now sold at monthly subscription rates. It has always been necessary to avoid logging onto wifi routers that require a user to logon screen, whether the Cisco routers favored by fastfood restaurants or those used by public and college libraries. It is best to always keep cellphones in airplane mode.  Turn wifi off when working on a word processor at home or in unfriendly wifi environments.  Home invasion threatens the utility of home broadband internet.  Satellite internet has too limited a bandwidth to share.  The email AJAX email mapper pop-up can be bypassed and cc: (secret email, list) for free only at Basic gmail at mail.google.com/mail/h.  
C. Every librarian obituary contains some version of the sentence, “under her watch, the library changed from a collection of books into an automated research center”.  Frederic Kilgour, was the first to combine libraries' catalogs in one computerized database back in the early seventies.  What began as a few dozen college libraries in Ohio sharing their catalogs soon snowballed into a world catalog, the Online Computer Library Center. Kilgour lived to the age of ninety-two and taught till he was ninety.  His obituarist noted that during World War II, “like many librarians...he gravitated into intelligence work. They possess all of the skills and characteristics required for that work: curiosity, wide-ranging knowledge, good memories, organizational and analytical aptitude, and discretion”.  It is interesting to note that the minority of male librarians has a crime victimization rate that is twice as high as women.  Over 20% were victimized once, another 12% were victims of crime twice or more.  In comparison, only 18% of female respondence were victimized while in the library, and only 5% were victimized two or more times.  Librarians' values are as sound as Girl Scouts': truth, free speech and universal literacy.  When the School of Library Science at Rutgers University became the School of Information Science in early 2009, it was announcing that computers had taken over part of the curriculum.  About a third of the library graduate programs in the United States have now ditched the word library.  Incorporating the new technology while keeping the old material useful and accessible and expanding print collection, is just the latest task in the long list of librarian's tasks.
1. Congress should not hesitate to repeal reference to the word 'enforcement' in federal education statute, under the Slavery Convention of 1926 in at least two places (1) 'enforcement of Section 111' at 20USC§112 needs to be repealed and, (2) the words 'enforcement of' must be repealed from Nondiscrimination on the basis of Handicap in programs or activities conducted by the National Council on Disability under Part 1200 as a matter of Congressional compliance with the end of Education at 34CFR§1200.170.  (3) Furthermore, the General Definitions of the Office of Museum and Library Services at 20USC§9101 at (1) “The term “determined to be obscene” means determined, in a final judgment of a court of record and of competent jurisdiction in the United States, to be obscene.” needs to replaced, with  “No stalking in the library 18USC§2261A(2)”.
§169 Nursing
A. School nurses are usually registered nurses employed by schools to diagnose sick children and get their parents to bring them to a pediatrician.  Registered nurses are not authorized to prescribe medication.  School nurses are responsible for maintaining the public health in schools.  The school nurse is available for teachers to refer sick children and is responsible for diagnosing epidemics of contagious disease.  A runny nose indicates a cold, allergic rhinitis or pertussis.  A wet cough indicates flu and a dry cough pneumonia.  As the result of exposure to feces in preschool and bodily fluids in playgrounds, there are a number of epidemics that affect primarily school children.  Other than flu drugs, the current medicines of most concern to children are hydrocortisone to treat allergies and asthma, clindamycin (Cleocin) to treat methicillin resistant Staphylococcus aureus (MRSA) without permanently yellowing developing teeth with tetracyclines or curing with saline solution, CBD cannabis preparations for certain pediatric conditions and pain relief including childbirth, and the division of the 2 breaths per 15 compressions CPR into 100-120  compression per minute cardio or one breath every 5-10 seconds respiratory CPR for fentanyl induced opiate overdose.  To counter propaganda for statistically unsuccessful flu vaccines, it is necessary to devote a sentence to inform hospitals and schools, that Amantadine (Symmetrel) is indicated by the FDA to cure both human influenza type A and extra-pyramidal (autistic?) side-effect of antipsychotic drugs in one dose. Oseltamivir (Tamiflu) and Zanamivir (Relenza) are prescribed for influenza types A & B.  For children Clark's rule is to divide the child's weight (in pounds) by 150 to get the fraction of the adult dose to give to the child.  Example: For a 50 pound child give 50/150 (or 1/3) of the adult dose. If the adult dose is 40 drops taken 3 times per day, the child's dose will be 13.3 drops taken 3 times per day.  Some extracts and medicines are not suitable for children. Consult a doctor for advice.  

B. Pediatrics involves, vaccination programs, motor vehicle safety measures, control of infectious diseases, safer and healthier foods, healthier mothers and babies, family planning, fluoridation of drinking water and recognition of the hazards of tobacco use.  Group well child visits can be schedules for groups of infants and children of similar ages and their families participate in sessions lasting 45-60 minutes led by primary care pediatric providers. Pediatric well child visits center around the vaccination schedule.  The CDC recommended immunization schedule.  First Hepatitis B (Hep B) is given at birth. 2nd Hep B, and 1st Diptheria and Tetanus [Diphteria, Tetanus and Pertusis (DPT or DtaP acellular Pertussis], Hib, Inactivated Poliovirus (IPV), rotavirus and Pneumococcal are at 2 mo, DPT or DTaP, Hib, IPV at 4 mo., Hep B, DT [DPT or DtaP], Hib, IPV at 6 mo. Hep B, DT [DPT or DTaP], VZV at 12 mo., MMR at 15 mo., DT [DPT] at 18 mo., DPT or DTaP, IPV, MMR at 4-6 years.  Hep B, MMR, VZV at 11-12 years.  The second dose of MMR is recommended at 4-6 years and should be received no later than 11-12 y.  Susceptible children can receive the varicella vaccine at any visit after the first birthday, and children should be immunized by age 11-12 y.  Susceptible children 13 y or older should receive two doses, at least 1 mo apart.  Rv (rotavirus vaccine) was removed from the market in 1999, it had been administered at ages 2, 4 and 6 mo.  Pneumococcal vaccine recently has been recommended to be administered at 2, 4 and 6 mo with a booster dose as 12-15 mo.  Between 18 months and 18 children are also subjected to an annual influenza vaccination, Hep B at 18 mo., DTaP at 18 mo and 4-6 years, IPV 18 mo and 4-6 years, MMR 4-6 years, VAR 4-6 years,  Hep A 18 mo and 19-23 mo, Meningococcal HibMenCY at 11-12 and at 16 years, Tdap 11-12 years.  2vHPV females, 4vHPV for males.  
Recommended Immunization Schedule Ages 0-6 Years, US, 2009
[image: image1.png]FIGURE 1. Recommended Immunization schedule for persons aged 0 through 6 years — United States, 2009
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Source: Centers for Disease Control
C. Respiratory infections may refer to the most frequent of cold viruses and many chronic conditions such as asthma, allergies, to deadly, but largely treatable diseases like chronic obstructive pulmonary disease, pneumonia and tuberculosis, to the two year prognosis of lung cancer.  In general, a wet cough is the flu, cured with Amantadine (Symmetrel) and a dry cough is pneumonia, treated with Ampicillin (Principen).  Health professionals should wear respirators when examining patients.  Hard lung nodules and coughing from aspergillosis are cured with a dab of hydrocortisone crème to chest.  A runny nose indicates a viral cold, limited to one week, a very runny nose, the first week of pertussis while six weeks of whooping cough can be avoided by taking antibiotics, or if the runny or itchy nose lasts longer than a week it is allergic rhinitis, caused by mold and cured with a dab of hydrocortisone crème to the nose.  Tuberculosis (TB) is not exclusively a tropical disease but similar to most tropical diseases, thanks to advances in medical science, has been nearly completely eliminated in industrialized nations and affects nearly exclusively people in middle and low income countries.  Stuff a cold and respiratory infections, body fat is needed to seal damaged lungs. Pneumonia is described as a dry cough and flu a wet cough.  Asthma symptoms caused by aspergillosis is cured with a dab of hydrocortisone to the chest.
Differential Diagnosis and Treatment of Respiratory Infections in Children 
	Infectious Agent
	Symptoms
	Treatment

	Common Cold
	
	

	Coronaviruses
	Upper respiratory tract infection (URI) lasting for a week, nasal congestion 
	None, clean.  For SARS  ventilate, medicate with antibiotic levofloxacin (Levaquin), and corticosteroids Methylprednisolone IV and then oral Prednisone

	Rhinoviruses
	URI, Swollen lymph nodes, upper  respiratory tract infection, nasal infection, peak misery after two days, lasts a week
	None, clean. Over-the-Counter: Diphenhydramine (Benylin, Benadryl), Chlorpheniramine (Telachlor, Chlo-Amine, Chlor-Trimeton, Aller-Chlor), Brompheniramine (Bromphen, Nasahist B, Dimetane Extentabs), Ipratropium intranasal (Atrovent)

	Echovirus
	URI, sore throat, skin rash, harpangia, croup, may inflame endocarditis, pneumonia, meningitis, prevalent in summer and fall in US
	None, clean. Immune Globulin Intravenous (IGIV) for serious infections

	Adenoviruses
	URI and lower respiratory tract infection (LRI), may also cause conjunctivitis, bladder infection, inflamed pharynx, diarrhea and rheumatism of the lower extremities for a week, prevalent in late winter, spring and summer
	None, clean. Vaccine re-authorized to Teva Pharm on contract with the U.S. Army. Get light exercise.  Eat white rice for diarrhea. Clean. Avoid young children.

	Flu Like Symptoms
	
	

	Influenza A & B
	Body or muscle aches, chills, cough, fever over 101° F, 38°C, headaches, and sore throat, incubates for two days, lasts two days,  prevalent in winter.  
	Bed rest for one to two days. Vaccine ineffective.  OTC Theraflu, Allegra (Sanofi-Aventis) and Children's Allegra (fexofenadine) and Allegra-D (fexofenadine and pseudoephedrine); Prescription Oseltamivir (Tamiflu) and Zanamivir (Relenza).  Antibiotics for pneumonia 

	Parainflueza Types 1-4
	LRI in children, URI in adults, prevalent in fall and winter
	No vaccine, clean.  Treat secondary infections with Antibiotics  

	Respiratory Syncytial Infection
	LRI and breathing passages. Most otherwise healthy people recover from RSV infection in 1 to 2 weeks
	Ribavirin (Virazole), asthmas inhalers ie. corticosteroids: flunisolide (Aerobid), beclomethasone (QVAR), (Flovent); triamcinolone, (Azmacort), Antibiotics for pneumonia or ear infection

	Bacterial Agent
	
	

	Whooping cough
Bordetella pertussis 
	Sporadic epidemic respiratory infection begins with runny nose that lasts a week, before the infection descends to the lungs for six weeks of mild rheumatism and coughing
	Antibiotics only cure if taken the first week before the infection descends into the lungs.  Antibiotics taken later reduce contagiousness. Clean.

	Strep Group A

Rheumatic Heart Disease: Streptococcus pyogenes, acquired from young adults 
	Highly contagious URI, sore throat, lasting a week, rheumatic heart disease sets in after a week with a 25% chance of dying over 10 years, if untreated
	Cured quickly with antibiotics and plenty of cardiovascular exercise.  Eat vegan. No sugar.  Clean.  Stock up or get a refillable prescription for antibiotics.  

	Strep Group B

Gout: Steptobacillus agalactiae 
	LRI infection, persistent endocarditis, hyper uremia and severe prolonged rheumatism of the lower extremities acquired from nursing mothers
	Cured with a full course of antibiotics, long periods of light exercise, sunlight or Vitamin D for cripples.  Eat vegan, no caffeine. Clean.  Avoid nursing mothers and contaminated fabrics.

	Pneumonia: Streptococcus pneumoniae, Chlamydia pneumoniae and 
	The term pneumonia is used to describe any severe respiratory infection, these strains are most highly contagious, also cause meningitis, ear and skin infection, endocarditis and mix and mutate with other resistant systemic bacterial and viral infections.
	penicillin, ceftriaxone, cefotaxime and cardiovascular exercise.  The corticosteroid Prednisone is also used, but is immune-suppressant.  Ventilation in hospitals saves lives.   

	Staphylococcus aureus acquired from hospitals, 


	Hospital acquired methicillin resistant Staphylococcus aureus (MRSA) is 50% fatal for heart attack admissions.  Strep + Staph = toxic shock syndrome is probable cause of half of painful conditions.
	doxycycline, the once a day antibiotic, clindamycin (Cleocin) in children under age 8 and pregnant women.  Chlorine from dissolved salt water, saline solution, is safe and effective for environmental cleaning and topical infections.  

	Pulmonary tuberculosis (TB): Mycobacterium tuberculosis
	TB has been nearly completely eliminated in industrialized nations and affects nearly exclusively people in middle and low income countries. Pulmonary tuberculosis (TB) is a contagious bacterial infection that mainly involves the lungs, but may spread to other organs transmitted by breath air droplets of infected. Tuberculosis (TB) kills about two million people each year,  among young people and adults.  One-third of the world's population is infected with TB, 5%-10% of infected  get active TB at some time during their life, more than 8 million people annually. 
	The purified protein derivative (PPD) intradermal tuberculin (Mantoux) skin test  diagnoses tuberculosis.  In 1989.  Treated with 6 to 9 month short course of isoniazid (INH), rifampin, pyrazinamide, and ethambutol results in roughly 95% cure rates.    

	Fungal Agent
	
	

	Histoplasma capsulatum 
	The Ohio and Mississippi River valleys are the most heavily contaminated regions in the United States, although distribution of the organism is worldwide.  Infection results from the inhalation of spores from an environmental source and leads to several clinical states.
	A total dose of 500 to 1000 mg of amphotericin B is used to treat severe primary infections, and 2 to 2.5 gm is used to treat all symptomatic disseminated infection.  Ketoconazole 400 to 800 mg/day are used for non-meningeal infection and 800 to 1200 mg/day for disseminated infections with meningitis.  

	Aspergillus fumigatus, A. flavus, A. niger and others 
	Allergic aspergillosis, invasive or disseminated infection or fungus ball (or mycetoma), allergic bronchopulmonary or invasive disease, releases carcinogenic aflotoxin.   
	A total dose of 500 to 1000 mg of amphotericin B is used to treat severe primary infections. Oral sporanox (itraconazole) is reported to be effective.  Hydrocortisone crème used topically on affected bonchopulmonary region-chest or nose, cures.


Source: Hospitals & Asylums HA-24-4-11
1. Adenoviruses are a family of viruses, the ones that like people cause about 5 percent of all respiratory illnesses, from mild flulike symptoms to pneumonia, involving upper and lower respiratory tract infections (URI, LRI), swollen adenoids, conjunctivitis and diarrhea.  The typical incubation period for gastroenteritis is 3-10 days; for respiratory tract infections it is between 2 and 14 days. Outbreaks of adenovirus-associated respiratory disease have been more common in the late winter, spring, and early summer; however, adenovirus infections can occur throughout the year. Most children, in urban areas, have been infected with the more common adenoviruses by the time they reach school age.  Up to twenty cases a week per one hundred WWI recruits could be expected.  Adenoviruses are often isolated from apparently healthy individuals.  The adenoviruses are a major family of icosahedral DNA containing viruses which have unique molecular biological properties.  ARD is most often associated with adenovirus types 4 and 7, and more recently adenovirus 14, in the United States. Enteric adenoviruses 40 and 41 cause gastroenteritis, usually in children. An effective vaccine against Adenovirus serotype 4 (Ad4) and serotype 7 (Ad7) was approved in 1971. The economy-driven cessation of vaccine production by its sole producer in 1996 resulted in re-emergence of outbreaks, with Ad4 predominating in 98% of cases, 5 fatalities. On March 16, 2011, the FDA approved an adenovirus vaccine for manufacture by Teva Pharmaceuticals.  Pre-schools have proven vulnerable to Hepatitis A that is transmitted by the fecal-oral route. 
2. Gonococcal urethritis reached a peak incidence in 1975 and is now declining in frequency while the incidence of nongonococcal urethritis and syphilis is rising.  Neisseria gonorrhoeae (Gonorrhea), Chlamydia trachomatis (Lymphogranuloma venereum), Ureaplasma urealyticum (Nongonococcal urethritis), Trichomonas vaginalis (Trichomas),  Treponema pallidum (Syphilis), Haemophilus ducreyi (Chancroid), Calymmatobacterium granulomatis (Granuloma inguinale), Phthirus pubis (Louse), Sarcoptes scabiei (Scabies), viral Hepatitis, Herpes simplex virus, Human papillomavirus (venereal warts), HIV and Zika virus are sexually transmitted diseases (STD).  Acquired Immune Deficiency Syndrome (AIDS) is a group of unusual diseases that HIV infected persons are vulnerable to.  Thirty to 80% of homosexual men test seropositive for hepatitis B.  Zika virus is transmitted primarily through the bite of Aedes aegypti mosquitoes but Zika virus can also be transmitted through sex without a condom.  Most reported sexual transmissions have been from persons with symptomatic Zika virus infections.  Concentrations of detectable Zika virus RNA in semen decrease after infection. Zika virus RNA was cultured in semen for three months on average, with the longest period of reported detection 188 days after symptom onset.  Zika virus RNA has been detected in the serum of non-pregnant persons up to 11–13 days after symptom onset; in the serum of pregnant women, Zika virus RNA has been detected up to 10 weeks after symptom onset .  CDC now recommends that all men with possible Zika virus exposure who are considering attempting conception with their partner, regardless of symptom status, wait to conceive until at least 6 months after symptom onset (if symptomatic) or last possible Zika virus exposure (if asymptomatic). Recommendations for women planning to conceive remain unchanged: women with possible Zika virus exposure are recommended to wait to conceive until at least 8 weeks after symptom onset (if symptomatic) or last possible Zika virus exposure (if asymptomatic).  Acyclovir is prescribed for Herpes.  Doxycycline 100 mg PO or Tetracycline 500 mg PO are effective treatments for all the bacterial infection caused sexually transmitted diseases - gonococcus, chlamydia, non-gonococcal urethritis and syphilis – except T. vaginalis that is treated with metronidazole  400 mg PO.  Sexual assault prophylaxis is either Ceftriaxone 250 mg IM + Metronidazle 2 gm po as single dose + Azithromycin 1 gm po once) or Doxycycline 100 mg po bid for 7 days.  The once a day antiretroviral to the treatment of HIV patients is called Atripla.  There are new medicines to help prevent the spread of HIV to children in utero or during sex.                                    
D. Most infants have their first teeth erupt at age 6-8 months of age.  Difficulties with transitions to sleep and frequent night awakenings are commonly reported in the first year of life. Up to 20% of older infants and children may experience sleep disturbances.  Nightmares are common in childhood and usually involve vivid, scary or exciting events, which are easily recalled by children upon awakening.  Night terrors are less common events lasting 10-15 minutes in duration, during which time the child is not easily aroused and may appear frightened and agitated.  On awakening, children who experience night terrors have amnesia.  In the United States the, the average age of successful toilet raining appears to be increasing:  In the 1960s, the mean age was 27-28 months; in the 1990s, the mean age is 35-39 months.  Factors associated with successful toilet raining are older parental age, nonwhite race, female gender and single parenthood.  Early training (before age 2 yr) is discouraged because of tis association with chronic stool retention and encopresis.  The process of toilet training includes positive reinforcement and regular toilet time.  
1. Temper tantrums are a normal part of child development.  Types of temper tantrums include frustration or fatigue-related, attention-seeking or demanding, refusal, disruptive, potentially harmful or rage-like.  If children experience temper tantrums related to excessive fatigue or hunger, the most appropriate response should be to give support, sleep or food.  When a child makes unreasonable demands, it is best to ignore them and allow time for the child to regain composure.  Tantrums manifest by refusal to go to bed or to school should be approached with firmness and consistency and physical force may be necessary.  When behavior is disruptive, out of control and occurring in a public place, it is necessary to remove the child from the situation and impose a time-out.  A rule of thumb for the length of time-out is approximately 1 minute per year of age.  When significant rage with the potential for physical injury occurs, the best intervention is holding physically restraining the child to allow time for the child to become calm and relaxed.  Parental depression and family violence may require other referrals or interventions.  Eighty percent of people had their first cigarette before 18 years of age. Pediatricians should warn children about this addiction.  Definitions of overweight (BMI at 85th – 95th percentile) and obesity (>95th percentile) are stablished.  Pediatricians should use the CDC growth charts to monitor growth status of children.  Television and video game playing time should be limited to 1-2 hours daily.  Reading is promoted.
2. Children who are at risk for cardiovascular disease due to elevated lipids and blood pressure face additional risks if they are obese.  Starting at age 2 years they should be educated about appropriate intake of dietary fat (no more than 30% of calories), saturated fat (less than 10% of total calories) and dietary cholesterol (less than 300 mg/day.  Blood pressure measurements should be done from age 3.  Children with positive family history of heart disease should be screened for total blood cholesterol.  Like most other mammals, humans have two sets of teeth, the primary and the permanent. Humans have twenty baby (primary) teeth and thirty-two adult (permanent) teeth.  The first set of teeth are acquired during the first year of life, and begin to lose them, prior to replacement with the permanent set, from 6 years of age onward. Tooth eruption in humans is a process in tooth development in which the teeth enter the mouth and become visible.  There are 20 primary teeth, 10 in each jaw.  By the age of 13, most children have 28 of their permanent teeth (4 central and 4 lateral incisors, 8 premolars, 4 canines and 8 molars.  The last teeth to appear are the third molars or “wisdom teeth” at around the ages 16 to 21 years. Between the ages of 12 and 18 years and before orthodontic treatment, the third molars, which usually emerge during the late teen years, should be evaluated by radiographs.  By age 21, all 32 of the permanent teeth have usually appeared.

Child Developmental Milestones
	Age
	Social/Cognitive
	Language
	Fine Motor
	Gross Motor

	
	Infants
	
	
	

	2 wk
	Observes mother's face when talking.  Reflexive sensorimotor
	Cries to express displeasure
	Grasps
	Lifts head when prone

	2 mo
	Social smile.  Primary circular reactions
	Differentiated crying.  Coos
	Holds rattle briefly
	Lifts chest when prone

	4 mo
	Starts to discriminate strangers by 5 mo.  Demands attention.  Becomes bored when left alone.  Begins to show memory
	Coos, babbles, laughs. Vocalizes when smiling.  "Talks" when spoken to.  Makes consonant sounds (b, p, k, n, p)
	Hold two objects (4-5 mo)
	Rolls over. Sits with support

	6 mo
	Begins to fear strangers.  Has likes and dislikes.  Recognizes parents.  Beings to imitate.  Briefly searches for dropped objects
	Imitates sounds.  Ma, mu, da.  Vocalizes to mirror images
	Transfers hand to hand (5 mo).  Secures cube on sight.
	Sits without support (5-7 ½ mo)

	9 mo
	Holds arms out to be picked up (7-8 mo).  Exhibits aggression by biting (7-8 mo).  Beings to show fear of being alone.  Puts arm in front of face to avoid washing.  Shows interest in pleasing parent.
	Makes sound (d, t, w).  Listens to familiar words.  Combines syllables (mama).  Responds to simple verbal commands.  Understands "no-no".   
	Reaches for toy.  Bangs spoon.  Searches for dropped toy within hand reach.  Uses pincer grasp.
	Pulls to stand.  Stands with support.  Cruises.

	12 mo
	Shows emotions.  Is clingy; fearful strange situations.   Is increasingly determined to practice locomotor skills.  Searches for object where it was last seen. 
	Recognizes objects by name.  Comprehends several words.  Says 5-10 ords.  Imitates speech and animal sounds
	Puts three or more objects in container
	Stands alone.  Walks alone (11 ½ - 14 mo)

	
	Toddlers
	
	
	

	15 mo
	Tolerates some separation from parents.  Stranger fear less likely.  Kisses and hugs.  Uses trantrums.  Uses no even when in an agreement
	Uses jargon.  Asks for objects by pointing.  Uses "no"
	Persistently tosses objects to floor.  Builds two-cube tower.  Scribbles
	Walks without help.  Assumes standing position without support.  Creeps upstairs

	18 mo
	Imitates.  Manages spoon.  Transitional object important.  Peak age for thumb sucking.  Trantrums more evident.  Understands "my"
	Says more than 10 words.  Points to two or three body parts
	Builds thre to four cube tower.  Turns book pages two-three at a time
	Runs but clumsy.  Pushes and pulls toys.  Climbs stairs one at a time with hand held.  Trhows ball overhand without falling

	24 mo
	Parallel play begins.  Starting attention span.  Transtrums decrease.  Independence increases
	Has 300 word vocabulary.  Uses two to three word phrases ("me go").  Uses pronouns.  Knows first name.  Verbalizes basic needs.  Talks constantly.
	Builds six to seven cube tower.  Turns book pages on at a time.  Imitates vertical and circular strokes
	Climbs stairs one at a time without holding hand

	30 mo
	 Separates more easily from mother.  Knows own sex.  May be toilet trained except for wiping


	Knows first name and surname.  Uses appropriate pronoun for self.  Uses plurals.  Names a color
	Builds eight cube tower; adds chimney to cubes.  Good hand and finger coordination.  Imitates vertical and horizontal strokes
	Jumps on two feet.  Stands on one foot for brief period

	
	Preschoolers
	
	
	

	3 y
	Egocentric.  Beings to understand time; pretends to tell time.  Attempt sto please parents and conform.  Separates easier from parents.  Aware of gender role functions
	Has 900 word vocabulary.  Uses three to four word complete sentences.  Constant talker.  Asks questions.  Starts to sing
	Build 9 to 10 cube tower.  Copies circle and cross
	Rides tricycle.  Stands on one foot for few seconds.  Alternates feet going up steps.  Tries to dance.  

	4 y
	Takes aggression out on siblings and parents.  Sibling rivalry.  May "run away" from home.  Identifies with parent of opposite sex.  Very imaginative.  Understands simple analogies.  Judges everything in one dimension.  Counts but does no understand numbers
	1500 word vocabulary.  Questioning peaks.  Starts to understand prepositions.  Names more colors
	Uses scissors.  Can lace shoes.  Copies square and diamond
	Skips and hops on one foot.  Can catch ball.  Walks down steps alternating feet

	5 y
	Gets along with parents.  Identifies with parent of same sex.  Questions parent's thinking.  Begins to understand numbers.  Increasingly understands time
	2100 word vocabulary.  Uses all parts of speech.  Names coins.  Knows days of week, months.  Can follow three commands in succession
	Adept with pencil.  Copies triangle.  Adds seven to nine parts to stick figure
	Skips altnerating feet.  Jumps rope.  Skates. Balances on alternate feet while closing eyes

	
	Schoolagers
	
	
	

	6 y
	Shares and cooperates better.  Cheats to win.  Mimics adults.  Boasts.  Is jealous, rough.  Likes table games.  Has difficulty taking responsibility for misbehavior.  Brushes teeth and hair.  Enjoys oral spelling games
	Reads from memory.  
	Uses utensils.  Has gradual increase in dexterity.  Likes to draw, color
	Vary active.  Can walk straight line

	7 y
	Becoming "family member".  Group play, but likes to spend time alone.  Prefers members of same sex.  May steal.  Can read clock
	
	Can cut meat with knife.  Needs no help to brush teeth and hair
	Repeats performances to master them

	8-9 y
	Is dramatic.  Likes rewards.  Understands concept of reversibility; concepts of space, cause and effect and conservation.  Describes common objects with detail.  Is more aware of time.  Can understand parts and wholes.
	Uses cursive writing
	Increases speed and smoothness of fine motor control
	Is more limber.  Uses more fluid movements.  Likes to overdo.  Crouches on toes

	10-12 y
	Feels friends are important; is choosey about friends.  Is beginning to develop interest in opposite sex.  Likes family; respects parents.  
	Writes stories and letters.  Uses telephone
	Continues to develop fine motor skills
	Has posture more like adults'.  Catches ball with one hand (9-11 y)

	
	Adolescents
	
	
	

	12-14 y
	Has mood swings.  Prefers to spend time with friends over family.  Is body conscious.  Is concerned about being normal.  
	Uses abstract thinking.  Asks "dumb questions".  Has an imaginary audience.  Has an imaginary audience.  Has a personal fable.  Can solve math and logic problems.
	
	

	15-16 y
	Experiences parental conflicts.  Places great importance on being attractive.  Defies limits of body with excessive physical activity, resulting in periods of lethargy.   Sexual drive emerges.  Has feeling of omnipotence.  
	Is essence of adolescent subculture.  Is intensely involved with peers. Experiments.
	
	Learns to drive a car

	17-21 y
	Usually related to family as adults.  Establishes sexuality and enters into intimate relationship (most).Makes decisions on how to contribute to society  
	Has adult level of reasoning skills. Plans for the future.  Prepares for college, military, marriage, work force.  Adolescents who enter work force tend to consolidate their identities earlier than those who enter college 
	
	


Source: Sanders '13

3. In April 2006, the World Health Organization (WHO) released new international growth charts for children aged 0--59 months. Similar to the 2000 CDC growth charts, these charts describe weight for age, length (or stature) for age, weight for length (or stature), and body mass index for age.  After convening an expert panel the CDC recommends that health care providers use the WHO growth standards to monitor growth for infants and children ages 0 to 2 years of age in the U.S and use the CDC growth charts for children age 2 years and older in the U.S.  Breastfeeding is the recommended standard for infant feeding. The WHO charts reflect growth patterns among children who were predominantly breastfed for at least 4 months and still breastfeeding at 12 months. The recommendation to use the 2006 WHO international growth charts for children aged <24 months is based on several considerations, including the recognition that breastfeeding is the recommended standard for infant feeding. In the WHO charts, the healthy breastfed infant is intended to be the standard against which all other infants are compared; 100% of the reference population of infants were breastfed for 12 months and were predominantly breastfed for at least 4 months. When using the WHO growth charts to screen for possible abnormal or unhealthy growth, use of the 2.3rd and 97.7th percentiles (or ±2 standard deviations) are recommended, rather than the 5th and 95th percentiles. Clinicians should be aware that fewer U.S. children will be identified as underweight using the WHO charts, slower growth among breastfed infants during ages 3--18 months is normal, and gaining weight more rapidly than is indicated on the WHO charts might signal early signs of overweight.  The physical growth of infants and children has long been recognized as an important indicator of health and wellness. Growth charts have been used for at least a century to assess whether a child is receiving adequate nutrition and to screen for potentially inadequate growth that might be indicative of adverse health conditions. Traditionally, attention has focused on undernutrition. However, in the past few decades, concerns about excessive weight gain have increased, and growth charts have been used to screen for overweight, including obesity.
C. The United States has the highest birth rate (12.5 per 1,000 population), infant mortality rate (6.1 infant deaths per 1,000 live births and 8 under age 5 deaths per 1,000 ) and maternal mortality rate (32 deaths per 100,000) of any industrialized nation.  The United States’ under-5 mortality rate (8 per 1,000 live births) is twice that of Belgium, Czech Republic, Finland, France, Italy, Japan and Norway (4 per 1,000 live births) and more than twice that of Iceland and Sweden (3 per 1,000 live births). Over the past 20 years US infant mortality remains high and maternal mortality rates have risen.  The US rate of 6.1 infant deaths per 1,000 live births in the first year of life is the highest in any industrialized country.  The Infant death rates for poor mothers exceeds 5 per 1,000 in the first year.  From 1980-2000, the infant mortality rate in the first year decreased from 7.04 infant deaths per 1,000 live births in 1999 to 6.75 in 2007, and then decreased at a faster rate to 5.96 in 2013.  From the mid-1960s through 1980, the poor in the United States made health gains and their infant death rates declined as the survival gap shrank.  Since 1980, however disparities between rich and poor in the US have widened and infant death rates among the poor remain higher than among the rich.  Trends in infant mortality rates during 1999-2013 varied among the five racial and ethnic groups.  During 1999-2013 infants born to black mothers experienced the highest rates of infant mortality (11.11 in 2013) and infants born to Asian or Pacific Islander mothers experienced the lowest rates (3.90 in 2013).  In the United States, American-Indian and Alaska Native infants are 1.5 to 2 times more likely to die than white infants and African-American infants are 2.4 times more likely to die than white infants.  Hospital care is expensive and mortality rates among infants in their first days and weeks of life are low.  But as infants and the medical bills get older, a mortality gap opens between the US and other countries, and widens considerably.  In 2013, the infant mortality rates were 11.1 infant deaths per 1,000 live births for Black, non-Hispanics; 7.7 infant deaths per 1,000 live births for American Indian or Alaska Native, non-Hispanics; 5.1 infant deaths per 1,000 live births for White, non- Hispanics; 5.0 infant deaths per 1,000 live births for Hispanics; and 3.9 infant deaths per 1,000 live births for Asian or Pacific Islander, non-Hispanics. From 1999 to 2013, the total infant mortality rate declined by 1 percentage point. During the same time period, the infant mortality rate declined by 3 points for Black, non-Hispanic infants and 1 point for White, non-Hispanic; Asian or Pacific Islander, non-Hispanic; and Hispanic infants. Infant mortality for American Indian or Alaska Native, non- Hispanic infants was stable from 1999 to 2013. Despite the declines in infant mortality between 1999 and 2013, rates for Black, non-Hispanic and American Indian or Alaska Native, non-Hispanic infants remained higher than the rates for White, non-Hispanic; Hispanic; and Asian or Pacific Islander, non- Hispanic infants throughout the entire period. 
1. Post-natal infant mortality for the United States 2000 was 2.3 in 1,000 live births (4.7 in 1,000 for black infants and 1.9 in 1,000 for white infants).  The leading cause of death in this age groups was sudden infant death syndrome, followed by congenital anomalies, perinatal conditions, respiratory system diseases, accidents and infectious diseases.  Maternal risk characteristics include unmarried status, adolescence, high parity and less than 12 years of education.  The five most common causes of death amongst children vary at different stages of development.  Under 1 years of age these causes of death, from 1 to 5, are perinatal conditions, congenital malformations, sudden infant death syndrome, injuries and infection.  Between 1-4 years injuries, congenital malformations, malignant neoplasm, homicide and heart disease.  Between 5-9 years injuries (unintentional), malignant neoplasm, congenital malformation, homicide and heart disease.  Between 10-14 years injuries (unintentional), homicide, suicide, malignant neoplasm and heart disease  15-19 years injuries (unintentional), homicide, suicide, malignant neoplasm and heart disease.  
2. Unintentional injuries are the leading cause of death for children and adolescents.  In 2014, 35% of deaths among adolescents ages 15–19 and 30% of deaths among children ages 1–14 were due to unintentional injuries.  For both age groups, motor-vehicle-related (MVR) injury deaths are the leading type of unintentional injury death.  Compared with younger children, adolescents have much higher death rates overall and from injuries, and are much more likely to die from injuries sustained in motor vehicle traffic crashes.  In 2014, the reported MVR deaths rates for American Indian or Alaska Native children under age 20 were more than double the rates for White, non-Hispanic; Black, non-Hispanic; Asian or Pacific Islander, non-Hispanic; and Hispanic children under age 20.  In 2014, the MVR death rate for children ages � 1–14 was 2.2 deaths per 100,000 population, representing 1,234 deaths. MVR death rates for Black, non-Hispanic (2.8); White, non- Hispanic (2.0); and Hispanic (2.2) children ranged from 2 to 3 deaths per 100,000 population.  Among adolescents, the MVR death rate in 2014 was 11.9 deaths per 100,000 population, a total of 2,515 deaths. The MVR death rate for White, non-Hispanic (13.0) adolescents was higher than the rates for Black, non-Hispanic (11.4) and Hispanic (10.6) adolescents.  Between 1999 and 2014, the total MVR death rate for adolescents ages 15–19 declined from 26 deaths per 100,000 population to 12 deaths per 100,000 population.  Throughout 1999 to 2014, White, non- Hispanic adolescents had a higher MVR death rate than Black, non-Hispanic and Hispanic adolescents. This disparity in death rates declined from an 11 point difference in 1999 to about a 2 point difference in 2014.
3. The 21st amendment (1933) requires better repeal to stop perpetuating the construction of the 18th amendment (1919), such as notation in brackets so that [both amendments] are completely repealed.  Pediatrics brings the 21 year age for alcohol and marijuana purchases into question because the driving age is 16 and so many teenagers die in automobile accidents and children cannot afford to either be deprived of anymore of their rights or die a wrongful death.  Although marijuana is safer than alcohol, it causes diverticulitis when eaten, and young children have needed to be hospitalized.  CBD cannabis oil has cured many severely ill children.  Cigarettes are so addictive that only young teenagers are foolish enough to start using them.  Teenagers should probably be learning to drink alcohol and smoke marijuana responsibly at 16, before purchasing cigarettes and pornography at 18 and owning an automobile or firearm at 21.  Although rapid growth may stop by 16 or 17 neuron and body growth may continue as long as 19 year of age.  Growth is thought to dangerously impair a teenagers' ability to learn to drive a car safely until age 20.  It is therefore held that it would save the lives of a lot of young people if they were not permitted to drive until they reached the age of 20 or 21, age 18 or 21 for gun ownership and 18, 16 or nothing for alcohol and marijuana.  It might reduce the truancy rate to allow, or turn a blind eye to high school students who smoke marijauna in school.  Age 18 to buy addictive cigarettes, whose smoking lounges were removed from high schools in the 1980s.  The idea is that people would learn to not drink, before they learn to drive when they are neurologically mature at age 20, and teenagers would stop getting into fatal automobile accidents.   
D. In 2015, 1.2 million people in the U.S. died prematurely or before the age of 75 from causes considered preventable. This is an increase of nearly 40,000 from the previous year. Eight-five percent of the increase in people who died prematurely in 2015 were 15 to 44 years old.  Accidental drug overdose, homicides and motor vehicle crashes appear to be huge factors in these deaths. The report found that 6,787 people ages 15 to 24 died from motor vehicle accidents, 4,140 were firearm homicide victims and 3,727 died from drug overdoses. Accidental drug overdoses are increasing at a much more significant rate than other causes of premature death.  Opioid overdoses in particular have increased in recent years. The U.S. Centers for Disease Control and Prevention estimated that 33,000 people died because of opioid overdose in 2015 and that 91 people in the U.S. die every day from such drugs.  The numbers are startling -- in 2015, 52,404 people died from drug overdoses according to the U.S. Centers for Disease Control and Prevention. Sixty-three percent of those deaths involved an opioid.  Furthermore, since 1999, the number of overdoses from prescription opioids like oxycodone and hydrocodone, as well as illicit drugs like heroin, have quadrupled. In fact, heroin now accounts for one in four overdose deaths in the United States.  Since 2001, the number of people who have used heroin has increased almost five-fold, and the number of people who abuse heroin has approximately tripled.  The greatest increases in use occurred among white males.  While heroin use between whites and non-whites was fairly similar in the 2001-2002 results, at 0.34% and 0.32% respectively, by 2012-2013 the percentage of whites who had used heroin jumped to 1.90%. Just 1.05% of non-whites in 2012-2013 used heroin. Heroin use also increased significantly among those with a high school education or less, as well as those who lived at less than 100% of the federal poverty line.  Methadone and buprenorphine have proven effectiveness data, they not only reduce the chances of dying from an opioid overdose by 50%.  Approximately one-third of all white heroin users reported using prescription drugs for non-medical purposes in 2001-2002. By 2013 more than half of all white heroin users started by initially using prescription drugs. For non-whites, the number of people who started by using prescription drugs before heroin actually dropped in the same time frame.  Only one in 10 of those with a substance use disorder receive any treatment.
1. Rescue breathing needs to be re-integrated into the training for cardiopulmonary resuscitation (CPR) certification for the treatment of respiratory depression caused by opiate overdose until emergency responders arrive to inject the patient with Narcan (Naloxone). The American Heart Association calls for uninterrupted chest compressions of 100 to 120 a minute until paramedics arrive. The Harm Reduction Coalition states: For a person whose breathing is severely impaired, rescue breathing or chest compressions is one of the most important steps in preventing an overdose death. When someone has extremely shallow and intermittent breathing (around one breath every 5-10 seconds) or has stopped breathing and is unresponsive, rescue breathing should be done as soon as possible because it is the quickest way to get oxygen into someone who has stopped breathing. Place the person on their back. Tilt their chin up to open the airway. Check to see if there is anything in their mouth blocking their airway, such as gum, toothpick, undissolved pills, syringe cap, cheeked Fentanyl patch (these things have ALL been found in the mouths of overdosing people!). If so, remove it. Plug their nose with one hand, and give 2 even, regular-sized breaths. Blow enough air into their lungs to make their chest rise. If you don’t see their chest rise out of the corner of your eye, tilt the head back more and make sure you’re plugging their nose. Breathe again. Give one breath every 5 seconds.
2. The Red Cross CPR steps: 1. Push hard, push fast. Place your hands, one on top of the other, in the middle of the chest. Use your body weight to help you administer compressions that are at least 2 inches deep and delivered at a rate of at least 100 compressions per minute. 2. Deliver rescue breaths. With the person's head tilted back slightly and the chin lifted, pinch the nose shut and place your mouth over the person's mouth to make a complete seal. Blow into the person's mouth to make the chest rise. Deliver two rescue breaths, then continue compressions. 3. Continue CPR steps. Keep performing cycles of chest compressions and breathing until the person exhibits signs of life, such as breathing, an AED becomes available, or EMS or a trained medical responder arrives on scene.  CPR with Chest Compression Alone or with Rescue Breathing performs either chest compressions alone, providing 50 consecutive compressions (one cycle), or chest compressions plus rescue breathing, with 2 initial rescue breaths followed by 15 chest compressions and subsequent cycles continuing the pattern in a ratio of 2 to 15. If correctly applied according to the cause of arrest, CPR would theoretically result in 156 survivors with a favorable neurologic outcome per 1000 patients, as compared with 144 per 1000 if chest compression alone were used for all patients or 115 per 1000 if chest compression plus rescue breathing were used for all patients. 
§170 Athletics 
A. According to the U.S. Centers for Disease Control (CDC), participation in organized sports is on the rise. Nearly 30 million children and adolescents participate in youth sports in the United States.  Nearly eight million students currently participate in high school athletics in the United States.  More than 480,000 compete as NCAA athletes, and just a select few within each sport move on to compete at the professional or Olympic level.  The table shows how many high school and NCAA athletes compete in each sport along with an estimate of the percentage of high school athletes going on to compete in the NCAA. In contrast, the likelihood of an NCAA athlete earning a college degree is significantly greater; graduation success rates are 86% in Division I, 71% in Division II and 87% in Division III.  The International Charter of Physical Education and Sport of 21 November 1978 provides: 1.1. Every human being has a fundamental right of access to physical education and sport, which are essential for the full development of his personality. The freedom to develop physical, intellectual and moral powers through physical education and sport must be guaranteed both within the educational system and in other aspects of social life.
Participation in School Athletics 2016-2017
	
	High School Participants
	College Participants
	Overall % HS to College

	Baseball
	491,790
	34,980
	7.1%

	Basketball
	550,305
	18,712
	3.4%

	Cross Country
	266,271
	14,350
	5.4%

	Football
	1,057,382
	73,063
	6.9%

	Golf
	141,466
	8,527
	6.0%

	Ice Hockey
	35,210
	4,199
	11.9%

	Lacrosse
	111,842
	13,899
	12.4%

	Soccer
	450,234
	24,986
	5.5%

	Swimming
	138,364
	9,691
	7.0%

	Tennis
	158,171
	7,957
	5.0%

	Track & Field
	600,136
	28,595
	4.8%

	Volleyball
	57,209
	2,007
	3.5%

	Water Polo
	21,286
	1,013
	4.8%

	Wrestling
	244,804
	7,175
	2.9%

	Basketball
	430,368
	16,532
	3.8%

	Cross Country
	226,039
	15,966
	7.1%

	Field Hockey
	60,549
	6,066
	10.0%

	Golf
	75,605
	5,372
	7.1%

	Ice Hockey
	9,599
	2,355
	24.5%

	Lacrosse
	93,473
	11,752
	12.6%

	Soccer
	388,339
	27,638
	7.1%

	Softball
	367,405
	19,999
	5.4%

	Swimming
	170,797
	12,684
	7.4%

	Tennis
	187,519
	8,736
	4.7%

	Track & Field
	494,477
	29,907
	6.0%

	Volleyball
	444,779
	17,387
	3.9%

	Water Polo
	20,826
	1,159
	5.6%

	Total
	7,294,245
	424,707
	5.8%


Source: National College Athletic Association 
1. Trends in the proportion of students participating to any degree in school athletic teams during the school year vary by grade level. Among eighth graders, participation remained steady from 1991 to 2001, fluctuating from 67% to 70%. Participation fell from 69% to 62% from 2001 to 2007, increased to 66% in 2012, and declined slightly in 2014 to 63%, where it remained in 2016. The rate of athletic participation among tenth graders was fairly constant during this time, ranging from 59% to 64%. Participation in school athletics among tenth graders was at 59% in 2016. Among twelfth graders, participation decreased slightly from 1991 to 2003, from 56% to 53%. The proportion increased to 58% in 2013, before falling to 56% in 2016.  Historically, males have higher rates of participation in school athletics than females. However, since 1991, the earliest year for which data are available, the gender gap has declined for eighth, tenth, and twelfth graders. In 2016, the gap was greatest among twelfth-grade students (9%), a decline from 18% in 1991. The recent decline from 2013 to 2016 seems to be driven by a decrease in males’ participation, rather than an increase in females’ participation. The smallest gap is among eighth graders: 1% in 2016. While the eighth-grade gender gap was smaller than in 1991 (7 percentage points), most of this narrowing occurred from 1991 to 1999, when the gap fell from 7% to 2% points.  In 2016, among eighth graders, a higher percentage of non-Hispanic white students participated in school athletics than non-Hispanic black students (68% and 62%, respectively). However, this gap disappeared in the tenth and twelfth grades. Hispanic students were the least likely to participate in school athletics among all three grade levels; among tenth graders, 53% of Hispanic students participated in school athletics, compared to 62% and 61% of non-Hispanic white and black students, respectively.  
2. Teens with more educated parents participate in school sports in higher proportions than those whose parents completed fewer years of school. For example, among tenth-grade students in 2016, 53% of those whose parents did not complete high school participated in school sports, compared with 71% of those with a parent who had attended graduate school. These disparities are similar for eighth and twelfth graders. youth who say that they “probably will” or “definitely will” graduate from a four-year college are more likely than other youth to participate in school athletics. For example, in 2016, 59% of twelfth graders who planned to complete four years of college participated in school athletics compared with 43% of twelfth-grade students who did not have such plans.
B. High school athletes account for an estimated 2 million injuries and 500,000 doctor visits and 30,000 hospitalizations each year.  More than 3.5 million kids under age 14 receive medical treatment for sports injuries each year.  Children ages 5 to 14 account for nearly 40% of all sports-related injuries treated in hospitals. On average the rate and severity of injury increases with a child's age.  Overuse injuries are responsible for nearly half of all sports injuries to middle and high school students.  Although 62% of organized sports-related injuries occur during practice, one-third of parents do not have their children take the same safety precautions at practice that they would during a game.  According to the CDC, more than half of all sports injuries in children are preventable.  By age 13, 70% of kids drop out of youth sports. The top three reasons: adults, coaches and parents.  
1. Collision or contact sports — such as soccer, football, basketball and baseball — account for about 80% of all sports-related emergency department admissions.  Among athletes ages 5 to 14, 28% of football players, 25% of baseball players, 22% of soccer players, 15% of basketball players, and 12% of softball players were injured while playing their respective sports.  Since 2000 there has been a fivefold increase in the number of serious shoulder and elbow injuries among youth baseball and softball players. Twenty percent of children ages 8 to 12 and 45% of those ages 13 to 14 will have arm pain during a single youth baseball season.  Injuries associated with participation in sports and recreational activities, account for 21% of all traumatic brain injuries among children in the United States.  90% of student athletes report some sort of sports-related injury. 54% of student athletes report they have played while injured. 37% of high school athletes say they have experienced sprains. 12% report they have sustained concussions and head injuries from their time on the field. In 2012 alone, 163,670 Middle School or High School Athletes were reported being seen in the emergency room for a concussion. But sports injuries aren’t the only thing that a student athlete needs to be aware of. Between 2008 and 2015, more than 300 sports related deaths of young athletes occurred in America alone.  The top three sports related reasons for the admission of children to the hospital emergency room were football, bicycling and basketball.  Almost 215,000 children ages 5 to 14 were treated in hospital emergency rooms for football-related injuries. More than 200,000 children ages 5 to 14 were treated in hospital emergency rooms for bicycle-related injuries.  More than 170,000 children ages 5 to 14 were treated in hospital emergency rooms for basketball-related injuries.  Sports and recreational activities contribute to approximately 21% of all traumatic brain injuries among American children.  Almost 50% of head injuries sustained in sports or recreational activities occur during bicycling, skateboarding, or skating incidents.
2. Football has the highest number of injuries among school athletes. In a 2012 report, the U.S. Consumer Product Safety Commission (CPSC) estimated that roughly 466,492 people received emergency medical care due to injuries associated with this contact sport. The most common types of football injuries include sprained ankles, anterior cruciate ligament (ACL) tears and cartilage tears, especially in the knee joint.  Around 231,447 soccer players required emergency medical care in 2012.  A few of the most common injuries among soccer players in high school and college include strains and sprains in the ankles or knees, shin splints and Achilles tendonitis.  Basketball’s quick pace and constant movements raise the risk of injuries to the knees, ankles and feet. Roughly 501,000 people received emergency medical care for injuries related to this sport in 2009. The most common injuries in basketball include ankle sprains, torn knee ligaments and stress fractures in the feet and lower legs.  High school and college wrestling is a physically demanding activity that places a significant amount of strain on different parts of the body. Students who participate in this sport are at higher risk of torn knee ligaments, shoulder and elbow sprains, pre-patellar bursitis in the knee, ankle sprains and muscle strains in the lower back.  Baseball does not involve as much contact as football and wrestling, but young athletes who participate in this sport can be injured from overusing certain joints, being hit by equipment or colliding with another player. Roughly 282,000 children under 19 years old needed medical care due to baseball injuries in 2010. The most common types in this sport include muscle strains and ligament sprains, as well as shoulder and elbow injuries.  Tennis causes fewer injuries among high school and college athletes than football and basketball, but those who play are still at risk of several types of injuries. One of the most common injuries is tennis elbow, which occurs when you move your arm in a repetitive motion. Other common tennis injuries include muscle strain in the lower back, rotator cuff tendonitis, ankle sprains and tendonitis in the knee.  Volleyball also causes a lower number of injuries in young athletes, but it still sent more than 61,000 people to emergency rooms for treatment in 2012. Shoulder injuries are among the most common types of injuries in this sport, since players use this part of the body for spiking or blocking the ball. Other common injuries include ankle sprains and tendon tears in the fingers.
C. Sudden cardiac death (SCD) is the leading cause of death in athletes.  Exercise-related SCD occurs in one to five cases per one million athletes per year.  Of the approximately 25 million competitive athletes in the U.S. there are 25-125 document cases of SCD per year, this is likely a significant underestimation because vigorous exercise does not require participation in organized athletics and independent athletes must guard their heart in certain cardiac conditions.  It is estimated that there are 10-25 cases of SCD per year in individuals younger than 30 years.  The overall occurrence rate of SCD in high school athletes is estimated to be 1: 100,000-1:300,000 athletes/year.  SCD in older athletes (>35 years of age) is most often related to atherosclerotic coronary arterial disease with myocardial infarction.  However, in younger athletes (<35 years of age) the majority of these cases are caused by defined and hereditary cardiovascular disorders.  Cardiac electrical instability, due to an underlying pathology, deteriorating into fatal ventricular tachycardia or ventricular fibrillation appears to be the most common immediate cause of death.  In one study of SCD in competitive athletes from 1985 to 1995 it was found that the majority of these athletes were involved in high school sports (62%) with collegiate athletes in a distant second (22%) and professional athletes ranking third (7%).  90% of athletes suffering SCD were male.  68% of these deaths occurred during football and basketball.  Ninety percent of athletes collapsed during or immediately after a training session or competition. Although symptoms or a family history may of SCD may precede the event, most episodes of cardiac arrest are the first manifestation of disease in an "apparently healthy" individual.  Many athletes are capable of exceptionally high levels of performance for long periods of time, even while harboring occult and potentially lethal cardiovascular malformations.  
1. Studies of exercise by apparently healthy adults report an acute event rate of 1 per 187,500 person-hours of exercise and death rate of male joggers of 1 per 396,000 man-hours of jogging.  The incidence of cardiac arrest while jogging is approximately 1 episode per year for every 18,000 healthy men, by appears to be lower for men with higher levels of habitual physical activity.  While the risk of sudden cardiac death is increased during vigorous exercise, this risk is lower among those habitually active.  There are no scientific studies on exercise-related cardiac events in women.  The major cause of cardiovascular complications during exercise is coronary artery disease (CAD).  During medically supervised cardiac rehabilitation exercise programs , the risk of death in the U.S. is approximately 1 per 60,000 participant hours, maybe one death every four years per program. The risk of SCD in joggers and marathon participants is estimated to 1/15,000 and 1/50,000 respectively.  Preparticipation exercise testing should be reserved for men >40-45 years of age and women>50-55 year with moderate to high cardiovascular risk.  The probability of an exercise induced cardiac event is greater in athletes with atherosclerotic coronary disease and left ventricular dysfunction and older athletes should be discouraged from participation in high intensity sports if they have left ventricular ejection fraction <50% or evidence of exercise-induced ischemic, ventricular arrhythmia or systolic hypotension.  Make sure exercise clothes are cardiac glycoside free.  In one study of an athletic department on the use of automated external defibrillators (AEDs) found it has been used on 20% for student athletes, 33% for athletic department staff and 47% for fans, with survival rates of 0% for students, 75% for staff, 57% for fans, and 61% overall.
2. More than 20 cardiac pathologies have been identified as causes of SCD in athletes.  Findings at autopsy reveal a predominance of an enlarged heart, hypertrophic cardiomyopathy (HCM) (26%), commotion cordia (20%) and aberrant coronary arteries (13%) as the underlying cause of death.  Responsible for 20% o SCD in U.S. athletes commotion cordis can be caused by a sudden forceful impact to the chest wall that can elicit electrical instability leading to asystole or ventricular fibrillation, the mean age of victims is 13 years, and the resuscitation rate is only 15%. Only 18% of fatalities had symptoms attributed to the cardiovascular system in the preceding 36 months prior to death, although as many as 10 of 12 older athletes had symptoms prior to death although all had normal ECG findings.  SCD in older athletes (<35 years old) is most often related to coronary artery disease with the incidence of SCD increasing with age, including older populations of vigorous exercisers, estimates of SCD incidence approach 1:15,000-1:18,000.  Most of these deaths, of young and old athletes, are thought to be related to electrical instability leading to ventricular tachycardia and eventually, ventricular fibrillation.  Inflammation, typically related to Coxsackie B virus in 50% of cases, or bacterial infection in the myocardial tissue can lead to electrical instability leading to fatal complete heart block after considerable chest pain and dizziness.

3. Accounting for only 2% of SCD in U.S. athletes, Marfan's syndrome is an autosomal dominant inherited connective tissue disorder occurring in approximately one in 10,000 individuals, who are characteristically very tall and thin, often with disproportionately long limbs, with an arm span greater than their height and have an increased risk of progressive dilation or the aortic root, potentially leading to dissection or rupture, that should monitored every 6 months by ECG.  Approximately one in 10,000 Americans have prolonged QT syndrome exhibited by an abnormal ECG, 60% have a family history of long QT or SCD, one-third of patients present with palpitations, seizures and syncope.  The trigger depends on the mutation, that can be detected by genetic testing, in QT1, the common trigger is swimming, in QT2 it is extreme emotion, in QT3 it is inactivity, in QT4 it is a loud noise, such a an alarm clock.  Treatment often involves therapy with Beta-blockers, a pacemaker or ICD, typically then refraining from activity although 70% of athletes with ICDs make a return to play.   
4. Arrhythmogenic right ventricular dysplasia or cardiomyopathy (ARVD or ARVC) is characterized by fibrofatty infiltration of the myocardium, estimates range from 2.8% of SCD in athletes in the U.S. to as high as 22% in Europe. Athletes with this condition are disqualified from sports and must investigate the benefits of moderate levels of exercise. A rest period of approximately 6 months is recommended following the onset of myocarditis, an inflammatory disease of the myocardium.  Similarly a diagnosis of acute pericarditis disqualifies athletes from participation in competitive sports, however, once the condition is resolved, sports may be allowed.  Sinus bradycardias, sinus tachycardia, premature atrial contraction and nonsustained supraventricular arrhythmias are generally manageable non-lethal rhythm disturbances and for symptomatic athletes with no evidence of underlying high-risk disease, all sports are allowed.  Athletes with pacemakers however should not participate in collision sports. Sports participation for athletes with aortic stenosis depends on the severity of the stenosis.  All sports are allowed for athletes with mild aortic stenosis and moderate and low intensity sports are allowed for athletes with moderate aortic stenosis.  However play is not allowed for athletes with severe aortic stenosis or occlusion.  Mitral valve prolapse accounts for 2% of SCD in athletes.  The solution for dysrhythmia is often an implanted battery-powered pacemaker to jolt the heart and keep it in line.
D. Exercise is necessary to burn off excess calories and to keep the body fit.  Most exercise routines involve strength exercises such as push up and sit ups as well as cardiovascular exercise.  Cardiovascular exercise is by far the most important part of an exercise routine. Being physically active is one of the most important steps that Americans of all ages can take to improve their health. The 2008 Physical Activity Guidelines for Americans provides science-based guidance to help Americans aged 6 and older improve their health through appropriate physical activity. Children and adolescents should do 60 minutes (1 hour) or more of physical activity daily.  All adults should avoid inactivity. Some physical activity is better than none, and adults who participate in any amount of physical activity gain some health benefits.  For substantial health benefits, adults should do at least 150 minutes (2 hours and 30 minutes) a week of moderate-intensity, or 75 minutes (1 hour and 15 minutes) a week of vigorous-intensity aerobic physical activity, or an equivalent combination of moderate- and vigorous intensity aerobic activity. Aerobic activity should be performed in episodes of at least 10 minutes, long enough to break a sweat and increase heart beat and respiration, and, it should be spread throughout the week. For additional and more extensive health benefits, adults should increase their aerobic physical activity to 300 minutes (5 hours) a week of moderate intensity, or 150 minutes a week of vigorous intensity aerobic physical activity, or an equivalent combination of moderate- and vigorous-intensity activity. Additional health benefits are gained by engaging in physical activity beyond this amount.   
1. Children and adolescents should do 60 minutes (1 hour) or more of physical activity daily.  All adults should avoid inactivity. Some physical activity is better than none, and adults who participate in any amount of physical activity gain some health benefits.  For substantial health benefits, adults should do at least 150 minutes (2 hours and 30 minutes) a week of moderate-intensity, or 75 minutes (1 hour and 15 minutes) a week of vigorous-intensity aerobic physical activity, or an equivalent combination of moderate- and vigorous intensity aerobic activity. Aerobic activity should be performed in episodes of at least 10 minutes, long enough to break a sweat and increase heart beat and respiration, and, it should be spread throughout the week. For additional and more extensive health benefits, adults should increase their aerobic physical activity to 300 minutes (5 hours) a week of moderate intensity, or 150 minutes a week of vigorous intensity aerobic physical activity, or an equivalent combination of moderate- and vigorous-intensity activity. Additional health benefits are gained by engaging in physical activity beyond this amount.   Ideally a person would exercise for at least an hour five days a week.  That exercise routine, should include more than 100 push ups and 100 sit ups, and no less than 1.5-3 miles of jogging.  The goal is a flat stomach.  Don’t do to much when starting out, stop if injured, in time, with perseverance all goals can be achieved.
§171 Crime
A. Many forms of deviant behavior are exhibited by some.  Personal assaults are perhaps the most feared crime in the public sector.  Fear of possible assault is inconsistent with a comfortable and efficient work setting.  Victim surveys are able to measure crimes that were not reported to any official agency.  Information about victimless crimes may indeed be obtained from offenders and motivations of offenders may be examined, but there is also the very real possibility that informants will not give the researcher complete information about their criminal activities.  Even though libraries are now experiencing unacceptable levels of crime and disruption, these levels are in no way comparable to the rates of school crime.  The Violent School-Safe School Report to Congress summarized the problem in 1979.  Based on a nationwide study of schools, it reported that in a typical month, 282,000 students were attacked in school, 112,000 had something taken from them by force, 50% of teachers experienced verbal abuse from students, and 125,000 teachers were threatened with physical harm.  In this same typical month, there was an average of 42,000 cases of property damage, 2,000 cases of arson, and over 24,000 reports of vandalism.  Estimates run as high as $600 million for the vandalism alone.  Teachers were less likely to be assaulted than students, however assaults against teachers were more likely to result in serious injury.  The percentage of teachers reporting attacks is highest in large cities and lowest in rural areas.  Teachers in junior high schools reportedly were at the highest risk of any teachers.  Male librarians have a crime victimization rate that is twice as high as women.  Over 20% were victimized once, another 12% were victims of crime twice or more.  In comparison, only 18% of female respondence were victimized while in the library, and only 5% were victimized two or more times.
1. Over half of all public schools reported a criminal incident to the police. Incidents ranged from fistfights, theft, or vandalism to serious violent crimes. 10% of schools reported serious violent crimes.  The definitions of abuse and neglect vary from state to state, but many states classify any harm or threatened harm to a child, including physical abuse, sexual abuse, or exploitation, emotional maltreatment and abandonment, as child abuse.  In 1999 a survey revealed that 1.3 out of every 1,000 children 18 years or younger had experience sexual abuse.  Females are two times more likely to have reported sexual abuse than males.   Reports must be filed within 24 to 48 hours of discovery.  The child is visited at home within 3 to 10 days.   According to the FBI, of the 17,065,074 incidents reported through the NIBRS by law enforcement from 2000 to 2004, 558,219 (3.3 percent) occurred at schools. There were 589,534 offense records, 619,453 offenses, and 688,612 offender records reported in those incidents.  During these 5 years, there were 181,468 arrestees associated with crime in schools. None of the characteristics for offenders (age, gender, race, or number of offenders) were known in 211,809 of the 688,612 offender records. The largest group of arrestees about whom the age was known (41.8%) was 13 to 15 year olds. Arrestees who were 16 to 18 years old accounted for 32.7%; 19 or older, 14.2%; 10 to 12 years old, 10.2%; and 5 to 9 years old, 1.1%. Twelve arrestees who committed crimes at schools were reportedly age 4 or under.  For those arrestees about whom the age was known, arrestees were 6.0 times more likely to be 18 years of age or younger than to be 19 years of age or older. The age was unknown for 171 of the arrestees.

Number of Offenses of Crime in Schools, by Offense Type, 2000-2004
	Offense
	2000
	2001
	2002
	2003
	2004
	5-Year Total

	Crimes Against Persons:
	
	
	
	
	
	

	Simple Assault
	16,898
	23,614
	26,587
	29,015
	33,561
	129,675

	Intimidation
	5,154
	8,340
	6,792
	7,164
	8,265
	35,715

	Aggravated Assault
	2,417
	2,920
	3,092
	3,235
	3,634
	15,298

	Forcible Fondling
	1,148
	1,479
	1,745
	1,736
	2,085
	8,193

	Forcible Rape
	241
	301
	320
	359
	441
	1,662

	Kidnapping/Abduction
	153
	200
	230
	278
	307
	1,168

	Forcible Sodomy
	74
	107
	108
	123
	130
	542

	Sexual Assault With An Object
	75
	74
	101
	111
	128
	489

	Statutory Rape
	28
	32
	45
	74
	101
	280

	Murder and Nonnegligent Manslaughter
	2
	8
	14
	5
	8
	37

	Incest
	0
	5
	9
	5
	0
	19

	Negligent Manslaughter
	1
	0
	0
	1
	0
	2

	Crimes Against Property:
	
	
	
	
	
	

	Destruction/Damage/Vandalism of Property
	17,593
	21,210
	20,814
	23,017
	23,647
	106,281

	Theft From Building
	14,761
	18,610
	18,983
	20,928
	20,830
	94,112

	All Other Larceny
	11,478
	14,195
	14,550
	15,945
	17,999
	74,167

	Burglary/Breaking and Entering
	4,106
	5,482
	5,712
	6,295
	6,733
	28,328

	Theft From Motor Vehicle
	3,281
	4,080
	3,693
	3,727
	3,543
	18,324

	Theft of Motor Vehicle Parts or Accessories
	824
	1,279
	1,250
	1,346
	1,164
	5,863

	Motor Vehicle Theft
	755
	933
	954
	912
	846
	4,400

	Arson
	658
	766
	760
	850
	980
	4,014

	Counterfeiting/Forgery
	401
	440
	523
	620
	693
	2,677

	False Pretenses/Swindle/Confidence Game
	272
	389
	470
	595
	599
	2,325

	Theft From Coin-Operated Machine or Device
	355
	442
	406
	440
	469
	2,112

	Stolen Property Offenses
	309
	385
	395
	466
	478
	2,033

	Robbery
	241
	329
	340
	371
	411
	1,692

	Credit Card/Automatic Teller Machine Fraud
	188
	267
	276
	307
	307
	1,345

	Shoplifting
	176
	235
	232
	240
	318
	1,201

	Pocket-Picking
	152
	171
	181
	245
	281
	1,030

	Embezzlement
	175
	259
	229
	194
	172
	1,029

	Purse-Snatching
	104
	153
	201
	209
	238
	905

	Impersonation
	85
	131
	165
	157
	201
	739

	Extortion/Blackmail
	30
	40
	34
	27
	50
	181

	Wire Fraud
	17
	14
	27
	17
	32
	107

	Bribery
	3
	2
	1
	2
	1
	9

	Welfare Fraud
	0
	0
	0
	1
	2
	3

	Crimes Against Society:
	
	
	
	
	
	

	Drug/Narcotic Violations
	6,477
	8,879
	8,845
	10,685
	12,222
	47,108

	Weapon Law Violations
	2,104
	2,806
	2,667
	3,079
	3,715
	14,371

	Drug Equipment Violations
	1,431
	2,237
	2,310
	2,575
	2,859
	11,412

	Pornography/Obscene Material
	64
	102
	102
	92
	107
	467

	Betting/Wagering
	4
	6
	13
	14
	9
	46

	Gambling Equipment Violations
	0
	3
	9
	11
	8
	31

	Prostitution
	5
	6
	5
	7
	5
	28

	Operating/Promoting/Assisting Gambling
	1
	5
	7
	5
	2
	20

	Assisting or Promoting Prostitution
	1
	2
	3
	4
	3
	13

	Sports Tampering
	0
	0
	0
	0
	0
	0

	Total Offenses
	92,242
	120,938
	123,200
	135,489
	147,584
	619,453


Source: FBI
2. School associated violent deaths are rare. 11 homicides of school-age youth ages 5 to 18 years occurred at school during the 2010-2011 school year. Of all youth homicides, less than 1% occur at school, and this percentage has been relatively stable for the past decade. In 2012, there were about 749,200 nonfatal violent victimizations at school among students 12 to 18 years of age. Approximately 9% of teachers report that they have been threatened with injury by a student from their school; 5% of school teachers reported that they had been physically attacked by a student from their school. In 2011, 18% of students ages 12–18 reported that gangs were present at their school during the school year.  In a 2013 nationally representative sample of youth in grades 9-12. 8.1% reported being in a physical fight on school property in the 12 months before the survey. 7.1% reported that they did not go to school on one or more days in the 30 days before the survey because they felt unsafe at school or on their way to or from school.  5.2% reported carrying a weapon (gun, knife or club) on school property on one or more days in the 30 days before the survey.  6.9% reported being threatened or injured with a weapon on school property one or more times in the 12 months before the survey.  19.6% reported being bullied on school property and 14.8% reported being bullied electronically during the 12 months before the survey.

B. Bullying refers to a pattern of behavior that includes insults, taunts, harassment (including sexual harassment), stalking, threats, intimidation, or physical assault.  The US Department of Education reported that 27.8 percent of students ages twelve to eighteen reported being bullied in the last six months.  A survey of seventh graders in California found that 42 percent reported being bullied in the last year.  A report by the American Psychological Association noted that 70 percent of middle and high school students have experienced bullying at some point.  Bullying is common in the school environment.  National and international surveys report that close to 75% of all students report having been the victim of a bully.  Bullying is the repeated harming of a student through words or physical attacks at school or on the way to or from school, which is unfair because the bully is either physically stronger or more skilled verbally or socially than the victim.  Bullying is differentiated from play, teasing, or fighting, in that harm is done, the bullying is repeated, and there is an unfair match of participants.  Bullying can be physical, which includes pushing, kicking, hitting, pinching, or any form of violence.  Bullying also can involve threats of several types: (1) verbal, which includes name calling, sarcasm, the spreading of rumors, or persistent teasing, (2) emotional, which involves tormenting, threatened ridicule, humiliation, or exclusion from groups or activities, (3) racist, which includes racial taunts, graffiti or gestures, and (4) sexual, which is unwanted physical contact or abusive comments . Four elements make up a bullying event: the victim, the bully, the school, and the parents.  The most common sites of bullying are the school playground, school hallways during transition times, on the school bus, and in the school restrooms.  Boys bully almost three times more than girls.  Males are physically and verbally aggressive, while girls try to socially isolate and verbally harass their victims, relying heavily on manipulation and gossip.  Girls also may be physically aggressive if that is a norm in their peer group. Many problems that were present only in high schools a generation ago are now prevalent in middle school, including teenage pregnancy, drug abuse, gang membership, violence, criminal activity and dropping out.  

1. When left to themselves for extended periods after school, many adolescents get into trouble. The age group that most frequently commits crimes is between 8 and 15, and most crimes are committed between the hours of 3 pm and 6 pm, between school and when parents return home from work.  Police officers view gangs as organized crime.  Gangs are usually led by older youths who seek to expand their power and wealth through illegal activities, intimidation and recruitment.  Students who are particularly vulnerable to the lure of gangs may feel disenfranchised or threatened, have sibling or friends who are in gangs, or be looking for fun and excitement.  In 1995 a report by the US Department of Education indicated that 37% of students surveyed believed there was a gang presence in their school.  Students involved in gangs are more likely to be involved in criminal activities ,have academic problems, drop out, be suspended, expelled or arrested, and become victims of violence.  If students become involved with the legal system, they will probably be assigned a probation officer, who will maintain contact with the school to monitor the students' grades and attendance.  Peer mediation is an effective and cost-saving process that leaves students with a feeling of satisfaction and self-respect while resolving conflicts.  Peer mediation teaches students to listen to others, consider others' opinions, and find solutions rather than just exploding when angry.  Mediating restitution with those they have offended is a positive learning experience for youth ad helps them learn to appreciate others' points of view.  Mediation allows for students meet in a safe, supportive environment where it is safe to be honest rather than hostile.  The ability to manage conflicts in a positive manner provides students with one of the most important competences that young adults need to master.  Approximately 85% to 95% of mediated student conflicts results in lasting agreements and decreases in referrals to administrative personnel for inappropriate student behavior.  About 20% of adolescents suffer from a diagnosable mental health disorder in a given year, and a significant majority of these disorders will continue to affect them as they age into adulthood.  About one-half of the youths in the juvenile justice system have mental health problems, yet only 15% to 20% receive help. 
C. The second half of the 1990s and the beginning of the new century saw a measurable increase in the incidence of rampage school shootings that generated intense media coverage and public fear.  The Justice Policy Institute argued that widespread “panic” over school shooting is unjustified.  In reported issued in July 199 and April 2000, the institute reminded the nation that school is still the safest place for a child to be.  Even during the seemingly deadly 1998-1999 school year, the chances of dying in school from homicide or suicide were less than one in 2 million.  The rate of out-of-school homicides alone was about forty times higher. Ninety percent of boys and 40 percent of girls play video games .  The average number of victims increases from secondary school shooters ages 11-14 with 5.8 victims, to high school ages 15-17 with 11 victims, to college shooters ages 18-27 with 20 victims, to aberrant adult shooters ages 28-62 with 8.9 victims. Secondary school shooters had the lowest suicide rate with 17 percent, 36 percent of high school shooters committed suicide, 72 percent of college age shooters committed suicide, and 42 percent of aberrant adults committed suicide. By definition a rampage school shooting must (1) take place on a school related public stage before an audience; (2) involve multiple victims, some of whom are shot simply for their symbolic significance or at random; ad (3) involve one or more shooters who are students or former students of the school. A student who comes to school looking to shoot a particular antagonist, or the school principal, but does not fire at others would not be counted.  Gang violence, revenge killings following drug deals that go bad are not included.  Rampage school shootings, are a subset of a much larger category of murders or attempted murders and are closer in form to workplace or “postal” attacks than they are to single victim homicides on or off campus. The numbers of rampage school shootings was very low until the early 1990s.

a. On December 14, 2012, Adam Lanza killed his mother at home and then massacred twenty-six staff and students at Sandy Hook Elementary School in Newtown, Connecticut.  On April 20, 1999 Eric Harris and Dylan Klebold attacked Columbine High School.  Many experts claim that antidepressant medications can cause adverse reactions that may trigger school shootings.  Indeed, a number of school shooters were taking antidepressant medication at the time of the shootings.  Mark Taylor, a Columbine High School student who was shot between seven and thirteen times by Columbine High School shooter Eric Harris, filed suit against the manufacturer of the antidepressant Luvox.  Taylor believes that Harris would not have gone on his shooting rampage in 1999 had he not been under the influence of the drug.  Luvox (Fluvoxamine) is a member of a class of drugs called selective serotonin re-uptake inhibitors (SSRIs) that have been associated with psychotic reactions and seizures, such as Prozac, Zoloft, and Paxil.  Taylor claims that the drug's manufacturer failed to provide adequate warning that it could cause psychotic reactions.  Solvay Pharmaceutical Inc. settled the suit in 2003 by making a $10,000 donation to the American Cancer Society.  Court records show that the prescription for Harris had been filled 10 times between April 1998 and March 1999, and that three-and-a-half months before the shooting the does had been increased – a common thread many experts say they are finding prior to adverse reactions to psychotropic drugs.  The autopsy on Harris revealed a “therapeutic level” of Luvox in his system. Other school shooters on antidepressants at the time of their attacks include 15-year-old Kip Kinkel who, while on Prozac, killed his parents and then proceeded to school where he opened fire on classmates, killing two and wounding 22 others.  
b. Antidepressant withdrawal is often violently exploited by unscrupulous drug providers.  It is possible that these rampage killers were incited to violence by the little known toxic substance dimethoxymethylamphetamine (DOM) that is 80 times more hallucinogenic than mescaline.  DOM causes a three day panic attack, followed by six month recovery from severe mental illness.  Gun control laws will not stop school shootings.  The Brady Campaign to Prevent Gun Violence used the opportunity to criticize Congress for letting the federal “assault weapons” ban expire, mandating immediate destruction of the records of gun sales, and considering a bill to limit lawsuits against gun dealers.  There are some 260 million firearms in private hands in the US.  In 1990, 78 percent of Americans said they thought laws on fire-arm sales should be stricter.  By 2004, only 54 percent agreed.  By a 2-1 margin, they oppose a general ban on private ownership of handguns.  When Congress let the “assault weapons” ban expire in 2004 there was no public uproar.  Democratic gun control propaganda failed to prevent copycat rampage shooters after Sandy Hook Elementary School and Umpqua Community College.  In Voisone v. United States (2016) the Supreme Court denied gun ownership to people noted for their domestic violence.  
D. There are approximately 20,000 deaths annually of young people between the ages of 10 and 20.  The three leading causes of death are accidents, homicide and suicide. Suicide is the second leading cause of death among children and adolescents.  People who contemplate suicide are frequently ambivalent about killing themselves and usually respond to help.  There many different names for self-injuring behavior, including self-harm behavior, nonfatal suicide, focal suicide, self-abuse, self-mutilation, self-inflicted violence, self-attack, self-wounding, para-suicidal behavior, anti-suicide, wrist-cutting syndrome, wrist slashing, carving, delicate cutting and indirect self-destructive behavior. Many who are involved in these destructive behaviors never receive medical help because they usually engage in the behavior in private to relieve personal anxiety.  The level of self-injury usually seen in schools is classified as superficial/moderate self-injury, which has three subtypes, compulsive, episodic and repetitive.  The compulsive subtype, which is associated with obsessive-compulsive disorder, includes hair pulling, nail biting, skin picking, and scratching.  Episodic and repetitive self-harm are impulsive acts, the difference between them being primarily a matter of degree.  The episodic subtype is characterized by frequent skin cutting and burning.  The transition from episodic to repetitive can occur after as few as 5 episodes or as many as 10.   Repetitive self-harm is marked by a shift toward ruminating about self-injury even when not actually inflicting it, and self-identification as a self-injurer.  Girls have a higher reported incidence of self-injurious behavior than boys.  Self-harm usually begins in adolescence and sometimes continues into adulthood.
§172 Corrections 
A. Several state studies have shown that earning a post-conviction Bachelor's degree is a 100% effective cure for recidivism.  Otherwise 25% of people with Associate's degrees and 66% of everyone on parole are re-incarcerated within three years of being released from prison.  There is in an ED Office of Correctional Education under 20USC§3423a.  Changes in criminal justice policy, including more punitive sentences for drug crime, rapidly increased the size of the prison population through the 1980’s, particularly for young low-skill male minorities.  There were approximately 500,000 people in jails or prisons in 1980 compared to 2.3 million in 2008.  The state and federal prison population alone doubled between 1990 and 2000, primarily due to changes in sentencing guidelines.  The rise in incarceration rates varied across race and ethnicity. From 1988 to 1994, the number of young black prisoners aged 18 to 25 increased 355%, the number of young Hispanics increased 82% and the number of young whites increased 67%.  Over 90% of the prison population is men, almost half are black, and the data available to us at this point indicate that 40% have not completed high school.  There are approximately 1.3 million children in the United States whose parents are incarcerated.    
1. The US prison population quintupled between 1980 and 2000.  The Bureau of Justice Statistics reported that there were 4,151,125 probationers, 713,990 in jail, 1,421,911 in prison and another 765,355 on parole for a total correctional supervision population of 6,996,500 in 2004.  In 1980 the US was a model judiciary with 503,586 prisoners (220 per 100,000).As the result of mandatory minimum sentencing legislation the prisoner population steadily increased over 400% to 2,085,620 (707 per 100,000) in 2004.  Over the past year, the female population in state or federal prison increased 2.6 percent while the number of male inmates rose 1.9 percent. By year's end, 7% of all inmates were women. Racial disparities among prisoners persist. In the 25-29 age group, 8.1% of black men - about one in 13 – were behind bars, compared with 2.6% of Hispanic men and 1.1% of white men.  The US prison population comprised 24% of the 9 million global prison population although the general US population of 300 million is only 4.5% of the world’s 6.6 billion population.  According to the Bureau of Justice Statistics, expenditures on corrections alone increased from $9,000,000,000 in 1982 to $44,000,000,000 in 1997. 
B. Studies using existing data from the Bureau of Justice Statistics’ Survey of Inmates in State and Federal Correctional Facilities (SISFCF) show that while 18% of the general population does not have a high school diploma or equivalent, over 40%f of the adult correctional population has not completed high school. Furthermore, while almost half of the general population has some postsecondary education, only 13% of the adult correctional population has any postsecondary education.  Prisoners are also more likely than the general population to have a GED. Black and Hispanic inmates have lower levels of educational attainment than white prisoners, but education levels of Hispanic prisoners are even lower than for blacks.  Blacks are known for getting a sentence that is five to ten times longer than whites, for the same crime.  Not guilty by reason of insanity (NGRI) defendants also serve five times longer than those who plead guilty to the same crime.
1. There are several types of prison education programs, including basic adult education programs geared toward literacy, secondary programs geared toward passing a GED exam, vocational training, special education, college courses, and study release programs where prisoners attend courses at local community colleges.  Approximately 90% of adult correctional institutions, including federal, state, and private facilities, provide some type of education program.  States vary in whether these education programs are voluntary or mandatory.  Studies based on existing data with broad definitions of enrollment estimate that over half of state prisoners participate in education programs, with 23% participating in secondary education programs and 32% participating in vocational education programs.  Prison education programs are often designed to reduce future criminal activity and therefore recidivism rates.  Enrollment in prison education programs might reduce recidivism rates by increasing cognitive skills that change behavior and by socializing people to live a crime-free life.  Released prisoners who had enrolled in education programs while in prison were 10-20% less likely to commit crimes.  Evidence suggests that participation in prison education programs also increases the wages of prisoners post-release.  Among racial minorities, those who participated in GED prison education programs had quarterly earnings 15% greater after release than did non-participants. While 56% of men in the general (household) population had completed some college or higher, only 23% of male prisoners had some postsecondary education.  Fifteen percent of men in the general population did not complete high school compared with 40% of prisoners.
2. GED certificates were more common among the adult correctional population than the general population.  Twenty percent of prisoners completed a GED as their highest level of education compared to 4% of the general population.  There was a 34% difference between the adult correctional and general population in not completing high school for young men (age 18-24) but an 18% difference for men age 45 and older.  While 37% of female prisoners had not completed high school in 2009, only 14% of the general population did not have high school degrees.  While 58% of the general population had some postsecondary education, only 31% of female prisoners had some college or higher. Furthermore, prisoners were more likely to have a GED as their highest level of education than women in the general population.  In most cases, inmates who do not have a high school diploma or a General Educational Development (GED) certificate must participate in the literacy program for a minimum of 240 hours or until they obtain the GED.
3.  Prison GED recipients now account for over 10% of all GED certificates issued in the United States each year. For black males, 22% of all GED credentials are produced by the prison system each year compared to 5% and 8% for white and Hispanic males, respectively.  Good behavior must re-defined as the achievement of a Bachelor degree for all law enforcement, voluntary or mandatory, inc. prisoners, whereas several state studies have shown that people who achieved a post-conviction Bachelor degrees were 100% free of recidivism for the purposes of and 34USC§12577.  Otherwise 66% state offenders are re-arrested within 3 years of being released under 34USC§60501.  Vocational, technical, substance abuse education of the sort offered for free by prisons reduce recidivism to 50%.  Associated degrees reduce recidivism to 25%.  Review of several state studies indicated that nobody who had earned a post-conviction Bachelor degree were re-arrested within three years of being released from prison.  This is a great inspiration to law enforcement and correctional officers who are often only required have a high school education and 6 weeks to 6 months police academy training.  Student loans for all, $100,000 law school for some.
4. All institutions offer literacy classes, English as a Second Language, parenting classes, wellness education, adult continuing education, library services, and instruction in leisure-time activities. The Bureau also facilitates post-secondary education in vocational and occupationally oriented areas. Some traditional college courses are available, but inmates are responsible for funding this coursework.  Education program are mandated for those federal prisoners who are not functionally literate under 18USC§3624(f). Non-English speaking inmates are required to participate in an English-as-a-Second Language program until able to function in the English language at the eighth grade level, pursuant to 18USC§3624(f)(4).  Non-English-speaking inmates must take English as a Second Language.  Vocational and occupational training programs are based on the needs of the inmates, general labor market conditions, and institution labor force needs. An important component is on-the-job training, which inmates receive through institution job assignments and work in Federal Prison Industries.  Parenting classes help inmates develop appropriate skills during incarceration. Recreation and wellness activities encourage healthy life styles and habits. Institution libraries carry a variety of fiction and nonfiction books, magazines, newspapers, and reference materials. Inmates also have access to legal materials to conduct legal research and prepare legal documents.   With few exceptions, inmates lacking either a high school diploma, or a General Educational Development credential (GED), are required to enroll in an adult literacy program for a minimum of 240 hours and pursue a GED if they do not want to lose Good Conduct Time See 28 CFR pt. 544, subpt. H.
C. Nearly two thirds of released State prisoners are expected to be rearrested for a felony or serious misdemeanor within three years after release.  Community corrections programs supervised by probation and parole officers have been touted as the best method for controlling recidivism.  Studies have shown that from 15% to 27% of prisoners expect to go to homeless shelters upon release from prison.  The National Institute of Justice has found that after one year of release, up to 60% of former inmates are not employed.  Over one-third of all jail inmates have some physical or mental disability and 25% of jail inmates have been treated at some time for a mental or emotional problem. A college level of education may however be a more effective philosophy than disability. According to the National Institute of Literacy, 70% of all prisoners function at the two lowest literacy levels.  The Bureau of Justice Statistics has found that 27% of Federal inmates, 40% of State inmates and 47% of local jail inmates have never completed high school or its equivalent.  The Bureau of Justice Statistics has found that less educated inmates are more likely to be recidivists. Only 1 in 4 local jails offer basic adult education programs. Participation in State correctional education programs lowers the likelihood of re-incarceration by 19%, according to a recent United States Department of Education study.  A Federal Bureau of Prisons study found a 33% drop in recidivism among federal prisoners who participated in vocational and apprenticeship training for about a 50% re-incarceration rate.  Several state studies, reported by a private source, have shown that people who earn an Associate's degree only face a 25% chance of being re-incarcerated, as opposed to a 66% chance of being re-incarcerated in three years. State studies have shown that earning a Bachelor's degree in prison is 100% free of recidivism.   2009 estimates indicated the federal recidivism rate may be as low as 9%, however, 34% of the inmates released from the Bureau of Prisons in 2005 were rearrested or had their supervision revoked over a three year period. This figure reflects a 16% decline over the past couple of decades, and is half the rate of many large state Departments of Corrections. 
1. The only middle-income people who can afford an undergraduate degree anymore are undereducated law enforcement officers, who particularly want to be required a minimum of a Bachelor degree and funded part-time through law school.  Due to the serious threat of recidivism, police misconduct by undereducated law enforcement officers must result in their immediate termination of employment by police chief.  Authorization to the make arrests and carry a firearm conferred by police academy burdens the Court.  Undereducated police officers must be swiftly terminated for misconduct and should be given disability insurance until they have achieved a Bachelor degree and are gainfully employed without rush.   With 515 justified homicides from legal intervention in 2016, the homicide rate of 1.5 million police officers is 38.6  per 100,000, seven times more than normal 5.3 per 100,000, or 8 per 100,000 for ex-convicts without gun rights.  As state employees, state highway patrol, local police and sheriff departments must pay 12.4% OASDI payroll tax to get better than $200 a month disability, probably an extra $1,000 a month.  Due process of the obsolescence of  state employee retirement programs under Title I of the Social Security Act is needed. With false arrest rates running around 50%, education is essential for law enforcement personnel to be gravely mistaken without hurting anyone very badly, stop doing wrong, and to know through due diligence what it means and feels like to be right on trial regarding issues so complex they require the professional supervision of lawyers.  The Bachelor degree seems to confer a philosophical immunity from being a partner in crime, that would theoretically reduce false arrest and torture and improve the fairness of the trial, punishment and rehabilitation of common criminals.  Several state studies have shown no recidivism, re-incarceration within three years of release, from people who earned a post-conviction Bachelor degrees, whereas recidivism otherwise ran around 25% for associates degrees, 50% for vocational certificates (such as police academy) and 66% for those otherwise released from state prison.  To participate in the study, prisons would correlate the success of their Bachelor degree programs with the elimination of recidivism. To theoretically eliminate the possibility of recidivism and increase Good Time credit, online Bachelor degree programs funded by student loans must be offered to all defendants, especially those sentenced to a lengthy period of incarceration in prison.  Student loan collections must not bother the protected people, who will pay as their tax lawyer directs them.  Prisoners and student loan collections have a mutual proclivity for engaging in hostilities, reportedly Attorney General incited rampage shootings in the case of student loan collections (academy trained law enforcement officers have so far not perpetrated) that must cease under the Federal Credit Reform Act of 1990.   
2. As of 2016, there are 1,315,561 Licensed Lawyers in the United States of America. 35 years ago the population of attorneys in the United States had surpassed 450,000, and law schools were graduating 34,000 each year. By 2011, the annual production of law degrees was up to 44,000, and at 1.22 million, the number of lawyers in the country had nearly tripled. In 2011, the number of students entering law school dropped by 7%, an unprecedented fall. In 2012, the drop accelerated: Enrollment of first-year law students sank another 8.6%. It plunged still further in 2013. According to the American Bar Association, 39,675 new law students matriculated in fall of 2013 — an 11% decrease from 2012.  To dispel rumors regarding 60% unemployment on graduation from law school, it is recommended that law schools include 4-20 week police and correctional programs, in their three year curriculum.  Having saturated the courts with standing juries of public defenders, academy certified lawyers should be preferentially employed as police and corrections officers.     
Art. 4 Curriculum
§173 American Academics 
A. The nation's first college was founded in Cambridge, Massachusetts in 1638.  Before the year was out, the head of that tiny institution, Nathaniel Eaton, had been charged with assault for beating a tutor almost to death, while his wife stood accused of serving too little beer to students and adulterating their food.  Master Eaton was eventually dismissed and promptly fled, allegedly taking much of the endowment with him, whereupon the college shut down for an entire academic year.  Among the generations of immigrants that arrived in New England before 1646 were one hundred men with Cambridge degrees and thirty-two with degrees from Oxford.  Of these men, ninety-nine served as ministers.  America’s first three colleges – Harvard was established in 1636, William and Mary in 1693, and Yale in 1701 – were all founded primarily to educate clergy  Recipients of Harvard’s AB degree had to be “able to read extempore the Pentateuch, and the New Testament in Latin.  By the Revolution, there were nine degree-granting colleges (not counting various academies offering similar instruction), and none of them even contemplated education as a secular endeavor.  In addition to Latin, professors taught Hebrew and Greek, with an eye to equipping students to read the Old and New Testaments in their original languages.  The standard curriculum culminated in a yearlong course in moral philosophy typically taught by the college president.  The ministry remained the most popular career choice for college graduates into the late 1830s.  
1. In early America religion permeated the classroom.  Religion was the first ‘R’.  The New England Primer dominated eighteenth-century education and was used sporadically into the early twentieth century, but its sales were miniscule when compared with the first great best seller in American history Noah Webster’s speller.  Webster is best known for his effort to” translation of the Bible of 1833.  But Webster’s most popular creation was The American Spelling Book, which first appears in 1783 (under the title of Grammatical Institute of the English Language, Part I) and later came to be known, because of its vivid blue covers, as the “blue-back speller”.  At a time when sales of a few thousand units qualified a book as a success, Webster’s speller was shipped to dry-goods stores in crates of seventy-two dozen.  Publishers in Vermont alone produced some twenty-seven editions between 1787 and 1820.  Webster estimated that ten million copies had come off printing presses by 1829, and by midcentury Americans were reportedly buying copies at a rate of a million per year, spiking at a million and a half when newly freed slaves turned to Webster to learn to read and write.  Aggregate sales estimates are in the range of seventy million, making Webster’s speller one of the best-selling books of all time, behind only the Bible and perhaps Quotations from Chairman Mo Tse-tung.  
2. The McGuffey readers, which debuted in 1836, have been called “the most influential volumes ever published in America”.  Although more popular in the Midwest and the South than in New England, and in rural than urban America, they became by 1890 the standard school readers in some thirty-seven states.  Over their long life they sold roughly 120 million copies, making them, along with the Bible, Webster’s spellers, and the Harry Potter series one of the most popular books in American history.  The McGuffey readers were the product of William Holmes McGuffey, a Scotch-Irish Presbyterian preacher and professor of ancient languages at Miami University in Oxford, Ohio who became upon their publication the “Schoolmaster of the Nation”.  These readers succeeded commercially because they told gripping stories about children to children, and in that sense anticipated and contributed to the midcentury mania for child-centered education.  Today we owe to these volumes our collective memory of such ditties as “Twinkle, Twinkle, Little Star” and such sayings as “Where there’s a will, there’s a way”.  The Bible was the ultimate source of wisdom.  Students typically learned the Ten Commandments and the Lord’s Prayer by heart.  There were also spellers for Quakers and Lutherans, and primers and catechisms for Anglicans.  Readers by Charles Sanders, which in some years outsold the McGuffey readers, included, in addition to the lessons on “The Bears and the Bees and the “The Cat and the Lobster”, such fare as “God Made All Things” and “The Child’s Prayer”.  “The Bible” was the first lesson in Samuel Goodrich’s popular reader, The Franklin Family Primer (1807) included numerous illustrations of Bible scenes.  Among these alternatives to Webster and McGuffey, Richard Gilmour’s Catholic readers are particularly important  Widely used in parochial schools, these readers contained, in addition to such McGuffey staples as “Rip Van Winkle” such articles as “The Power of the Blessed Sacrament”.  

B. As early as the 1820s critics of the colleges argued that courses of study top-heavy in Latin, Greek, and Hebrew had to make room for such subjects as the natural sciences, history, engineering and agriculture.  Superintendents and school committees came under pressure to cede the topic of religion to Sunday schools, and increasingly teachers and administrators succumbed to that pressure  As early as the 1840s the General assembly of the Presbyterian Church was reporting that “the common school system is rapidly assuming not a mere negative, but a positively anti-Christian character”. Real change on this score waited, however, until the passage of the Morrill Act of 1862 provided financial incentives for higher education in agriculture and other practical subjects.    By the start of the Civil War the subject of religion had largely vanished from public school curricula.  In 1875 James Blaine, a Republican congressman from Maine, inspired by an 1855 Massachusetts law banning state support for sectarian schools, introduced a constitutional amendment to outlaw the flow of tax dollars to schools “under the control of any religious sect”.  The Blaine Amendment passed in the House and lost by a few votes in the Senate, the language however lived on.  Some schoolbooks, such as the popular McGuffey readers, continued to reprint Bible passages, but schoolbooks for the most part lost their theological swagger  Coverage of such subjects as bookkeeping, sewing and science edged out theology, which when it did survive became vaguer.  Charles Eliot, a Unitarian, who served as the president of Harvard from 1869 to 1909, changed the name of Harvard’s motto from In Christi Gloriam (“To the Glory of Christ”) to Veritas (“Truth”) in 1884 and put an end to compulsory chapel in 1886.  
1. By the start of the twentieth century the term humanities had acquired its current sense as the home of such humane disciplines as philosophy art, history, classics, and literature (though, it should be noted, not the study of religion).  By the early twentieth century historians were writing books with such titles as The Secularization of American Education (1912), which concluded that “a gradual but widespread elimination of religious and church influences from public education had been afoot for somewhat over a century”.  In Two Centuries of Change in the content of School Readers (Nashville: George Peabody College for Teachers, 1930), R.R. Robinson tracks a decline in religious content, from 85% before 1775, to 22 percent between 1775 and 1825, to 7.5% between 1825 and 1875, and 1.5% between 1875 and 1915. It is possible that Christian theology might have justified diplomatic negotiations with Nazi Germany better than European history so as to avoid WWII as communist opposition to “fascism” did more to perpetuate than prevent. For instance, Vladimir Ilyich Lenin’s secret Shuya Memorandum of March 22, 1922, launched the state-sponsored looting of Russia’s churches.  That year, 2,691 priests, 1,962 monks, and 3,447 nuns were killed.

2. The anti-evolution laws in Tennessee were particularly severe, and to put them to the test and strike a symbolic blow for freedom of speech and the first Amendment, John Scopes, a young teacher in the small town of Dayton, confessed that he had broken eh law when he had once substituted for his school principal in a biology class.  In July 1925, he was brought to trial, and the new American Civil Liberties Union (ACLU) sent a team of lawyers to defend him, headed by the rationalist lawyer and campaigner Clarence Darrow (1857-1938).  At the request of Riley and other fundamentalist leaders, William Jennings Bryan agreed to support the law.  The Scopes Trial was a clash between two utterly incompatible points of view.  Bryan’s In His Image (1922) claimed he was the spokesman for a numerically large segment of the people who are for the most part inarticulate.  Darrow argued brilliantly for the freedom that science must have to express itself and advance.  Bryan insisted that in the absence of definite proof, people had a right to reject an “unsupported hypothesis” such as Darwinism because of its immoral effects.  Cornered, Bryan was forced by Darrow to concede that the world was far more than six thousand years old, as a literal reading of the Bible implied, that the six “days” of creation mentioned in Genesis were each longer than twenty-four hours. Scopes was convicted, but the ACLU paid his fine.  Bryan died a few days after the trial, as a result of his exertions.

3. In McCollum v. Board of Education (1948) the Supreme Court voted to outlaw Sunday-school style religious instruction in public schools.  Abington v. Schempp (1963) outlawed devotional Bible reading in the public schools. Stone v. Graham (1980) overturned a law requiring that the Ten Commandments be posted in Kentucky’s public schools. Justice Brennan wrote, “The holding of the Court today plainly does not foreclose teaching about the Holy Scriptures or about the differences between religious sects in classes in literature or history.  Indeed, whether or not the Bible is involved, it would be impossible to teach meaningfully many subjects in the social sciences or the humanities without some mention of religion.  Upholding a longstanding loophole in these outlawing of the teaching of religion in public schools Edwards v Aguillard (1987) invalidated Louisiana’s Creationism Act writing that courses in comparative religion of course are customary and constitutionally appropriate.  The Supreme Court has repeatedly ruled that the First Amendment requires of state governments not just neutrality among religions but also neutrality between religion and irreligion.  Bible curriculum used for over fifty years in elementary schools in Rhea County, Tennessee (home of the Scopes Trial) was rightly outlawed in 2002 by a US District Court judge who ruled that this curriculum unlawfully aimed to “endorse and advance religion” by, among other things, teaching children to sing “Jesus Loves Me” and My God is So Great”.  Curricular material offered by the National Council on Bible Curriculum in Public Schools (NCBCPS) probably will not pass constitutional muster either.  These materials have been adopted in over 353 school districts in 37 states but are heavily slanted toward conservative Protestant theology and the “Christian America” perspective, presupposing a Christian audience (for example, by referring to Jesus as our “high priest”) and repeatedly depict Jesus as fulfilling Old Testament prophecies.  In 1998 a federal judge granted an injunction against a New Testament course in Fort Myers, Florida, based on these materials.  Bible courses envisioned included but would not be limited to teaching about the Bible as literature. In April 1995 thirty-five very different groups, including the National Association of Evangelicals, the American Muslim Council, and the American Humanist Association, signed on to “Religion in Public Schools: A Joint Statement on Current Law” which specifically endorsed teaching about religion in the public schools.  In 1999 President Clinton’s Department of Education sent a memo to every principal in the country stating, “Public schools may teach about religion – for example, in classes on history, music, the arts, or comparative religion, the Bible (or other scripture) – as literature, the role of religion in history – but public school may not provide religious instruction”.
C. Not until 1880 did universities begin to offer graduate programs to train students for careers of scholarship and scientific inquiry. As late as the 1920s and 1930s academic scientists depended almost entirely on modest grants from corporations and foundations with little help from government sources.  On the eve of world War II, Washington appropriated less than $100 million per year to universities for research and development (R&D), much of it for improving agriculture and public health.  World War II marked the start of a new era in which research became increasingly important.  In 1944, the GI Bill for US veterans of World War II was made into law, making it financially possible for more than two million veterans to attend college during the next twelve years.  By 1947, veterans accounted for 49% of all college admissions.  Inventions such as radar, penicillin, and the atomic bomb demonstrated the power of discovery and led the creation of the National Science Foundation (NSF) in 1950.  The NSF budget grew from $3.5 million in 1952 to $7 billion in 2010.  Created in 1947 the National Institutes of Health began modestly, disbursing an annual sum for research of only $74 million as late as 1954.  By 2010, its budget had risen manyfold to more than $30 billion.  Today, the largest share of support for university research (almost 60 percent) comes from the federal government.  More than 80 percent of government research money goes to just one hundred academic institutions.  Massive transfusions of money from the NIH have vastly increased the budgets and payrolls of medical schools and their affiliated hospitals. Science departments, schools of public health, economics and education research has likewise prospered.
1. In 2005 the number of scientific papers in refereed journals authored by American researchers far exceeded the total in any other country.  America claimed the greatest number of PhDs in science and engineering, the highest percentage of total worldwide R&D funding, and the largest share of the world's high-tech exports.  The majority of all Nobel Prizes in science and economics since World War II were won by researchers working in this country.  More than half of the world's leading mathematicians, physicists and microbiologists belonged to faculties in US universities, and American scientists were producing a higher percentage of the most frequently cited articles than all the other countries in the world combined. In recent years, however the United States has been losing some of its prominence in science.  From 1981 to 2009 the share of all articles in scientific and social science journals with at least one American author dropped from 40 percent to 29 percent.  America's share of the most cited articles in science and engineering fell from 64.6% in 1992 to 56.6% in 2003.  By 2005 the combined EU enjoyed a lead in the number of science and engineering PhDs and produced a larger number of scientific papers in refereed journals.  In 2006 Chinese authorities announced a plan to double the share of GDP invested in R&D to 2.5% by 2020.  Although China ranks well below the United States and EU in the number of PhDs produced annually, the growth rate in recent years has exceeded 15%.  The quantity of research papers is rising by 17% compared with annual growth of only 1.5% in the United States and 1.3% in the EU. By 2020 China may have surpassed the United States in the number of PhDs graduating each year in science and engineering, the share of worldwide investments in R&D, the percentage of all papers published in refereed journals and the share of global experts of high-tech products.  Rapid gains are also being made in south Korea, India, and other Asian countries. Since 1960 the proportion of immigrants among active scientists in the United States has grown from 7.2% to almost 39%.  University scientists have to spend more than 40% of their research time getting the funds and approvals to do their work, hiring personnel and reporting on their administration of the grants they receive.  
2. The number of patents for university discoveries has risen sharply since congress enacted the Bayh-Dole Act in 1980. While universities receive only 2% of all patents, they obtain 16% of the patents issued in the field of biotechnology and 9% of all new drug patents. Almost all universities have long had a rule forbidding professors to spend more than one day per week on outside activities, including consulting and establishing and overseeing a for-profit company).  Rules have also been found to be needed to limit the length of time that corporate funder can insist on keeping research findings confidential and forbidding the corporate sponsor to demand the right to veto or censor the publication of a professor's findings.  Campus rules regarding conflicts of interest leave a lot to be desired but most biomedical journals insist that authors disclose these conflicts to their readers.
3. From 1969 to 1997 the percentage of all professors in America who agree that the administration of their institution supports academic freedom fell from 76.1% to 55.3%.  The 41.1% agreement rate that their administration supports academic freedom was virtually the lowest level of confidence of any of the nations polled.  In 1973 55% of PhDs in the biological sciences secured tenure-track positions within six years of obtaining their degree, and only 2% were in postdoc or other nontenured position.  By 2006, only 15% were tenured within six years, while 18% were in a nontenured position.  In 2012 as many as 70% of four-year college instructors (excluding graduate student teaching assistants) are not on a tenure track, and another 10% or so are tenure-track but no yet tenured. Advocates of tenure have long insisted that job security is essential to the preservation of academic freedom.  In Keyishian v. Board of Regents (1967) Justice Brennan declared, “academic freedom is of transcendent value to all of us and not merely to the teachers concerned...freedom is a special concern of the First Amendment” .  The Constitution gives protection only against acts of government and thus may not help professors in private universities, while academic freedom applies to private and public institutions alike.
4. During the 1970s the Fund for the Improvement of Postsecondary Education (FIPSE) of the United States Department of Health, Education and Welfare (HEW), encouraged a number of colleges and universities to develop competence-base curriculums.  Today the term competence usually occurs in the phrase “minimum competency testing” referring to laws that have been enacted requiring students in elementary and secondary schools to pass standardized tests at a specific level.  Competence based education is a form of education that derives a curriculum from a specification of a set of outcomes; that so clearly states both the outcomes – general and specific – and the means by which they will be assess that faculty, students and interested third parties can make reasonably objective judgments with respect to student achievement or non-achievement of these outcomes; that tends to conceive learning experiences in terms of these outcomes; and that certifies student progress on the basis of demonstrated achievement of these outcomes.  Competence-based education tends to be a form of education that derives a curriculum from an analysis of a prospective or actual role in modern society and that attempts to certify student progress on the basis of demonstrated performance in some or all aspects of that role.  Theoretically, such demonstrations of competence are independent of time served in formal educational settings.  
D. Exclusion of the federal government from either direct activity or any form of control over local educational policy was a principle established quite early in American history. The belief in limited federal involvement in education has been replaced by the presumption by many legislators that past federal investments justify imposing high stakes accountability requirements on schools.  Most politicians and citizens accept federal involvement in schools today, but how extensive that role ought to be is still subject to lively debate.  Over the past five decades, conservatives in Congress softened their objections to the principle of federal aid to schools and liberals downplayed fears about the unintended consequences of increased federal involvement. In most of these episodes, supporters of federal aid to education in Congress were typically liberals and Democrats. Opponents to federal aid were usually—but not always—conservatives, Republicans, and Southern Democrats. Liberals frequently defended school aid as a necessary and appropriate role for the federal government. Conservatives (and others) were often concerned about the threat of federal control of schools when they opposed these proposals. Signaling his intention to become an education activist, presidential candidate George W. Bush had to lobby to remove a plank calling for the elimination of ED from the 2000 Republican platform.  It was a significant development for a bona fide conservative to advocate increased federal involvement in schools. Congress, legislated a Prohibition against Federal control of education under 20USC§1232a in the General Educations Provisions Act of April 18, 1970, P.L. 91-230, Title IV, sec. 401(a)(10), 81 Stat.169 that was cited at 20USC§3403 (b) of the Establishment of Department of Education Act of October 17, 1979 P.L. 96-88 and 20USC§3921 of the Education for Economic Security Act of August 11, 1984, P.L. 98-377.
§174 Testing 
A. “Testing excellence” is a tactic employed by Horace Mann, the “Father of Public Education” who devised a test in secret, had copies printed, and then would take his horse and buggy to a local school, order the teachers to bring all students to the auditorium, and administer the test.  After this scenario he would drive away and later release the test sores with a blast at the ineffectiveness and inefficiency of the school.  He used this method to centralize state educational power.  To be held accountable within the concept of fairness and due process, a person must know what is expected, and be provided an opportunity to demonstrate whether he or she can actually do the task.  If the tests don't measure up to any specific curriculum, how can they be used to fairly assess any local or state curricula?  Tests assume there is a cultural and linguistic homogeneity present defied by racial integration.  The great weakness of standardized tests in providing useful information to local classroom teachers and administrators is that the data they provide are practically of no used unless the alignment with the local curriculum is known.  Test makers desire a kind of response called the “normal curve”, a frequency of distribution of scores that looks like a bell shape.  The achievement test results closely match socioeconomic level.  
1. Civil service exams have been administered in China since ancient times. Standardized testing for colleges in the United States began in 1900 with the formation of the College Entrance Examination Board by twelve prestigious universities who were concerned with the lack of a standard curriculum among New England boarding schools. The first test was administered in June 1901 to 973 students who would go on to apply to twenty-three colleges and universities.  A second educational milestone followed quickly with the invention of the first IQ test in 1905 by Alfred Binet, a French psychologist. During World War I, Harvard professor Robert Yerkes administered IQ tests to approximately 1.5 million recruits for the purpose of identifying officer candidates.  The normal I.Q. range, 85 to 115, includes about two-thirds of the population.  “Challenging” achievement for those at 115 would be impossibly hard for those at 85, and “challenging” achievements for those at 85 would be too easy for those at 115.  Following the war, Carl Brigham, a psychologist at Princeton University, adapted the army intelligence test for higher education and marketed it to Ivy League schools and military academies.  Brigham's test was called the Scholastic Aptitude Test and was given to more than eight thousand students on June 23, 1926.  Binet and Brigham assumed that intelligence was a unitary, inherited attribute and that it was not subject to change over a lifetime and could be measured in a single number.
2. Unlike the curriculum based College Boards, the Scholastic Aptitude Test measured aptitude, not subject mastery.   Over the year, the Scholastic Aptitude Test has been modified to reflect changes in educational philosophy. In 1930 the test was split into two parts- verbal aptitude and a math aptitude section a format that would continue until 2004.  In 1990 the Scholastic Aptitude Test was renamed the Scholastic Assessment Test and in 1996 was called only by its acronym SAT.  Research found that SAT was a relatively poor predictor of college success compared to high school grades, but was a better predictor than GPA alone. The College Board introduced the SAT Fee-Waiver Program more than 40 years ago to assist those students for whom test fees presented an obstacle in the college-going process.  Today, more than 20% of SAT taker utilize fee waivers, including more than 350,000 students in the graduating class of 2011 alone.  During the 2010-2011 academic year, the College Board provided more than $37 million in free SAT services.
B. In 1965, as part of his war on poverty, President Lyndon Johnson, concerned with the growing numbers of children living in disadvantaged homes, passed the Elementary and Secondary Education Act (EASA) Pub.L. 81–874, 64 Stat.79 Stat. 27 codified at Title 20 USC Chapter 70. For the first time, large amounts of federal money were awarded to states in order to help them bolster children's learning.  An addendum, offered by Senator Robert Kennedy, required states that received federal funds to evaluate and report on the effectiveness of their programs, in part by standardized achievement tests. By the late 1980s, most states required some type of mandatory testing.  By 1991, students who completed high school took, on average, 18-21 standardized tests in their career, with the majority of them occurring in the K-5 years.  In 1994, President Clinton passed Goals 2000: Educate America Act (PL 103-227).  In the 1990s “national standards” and accountability through “national testing” were set through Goals 2000.  Goals 2000 declared that every child would come to school “ready to learn”, “no child would be left behind”, and pledged that our kids would “second to none” in the world.  This pact provided resources to states and communities to ensure that all students reach their full potential.  It established a framework by which to identify world-class academic standards, to measure student progress, and provide the support that students may need to meet the standards.  Central to this Act was a National Standards Board and a call for voluntary testing in grades 4, 8 and 12 to ensure standards were being met.  
1. In 1988, Congress created the National Assessment Governing Board to set policy for the National Assessment of Educational Progress (NAEP), commonly known as The Nation’s Report Card.  While NAEP periodic federal tests of national student samples are excellent, their proficiency cut-points have no credibility.  Passing scores are arbitrary, fancifully defined by panels of teachers, politicians, and laypeople.  Many children in the highest-scoring countries don't achieve them.  Taiwan is tops in math, but 40 to 60 percent of Taiwanese students are below proficient by NAEP standards.  Swedish students are the best readers in the world, but two-thirds are not NAEP proficient. Apparently less than 30% of US students pass proficiency tests at any grade level.  The current NAEP budget is around $90 million.  Nearly 15 percent of the black-white test-score gap can be traced to differences in housing mobility, and 25 percent to differences in child- and maternal health.
2. In 1995 the landmark federal study “A Nation at Risk: The Imperative for Educational Reform” revealed that on 19 academic tests, US students were never first or even second, and compared with other industrialized nations, US students scored lowest seven-times.  Twenty-three million US adults are functionally illiterate as measured by simple tests of everyday reading, writing and comprehension, with a functional illiteracy among our minority youth that may be as high as 40%.  Many 17 year olds do not possess the higher order intellectual skills that they need, with nearly 40% unable to draw inferences from written material; only one-fifth can write a persuasive essay, and only one-third are able to solve a mathematics problem requiring multiple steps.   An increasing number of professors complain that before teaching their college-level subject matter, they have to teach students to read and write.  Consequently, there's an increasing number of remedial writing and mathematics courses.  Evidence from a number of recent studies clearly suggests that students complete 12 or 13 years of public schooling and can demonstrate only a superficial understanding of the concepts, relationships, and procedural strategies fundamental to the subjects they have studies.  They can graduate from college without ever developing competence in thinking.
3. Upon election, President George W. Bush declared education to be his number one priority.  His first legislation was the “No Child Left Behind Act” that proposed four specific principles: (1) Annual testing to assure the schools are actually teaching the children and achieving specific educational goals. (2) Give state and local school boards freedom to innovate without excessive red tape and regulation.  (3) Stop funding failure and improve failing schools.  (4) Give parents a choice to find a school that teaches. President Bush gave schools a specific period of time to improve.  If they failed, parents would be given the option of going to another, more successful school by way of a voucher plan.  The No Child Left Behind (NCLB) Act of 2001 PL 107-110 expanded standardized testing from Goals 2000 and made them mandatory.  Because of the NCLB, all 50 states have some form of standardized testing whereby students are tested every year, beginning in the 3rd grade.  In many states, 1st and 2nd graders are also tested.  Large numbers of children are given standardized tests in two three-hour increments within a one- to two week period each spring.  This led to an increase in retention rates and an associated higher dropout rate.  In Louisiana alone, between 10 and 15 percent of 4th and 8th graders were retained in 2000 because of failure to pass the state's high-stake test.  In Florida, in the spring of 2003 more than 43,000 third-graders (25 percent of the total for that grade level) were not allowed to advance to 4th grade, due to their insufficient scores on standardized tests.  There is a direct correlation between retention and dropout, motivation to learn and the desire to finish school is lessened.  The Association for Childhood Education International denounces the continued use of standardized testing in the primary grades and cautions against the use of these tests as a sole means of assessment in every year throughout the upper grades.  As a result of the No Child Left Behind Act, all states are required to administer assessments to all students attending public school.  By 2005-2006 students had to be assess in reading and mathematics in each of grades 3-8 and at least once during grades 10-12.  By the 2007-2008 school year, students also must be assessed in science at least once in grades 3-5, 6-9, and 10-12.  In many states, students must achieve a certain proficiency level on applicable standardized tests in order to receive a high school diploma.
C. In December 2007 the Program for International Student Assessment (PISA) published the result of its 2006 statistical surveys of mathematics and science literacy among fifteen-year olds in fifty-seven nations, including the United States.  In science, American students ranked below the international average, with nearly a quarter failing to demonstrate minimal scientific literacy.  Even America's top-scoring students were outperformed by higher-achieving peers in twelve other nations.  The United States fared similarly in mathematics.  American students fell below the average, and those of the highest rank were still outperformed by their foreign counterparts in twenty-nine other countries.  Many commentators interpret these “below-average” rankings as a sign of America's unpreparedness for the a global future dominated by science and technology.  The US lacks the advantage of a generally well-educated population necessary to ensure economic growth in a globalizing market. America's diverse student population and disparate social conditions...are given short shrift.   Germany's and Italy's students are nearly 100 percent white; Japan's are nearly 100 percent Asian.  Ninety-nine percent of Japan's population speaks Japanese as their first language. 18 percent of the US population lives in a household where a language other than English is spoken.  Single-parent households with children under age 17 account for 33 percent of families in America, compared with less than 10 percent in Japan, Singapore and Korea.  It might help Americans to know that in new comprehensive study for the Millennium Development Goals for 2015 of industrialized nations, including China, China ranked first in both math and science testing.  When it comes to standardized testing it seems to be best for students to be accustomed to large classrooms.    
2. Overall Grade Point Averages (GPAs) increased from 2.68 in 1990 to 3.00 in 2009 but did not increase from 2005 to 2009.  Among the individual core academic courses, the only significant increase in graduates’ GPAs from 2005 to 2009 was in English, which increased from an average of 2.82 in 2005 to 2.85 in 2009. On average, graduates earned lower GPAs in mathematics and science than in English and social studies.  In 2009, female graduates had a GPA of 3.10 compared to 2.90 for male graduates.  Students with disabilities represented 8 percent of all graduates in 2009. Compared with students without disabilities, students with disabilities earned fewer credits overall (26.8 credits versus 27.2 credits), fewer credits in core academic courses (15.0 credits versus 16.0 credits), and fewer credits in other academic courses (3.7 credits versus 5.4 credits) (table 9). In other courses, students with disabilities earned more credits than students without disabilities (8.0 credits compared to 5.8 credits). Additionally, students with disabilities earned lower GPAs than students without disabilities (2.65 compared to 3.03).  English language learners (ELL) represented 2% of all graduates in 2009. ELL graduates earned fewer credits overall, fewer credits in core academic courses, and lower GPAs than non-ELL graduates. Although the average GPA has increased for all racial/ethnic groups from 1990 to 2009, for Black and Hispanic graduates there was no significant change from 2005 to 2009. The average GPAs of Asian/Pacific Islander and White graduates increased from 2005 to 2009. High school graduates who took summer school classes earned fewer credits (26.2 credits) and a lower overall grade point average (2.82) than their peers who did not take summer school classes (27.4 credits and a 3.05 grade point average). The average GPA for students at 4 year colleges in the US is around a 3.1, meaning a B average.  This is much higher than it’s been in the past, and demonstrates that grade inflation is a very real problem for colleges.  The typical college student had an average GPA of 2.52 in the 1950s.  In nearly every decade, the GPA has inched up. C used to be the standard average grade, but B is now considered average.  Public schools have around a 3.0 average GPA while private schools have around a 3.3 average GPA. In college, science majors tend to have lower GPAs on average, with chemistry being the major with the lowest average GPA.  Education majors earn the highest GPAs on average.
§175 Elementary and Secondary School 
A. If students are taught what they are tested on, they will obviously do better than if they were not so instructed.  Teaching to the test produces a “J” curve, which means that the scores are all above average. The procedure begins with the teacher introducing 25 words on Monday, the class studying these words through Wednesday, when a practice test is provided on the same 25 words, followed on Friday by a test that again measures the same 25 words.  Most teachers hope that all students will earn 100% and spell the 25 words.  If the teacher wanted a random distribution, he or she would not have taught the students at all about the 25 words.  If one desires 50% of the class to be below average one would avoid teaching students that which they are to be tested on because will make such a difference. Data indicates that at least 75% of a pupil's classroom time involves the use of a textbook.  Four essential elements of teaching for assessment include (a) a challenging core curriculum, (b) comprehensive instruction in that curriculum, (c) developing students' test-taking skills, and (d) adherence to ethical guidelines regarding preparation of students for assessment.  To be held accountable within the concept of fairness and due process, a person must know what is expected, have an opportunity to learn what is expected, and be provided an opportunity to learn what is expected, and be provided an opportunity to learn what is expected, and be provided an opportunity to demonstrate whether or not he or she can actually do the task.  We live in a world of teaching writing.  Students must pass the “writing test”.  Many school districts report that 90 percent or more of their students pass the writing test at a “meets expectations” or above level.  However, universities and employers continue to complain that high school graduates cannot communicate effectively through writing.  Effective teaching of writing takes time: time for practice, time to share writing, time to complete pieces of writing, and time to respond to an evaluate all of that writing.
1. Parents attitudes about school directly affect their children's behavior at school.  If parents feel that the school is a friendly, welcoming place where their race and culture are accepted, they are more likely to help their children succeed.  If parents feel that children of their race or ethnicity are unaccepted or mistreated at school, then they will be less likely to encourage their children to succeed.  Asian parents are less likely to talk about school or help with the child's homework than Caucasian parents, although they have higher educational expectations for their children and stricter rules for maintaining grades.  Immigrant families also are less likely to join a PTA, volunteer at school, speak to teachers, or attend class events.  Immigrants from Mexico tend to have lower parental involvement in school learning, extracurricular activities, and other learning than immigrant Asians and Caucasian students born in the United States.  On average, children in single-sex education outperform children of comparable ability in co-ed contexts.  In a 20 year Australian study of 270,000 students both boys and girls performed between 15 and 22 percentile points higher on standardized tests when they attended single-sex schools.  Title XI of the Civil Rights Act of 1964 was designed to ensure that schools educate boys and girls equally and together, with few exceptions.  In 2006 the US Department of Education lifted the restriction on single-sex education.  Since then, all-boy and all-girl schools and classes have been cropping up all over the country.  The number of single-gender public schools has grown from just two in 1995 to 49 in 2008.  After a review of 44 research studies on single-sex education, the US Department of Education 'equivocally' endorses single-sex schools. 
B. Entering high school as a ninth grader presents many potential difficulties, including drugs, alcohol, dating, sex, driving, entering the work force with part-time jobs, school pressure with more difficult classes than in any previous years, and the opportunity to become involved in extracurricular activities.  Each credit earned is now applied toward graduation.  Students who fail a class sometimes become discouraged and drop out.  The dropout rates are staggering: 11.2% of the US population drops out of high school.  Of those dropouts, 10.5% are white, 11.3% are black and 29.5% are Hispanic.  The rates vary according to age.  Students who are in grades 9-10 (ages 14-16) drop out at the following rates: 5.9% of whites, 7.4% of blacks, and 15.8% of Hispanics.  Between 1980 and 1992 grade retention rose from 20% to 35% in spite of compelling evidence that retention does not help improve students academic success and may increase dropout rates.  Many stats are using statewide competency exams as a criterion to determine whether or not a student will be promoted.  The pressure from advancement tests sometimes creates actual physical illness.  One school counselor stated that during a 3-day testing period she had between 15 to 20 cases where students got sick during the test.
C. Course credits are converted to standardized Carnegie units of credit (or Carnegie credits), in which a single unit is equal to 120 hours of classroom time over the course of a year. Schools provided information on how many course credits represent a Carnegie credit at their school.  Points are assigned to each letter grade as shown in the table to the left. The points are adjusted by the number of Carnegie credits earned, so that a course with 60 hours of instruction counts half as much as one with 120 hours. The average of the points earned for all the courses taken is the grade point average (GPA).  Courses in which a graduate did not receive a grade, such as pass/fail and audited courses, do not factor into the GPA calculation. GPAs were not adjusted for Advanced Placement, International Baccalaureate, or other honors classes.  Average credits earned by high school graduates increased from 26.8 credits in 2005 to 27.2 credits in 2009. Over the last 19 years, average credits earned by graduates increased by more than three credits, from 23.6 credits in 1990 to 27.2 in 2009. Each Carnegie credit represents 120 hours of classroom instruction. Thus, 2009 graduates received over 400 hours more of instructional time during their high school years compared to 1990 graduates.
1. To attain a standard curriculum, a high school graduate must earn four credits in English, and three credits each in social studies, mathematics, and science.  To attain a midlevel curriculum, a high school graduate with a standard curriculum must meet three additional requirements. Mathematics credits earned must include algebra and geometry, science courses completed must cover two subjects among biology, chemistry, and physics, and one credit must be earned in foreign language courses.  To attain a rigorous curriculum, a high school graduate with a midlevel curriculum must meet three additional requirements. Four credits in mathematics must be earned, of which one course must be pre-calculus or a higher level. Science courses completed must cover all three subjects of biology, chemistry, and physics, and three credits must be earned in foreign language courses.  The rigor of graduates’ curriculum levels is associated with graduates’ entry and success in postsecondary education.  Middle school courses that might receive high school credit include algebra I, geometry, Spanish I, and biology. Approximately 12 percent of students from the NAEP 2009 twelfth-grade reading assessment reported taking an online English / language arts course. Around 7% of students who participated in the twelfth-grade science assessment reported taking an online science course, and around 6% of students taking the twelfth-grade mathematics assessment reported taking an online mathematics course.  Graduates who took online mathematics courses had an average score of 141, or 15 points lower than the 156 average score earned by graduates who did not take online mathematics courses. Despite the apparent difference in scores, 147 online and 152 regular, there was no statistically significant difference in the science assessment performance between the two student groups.  Seventy-six percent of graduates took algebra II in 2009 compared to 53% in 1990. The percentage of graduates who took precalculus/analysis in 2009 was 35% compared to 14% in 1990. Seventeen percent of graduates took calculus in 2009 compared to 7% in 1990. The percentage of graduates who earned credits in advanced science and engineering courses was also higher in 2009 than in 1990, with significant increases in each subject from 2005 to 2009.
2. The percentage of graduates completing a midlevel curriculum increased from 26% in 1990 to 46% in 2009. The percentage completing a rigorous curriculum increased from 5% in 1990 to 13% in 2009.  During this same period, the percentage of graduates completing a below standard curriculum declined from 60% in 1990 to 25% in 2009.  For those graduates who did not complete a standard curriculum (25%), 39% lacked only the required three credits in science to attain a standard curriculum level. Similarly, of the 16% of graduates who completed a standard curriculum, 35% lacked only the science coursework in two of the three major science subjects (biology, chemistry, and physics) required to attain a mid-level curriculum level.  Other graduates were missing only the four credits in English required to reach a standard curriculum level.  In addition to the 35 % who lacked only the science requirements, 19% lacked only the required mathematics coursework, and 17% were only missing the required one credit in foreign language courses.
D. From 1990 to 2009, the percentage of Black and Hispanic graduates attaining a rigorous curriculum level increased 4 percentage points and 6 percentage points, respectively. Asian/Pacific Islander graduates increased 16 percentage points and White graduates increased 9 percentage points at the rigorous curriculum level, widening the difference between Asian/Pacific Islander and White graduates from 8 percentage points in 1990 to 15 percentage points in 2009.  Twenty-one percent of 2009 graduates were enrolled in summer school at some point during high school, 39 percent of Hispanics, 36 percent of Asian-Pacific Islanders, 26 percent of blacks and 14 percent of whites.  From 1990 Asian GPAs went from 2.88 to 3.26, White GPAs from 2.73 to 3.09, Black GPAs from 2.61 to 2.84 and Hispanic from 2.42 to 2.69.
E. Overall GPAs increased from 2.68 in 1990 to 3.00 in 2009 but did not increase from 2005 to 2009.  Among the individual core academic courses, the only significant increase in graduates’ GPAs from 2005 to 2009 was in English, which increased from an average of 2.82 in 2005 to 2.85 in 2009. On average, graduates earned lower GPAs in mathematics and science than in English and social studies.  In 2009, female graduates had a GPA of 3.10 compared to 2.90 for male graduates.  Students with disabilities represented 8 percent of all graduates in 2009. Compared with students without disabilities, students with disabilities earned fewer credits overall (26.8 credits versus 27.2 credits), fewer credits in core academic courses (15.0 credits versus 16.0 credits), and fewer credits in other academic courses (3.7 credits versus 5.4 credits) (table 9). In other courses, students with disabilities earned more credits than students without disabilities (8.0 credits compared to 5.8 credits). Additionally, students with disabilities earned lower GPAs than students without disabilities (2.65 compared to 3.03).  English language learners (ELL) represented 2 percent of all graduates in 2009. ELL graduates earned fewer credits overall, fewer credits in core academic courses, and lower GPAs than non-ELL graduates. Although the average GPA has increased for all racial/ethnic groups from 1990 to 2009, for Black and Hispanic graduates there was no significant change from 2005 to 2009. The average GPAs of Asian/Pacific Islander and White graduates increased from 2005 to 2009. High school graduates who took summer school classes earned fewer credits (26.2 credits) and a lower overall grade point average (2.82) than their peers who did not take summer school classes (27.4 credits and a 3.05 grade point average).
F. In 2009, female graduates had a GPA of 3.10 compared to 2.90 for male graduates. Meta-analysis of 369 studies involving the academic grades of over one million boys and girls from 30 different nations. Girls earn higher grades in every subject, including the science-related fields.  By the end of kindergarten, boys were just beginning to acquire the self-regulatory skills with which girls had started the year.  girls are more adept at “reading test instructions before proceeding to the questions,” “paying attention to a teacher rather than daydreaming,” “choosing homework over TV,” and “persisting on long-term assignments despite boredom and frustration.” These top cognitive scientists from the University of Pennsylvania also found that girls are apt to start their homework earlier in the day than boys and spend almost double the amount of time completing it. Girls’ grade point averages across all subjects were higher than those of boys, even in basic and advanced math.  Female college students are far more likely than males to jot down detailed notes in class, transcribe what professors say more accurately, and remember lecture content better.  U.S. Census Bureau data shows in 2012, 71% of female high school graduates went on to college, compared to 61% of their male counterparts. In 1994 the figures were 63% and 61%, respectively. Although, college enrollment rates for young women are climbing while those of young men remain flat.  In a recent survey 84% of teachers gave zero points for late work. Since 2005, male graduates have narrowed the gap with female graduates in credits earned in mathematics and science.  In 2009, male graduates generally had higher NAEP mathematics and science scores than female graduates completing the same curriculum level.
G. Graduation is a major stressor for teenagers.  Even students who have done well in school may begin to experience difficulty associated with leaving school and their friends.  By age 16, a special education student's team must specify what services the student needs to successfully transition from school to a post-school option.  These services could include career exploration, a vocational preparation program, training in skills such as keeping a budget and writing checks, experience in a work setting or any other service or activity related tot he students' post-school plans.  Special education students receive assistance through a transition specialist as they make the transition from high school to work or community support.  Seventy percent of gay and lesbian adults report that they felt different as early as age 4.  The mean age for awareness of same-sex attraction is between 10.9 and 13.2 – most gay and lesbian adults report that they knew their own sexual orientation by high school.  Many extracurricular activities take place after school hours and require students who participate in the activities to stay after school.  This excludes students who lack transportation and who have two working parents who are unable to leave work.  

H. Five criteria help determine positive youth developments: (1) competence in academic, social and vocational areas, (2) confidence, (3) connection to family, community, and peers, (4) character, and (5) caring and compassion.  Students who participate in school-related activities feel more of a sense of belonging and have additional incentives to achieve in school.  Athletics and many clubs are free of cost and demand only the students time.  It is suggested that ideal activity for youths consist of at least 3 hours each week in creative pursuits, at least 3 hours per week in youth programs, and at least 1 hour per week in religious activities and at least 1 hour per week in service to others.  A period between 3 pm and 4 pm on school days is when violent crime by juveniles peaks.  If students have positive activities through a YMCA, youth services organization or work they are going to be less likely to be involved in crime and other counterproductive activities.
§176 College 
A. In colleges of the seventeenth and eighteenth centuries, Greek and Latin were compulsory subjects.  In the latter half of the nineteenth century the classical curriculum began to give way to subjects such as modern languages, science, and farming, In 1862 Congress passed the Morrill Act, giving away huge tracts of land to encourage the growth of universities. By the end of the century there were no fewer than 977 institution of higher learning.  Although no other country's universities educated even half as large a proportion of its young people as the United States, only one in seven young Americans went to college as late as 1940.  After World War II, however, the rate of increase quickened.  The share of high school graduates entering college grew steadily from 17% in 1950 to 39% in 1980, 55% in 2000, and 68% in 2011.  For almost a century, undergraduate education in the United States has pursued three large, overlapping objectives.  The first goal is to equip students for a career either by imparting useful knowledge and skills in a vocational major or by developing general qualities of mind through a broad liberal arts education that will stand students in good stead in almost any calling.  The second aim, with roots extending back to ancient Athens, is to prepare students to be enlightened citizens of a self-governing democracy and active members of their own communities.  The third and final objective is to help students live a full and satisfying life by cultivating a wide range of interests and a capacity for reflection and self-knowledge.  To achieve these aims the traditional curriculum is divided into three parts: the major, which normally consumes 40%-50% of the total undergraduate course load; electives, which claim up to 25% and general education, which occupies 30%.  
1. Higher education in the United States has grown to become a vast enterprise comprising some 4,500 different colleges and universities, more than 20 million students, 1.4 million faculty members and aggregate annual expenditures exceeding $400 billion.  Schools range from tiny colleges numbering a few hundred students to huge universities with enrollments exceeding 50,000.  There are approximately 200 research institutions that account for a large majority of the PhDs awarded, most the degrees in law and medicine, and more than a quarter of all the students in the entire system.  The most prominent, the top sixty or so, dominate the national and international rankings, award at least half of the PhDs and receive the greater part of the billions of dollars spent each year by the federal government on academic research.  They have the largest budgets, the biggest endowments, the best professional schools, and the most extensive libraries.  Most research institutions accept less than half of the students who apply for admission.

A dozen institutions – Harvard, Princeton, Yale, Stanford, Chicago, Columbia, MIT, Cornell, Johns Hopkins, Northwestern, Pennsylvania and Dartmouth – have educated 54 percent of the CEOs of large corporations and 42% of the nation's top government leaders. The Department of Education has issued regulations requiring institutions of higher education to meet at least one of the following three standards in order to be eligible to receive federal financial aid: (1) at least 35% of former students must be repaying loans (at least one dollar in the past year), (2) annual loan repayments must not exceed 30 percent of a typical graduate's discretionary income, and (3) annual repayments must not exceed 12 percent of a typical graduate's earnings. 
2. The average GPA for students at 4 year colleges in the US is around a 3.1, meaning a B average.  This is much higher than it’s been in the past, and demonstrates that grade inflation is a very real problem for colleges.  The typical college student had an average GPA of 2.52 in the 1950s.  In nearly every decade, the GPA has inched up. C used to be the standard average grade, but B is now considered average.  Public schools have around a 3.0 average GPA while private schools have around a 3.3 average GPA.  In college, science majors tend to have lower GPAs on average, with chemistry being the major with the lowest average GPA.  Education majors earn the highest GPAs on average.  The most difficult colleges to get into actually have higher average undergraduate GPAs.  “Highly selective” schools here means schools that have a less than 15% acceptance rate. “Selective” means between a 20% and 50% acceptance rate. “Less selective” means an acceptance rate of over 50%.  3 reasons for college grade inflation: 1. Professors don’t want to jeopardize students’ chances for graduate school and jobs after those fun college years are over. 2. Professors can be cowed by the teacher evaluation forms that students complete. No teacher wants a terrible rating on RateMyProfessors.com.  3. At expensive private schools, students and their parents expect high grades to match these institutions’ high price tags.
B. There are more than seven hundred so-called comprehensive universities offering a wide variety of professional master's and doctoral programs while also carrying on at least a modest amount of research.  Many are public and have large undergraduate enrollments.  They are rarely very selective in their admission policies.  Many comprehensives evolved from technical colleges or from normal schools that trained teachers for the public schools.  There are almost one thousand mainly private, nonprofit four-year colleges.  They tend to be much smaller than research or comprehensive universities, often enrolling fewer than two thousand students.  Private colleges are hard-pressed to compete for undergraduates with state-subsidized public universities that charge much lower tuition.  Beyond universities and private four-year colleges are more than one thousand two-year, nonprofit community colleges.  All but approximately eighty-five are public, supported by state and local funds.  Together, they account for almost 40 percent of all undergraduate enrollments.  The community college movement began early int eh twentieth century chiefly as a means to accommodate students who wanted a BA degree but needed a lower-cost school close to home that they could attend for two years before transferring to a four-year college.  In addition liberal arts courses, most community colleges offer a wide variety of vocational degree programs along with shorter courses to train students for specific jobs.  
1. Only a small minority of those teaching in community colleges are PhD.  From 1963 to 2006 community college enrollment grew by 740% compared with approximately 200 percent growth for four-year colleges.  Community colleges currently enroll over 7 million students.  Sixty percent of students who enroll attend part-time, and 80% have full or part time jobs.  Forty-five percent are minorities and 42% are first generation college students.  Furthermore, there more than thirteen hundred for profit schools.  Roughly half of these give college degrees, the rest are two-year college or institutions that grant certificates signifying completion of a training program for a specific occupation such as cosmetology or the culinary arts.  Collectively, they award approximately 10% of all college degrees. The largest have tens, even hundreds of thousands of students, the largest fifteen enroll almost 60% of all students in the for-profit sector.  The University of Phoenix is the largest and most highly publicized for-profit university.  Its total enrollment now exceeds 400,000 with branches in at last 38 states, the District of Columbia, Puerto Rico, and Canada, Mexico, the Netherlands and the United Kingdom.  In 2009, 86 percent of its $3.77 billion in revenues came from Pell Grants and other federal financial aid programs.  Although for-profits account for less than 10% of total undergraduate enrollments, their students were awarded 24% of all Pell Grants and 26% of federally guaranteed loans while incurring larger debts than nonprofit students.  
C. North America might benefit from a Regional Convention on the Recognition of Qualifications in Higher Education to equal the African, Asia-Pacific, European and Latin American of 1974. American higher education has always been different in several respects from the university systems of other advanced industrial democracies.  Highly selective colleges, such as Princeton, Stanford, or Amherst, offer more intense, all-encompassing experience for their students than one normally finds in other countries. Less than 20 percent of students actually stay in a residential college.  Student typically commute from home or live in apartments in the surrounding community.   They tend to work longer hours and a majority pursue vocational majors and go to work immediately after they graduate instead of spending additional years in professional school.  Students who do poorly in high school can still find colleges to enter and eventually earn a BA degree.  Students who drop out of college can enter another institution at a later point in their lives.  They can even pursue a degree online without quitting their job or changing their place of residence.  At present, more than 40 percent of all undergraduates in the country are over the age of twenty-four and close to 40 percent study part-time.
1. Liberal education is based on skepticism, scientific investigation and objective knowledge. Its aims include developing intellectual and ethical judgment; expanding cultural, societal and scientific horizons; cultivating democratic and global knowledge and engagement; and preparing for work in a dynamic and rapidly evolving economy. The liberating effect of a liberal arts education come not from simply taking courses in a variety of academic disciplines but from observing and understanding ho knowledge is arrived at in these disciplines.  And in every case the acquisition of knowledge occurs as the result of objective, disinterested study followed by rational argument supported by convincing evidence that produces a consensus among those knowledgeable in the discipline.  All such knowledge is regarded as provisional, contingent, and subject to revision or rejection depending on new arguments and evidence. Theodore Roosevelt said, “To educate a person in mind and not in morals is to educate a menace to society”. 
2. Specialization has its drawbacks and a study of twenty-four thousand undergraduates revealed that majoring in engineering was associated with declines in writing ability, cultural awareness and political civic participation; that education majors became less proficient in problem solving, critical thinking and general knowledge; and that science major wrote less well as seniors than they had as freshmen and were less inclined to participate in civic affairs.  Nonetheless the goals and progress estimates of Freshman-to Senior gain in the 1990s are telling – critical thinking 0.50, reflective judgment (use of reason to address ill-structured problems) 0.90, English – reading and writing 0.77, math – quantitative skills 0.55, science 0.62, history, social science 0.73, decline in authoritarianism, dogmatism 0.70-.90, decline in ethnocentrism 0.40, moral reasoning 0.77.  Although some of the gains made during the undergraduate years cannot be attributed to education, they would have occurred anyway through normal processes of maturation, it is estimated that the progress in critical thinking and reflective judgment remains largely unchanged, but that gains in writing and reading diminish by more than half, those involving mathematics and quantitive skills drop by 40 percent, and those attributable to science, history and social science shrink by approximately one-third.
3. According to a series of self-reports from large samples of students, the average amount of time that undergraduates spent either in class or doing their homework dropped by almost one-third – from roughly 40 ours per week to only 27.  Homework accounted for most of the loss, falling from 24.38 hours per week in 1961 to only 14.40 hours in 2004.  American students devote far less time to their studies than their European counterparts and spend far more time engaged in recreation and socializing than they do studying.  A survey of faculty of four-year colleges on methods of instruction used in all or most undergraduate courses taught found that the use extensive lecturing declined from 54.2% in 1991-93 to 47.4% in 2010-11, class discussion rose from 69.5% to 80.7%, cooperative learning rose from 31.7% to 53.7%, experiential learning/field studies rose from 19.8% to 23.4%, group projects rose from 21.6% to 30.4% and multiple drafts of written work from 14.4% to 21.7%.
D. Controversies regarding college admissions arise on the topics of race, legacy students following in their parents footsteps, athletics, and standardized test scores.  In the fall of 2013, a record 21.8 million students were attending American colleges and universities.  Of the approximately 3,700 colleges and universities, including more than two thousand four-year colleges in the United States, more than 80 percent accept over half of their applicants.  Stanford University was the most selective, accepting only 5.69 percent of more than 38,800 applicants in 2013.  Not far behind, Harvard University, accepted only 5.9 percent of its applicants.  The way people get into the upper-middle class and upper class now is based on educational credentials.  If you're a doctor, lawyer or MBA the family business cannot simply be inherited.  Children hoping to maintain their high class status must go to college as legacy students and pass. Two-third of Americans believe college applicants should be admitted solely based on merit, even if that results in few minorities being admitted, while 28% believe an applicant's racial and ethnic background should be taken into account to promote diversity on college campuses.  In a separate poll 58% of Americans said they were in favor of “affirmative action programs for racial minorities, including 51% of whites, 76% of blacks and 69% of Hispanics.  According to the Civil Rights project at UCLA, the nation's population of African-American and Latino K-12 students is more segregated than at any time since the 1960s.  One-third of black students and almost one-half of white students attend a primary or secondary school where 90 percent of their classmates are of their race, a trend that shows no signs of abating.  At UCLA and Berkeley, the percentage of admitted undergraduate students who are African-American is still 40 percent below what it was 17 years ago when the state adopted a referendum banning any consideration of race in the admissions process.  A college experience of immersion in a diverse student body will be essential if they are to thrive in the multi-racial society they will inhabit as adults.
1. In Grutter v. Bollinger (2003) Justice O'Connor pointed out, minority preferences benefit society in two important ways.  First, they contribute to the diversity of the student body.  Second, admitting minorities to selective colleges will make the leadership class more representative of the population as whole and thereby increase the legitimacy of the government, the judiciary and other important institutions and professions.  Fisher v. University of Texas at Austin of June 24, 2013 held that using race as a determining factor in higher education admissions is prohibited by the Equal Protection Clause of the Fourteenth Amendment to the US Constitution.  The race-conscious admissions system used by the University of Texas at Austin actually harms minorities by putting them in academic settings in which they are ill-prepared to compete.  Blacks and Hispanics admitted to the University of Texas at Austin, are on average, far less prepared than their white and Asian classmates.  In the University's entering class of 2009, for example, among the students admitted outside the Top Ten Percent plan, blacks scored at the 52d percentile of 2009 SAT takers nationwide, while Asians scored at the 93d percentile. Blacks had a mean GPA of 257 and a mean SAT score of 1524;  Hispanics had a mean GPA of 2.83 and a means SAT score of 1794; whites had a mean GPA of 3.04 and a mean SAT score of 1914; and Asians had a mean GPA of 3.07 and a mean SAT score of 1991. There is no evidence that black and Hispanic students are able to close this substantial gap during their time at the University.  Surveys indicate that as family income rises from less than $20,000 a year to more than $200,000 SAT scores in critical reading math and writing steadily increase from 434, 456 and 430 to 554, 570 and 552.
2. In 1978 whites still made up 80% of America's population, including almost three-fourths of those under 18.  But minorities now constitute more than 36% of the total population and are on track to become a majority of the youth population before 2020.  Federal figures show that nonwhites comprised 47% of the 2011 class entering higher education, up from one-third in 1996.  From 1994 to 2006 African-American and Hispanic students increased from one-fifth to one-third of the enrollment at community colleges, and from one-sixth to two-fifths at the four-year schools rated least selective.  Yet in the upper-rung universities considered very or most competitive, the combined black/Hispanic share remained stuck at only about 12%.  Whites still make up 75% of students in the most selective schools, almost unchanged from 78% in 1994.  Likewise, youths from the top quarter of highest-earning families filled just over two-thirds of the seats at the most selective universities in 2006, slightly more than in 1982.
3. Harvard University recently examined the impact of legacy status at 30 highly selective colleges and concluded that, all other things being equal, legacy applicants got a 23.3 percentage point increase in their probability of admission.  If the applicants' connection was a parent who attended the college as an undergraduate, a “primary legacy” the increase was 45.1 percentage points.  If a non-legacy applicant faced a  15 percent chance of admission, an identical applicant who was a primary legacy would have a 60% chance of getting in.  33.9% of legacy applicants to the University of Pennsylvania were admitted in 2007-08, compared with just 16.4%of the overall pool.  The numbers are even more dramatic elsewhere; at Princeton, in 2009, 41.7% of legacies were admitted, compared with 9.2% of overall applicants.  Underrepresented minorities make up 12.5% of the applicant pool at selective colleges and universities but only 6.7% of the legacy-applicant pool.  At the University of Virginia, 65% of legacy parents contributed to the university's 2006 capital campaign, compared with 41% of non-legacy parents.  Moreover, legacy parents on average paid $34,759 each whereas non-legacy parents gave only $4,070.  Children of professional parents are challenged to pass exactly the same course of study as their parent or be forever poor.
4. It has been reported that between 7% and 18% of the revenue sport athletes admitted to universities were reading at an elementary school level.  While the national average for the SAT is 500, many students athletes scored in the 200s and 300s on the SAT critical reading test.  A 2011 National Collegiate Athletic Association (NCAA) survey revealed that the SAT scores for athletes are about 200 points lower than those for non-athletes.  Furthermore, the college graduation rate for college football players is 16 percent lower than the college average and the graduation rate for college basketball players is 2 percent lower.  Overall the high-school graduation of student athletes is 63 percent, one percent higher than average students.  Increasing the number of athletic scholarships allows many kids to attend college on the basis of their athletic excellence, who otherwise wouldn't be admitted solely on their academic profile. The University of Texas football program made over 93 million dollars for the school in 2011 and over 140 other football and basketball programs also made a huge amount of money.  Some schools, such as Princeton, now meet 100% of students' financial needs through grants.  From 2009 to 2010, students received 10 billion dollars more in Pell grant aid than they had the year before.  Colleges are helping students pay for college more than they ever have.  Much of the increase in aid is due the fact that colleges don't factor in the student's ability to pay the tuition when making a decision about his or her application. 
§177 Professional 
A. In contrast to the tradition in Europe, most Americans entering the so-called learned professions, notably law and medicine, do not begin their professional education until they have completed college.  The same is true of students who hope to become professors, although most of these will have majored as undergraduates in the same discipline in which they eventually plan to receive their PhD.  European secondary schools tend to keep students longer and cover more ground than most high schools in the United States.  American colleges are subject to less government supervision and control that their counterparts in most other nations, where they are usually treated as instruments of the state.  In Europe, even after colleges began charging tuition, government appropriations still account for 75% - 85% of university budgets.  55% of US higher education financing comes from private sources and the US has advantages in diversity and finance.  Counting all forms of support, expenditures on higher education in this country amount to 2.4% of national income.  American academic institutions are more competitive amongst each other than in other nations, their rivalries extend to attracting students, recruiting faculty, raising money and intercollegiate sports.  Since 1980 state officials have granted a steadily diminishing share of state appropriations – from 9.8 percent in 1980 to 6.9 percent in 2000.  The recession of 2008 led to more drastic cuts resulting in unacceptably high levels of inflation in the price of tuition. 
1. Several hundred universities award PhDs, although a mere sixty or so account for over half of all the degrees.  Students typically spend the first year or two completing coursework, mostly advanced seminars, followed by some sort of comprehensive exam to demonstrate competence in their discipline or field of study.  Thereafter they devote themselves to writing a thesis, which may consist of a book-length manuscript or a series of short papers, depending on the field.  The average length of time to degree varies widely by discipline, it typically ranges from 5 to 7 years in the sciences, 6 to 9 years in the social sciences, and 7 to 10 years or even longer, in the humanities.  Most graduate students work part-time fro several years, helping a professor as a research assistant or serving as a teaching assistant by conducting one or more weekly discussions with groups of undergraduates in a large lecture course.  The Graduate School Council report in 2009 found that only 57% of a large sample of doctoral students who began their studies in 1998-99 completed the program within ten years after they began.  Completion rates averaged 49% in the humanities, 55% in physical sciences and mathematics, 56% in the social sciences, 63% in the life sciences and 64% in engineering.  A study of ten department in two universities found that dropout rates ranged from 19% to 82%. The completion rate in professional schools is 90%. From 1981 to 2011 the number of PhDs awarded rose from 31,355 to 49,010 although during the last four decades academic salaries have fallen some 30% below the compensation earned by other professions requiring advanced study.  
1. Women made up little more than 10% of newly graduated PhDs in the 1950s and now account for more than half of all new doctorates.  The proportion of foreign graduate students has doubled from 1980 to 2009, from 12.2% to 28.3%.  Over the same time period, the number of Asian American graduate students increased by 162%, Hispanics 189 percent and blacks by 69.2%.  In 2009-10 the percentage of blacks receiving PhDs was 6.3% and Hispanics 5.9%.  From 1970 to 2005 the number of US citizens earning PhDs dropped by 23% in engineering, 44% in the physical sciences, and 50% in mathematics.  From 1977 to 2008 the share of all new PhDs in science and engineering coming from other countries grew from 19.3% to 46.7%.  As a result the proportion of immigrants among America's scientists and engineers has grown from 7% in 1960 to well over 25% today.  In 1973 55% of PhDs in the biological sciences secured tenure-track positions within six years of obtaining their degree, and only 2% were in postdoc or other nontenured position.  By 2006, only 15% were tenured within six years, while 18% were in a nontenured position.
B. Professional schools have experienced remarkable growth over the past several decades.  Since 1951-52 the number of students attending two year American business schools has risen more than fiftyfold, resulting in 177,000 master's degrees awarded in 2010.  Law school enrollments have likewise increased many times over, with nearly 50,000 matriculants in the fall of 2009.  The ranks of medical students have grown more slowly due to rising costs 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% of the students in law and more than one-third in business.  Whereas only 2.4% of graduating medical students were African-American in 1971-72, 6.9% received MD degrees in 2007-08.  Blacks constituted 7.3% of law school students in 2008.  Business schools have lagged behind other professional schools, with the total number of blacks, Hispanics and Native Americans combined often making up less than 10% of enrollments in leading schools.  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%.  In contrast 55% of medical students in 2005 came from families with incomes in the highest quintile.  Law school tuition rose rapidly since the late 1980s.  From 1987 to 2009 the average charge per year at public law schools for instate students jumped from $2,398 to $18,472.  At private law schools, the average increase went from $8,911 to $35,743.  In several leading schools tuitions top $50,000.  Almost 90% of all law students borrow to pay for their legal education and the average debt per graduating student has reached almost $70,000 for public and more than $100,000 for private law schools. 
1. 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.  Undergraduates have begun by taking a series of premedical requirements consisting in biology, chemistry, mathematics and physics.  Those who are admitted to medical school normally devote much of their first two years to learning more basic science and studying human anatomy and the various organ systems and diseases.  The final two years of medical school are largely spent on the hospital wards observing and assisting hospital staff and faulty physicians in a variety of specialties such as surgery, pediatrics, internal medicine and the life.  Once they have earned an MD degree, graduates spend several more years as interns and residents acquiring specialized training in the field of their choice, and serving as members of a hospital staff taking care of patients and helping to teach medical students.  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.
2. There are currently roughly two hundred accredited law schools in the United States. The most selective law schools attract students with excellent college records who decide on a legal education late in their college careers.  Once they graduate they move to a large city and spend a few years working in one of the established law firms that specialize in representing major corporations.  Only a small minority of the graduates of less prestigious schools, (less than 10 percent) tend to receive offers from one of the large, well-established firms.  Others practice in government department or corporate in-house legal office.  A disturbing number of graduates from these lower-tier schools will not find any legal job at all.  According to the Bureau of Labor Statistics, there were roughly 275,000 job openings for lawyers from 2000 to 2010 and during this period 40,000 students graduated from law school.  In the class of 2008, of the 42,854 graduates, only 28,167 had secured a legal job within nine months. Law school applications nationwide have dropped from 100,000 at the turn of the century to an estimated 54,000 in 2012-13. The class of 2014 had 43,832 graduates, down -6.5% from 2013's largest-ever class of 46,776 graduates.  In response to reports of 60% unemployment within six months of graduating from law school, the nation's 204 ABA-approved law schools reported that roughly 10 months after graduation, 31,160 graduates of the class of 2014, or 71%, were employed in long-term, full-time positions where bar passage is required or a J.D. is preferred. The 2014 figures break down as follows: 26,248 graduates of the class of 2014, or 59.9% percent, were employed in long-term, full-time positions that require bar passage. 4,912 graduates of the class of 2014, or 11.2%, were employed in long-term, full-time "J.D. advantage" positions where a law degree is preferred. 9.8% of the class of 2014 were unemployed and seeking employment
a. Every law school requires its first-year students to take a series of basic courses such as civil procedure, contracts, property and criminal law.  In the second and third years, the curriculum is much less heavily prescribed and catalogs bulge with electives devoted to all kinds of specialized subjects.  The first year of law school has been a great educational success, however interest tends to decline in the second and third years and the amount of time spent preparing for class drops by at least half from the first tot he third year.  One recent study found that over 40 percent of students who were about to graduate felt that the third year of law school is largely superfluous. In recent decades, the reputation of lawyers for integrity has fallen in the eyes of the public, and the amount of pro bono (public service) work supplied by leading law firms has declined even as their incomes have risen.  Prompted by these trends the American Bar Association revised its standards for entry to the bar in 1995 to insist that every student take at least one course on legal ethics and professional responsibility.  Harvard's law dean Christopher Columbus Langdell recognized in the 1870s that law schools should simply teach their students how to look up the rules and applicable precedents for themselves.  The remedy most needed for law school is not under their control but must await more basic reforms initiated by the organized bar that would allow individuals with shorter, less expensive forms of legal training to represent clients in simpler types of cases in which low and middle income people cannot now afford to hire a lawyer.  
3. Business school emerged more recently than their counterparts in law and medicine.  The Wharton School, founded in 1881 at the University of Pennsylvania, is generally thought to be the first graduate program in business.  From 1898 to 1913, no fewer than twenty-five universities created business schools.  As late as the academic year 1939-40 only 1,139 MBA degrees were awarded in the entire country.  The reputation of large businesses improved after the Great Depression.  Unable to find enough qualified graduates of their own doctoral programs, business schools began hiring recent PhDs from social science departments.  By the 1980s PhD made up roughly 80% of the faculties of major schools of business.  From 1956 to 1980 the number of MBA degrees awarded annually grew from 3,200 to more than 55,000.  The core of the first year of the business school curriculum consists of eight subjects: financial accounting, finance, microeconomics, strategy, organizational behavior, operations, marketing and decision science or statistics.  The second typically allows students to choose from a large number of courses, mostly electives, and is generally agreed that the second year is much less coherent than the first. Students tend to be less engaged by classwork, If they are not already employed, they are preoccupied with finding a good job and spend much of their time interviewing with recruiters and flying around the country to visit prospective employers.  Half or more of the twenty most highly rated business schools in the world are located in the United States. 
Art. 6 Special Education 
§178 Individuals with Disabilities Education Act
A. When special education was first identified as a national priority an estimated 2% of students in public schools would be classified as learning disabled.  Today, well in excess of 5% of students in public schools are in special education classes, and that number seems to increase each year.  In 1999-2000, as many as 13 percent of public school children were enrolled in special Education, of which nearly half were considered learning-disabled.  Over the past decade, the number of students with disabilities served in regular classrooms has increased.  According to a 2003 national survey, prevalence varies widely throughout the states, ranging from a low of 2.96% in Kentucky to a high of 9.46% in Rhode Island.   Section 503 of the Rehabilitation Act of 1973 (Public Law 93-112) was the first legislation it the United States designed to create civil rights for citizens with disabilities, states: No qualified handicapped person shall, on the basis of handicap, be excluded from participation in, be denied the benefits of, or otherwise be subjected to discrimination under any program or activity which receives or benefits from Federal Financial assistance under 29USCV§794(a).   
1. Disabilities are defined as impairments that significantly limit one or more major life activities, including walking, seeing, hearing, and learning.  In 1990 the Americans with Disabilities Act used the same criteria to describe a disability but applied to both the public and private sectors.  The 5,669,057 students ages 6 to 21 who received special education services under Individuals with Disabilities Education Act, Part B, in the fall of 2013 were in the following diagnostic categories: 2,188,413 (or 38.6 percent) in specific learning disability, 1,080,790 (or 19.1 percent) in speech or language impairment, 411,048 (or 7.3 percent) in intellectual disabilities 350,870 (or 6.2 percent) in emotional disturbance, 140,209 (or 2.5 percent) in multiple disabilities, 65,502 (or 1.2 percent) in hearing impairments, 49,909 (or 0.9 percent) in orthopedic impairments, 958,751 (or 16.9 percent) in other health impairments, 24,988 (or 0.4 percent) in visual impairments, 476,058 (or 8.4 percent) in autism, 1,269 (or 0.02 percent) in deaf-blindness, 25,266 (or 0.4 percent) in traumatic brain injury, and 133,698 (or 2.4 percent) in developmental delay.  Of the 376,452 students ages 14 to 21 who exited special education services in 2011-2012, 247,596 graduated with a diploma, 53,564 received a certificate, 77,797 dropped out, and 7,058 died/aged out of service.
2. The Individuals with Disabilities Education Act (IDEA, Public Law No. 101-476) ensures the rights of students with disabilities to a free public education that meets their unique needs.  The 1997 amendments to the IDEA require the federal government (1) to provide assistance to states in developing early intervention services for infants and toddlers with disabilities and their families.  This assures a free appropriate public education to all children and youth with disabilities.  (2) To assure that the rights of children and youth with disabilities form birth to age 21, as well as their families, are protected.  (3) To help states and localities provide for early intervention services and the education of all children with disabilities.  (4) To assess and assure the effectiveness of efforts to provide early intervention services and educate children with disabilities.  A 2002 Department of Education study estimated 29% of children with disabilities drop out of school.  IDEA applies to preschool children, as well as children in grade school and beyond, until the child is 21 years old.  If the child is found to have one of the categories of disabilities outlined in the act and it involves a significant problem, such as mental retardation, physical and sensory disabilities, or autism, then he or she can receive help through the school.  Children with less significant disabilities related to language development or motor skills will be labeled developmentally delayed but can still be served through IDEA.
B. The basic IDEA is that an individual education plan (IEP) is created for each special education student.  An IEP creates paperwork, that should be used with increasing frequency in the future, for poor children to qualify for disability and be awarded Supplemental Security Income.   Individualized education plans (IEP) are created for each special education student. Schools should submit these IEPs to the Social Security Administration (SSA) with increasing frequency in the future, to help poor children to qualify for disability so their families could be paid Supplemental Security Income (SSI) for the Aged, (Young,) Blind and Disabled (Poor) under Sec. 1635 of Title XVI of the Social Security Act as codified at 42USC§1383d.  When teaching social skills to students, the school social worker must distinguish between skill deficits, performance deficits, fluency deficits, and competing problem behaviors, namely the family poverty line budget deficit.  A student with skill deficits does not know the proper way to behave and needs to be taught specific skills just like academic skills.  Teaching social skills involves giving explicit instructions that include modeling, coaching, and behavioral rehearsal.  Performance deficits are corrected by focusing on motivation or reinforcement to increase the frequency with which a particular skill is demonstrated.  This can be done by manipulating antecedents (e.g. cues, prompts) or by manipulating consequences.  Fluency deficits are evident when the student attempts to perform a specific skill but does it in an awkward, stilted manner.  Practice and corrective feedback with reinforcement are the best ways to teach these skills.  Nearly 4 million students per year attend alternative programs.  Some alternative programs for high-school-aged students are housed away from the high school campus and include evening classes for students who only want to complete the General Education (GED) exam, while other alternative programs are located on the high school campus.
1. Separation anxiety disorder, as defied in DMS-IV-TR is excessive anxiety concerning separation from the home or from those to whom the person is attached.  To be classified as a disorder, the condition must last for at least 4 weeks.  Symptoms include recurrent excessive distress on separation from home or major attachment figures.  Some children become physically ill or have physical complaints and show preoccupation with returning home.  Children who are beginning school often experience separation anxiety.   Most children exhibit the symptoms of separation anxiety for a few days after beginning school.  However, symptoms also can develop after some life stress, such as the death of a pet or relative, a change of school or move to a new neighborhood, or immigration.  Children who begin day care or some kind of preschool program deal with separation issues at an early age.  Many kindergartners begin school with tears and a sense of fear and foreboding about being away from their home and family.  Transitions from one school to the next, such as from elementary to middle school or from middle school to high school, also can create anxiety.  Often, large class sizes are intimidating to a young child.  School social workers, counselors and other adults in the school can help the child receive a great deal of individual attention at first.  This individual attention should be gradually reduced over the first 6 weeks of school until it is no longer necessary.  Most children will begin to lose the sense of uneasiness once they have become familiar with the teacher and classmates.

2. Autism has three defining features: (1) qualitative impairment in socialization, (2) qualitative impairments in verbal and nonverbal communication, and (3) restricted and repetitive patterns of behavior, with typical age of onset being prior to 36 months.  In the DSM-IV-TR autism is characterized by impairment in social interactions and communication and restricted, repetitive, and stereotyped patterns of behavior, interests, and activities.  The DSM-IV-TR definition of autism encompasses pervasive developmental disorder, Asperger syndrome, and pervasive developmental disorder not otherwise specified. Asperger syndrome is more difficult to diagnose.  Asperger syndrome is characterized by impaired social interaction and restricted, repetitive, stereotyped patterns of behavior, interests and activities.  Unlike autism, there are no significant early language delays.  Autistic children and other children and adults who exhibit facial tics should try one dose of the flu and psychiatric drug side-effect pill Amantadine (Symmetrel) to see if the long-term tic is the result of one time exposure to one dose of an antipsychotic drug or childhood stimulant. 
3. The essential feature of Attention-Deficit/Hyperactivity Disorder (ADHD) is a persistent pattern of inattention and/or hyperactivity impulsivity that is more frequently displayed and more severe than is typically observed in individuals at a comparable level of development. ADHD is characterized by decreased attention and impulse control and increased activity levels.  There are three types of ADHS: inattentive, hyperactive, and combined hyperactive and inattentive.  Boys are diagnosed with ADHS at a ratio of 3 to 1 over girls  This may be because boys with ADHS tend to be more mobile and physical than girls.  Girls will often sit and daydream or withdraw when they ave the inattentive type of ADHD rather than disrupt a class.  As a consequence, girls with ADHD are not as readily noticeable.   ADHD must be diagnosed in more than one setting.  Observations should take place at different times during the day in order to see if some of the behaviors are related to factors such as being hungry, tired, or bored.  Once a child is diagnosed with ADHD, a school social worker should assist parents and teachers in breaking down student tasks into small, manageable pieces.  School social workers should assist in teaching children with ADHD additional organizational and problem-solving skills to help them keep track ofd their schoolwork.  Children diagnosed with ADHD may qualify for special education under the “other health impairments (OHI)” category. ADHD may be dually diagnosed with depression.  ADHD also can lead to oppositional defiant disorder or conduct disorder if it is not managed.  
4. The terms “substance abuse and “substance dependence” are listed in the DSM-IV-TR.  Substance abuse “refers to a maladaptive pattern of substance use in its early phases, with danger signs such as not fulfilling major role obligations at work or home and continuing to use a substance despite frequent interpersonal or social problems caused by the substance's effects”.  Substance dependence refers to “a dysfunctional pattern of substance abuse leading to clinically important distress or impairment over a 1-year period, during which tolerance and withdrawal increase, use of and desire to obtain the substance also increase, and other activities are given up because of substance use”.  Truants are most often cited for experimenting with marijuana when they are playing hooky.  Parental substance abuse and addiction is the chief culprit in at least 70% and perhaps 90% of all child welfare cases.  Nine of ten professionals cite alcohol alone or in combination with illegal or prescription drugs as the leading substance of abuse in child abuse and neglect.  Children whose parents abuse drugs and alcohol are almost three times likelier to be physically and sexually assaulted and four times likelier to be neglected than children of parents who are not substance abusers.  Children born to mothers who were using drugs and alcohol during pregnancy have a high risk for birth defects, including mental retardation, developmental delays such as language lag, behavior disorder, lack of coordination, and physical abnormalities.  Disruptive behavior disorders and specific language impairments may be found in children of substance abusing parents.
5. The effects of poverty create barriers to communication and socialization for both inner-city and rural youth.  Students from low-income families (particularly minority children) do not have access to the formal speech register at home and cannot use it themselves.  These students do not have knowledge of the sentence structure, syntax, and vocabulary needed for the formal register of speech, which establishes barriers very quickly within the school.  Likewise, patterns of discourse are different for minority children, who use a casual form of discourse that meanders around a topic rather than a formal register that gets straight to the point.  Students who use casual discourse tend to frustrate teachers.  The effects of this language lag combined with development disabilities set a child up for a very difficult time in school.
6 Simple Steps to Preventing Disorder, Disruption, and General Mayhem are 1. The Critical Beginning: Knowing and Using Students' Names. 2. Avoiding Anonymous and Dangling Questions. 3. Choosing and Using Words Wisely.  4. Avoiding confusion when Giving Instruction.  5. Attending to Civility with Reminders and Cues.  6. Upgrading interactions.  If the teacher is oblivious to student disruptions or misbehavior in their class or sees it but ignores it for lack of knowing what to do or perhaps for fear of worse disruptions, then students cannot learn.  If the teacher is not “listening” to the heartbeat and dynamic of the class, student and teacher accomplishments will be stunted ta best.  On the other hand, if students are not attending and not “listening” because they are misbehaving or there are too many distractions, or they feel unsafe in the classroom or the teacher is a poor class manager, then they will not be very successful.  Instead, they will be frustrated, lack respect for the teacher, tune out, or even create more mischief. Student presentations can be uninspiring, lack substance, represent little learning or analyzing on the part of the student presenter or the rest of the class, and additionally, evoke all kinds of undesirable, off-task behavior in the class. 
D. Section 664(d) of the Individuals with Disabilities Education Act (IDEA), as reauthorized in 2004, requires that the Department of Education report annually on the progress made toward the provision of a free appropriate public education to all children with disabilities and the provision of early intervention services to infants and toddlers with disabilities. The 37th Annual Report to Congress on the Implementation of the Individuals with Disabilities Education Act, 2015 describes our nation’s progress in: (1) providing a free appropriate public education (FAPE) for all children with disabilities,
(2) ensuring that the rights of children with disabilities and their parents are protected, (3) assisting states and localities in providing for the education of all children with disabilities, and (4) assessing the effectiveness of efforts to educate children with disabilities.  The report focuses on the children and students with disabilities being served under IDEA, Part C or B, nationally and at the state level.  The IDEA report pays ample respect to Sec. 601 of the Civil Rights Act of 1964 states that “No person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or activity receiving Federal financial assistance.”
1. In 2013, American Indian or Alaska Native students, Black or African American students, and Native Hawaiian or Other Pacific Islander students were more likely to be served under IDEA, Part B, than students in all other racial/ethnic groups combined (1.56, 1.42, and 1.60, respectively). Asian students, Hispanic/Latino students, White students, and students associated with two or more races were less likely to be served under IDEA, Part B, than were students in all other racial/ethnic groups combined (0.48, 0.99, 0.91, and 0.82, respectively). American Indian or Alaska Native students were 3.8 times more likely to be served for developmental delay than students in all other racial/ethnic groups combined.  Asian students were 1.15 and 1.21 times more likely to be served for autism and hearing impairments, respectively, than were students a in all other racial/ethnic groups combined. Black or African American students were 2.14 and 2.26 times more likely to be served for emotional disturbance and intellectual disabilities, respectively, than students in all other racial/ethnic groups combined.  Hispanic or Latino students were 1.34, 1.21, 1.29, and 1.06 times more likely to be served, for hearing impairments, orthopedic impairments, specific learning disabilities, and speech and language impairments, respectively, than were students  in all other racial/ethnic groups combined. Native Hawaiian or Other Pacific Islander students were 4.15, 2.52, and 2.81 times more likely to be served for deaf-blindness, developmental delay, and hearing impairments, respectively, than were students in all other racial/ethnic groups combined. White students were 1.21, 1.31, and 1.31 times more likely to be served for autism, other health impairments, and traumatic brain injury, respectively, than were students in all other racial/ethnic groups combined.  Students associated with two or more races ages were 1.15 and 1.11 times more likely to be served under IDEA, Part B, for developmental delay and emotional disturbance, respectively, than were students in all other racial/ethnic groups combined.
E. The International Classification of Functioning, Disability and Health, known more commonly as ICF.  It is the WHO framework for measuring health and disability.  ICF was officially endorsed by all 191 WHO Member States in the Fifty-fourth World Health Assembly on 22 May 2001(resolution WHA 54.21).  ICF is operationalized through the WHO Disability Assessment Schedule (WHODAS 2.0). WHODAS 2.0 was developed through a collaborative international approach with the aim of developing a single generic instrument for assessing health status and disability across different cultures and settings.  The scoring of WHODAS 2.0 short (12-item) and full (36-item) versions. The scoring of the full version of WHODAS 2.0 takes into account the paid-work status of the respondent, with 32 items being used if the respondent is not in gainful employment.  The 12 item questionnaire needs to be multiplied by 3 and 32 item questionnaire by 1.125 to.  The simple sum of the scores of the items across all domains constitutes a statistic that is sufficient to describe the degree of functional limitations.  The scoring has three steps: Step 1 – Summing of recoded item scores within each domain. Step 2 – Summing of all six domain scores. Step 3 – Converting the summary score into a metric ranging from 0 to 100 (where 0 = no disability; 100 = full disability).  An individual with zero disabilities would be in the 40th or 50th percentile depending on two different grading systems.  An individual with one mild disability would be in the 47th or 55th percentile.  An individual with 22 positive item responses would correspond to the 80th or 93rd percentile.  An individual with 100 points would correspond with the 100th percentile (Üstün '10: 43-44).  With 8 or 9 points for the unemployment related questions the ICF checklist is a fairly accurate gauge of the disabled worker for social security benefit payment and long-term relationship purposes.  
Part 1 The first qualifier is the extent of impairments of mental function, sensory functions and pain, voice and speech functions; functions of the cardiovascular, heamatological, immunological and respiratory systems, functions of the digestive; metabolic and endocrine systems; genitourinary and reproductive functions; neuromusculoskeletal and movement related functions; functions of the skin and related structures; any other body functions.

0 No impairment means the person has no problem. 
1 Mild impairment means a problem that is present less than 25% of the time, with an intensity a person can tolerate and which happens rarely over the last 30 days. 
2 Moderate impairment means that a problem that is present less than 50% of the time, with an intensity, which is interfering in the persons day to day life and which happens occasionally over the last 30 days. 
3 Severe impairment means that a problem that is present more than 50% of the time, with an intensity, which is partially disrupting the persons day to day life and which happens frequently over the last 30 days. 
4 Complete impairment means that a problem that is present more than 95% of the time, with an intensity, which is totally disrupting the persons day to day life and which happens every day over the last 30 days. 
8 Not specified means there is insufficient information to specify the severity of the impairment. 
9 Not applicable means it is inappropriate to apply a particular code (e.g. b650 Menstruation functions for woman in pre-menarche or post-menopause age). 
The second qualifier is the nature of the change to the short list of body structures – structure of the nervous system; the eye, ear and related structures; structures involved in voice and speech; structure of the cardiovascular, immunological and respiratory systems; structures related to the digestive, metabolism and endocrine systems; structure related to genitourinary and reproductive system; structure related to movement; skin and related structures; any other body structures.
0 No change in structure; 1 Total absence; 2 Partial absence; 3 Additional part; 4 Aberrant dimensions; 5 Discontinuity; 6 Deviating position; 7 Qualitative changes in structure, including accumulation of fluid; 8 Not specified; 9 Not applicable 
Part 2 The performance qualifier indicates the extent of participation restriction by describing the persons actual performance of a task or action in his or her current environment. The capacity qualifier indicates the extent of activity limitation by describing the person's ability to execute a task or an action. The capacity qualifier focuses on limitations that are inherent or intrinsic features of the person themselves. These limitations should be direct manifestations of the respondent's health state, without the assistance. By assistance we mean the help of another person, or assistance provided by an adapted or specially designed tool or vehicle, or any form of environmental modification to a room, home, workplace etc.  In evaluating participation and capacity without assistance the criteria of the first qualifier is used for both columns relating to learning and applying knowledge; general tasks and demands; communication; mobility; self care; domestic life; domestic life; interpersonal interactions and relationships; school and work; community, social and civic life; any other activity or participation.
Part 3 Environmental factors make up the physical, social and attitudinal environment in which people live and conduct their lives.   The qualifier in environment relates to barriers or facilitator relating to products and technology; natural environment and human made changes to the environment; support and relationships; attitudes; housing, communication, transportation, legal services, social security, health education and employment; any other environmental factors.
0 No barriers; 1 Mild barriers; 2 Moderate barriers; 3 Severe barriers; 4 Complete barriers 

0 No facilitator; +1 Mild facilitator; +2 Moderate facilitator; +3 Substantial facilitator; +4 Complete facilitator 
The interview is facilitated with suggested questions: Do you use any assistive device such as glasses, hearing aid, wheelchair, etc.?  Do you have any person assisting you with your self care, shopping or other daily activities?  Are you receiving any kind of treatment for your health? 

1. Have you recently cut back (i.e. reduced) your usual activities or work because of your 
health condition? Have you recently been totally unable to carry out your usual activities or work because of your health condition? In your present state of health, how much difficulty do you have walking long distances (such as a kilometer or more) without assistance? In your home how much difficulty do you have washing yourself, without assistance? In your present state of health, how much difficulty do you have cleaning the floor of your where you live, without assistance? In your present situation, how much of a problem do you actually have making friends? In your present state of health, how much difficulty do you have getting done all the work you need to do for your job, without assistance? How does this compare with someone, just like yourself only without your health condition? In your present state of health, how much difficulty do you have participating in community gatherings, festivals or other local events, without assistance? 
2. Musculoskeletal diseases are the leading cause of disability and absence from work in the United States.  SSA reports the rate of musculoskeletal and connective tissue disabilities has increased from 24.7% in 2009 to 33.6% in 2015.  Between 2001 and 2016, the prevalence of musculoskeletal procedures drastically increased in the U.S, from 17.9% to 24.2% of all operating room procedures performed during hospital stays. Occupational injuries affect 15%-20% of all Americans, and repetitive stress injuries (RSIs) account for 56% of all occupational injuries, with an incidence of 21 cases per 100,000 workers annually.  Monoclonal gammopathies of unspecified significance (MGUS) are painful conditions that last two to six weeks per exposure to monoclonal antibodies leaked from legitimate hydrocarbon storage, cancer treatment clinics that use monoclonal antibodies to target oncologic medicines for delivery to specific parts of the anatomy or animal toxicology laboratories. Monoclonal antibodies are substances that attract debris and infection to a particular part of the anatomy where, in the absence of medical use, they cause ischemia.  Rat urine causes hip pain. There is no legitimate medical use for monoclonal antibodies to the heart.  In 1995 dollars the estimated total economic impact of musculoskeletal conditions on the US economy was $215 billion.  It is estimated that 30 million people participate in some form of organized sport annually in the United States.  Countless millions more are involved in non-organized sports and may have the same propensity to physical injury.  Approximately 25% of high school athletes will sustain an injury at some time.  Direct costs of such injuries exceed $250 million a year.  Occupational injuries affect 15%-20% of all Americans, and repetitive stress injuries (RSIs) account for 56% of all occupational injuries, with an incidence of 21 cases per 100,000 workers annually. The Social Security Administration (SSA) does not feel pain qualifies for disability.  Medical diagnosis of a chronic condition is needed to qualify for social security disability insurance or supplemental security income benefits.   
F. Worldwide more than 600 million people – about one in ten of all human beings – live with some form of significant disability.  More than 400 million of them live in developing countries.  Furthermore, in the developing world, the disabled are quite often the poorest of the poor in terms of income, but in addition their need for income is greater than that of able-bodied people, since they require money and assistance to try to live normal lives and to attempt to alleviate their handicaps.  The impairment of income-earning ability, which can be called the earning handicap tends to be reinforced and much magnified in its effect by ‘the conversion handicap’ the difficulty in converting incomes and resources into good living, precisely because of disability.  In a remarkable thesis by Wiebke Kuklys, completed at Cambridge University shortly before her untimely death from cancer, and post-humous publication, Kuklys found that 17.9% of disabled individuals lived in families with income below the poverty line.  Individuals in families with a disabled member lived 23.1% below the poverty.  The gap of about 5 percentage points largely reflects the income handicap associated with disability.  If the conversion handicap is introduced, and note is taken of the need for more income to ameliorate the disadvantages of disability, the proportion of individuals in families with disabled members living below the adjusted poverty line for the respective family jumps to 47.4%, a gap of nearly 30% over the share of individuals living below the poverty line.  The extra 30% for poverty disadvantage for individuals living in families with a disabled member, only about a sixth can be attribute to income handicap and the rest to conversion handicap due to the added costs imposed by a disability.  
1. In determining whether an individual is able to engage in substantial gainful activity by reason of earnings, where disability is sufficiently severe to result in a functional limitation requiring assistance in order to work, there shall be excluded from such earnings an amount equal to the cost to such individual of any attendant care services, medical devices, equipment, prostheses, and similar items and services.  The monthly earnings limit for people who are blind is generally higher than the limit that applies to non-blind disabled workers.  In 2017, the monthly earnings limit for non-blind individuals was $1,130 and for blind individuals is $1,820.  The term ''disability'' is defined to mean the inability to engage in any substantial gainful activity by reason of any medically determinable physical or mental impairment which can be expected to result in death or which has lasted or can be expected to last for a continuous period of not less than 12 months as set forth by Sec. 223 of the Social Security Act 42USC§423.   
Disability Beneficiaries by Diagnostic Group, 2009 and 2015 
	Diagnostic Group
	Number 2015
	Percent 2015
	Number 2009
	Percent 2009
	Average Benefit 2009

	Total
	829,430
	100
	7,788,013
	100
	$1,014.30

	Congenital anomalies
	3,170
	0.4
	13,614
	0.3
	793.40

	Endocrine, nutritional and metabolic disease
	22,402
	2.7
	278,565
	3.3
	1,010.20

	Infectious and parasitic diseases
	6,726
	0.8
	119,753
	1.4
	1,033.50

	Injuries
	24,972
	3.0
	330,708
	3.9
	1,079.90

	Mental disorders (sub-total)
	160,615
	20.4
	2,579,127
	36.4
	902.25

	Autistic disorders
	7,304
	0.9
	
	
	

	Developmental disorders
	1,368
	0.2
	
	
	

	Childhood and adolescent disorders not elsewhere classified
	1,413
	0.2
	
	
	

	Intellectual disability
	35,874
	4.3
	358,737
	8.9
	668.00

	Mood disorders
	60,659
	7.2
	
	
	

	Organic mental disorders
	20,979
	2.5
	2,220,390
	27.5
	940.10

	Schizophrenic and other psychotic disorders
	7,943
	2.1
	
	
	

	Other
	25,075
	3.0
	
	
	

	Neoplasms
	84,710
	10.1
	237,589
	2.7
	1,210.90

	Diseases of the -
	
	
	
	
	

	Blood and blood-forming organs
	2,715
	0.3
	19,977
	0.3
	942.60

	Circulatory system
	84,869
	10.1
	683,834
	7.9
	1,187.70

	Digestive system
	17,511
	2.1
	125,725
	1.5
	1,114.40

	Genitourinary system
	20,841
	2.5
	132,797
	1.5
	1,109.30

	Musculoskeletal system and connective system
	281,980
	33.6
	2,146,952
	24.9
	1,121.20

	Nervous system and sense organs
	73,533
	8.8
	734,496
	9.4
	1,053.70

	Respiratory system
	32,350
	3.9
	227,385
	2.7
	1,087.90

	Skin and subcutaneous tissue
	1,866
	0.2
	18,713
	0.2
	1,020.80

	Other
	1,481
	0.2
	18,030
	0.2
	1,097.50

	Unknown
	9,689
	1.2
	120,748
	3.2
	853.10


Source: SSA Statistical Sample of 829,430 beneficiaries 2015; Table 6: distribution by sex and diagnostic group and Table 7 Average Monthly Benefit Amount. Annual Statistical Report on the Social Security Disability Insurance Program December 2009
2. Of the 7.78 million disabled workers earning DI benefits in 2009 4.1 million men earned an average of $1,189 a month and 3.69 million women earned an average benefit of $925.  Those with musculoskeletal diseases earned significantly more on average $1,121.20 than those with a diagnosis of mental illness $940.10. Cancer was the highest earning diagnostic group with an average benefit of $1,210.90 a month. Of those who worked the least before becoming disabled and unable to work, those with congenital abnormalities earned an average of $793.40 and those who were mentally retarded who earned $668.00 in December 2009 when SSI was $674. Racial discrimination is so pervasive in the disability and SSI programs that Social Security does not have any reliable statistics.  Benefits must not be less than SSI. A survey of beneficiaries by race is needed to redress suspected racial disparities in disability and SSI benefits under the Civil Rights Act of 1964 42USC(21)V§2000d.   
3. Statistics relating to disability beneficiaries must recognize the existence of two programs  - DI and SSI.  The number of beneficiaries in both programs have never been publicly added together to explain official estimates regarding 16-17 million disability beneficiaries receiving 19 million social security benefits, the sum of 10.6 million DI benefits plus 8.3 million SSI benefits. Requirements for both programs is the same.  SSA issues more than $960 billion in payments to nearly 66 million people each year.  SSA employs 64,000 civilians serving in more than 1,500 offices across the country and around the world +16,000 state employees = total staff of 80,000 employees making disability determinations, with a federal budget $12 billion.  There were estimated to be 10,639,833 DI beneficiaries receiving an aggregate of $143 billion a year when DI paid 8,841,345 disabled workers receiving $1,166.51 monthly, 136,145 spouses receiving an average of $323. 26 a month and 1,662,343 children receiving an average of $352.25 a month on September 2016.  The number of DI beneficiaries is believed to be down to 10.6 million from as high as 14 million during the period of 2011 to 2016 due to the retirement of the Baby Boomers.  
4. January 2015, 8.3 million individuals are estimated received federally administered monthly Supplemental Security Income (SSI) benefits averaging $541 January 2015. Of these, 8.2 million received monthly Federal SSI payments averaging $526, and 1.5 million received monthly State supplementation payments averaging $142.  SSI program population growth is calculated to have been only 0.1% 2014-15 and without a 2016 Annual Report is believed to have a population growth rate even more negligible than the 0.3% COLA 2016-17.  0.1% growth does not change the estimate of 8.3 million SSI beneficiaries rounded off to the nearest hundred thousand beneficiaries.  The 1% population growth professed in 2015 would round the SSI beneficiary population to 8.4 million, disregarding the overlap as the result of duplicate SSI/OASDI benefit payments.  Without any new taxes on the rich, the total number of disability beneficiaries in calendar year 2017 is estimated to be 8.3 to 8.4 million SSI beneficiaries + 10.6 million DI beneficiaries = 18.9 – 19.0 million social security disability beneficiaries.  SSA also paid a total of 43 million retired workers and dependents of retired workers + 6 million survivors of deceased workers = 49 million OASI beneficiaries.  At a high 4% rate of population growth, due to the retirement of the Baby Boomers who nearly bankrupted the DI trust fund, the OASI population is expected to increase to 51 million OASI beneficiaries in 2017, a year from the annual report of January 22, 2016. Therefore, 51 million OASI beneficiaries + 19.0 million disability beneficiaries = a total of 70 million SSA benefits for more than 67 million US social security beneficiaries.
§179 Intellectual Disability 
A. There are an estimated 6.5 million Americans and 95 million people worldwide, severely affected by intellectual disability, formerly known as mental retardation. Mental illness is the most common ailment affecting 25% of the US population and 5% suffer severe mental illness, in any given year; more than 50% of the population suffers mental illness at least once in their lifetime.  Mental retardation is a condition that is diagnosed in childhood where the individual has a lower IQ and has difficulty in coping with the realities of day to day life.  Mental retardation is a developmental intellectual disability. People with developmental disabilities may experience difficulty in such areas as self-care, language, mobility, learning, self-direction, independent living or self-sufficiency. Some common developmental disabilities in addition to mental retardation are epilepsy, autism, cerebral palsy, learning disabilities, and Tourette syndrome.   Both intellectual disability and mental illness that has resulted in involuntary hospitalization by the state are considered permanent disabilities for the purpose of qualifying for social security disability insurance and supplemental security income.  Mental disorders combined receive about 22% of disability benefits, 4.7% goes to intellectual disability and 7.2% to mood disorders.  Mental disorders for which disabilities are awarded are classified in a statistical sample of 432,16 disability beneficiaries – autistic disorders (0.9%), developmental disorders (0.2%), childhood and adolescent disorders not otherwise classified (0.2%), intellectual disability (4.3%), mood disorders (7.2%), organic mental disorders (2.5%), schizophrenia and other psychotic disorders (2.1%) and other mental disorder (3.0%).  The intellectually disabled are universally guaranteed social security disability benefits on the basis of substantial gainful income and have access to organized sheltered workshops for employment to earns a substantial gainful income.  
1. Based on the 1990 census, an estimated 6.2 to 7.5 million people are mentally retarded in the US. By the year 2000, the institutional census fell below 55,000 persons, cost per resident rose to more than $113,000 per year, and 28 to 51 institutions closed.  Most mentally retarded individuals have found it to be in their best interest to work.  An individual is considered to have mental retardation based on the following three criteria: intellectual functioning level (IQ) is below 70-75; significant limitations exist in two or more adaptive skill areas; and the condition is present from childhood (defined as age 18 or less).  About 87% will be mildly affected and will be only a little slower than average in learning new information and skills. As children, their mental retardation is not readily apparent and may not be identified until they enter school. As adults, many will be able to lead independent lives in the community and will no longer be viewed as having mental retardation.  The remaining 13% of people with mental retardation, those with IQs under 50, will have serious limitations in functioning. However, with early intervention, a functional education and appropriate supports as an adult, all can lead satisfying lives in the community.
2. People with intellectual disabilities can and do learn new skills, but they learn them more slowly. There are varying degrees of intellectual disability, from mild to profound.  Intellectual disability affects about 2–3% of the general population. Seventy-five to ninety percent of the affected people have mild intellectual disability. Non-syndromic or idiopathic cases account for 30–50% of cases. About a quarter of cases are caused by a genetic disorder, and about 5% of cases are inherited from a person's parents.  Intellectual functioning, also known as IQ, this refers to a person’s ability to learn, reason, make decisions, and solve problems.  Adaptive behaviors are skills necessary for day-to-day life, such as being able to communicate effectively, interact with others, and take care of oneself.  IQ (intelligence quotient) is measured by an IQ test. The average IQ is 100, with the majority of people scoring between 85 and 115. A person is considered intellectually disabled if he or she has an IQ of less than 70 to 75.  To measure a child’s adaptive behaviors, a specialist will observe the child’s skills and compare them to other children of the same age. Things that may be observed include how well the child can feed or dress himself or herself; how well the child is able to communicate with and understand others; and how the child interacts with family, friends, and other children of the same age.  
3. There are many different signs of intellectual disability in children. Signs may appear during infancy, or they may not be noticeable until a child reaches school age. It often depends on the severity of the disability. Some of the most common signs of intellectual disability are: Rolling over, sitting up, crawling, or walking late.  Talking late or having trouble with talking. Slow to master things like potty training, dressing, and feeding himself or herself. Difficulty remembering things.  Inability to connect actions with consequences.  Behavior problems such as explosive tantrums.  Difficulty with problem-solving or logical thinking.  In children with severe or profound intellectual disability, there may be other health problems as well. These problems may include seizures, mood disorders (anxiety, autism, etc.), motor skills impairment, vision problems, or hearing problems.  Of those affected, 85% have mild intellectual disability. This means they are just a little slower than average to learn new information or skills. As adults, they may live with their parents, in a supportive group home, or even semi-independently with significant supportive services to help them, for example, manage their finances. As adults, they may work in a sheltered workshop. An intellectual disability is considered severe or profound when individuals are unable to independently care for themselves without ongoing significant assistance from a caregiver throughout adulthood. Caregiving is depressing.  Individuals with profound ID are completely dependent on others for all activities of daily living (ADLs) and to maintain their physical health and safety, although they may learn to perform some activities to limited degree.  
B. The most common causes of intellectual disability are: Genetic conditions such as Down syndrome, fragile X syndrome, neurofibromatosis, congenital hypothyroidism, Williams syndrome, phenylketonuria (PKU), and Prader-Willi syndrome. Other genetic conditions include Phelan-McDermid syndrome(22q13del), Mowat-Wilson syndrome, genetic ciliopathy, and Siderius type X-linked intellectual disability (OMIM 300263) as caused by mutations in the PHF8 gene (OMIM 300560).  Problems during pregnancy can interfere with fetal brain development include alcohol or drug use, malnutrition, certain infections, or preeclampsia.  Problems during childbirth may result in intellectual disability if a baby is deprived of oxygen during childbirth or born extremely premature.  Illness or injury can cause intellectual disability.  Infections like Zika, rubella, meningitis, whooping cough, or the measles can lead to intellectual disability. Severe head injury, near-drowning, extreme malnutrition, infections in the brain, exposure to toxic substances such as lead, and severe neglect or abuse can also cause it.  In two-thirds of all children who have intellectual disability, the cause is unknown.  Iodine deficiency, affecting approximately 2 billion people worldwide, is the leading preventable cause of intellectual disability in areas of the developing world where iodine deficiency is endemic. Iodine deficiency also causes goiter, an enlargement of the thyroid gland. More common than full-fledged cretinism, as intellectual disability caused by severe iodine deficiency is called, is mild impairment of intelligence. Certain areas of the world due to natural deficiency and governmental inaction are severely affected. India is the most outstanding, with 500 million suffering from deficiency, 54 million from goiter, and 2 million from cretinism. Make sure to consume iodized salt.  Federal law requires public schools to provide services to all children with disabilities who are ages 3 to 21.  
1. Until the Enlightenment in Europe, care and asylum was provided by families and the church (in monasteries and other religious communities), focusing on the provision of basic physical needs such as food, shelter and clothing. In the 17th century, Thomas Willis provided the first description of intellectual disability as a disease.  He believed that it was caused by structural problems in the brain. According to Willis, the anatomical problems could be either an inborn condition or acquired later in life.  In the 18th and 19th centuries, housing and care moved away from families and towards an asylum model. People were placed by, or removed from, their families (usually in infancy) and housed in large professional institutions, many of which were self-sufficient through the labor of the residents. Heavy tranquilization and assembly line methods of support were the norm, and the medical model of disability prevailed. The segregation of people with developmental disabilities was not widely questioned by academics or policy-makers until the 1969 publication of Wolf Wolfensberger's seminal work The Origin and Nature of Our Institutional Models in which he pushed for a shift in policy and practice that recognized the human needs of those with intellectual disability and provided the same basic human rights as for the rest of the population.  By the mid-1970s, most governments had committed to de-institutionalization, in line with the principles of normalization. Successful lawsuits against governments and an increasing awareness of human rights and self-advocacy also contributed to this process, resulting in the passing in the U.S. of the Civil Rights of Institutionalized Persons Act in 1980 and sheltered workshops for intellectually disabled workers. 
2. Special Olympics is the world's largest sports organization for children and adults with intellectual disabilities, providing year-round training and competitions to more than 5.3 million athletes and Unified Sports partners in nearly 170 countries. Special Olympics competitions are held every day, all around the world—including local, national and regional competitions, adding up to more than 108,000 events a year.  The first International Special Olympics Summer Games were held in July 1968 at Soldier Field in Chicago.  As of 2015, the term "mental retardation" is still used by the World Health Organization in the ICD-10 codes, which have a section titled "Mental Retardation" (codes F70–F79). In the ICD-11 the term mental retardation is expected to be replaced with either intellectual disability or intellectual developmental disorder, which the DSM-5 already uses.
C. The Declaration on the Rights of Mentally Retarded Persons, U.N. Doc. A/8429 (1971) determined that mentally retarded people have, to the maximum degree of feasibility, the same rights as other human beings. The mentally retarded person has a right to proper medical care and physical therapy and to such education, training, rehabilitation and guidance as will enable him to develop his ability and maximum potential. (2) The mentally retarded person has a right to economic security and to a decent standard of living. He has a right to perform productive work or to engage in any other meaningful occupation to the fullest possible extent of his capabilities. (3) Whenever possible, the mentally retarded person should live with his own family or with foster parents and participate in different forms of community life. The family with which he lives should receive assistance. If care in an institution becomes necessary, it should be provided in surroundings and other circumstances as close as possible to those of normal life. (4) The mentally retarded person has a right to a qualified guardian when this is required to protect his personal well-being and interests.
1. The Federal Government and the States both have an obligation under 42USC§15009 to ensure that public funds are provided only to institutional programs, residential programs, and other community programs, including educational programs in which individuals with developmental disabilities participate, to provide treatment, services, and habilitation that are appropriate to the needs of such individuals; and meet minimum standards relating to – (i) provision of care that is free of abuse, neglect, sexual and financial exploitation, and violations of legal and human rights and that subjects individuals with developmental disabilities to no greater risk of harm than others in the general population; (ii) provision to such individuals of appropriate and sufficient medical and dental services; (iii) prohibition of the use of physical restraint and seclusion for such an individual unless absolutely necessary to ensure the immediate physical safety of the individual or others, and prohibition of the use of such restraint and seclusion as a punishment or as a substitute for a habilitation program; (iv) prohibition of the excessive use of chemical restraints on such individuals and the use of such restraints as punishment or as a substitute for a habilitation program or in quantities that interfere with services, treatment, or habilitation for such individuals; and (v) provision for close relatives or guardians of such individuals to visit the individuals without prior notice.
D. Down syndrome is caused by a problem with a baby's chromosomes. Genes carry the codes responsible for all of our inherited traits and are grouped along rod-like structures called chromosomes.  Typically, the nucleus of each cell contains 23 pairs of chromosomes, half of which are inherited from each parent. Down syndrome occurs when an individual has a full or partial extra copy of chromosome 21.  This additional genetic material alters the course of development and causes the characteristics associated with Down syndrome.  A few of the common physical traits of Down syndrome are low muscle tone, small stature, an upward slant to the eyes, and a single deep crease across the center of the palm - although each person with Down syndrome is a unique individual and may possess these characteristics to different degrees, or not at all.  Having extra or abnormal chromosomes changes the way the brain and body develop.  There are three types of Down syndrome: trisomy 21 (nondisjunction), translocation and mosaicism. Down syndrome is usually caused by an error in cell division called nondisjunction.  Nondisjunction results in an embryo with three copies of chromosome 21 instead of the usual two.  Prior to or at conception, a pair of 21st chromosomes in either the sperm or the egg fails to separate.  As the embryo develops, the extra chromosome is replicated in every cell of the body.  This type of Down syndrome, which accounts for 95% of cases, is called trisomy 21. Mosaicism (or mosaic Down syndrome) is diagnosed when there is a mixture of two types of cells, some containing the usual 46 chromosomes and some containing 47.  Those cells with 47 chromosomes contain an extra chromosome 21. Mosaicism is the least common form of Down syndrome and accounts for only about 1% of all cases of Down syndrome. Research has indicated that individuals with mosaic Down syndrome may have fewer characteristics of Down syndrome than those with other types of Down syndrome. In translocation, which accounts for about 4% of cases of Down syndrome, the total number of chromosomes in the cells remains 46; however, an additional full or partial copy of chromosome 21 attaches to another chromosome, usually chromosome 14. The presence of the extra full or partial chromosome 21 causes the characteristics of Down syndrome.
1. The risk of having a baby with Down syndrome increases for women age 35 and older, women whose brother or sister has Down syndrome, or who had another baby with Down syndrome.  Most children with Down syndrome have distinctive facial features, such as a flat face, small ears, slanting eyes, and a small mouth.  A short neck and short arms and legs.  Low muscle tone and loose joints. Muscle tone usually improves by late childhood.  Below-average intelligence. Many children with Down syndrome are also born with heart, intestine, ear, or breathing problems. These health conditions often lead to other problems, such as airway (respiratory) infections or hearing loss. But most of these problems can be treated.  Screening tests, such as an ultrasound or a blood test during your first or second trimester can help show if the developing baby (fetus) is at risk for Down syndrome. But these tests sometimes give false-positive or false-negative results.  Diagnostic tests, such as chorionic villus sampling or amniocentesis can show if a baby has Down syndrome. 
2. Down syndrome is usually identified at birth by the presence of certain physical traits: low muscle tone, a single deep crease across the palm of the hand, a slightly flattened facial profile and an upward slant to the eyes. Because these features may be present in babies without Down syndrome, a chromosomal analysis called a karyotype is done to confirm the diagnosis. To obtain a karyotype, doctors draw a blood sample to examine the baby's cells. They photograph the chromosomes and then group them by size, number, and shape. By examining the karyotype, doctors can diagnose Down syndrome.  Another genetic test called FISH can apply similar principles and confirm a diagnosis in a shorter amount of time. Due to advances in medical technology, individuals with Down syndrome are living longer than ever before. In 1910, children with Down syndrome were expected to survive to age nine. With the discovery of antibiotics, the average survival age increased to 19 or 20. Now, with recent advancements in clinical treatment, most particularly corrective heart surgeries, as many as 80% of adults with Down syndrome reach age 60, and many live even longer according to the National Down Syndrome Society.
E. Fragile X syndrome, also known as Martin-Bell syndrome is characterized by moderate intellectual disability in affected males and mild intellectual disability in affected females. Distinctive physical features are sometimes present in affected males including a large head, long face, prominent forehead and chin, protruding ears, loose joints and large testes, but these features develop over time and may not be obvious until puberty. Motor and language delays are usually present but also become more apparent over time. Behavioral abnormalities including autistic behaviors are common.  Fragile X syndrome is caused by an abnormality (mutation) in the FMR1 gene. Affected individuals have an increased number of copies of a portion of the gene called CGG repeats. The greater the number of copies of CGG, the more likely there will be increased severity of the disorder. Fragile X syndrome occurs more often in males and results in more severe disease in males. Mutations in the FMR1 gene are associated with two other conditions in addition to the fragile X syndrome (FXTAS and POI) and these conditions have been termed FMR1-Related Disorders according the National Fragile X Foundation.  
1. FMR1-related disorders include fragile X syndrome, fragile X-associated tremor/ataxia syndrome (FXTAS), and FMR1-related primary ovarian insufficiency (POI).  Fragile X syndrome occurs in individuals with an FMR1 full mutation or other loss-of-function variant and is nearly always characterized by moderate intellectual disability in affected males and mild intellectual disability in affected females. Because FMR1 pathogenic variants are complex alterations involving non-classic gene-disrupting alterations (trinucleotide repeat expansion) and abnormal gene methylation, affected individuals occasionally have an atypical presentation with an IQ above 70, the traditional demarcation denoting intellectual disability (previously referred to as mental retardation). Males with an FMR1 full mutation accompanied by aberrant methylation may have a characteristic appearance (large head, long face, prominent forehead and chin, protruding ears), connective tissue findings (joint laxity), and large testes after puberty. Behavioral abnormalities, sometimes including autism spectrum disorder, are common.  FXTAS occurs in males (and some females) who have an FMR1 premutation and is characterized by late-onset, progressive cerebellar ataxia and intention tremor. FMR1-related POI (age at cessation of menses <40 years) occurs in approximately 20% of females who have an FMR1 premutation.
F. Birth defects are common, costly, and critical conditions that affect 1 in every 33 babies born in the United States each year.  Every 4 ½ minutes, a baby is born with a birth defect in the United States. That means nearly 120,000 babies are affected by birth defects each year.  Chromosomal abnormalities occur in 1 in 150 live-births.  50% of stillbirths have chromosomal abnormalities.   Fragile X Syndrome is most common cause of mental retardation in the US.  1 in 1200 males and 1 in 2500 females have Fragile X Syndrome.  Trisomy of chromosome 18 (Edward's syndrome) occurs in about 1 in 4500 -8,000 births causing profound psychomotor and mental retardation, multiple organic abnormalities, spasticity, webbed neck, low-set ears and the second finger overlays the third.  The majority of these infants die in their first year, less than 10% survive 1 year. Trisomy 13 (Patau syndrome) occurs 1:20,000 births causes severe mental retardation; multiple organic abnormalities; less than 5% survive 3 years. Trisomy 16 is a completely lethal anomaly occurring frequently in first-trimester spontaneous abortions; no infants are known to have trisomy 16. Trisomy 21 (Down syndrome) occurs in 1:800 live-births and causes moderate to severe mental retardation; characteristic mongoloid facies; increased incidence of respiratory infections and leukemia; and cardiac abnormalities, only 2% live beyond 50 years.  The average IQ of young adults with Down syndrome is around 50, whereas young adults without the condition typically have an IQ of 100. (MR has historically been defined as an IQ below 70.).  Following improvements to medical care, particularly with heart problems, evident at birth in 50 percent, the life expectancy among persons with Down syndrome has increased from 12 years in 1912, to 60 years and the oldest on record is 87. Anencephaly, when there is virtually no brain, although the brain stem and cerebellum may be present, occurs in 1 per 1000 live births.
1. Neurofibromatosis (Von Recklinghausen’s disease) occurs in about 1 in 2000 births.  Diagnosis is based on the presence of at least five spots, 1 cm in diameter or larger.  Surgical removal of neurofibromas may cause significant damage to the nerve.  Tuberous sclerosis occurs in 1 in 30,000 births.  Two thirds of patients are mentally retarded.  Intelligence may be normal for a few years and then regress, seizures are the most common symptom and may be difficult to control with anticonvulsants.  Intracranial tumors occur in 15 percent of patients with tuberous sclerosis.   An estimated incidence of two or three myelomeningocles per 1000 live births has been reported. Infantile spinal muscular atrophy (Werdnig-Hoffman Syndrome) has an incidence of about 5 cases per 100,000 births and show an autosomal-recessive form of inheritance.  In the first form, the onset of symptoms is during the first 3 months of life, and death occurs by age 2 years.  In the second form, onset is after age 3 months but before age 15 months, and the patient survives to adulthood.  About 764,000 people, 500,000 children and 264,000 adults currently have Cerebral Palsy (CP).  About two to three children out of every 1,000 have CP.  United States studies have yielded rates as low as 2.3 per 1,000 children to as high as 3.6 per 1,000 children.  About 10,000 babies born each year will develop CP.  Around 8,000 to 10,000 babies and infants are diagnosed per year with CP and around 1,200 to 1,500 preschool-aged children are diagnosed per year with CP. 
2. There are approximately 123,000 Multiple Sclerosis (MS) cases in the U.S. The mean age of onset of MS is 33 years and age of diagnosis is 37 years.  It is more common in the cold and temperate climates of the higher latitudes in both hemispheres.  Huntington's disease (HD) affects about 4 to 15 in 100,000 people of European descent. More than 15,000 Americans have HD. At least 150,000 others have a 50% risk of developing the disease and thousands more of their relatives live with the possibility that they, too, might develop HD.  Wegener's granulomatosis (WG) affects approximately in in 20,000-30,000 people. As of 1991 the outcome of the extended WG NIH study was that among all patients treated with daily cyclophosphamide and corticosteroids, 91% had marked improvement and 75% achieved remission.  Unfortunately 50% of remissions later were associated with one or more relapses and during an eight year follow-up period, the mortality rate was 13%.  Systemic sclerosis is an acquired, noncontagious, rare disease unknown etiology that occurs sporadically worldwide.  Its incidence in the United States is about 19 cases per million per year, with a prevalence of 19-75 cases per 100,000.  Although it’s estimated that 40,000-165,000 people in the United States have SSc, prevalence figures rise threefold to fourfold when they include patients who have mild SSc like illnesses, but do not meet classification criteria.  SSc is rare in children, with peak occurrence in individuals aged 35-65 years.  Female predominance is  most pronounced during mid and late childbearing years, when ratios of women to men may reach 7-12:1.  Choctaw Native Americans in Oklahoma have the highest prevalence of SSc reported: 469 cases per 100,000 people. 
Part II Child and Maternal Welfare
Art. 6 Statistics
§180  Birther Movement       
A. The United States has the highest birth rate (12.5 per 1,000 population), infant mortality rate (6.1 infant deaths per 1,000 live births and 8 under age 5 deaths per 1,000 ) and maternal mortality rate (32 deaths per 100,000) of any industrialized nation.  Since the 1989 the annual estimate of about 4 million births is less than 4 million during Democratic administrations and more than 4 million during Republican administrations, bringing into question discrimination against naturalization at birth under the Convention on the Reduction of Statelessness (1961).  Since 2009 it has become increasingly difficult, to impossible, for poor people born, and in particular naturalized or at some state of immigration, or with some sort of difficulty procuring a birth certificate, to get identification documents at normal price under Art. 29 of the Convention Relating to the Status of Stateless Persons (1954).  The US Census reports the current population of the United States of America is 324,430,398 as of Friday, August 19, 2016, based on the latest United Nations estimates, there are 330 million people estimated to live in the Social Security Area population, a difference of 2%.  The under age 18 population is between 74.1 million and 77.8 million, a difference of 5%.  It seems that the Census has agreed to scrap the 22.9% rate and revert to the 24% of total juvenile population rate, whereby there would have been 77.9 million children living in the United States in 2016, 100,000 more children than Social Security numbers.   

1. There are two total juvenile population under-estimates that must be redressed by the federal government, as well as the fertility rate, later in this section.  The Census has clearly erred with the 22.9% under age 18 revision in 2015 that destroyed the population pyramid and must return to a figure closer to the 24% under age 18 used in the 2010 Census.   Although it is not an accurate estimation of exactly how many people live in the United States, Social Security estimates 23.6% of the population is under age 18.  74.9 million Baby Boomers were born 1946-64 and in 2016 23.6% of 324.4 million total US Census population was 76.6 million children.  Taking into consideration the unborn and undocumented, it seems that the Census has agreed to revert to the 24% rate whereby there would have been 77.9 million children living in the United States in 2016.
2. The Conditions of Education of 2016 by the National Center for Education Statistics (NCES) is believed to have adopted some dangerously low elementary and secondary school population growth projections, in particular regarding 0.2%, rather than 0.4% total average annual enrollment growth, for all public, public charter and private schools, excluding homeschooled. College enrollment growth projections are unrealistically optimistic without meaningful reductions in tuition prices, due to a decline in enrollment since Stafford Student Loans for dependent children ceased to afford 100% the tuition and fees of public universities in 2011 and the independent student loan level seemed inadequate to pay for auxiliary room and board. Student loans must leave public institution undergraduate students with some pocket money after tuition and fees or it is believed that enrollment will continue to decline.  It is believed that the reduction in child poverty from 21% in 2011 to 19% is the result of re-adoption of the 24% of total juvenile population.  However, after the Great Recession unemployment is at all time lows, and child poverty is believed to have gone down by 5% since 2011.  Attention brought to extraordinarily high rates of child poverty in the United States may have helped some families with children to get better paying jobs, although the federal minimum wage has remained the same and Congress has not passed any laws benefitting dependent children.  It is necessary to redress the total juvenile population and fertility rate assumptions first.
B. The United States population is equivalent to about 4.36% of the total world population of 7,432,663,275 in 2016. The U.S.A. ranks number 3 in the list of countries by population.  The population density in the United States is 35 per sq. kilometer, 92 people per sq. miles.  The total land area is 9,155,898 sq. kilometers, 3,535,111 sq. miles.  82.5 % of the population is urban, 268,012,791 people live in US cities in 2016.  The median age in the United States is 38.1 years.  The U.S. fertility rate is high enough to sustain a stable population, without net migration, solidifying the nation's unique status among industrialized countries as a growth state.  The nation's total fertility rate hit a high of an average of nearly 3.8 children born to each woman in the United States in 1957 during the postwar Baby Boom. The birthrate fell sharply through the 1960s and 1970s with the introduction of the birth control pill, legalization of abortion and other trends, including women delaying childbearing to attend college and pursue a career. The rate dipped below replacement level in 1972 and hit a low of 1.7 in 1976, but it started rising again in the late 1970s, climbed steadily through the 1980s, hovering close to but never hitting the replacement rate throughout the '90s and reaching 2.2 in 2000-2010 before being thought to go down to 1.8 in 2011-present. It is probably safe to assume that the actual fertility rate is probably around 2.0, due to Democratic underestimation of juveniles and births, after the 2010 Census.  Net population growth is bolstered by net migrants. 
Population Growth Estimates of the United States 1960-2016 

	Year
	Population
	 Yearly % 

Change
	Yearly

Change 
	Deaths
	Migrants (net)
	Births
	Births per 1,000

	2016
	329,386,000
	0.86 %
	2,800,000
	2,700,000
	1,500,000
	4,000,000
	12.1

	2015
	326,586,000
	0.84 %
	2,908,327
	2,626,418
	1,557,000
	3,977,745 
	12.2

	2010
	309,876,170
	0.91 %
	2,747,307
	2,468,435 
	1,014,100
	3,944,000
	12.6

	2000
	282,895,741
	1.22 %
	3,324,043
	2,403,351 
	1,738,500
	4,058,814
	14.3

	1990
	252,847,810
	0.99 %
	2,431,251
	2,148,463 
	737,200
	4,158,212 
	16.6

	1980
	229,588,208
	0.95 %
	2,124,929
	1,989,841 
	774,600
	3,612,258
	15.7

	1970
	209,485,807
	0.99 %
	2,016,455
	1,921,031 
	299,000
	3,731,386
	17.8

	1960
	186,176,524
	1.74 %
	3,076,029
	1,711,982 
	372,000
	4,257,850
	22.8


Source: US Census (as edited 2015-16) Hamilton, Brady E. Ph.D., Martin, Joyce A. M.P.H., and Osterman, Michelle J.K. M.H.S. Births: Preliminary Data for 2015. Division of Vital Statistics. Center for Disease Control. National Vital Statistics Reports. Vol. 65 No. 3. June 2, 2016; Xu, Jiaquan M.D.; Murphy, Sherry L. B.S.; Kochanek, Kenneth D. M.A.; and  Bastian, Brigham A B.S. Deaths: Final Data for 2013. Division of Vital Statistics. Center for Disease Control. National Vital Statistics Reports Vol. 64, No. 2 February 16, 2016 Table 1 Edited  by 2016 Annual Report. Table V.A2 Immigration Assumptions, Calendar Years 1940-2090 for 2015 and net immigration re-estimated at 1.5 million and total population corroborated by Table IV.A1.—Historical and Projected Social Security Area Population based on the Intermediate Assumptions of the 2015 OASDI Trustees Report, as of July 1, 1974-2039 
1. In 2020 whites will become a minority when fewer than half of all U.S. children ages 0–17 are projected to be White, non- Hispanic, down from 74% in 1980 and 52% in 2015. By 2050, only 39% of all U.S. children are projected to be White, non-Hispanic. Hispanic children represented 25% of U.S. children in 2015, up from 9% in 1980. By 2020, they are projected to represent 26% of all U.S. children and 32% by 2050. In 2015, Black, non-Hispanic children represented 14% of all U.S. children, down from 15% in 1980. By 2020, they are projected to represent 14% of all U.S. children and 13% by 2050. Since 2000, Asian, non-Hispanic children have increased from 3.5% of all U.S. children to 5% in 2015. By 2020, they are projected to represent 5% of all U.S. children and 7% by 2050. In 2000, non-Hispanic children of two or more races represented 2% of all U.S. children. By 2015, they represented 4% of all U.S. children. By 2020, they are projected to represent 5% of all U.S. children and 8% by 2050. American Indian and Alaska Native, non- Hispanic children represented 0.9% of all U.S. children in 2015, up from 0.8% in 1980. By 2020, they are projected to represent 0.8% of all U.S. children and 0.7% by 2050. Between 2000 and 2015, the proportion of Native Hawaiian and Other Pacific Islander, non-Hispanic children remained unchanged at 0.2% of all U.S. children. The proportion is projected to remain unchanged at 0.2% between 2020 and 2050. 
US Population, by Cohort 2000-2024
(in thousands)
	Year
	0-17
	18-34
	35-49
	50-64
	65-74
	75 or older
	Total all ages

	2000
	73,915
	68,372
	66,913
	43,055
	18,655
	16,858
	287,768

	2010
	76,697
	74,206
	65,874
	59,217
	22,165
	18,871
	315,144

	2015
	76,679
	75,729
	62,598
	63,724
	27,636
	20,219
	326,586

	2016
	76,988
	76,169
	62,845
	64,127
	28,734
	20,664
	329,527

	2017
	77,337
	76,653
	63,206
	64,305
	29,780
	21,254
	332,535

	2018
	77,732
	77,210
	63,578
	64,389
	30,752
	21,975
	335,638

	2019
	78,215
	77,827
	63,848
	64,447
	31,818
	22,672
	338,828

	2020
	78,783
	78,330
	64,021
	64,547
	33,019
	23,299
	341,998

	2021
	79,365
	78,794
	64,236
	64,562
	34,074
	24,105
	345,137

	2022
	79,940
	79,251
	64,662
	64,275
	34,855
	25,248
	348,230

	2023
	80,483
	79,629
	65,346
	63,772
	35,569
	26,440
	351,240

	2024
	80,943
	79,959
	66,196
	63,199
	36,336
	27,551
	354,184


Source: 2015 Annual Report on the SSI Program Table IV.A1 Historical and Projected Social Security Area Population based on the Intermediate Assumptions of the 2015 OASDI Trustees Report, as of July 1, 1974-2039
C. In 2016 there are estimated to be 77.8 million children under the age of 18 residing in the Social Security Area Population United States, about 23.6% of the 330 million total area population. In 2016 the US Census Bureau estimates a current total population of 324.5 million. The population clock is calculated on the basis of one birth every 8 seconds, one death every 13 seconds, one net international migrant every 28 seconds, for a net gain of one person every 11 seconds. America's Children in Brief: Key National Indicators of Well-Being 2016 estimates that there are 73.7 million children living in the United States down from a high of 74.1 million in 2010, when the last decennial Census was conducted.  The US Census reports that 22.9% of the population were under the age of 18 in 2015 down from 24.0% in 2010.  22.9% of current 2016/9/28 population estimate by the US Census bureau of 324.5 million comes to 74.19 million children.  24% of the current population is 77.88 million.  America's Children in Brief and the US Census 22.9% (2015) decision questions that there are more children under age 18 than any other cohort, even the 74.9 million Baby Boomer cohort. The Census has erred with the 22.9% under age 18 revision in 2015 and must return to a figure closer to the 24% under age 18 used in the 2010 Census, probably around 23.6%, but it seems better to protect the unborn with the 24% of total juvenile population. 
1. The Census has devised a number of ways to study the live birth rate – fertility rate, average number of children born to each women, and number of live births per woman age 15-44.  Birth rate: Number of children born per 1,000 women over a given year. Completed fertility: Number of children a woman has given birth to when she completes childbearing. Cumulative fertility: Total number of children ever born to a woman at the time of the survey, regardless of whether she will have more children in the future.  Replacement-level fertility: The number of children each woman would need to give birth to in order to keep the national population the same size in the subsequent generation, normally about 2.1.   More boy than girl babies have been issued social security cards every year since 1940.  In 2015 51.2% of babies were boys and 48.8% were girls.   However 50.9% of the 2010 census population are female and 49.1% are male.  The reason is that in modern times more males die than females at any age.  74,911,975 Baby Boomers, 38.8 million boys and 36.8 million girls, are reported by the Social Security Administration to to have been born between 1946-1964; it is unknown how many survive and net migration of people in this age group to the United States. 
Number of Social Security card holders born in the U. S. by year of birth and sex with total for under age 18 population born 1997-2015 and Baby Boomers born 1946-1964
	Year of

birth
	Male
	Female
	Total

	1880
	118,399
	97,604
	216,003

	1881
	108,282
	98,855
	207,137

	1882
	122,031
	115,696
	237,727

	1883
	112,478
	120,059
	232,537

	1884
	122,739
	137,586
	260,325

	1885
	115,946
	141,949
	257,895

	1886
	119,042
	153,736
	272,778

	1887
	109,315
	155,422
	264,737

	1888
	129,905
	189,447
	319,352

	1889
	119,034
	189,219
	308,253

	1890
	119,701
	201,661
	321,362

	1891
	109,267
	196,567
	305,834

	1892
	131,453
	224,915
	356,368

	1893
	121,040
	225,232
	346,272

	1894
	124,894
	235,972
	360,866

	1895
	126,644
	247,107
	373,751

	1896
	129,072
	251,993
	381,065

	1897
	121,943
	248,275
	370,218

	1898
	132,105
	274,146
	406,251

	1899
	115,195
	247,490
	362,685

	1900
	162,140
	317,775
	479,915

	1901
	115,595
	254,232
	369,827

	1902
	132,749
	280,333
	413,082

	1903
	129,326
	278,198
	407,524

	1904
	138,508
	292,438
	430,946

	1905
	143,244
	309,870
	453,114

	1906
	144,070
	313,441
	457,511

	1907
	158,588
	337,433
	496,021

	1908
	166,372
	354,533
	520,905

	1909
	176,868
	368,098
	544,966

	1910
	208,524
	419,526
	628,050

	1911
	241,392
	441,812
	683,204

	1912
	451,456
	586,708
	1,038,164

	1913
	536,243
	654,904
	1,191,147

	1914
	683,321
	796,608
	1,479,929

	1915
	880,948
	1,023,882
	1,904,830

	1916
	923,258
	1,085,708
	2,008,966

	1917
	959,331
	1,123,702
	2,083,033

	1918
	1,048,689
	1,202,363
	2,251,052

	1919
	1,015,339
	1,174,650
	2,189,989

	1920
	1,100,869
	1,244,038
	2,344,907

	1921
	1,137,925
	1,279,681
	2,417,606

	1922
	1,125,316
	1,247,531
	2,372,847

	1923
	1,132,363
	1,252,416
	2,384,779

	1924
	1,169,028
	1,295,716
	2,464,744

	1925
	1,151,452
	1,263,046
	2,414,498

	1926
	1,145,465
	1,230,117
	2,375,582

	1927
	1,161,789
	1,236,348
	2,398,137

	1928
	1,141,098
	1,195,385
	2,336,483

	1929
	1,107,405
	1,157,481
	2,264,886

	1930
	1,129,373
	1,166,344
	2,295,717

	1931
	1,069,368
	1,103,563
	2,172,931

	1932
	1,074,167
	1,106,167
	2,180,334

	1933
	1,019,889
	1,045,864
	2,065,753

	1934
	1,061,656
	1,082,174
	2,143,830

	1935
	1,069,275
	1,086,677
	2,155,952

	1936
	1,064,111
	1,077,429
	2,141,540

	1937
	1,093,413
	1,101,723
	2,195,136

	1938
	1,136,223
	1,141,329
	2,277,552

	1939
	1,133,089
	1,133,993
	2,267,082

	1940
	1,185,984
	1,181,212
	2,367,196

	1941
	1,254,586
	1,245,808
	2,500,394

	1942
	1,408,028
	1,390,365
	2,798,393

	1943
	1,454,263
	1,435,227
	2,889,490

	1944
	1,388,905
	1,366,429
	2,755,334

	1945
	1,371,329
	1,346,051
	2,717,380

	Baby Boomer
	
	
	

	1946
	1,650,135
	1,612,831
	3,262,966

	1947
	1,857,349
	1,817,781
	3,675,130

	1948
	1,782,570
	1,742,587
	3,525,157

	1949
	1,801,901
	1,755,499
	3,557,400

	1950
	1,819,993
	1,758,923
	3,578,916

	1951
	1,910,588
	1,846,667
	3,757,255

	1952
	1,973,397
	1,902,145
	3,875,542

	1953
	2,001,102
	1,929,114
	3,930,216

	1954
	2,067,882
	1,990,632
	4,058,514

	1955
	2,088,636
	2,004,373
	4,093,009

	1956
	2,144,680
	2,059,330
	4,204,010

	1957
	2,187,626
	2,097,516
	4,285,142

	1958
	2,153,177
	2,065,011
	4,218,188

	1959
	2,166,434
	2,078,477
	4,244,911

	1960
	2,166,091
	2,079,930
	4,246,021

	1961
	2,155,910
	2,076,225
	4,232,135

	1962
	2,102,338
	2,027,018
	4,129,356

	1963
	2,065,419
	1,987,890
	4,053,309

	1964
	2,027,616
	1,957,182
	3,984,798

	Baby Boomer
	38,122,844
	36,789,131
	74,911,975

	1965
	1,895,639
	1,827,342
	3,722,981

	1966
	1,818,163
	1,755,555
	3,573,718

	1967
	1,780,001
	1,716,654
	3,496,655

	1968
	1,776,423
	1,709,480
	3,485,903

	1969
	1,830,456
	1,762,720
	3,593,176

	1970
	1,906,003
	1,831,956
	3,737,959

	1971
	1,818,630
	1,752,356
	3,570,986

	1972
	1,674,919
	1,612,524
	3,287,443

	1973
	1,614,370
	1,554,011
	3,168,381

	1974
	1,630,935
	1,566,158
	3,197,093

	1975
	1,623,186
	1,560,705
	3,183,891

	1976
	1,633,331
	1,571,901
	3,205,232

	1977
	1,709,885
	1,644,879
	3,354,764

	1978
	1,708,989
	1,643,759
	3,352,748

	1979
	1,791,697
	1,723,064
	3,514,761

	1980
	1,854,692
	1,780,228
	3,634,920

	1981
	1,862,080
	1,788,032
	3,650,112

	1982
	1,886,704
	1,813,716
	3,700,420

	1983
	1,862,811
	1,789,105
	3,651,916

	1984
	1,875,736
	1,802,581
	3,678,317

	1985
	1,923,356
	1,845,612
	3,768,968

	1986
	1,920,483
	1,844,734
	3,765,217

	1987
	1,949,062
	1,873,574
	3,822,636

	1988
	2,000,862
	1,922,263
	3,923,125

	1989
	2,095,209
	1,991,787
	4,086,996

	1990
	2,150,863
	2,053,702
	4,204,565

	1991
	2,118,988
	2,032,978
	4,151,966

	1992
	2,098,423
	2,004,166
	4,102,589

	1993
	2,064,806
	1,971,029
	4,035,835

	1994
	2,037,777
	1,948,875
	3,986,652

	1995
	2,010,773
	1,921,035
	3,931,808

	1996
	2,003,109
	1,916,678
	3,919,787

	Under 18
	
	
	

	1997
	1,997,063
	1,908,561
	3,905,624

	1998
	2,026,806
	1,937,701
	3,964,507

	1999
	2,037,920
	1,945,832
	3,983,752

	2000
	2,086,976
	1,994,461
	4,081,437

	2001
	2,066,991
	1,979,571
	4,046,562

	2002
	2,065,175
	1,973,556
	4,038,731

	2003
	2,099,617
	2,004,932
	4,104,549

	2004
	2,111,689
	2,016,063
	4,127,752

	2005
	2,125,380
	2,027,508
	4,152,888

	2006
	2,190,066
	2,088,261
	4,278,327

	2007
	2,212,515
	2,113,906
	4,326,421

	2008
	2,177,409
	2,079,948
	4,257,357

	2009
	2,117,746
	2,021,799
	4,139,545

	2010
	2,050,778
	1,956,853
	4,007,631

	2011
	2,026,895
	1,933,342
	3,960,237

	2012
	2,023,569
	1,934,051
	3,957,620

	2013
	2,013,559
	1,920,953
	3,934,512

	2014
	2,039,794
	1,947,553
	3,987,347

	2015
	2,026,872
	1,935,109
	3,961,981

	Under 18
	39,493,820
	37,719,960
	77,216,780


Source: SSA
2. In 2006 it was reported there were 4,265,996 births out of nearly 6.6 million pregnancies, a 3% increase from the year before, the largest single-year increase since 1989 and the highest total number of births since 1961, near the end of the baby boom. For the first time in 35 years, the U.S. fertility rate has climbed high enough to sustain a stable population, solidifying the nation's unique status among industrialized countries as a growth state. The 2006 fertility rate of 2.1 children is the highest level since 1971. The overall fertility rate increased 2% between 2005 and 2006, nudging the average number of babies being born to each woman to 2.1. That marks the first time since 1971 that the rate has reached a crucial benchmark of population growth: the ability of each generation to replace itself. The nation's total fertility rate hit a high of nearly 3.8 in the United States in 1957 during the postwar Baby Boom. But it fell sharply through the 1960s and 1970s with the introduction of the birth control pill, legalization of abortion and other trends, including women delaying childbearing to attend college and pursue a career. The rate dipped below replacement level in 1972 and hit a low of 1.7 in 1976, but it started rising again in the late 1970s, climbed steadily through the 1980s, hovering close to but never hitting the replacement rate throughout the '90s although the population grew to over 300 million in 2006.   In 2007 the total population growth rate was estimated at exactly 1% - the birth rate was 14.2, net migration 3.05 and death rate 8.3 per thousand.  The infant mortality rate was 6. 4 death per 1,000 live births.
US Vital Statistics 2010-2015
	Year
	Birth rate
	Age-sex adjusted Death rate
	Under 65
	65 and Over
	Life expectancy at birth, Male
	Life expectancy at birth, Female
	Life expectancy at age 65, Male
	Life expectancy age 65, Female

	2010
	1.93
	821.3
	248.5
	4,640.1
	76.1
	80.9
	17.6
	20.2

	2011
	1.89
	819.3
	249.1
	4,621.4
	76.2
	81.0
	17.7
	20.2

	2012
	1.87
	811.9
	248.5
	4,568.2
	76.3
	81.1
	17.8
	20.3

	2013
	1.85
	812.2
	249.1
	4,566.1
	76.3
	81.1
	17.8
	20.3

	2014
	1.86
	790.4
	242.6
	4,442.9
	76.6
	81.2
	18.0
	20.5

	2015
	1.87
	781.4
	239.8
	4,392.3
	76.8
	81.5
	18.1
	20.6


Source 2016 Annual Report of OASDI Trust Fund. Table V.A.1 Fertility and Mortality Assumptions, Calendar Year 1940-2090; Table V.A4 Period Life Expectancy 1940-2090
3. The reasons for the unusual U.S. fertility rate are the focus of intense interest. Some of the increase is explained by immigration. Hispanics have the highest fertility rate -- about 2.9 -- followed by blacks (2.1), Asians (1.9) and whites (1.86). But Hispanics do not represent enough of the population to fully explain the trend, and the fertility rate of U.S. whites is still higher than that of other developed countries.  Experts can only speculate, but they cite a complex mix of factors, including lower levels of birth control use than in other developed countries, widely held religious values that encourage childbearing, social conditions that make it easier for women to work and have families, and a growing Hispanic population whose children are automatically US citizens improving their chances at citizenship.  To be sure, the fertility rate among Hispanics — 3 children per woman — has been a major contributor. That’s the highest rate for any group. In 2006, for the first time, Hispanics accounted for more than 1 million births. The high rate probably reflects cultural attitudes toward childbirth developed in other countries, experts said. Fertility rates average 2.7 in Central America and 2.4 in South America. Fertility rates often rise among immigrants who leave their homelands for a better life. For example, the rate among Mexican-born women in the U.S. is 3.2, but the overall rate for Mexico is just 2.4.
4. In June 2012, 76.2 million women in the United States were aged 15 to 50, and 59% of them were mothers. Hispanic women aged 15 to 50 have the highest percentages of women with three or more children (25.2%), followed by Black women (21.3%).  Of all women aged 15 to 50, 17.2% had one child, 23.1% had two children, and 18.5% had three or more children. Of the more than 76 million women in the United States who were aged 15 to 50 in 2012, 4.1 million (5.4%) reported experiencing a birth in the previous 12 months.  Fertility levels differ for women of different racial backgrounds. The lowest fertility rate in 2012 was for non-Hispanic White women (49 births per 1,000 women). The rate for Native Hawaiian or other Pacific Islanders was 79 births per 1,000 women. Black and Asian women both had a birth rate of 57 births per 1,000 women. American Indian or Alaska Native women had a birth rate of 66 births per 1,000 women. In 2012, 21% of women 15 to 50 years old living in the United States who experienced a birth in the previous 12 months were born in another country.  Hispanic women aged 15 to 50 have lower rates of childlessness (35.3%) than do women in any other group, while Asian women of the same age have the highest rates of childlessness (46.1%). Forty-three percent of non-Hispanic White women and 39% of Black women are childless. 
D. More than 60% of women who reported a birth in the prior year were married at the time of the survey, while about 30% of the women with a birth in the previous 12 months reported that they had never been married.  There is a clear decline in marital first births since the early 1990s, from 70% for women whose first birth was between 1990 and 1994, to 55% for women whose first birth was in 2005 or later.  In 2012, more than half of women with a birth in the previous 12 months were in the labor force.  Fertility rates for women not in the labor force (74 births per 1,000 women) were considerably higher than those of employed women (46 births per 1,000). Twenty eight percent of women with a birth in the prior year were living in poverty in 2012, up from 25% in 2008. The fertility rate for women in poverty was 82 births per 1,000—higher than the fertility rate of those with incomes at 100% to 199% of poverty (63 births per 1,000) and almost twice as high as those with incomes at or above 200 percent of poverty (45 births per 1,000). In 2012, about 6% of women with a birth in the prior year were receiving public assistance, unchanged from 2008. In 2012, more than three-quarters of women with a birth in the previous 12 months reported that they were living in their own home; 55% were either a married householder or the spouse of the householder.  Twelve percent were in a cohabiting relationship, and 10% did not have a spouse or partner present. Notably, more than one in five women with a birth in the previous 12 months reported that they were living in someone else’s home at the time of the survey. Most (70%) of the women with recent births who lived in someone else’s home were the child of the householder; that is, the daughter of the person who owns or rents the home.  
1. Teen pregnancies were way up in 2006.  While the birth rate among 10-to-14-year-old girls continued to fall, the rate for those ages 15 to 19 increased from 40.5 per 1,000 girls to 41.9 births per 1,000 in 2006. The birth rate rose by 3% between 2005 and 2006 among 15-to-19-year-old girls, the same as for all women, after plummeting 34 percent between 1991 and 2005.  The increase was greatest among black teens, whose birth rate rose 5 percent between 2005 and 2006, reaching 63.7 per 1,000 teens. That was particularly disappointing because black teens had previously made the greatest reductions, with the rate among 15-to-17-year-olds dropping by more than half. The rate rose 2 percent, to 83 births per 1,000, for Hispanic teens, and 3 percent, to 26.6 per 1,000, for white teens.  Older women, in their forties, are also having more children, up to 7 from 4 per 1,000, however the vast majority of the childbirth is done by women in their twenties and thirties.  Women ages 20-29 have more than 200 births per 1,000.  Teens 18-19 have 90 births per 1,000.  In the 1990s women 35-39 overtook teens 15-17 years for the first time since 1967 with 39 versus 31 births 1,000.  
2. Childbirth during adolescence is often accompanied by long-term difficulties for the mother and her child. Compared with babies born to older mothers, who are also high risk pregnancies, babies born to adolescent mothers, particularly younger adolescent mothers, are at higher risk of low birthweight and infant mortality.  They are more likely to grow up in homes that offer lower levels of emotional support and cognitive stimulation, and they are less likely to earn high school diplomas.  For mothers, giving birth during adolescence is associated with limited educational attainment, which in turn can reduce employment prospects and earnings potential.  Although adolescent birth rates for all racial and ethnic groups have generally been on a long-term decline since the late 1950s, birth rates continue to vary by race and ethnicity.  In 2014, the adolescent birth rate was 19 births per 1,000 females for American Indian or Alaska Native, non-Hispanic and Hispanic adolescents; 17 for Black, non- Hispanic; 7 for White, non-Hispanic; and 3 for Asian or Pacific Islander, non-Hispanic adolescents ages 15–17. From 1995 to 2014, the total adolescent birth rate declined by 25%, from 36 per 1,000 to 11 per 1,000, a record low for the United States. This long-term downward trend was found for each racial and Hispanic origin group.  In 2015, one quarter of all children in the United States had a parent who was foreign born. In contrast, about 71% of all children were native born and had native-born parents. 
§181  Infant and Maternal Mortality
A. The United States has the highest birth rate (12.5 per 1,000 population), infant mortality rate (6.1 infant deaths per 1,000 live births and 8 under age 5 deaths per 1,000 ) and maternal mortality rate (32 deaths per 100,000) of any industrialized nation.  Four statistics are commonly used evaluating disease and quality of obstetric care.  Maternal death rate is the number of deaths of obstetric cause per 100,000 live births.  Fetal death is synonymous with stillbirth per 1000 infants born.  Neonatal death refers to an infant's death within the first 28 days of life and is expressed as the neonatal mortality per 1000 live births.  The birth rate is expressed as the number of births per 1000 people in the total population.  The fertility rate is the number of live births per 1000 females aged 15 to 45 in the population.  Globally, the infant mortality rate has decreased from an estimated rate of 63 deaths per 1000 live births (6300 per 100,000) in 1990 to 32 deaths per 1000 live births (3200 per 100,000) in 2015. Annual infant deaths have declined from 8.9 million in 1990 to 4.5 million in 2015.   Correspondingly, the infant mortality rate of the United States (US) declined from approximately 100 per 1,000 live births to  (10,000 infant deaths per 100,000 live births in 1900, to 69 per 100,000 live births (689  per 100,000) in 2000 to  6.7 per 100,000 live births (670 per 100,000 ) in 2006 to 6.1 per 100,000 live births (610 per 100,000) in 2015. Data suggest that mothers with no prenatal care had a very high overall infant death rate (5281.83 and 4262.16 deaths per 100,000 births in Mississippi and Louisiana, respectively, whereas the US average was 3,075 deaths per 100,000 live births. Over 24,000 infants are estimated to have died in the United States in 2014.  
Infant and Maternal Mortality in the US 1980-2015
	
	Live Births, number
	Infant deaths, number
	 Infant deaths per 1,000 live births
	Maternal deaths, number
	Maternal death per 100,000 live births

	1980
	3,634,920
	45,800
	12.6
	333
	9.2

	1990
	4,204,565
	38,682
	9.2
	344
	8.2

	1995
	3,931,808
	29,882
	7.6
	279
	7.1

	2000
	4,081,437
	28,162
	6.9
	399
	9.8

	2005
	4,152,888
	28,655
	6.9
	627
	15.1

	2010
	4,007.631
	26,450
	6.6
	714
	17.8

	2015
	3,961,981
	24,168
	6.1
	1418
	35.8


Source: Numbers calculated by SSA live birth and US Census infant and maternal mortality rates
1. Globally, the infant mortality rate has decreased from an estimated rate of 63 deaths per 1000 live births (6300 per 100,000) in 1990 to 32 deaths per 1000 live births (3200 per 100,000) in 2015. Annual infant deaths have declined from 8.9 million in 1990 to 4.5 million in 2015.   Correspondingly, the infant mortality rate of the United States (US) declined from approximately 100 per 1,000 live births to  (10,000 infant deaths per 100,000 live births in 1900, to 69 per 100,000 live births (689  per 100,000) in 2000 to  6.7 per 100,000 live births (670 per 100,000 ) in 2006 to 6.1 per 100,000 live births (610 per 100,000) in 2015. Data suggest that mothers with no prenatal care had a very high overall infant death rate (5281.83 and 4262.16 deaths per 100,000 births in Mississippi and Louisiana, respectively, whereas the US average was 3,075 deaths per 100,000 live births. Over 24,000 infants are estimated to have died in the United States in 2014.  The United States has a higher infant mortality rate than any of the other 27 wealthy countries according to the Centers for Disease Control.  A baby born in the US is nearly three times as likely to die during her first year of life as one born in Finland or Japan.  The same American Baby is about twice as likely to die in her first year as a Spanish or Korean one.  Despite healthcare spending levels that are significantly higher than any other country in the world, a baby born in the US is less likely to see his first birthday than one born in Hungary, Poland, Slovakia, Belarus or Cuba.  The rate of 6.1 infant deaths per 1,000 births masks considerable state-level variation. If Alabama were a country, its rate of 8.7 infant deaths per 1,000 would place it slightly behind Lebanon in the world rankings.  Mississippi, with its 9.6 deaths, would be somewhere between Botswana and Bahrain.  The US has similar neonatal mortality but has a substantial disadvantage in post-neonatal mortality compared to Austria and Finland.  In other words, mortality rates among infants in their first days and weeks of life are similar across all three countries, but as infants get older, a mortality gap opens between the US and the other countries and widens considerably.  The higher US mortality rates are due entirely or almost entirely, to high mortality among less advantaged groups.  The the leading six causes of death caused 57% of infant mortality - extreme immaturity, sudden infant death syndrome, other ill-defined and unspecified causes of mortality, other preterm infants, accidental suffocation and strangulation in bed, and respiratory distress syndrome of newborn. 
2. The United States’ under-5 mortality rate (8 per 1,000 live births) is twice that of Belgium, Czech Republic, Finland, France, Italy, Japan and Norway (4 per 1,000 live births) and more than twice that of Iceland and Sweden (3 per 1,000 live births). Over the past 20 years US infant mortality remains high and maternal mortality rates have risen. The US rate of 6.1 infant deaths per 1,000 live births in the first year of life is the highest in any industrialized country, and is so disputed that the font and first sentence was hacked and dated.  The Infant death rates for poor mothers exceeds 5 per 1,000 in the first year.  From 1980-2000, the infant mortality rate in the first year decreased from 7.04 infant deaths per 1,000 live births in 1999 to 6.75 in 2007, and then decreased at a faster rate to 5.96 in 2013.  From the mid-1960s through 1980, the poor in the United States made health gains and their infant death rates declined as the survival gap shrank.  Since 1980, however disparities between rich and poor in the US have widened and infant death rates among the poor remain higher than among the rich.
3. Trends in infant mortality rates during 1999-2013 varied among the five racial and ethnic groups.  During 1999-2013 infants born to black mothers experienced the highest rates of infant mortality (11.11 in 2013) and infants born to Asian or Pacific Islander mothers experienced the lowest rates (3.90 in 2013).  In the United States, American-Indian and Alaska Native infants are 1.5 to 2 times more likely to die than white infants and African-American infants are 2.4 times more likely to die than white infants.  Hospital care is expensive and mortality rates among infants in their first days and weeks of life are low.  But as infants and the medical bills get older, a mortality gap opens between the US and other countries, and widens considerably.  In 2013, the infant mortality rates were 11.1 infant deaths per 1,000 live births for Black, non-Hispanics; 7.7 infant deaths per 1,000 live births for American Indian or Alaska Native, non-Hispanics; 5.1 infant deaths per 1,000 live births for White, non- Hispanics; 5.0 infant deaths per 1,000 live births for Hispanics; and 3.9 infant deaths per 1,000 live births for Asian or Pacific Islander, non-Hispanics. From 1999 to 2013, the total infant mortality rate declined by 1%. During the same time period, the infant mortality rate declined by 3% for Black, non-Hispanic infants and 1% for White, non-Hispanic; Asian or Pacific Islander, non-Hispanic; and Hispanic infants. Infant mortality for American Indian or Alaska Native, non- Hispanic infants was stable from 1999 to 2013. Despite the declines in infant mortality between 1999 and 2013, rates for Black, non-Hispanic and American Indian or Alaska Native, non-Hispanic infants remained higher than the rates for White, non-Hispanic; Hispanic; and Asian or Pacific Islander, non- Hispanic infants throughout the entire period. 
B. Both single and married women are increasingly keeping their children however single women are much more likely, 35%, to get an abortion, while only 6% of married women get abortions.  Nearly half (45%) of the 6.4 million pregnancies in 2004 occurred among unmarried women. Pregnancy totals among unmarried women increased from over 2.7 million in 1990 to over 2.8 million in 2004, whereas pregnancy totals among married women declined from 4.1 million in 1990 to 3.5 million in 2004. The average U.S. woman is expected to have 3.2 pregnancies in her lifetime at current pregnancy rates; black and Hispanic women are expected to have 4.2 pregnancies each, compared with 2.7 for non-Hispanic white women. Three out of four pregnancies among married women (75%) ended in a live birth in 2004, while 19% ended in fetal loss, and 6% ended in abortion. For unmarried women, slightly over half of pregnancies (51%) ended in live birth, an increase from 43% in 1990. Thirty-five percent of these pregnancies ended in abortion and 13% ended in fetal loss (CDC 2008). Improved counseling regarding the value of bearing children seems to be paying off and more single women are delivering their babies.  The constitutional principles regarding the right to an abortion are articulated by the Supreme Court in Roe v. Wade (1973), and in keeping with the science and values of medicine, the AMA recommends that abortions not be performed in the third trimester except in cases of serious fetal anomalies incompatible with life.
1. Of the 17.5 million women in the United States estimated to be in need of publicly funded family planning services and supplies, Medicaid and government-funded clinics (Title X clinics) cover just over half of this need, leaving more than 8 million women without affordable family planning information and services.  The trimester framework of Roe v. Wade (1973) addressed when a woman's fundamental right to abortion would be absolute, and when the state's interests would become compelling. In the first trimester, when it was believed that the procedure was safer than childbirth, the Court left the decision to abort completely to the woman and her physician.  From approximately the end of the first trimester until fetal viability, the state's interest in protecting the health of the mother would become "compelling." At that time, the state could regulate the abortion procedure if the regulation is "reasonably related to the preservation and protection of maternal health."  At the point of viability, which the Court believed to be in the third trimester, the state's interest in "potential life" would become compelling, and the state could regulate abortion to protect "potential life." At that point, the state could even forbid abortion so long as it made an exception to preserve the life or health of the mother.  In 2012, 699,202 legal induced abortions were reported to CDC from 49 reporting areas, about one-third of the annual number of pregnancies terminated. The abortion rate for 2012 was 13.2 abortions per 1,000 women aged 15–44 years, and the abortion ratio was 210 abortions per 1,000 live births.  Compared with 2011, the total number and ratio of reported abortions for 2012 decreased 4%, and the abortion rate decreased 5%. Additionally, from 2003 to 2012, the number, rate, and ratio of reported abortions decreased 17%, 18%, and 14%, respectively. Given the large decreases in the total number, rate, and ratio of reported abortions from 2011 to 2012, in combination with decreases that occurred during 2008–2011, all three measures reached historic lows.  Women in their twenties accounted for the majority of abortions in 2012 and throughout the period of analysis. The majority of abortions in 2012 took place early in gestation: 91.4% of abortions were performed at ≤13 weeks’ gestation; a smaller number of abortions (7.2%) were performed at 14–20 weeks’ gestation, and even fewer (1.3%) were performed at ≥21 weeks’ gestation. In 2012, 20.8% of all abortions were medical abortions. The percentage of abortions reported as early medical abortions increased 10% from 2011 to 2012.  The Census also keeps track of fetal deaths, 20 to 27 weeks, 28 weeks or more, and neonatal infant deaths, less than 7 days, less than 28 days, number and ratios for whites and blacks.  The total number of fetal deaths >20 weeks is reported to have declined from 31,386 (7.49 per 1,000 live births) in 1990 to 25,894 (6.22 per 1,000 live births) in 2005.  of the 25,894 fetal deaths in 2005, 13,327 were 20-27 weeks.
C. Of the 3,404 maternal mortality deaths within a year of pregnancy termination that occurred during 2011-2012 and were reported to CDC, 1,329 were found to be pregnancy-related.  Statistics for 40 states and the District of Columbia, gleaned from death certificates, indicate that whereas the reported maternal mortality rate from 1999 to 2002 was 9.8 per 100,000 live births, it jumped to 20.8 per 100,000 live births for the period 2010 to 2013. But the numbers in the latter period may have been affected by a small change in the forms that are filed when a person dies. Until relatively recently most states relied on a death certificate form that was created in 1989. A newer version of the form, released in 2003, added a dedicated question asking whether the person who died was currently or recently pregnant—effectively creating a flag for capturing maternal mortality. Specifically, this recently introduced question asks if the woman was pregnant within the past year, at the time of death or within 42 days of death.  The statistical increase in maternal mortality is thought to mostly be the result of more accurate death reporting.  Considerable racial disparities in pregnancy-related mortality exist. During 2011-2012, the pregnancy-related mortality ratios were 11.8 deaths per 100,000 live births for white women.  41.1 deaths per 100,000 live births for black women. 15.7 deaths per 100,000 live births for women of other races.  Maternal deaths per 100,000 live births doubled to 35.8 in 2014 from 17.7 in 2000. Compare that with Germany, which had 4.1 deaths per 100,000 live births in 2014.  In California, that figure fell from 21.5 in 2003 to 15.1 in 2014, but in the remaining 48 states and the District of Columbia it increased from 18.8 in 2000 to 23.8 in 2014.  The leading cause of maternal death can be said to be opiate overdose within one year of receiving an epidural during delivery.  There is no evidence that marijuana causes birth defects. Physicians should not test their patients for marijuana or deny them participation on that basis.  CBD would provide women with a safer pain-reliever to opiate epidurals during childbirth and could be prescribed for residual pain.    
1. Women who receive no prenatal care are three to four times more likely to die of pregnancy-related complications than women who do.  Those with high-risk pregnancies are 5.3 times more likely to die if they do not receive prenatal care. Healthy People 2010 — national health objectives developed in 1998 by US federal health agencies — set a goal of 90% of women receiving “adequate prenatal care” (defined as 13 prenatal visits beginning in the first trimester). However, data suggest that, for 25% of women, their care falls short of this goal.  This figure rises to 32% for African American women and 41% for American Indian and Alaska Native women.  For the last 50 years, black women who give birth in the United States have been approximately four times as likely to die as white women. The greater risk of death for black women does not simply reflect a greater risk of an underlying complication occurring; in a national study of five medical conditions that are common causes of maternal death and injury (preeclampsia, eclampsia, obstetric hemorrhage, abruption and placenta previa), black women did not have a significantly higher prevalence than white women of any of these conditions. However, the black women in the study were two to three times more likely to die than the white women who had the same complication.  Likewise, a study comparing maternal outcomes for Mexican-born women and White non-Latina women in California found that while Mexican-born women were less likely to suffer complications overall, they did face a greater risk of particular obstetric complications such as postpartum hemorrhage, major puerperal infections and third- and fourth-degree lacerations, suggesting that the intrapartum care they received may have been of poorer quality.  White, non-Hispanic children were more likely to have private insurance (68%) compared to Hispanic (31%) and Black (345).  In 2014 Hispanic (57%) and Black (59%) were more likely than White (25%) to have public coverage. From 2000 to 2014, the percentage of children overall with health insurance increased by 7% to 95%.  Although the percentage of children with private coverage declined by -13% during this period to 54%, public coverage increased by 20% to 38%. 
2. Approximately 11% of American children under age 6 do not have health insurance.  Hispanic children are over 3 times more likely to be uninsured than their white peers – 20 % of Hispanic children have no health insurance coverage. More than 40% of uninsured Hispanic children do not receive any medical care.  Roughly 9% of African-American children are uninsured, of which 15% do not receive medical care.  Among white children, 6% are uninsured. White children see physicians at twice the rate of minority children. The poorest children in the United States are 20% more likely to go without preventive care. More than 30% of children living below the poverty line do not receive even one preventive medical (or “well-child”) visit per year.  Immunization rates show similar disparities. Black children and American-Indian/Alaska-Native children have the lowest vaccination rates, while whites have the highest rates.  Even greater coverage gaps are seen between rich and poor. Nearly one-quarter of poor children are not fully immunized, compared to 13% of children from high income families. 
3. The U.S. is the only developed country in the world where maternal deaths actually increased between 1993 and 2013, according to the World Health Organization.  In 1987, maternal death ratios hit the all-time low of 6.6 deaths per 100,000 live birth.  Around 2000, the ratio began to increase and has since nearly doubled, hovering between 12 and 15 deaths per 100,000 live births between 2003 and 2007. There were 28 maternal deaths per 100,000 live births in the United States in 2013, up from 23 in 2005,  The United States did not achieve United Nations Millennium Development Goal #5 — the reduction of maternal mortality by three fourths by the year 2015. Statistics released in September of 2010 by the United Nations place the United States 50th in the world for maternal mortality — with maternal mortality ratios higher than almost all European countries, as well as several countries in Asia and the Middle East.  Even more troubling, the United Nations data show that between 1990 and 2008, while the vast majority of countries reduced their maternal mortality ratios for a global decrease of 34%, maternal mortality nearly doubled in the United States. Other countries where maternal mortality increased during that same time period included Afghanistan, Botswana and Chad.  Causes of maternal mortality include postpartum hemorrhage, eclampsia, obstructed labor, and sepsis.  From 1990 to 2015, the global maternal mortality ratio declined by 44% – from 385 deaths to 216 deaths per 100,000 live births, according to UN inter-agency estimates. This translates into an average annual rate of reduction of 2.3%. While impressive, this is less than half the 5.5% annual rate needed to achieve the three-quarters reduction in maternal mortality targeted for 2015 in Millennium Development Goal 5.  Target 3.1 of the Sustainable Development Goals (SDGs) is to reduce the global maternal mortality ratio to to less than 70 per 100, 000 live births by 2030. 
4. Maternal mortality rates in the United States outstrip those of all other developed countries largely due to the mortality rates among women of color.  The maternal mortality rate among black women (36.1 per 100,000 live births) is about 4 times the rate among white women (9.8 per 100,000 live births). This gap has widened since 2000.  Women of color in the United States, especially low-income women, are less likely to receive prenatal care that is vital to healthy birth.  Early prenatal care among minority groups has increased by at least 20 percent since 1990, but disparities still exist.  Hispanic and black women are more than twice as likely as white women to receive no prenatal care or late prenatal care. American-Indian/Alaska-Native mothers are more than 3 times as likely as white mothers to receive inadequate prenatal care.  All in all the United States slipped in its ranking for maternal health from 26th in 2007 to 27th in 2008.   To reduce the skyrocketing maternal death rate, that is led by accurate accounting of opiate overdoses within one year of giving birth, Medicaid must stop testing for marijuana and requiring their patients to not smoke marijuana to be eligible for Medicaid benefits under 18USC§246.  Although it is not recommended to smoke marijuana during pregnancy, marijuana is not known to cause birth defects.  To save maternal lives medical marijuana must be prescribed as the best treatment for postpartum pain, depression and opiate addiction after receiving an epidural.  Marihuana is so much safer than opiates that Medicaid is encouraged to pay for the medical marijuana of extremely poor mothers <50% of poverty line, in pain or unable to tolerate either (a) the insomnia of opiate withdrawal or (b) respiratory depression of opiate overdose since breathing was removed from the cardio-pulmonary resuscitation routine and emergency responders became equipped with the opiate antagonists Narcan (Naloxone) injections and consumers with the new nasal spray and Naltrexone (Revia) pills. 
5. Of the 3,404 deaths within a year of pregnancy termination, maternal mortality, that occurred during 2011-2012 and were reported to CDC, 1,329 were found to be pregnancy-related.  Statistics for 40 states and the District of Columbia, gleaned from death certificates, indicate that whereas the reported maternal mortality rate from 1999 to 2002 was 9.8 per 100,000 live births, it jumped to 20.8 per 100,000 live births for the period 2010 to 2013. But the numbers in the latter period may have been affected by a small change in the forms that are filed when a person dies. Until relatively recently most states relied on a death certificate form that was created in 1989. A newer version of the form, released in 2003, added a dedicated question asking whether the person who died was currently or recently pregnant—effectively creating a flag for capturing maternal mortality. Specifically, this recently introduced question asks if the woman was pregnant within the past year, at the time of death or within 42 days of death.  The statistical increase in maternal mortality is thought to mostly be the result of more accurate death reporting and opiate overdoses due to marijuana deprivation.  
§182 Child Poverty
A. National poverty is measured as the number of people who live below the poverty line, below which a person would be expected to suffer from hunger as the result of the market prices of room and board.   Worse yet the share of the poor in deep poverty – defined as one-half the official poverty level of income – has risen steadily since the mid-1970s.  In 1975, about 30 percent of the poor were in deep poverty; in 2010 44.3 percent were.  In 1979, the average central city poverty rate was 15.7%, at its highest point, in 1993, it was 21.5%, by 2001 it was 16.5%, but was still over twice the rate for the suburbs, 8.2%. Poverty in rural areas is not negligible either; in 2001, 14.2% of people living outside metropolitan areas were poor.  Among the states, New Mexico had the largest percentage of individuals in poverty; from 1998 to 2000 it was 19.3%. Connecticut, Iowa, Maryland, Minnesota, and New Hampshire had the lowest poverty rates among states—below 8% from 1998 to 2000.  In 2005 it was estimated that 35-37 million people lived below the poverty line in the USA, 12.6-13.2% of the population, 4.7% were unemployed with a labor force participation rate of 66%.  Census data shows that since the Great Recession in 2010, 46.3 million Americans lived below the poverty line, 15.1% of the population and 63 million lived below 130% of the poverty line, SNAP’s gross income limit.  In 2010, the poverty rate for the elderly was 9 percent officially but 15.9 percent with the new definition, due primarily to the much higher medical costs borne by older men and women.  The working age poverty rate is 10%.  The number of children living below the poverty has risen to 22-33%, 16 to 24 million children.  At the end of the month poverty afflicts an estimated 50 million Americans, >15.2 – 15.6% of the 330 million social security area and 324 million census bureau population in 2017.  
1. Child poverty in the United States is the highest of any industrialized country. In 2014 it was estimated that 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 any industrialized nation. In Finland, the number is about 2.8%; Norway, 3.4%; Sweden, maybe 4.2%, Switzerland, 6.8%, Netherlands in second place at 9.8%.  In the Netherlands they have a discriminatory minimum wage for young adults that needs to be abolished.  The American Journal of Sociology finds that Americans with children are 12% less happy than non-parents, the largest “happiness gap” of 22 rich countries surveyed. The main sources of parents’ unhappiness are the lack of paid vacation and sick leave, and the high cost of child care.  In France parents are slightly happier than non-parents.  Early childhood offerings vary, but everywhere in Europe and in Canada they’re far more generous than in the United States. Ukrainian dads may not change enough diapers, but their government offers paid maternity leave; practically free preschool; and per-baby payments equivalent to eight months of an average salary. Families with children are also subjected to domestic age discrimination.  Of 18-to-64-year olds  20.5 million, 11.1% were poor and of people 65 and older 3.6 million, 10.1% were poor in 2011.  TANF benefit cuts 1996-2000 were not implicated as being the reason for the rise in child poverty until the 2014 Annual Report on the SSI Program.  In 2014, 21% (15.5 million) of all U.S. children ages 0–17 were reported to live in poverty.
2. The most recent statistical release on the topic of chid poverty by the federal government is The Conditions of Education 2018. In 2016, approximately 13.7 million children under age 18 were in families living in poverty down -11.6% from more than 15.5 million poor children in 2014.  The poverty rate for children in 2016 (19%) is reported to be lower than in 2010 (21%).  This statistical pattern was observed for children who were White, Black, Hispanic, Asian, and of Two or more races. For example, 28% of Hispanic children lived in poverty in 2016, compared with 32% in 2010.  The 2016 poverty rates for American Indian/Alaska Native and Pacific Islander children were not measurably different than the rates in 2010.  In 2016, the poverty rate was highest among Black and American Indian/Alaska Native children (34% each), followed by Hispanic (28%) and Pacific Islander children (23%). Additionally, the rate for children of Two or more races (19%) was higher than the rates for White and Asian children (11% each). Black, American Indian/ Alaska Native, and Hispanic children had higher poverty rates than the national average (19%), and White and Asian children had lower rates than the national average.  The poverty rates for Pacific Islander children and children of Two or more races were not measurably different from the national average.  In 2016, the poverty rate for children under age 18 was highest for those in households without a parent who had completed high school and lowest for those in households where at least one parent attained a bachelor’s or higher degree, both overall (50% vs. 4%) and within most racial/ethnic groups. For example, the poverty rate among American Indian/Alaska Native children was highest for those in households without a parent who had completed high school (62%) and lowest for those in households where at least one parent attained a bachelor’s or higher degree (12%). 
3. Among children under age 18, those living in mother- only households had the highest poverty rate (41%) and those living in father-only households had the next-highest rate (25%) in 2016. Children living in married-couple households had the lowest poverty rate, at 9%. This pattern of children living in married-couple households having the lowest poverty rate was generally observed across racial/ethnic groups. For example, among Black children the poverty rates were 46% for those living in mother-only households, 35% for those living in father-only households, and 13% for those living in married-couple households.  While the national average poverty rate for children under age 18 was 19% in 2016, the poverty rates among states ranged from 7% in New Hampshire to 29% in Louisiana, Mississippi, and New Mexico. Twenty-three states had poverty rates for children that were lower than the national average, 16 states and the District of Columbia had rates that were higher than the national average, and 11 states had rates that were not measurably different from the national average. Of the 17 jurisdictions (16 states and the District of Columbia) that had poverty rates higher than the national average, the majority (14) were located in the South. In 28 states, the poverty rates were lower in 2016 than in 2010. In the remaining 22 states and the District of Columbia, there was no measurable difference between the poverty rates in 2010 and 2016. 

B. In 2003 there were 12.9 million children living in poverty, or 17.6% of the under-18 population. That was an increase of about 800,000 from 2002, when 16.7% of all children were in poverty.  From 2006 to 2011 the percentage of children living below the official poverty line increased from 18% to 22%, and when the “near poor” are included, the percentage has changed from 40% to 45% - almost half – of all children in the United States under the age of 18 and might benefit from a school food bank and other voluntary non-profit services.  The statistics are even worse for younger children: 49% of children under 3 years of age and 48% of those between 3 and 5 years of age are currently living in poor or near poor households. Only 10% of children living with both parents were below the poverty line whereas 40% living with only one parent were below the poverty line.  Children living only with their mothers were twice as likely to live in poverty as those living only with their fathers.   Of 18-to-64-year olds 20.5 million, 11.1% were poor and of people 65 and older 3.6 million, 10.1% were poor in 2011.  Without much child welfare the cost of raising children is more than the minimum wage worker can bear.  Since 1996 working age and elderly poverty has declined, while child poverty has increased.  
1. In low income communities 22% - 33% of all children – live in families with incomes below the federal poverty level – $23,550 a year for a family of four in 2017. Research shows that, on average, families need an income of about twice that level to cover basic expenses. Using this standard, 45% of children live in low-income families.  From 2006 to 2011 the percentage of children living below the official poverty line increased from 18% to 22%, and when the “near poor” are included, the percentage has changed from 40% to 45% - almost half – of all children in the United States under the age of 18.  The statistics are even worse for younger children: 49% of children under 3 years of age and 48% of those between 3 and 5 years of age are currently living in poor or near poor households. In 2003 there were 12.9 million children living in poverty, or 17.6% of the under-18 population. That was an increase of about 800,000 from 2002, when 16.7% of all children were in poverty.  Only 10% of children living with both parents were below the poverty line whereas 40% living with only one parent were below the poverty line.  Children living only with their mothers were twice as likely to live in poverty as those living only with their fathers.  Housing instability and homelessness among children and youth continues to rise.  From 1990 to 2000 the high school completion rate declined in all but seven states, but has subsequently recovered and reached an all-time high.  Housing instability and homelessness among children and youth continues to rise.  Between 1.6 and 2.8 million youth are homeless in a given year, and over 50% were not attending school regularly. The McKinney-Vento Homeless assistance act of 1987 was amended in 2001 for Part B to provide education for homeless children and youth.
Poor Persons Residing in the United States 1973-2014
	Characteristics
	1973
	1980
	1990
	2000
	2010
	2012
	2013
	2014

	Percent Below 100% Poverty
	11.1
	13.0
	13.5
	11.3
	15.1
	15.0
	14.5
	14.8

	Black
	31.4
	32.5
	31.9
	22.5
	27.4
	27.2
	27.2
	26.2

	Asian
	-
	-
	12.2
	9.9
	12.2
	11.7
	10.5
	12.0

	Hispanic
	
	
	28.1
	21.5
	26.5
	25.6
	24.7
	23.6

	White
	7.5
	9.1
	8.8
	7.4
	9.9
	9.7
	10.0
	10.1

	Poor children in families
	14.2
	17.9
	19.9
	15.6
	21.5
	21.3
	20.9
	20.7

	Black
	40.6
	42.1
	44.2
	30.9
	39.0
	37.5
	38.0
	37.1

	Asian
	
	
	17.0
	12.5
	14.0
	13.3
	14.4
	13.4

	Hispanic
	27.8
	33.0
	37.7
	27.6
	34.3
	33.3
	32.2
	31.3

	White
	
	
	11.3
	11.6
	8.5
	11.7
	12.7
	11.9

	Poor children with single mothers
	
	50.8
	53.4
	40.1
	46.6
	47.2
	47.4
	46.5

	Black
	
	64.8
	64.7
	49.3
	53.2
	53.3
	54.0
	52.8

	Asian
	
	
	32.2
	38.0
	36.9
	33.0
	47.4
	32.4

	Hispanic
	
	65.0
	68.4
	49.6
	56.3
	54.7
	52.3
	53.3

	White
	
	
	39.6
	28.0
	34.7
	38.5
	39.5
	35.8

	Below 100% poverty line in thousands
	22,973
	29,272
	33,585
	31,581
	46,343
	46,496
	46,269
	46,657

	Black
	7,388
	8,579
	9,837
	7,982
	10,746
	10,911
	11,041
	10,755

	Asian
	
	
	858
	1,258
	1,899
	1,921
	2,255
	2,137

	Hispanic
	2,369
	3,491
	6,008
	7,747
	13,522
	13,616
	13,356
	13,104

	White
	12,864
	16,365
	16,622
	14,366
	19,251
	18,940
	19,552
	19,652

	Poor children in families
	9,453
	11,114
	12,715
	11,005
	15,598
	14,437
	15,116
	14,987

	Black
	3,822
	3,906
	4,412
	3,495
	4,271
	4,097
	4,153
	4,036

	Asian
	
	
	358
	407
	477
	470
	538
	492

	Hispanic
	1,364
	1,716
	2,750
	3,342
	5,815
	5,773
	5,638
	5,522

	White
	
	5,174
	5,108
	3,715
	4,544
	4,510
	4,784
	4,440

	Poor children with single mother
	
	5,866
	7,363
	6,300
	8,603
	8,664
	9,025
	8,491

	Black
	
	2,814
	3,597
	3,090
	4,495
	4,598
	5,155
	4,426

	Asian
	
	
	80
	162
	141
	128
	159
	136

	Hispanic
	
	809
	1,314
	1,407
	2,707
	2,809
	3,069
	2,739

	White
	
	
	2,411
	1,832
	2,209
	2,245
	2,477
	2,174


Source: Health United States, 2015 Table 2 Persons below Poverty Level, by Selected Characteristics Race and Hispanic Origin: United States selected years 1973-2014 
C. The average two-income family earns far more today than did the single-breadwinner family of a generation ago.  Yet, once they pay the mortgage, the car payments, the taxes the health insurance, and the day-care bills, today's dual-income families have less discretionary income and less money to save for a rainy day.  If current trends persist, more than one of every six single mothers will go bankrupt by the end of the decade. Over the past twenty years the number of single mothers in bankruptcy has increased more than 600 percent. Mothers are 35% more likely than childless homeowners to lose their homes, three times more likely than men without children to go bankrupt, and seven times more likely to head up the family after a divorce. Nearly nine out of ten families with children cite just three reasons for their bankruptcies: job loss, family breakup and medical problems.  All the other reasons combined – bad investment, crime victim, credit card overspending, natural disaster, other or no explanation - account for just 13% of families in bankruptcy. In the past twenty-five years the chances that a worker will suffer an involuntary job loss have increased by 28% since the 1970s.  It is estimated that in a single year, roughly 6.3% of dual-income families -one out of every sixteen – will receive a pink slip.  That means that a family today with both husband and wife in the workforce is approximately two and a half times more likely to face a job loss than a single-income family of a generation ago.  Two-income families are more likely to file for bankruptcy than their one-income counterparts.  Moreover, dual-income families who have filed for bankruptcy are also more likely to cite job loss or injury as the reason for their financial collapse.

1. In 2001 more than one million families filed for bankruptcy in the wake of a job loss, business failure, disability or other form of income interruption. One in eleven single parents are more than 60 days past due on their bills (compared with one in thirty married couples with children).  Single mothers are also more likely to lose their homes.  Single parents who had purchased a home in the 1980s with a mortgage backed by the Federal Housing Authority (FHA) more than one in ten had lost their home by 2002 because of foreclosure.  More than 200,000 single mothers go bankrupt each year.  The number of single mothers going broke has increased more than 600% since the early 1980s.  If current trends persist, more than one of every six single others will go bankrupt by the end of the decade. Every year more than 300,000 blacks and Hispanic homeowners file for bankruptcy in a desperate attempt to hold on to their homes.  Hispanic homeowners are nearly three times more likely than white homeowners to file for bankruptcy, and black homeowners are more than six times more likely. 
D. During the 1970s a single earner couple had about the same chances of getting divorced as a dual-income couple.  By the 1990s a working wife was 40% more likely to divorce than her stay-at-home counterpart.  Over the past twenty-five years the number of children whose mothers have never married has increased eightfold.  The number of unmarried couples rearing children has increased eightfold.  Approximately four in ten children will spend some time in a cohabiting family before they turn sixteen.  Since the 1970s involuntary job loss has increased 150%, wage-earner misses work due to illness or disability up 100%, divorce up 40%, lacking health insurance up 49%, wage-earner misses work to care for sick child or elderly family member up 1,000%. A generation ago Mom's earnings were used to cover treats and extras.  Baks and loan companies routinely ignored women's earnings in calculating whether to approve a mortgage.

1. In 1975 Congress passed an important law with far-reaching consequences for family housing choice.  The Equal Credit Opportunity Act stipulated that lenders could no longer ignore a wife's income when judging whether a family earned enough for a mortgage.  By the early 1980s women's participation in the labor force had become a significant factor in whether a married couple could buy a home.  As recently as 1976s a married mother was more than twice a likely to stay home with her children as to work full-time.  By 2000 those figures had almost reversed.  The modern married mother is now nearly twice as likely to have a full-time job as to stay home.  In 1965 only 21% of working women were back at their jobs within 6 months of giving birth to their first child.  Today, that figure is higher than 70%.  A modern other with a three-month old child as likely to be working outside the home than was a 1960s woman with a five-year-old child.  Since the 1960s women's wages have grown ten times faster than men's.  Today employed women with children earn just 4% less than their childless sisters. 
2. It wasn't until the 1980s that Congress passed a series of laws that guaranteed women all around the country the opportunity to garnish their ex-husband's paychecks.  Congress ordered uniform support guidelines in 1984.  The penalties for nonpayment have stiffened.  In some states a man who falls behind on his child support payments stands to lose his driver's license or his work permit (such as a contractor's license).  He may even be thrown in jail.  Today, federal and state governments spend more than $3 billion on child support enforcement, compared with less than $400 million in the mid-1970s.  Since 1976, the proportion of women receiving child support has increased 17% for divorced mothers and 300 percent for never-married mothers.  According to one survey, nonresident fathers who earned more than 95% of their court-ordered child support.  Among fathers who were steadily employed, including low wage workers, 80% of their wives reported receiving full payment.  About two-thirds of non-payers do not pay because they are not legally required to pay; they have no paternity established or they are separated bu not yet divorced.  Non-payers are far more likely to have low incomes and to live in poverty.  According to one estimate, six out of ten nonresident fathers who fail to pay child support either have low incomes, are substance abusers, or have outstanding obligations to support new children.  According to one study of men who experienced a sharp drop in earnings, only 4% were able to persuade the courts to lower their child support payments. 
E. Overall, the poverty rate was much higher for Black, non-Hispanic and Hispanic children than for White, non-Hispanic children in 2014.  Some 12% of White, non-Hispanic children lived in poverty, compared with 37% of Black, non-Hispanic children and 32% of Hispanic children.  In 2014, children in married-couple families were much less likely to be living in poverty than children living in female-householder families (no spouse present). About 11% of children in married-couple families were living in poverty, compared with 46%  in female-householder families.  Children living in poverty are vulnerable to environmental, educational, health, and safety risks. Compared with their peers, children living in poverty, especially young children, are more likely to have cognitive, behavioral, and socio-emotional difficulties. Additionally, throughout their lifetimes, they are more likely to complete fewer years of school and experience more years of unemployment.   Although the United States spends more money on health care and education per capita than any other country in the world the US has the highest rates of child poverty, infant and maternal mortality of any industrialized nation.  With the highest level of per pupil spending in the world, $11,100, education assessment results are all improving, after declining between 1996 and 2000, but not as fast as other nations. 
1. From 1980 to 2002, following the 1977 Office of Management and Budget (OMB) standards for collecting and presenting data on race, the Current Population Survey (CPS) asked respondents to choose one race from the following: White, Black, American Indian or Alaskan Native, or Asian or Pacific Islander. An “Other” category was also offered, beginning in 2003, the CPS allowed respondents to select one or more race categories.  About 68,000 thousand households out of 98,000 addresses responded to the 2014 CPS sample.  About 30,000 received a redesigned form that resulted in more realistic poverty statistics for 2013.  The poverty level is based on money income and does not include non-cash benefits, such as food stamps. Poverty thresholds reflect family size and composition and are adjusted each year using the annual average Consumer Price Index level.  In 2014, the poverty threshold for a family of four with two children was $24,008. For example, a family of four with two children would be living below 50% of the poverty threshold if their income was less than $12,004 (50% of $24,008). If the same family's income was at least $24,008 but less than $48,016, the family would be living at 100% – 199% of the poverty threshold. Data for 2010 used the Census 2010-based population controls. 
Percent of Children Below 100% and 50% of Poverty 1980-2014
	Below 100% of Poverty
	1980
	1990
	2000
	2005
	2010
	2013
	2014

	Total
	18.3
	20.6
	16.2
	17.6
	22.0
	21.5
	21.1

	Male
	18.1
	20.5
	16.0
	17.4
	22.2
	21.5
	21.2

	Female
	18.6
	20.8
	16.3
	17.8
	21.9
	21.5
	21.1

	Ages 0–5
	20.7
	23.6
	18.3
	20.2
	25.8
	24.1
	23.9

	Ages 6–17
	17.3
	19.0
	15.2
	16.3
	20.2
	20.3
	19.8

	White, non-Hispanic
	11.8
	12.3
	9.1
	10.0
	12.3
	13.4
	12.3

	Black, non-Hispanic
	42.3
	44.5
	31.0
	34.5
	39.1
	33.4
	37.3

	Hispanic
	33.2
	38.4
	28.4
	28.3
	34.9
	33.0
	31.9

	Northeast
	16.3
	18.4
	14.5
	15.5
	18.5
	18.2
	17.8

	South
	22.5
	23.8
	18.4
	19.7
	24.3
	24.2
	23.8

	Midwest
	16.3
	18.8
	13.1
	15.9
	20.5
	20.1
	18.8

	West
	16.1
	19.8
	16.9
	17.5
	22.2
	20.8
	21.2

	Children in married-couple families, total
	10.1
	10.3
	8.0
	8.5
	11.6
	10.1
	10.6

	Ages 0–5
	11.6
	11.7
	8.7
	9.9
	13.4
	11.5
	11.6

	Ages 6–17
	9.4
	9.5
	7.7
	7.7
	10.7
	9.4
	10.2

	White, non-Hispanic
	7.5
	6.9
	4.7
	4.5
	6.4
	6.6
	6.4

	Black, non-Hispanic
	19.7
	17.8
	8.5
	12.4
	16.0
	10.3
	13.3

	Hispanic
	23.0
	26.6
	20.8
	20.1
	25.1
	19.6
	21.2

	Children in female-householder families, no husband present, total
	51.4
	54.2
	40.5
	43.1
	47.1
	47.4
	46.4

	Ages 0–5
	65.4
	65.9
	50.7
	52.9
	58.7
	55.3
	55.1

	Ages 6–17
	46.2
	48.4
	36.3
	38.9
	41.9
	43.8
	42.4

	White, non-Hispanic
	38.6
	41.4
	29.3
	33.8
	36.0
	39.6
	35.7

	Black, non-Hispanic
	64.9
	65.1
	48.9
	50.2
	52.6
	49.9
	52.9

	Hispanic
	64.8
	68.9
	50.5
	51.0
	56.8
	53.2
	53.3

	Below 50% of Poverty Line
	1980
	1990
	2000
	2005
	2010
	2013
	2014

	Total
	6.9
	8.8
	6.7
	7.7
	9.9
	9.9
	9.3

	Male
	6.9
	8.8
	6.6
	7.3
	10.0
	10.1
	9.3

	Female
	6.9
	8.8
	6.8
	8.1
	9.8
	9.7
	9.3

	Ages 0–5
	8.3
	10.7
	8.1
	9.1
	12.0
	12.0
	11.2

	Ages 6–17
	6.2
	7.8
	6.0
	7.0
	8.9
	8.9
	8.4

	White, non-Hispanic
	4.3
	5.0
	3.7
	4.1
	5.1
	6.3
	5.4

	Black, non-Hispanic
	17.7
	22.7
	14.9
	17.3
	20.1
	16.6
	18.5

	Hispanic
	10.8
	14.2
	10.2
	11.5
	15.0
	14.6
	12.9

	Northeast
	4.7
	7.6
	6.4
	7.5
	8.9
	7.7
	7.7

	South
	9.7
	11.3
	7.9
	9.0
	10.5
	11.0
	10.9

	Midwest
	6.3
	8.9
	5.5
	6.5
	9.8
	10.2
	7.8

	West
	5.1
	6.1
	6.2
	7.0
	9.8
	9.6
	9.0

	Children in married-couple families, total
	3.1
	2.7
	2.2
	2.4
	3.5
	3.1
	3.1

	Ages 0–5
	3.7
	3.2
	2.2
	2.8
	4.1
	3.7
	3.6

	Ages 6–17
	2.8
	2.4
	2.2
	2.2
	3.2
	2.8
	2.9

	White, non-Hispanic
	2.5
	2.0
	1.5
	1.2
	1.8
	2.6
	2.1

	Black, non-Hispanic
	4.2
	3.9
	2.9
	4.5
	5.7
	2.1
	4.0

	Hispanic
	6.2
	6.7
	4.5
	5.2
	7.5
	4.8
	5.4

	Children in female-householder families, no husband present, total
	22.3
	28.7
	19.7
	22.5
	25.3
	25.5
	23.9

	Ages 0–5

	31.4
	37.7
	28.4
	29.4
	33.3
	33.7
	30.6

	Ages 6-17
	18.8
	24.2
	16.1
	19.6
	21.7
	21.8
	20.8

	White, non-Hispanics
	15.3
	21.1
	13.4
	16.4
	18.6
	20.3
	18.0

	Black, non-Hispanic 
	31.0
	37.1
	23.9
	26.5
	28.2
	26.7
	27.5

	Hispanic
	24.7
	33.1
	26.0
	29.1
	31.5
	30.5
	28.1


Source: Child Poverty: Percent of Children Ages 0-17 Living Below Select Poverty Levels by Selected Characteristics 1980-2014, America's Children Brief 2016
2. Poverty rates are highest among children of color. Forty percent of all African-American children, 39% of American- Indian/Alaska-Native children, 30% of Hispanic children and 16% of white children live in poverty.  The poverty rates of persons age 65 and over dropped from 35.1% in 1959 to 9.1% in 2012, according to the official poverty measure and 15.9% by the Elderly CPI that takes into consideration higher medical expenses.  In the United States, more than 21% of children under age 5 live below the poverty line.  Poverty rates are highest among children of color. Forty percent of all African-American children, 39% of American- Indian/Alaska-Native children, 30% of Hispanic children and 16% of white children live in poverty. The poverty rate decreased for non-Hispanic whites (8.3% in 2005, down from 8.7% in 2004). The poverty rate for all blacks and Hispanics remained near 30% during the 1980s and mid-1990s. Thereafter it began to fall. In 2000, the rate for blacks dropped to 22.1-24.9% and for Hispanics to 21.2% - the lowest rate for both groups since the United States began measuring poverty. At the same time the poverty rate increased for Asians (11.1% in 2005, up from 9.8% in 2004). For White families in America, the average median net worth is $87,000.  For Hispanic families, it is $8,000.  For African-American families, it is $5,000.  That is including home equity, or home ownership.  Without home ownership, the net worth for African-American families falls to $1,000.  An accurate survey of disability beneficiaries by race is needed to determine how many African-Americans should be admitted to the Disability Insurance (DI) Trust Fund, on the basis of prior contributions and no current or future income, or SSI on the basis of poverty under Title VI of the Civil Rights Act of 1964.  Sec. 601 of the Civil Rights Act of 1964 states that “No person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or activity receiving Federal financial assistance.”
F. Secure parental employment is a major factor in the financial well-being of families. It is associated with higher family income and greater access to health insurance.  It also has been linked to a number of positive outcomes for children, including better health, education and social/emotional development.  One measure of secure parental employment is the percentage of children whose resident parent or parents were employed full time throughout a given year. Since 2000, the percentage of children living with a securely employed parent has declined for all children, regardless of race and Hispanic origin. In 2014, White, non-Hispanic children were most likely to live with a parent who was securely employed (82%), meaning a parent who worked year round, full time. Hispanic children were less likely to have a securely employed parent (69 percent) and Black, non-Hispanic children were least likely (60%). The pattern varied by family structure. Children with two married parents were most likely to have a securely employed parent in 2014, regardless of race and Hispanic origin, while children with a single mother were least likely. In 2014, the percentages of children living in food-insecure households were substantially above the national average (21%) for Black, non-Hispanics (34%) and Hispanics (29%), while below the national average for White, non-Hispanics (15%). From 2001 to 2014, the percentage of children living in food-insecure households was 18% in 2001, 19% in 2004, 17% in 2007, then increased to 23% in 2008, and has remained above pre-Great Recession levels. Middle class Latinos in the workforce face wage disparities, and also less likely to have access to retirement savings plans. Research shows that only about a third of Latino workers have access to a retirement plan through their employer, compared to more than half of African-American and white workers.
Percent of Children Below 150% and 200% of Poverty 1980-2014
	Characteristic
	1980
	1990
	2000
	2005
	2010
	2013
	2014

	Below 150% of Poverty Total
	29.9
	31.4
	26.7
	28.2
	33.4
	33.2
	32.5

	Male
	29.6
	31.3
	26.6
	28.0
	33.6
	33.4
	32.7

	Female
	30.3
	31.6
	26.8
	28.3
	33.3
	33.1
	32.4

	Ages 0–5
	33.2
	34.6
	29.3
	31.5
	37.1
	35.8
	36.3

	Ages 0–5
	33.2
	34.6
	29.3
	31.5
	37.1
	35.8
	36.3

	White, non-Hispanic
	21.7
	21.4
	16.4
	17.2
	20.5
	21.9
	20.7

	Black, non-Hispanic
	57.3
	57.8
	45.4
	48.7
	54.0
	48.5
	50.8

	Hispanic
	52.7
	56.0
	47.3
	45.9
	51.7
	51.5
	48.7

	Northeast
	27.0
	26.7
	23.4
	24.9
	27.5
	27.4
	27.5

	South
	35.8
	36.0
	29.5
	31.2
	36.9
	36.4
	35.9

	Midwest
	26.0
	28.7
	21.8
	25.0
	31.1
	31.5
	29.8

	West
	27.9
	31.4
	29.3
	28.8
	34.2
	33.7
	33.0

	Children in married-couple families, total
	20.6
	20.1
	16.2
	17.0
	21.0
	19.9
	20.1

	Ages 0–5
	23.7
	22.2
	17.8
	19.8
	23.3
	21.6
	22.4

	Ages 6–17
	19.1
	18.8
	15.5
	15.6
	19.8
	19.0
	19.0

	White, non-Hispanic
	16.5
	14.7
	10.0
	10.0
	12.9
	13.3
	12.7

	Black, non-Hispanic
	34.6
	31.6
	20.0
	22.9
	27.0
	22.4
	26.2

	Hispanic
	43.4
	46.6
	39.4
	38.5
	42.3
	39.5
	38.3

	Children in female-householder families, no husband present, total
	66.7
	67.6
	57.6
	58.9
	63.2
	62.7
	62.1

	Ages 0–5
	79.1
	77.1
	67.2
	68.8
	72.9
	69.1
	70.1

	Ages 6–17
	62.0
	62.9
	53.7
	54.7
	58.9
	59.9
	58.5

	White, non-Hispanic
	53.6
	56.1
	45.1
	47.8
	50.1
	53.4
	52.0

	Black, non-Hispanic
	79.9
	77.4
	66.1
	66.9
	70.4
	66.8
	66.8

	Hispanic
	80.7
	80.8
	70.3
	67.4
	72.9
	69.9
	70.6

	Characteristic
	1980
	1990
	2000
	2005
	2010
	2013b
	2014

	Below 200% of Poverty Total
	42.3
	42.4
	37.5
	38.9
	43.7
	43.2
	42.9

	Male
	42.3
	42.5
	37.5
	38.6
	43.7
	43.0
	43.3

	Female
	42.4
	42.3
	37.6
	39.3
	43.6
	43.4
	42.4

	Ages 0–5
	46.8
	46.0
	41.0
	42.4
	47.4
	45.9
	46.4

	Ages 6–17
	40.3
	40.5
	35.9
	37.3
	41.9
	41.9
	41.2

	White, non-Hispanic
	33.8
	32.3
	25.5
	26.2
	29.1
	30.4
	29.2

	Black, non-Hispanic
	70.1
	68.1
	58.9
	61.2
	65.1
	60.0
	62.4

	Hispanic
	67.2
	69.5
	62.6
	60.7
	64.8
	63.8
	62.3

	Northeast
	39.1
	36.3
	33.0
	33.9
	35.9
	37.5
	36.7

	South
	47.8
	47.7
	41.6
	42.5
	47.4
	46.3
	46.9

	Midwest
	39.1
	39.6
	31.2
	35.3
	41.2
	40.6
	39.3

	West
	40.5
	42.7
	40.5
	40.5
	45.5
	44.6
	43.8

	Children in married-couple families, total
	33.2
	31.4
	26.4
	27.0
	30.8
	28.7
	29.5

	Ages 0–5
	38.1
	34.5
	29.2
	30.2
	33.4
	31.0
	32.2

	Ages 6–17
	30.8
	29.6
	25.1
	25.4
	29.4
	27.6
	28.2

	White, non-Hispanic
	28.3
	25.4
	18.2
	18.1
	20.5
	20.1
	19.9

	Black, non-Hispanic
	50.9
	44.7
	35.3
	35.3
	40.4
	31.7
	37.0

	Hispanic
	60.5
	62.1
	55.5
	54.1
	56.0
	53.5
	52.8

	Children in female-householder families, no husband present, total
	78.2
	77.6
	69.7
	71.2
	73.9
	74.5
	74.3

	Ages 0–5
	87.9
	85.4
	78.6
	80.2
	82.4
	79.6
	80.5

	Ages 6–17
	74.5
	73.7
	66.0
	67.4
	70.1
	72.3
	71.5

	White, non-Hispanic
	67.8
	68.0
	57.1
	60.2
	62.0
	66.8
	64.8

	Black, non-Hispanic
	89.1
	85.7
	78.4
	78.8
	80.1
	79.4
	78.8

	Hispanic
	87.3
	89.1
	82.5
	80.6
	83.5
	79.0
	82.2


Source: Child Poverty: Percent of Children Ages 0-17 Living Below Select Poverty Levels by Selected Characteristics 1980-2014, America's Children Brief 2016
1. The main law regulating child labor in the United States is the Fair Labor Standards Act. For non-agricultural jobs, children under 14 may not be employed, children between 14 and 16 may be employed in allowed occupations during limited hours, and children between 16 and 18 may be employed for unlimited hours in non-hazardous occupations.  “Oppressive child labor” is defined as a condition of employment under which (1) any employee under the age of sixteen years is employed by an employer (other than a parent or a person standing in place of a parent employing his own child or a child in his custody under the age of sixteen years in an occupation other than manufacturing or mining or an occupation found by the Secretary of Labor to be particularly hazardous for the employment of children between the ages of sixteen and eighteen years or detrimental to their health or well-being) in any occupation, or (2) any employee between the ages of sixteen and eighteen years is employed by an employer in any occupation which the Secretary of Labor shall find and by order declare to be particularly hazardous for the employment of children between such ages or detrimental to their health or well-being; but oppressive child labor shall not be deemed to exist by virtue of the employment in any occupation of any person with respect to whom the employer shall have on file an unexpired certificate issued and held pursuant to regulations of the Secretary of Labor certifying that such person is above the oppressive child-labor age. The Secretary of Labor shall provide by regulation or by order that the employment of employees between the ages of fourteen and sixteen years in occupations other than manufacturing and mining shall not be deemed to constitute oppressive child labor if and to the extent that the Secretary of Labor determines that such employment is confined to periods which will not interfere with their schooling and to conditions which will not interfere with their health and well-being under the Fair Labor Standards Act 29USC§203(k)(1). 
Poverty Guidelines for the 48 Continuous States and District of Columbia 2017-20
	Persons
	2017
	2018
	2019
	2020

	1
	$12,060
	$12,386
	$12,720
	$13,064

	2
	$16,240
	$16,679
	$17,129
	$17,592

	3
	$20,420
	$20,972
	$21,538
	$22,120

	4
	$24,600
	$25,265
	$25,947
	$26,648

	5
	$28,780
	$29,558
	$30,356
	$31,176

	6
	$32,960
	$33,851
	$34,765
	$35,704

	7
	$37,140
	$38,144
	$39,174
	$40,232

	8
	$41,320
	$42,437
	$43,583
	$44,760


Source: HHS; Alaska and Hawaii have higher poverty thresholds. Add $4,180 for each additional person (2017), $4,293 (2018), $4,409 (2019), $4,528 (2020); 2.7% annual inflation in poverty line 2017-20

1. Children are expensive.  Working 40 hours a week in 2016 at the $7.25 an hour federal minimum wage  earns a pre-tax income of only $290 a week, $1,160 a month, $13,920 a year, not enough for a $16,020 spouse or $21,160 first child and $4,160 each additional child in 2017.  Two parents working for 60 hours a week for the minimum wage could earn $435 a week, $1,740 a month, $20,888 a year, not quite enough for child,  Working 80 hours a week a couple insured for maternity leave and child care could earn $580 a week, $2,320 a month, $27,840 a year, enough for two children.  Annually the poverty line for one is $11,880, for two $16,020, for three, $20,160, for four $24,300 and $4,160 for each additional child.  In summary  each child costs about $80 a week, $347 a month, $4,160 a year in 2017.  Poverty thresholds are produced by the Census Bureau and poverty guidelines by the Department of Health and Human Services (DHHS).  Poverty thresholds are used for calculating all official poverty population statistics - for instance, figures on the number of Americans in poverty each year. They are updated each year by the Census Bureau . Poverty thresholds since 1973 (and for selected earlier years) and weighted average poverty thresholds since 1959 are available on the Census Bureau’s web site. The poverty guidelines are a simplified version of the federal poverty thresholds used for administrative purposes — for instance, determining financial eligibility for certain federal programs. They are issued each year in the Federal Register by the Department of Health and Human Services (HHS).  The January 2017 poverty guidelines are calculated by taking the 2015 Census Bureau’s poverty thresholds and adjusting them for price changes between 2015, 2016 and 2017 and every year until 2020 using the 2.7% average annual Consumer Price Index (CPI-U).  
Art. 7 Human Services  
§183 Administration for Children and Families 
A. The Administration for Children and Families (ACF) was created on April 15, 1991, under the authority of section 6 of the Reorganization Plan No. 1 of 1953. The plan allowed the U.S. Department of Health and Human Services to merge the Office of Human Development Services with the Family Support Administration, along with the Maternal and Child Health Block Grant Program. The newly-formed organization was called the Administration for Children and Families. ACF is the United States’ largest human services administration. The Administration for Children and Families (ACF) is responsible for federal programs that promote the economic and social well-being of families, children, individuals, and communities. The primary mission is to redress the non-recertification of 10 million Aid For Families with Dependent Children (AFDC) benefits 1996-2000.  Child poverty now runs at 19%, working age poverty 10%, elderly poverty 9%, and the average poverty rate remains virtually unchanged at 15% in 2018.  Cutting benefit spending for poor children and families constitutes both failure to pay legal child support obligation under 18USC§228 and deprivation of relief benefits under §246.  The ACF must protect both Temporary Assistance for Needy Families (TANF) and Low-income-energy-assistance programs.  Congress is recommended to amend the authorization of the Secretary to “make ($3.4 billion FY 18) grants” to “provide tax relief to energy corporations” under 42USC§8621(a) to hypothetically terminate all federal outlays for Low-income-energy assistance program (LIEAP).  For their part, 5 year Temporary Assistance for Needy Families (TANF) benefit outlays must increase 4% annually, while services increase 3% and government 2.5%.  To fully insure children, families and all Americans against poverty, Congress must automatically increase the federal minimum wage 3% annually, food stamp outlays 3.3%, rental assistance 3%, 14 weeks maternity compensation from unemployment and other sources and primarily tax state employees and rich 12.4% OASDI tax on all their income to create a Supplemental Security Income (SSI) Trust Fund to end child poverty by 2020 and all poverty by 2030.  
Administration for Children and Families, Budget Summary FY 17 – FY 20
(millions)
	
	FY 17
	F Y18
	FY 18
	FY 19
	FY 19
	FY 20

	Low Income Home Energy Assistance Program and Entrant Assistance
	3,390
	3,367
	3,475
	0
	3,562
	3,651

	Refugee and Entrant Assistance
	2,141
	1,663
	2,205
	1,692
	2,271
	2,340

	Child Care and Development Block Grant
	2,855
	2,837
	2,941
	3,006
	3,029
	3,120

	Children and Families Services Programs 
	11,315
	11,277
	11,655
	10,619
	12,004
	12,364

	Total Discretionary Programs
	19,701
	19,144
	20,276
	15,317
	20,866
	21,475

	Child Support Enforcement
	4,454
	4,539
	4,565
	4,680
	4,797
	4,916

	Social Services Block Grant
	1,583
	1,588
	1,631
	0
	1,679
	1,730

	Promoting Safe and Stable Families
	461
	322
	473
	385
	487
	501

	Foster Care and Permanency
	8,357
	8,468
	8,608
	8,756
	8,866
	9,132

	Children's Research & Technical Assistance
	34
	35
	35
	37
	37
	38

	Temporary Assistance for Needy Families
	17,345
	17,346
	17,917
	15,137
	18,509
	1,119

	Child Care and Development Fund 
	2,917
	2,917
	3,005
	3,216
	3,095
	33,188

	Total Mandatory Programs
	35,151
	35,215
	36,244
	32,211
	37,470
	38,624

	Total Discretionary Programs
	19,701
	19,144
	20,276
	15,317
	20,866
	21,475

	Total Federal Outlays
	54,852
	54,359
	56,510
	47,528
	58,336
	60,099

	Child Support Collections
	28,900
	29,100
	29,100
	29,200
	29,200
	29,400

	State TANF MOE
	10,000
	10,000
	10,000
	10,000
	10,000
	10,000

	Congressional Budget Authority
	93,752
	93,459
	95,610
	86,728
	97,536
	99,499


Source: Wagner, Steven. Acting Assistant Secretary for Children and Families. Administration for Children and Families. Justification of Estimates for Appropriations Committees. FY 19 
B. The Child Support Program is a federal/state/ tribal/local partnership that operates under Title IV-D of the Social Security Act, Sec. 466 codified at 42USC§666 et seq.  The program functions in 54 states and territories, and 62 tribes. The national Child Support Program assures that assistance in obtaining support is available to children through locating parents, establishing paternity, establishing and modifying support obligations, and monitoring and enforcing these obligations. Established in 1975, the Child Support Program has evolved over the decades. The program has shifted its primary mission from welfare cost recovery to family support after legislation in 1996 and 2006.  FY 2015, the program provided child support services and collected over $28.6 billion for 16 million children in its caseload through the program funded under Title IV-D of the Social Security Act.  In addition, states collected and distributed to entitled families almost $4 billion in payments made through income withholding orders for child support cases that did not receive child support services. In total, $32.4 billion in child support was collected in FY 2015, providing support to families in a timely manner to reduce child poverty and promote family self-sufficiency.  Child support cases are declining with the divorce rate, amicable private settlement and abolition of unwise enforcement practices.
1. 29% of custodial families have incomes below the poverty line.  Child support represents 41% of family income for poor custodial families.  Custodial parents are 82% women, 78% 30 or older, and 55% have just one eligible child, 68% are white, 25% black and 23% Hispanic.  Paternity and support order establishment, current collection, and arrears collection rates have never been stronger, while cost-effectiveness remains high at $5.26 collected for every dollar spent on the program.  According to a 2014 U.S. Bureau of Census survey, child support represents 41% of family income for poor families with income below the poverty level who receive child support.  From FY 2014 to FY 2015, the IV-D caseload paternity establishment percentage remained at 100%, while the statewide rate was 95% compared to 96% in 2014. Cases with Orders: 86%.  Current Collections: 65%.  Arrearage Cases: 64%.  Cost Effectiveness: $5.26.  Total Expenditures: $5.7 billion ($3.5 billion in federal funds and $2.3 billion in state funds).
In 1996, Congress established the National Directory of New Hires (NDNH) as a new component of the Federal Parent Locator Service (FPLS), to help state child support agencies locate parents and enforce child support orders. Child support cases are matched daily against the NDNH to identify employers of parents owing child support so states can issue an income withholding order.  OCSE operates two other major databases supporting child support agencies' business processes: the Federal Case Registry (FCR) of Child Support Orders, containing case and participant information from 54 states and territories, and the Child Support Debtor File, which contains data certified by states regarding the amount of past-due child support owed by noncustodial parents. 
2. In the spring of 2004, an estimated 14.0 million parents had custody of 21.6 million children under 21 years of age while the other parent lived somewhere else.  Five of every six custodial parents were mothers (83.1%) and 1 in 6 were fathers (16.9%). 28% of children live in single parent households as the result of the dramatic increase in divorce rates to 50% of all marriages. In 1999 there were 2.2 million marriages and 1.1 million divorces.  Only 10% of children living with both parents were below the poverty line whereas 40% living with only one parent were below the poverty line.  Children living only with their mothers were twice as likely to live in poverty as those living only with their fathers.  In 2001, 6.9 million custodial parents who were due child support under the terms of agreements or current awards were due an average of $5,000; an aggregate of $34.9 billion in payments due.  Of this amount, about $21.9 billion (62.6%) was received, averaging $3,200 per custodial-parent family. Overall, custodial parents reported receiving $22.8 billion directly from the non-custodial parent for support of their children in 2001, which included $900 million received by parents without current awards or agreements.  In 2001, the average annual amount of child support received (for custodial parents receiving at least some support) was $4,300, and did not differ between mothers and fathers (as support recipients).  The 2001 proportion of custodial parents receiving every child support payment they were due was 44.8%. Among these parents, the average amount received was $5,800, and did not differ significantly between mothers and fathers.  The average family income for the 3.1 million custodial parents who received all the child support they were due in 2001 was $32,300, and their poverty rate was 14.6%.
3. The procedures involved in child support enforcement are best laid out in Sec. 466 of Title IV-D of the Social Security Act under 42USC§666 et seq. to include the establishment of paternity and of support enforcement orders and of their modification, withholdings from tax refunds, and withholdings from income checks administrated by financial institution by means of an “account'' means a demand deposit account, checking or negotiable withdrawal order account, savings account, time deposit account, or money-market mutual fund account.  In making the determination as to the amount collected the income of the non-custodial parent is taken into consideration.  It is very important not to force people living below the poverty to pay more than the small sum they can afford, if anything.  The state must pay welfare benefits in these cases.  In no case should a person be incarcerated for failing to pay child support if they live at or below the poverty line.  Furthermore, the collection of back child support after the child has grown have proven deadly to the grown child and spousal support after a few months, without any children, legalized robbery. Child support manages to collect more than half of the revenues that are due.  
4. Child welfare workers must support and facilitate non-custodial parents' access to and visitation of their children, by means of activities including mediation (both voluntary and mandatory), counseling, education, development of parenting plans, visitation enforcement (including monitoring, supervision and neutral drop-off and pickup), and development of guidelines for visitation and alternative custody arrangements under Sec. 469B of the Social Security Act under 42USC§669b.  The federal parent locator determines without charge the whereabouts of any parent or child when such information is to be used to locate such parent or child for the purpose of - (a) enforcing any State or Federal law with respect to the unlawful taking or restraint of a child; or (b) making or enforcing a child custody or visitation determination consistent with Sec. 453 of the Social Security Act under 42USC§653.  The enforcement of child support extends to foreign countries under Sec. 459A of the Social Security Act under 42USC§659a.  The Hague Convention on the International Recovery of Child Support and Other Forms of Family Maintenance (Hague Convention) promotes the enforcement of child support obligations in cases where the custodial parent and child are in one country and the noncustodial parent is in another.  In 2014, the Preventing Sex Trafficking and Strengthening Families Act, Public Law (P.L.) 113-183, authorized U.S. ratification of the Hague Convention and required states and territories participating in the federal child support program to enact the Uniform Interstate Family Support Act (UIFSA 2008).
C.  The modern form of assistance for needy families with children has its origins in the early-1900s “mothers’ pension programs,” established by state and local governments. These programs provided economic aid to needy families headed by a mother so that children could be cared for in homes rather than in institutions. Federal involvement in funding these programs dates back to the Great Depression, and the creation of the Aid to Dependent Children (ADC) program as part of the Social Security Act of 1935. ADC provided grants to states to help them aid families with “dependent children,” who were deprived of the economic support of one parent because of his death, absence, or incapacitation.  The Social Security Act was amended to provide social insurance protection for families headed by widows (survivors’ benefits, added in 1939) and those with disabled members (disability benefits, added in 1956). This left families headed by a single mother with the father alive, but absent, as the primary group aided by ADC, later renamed Aid to Families with Dependent Children (AFDC). The cash assistance caseload also became increasingly nonwhite. States were first given the option to aid two-parent families beginning in 1961, but were not required to extend such aid until the enactment of the Family Support Act in 1988.  
1. Even with the extension of aid to two-parent families, this group never became a large part of the caseload, and most adult TANF cash assistance recipients continue to be single mothers.  Beginning in 1967, federal policy changes were made to encourage, and then require, work among AFDC mothers. In 1974, children surpassed the elderly as the age group with the highest poverty rate. Additionally, experimentation on “welfare-to-work” initiatives found that requiring participation in work or job preparation activities could effectively move single mothers off the benefit rolls and into jobs. “Welfare reform,” aiming to replace AFDC with new programs and policies for needy families with children, was debated over a period of four decades (the 1960s through the 1990s). These debates culminated in a number of changes in providing aid to low-income families with children in the mid-1990s, creating a system of expanded aid to working families (e.g., increases in the Earned Income Tax Credit and funding for child care subsidies) and the creation of TANF, which established time limits and revamped work requirements for the cash assistance programs for needy families with children.  From FY1994 to FY2001, the cash welfare caseload declined rapidly, from 5.0 million families to 2.2 million families per month, a 56% decline.  Participation in public assistance programs by custodial parents fell from 40.7% to 28.4% between 1993 and 2001. While the rate of program participation for custodial mothers decreased from 45.2% to 31.0% during that time, it was still about double that of custodial fathers in 2001 (14.9%). 
2. Aid to Families with Dependent Children (AFDC) was a federal assistance program in effect from 1935 to 1996 created by the Social Security Act (SSA) and administered by the United States Department of Health and Human Services that provided financial assistance to children whose families had low or no income.  This program grew from a minor part of the social security system to a significant system of welfare administered by the states with federal funding. However, it was criticized for offering incentives for women to have children, and for providing disincentives for women to join the workforce. ADC dispensed scant relief to poor single mothers. The federal government authorized case workers, supervisors, and administrators with discretion to determine who received aid and how much. ADC was primarily created for white single mothers who were expected not to work. Black mothers who had always been in the labor force were not considered eligible to receive benefits. The words "families with" were added to the name in 1962, partly due to concern that the program's rules discouraged marriage.
3. The Civil Rights Movement and the efforts of the National Welfare Rights Organization (NWRO) in the 1960s expanded the scope of welfare entitlements to include black women. The welfare rolls racial demographics changed drastically. The majority of welfare recipients still remained white and most black women recipients continued to work. Starting in 1962, the Department of Health and Human Services allowed state-specific exemptions as long as the change was "in the spirit of AFDC" in order to allow some experimentation. By 1996 spending was $24 billion per year. When adjusted for inflation, the highest spending was in 1976, which exceeded 1996 spending by about 8%.  In 1996, AFDC was replaced by the more restrictive Temporary Assistance for Needy Families (TANF) program. In 1996, President Bill Clinton negotiated with the Republican-controlled Congress to pass the Personal Responsibility and Work Opportunity Act which drastically restructured the program. Among other changes, a lifetime limit of five years was imposed for the receipt of benefits.  TANF benefits seem primarily designed to compensate working class families for 14 weeks of paid maternity leave under International Labour Organisation Maternity Protection Convention 183 (2000) but is actually used to provide temporary relief for the extremely poor who would be better served by Supplemental Security Income for Aged, Blind and Disabled.
D. TANF, the Temporary Assistance for Needy Families program, was created in the 1996 welfare reform law (P.L. 104-193).  This $20 billion a year block grant to States replaced Aid to Families with Dependent Children (AFDC) and other related welfare programs in Sec. 401 of Title IV-A of the Social Security Act under 42USC§601 et seq.  Like the federal minimum wage, TANF benefits have not grown 3% annually.  Nor has TANF spending increased 4% to provide for 1% population growth and 3% annual benefit increase to stay ahead of consumer price index (CPI) inflation averaging 2.7%.  Furthermore, more than  4 million certified births in Republican administrations and less during Democratic administrations is 1.2% of 330 million Social Security Area population 2016.  It is necessary to produce a three year budget request for the TANF Program.  TANF benefit spending has declined from 75% in 1994 to 25% of total “TANF” spending in 2017.  Having lost touch with generally accepted accounting practice (GAAP) expressed as administrative costs less than 1% of benefits by social security and payment accuracy of 99% touted by supplemental nutrition assistance programs, the TANF caseload is much smaller—1.7 million families in FY2013 versus 5.0 million families in FY1994.  TANF provides a safety net to significantly fewer poor families than in the past:  In 2014, just 23 families received TANF benefits for every 100 poor families with children, down from 68 families receiving TANF for every 100 poor families in 1996.  Even more troubling, 12 states’ TANF programs reach only ten families or fewer for every 100 poor families. TANF often is these families’ only source of support; without it they would have no cash income to meet basic needs.   
1. The Trump administration's planned FY 18 TANF budget cuts, renege on the Obama administration's FY 17 TANF budget of $20.1 billion, for 0% growth from $17.4 billion FY 16 and FY 17 would reduce TANF spending to $15.1 billion FY 18.  Family benefits are more expensive than the FY 15 fiscal report lets on.   The Secretary of Health and Human Services may also makes loans, repayable in 3 years, particularly in anti-welfare fraud cases under Sec. 406 of the Social Security Act under 42USC§606 et seq.  $13.9 billion total federal spending estimated in FY 2015 Federal TANF & State MOE Financial Data seems low. After checking the subtotals for accuracy, total funds used was $15.4 billion FY 15 and the grand total with social service block grant and child care development fund was $17.9 billion not $16.4 billion FY15.  The FY 16 TANF deficit of $1.1 billion was covered by the agency's last report of $1.4 billion federal unliquidated obligations that are equivalent to undistributed offsetting receipts. 
2. The purpose of TANF is to provide assistance to needy families so that children may be cared for in their own homes or in the homes of relatives, end the dependence on government benefits by promoting job preparation, work, and marriage; prevent and reduce the incidence of out-of-wedlock pregnancies and  encourage the formation and maintenance of two-parent families. TANF funds can be used in any manner a state can reasonably calculate helps it achieve the goals of (1) providing assistance to needy families so that children may be cared for in their own homes or in the homes of relatives; (2) ending the dependence of needy parents on government benefits through work, job preparation, and marriage; (3) preventing and reducing the incidence of out-of-wedlock births; and (4) encouraging the formation and maintenance of two-parent families.  TANF’s performance is measured on state welfare-to-work efforts, with states assessed based on numerical work participation standards.  
3. Basic assistance—what many call “cash welfare”— accounted for only 27.6% of all TANF funding in FY2013.  The practice of estimating actual TANF benefit spending, using existing data, is that one must multiply the number of beneficiaries times the average monthly benefit times twelve.  In fiscal year (FY) 2003, combined Federal and State expenditures for the Temporary Assistance for Needy Families (TANF) program totaled $26.3 billion, an increase of $926 million from FY 2002. States spent the majority of their grants on various non-cash services designed to promote work, stable families, or other TANF objectives, including work activities ($2.6 billion), child care ($3.5 billion), transportation and work supports ($543 million), administrative and systems costs ($2.5 billion), and a wide range of other benefits and services ($6.3 billion). In addition to these expenditures, States also can transfer up to 30% of their TANF block grant into the Child Care and Development Fund (CCDF) or the Social Services Block Grant (SSBG). In FY 2003, States transferred $1.8 billion into the CCDF and $927 million into the SSBG. These expenditure patterns represent a significant shift since the enactment of TANF, when spending on cash assistance amounted to 73.1% of total expenditures.  States spent $10.1 billion, or 41.8% of their total expenditures, on cash assistance, in 2013.
Federal and State TANF and MOE FY 15
(millions)
	Category
	Federal Funds
	State Funds
	All Funds
	All Funds % of Total 

	Basic Assistance
	4,158
	3,640
	7,797
	24.6%

	Basic Assistance
	4,013
	3,525
	7,538
	23.8%

	Relative Foster Care
	144
	115
	259
	0.8%

	Assistance Authorized Solely under Prior Law
	694
	
	694
	2.2%

	Foster Care Payments
	380
	
	380
	1.2%

	Juvenile Justice Payments
	49
	
	49
	0.2%

	Emergency Assistance Authorized Solely under Prior Law
	264
	
	264
	0.8%

	Non-Assistance Authorized Solely Under Prior Law
	634
	
	634
	2.0%

	Child Welfare or Foster Care Services
	389
	
	389
	1.2%

	Juvenile Justice Services
	65
	
	65
	0.2%

	Emergency Services Authorized Solely Under Prior Law
	189
	
	180
	0.6%

	Work, Education and Training Activities
	1,555
	556
	2,112
	6.7%

	Subsidized Employment
	156
	31
	186
	0.6%

	Education and Training
	158
	211
	369
	1.2%

	Additional Work Activities
	1,242
	315
	1557
	4.9%

	Work Supports
	416
	48
	464
	1.5%

	Early Care and Education
	1,303
	4,627
	5,930
	18.7%

	Child Care (Assistance and Non-Assistance)
	1,250
	2,781
	4,031
	12.7%

	Pre-Kindergarten/Head Start
	52
	1,846
	1,898
	6.0%

	Financial Education and Asset Development
	1,544
	24
	1,568
	0.0%

	Refundable Earned Income Tax Credits
	167
	1,822
	1,988
	6.3%

	Non-EITC Refundable State Credits
	0
	584
	584
	1.8%

	Non-Recurrent Short Term Benefits
	296
	559
	865
	2.7%

	Supportive Services
	221
	197
	417
	1.3%

	Services for Children and Youth
	225
	343
	568
	1.8%

	Prevention of Out-of-wedlock Pregnancies
	540
	488
	1,028
	3.2%

	Fatherhood and Two-Parent Family Formation and Maintenance Programs
	88
	40
	128
	0.4%

	Child Welfare Services 
	990
	549
	1,539
	4.9%

	Family Support/Preservation/Reunification
	518
	297
	815
	2.6%

	Adoption Services
	13
	13
	26
	0.1%

	Additional Child Welfare Services
	459
	240
	698
	2.2%

	Home Visiting Programs
	21
	8
	29
	0.1%

	Program Management
	2,090
	1,069
	3,159
	10.0%

	Administrative Costs
	1,154
	803
	1,957
	6.2%

	Assessment/Service Provision
	733
	195
	928
	2.9%

	Systems
	203
	71
	274
	0.9%

	Other
	467
	800
	1,267
	4.0%

	Total Expenditures 
	13,865
	15,339
	29,204
	92.2%

	Transferred to CCDF Discretionary
	1,320
	
	1,320
	4.2%

	Transferred to SSBG
	1,165
	
	1,165
	3.7%

	Total Transfers
	2,485
	
	2,485
	7.8%

	Total Funds Used
	16,350
	15,339
	31,689
	100.0%

	Federal Unliquidated Obligations
	1,438
	
	1,438
	


Source: FY 2015 Federal TANF & State MOE Financial Data  
4. The trend in the average monthly number of families receiving cash assistance from TANF and its predecessor program (AFDC, ADC) from 1959 through 2013 shows two distinct periods of rapid caseload growth before declining since 1994. The first period of growth occurred from the mid-1960s to the mid-1970s. The second growth spurt followed a period of relative stability in the caseload (around 3.5 million families) and occurred from 1989 to 1994. Following 1994, the caseload declined. It declined rapidly in the late 1990s, with continuing declines, albeit at a slower rate, from 2001 to 2008. The caseload increased again from 2008 through 2010 coincident with the economic slump associated with the 2007-2009 recession. That latest period of caseload increase was far less rapid and much smaller than the two earlier periods of caseload growth.  From FY1994 to FY2001, the cash welfare caseload declined rapidly, from 5.0 million families to 2.2 million families per month, a 56% decline. TANF cash assistance families with an adult reported as working represented 17.3% of the cash assistance caseload in FY2013—more than double the 7.5% share in FY1994.  In FY2013, 85.7% of adult recipients were women. In FY2013, 56.6% of all families had a child under the age of six, with 12.0% of all families having an infant.  In FY2013, the share of child recipients who were Hispanic was 36.3%, compared with 29.9% who were African American, and 25.8% who were non-Hispanic white.  Hispanic children became the largest group of recipient children by FY2013.  The total number of TANF beneficiaries has declined dramatically from a high of nearly 14.2 million in 1993 to little less than 5 million in 2003.  
5. Most states only admit very poor families onto the benefit rolls. The maximum income is below the poverty line in all states.  TANF benefits leave family incomes below half of the poverty line in every state.  Most states’ benefits were below 30 percent of the poverty line. 12 states’ TANF programs reach only ten families or fewer for every 100 poor families. TANF often is these families’ only source of support; without it they would have no cash income to meet basic needs .  In July 2012, the majority of states (28 states and the District of Columbia) required that a single mother caring for two children earn less than $795 per month to gain entry to the benefit rolls—an earnings level representing about half of 2012 poverty-level income. States often permit families with a working member who obtains a job while on the rolls to remain eligible for TANF at higher earnings levels, though in many states such eligibility is retained for a limited period of time. States also usually require that a family has assets below a specified amount in order to qualify for benefits. In July 2012, 27 states and the District of Columbia required applicant families to have $2,000 or less in assets to gain entry to the benefit rolls. In most states, the value of at least one of the family’s cars is not counted toward the state’s asset limit.  
6. As of July 1, 2016, every state’s TANF benefits for a family of three with no other cash income were below 50 percent of the poverty line, measured by the Department of Health and Human Services’ (HHS) 2016 poverty guidelines.  Most states’ benefits were below 30 percent of the poverty line.  In every state, benefits for a family of three with no other cash income were also below the Fair Market Rent — the Department of Housing and Urban Development’s (HUD) estimate of the rent and utility costs of modest housing in a local area — for a modest two-bedroom apartment; in 30 states and D.C., they covered less than half of the Fair Market Rent.  Additionally, less than a quarter of TANF families receive HUD housing assistance to help cover rent.  Even when benefits from SNAP (formerly food stamps) are added to TANF family grants, families with no other income remain below the poverty line in every state.  Eight states and the District of Columbia raised TANF benefit levels between July 1, 2015 and July 1, 2016, increasing the median state benefit from $429 to $432. Most of these increases were modest and reflect default periodic adjustments to benefit levels.  Eight states plus Washington, D.C., raised TANF benefits between July 2015 (the start of fiscal year 2016 in most states) and July 2016; two others enacted legislation that raised benefit levels after July 2016. The remaining 41 states did not adjust benefits. (No state cut TANF benefits in nominal dollars in the past year).   

7. In July 2012, the state with the lowest maximum benefit paid to a family consisting of a single parent and two children was Mississippi, with a benefit of $170 per month (11% of poverty-level income). Among the contiguous 48 states and the District of Columbia, the highest maximum benefit was paid in New York: $770 per month for a single parent of two children in New York City (48% of poverty-level income). The benefit for such a family in the median state (North Dakota, whose maximum benefit ranked 26th among the 50 states and District of Columbia), was $427, a benefit amount that represented 27% of monthly poverty-level income in 2012. TANF maximum benefits vary greatly by state; there is also a very apparent regional pattern to benefit amounts. States in the South tend to have the lowest benefit payments; states in the Northeast have the highest benefits. Additionally, cash assistance benefit amounts for needy families are not automatically adjusted for inflation by the states, and have lost considerable value in terms of their purchasing power over time. From 1981 to 2012, the inflation-adjusted value of cash assistance benefits for needy families in the median state declined by 44%. Some of this decline occurred before the 1996 welfare law: between 1981 and 1996 the value of cash assistance benefits had already declined by 28%.  
E. On January 4, 1975, a new Title XX was added to the Social Security Act, which authorized an entitlement to States for the provision of social services. Prior to Title XX, States received matching Federal funds for specified categories of services, with eligibility for the services limited to receipt of public assistance under several titles of the Social Security Act.  In 1981, Title XX was amended to establish the Social Services Block Grant (SSBG) program. To receive SSBG grants, matching funds are not required. In fiscal year 2005, all 50 States, the District of Columbia, Puerto Rico, and four insular areas received grants each quarter amounting to $1.7 billion, $6.8 billion FY 15.  Subsequently SSBG has been subjected to numerous budget cuts.  In FY 17 total revenues for Title XX were estimated to be $2.8 billion for the entire year, $1.6 billion from the ACF budget and $1.2 billion from the TANF budget.  It is not known when Title XX began robbing TANF's child and family benefits.  It is the SSBG transfer from TANF child and family benefits and total that must be terminated, FY 18, not the regular ACF finance for Title XX. Furthermore, Title XX funds must be exclusively used for the licensed social workers, not for psychiatrists, or mental health services.  To redress Title XX deprivation of relief benefits in Title XX programs there are three issues that must be solved under 18USC§246.  First, it is necessary that psychiatrists be forbidden from receiving Title XX funds that must be used to subsidize licensed independent social workers.  Second, it is necessary for total FY 18 federal outlays for Title XX to grow 2.5% from FY 17.  Third, this growth in total federal outlays for Title XX must cease to come at the expense of TANF child and family benefits and begin to be entirely accounted for in the regular ACF budget, without fear of threats of budget cuts, and not at all as a transfer from the TANF.  Social work reflects good government because social workers are the professional representatives of the poor whose interests are the primary rational development goal of governments worldwide.  Total ACF spending must be  increased $2.8 billion to afford the entire cost of 2.5% growth from FY 17.  TANF total outlays would remain the same and the amount saved by terminating the transfer to SSBG would be transferred to child and family benefits FY 18.
Social Services Block Grant FY 15 – FY 18
(millions)
	
	FY15
	FY 16
	FY 17
	FY 18
	FY 18

	Transferred to SSBG from TANF
	1,165
	1,200
	1,230
	1,267
	0

	SSBG from ACF Budget 
	1,584
	1,584
	1,583
	0
	2,883

	SSBG Total 
	2,749
	2,784
	2,813
	1,267
	2,883


Source: TANF FY 18
1. Social Services offers protective services for children and adults, in foster care, services related to the management and maintenance of the home, day care services for adults, transportation services, family planning services, raining and related services, employment services, information, referral, and counseling services, the preparation and delivery of meals, health support services and appropriate combinations of services designed to meet the special needs of children, the aged, the mentally retarded, the blind, the emotionally  disturbed, the physically handicapped, and alcoholics and drug addicts; and convicted criminals in Sec. 2001 of the Social Security under 42USC§1397a.  The Social Services are consolidated into one federal grant to 1. Achieve or maintain economic self-support to prevent and reduce dependency; 2. Preventing or remedying neglect, abuse, or exploitation of children and adults unable to protect their own interests, or preserving, rehabilitating or reuniting families; 3. Preventing or reducing inappropriate institutional care by providing for community-based care, home-based care, or other forms of less intensive care.
F. Child welfare services are involved in: Protecting and promoting the welfare of all children, including handicapped, homeless, dependent, or neglected children; Preventing or remedying, or assisting in the solution of problems which may result in, the neglect, abuse, exploitation, or delinquency of children; Preventing the unnecessary separation of children from their families by identifying family problems, assisting families in resolving their problems, and preventing breakup of the family where the prevention of child removal is desirable and possible;  Restoring to their families children who have been removed, by the provision of services to the child and the families; Placing children in suitable adoptive homes, in cases where restoration to the biological family is not possible or appropriate; and assuring adequate care of children away from their homes, in cases where the child cannot be returned home or cannot be placed for adoption.
1. The state provides assistance to foster care and adoption assistance programs taking into consideration the special needs of the children.  These programs shall ensure that orphanages or foster homes, uphold standards related to admission policies, safety, sanitation, and protection of civil rights. Record checks reveal whether a felony conviction for child abuse or neglect, for spousal abuse, for a crime against children (including child pornography), or for a crime involving violence, including rape, sexual assault, or homicide, but not including other physical assault or battery, if a State finds that a court of competent jurisdiction has determined that the felony was committed at any time, such final approval shall not be granted under Sec. 472 of Title IV-E of the Social Security Act under 42USC§672.  A care plan shall assure that the child receives safe and proper care and that services are provided to the parents, child, and foster parents in order to improve the conditions in the parents' home, facilitate return of the child to his own safe home or the permanent placement of the child, and address the needs of the child while in foster care, including a discussion of the appropriateness of the services that have been provided to the child under the plan.

2. State child welfare agencies and courts consult with the individual parent and child under the Age Discrimination Act of 1975 under 42USC§6101 to develop an individual responsibility plan for the individual, that: a. Sets forth an employment goal for the individual and a plan for moving the individual immediately into private sector employment; b. Sets forth the obligations of the individual, which may include a requirement that the individual attend school, maintain certain grades and attendance, keep school age children of the individual in school, immunize children, attend parenting and money management classes, or do other things that will help the individual become and remain employed in the private sector; c. To the greatest extent possible is designed to move the individual into whatever private sector employment the individual is capable of handling as quickly as possible, and to increase the responsibility and amount of work the individual is to handle over time;  d. Describes the services the State will provide the individual so that the individual will be able to obtain and keep employment in the private sector, and describe the job counseling and other services that will be provided by the State; and e. May require the individual to undergo appropriate substance abuse treatment.
3. Federal payments for foster care and adoption assistance, target technical assistance for the courts, and completely ignore the bona fide child care institution called an orphanage in Sec. 470 of the Social Security Act under 42USC§670 et seq.  Psychiatric drug abuse in foster care must stop receiving federal incentive payments to get the message through to Medicaid that psychiatric drugs are cruel and unusual and must not be paid for by the government.  Federally unfunded non-profit “orphanages” raising an estimated 100,000 orphans due SSI benefits because their parents died or abandoned them by final legal decision before the age of 18.  Foster care, adoption and legal guardianship incentive payments are highly questionable because the most important thing is that adoptive parents have the money to afford their children, however the money is prioritized to help the child stay with relatives.  FY 2016 the adoption rate was 13.2%, with approximately 56,218 children adopted, exceeding the FY 2016 target of 11.9%.  ACF oversees moving children from Foster Care into permanent living situations, including reunification with parent(s) or primary caretaker(s), living with other relative(s), guardianship, or adoption. Historical data show that between FY 2004 – 2014, of those children who exited care in less than 24 months, over 90% exited to permanent homes. In FY 2016, this number was 92%.   An orphan is a child whose parents are dead or have abandoned them permanently. Adults can also be referred to as orphan, or adult orphans. However, those who reached adulthood before their parents died are normally not called orphans; the term is generally reserved for children whose parents have died while they are too young to support themselves.  An orphan is a child whose parents are dead or have abandoned them permanently.  Orphans grow up in an orphanage or are adopted.
4. There are an estimated 100,000 orphans growing up in orphanages in the United States.  7.6% of children are orphans, in Africa that number is estimated at 11% , in Asia 6.5% and Latin America and the Caribbean 7.4%, however the United Nations counts for children who have lost only one parent. The estimated 100,000 orphans in the United States comprise only about  0.2% of children in the United States.  SSA needs to make orphan a qualifying disability.  Adults can also be referred to as orphan, or adult orphans. However, those who reached adulthood before their parents died are normally not called orphans; the term is generally reserved for children whose parents have died while they are too young to support themselves.  Do not take advantage of a widow or an orphan (Old Testament, Exodus 22:22).  Leave your orphans; I will protect their lives. Your widows too can trust in me (Old Testament, Jeremiah 49:11).  Religion that God our Father accepts as pure and faultless is this: to look after orphans and widows in their distress and to keep oneself from being polluted by the world (New Testament, James 1:27).  And they feed, for the love of God, the indigent, the orphan, and the captive (The Human: 8). Therefore, treat not the orphan with harshness (The Quran, The Morning Hours: 9).  Be good to orphans and the very poor. And speak good words to people (The Quran, The Heifer: 83).  Give orphans their property, and do not substitute bad things for good. Do not assimilate their property into your own. Doing that is a serious crime (The Quran, The Women: 2).  
§184 3% Annual Increase in Federal Minimum Wage and Labor Compensation 
A. The Department of Labor (DOL) was created in the DOL Organic Act of March 4, 1913.  DOL fosters and promotes the welfare of the job seekers, wage earners, and retirees of the United States.  In carrying out this mission, the Department administers a variety of Federal labor laws including those that guarantee workers’ rights to safe and healthful working conditions; a minimum hourly wage and overtime pay; freedom from employment discrimination; unemployment insurance; and other income support.  The Department of Labor (DOL) administers and enforces more than 180 federal laws. The Department of Labor spending rose from $31.9 billion FY2000 to a high of $173 billion FY2010 and is increasing 17% to $51 billion FY 2017 according to the Historical records of OMB.  The FY 2017 request for the Department of Labor (DOL) was $12.8 billion in discretionary authority for 4.6% growth to 17,663 full-time equivalent employees (FTE) and $33.1 billion in mandatory funding for a total of $45.9 billion, 0.4% growth from the previous year.  CR17 reduced discretionary spending to $12.2 billion and increased mandatory to $33.8.  The FY 18 request is $9.7 billion in discretionary and $33.9 billion in mandatory spending for a total of $43.6 billion FY 18.  CR 18 paid $12.0 billion for discretionary and $30.3 billion mandatory.  That means that UC would be due $4.5 billion in arrears FY 18 but insured unemployment is low. There are two issues of critical importance to the Department of Labor under the Fair Labor Standards Act.  (1) The Labor Department is obligated to pay unemployment compensation insured women who go into 'labor, compensation' - 14 weeks Maternity Protection under ILO Convention No. 183 (2000). (2) For a pay-raise labor budgets should be able to afford, Congress must legislate an automatic 3% increase in the federal minimum wage from $7.25 in 2018, to $7.50  in 2019 and 3% more every year thereafter consumer price index inflation remains between 2.5% - 3.0%, 2.7% (2018).' in one final sentence at 29USC§206(a)(1)(D).  
Labor Department Budget FY 16 – FY 20
(billions)
	
	FY16
	FY17
	CR 18
	FY 18 
	FY 19
	FY 19
	FY 20

	Agency
	12.7
	12.2
	12.0
	12.5
	9.4
	12.8
	13.1

	UC Benefits
	33.8
	33.8
	30.3
	34.8
	29.7
	35.8
	36.9

	Total
	46.5
	46.0
	42.3
	47.3
	39.2
	48.6
	50.0

	Legislative Proposals 
	0
	0
	0
	0
	0
	0.4
	0

	Total with Legislative Proposals
	46.5
	46.0
	42.3
	47.3
	39.2
	48.6
	50.0

	Full Time Equivalents
	16,840
	16,291
	15,924
	16,454
	15,765
	16,619
	16,785


Source: Labor Department. FY 2019 Budget-in-brief. 

B. The Federal-State Unemployment Compensation (UC) Program was created in the Social Security Act of 1935 (Public Law 74-271). The program has two main objectives: First, to provide temporary and partial wage replacement to involuntarily unemployed workers who were recently employed.  Second, to help stabilize the economy during recessions. The U.S. Department of Labor oversees the system, but each State administers its own program. Almost all wage and salary workers are now covered by the federal-state UC program. Railroad workers are covered by a separate federal program. Ex-service-members with recent service in the Armed Forces and civilian federal employees are covered by a federal program, with the states paying benefits from federal funds as agents of the federal government. The three major Unemployment Insurance (UI) programs: State UI, Unemployment Compensation for Federal Employees (UCFE), and Unemployment Compensation for Ex-Service-members (UCX). The UC program operates counter-cyclically to economic trends, paying out benefits during recessionary times and building solvency during recovery periods.  The Labor Secretary has a duty to compensate unemployment contributing mothers for 14 weeks of Maternity Protection under Convention 183 (2000) of the International Labor Organization (ILO).
1.  In calendar year 2016 unemployment compensation paid 6.2 million beneficiaries a total of $32.0 billion in spending.  In 2017 the average weekly benefit was $348.90.  The average duration was 15.58 weeks.  FY 17 the UC program covered 140.6 million workers with 8.1 million subject employers, 6.4 million unemployed workers received their first payments,  $33.0 billion benefits were paid in all programs, total administrative costs were $3.9 billion, state administrative costs $2.74 billion, FUTA payroll tax levied $6.1 billion, and state payroll taxes $41.4 billion.  As of December 2016, aggregate state trust fund accounts had reserves of approximately $46.9 billion.  It is estimated that paying 14 weeks of maternity leave would increase the unemployment compensation rolls by 1 - 3 million unemployment insured pregnancies out of 4 million annually.  $350 a week times 14 weeks = $4,900 per beneficiary = $4.9 billion – $14.7 billion (2018).
2. Under current Federal Unemployment Tax Act (FUTA) provisions, a federal tax is levied on covered employers at a rate of 6.0% on wages up to $7,000 a year paid to an employee, $420 maximum tax. The law, however, provides a credit against federal tax liability of up to 5.4% to employers who pay state taxes timely under an approved state UC program. This credit is allowed regardless of the amount of the tax paid to the state by the employer. Accordingly, in states meeting the specified requirements, employers pay an effective federal tax rate of 0.6%, or a maximum $42 per covered employee, per year.  Initially, the federal tax under FUTA was 1.0% (0.1% effective tax) of the total wages of a worker. By 1940 it had increased to 3.0% (0.3% effective tax) on wages up to $3,000. Since then, the rate has increased a number of times, occasionally on a temporary basis. In 1985, the federal tax reached 6.2% (0.8% effective tax) on taxable wages. On July 1, 2011, the Federal tax was reduced to 6.0%. The taxable wage base increased to $4,200 in 1972, $6,000 in 1978, and $7,000 in 1983.  Forty-nine (49) states have adopted a higher taxable wage base than the $7,000 now provided in FUTA. For 2017, Washington’s taxable wage base is the highest at $45,000. In all states, an employer pays a tax on wages paid to each worker within a calendar year, up to the amount specified in state law. In addition, most of the states provide an automatic adjustment of the wage base if federal law is amended to apply to a higher wage base than that specified under state law.  For the latest year available (2016), the preliminary estimated U.S. average tax rate is 0.66% of total wages, ranging from a high of 1.48% in Vermont (taxable wage base of $16,800) to a low of 0.26% in Tennessee (taxable wage base of $8,000).

C. About 4 million children are born each year, and childbirth is the No. 1 reason for hospital admissions. Furthermore, hospital costs of a hospital delivery for women who had no maternal or obstetric risk factors to complicate childbirth ranged from less than $2,000 to nearly $12,000 in 2011. Vaginal births, on average, cost $2,600 without complications, and C-sections cost $4,500, according to the Agency for Healthcare Research and Quality Healthcare Cost and Utilization Project. Vaginal deliveries account for about 7 in 10 childbirths, and C-sections for about 3 in 10. Vaginal delivery with complications requiring an operating room procedure has the highest average price tag of any type of birth, costing parents (and their insurance companies) an average of $6,900, nearly double the average cost per stay for all types of delivery, according to the Project.  In 2014, in California alone, the cost of an uncomplicated vaginal birth varied widely — from $3,296 to $37,227 depending on the hospital. Cesarean sections ranged from $8,312 to almost $71,000.  Most uncomplicated vaginal deliveries are costing $10,000 these days.  The United States needs to set reasonable prices for hospital deliveries that hospitals and all attending obstetricians and midwives cannot exceed combined.  A large reason for the high number of poor children takes into consideration the high cost of the hospital delivery bill. 2.5% annual inflation from 2011 prices of $2,600 without complications, $4,500 c-section, $6,900 complicated comes to $2,990 without complications, $5,175 c-section and $7,935 vaginal with complications, after six years in 2017.  The Medicaid price for an uncomplicated vaginal birth in Texas is $475.  Pregnant women are expected to pay the doctor about $2,500 for an estimated twenty pre-natal care visits plus expensive hospital births.  Medicaid covered prenatal and hospital delivery expenses for low-income beneficiaries. This prenatal care can help to have a healthy baby. Every state in the United States has a program to help. Programs give medical care, information, advice and other services important for a healthy pregnancy. To find out about the state program call 1-800-311-BABY (1-800-311-2229).
1. In 2006 there were 4,265,996 births out of nearly 6.6 million pregnancies, a 3% increase from the year before, the largest single-year increase since 1989 and the highest total number of births since 1961, near the end of the baby boom.  For the first time in 35 years, the U.S. fertility rate has climbed high enough to sustain a stable population, solidifying the nation's unique status among industrialized countries as a growth state, with about 1% annual growth. The 2014 preliminary number of U.S. births was 3,985,924. The general fertility rate was 62.9 births per 1,000 women aged 15–44, up 1% from 2013, and the first increase in the fertility rate since 2007.  Rates rose for non-Hispanic white and Asian or Pacific Islander women, but historic lows were observed for Hispanic women and American Indian or Alaska Native women. Teen childbearing in the United States in 2014 fell to another historic low of 24.2 per 1,000 females. Record lows were seen for each race and Hispanic origin group.  The cesarean delivery rate declined to 32.2% of births in 2014, down 2% from the 2009 peak of 32.9%. Declines in rates were seen for most race and Hispanic origin groups for 2013–2014. The preterm birth rate fell slightly in 2014 to 9.57% of births, down 8% from the 2007 high. Preterm rates declined among most race and Hispanic origin groups during 2007–2014.
2. In normal pregnancy there are few restrictions concerning work.  The traditional time designated for maternity leave is approximately 1 month before the expected date of delivery and extending until 6 weeks after birth.  The United States is not party to the International Labor Organization (ILO) Maternity Protection (Convention 183) of 2000 and needs to adopt 14 weeks of paid maternity leave.  The Family and Medical Leave Act of February 5, 1993 (PL-303-3) is considered substandard and the U.S. provides only 12 weeks of unpaid leave to approximately half of mothers in the U.S. and nothing for the remainder.  45 countries ensure that fathers either receive paid paternity leave or have a right to paid parental leave. The United States guarantees fathers neither paid paternity nor paid parental leave.  At least 96 countries around the world in all geographic regions and at all economic levels mandate paid annual leave. The U.S. does not require employers to provide paid annual leave. At least 37 countries have policies guaranteeing parents some type of paid leave specifically for when their children are ill.  Of these countries, two-thirds guarantee more than a week of paid leave, and more than one-third guarantee 11 or more days.  139 countries provide paid leave for short- or long-term illnesses, with 117 providing a week or more annually. The U.S. provides up to 12 weeks of unpaid leave for serious illnesses through the FMLA. The following ILO Conventions await ratification by the United States a. three weeks annually of Holidays with Pay Convention (Convention 132) of 1970; allowing for b.Workers with Family Responsibilities (Convention 156) of 1981; and c. 14 weeks of unemployment compensation or social security paid Maternity Protection (Convention 183) of 2000.
3. The United States lags dramatically behind all high-income countries, as well as many middle- and low-income countries when it comes to public policies designed to guarantee adequate working conditions for families. One hundred sixty-three countries around the world guarantee paid leave to women after childbirth; the United States does not. Forty-five countries ensure that fathers either receives paid paternity leave or paid parental leave; the United States does not. Seventy-six countries protect workingwomen’s right to breastfeed at work; the United States offers no such protection. Ninety-six countries offer paid annual leave; the United States does not require employers to provide any paid annual leave. One hundred thirty-nine countries provide paid leave for short or long-term illnesses; the United States has no national policy regarding sick leave. The list of working conditions relevant to families where the United States lags behind goes on and includes, among others, maximum hour legislation, legislation guaranteeing minimum days of rest, and leave for major family events.  Where this comprehensive global data are available, the United States also appears to lag significantly behind in services available to children in working families. The United States ranks 39 in available data on early childhood education enrollment and 91 in student-to-staff ratios. The school year in the United States is shorter than that of 54 other countries around the world. While the United States has high rates of 0- to 3-year-olds in childcare, this is mainly due to families paying privately for care that is necessary in the absence of paid parental leave, not to either publicly-provided care or to parents choosing infant and toddler care when parental leave is available.
4. The only other industrialized country, which does not have paid maternity or parental leave for women, Australia, guarantees a full year of unpaid leave to all women in the country. In contrast, the Family and Medical Leave Act of February 5, 1993 (PL-303-3) in the U.S. provides only 12 weeks of unpaid leave to approximately half of mothers in the U.S. and nothing for the remainder.  45 countries ensure that fathers either receive paid paternity leave or have a right to paid parental leave. The United States guarantees fathers neither paid paternity nor paid parental leave.  At least 76 countries protect working women’s right to breastfeed; the U.S. does not, in spite of the fact that breastfeeding has been shown to reduce infant mortality several-fold. In fact, nearly two-thirds of these countries protect breastfeeding for 15 months or longer. Nearly nine out of ten protect this right for at least a year. At least 96 countries around the world in all geographic regions and at all economic levels mandate paid annual leave. The U.S. does not require employers to provide paid annual leave. At least 37 countries have policies guaranteeing parents some type of paid leave specifically for when their children are ill. Of these countries, two-thirds guarantee more than a week of paid leave, and more than one-third guarantee 11 or more days.  139 countries provide paid leave for short- or long-term illnesses, with 117 providing a week or more annually. The U.S. provides up to 12 weeks of unpaid leave for serious illnesses through the FMLA.  Pregnant women are expected to pay the doctor for an estimated twenty pre-natal care visits plus expensive hospital births $2,500 + $2,500 = $5,000 for normal vaginal delivery.  In 2016 the Medicaid price for uncomplicated hospital delivery in Texas was $435. To find out about the state program call 1-800-311-BABY (1-800-311-2229).
5. It is recommended to amend Demonstration Projects to 'Maternity Protection' Section 305 of the Social Security Act 42USC§505: (a) To expedite the reemployment of mothers who have established a benefit year to claim unemployment compensation under State law the Secretary of Labor shall pay unemployment compensation for 14 weeks of Maternity Protection under International Labor Organization (ILO) Convention No. 183 (2000).  (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 Temporary Assistance for Needy Families (TANF) under Sec. 404 of Title IV-A of the Social Security Act under 42USC§604 et seq and Supplemental Security Income (SSI) Program for the Aged, Blind and Disabled under Sec. 1611 of Title XVI of the Social Security Act under 42USC§1382 et seq.  (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.  (c) Employers shall provide at least 3 weeks of paid leave annually to uphold the Holiday with Pay ILO Convention No. 132 (1970) and Workers with Family Responsibilities Convention No. 156 (1981).   Employers shall provide up to 12 week of unpaid leave to care for the severe sickness of a child under the Family and Medical Leave Act of February 5, 1993 (PL-303-3).
D.  The Convention on the Elimination of All Forms of Discrimination against Women of 18 December 1979 bears in mind the great contribution of women to the welfare of the family and to the development of society. Article 13 (a) State parties shall take all appropriate measure to eliminate discrimination against women on an equal basis with men, to family benefits. Article 11(1)(e) The right to social security, particularly in cases of unemployment, sickness, invalidity and old and other incapacity to work, as well as the right to paid leave; (2)(b) to introduce maternity leave with pay or with comparable social benefits without loss of former employment or seniority of social allowances. Convention on the Rights of the Child of 2 September 1990 provides Article 26 (1) States Parties shall recognize for every child the right to benefit from social security, including social insurance, and shall take the necessary measures to achieve the full realization of this right in accordance with their national law. (2) The benefits should, where appropriate, be granted, taking into account the resources and the circumstances of the child and persons having responsibility for the maintenance of the child, as well as any other consideration relevant to an application for benefits made by or on behalf of the child.  Women are due 14 weeks of paid Maternity Protection ( ILO Convention 183) of 2000 as well as 3 weeks annual paid sick days under the Holidays with Pay Convention (Convention 132) of 1970 and Workers with Family Responsibilities (Convention 156) of 1981.   
1. Over 70 percent of 44 million (2016) Supplemental Nutrition Assistance Program (SNAP) benefits go to about 30.8 million households with children.  In 2011, SNAP provided an estimated $51 billion in benefits to families with children, over half of which went to families with preschool-age children.  Families receiving TANF are automatically eligible  for food stamps. Food assistance benefits under the SNAP program formerly known as food stamps) offset some of this decline. However, from 1981 to 2012 the value of the combined cash and food assistance benefit for a family of three in the median state declined by 18% in inflation-adjusted terms.   Federal rental assistance cost taxpayers $38.3 billion in 2015 according to the Center on Budget and Policy Priorities.  5,106,000 low-income households use federal rental assistance to rent modest housing at an affordable cost; at least 68% have extremely low incomes (30% of area median income or less).  2.1 million Housing Choice Vouchers, 1.3 million public housing, 1.2 million Section 8 project based, 154,000 elderly and disabled and .Nearly all households using federal rental assistance include children or people who are elderly or disabled and 272,000 USDA.  30% of HUD beneficiaries are adults with children, 1% elderly with children, 33% elderly, 5% disabled adults with children. 21% disabled adults and 11% childless adults = 36% families with children = 1,838,160 families with children receiving federal rental assistance.  The typical HUD formula is that a beneficiary should pay no more than 30% of their low-income.  The single-night census in 2014 found that 578,424 people in the U.S. were homeless or living in shelters, including 49,933 veterans and 216,261 people in families with children. Another 1,001,652 school-age children lived in unstable housing, such as doubled up with other families, during the 2012-2013 school year. 
2. Medicaid insures 33 million low-income children with Grants to States for Medical Assistance Programs under Title XIX Sec. 1900 of the Social Security act 42USC§1396–1 et seq.  Created in 1965, Medicaid is a public insurance program that provides health coverage to low-income families and individuals, including children, parents, pregnant women, seniors, and people with disabilities; it is funded jointly by the federal government and the states.  In 2015, Medicaid provided health coverage for 97 million low-income Americans over the course of the year. In any given month, Medicaid served 33 million children, 27 million adults (mostly in low-income working families), 6 million seniors, and 10 million persons with disabilities, according to Congressional Budget Office (CBO) estimates. Children account for more than two-fifths of Medicaid enrollees but less than one-fifth of Medicaid spending. 54.7% of children under age 18 had private insurance in 2015 and 4.5%, 3.3 million children, were uninsured in 2015 when the rate of un-insurance for all age was 28.6% For children under age 18 years, the percentage with public health insurance coverage increased from 20.4% in 1999 to 42.2% in 2013. There was no change in the percentage of children under age 18 years with public health insurance coverage from 2013 to 2015. The percentage of adults aged 18-64 with public health insurance coverage increased from 15.0% in 2010 to 18.9% in 2015. For children under age 18 years, the percentage with private health insurance coverage decreased from 69.1% in 1999 to 52.6% in 2013.  The Early and Periodic Screening, Diagnostic and Treatment (EPSDT) program is intended to provide comprehensive care to Medicaid eligible individuals up to age 21.    
§185 Child Supplemental Security Income Benefits 
A. This Message of the Public Trustees is proposed to the Board of Trustees of the Federal Old Age Survivor Insurance Trust Fund and Federal Disability Insurance Trust Fund, in response to two vacancies reported in several Annual Reports. To fulfill the profit Tables are labelled I-A,B etc., to be included below the 10 sections of Federal Insurance Contributions Adjustment Act, in the beginning of the Annual Report, followed by the usual Annual OASDI report, and ending with the full-length Annual Report of Supplemental Security Insurance Program, in pursuit of amendment of the due date from April 1 to June 20-21, the summer solstice, under Sec. 1161 of the Social Security Act under 42USC§1320c-10.   The 2017 and 2018 Annual Reports agree to overestimate OASI outlay growth. Under the Trustees’ intermediate assumptions, Social Security’s total cost is projected to exceed its total income in 2018 for the first time since 1982, and remain higher throughout the projection period, as the result of this 6% overestimation of OASI outlays in 2018. 2018 OASI outlays should be 5% more than 2017 with a 2.0% COLA in 2018, due to 2.4% OASI population growth and 0.6% increase for full retirement benefits of the Baby Boomer generation.  OASI outlays should increase 6% annually with a 3% COLA. This is sustained by 6.5% average annual payroll tax revenue growth 2018, 8% if the immigrants and rich are taxed, not including 30% the year Sec. 230 of the Social Security Act is repealed under 42USC§430.  The 2018 combined OASDI deficit is a figment of the unnecessary OASI deficit.  Let us then calculate a tax rate that would eliminate this 2018 OASI deficit, without incurring a deficit in the smaller DI trust fund, to the satisfaction of the Senate under 2USC§642.  The 2.0% DI tax rate appeals to the combined deficit incurred by the 1% OASI outlay overestimate.  Do not be deceived.  The effective DI tax rate is 2.1% (2018) to amend Sec. 201(b)(1)(T) of the Social Security Act under 42USC§401(b)(1)(T).
Table I.A1OASDI Trust Funds 2018
(billions)
	12.4 Tax 
	Total Revenues
	Tax Revenues
	GF Reimbursement
	Tax on Benefits
	Net interest (3%)
	Total
	Scheduled Benefits
	Administrative Costs
	R&R Interchange
	Net Increase end of year
	Assets at end of Yer
	Trust fund Ratio

	2018
	1,001.1
	883.4
	0
	34.6
	83.2
	1,002.8
	991.8
	6.2
	4.9
	-1.7
	2,890.1
	288

	2.37
	172.9
	168.8
	0
	1.5
	2.6
	149.3
	146.3
	2.8
	.2
	23.7
	95.2
	48

	10.03
	828.2
	714.5
	0
	33.1
	80.6
	853.6
	845.5
	3.3
	4.7
	-25.4
	2,794.9
	330

	2018
	1,001.1
	883.4
	0
	34.6
	83.2
	995.9
	984.9
	6.2
	4.9
	5.2
	2,897
	290

	2.37
	172.9
	168.8
	0
	1.5
	2.6
	149.3
	146.3
	2.8
	0.2
	23.6
	95.1
	48

	10.03
	828.2
	714.5
	0
	33.1
	80.6
	846.6
	838.6
	3.3
	4.7
	-18.4
	2,801.9
	333

	2018
	1,001.2
	883.4
	0
	34.6
	83.2
	995.9
	984.9
	6.2
	4.9
	5.3
	2,897.1
	290

	2.1
	153.7
	149.6
	0
	1.5
	2.6
	149.3
	146.3
	2.8
	0.2
	4.4
	75.9
	48

	10.3
	847.5
	733.8
	0
	33.1
	80.6
	846.6
	838.6
	3.3
	4.7
	0.9
	2,821.2
	333


Source: 2017 & 2018 Annual Report of the Board of Trustees of the Federal Old-Age and Survivors Insurance and Federal Disability Insurance Trust Funds
B. The first task of the combined Annual Report of the Social Security Administration is to calculate the total number of Social Security beneficiaries from the estimates provided in the Annual Report of the OASDI Trustees and 2018 Annual Report of the SSI Program. The Trustees overestimate Baby Boomer growth after the Baby Boomers nearly depleted the smaller DI trust fund 2009-2015, seems the only reason that the 2018 actual surplus of the combined OASDI trust funds declares an actuarial deficit. If the trustees learned to slightly overestimate OASI population growth at 3% there would be no deficit. In the six years between 2010 and 2016 average annual OASI population growth was 2.4%. 2017 OASI population growth was overestimated in the 2017 Report at 2.8% growth to 51.7 million, and was reduced to 51.5 million, 2.4% growth, in the 2018 Report. Current year 2018 overestimates 2.9% population growth and 2.4% is probably a more reasonable estimate of annual OASI population growth until 2020. Outlay growth overestimates should resolve equal to 3% COLA + 2.4% population growth + 0.6% full retirement of the Baby Boomers = 6%, in the future, 5% with a 2.0% COLA in 2018. The DI population has declined from a high of 11 million in 2013 to 10.4 million in 2017. The Trustees zero growth policy expects net DI population to stay at 10.4 million until 2020. It is highly advised that net DI population be expected to grow 1% annually because there is no shortage of adult orphans and low-income workers disabled by child care. Under normal circumstances the SSI program population would need to be re-assured of an orphan benefit to grow 1%. The tax on the rich increases the population 225% the first year, 22% the second year, 2% the third year and 1% thereafter. To prove that OASI overestimation has been an issue since 2016, 2017 and 2018 are displayed from left to right, 2017 and 2018 Annual Report, followed by the usual 2.4% OASI population growth, 1% DI and SSI rate projection. 2019 and 2020 compare estimates from the 2018 report with the 2.4% OASI, 1% DI and SSI growth rate and 225% increase in SSI if the rich are taxed.
Table I.B1 Social Security Beneficiaries in Current-Payment Status 2016-2020
(millions)

	Benefits 
	2016
	2017
	2017
	2018 
	2018 
	2018
	2019
	2019
	2019
	2019 tax
	2020
	2020
	2020 tax

	OASI
	50.3
	51.7
	51.5
	53.0
	52.9
	52.7
	54.5
	54.4
	54.0
	54.0
	56.0
	55.3
	55.3

	DI
	10.6
	10.6
	10.4
	10.8
	10.4
	10.4
	10.8
	10.4
	10.5
	10.8
	10.4
	10.6
	10.6

	SSI
	8.1
	8.1
	8.1
	8.1
	8.1
	8.0
	8.0
	8.0
	8.1
	18.2
	8.0
	8.2
	22.8

	Total
	69.0
	70.4
	70.0
	71.9
	71.4
	71.1
	73.3
	72.8
	72.6
	83
	74.4
	74.1
	88.7

	Workers
	171
	173
	173
	174
	174
	174
	175
	175
	175
	175
	176
	176
	176

	Ratio
	2.48
	2.46
	2.47
	2.42
	2.42
	2.45
	2.39
	2.40
	2.41
	2.11
	2.37
	2.38
	1.98


Source: 2017 Annual Report of the Board of Trustees of the Federal Old Age Survivor Insurance Trust Fund and Federal Disability Insurance Trust Fund pg. 130-131; 2017 Annual Report of the Supplemental Security Income Program, pg. 43; 2018 Annual Report of the Board of Trustees of the Federal Old Age Survivor Insurance Trust Fund and Federal Disability Insurance Trust Fund pg. 130, 139

1. Social Security must pay a 3% Cost-of-living adjustment (COLA), every year inflation runs between 2.5%-3%, and the combined trust fund ratio is greater than 20%. Inability of the Board of Trustees to adjust the OASDI tax rate is not an excuse, nor is a contrived actuarial deficit in 2018 or at some time in the future. A 3% COLA would create mathematically improving circumstances, whereby over a period of time, instead of becomingly increasingly unable to pay the bills, beneficiary purchasing power would steadily improve and they would be secure in the knowledge that they will ultimately cease to be poor. Inflation dangerously impoverishes and depletes the savings of many lower income social security beneficiaries and minimum wage workers, because expenses grow at a faster rate than the annual COLA or federal minimum wage. Beneficiaries cannot afford the homes and lifestyles they once could on their initial determination. Unless SSA adopts a 3% COLA, although salaried bureaucrats get only 1.5%-2.5% raise with no net new employees, beneficiaries will continue get poorer for the rest of their life, due to misinterpretation of the effective counter-hyper-inflationary computation of benefits law in Sec. 215(i) of the Social Security Act under 42USC§415(i). Lower-income workers, especially those with expensive children, need to legislate an automatic 3% annual increase in federal minimum wage under 29USC§206(a)(1)(D). Furthermore, having enough money to end child poverty 2020 by taxing the rich 2019, it is necessary to make rules to avoid unnecessarily subsidizing middle class families with more benefits than the 14 weeks the unemployment insured mother is entitled to by law. 4 million women give birth to 4 million United States citizens annually. Families who are dependent on the mother's income are extremely impoverished by her medically proven inability to work after going into labor. 14 weeks is an internationally accepted amount of paid leave for obstetric and maternity care under ILO Convention 183 (2000). Congress is advised to amend ‘Demonstration Projects’ to ‘Maternity Protection’ at Sec. 305 of the Social Security Act under 42USC§505, to relieve the short term benefits of insuring middle class maternity protection under ILO Convention 183 (2000), from the five year Temporary Assistance for Needy Families (TANF) program under Sec. 404 of Title IV of the Social Security Act under 42USC§604 and until 18 child benefit of the Supplemental Security Income (SSI) Program for the Aged, Blind and Disabled under Sec. 1611 of Title XVI of the Social Security Act under 42USC§1382. 
Table IB.2 Social Security Administrative Costs 2016 - 2020
(billions)

	
	2016
	2017
	2018 
	2019
	2019
	2020
	2020

	OASDI
	6.2
	6.5
	6.2
	6.1
	6.4
	6.1
	6.6

	SSI 
	4.2
	4.1
	4.5
	4.9
	4.9
	5.5
	5.3

	Current Law Total 
	10.4
	10.6
	10.7
	11.0
	11.3
	11.6
	11.9

	SSI Tax
	
	
	
	
	22.6
	
	28.3


Source: 2018 Annual Report of the Board of Trustees of the Federal Old Age Survivor Trust Fund and Federal Disability Insurance Trust Fund.  2018 Annual Report of the Supplemental Security Program.

2. SSA is headed by a Commissioner of Social Security, who employs a deputy commissioner and Inspector General to oversee, in co-operation with the Secretary of Health and Human Services, the administrative programs of SSA and may create and abolish such operations as they see fit under Sec. 702 of the Social Security Act under 42USC§902. SSA receives counsel from the President’s Advisory Board.  In November 2001 a law was passed to give the Commissioner of Social Security a set term of 6 years.  Previously, in nature, without a law dictating a arbitrary term limit, the average term was less than two years after the founder Arthur J. Altmeyer served six years from July 16, 1946-April 10, 1953 or the longest serving commissioner Robert M. Ball, served nearly nine years from April 17, 1962 to March 17, 1973.  Most Commissioners served only a few months. Congress is recommended to amend the 6 year term of the Commissioner to 2 years under Sec. 702 of the Social Security Act under 42USC§902(a)(3).  Every year more than 70,000 SSA employees process more than 5 million claims for benefits.  They issue 16 million new and replacement Social Security number (SSN) cards.  They process 265 million earnings items to maintain workers’ life-long earnings records.  They handles approximately 54 million phone calls to SSA’s 800-number.  They issue 136 million Social Security Statements to advise workers how much they have contributed to Social Security and provide estimates of future benefits online.  Social Security Matters blog provides for online feedback.  OASDI  takes pride in their low administrative costs less than 1%, +/-0.6%, while SSI administrative costs run about 7% of program costs.  The current problem is that OASDI is inexplicably paying less administrative costs than 2017 that must be offset by the SSI budget request. OASDI administrative costs must be corrected to sustain 3% annual growth to normalize SSI administrative cost growth.  SSA administrative costs should grow 3% annually.  The contractual cost of processing applications from the SSI tax is expected to be shared with elementary and secondary schools, but SSA administrative costs could double the first year, increase 25% the second, before returning to normal 3% growth, from a new normal.
C. The Federal Insurance Contributions Act for the 12.4% Old Age Survivor Disability Insurance (OASDI) Trust Fund is established as a 6.2% OASDI tax and 1.45% HI tax + 0.9% tax on high incomes, that is collected by the employer of the taxpayer under 26USC§3101. There is imposed on employers a 6.2% OASDI + 1.45% HI tax under 26USC§3111. The DI tax rate must be adjusted by Congress in Sec. 201(b)(1)(T) of the Social Security Act under 42USC§401(b)(1)(T). The temporary 2.37% DI rate CY 2016-2018 expires January 1, 2018. The 1.8% DI tax rate in Sec. 201(b)(1)(T) of the Social Security Act under 42USC§401(b)(1)(T) must be repealed and can be replaced for the next few years with either 2.1% DI tax, or 2.0% DI tax if OASI pays $240.4 billion for damages to acceptable 2.5% trust fund growth incurred during the years 2009-2015. The three year congressional budget request seems to be the most efficient method of expressing the social security operation to tax the rich to end poverty by 2020 by repealing the Adjustment of the contribution and benefit base under Section 230 of the Social Security Act 42USC§430 and replacing it with 'There is created in the Treasury a Supplemental Security Income Trust Fund'.

1. The taxable wage base for the OASDI Trust Funds is less than the HI tax, due to the $127,200 maximum taxable limit in 2017. Taxing the rich to end child poverty by 2020 and all poverty by 2030 would increase the OASDI tax base an estimated 30%. To accommodate the month-long task of performing the OASDI tax rate calculation, that the Board of Trustees has been unable to perform since 2000, although it became necessary during the peak incidence of disability of the Baby Boomer generation 2011-2016, it is typically no longer required for Congress to amend to laws pertaining to the distribution of the 12.4% OASDI tax, with one exception Sec. 201(b)(1)(T) Social Security Act under 42USC§401(b)(1)(T) that has already preemptively been abused with a reversion to the 1.8% DI tax rate, and must be amended by Congress, before the Bipartisan Budget Act expires January 1, 2019, or they will begin to damage the DI trust fund again. Under current law, there will be a DI deficit the instant the 2.37% DI tax rate of the Bipartisan Budget Act reverts to 1.8% in 2019 and then in 2023, a combined OASDI deficit is expected. A DI deficit can be avoided with a 2.1% DI 10.3% OASI tax rate in 2019, or a 2.0% DI 10.4% OASI tax and $240 billion transfer from OASI to restore the DI trust fund ratio as if negligence to adjust the OASDI tax rate had not occurred. The 2.37% DI 10.03% OASI tax rate of the Bipartisan Budget Act improved the DI Trust Fund ratio improved from a low of 22% in 2016 to 48% in 2018 but expires January 1, CY 19. of Board of Trustees to do the OASDI tax rate calculus must not, and Congress's unwillingness to tax the rich should not, but might eventually, impair the 3% Cost-of-living adjustment (COLA) low income beneficiaries need to compete with 2.5%-3% average annual inflation since 1980, provided the combined OASDI trust fund ratio is greater than 20%, for tax bracket abiding bureaucrats to rightly reinterpret low income benefit growth in Sec. 215(i) of the Social Security Act under 42USC§415(i).
1. It is necessary for the Board of Trustees to learn to accurately calculate the payroll tax distribution estimates at different rates to justify the OASDI tax rate for the next year and make amends for prior maldistribution. To make matters more difficult, by agreeing to do everything right, the next step of accounting for the SSI trust fund with a portion of the 12.4% tax creates a third ratio to crunch. This operation becomes so difficult it can only be done in the four row per year trust fund operation table, with a copy of the prior year on the side to calculate net interest and trust fund ratio. The product of the DI, OASI or SSI tax rate, divided by the 12.4% combined tax rate, times the combined payroll tax revenues, equals the payroll revenues, for the trust fund in question. When determining the exact tax rate, unlike pi, it is necessary to compare the effect of the payroll tax revenues at several rates rounded to the law upon the total revenues, net interest income, assets at end of year, and trust fund ratio of the OASI and DI trust funds. Every year takes more than an hour. Verify the accuracy by adding the OASI and DI estimates to equal the combined total they were derived from. The Trust Fund ratio is calculated to determine what percentage of current year costs the trust fund ending balance of the previous year could afford. Compare estimates, determine high and low limits to achieve desired yield. To being the learning process, $240 billion damages caused by the inability of the Board of Trustees to adjust the DI tax rate to minimally afford the age of high rate of disability for the Baby Boomer generation 2009-2015 and 2.5% asset growth, are assessed respectively. 
Table I.C1 OASDI Tax Rate Settlement 2009-2015
(billions)

	Year
	Total Revenues
	Tax Revenues
	GF Reimbursement
	Tax on Benefits
	Net interest 
	Total
	Scheduled Benefits
	Administrative Costs
	R&R Interchange
	Net increase end of year
	Assets at end of Yer
	Trust fund Ratio

	2008
	805.3
	672.1
	0
	16.9
	116.3
	625.1
	615.3
	5.7
	4.0
	180.2
	2,419
	358

	1.8
	109.8
	97.6
	0
	1.3
	11.0
	109.0
	106.0
	2.5
	0.4
	0.9
	215.8
	197

	10.6
	695.5
	574.6
	0
	15.6
	105.3
	516.2
	509.3
	3.2
	3.6
	179.3
	2,203
	392

	2009
	807.6
	667.3
	0
	21.9
	118.4
	685.8
	675.5
	6.2
	4.1
	121.8
	2,541
	353

	1.8
	109.4
	96.9
	0
	2.0
	10.5
	121.5
	118.3
	2.7
	0.4
	-12.1
	203.6
	178

	10.6
	698.2
	570.4
	0
	19.9
	107.9
	564.3
	557.2
	3.4
	3.7
	133.9
	2,337
	390

	2009
	807.6
	667.3
	0
	21.9
	118.4
	685.7
	675.5
	6.1
	4.1
	121.9
	2,541
	353

	2.03
	121.8
	109.3
	0
	2.0
	10.5
	121.5
	118.3
	2.7
	0.4
	0.0
	215.8
	168

	10.37
	685.8
	558.0
	0
	19.9
	107.9
	564.3
	557.2
	3.4
	3.7
	121.5
	2,325
	390

	2009
	807.6
	667.3
	0
	21.9
	118.4
	685.7
	675.5
	6.1
	4.1
	121.9
	2,541
	353

	2.13
	127.1
	114.6
	0
	2.0
	10.5
	121.5
	118.3
	2.7
	0.4
	5.4
	221.2
	168

	2010
	781.2
	637.3
	2.4
	24.0
	117.5
	712.5
	701.6
	6.5
	4.4
	68.6
	2,610
	357

	1.8
	104.0
	92.5
	0.4
	1.9
	9.3
	127.7
	124.2
	3.0
	0.5
	-23.6
	180.0
	159

	10.6
	677.1
	544.8
	2.0
	22.1
	108.2
	584.9
	577.4
	3.5
	3.9
	92.2
	2,429
	400

	2010
	781.1
	637.3
	2.4
	24.0
	117.4
	712.5
	701.6
	6.5
	4.4
	68.6
	2,610
	357

	2.25
	127.9
	115.6
	0.4
	1.9
	10.0
	127.7
	124.2
	3.0
	0.5
	0.2
	216.0
	169

	10.15
	653.2
	521.7
	2.0
	22.1
	107.4
	584.9
	577.4
	3.5
	3.9
	68.3
	2,393
	398

	2010
	781.1
	637.3
	2.4
	24.0
	117.4
	712.5
	701.6
	6.5
	4.4
	68.6
	2,610
	357

	2.35
	133.4
	120.9
	0.4
	1.9
	10.2
	127.7
	124.2
	3.0
	0.5
	5.5
	226.7
	173

	10.05
	647.8
	516.5
	2.0
	22.1
	107.2
	584.9
	577.4
	3.5
	3.9
	62.9
	2,383
	397

	12.4 Tax 
	Total Revenues
	Tax Revenues
	GF Reimbursement
	Tax on Benefits
	Net interest (3.0) 
	Total
	Scheduled Benefits
	Administrative Costs
	R&R Interchange
	Net increase end of year
	Assets at end of Yer
	Trust fund Ratio

	2011
	805.1
	564.2
	102.7
	23.8
	114.4
	736.1
	725.1
	6.4
	4.6
	69.0
	2,678
	354

	1.8
	106.3
	81.9
	14.9
	1.6
	7.9
	132.3
	128.9
	2.9
	0.5
	-26.1
	153.9
	136

	10.6
	698.8
	482.4
	87.8
	22.2
	106.5
	603.8
	596.2
	3.5
	4.1
	95.0
	2,524
	402

	2011
	805.1
	666.9
	0
	23.8
	114.4
	736.1
	725.1
	6.4
	4.6
	69.0
	2,679
	354

	2.25
	132.1
	121.0
	0
	1.6
	9.5
	132.3
	128.9
	2.9
	0.5
	-0.2
	215.8
	163

	10.15
	673.0
	545.9
	0
	22.2
	104.9
	603.8
	596.2
	3.5
	4.1
	69.2
	2,462
	396

	2011
	805.1
	666.9
	0
	23.8
	114.4
	736.1
	725.1
	6.4
	4.6
	69.0
	2,678
	354

	2.36
	138.0
	126.7
	0
	1.6
	9.7
	132.3
	128.9
	2.9
	0.5
	5.7
	232.4
	167

	10.04
	666.8
	540.1
	0
	22.2
	104.5
	603.8
	596.2
	3.5
	4.1
	63.0
	2,446
	395

	12.4 Tax 
	Total Revenues
	Tax Revenues
	GF Reimbursement
	Tax on Benefits
	Net interest (3.0) 
	Total
	Scheduled Benefits
	Administrative Costs
	R&R Interchange
	Net increase end of year
	Assets at end of Yer
	Trust fund Ratio

	2012
	840.2
	589.5
	114.3
	27.3
	109.1
	785.8
	774.8
	6.3
	4.7
	54.4
	2,732
	341

	1.8
	109.1
	85.6
	16.5
	0.6
	6.4
	140.3
	136.9
	2.9
	0.5
	-31.2
	122.7
	110

	10.6
	731.1
	503.9
	97.7
	26.7
	102.8
	645.5
	637.9
	3.4
	4.1
	85.6
	2,610
	391

	2012
	840.2
	703.8
	0
	27.3
	109.1
	785.8
	774.8
	6.3
	4.6
	54.4
	2,732
	341

	2.31
	140.5
	131.1
	0
	0.6
	8.8
	140.3
	136.9
	2.9
	0.5
	0.2
	216.0
	154

	10.09
	699.7
	572.7
	0
	26.7
	100.3
	645.5
	637.9
	3.4
	4.1
	54.2
	2,516
	381

	2012
	840.2
	703.8
	0
	27.3
	109.1
	785.8
	774.8
	6.3
	4.6
	54.5
	2,733
	341

	2.39
	145.8
	135.7
	0
	0.6
	9.5
	140.3
	136.9
	2.9
	0.5
	5.5
	237.9
	166

	10.01
	694.4
	568.1
	0
	26.7
	99.6
	645.5
	637.9
	3.4
	4.1
	48.9
	2,495
	379

	12.4 Tax 
	Total Revenues
	Tax Revenues
	GF Reimbursement
	Tax on Benefits
	Net interest (3.0) 
	Total
	Scheduled Benefits
	Administrative Costs
	R&R Interchange
	Net increase end of year
	Assets at end of Yer
	Trust fund Ratio

	2013
	855.0
	726.2
	4.9
	21.1
	102.8
	822.9
	812.3
	6.2
	4.5
	32.1
	2,765
	332

	1.8
	111.2
	105.4
	0.7
	0.4
	4.7
	143.4
	140.1
	2.8
	0.6
	-32.2
	90.4
	86

	10.6
	743.8
	620.8
	4.2
	20.7
	98.1
	679.5
	672.1
	3.4
	3.9
	64.3
	2,674
	384

	2013
	855.0
	726.2
	4.9
	21.1
	102.8
	822.9
	812.3
	6.2
	4.5
	32.1
	2,766
	332

	2.30
	143.9
	134.7
	0.7
	0.4
	8.1
	143.4
	140.1
	2.8
	0.6
	0.5
	216.5
	151

	10.1
	711.1
	591.5
	4.2
	20.7
	94.7
	679.5
	672.1
	3.4
	3.9
	31.6
	2,548
	370

	2013
	855.0
	726.2
	4.9
	21.1
	102.8
	822.9
	812.3
	6.2
	4.5
	32.1
	2,765
	332

	2.45
	149.4
	143.6
	0.7
	0.4
	8.9
	143.4
	140.1
	2.8
	0.6
	6.0
	243.9
	166

	9.95
	705.6
	582.6
	4.2
	20.7
	93.9
	679.5
	672.1
	3.4
	3.9
	26.1
	2,521
	367

	12.4 Tax 
	Total Revenues
	Tax Revenues
	GF Reimbursement
	Tax on Benefits
	Net interest (3.0) 
	Total
	Scheduled Benefits
	Administrative Costs
	R&R Interchange
	Net increase end of year
	Assets at end of Yer
	Trust fund Ratio

	2014
	884.3
	756.0
	0.5
	29.6
	98.2
	859.2
	848.5
	6.1
	4.7
	25.0
	2,790
	322

	1.8
	114.9
	109.7
	0.1
	1.7
	3.4
	145.1
	141.7
	2.9
	0.4
	-30.2
	60.2
	62

	10.6
	769.4
	646.2
	0.4
	28.0
	94.8
	714.2
	706.8
	3.1
	4.3
	55.2
	2,729
	374

	2014
	884.4
	756.0
	0.5
	29.6
	98.2
	859.2
	848.5
	6.1
	4.7
	25.2
	2,790
	322

	2.23
	145.5
	136.0
	0.1
	1.7
	7.7
	145.1
	141.7
	2.9
	0.4
	0.4
	216.9
	149

	10.17
	738.9
	620.0
	0.4
	28.0
	90.5
	714.2
	706.8
	3.1
	4.3
	24.7
	2,573
	357

	2014
	884.4
	756.0
	0.5
	29.6
	98.2
	859.2
	848.5
	6.1
	4.7
	25.2
	2,790
	322

	2.31
	151.3
	140.8
	0.1
	1.7
	8.7
	145.1
	141.7
	2.9
	0.4
	6.2
	250.2
	168

	10.09
	733.1
	615.2
	0.4
	28.0
	89.5
	714.2
	706.8
	3.1
	4.3
	18.9
	2,540
	353

	12.4 Tax 
	Total Revenues
	Tax Revenues
	GF Reimbursement
	Tax on Benefits
	Net interest (3.0) 
	Total
	Scheduled Benefits
	Administrative Costs
	R&R Interchange
	Net increase end of year
	Assets at end of Yer
	Trust fund Ratio

	2015
	920.2
	794.9
	0.3
	31.6
	93.3
	897.1
	886.3
	6.2
	4.7
	23.0
	2,813
	311

	1.8
	118.6
	115.4
	0
	1.1
	2.1
	146.6
	143.4
	2.8
	0.4
	-28.0
	32.3
	41

	10.6
	801.6
	679.5
	0.3
	30.6
	91.2
	750.5
	742.9
	3.4
	4.3
	51.1
	2,780
	364

	2015
	920.2
	794.9
	0.3
	31.6
	93.3
	897.1
	886.3
	6.2
	4.7
	23.1
	2,813
	311

	2.24
	146.8
	143.6
	0
	1.1
	7.3
	146.6
	143.4
	2.8
	0.4
	0.2
	216.1
	148

	10.16
	773.4
	651.3
	0.3
	30.6
	86.0
	750.5
	742.9
	3.4
	4.3
	22.9
	2,607
	343

	2015
	920.2
	794.9
	0.3
	31.6
	93.3
	897.1
	886.3
	6.2
	4.7
	23.1
	2,813
	311

	2.24
	153.1
	143.6
	0
	1.1
	8.4
	146.6
	143.4
	2.8
	0.4
	6.5
	256.7
	171

	10.16
	767.1
	651.3
	0.3
	30.6
	84.9
	750.5
	742.9
	3.4
	4.3
	16.6
	2,557
	338


Source: 2017 Annual Report of the Board of Trustees of the OASDI Trust Funds
2. It is estimated that OASI must transfer to the DI trust fund $224.4 billion plus 2.5% annual interest to $240.4 billion, as if the OASDI tax rate had been adjusted right to accommodate the age of high rate of disability of the Baby Boomer generation, that nearly nearly depleted the fund 2009-2015. After a three year fascination with the zero growth Cost of Living Adjustment (COLA) $672 SSI (2009-2011) Congress intervened ineffectively. The weight of gold which came in to Solomon in one year was 666 talents of gold (1 Kings 10:14)(2 Chronicles 9:13). He who has an ear, let him hear. If anyone is to go into captivity, into captivity he will go. If anyone is to be killed with the sword, with the sword he will be killed. This calls for patient endurance and faithfulness on the part of the saints for forty-two months…He also forced everyone great and small, rich and poor, free and slave, to receive a mark on his right hand or on his forehead, so that no one could buy or sell unless he had the mark which is the name of the beast or the number of his name, This calls for wisdom. If anyone has insight, let him calculate the number of the beast, for it is man’s number. His number is 666 (Revelation 13:9, 10 & 16-18). O Prophet! why do you forbid (yourself) that which Allah has made lawful for you; you seek to please your wives; and Allah is Forgiving, Merciful (The Prohibition 66:1). O you who believe! save yourselves and your families from a fire whose fuel is men and stones; over it are angels stern and strong, they do not disobey Allah in what He commands them, and do as they are commanded (The Prohibition 66:6). Thy people called it a lie, and yet it is the truth. Say, I have not charge over you; to every prophecy is a set time, and in the end ye shall know (Cattle 6:66). Say: Come I will recite what your Lord has forbidden to you-- (remember) that you do not associate anything with Him and show kindness to your parents, and do not slay your children for (fear of) poverty-- We provide for you and for them-- and do not draw nigh to indecencies, those of them which are apparent and those which are concealed, and do not kill the soul which Allah has forbidden except for the requirements of justice; this He has enjoined you with that you may understand (Cattle 6:151).
D. The Social Security Caucus of 2011 publicly outlawed benefit cuts without privately redressing them. The Democratic Congress and President, then attempted to make law.  Public Law 111-147 exempted most employers from paying the employer share of OASDI payroll tax on wages paid during the period March 19, 2010 through December 31, 2010 to certain qualified individuals hired after February 3, 2010. Public Law 111-312, Public Law 112-78, and Public Law 112-96 reduced the OASDI payroll tax rate for 2011 and 2012 by 2 percentage points for employees and for self-employed workers. These laws require that the General Fund of the Treasury reimburse the OASI and DI Trust Funds for these temporary reductions in 2010, 2011, and 2012 payroll tax revenue, in order to “replicate to the extent possible” revenue that would have been received if the combined employee/employer payroll tax rates had remained at 12.4 percent for OASDI. During 2011 was the peak of the spending for the disability of the Baby Boomers when a 2.7% DI 9.7% OASI tax rate and 2012 when 2.8% DI 9.6% OASI tax rates was needed. The DI tax rate must be adjusted by Congress in Sec. 201(b)(1)(T) of the Social Security Act under 42USC§401(b)(1)(T). The temporary 2.37% DI rate CY 2016-2018 expires January 1, 2018. The 1.8% DI tax rate in Sec. 201(b)(1)(T) of the Social Security Act under 42USC§401(b)(1)(T) must be repealed and can be replaced for the next few years with either 2.1% DI tax, or 2.0% DI tax if OASI pays $240.4 billion for damages to acceptable 2.5% trust fund growth incurred during the years 2009-2015, to afford a 3.4% COLA and improve the trust fund ratio in the intermediate projection. 
Table I.D1 Bipartisan Budget Act 2016-2018
(billions)
	12.4 Tax 
	Total Revenues
	Tax Revenues
	GF Reimbursement
	Tax on Benefits
	Net interest (3%)
	Total
	Scheduled Benefits
	Administrative Costs
	R&R Interchange
	Net Increase end of year
	Assets at end of Yer
	Trust fund Ratio

	2016
	957.5
	836.2
	.1
	32.8
	88.4
	922.3
	911.4
	6.2
	4.7
	35.2
	2,847.7
	305

	2.37
	160.0
	157.4
	
	1.2
	1.4
	145.9
	142.8
	2.8
	.4
	14.1
	46.3
	22

	10.03
	797.5
	678.8
	.1
	31.6
	87.0
	776.4
	768.6
	3.5
	4.3
	51.0
	2,780.3
	364

	2017
	996.6
	873.6
	
	37.9
	85.1
	952.5
	941.5
	6.5
	4.5
	44.1
	2,891.8
	299

	2.37
	171.0
	167.1
	
	2.0
	1.9
	145.8
	142.8
	2.8
	.2
	25.1
	71.5
	32

	10.03
	825.6
	706.5
	
	35.9
	83.2
	806.7
	798.7
	3.7
	4.3
	19.0
	2,820.3
	347

	2018
	1,001.1
	883.4
	
	34.6
	83.1
	1,002.8
	991.8
	6.2
	4.9
	-1.7
	2,890.1
	288

	2.37
	172.9
	168.8
	
	1.5
	2.6
	149.3
	146.3
	2.8
	.2
	23.7
	95.2
	48

	10.03
	828.2
	714.5
	
	33.1
	80.6
	853.6
	845.5
	3.3
	4.7
	-25.4
	2,794.9
	330

	2018
	1,001.2
	883.4
	0
	34.6
	83.2
	995.9
	984.9
	6.2
	4.9
	5.3
	2,897.1
	290

	2.1
	153.7
	149.6
	0
	1.5
	2.6
	149.3
	146.3
	2.8
	0.2
	4.4
	75.9
	48

	10.3
	847.5
	733.8
	0
	33.1
	80.6
	846.6
	838.6
	3.3
	4.7
	0.9
	2,821.2
	333


Source: 2017 & 2018 Annual Report of the Board of Trustees of the Federal Old-Age and Survivors Insurance and Federal Disability Insurance Trust Funds
1. The 2.37% DI tax of the Bipartisan Budget increased the DI Trust Fund balance at year end from $32.3 billion in 2015 to $46.3 billion in 2016 when the trust fund ratio reached a low of 22%. By the end of 2018 the DI trust fund is estimated to recoup $95.2 billion in savings and a trust fund ratio of 48%, at the expense of a -$1.7 billion combined deficit and -$25.4 billion OASI deficit 2018. The 2.37% DI tax rate is obviously too high for the OASI trust fund to afford. However, the 1.8% DI tax rate is too low. Properly adjusted the OASDI tax rate should theoretically sustain account surpluses until 2021 when an OASI deficit causes a combined trust fund deficit of -$3 billion at either the 2.1% or 2.0% + $240 billion DI tax rate. Under current law in 2019 when the 2.37% DI tax expires an $11 billion DI deficit develops in 2019 and trust fund assets begin to decrease. By 2024 or 2025 the DI trust fund would be completely depleted. After a concurrent resolution on the budget is agreed to, it shall not be in order in the Senate to cause a decrease in social security surpluses or an increase in social security deficits relative to the levels set forth in the applicable resolution under 2USC§642(a)(3)(b). The Bipartisan Budget Act of 2015 was successful at correcting the DI deficit. The 2.37% DI tax became too much for the OASI trust to bear, without causing a combined deficit in 2018, and instead of reverting to the inadequate 1.8% DI tax rate, it is necessary to get the OASDI payroll tax rate distribution right. By amending the DI tax rate to 2.1% or 2.0% + $240 billion the DI deficit would be indefinitely postponed and 3% annual retiree population growth would not cause a deficit in the OASI Trust Fund or combined OASDI Trust Funds until 2021. SSA's system of documenting migrant workers seems to have limited damage caused by the collective expulsion of undocumented workers in 2017 and subsequently there has been a significant increase in legal immigration, the bull market is working and at 6.5% in 2018, the OASDI payroll tax is growing much better than 3% individual income tax growth, usually 8%. To promote individual and payroll tax revenues Congress is advised to legislate that SSA share Social Security Card issuing country of origin methodology, data entry and printing technology with Customs and the Internal Revenue Service, to replace the green card with an up to $10 entrance and exit fee under Art. 1 Sec. 9 Cl. 1 of the US Constitution.

Table I.E1 Actual Surplus of the Social Security Administration Trust Funds 2017 – 2022
(billions)

	12.4 Tax 
	Total Revenues
	Tax Revenues
	GF Reimbursement
	Tax on Benefits
	Net interest (3%)
	Total
	Scheduled Benefits
	Administrative Costs
	R&R Interchange
	Net Increase end of year
	Assets at end of Year
	Trust fund Ratio

	2017
	996.6
	873.6
	
	37.9
	85.1
	952.5
	941.5
	6.5
	4.5
	44.1
	2,891.8
	299

	2.37
	171.0
	167.1
	
	2.0
	1.9
	145.8
	142.8
	2.8
	.2
	25.1
	71.5
	32

	10.03
	825.6
	706.5
	
	35.9
	83.2
	806.7
	798.7
	3.7
	4.3
	19.0
	2,820.3
	347

	2018
	1,001.1
	883.4
	0
	34.6
	83.2
	1,002.8
	991.8
	6.2
	4.9
	-1.7
	2,890.1
	288

	2.37
	172.9
	168.8
	0
	1.5
	2.6
	149.3
	146.3
	2.8
	.2
	23.7
	95.2
	48

	10.03
	828.2
	714.5
	0
	33.1
	80.6
	853.6
	845.5
	3.3
	4.7
	-25.4
	2,794.9
	330

	2018
	1,001.1
	883.4
	0
	34.6
	83.2
	995.9
	984.9
	6.2
	4.9
	5.2
	2,897
	290

	2.37
	172.9
	168.8
	0
	1.5
	2.6
	149.3
	146.3
	2.8
	0.2
	23.6
	95.1
	48

	10.03
	828.2
	714.5
	0
	33.1
	80.6
	846.6
	838.6
	3.3
	4.7
	-18.4
	2,801.9
	333

	2018
	1,001.2
	883.4
	0
	34.6
	83.2
	995.9
	984.9
	6.2
	4.9
	5.3
	2,897.1
	290

	2.1
	153.7
	149.6
	0
	1.5
	2.6
	149.3
	146.3
	2.8
	0.2
	4.4
	75.9
	48

	10.3
	847.5
	733.8
	0
	33.1
	80.6
	846.6
	838.6
	3.3
	4.7
	0.9
	2,821.2
	333

	2019
	1,061.3
	941.0
	0
	38.2
	82.2
	1,061.5
	1,050.5
	6.1
	5.0
	-0.2
	2,889.9
	272

	1.8
	143.2
	138.6
	0
	1.7
	3.0
	153.0
	150.1
	2.8
	0.1
	-9.8
	85.3
	62

	10.6
	918.1
	802.4
	0
	36.5
	79.2
	908.5
	900.3
	3.3
	4.8
	9.7
	2,804.6
	308

	2019
	1,066.3
	941.0
	0
	38.2
	87.1
	1,052.2
	1,041.1
	6.1
	5.0
	9.1
	2,911.1
	275

	1.8
	143.5
	138.6
	0
	1.7
	3.2
	155.2
	152.2
	2.8
	0.2
	-11.7
	83.4
	61

	10.6
	922.8
	802.4
	0
	36.5
	83.9
	897
	888.9
	3.3
	4.8
	25.8
	2,827.7
	312

	2019
	1,066.3
	941.0
	0
	38.2
	87.1
	1,052.2
	1,041.1
	6.1
	5.0
	14.1
	2,911.2
	275

	2.1
	164.3
	159.4
	0
	1.7
	3.2
	155.2
	152.2
	2.8
	0.2
	9.1
	85
	49

	10.3
	902.0
	781.6
	0
	36.5
	83.9
	897
	888.9
	3.3
	4.8
	5
	2,826.2
	315

	2019
	1,348.6
	1,223.3
	0
	38.2
	87.1
	1,196.7
	1,041.1
	11.7
	5.0
	151.9
	3,049
	237

	2.1
	212.1
	207.2
	0
	1.7
	3.2
	155.2
	152.2
	2.9
	0.2
	56.9
	132.8
	49

	8.0
	909.6
	789.2
	0
	36.5
	83.9
	897
	888.9
	3.4
	4.8
	12.6
	2,833.8
	317

	2.3
	226.9
	226.9
	0
	0
	0
	144.5
	139.1
	5.4
	0
	82.4
	82.4
	0

	2020
	1,112.5
	988.5
	0
	42.2
	81.8
	1,129.2
	1,118.0
	6.1
	5.1
	-16.7
	2,873.2
	256

	1.8
	148.1
	143.5
	0
	1.8
	2.8
	157.2
	154.2
	2.8
	0.2
	-9.1
	76.2
	54

	10.6
	964.4
	845.0
	0
	40.4
	79.0
	971.9
	963.8
	3.2
	4.9
	-7.6
	2,797
	289

	2020
	1,133.2
	1,002.2
	0
	43.4
	87.6
	1,113.1
	1,101.6
	6.3
	5.2
	20.1
	2,931.2
	262

	1.8
	151.5
	145.5
	0
	3.2
	2.8
	161.4
	158.3
	2.9
	0.2
	-9.9
	73.5
	52

	10.6
	981.7
	856.7
	0
	40.2
	84.8
	951.7
	943.3
	3.4
	5.0
	30
	2,857.7
	297

	2020
	1,133.2
	1,002.2
	0
	43.4
	87.6
	1,113.1
	1,101.6
	6.3
	5.2
	20.1
	2,931.3
	262

	2.1
	175.7
	169.7
	0
	3.2
	2.8
	161.4
	158.3
	2.9
	0.2
	14.3
	99.3
	53

	10.3
	957.5
	832.5
	0
	40.2
	84.8
	951.7
	943.3
	3.4
	5.0
	5.8
	2,831.8
	297

	2020
	1,437.8
	1,303
	0
	44.4
	90.4
	1,292.6
	1,275.5
	11.9
	5.2
	145.2
	3,194.2
	236

	2.1
	226.7
	220.7
	0
	3.2
	2.8
	161.4
	158.3
	2.9
	0.2
	65.3
	198.1
	82

	8.0
	965.6
	840.6
	0
	40.2
	84.8
	951.7
	943.3
	3.4
	5.0
	13.9
	2,847.7
	298

	2.3
	245.5
	241.7
	0
	1
	2.8
	179.5
	173.9
	5.6
	0
	66
	148.4
	46

	2021
	1,167.0
	1,039.7
	0
	46.4
	80.9
	1,199.9
	1,188.3
	6.5
	5.1
	-32.9
	2,840.3
	239

	1.8
	155.4
	150.9
	0
	2.0
	2.5
	163.0
	159.7
	3.1
	0.2
	-7.6
	68.7
	47

	10.6
	1,011.6
	888.8
	0
	44.5
	78.3
	1,036.9
	1,028.6
	3.4
	4.9
	-25.3
	2,771.7
	270

	2021
	1,203.2
	1,067.3
	0
	47.7
	88.2
	1,170
	1,158.2
	6.5
	5.3
	33.2
	2,963.7
	251

	1.8
	160.9
	154.9
	0
	3.5
	2.5
	161.5
	158.3
	3.0
	0.2
	-0.6
	72.9
	46

	10.6
	1,042.3
	912.4
	0
	44.2
	85.7
	1,008.5
	999.9
	3.5
	5.1
	33.8
	2,890.8
	283

	2021
	1,203.3
	1,067.4
	0
	47.7
	88.2
	1,170
	1,158.2
	6.5
	5.3
	33.3
	2,964.6
	251

	2.1
	186.8
	180.8
	0
	3.5
	2.5
	161.5
	158.3
	3.0
	0.2
	25.3
	124.6
	62

	10.3
	1,016.5
	886.6
	0
	44.2
	85.7
	1,008.5
	999.9
	3.5
	5.1
	8
	2,839.8
	281

	2021
	1,530.6
	1,387.6
	0
	49.7
	93.3
	1,358.4
	1,340.8
	12.3
	5.3
	172.2
	3,366.4
	235

	2.1
	241
	235.0
	0
	3.5
	2.5
	161.5
	158.3
	3.0
	0.2
	79.5
	277.6
	123

	8.0
	1,025.1
	895.2
	0
	44.2
	85.7
	1,008.5
	999.9
	3.5
	5.1
	16.6
	2,864.3
	282

	2.3
	264.5
	257.4
	0
	2
	5.1
	188.4
	182.6
	5.8
	0
	76.1
	224.5
	79


Source: 2018 Annual Report of the Board of Trustees of the Federal Old Age Survivor Insurance Trust Fund and Federal Disability Insurance Trust Fund. Tax rate / 12.4 = Proportion x Combined payroll tax = Payroll Tax Revenues

E. Without an actuarial deficit resulting from perennial current year OASI outlay overestimation of 3% COLA and 3% OASI population growth or negative fluctuations in average annual 6.5% growth in payroll tax to afford 6% OASI outlay growth, there will be no actuarial deficit in 2018, 2021, or ever, because revenue growth should exceed outlays in any actuarial projection of the actual surplus. In actuality there are years when tax revenues might be less than 6.5% more than the year before, or even negative, and this causes an actuarial deficit or account deficit respective of a negative net increase in assets at year end. As long as there is a combined trust fund surplus it should be possible to distribute the costs amongst the program and avoid any account deficits. Methodology and issues to be voted upon, require that the comparative intermediate projections begin with 2017, 2018 redone twice, to account for the OASI outlay overestimate and optimal OASDI tax rate distribution and year thereafter re-done three times, under current law with 2018 OASI overestimate corrected, at the optimal OASDI tax rates and distributing the tax on the rich to three OASDI and SSI trust funds. 6.5% revenue and 5.9% outlay growth projection for 2019 in the 2018 Annual Report, is far more realistic than 10.5% revenue and 8.0% outlay growth estimated in the 2017 report. All years are redone to reflect average optimistic 6.5% payroll tax, 10% tax on benefits, 3.4% interest revenue DI trust fund, 3.0% interest revenue OASI trust fund, to sustain 6.0% OASI, 4.0% DI outlay, 3.0% Administrative and 2.0% R & R Interchange growth from 2018 revised for 5% rather than 6% OASI outlay growth. DI outlays should grow 4% annually to afford a 3% COLA and 1% population growth. At 6.5% OASI outlay growth is slightly overestimated for 2019, it should be 3.0% population growth + 3.0% COLA equal 6.0% OASI benefit outlay growth, this improves the OASI and combined trust fund ratio by 1%. This 1% seems to discredit the 2.1% DI tax rate and make it seem as if the 2.0% DI tax rate should be adopted to spare the OASI deficit, without necessarily reimbursing the DI trust fund $240 billion to sustain a 3% COLA, 1% population and trust fund growth into a future without poverty by 2030, when the DI tax rate is actually 2.1% for the intermediate projection, do not be fooled. 

1. The 2.1% DI tax rate is righter than 6% OASI growth with a 2% COLA and to prevent an unnecessary OASI deficit, Congress must not wait for the expiration of the 2.37% DI tax rate in 2019 from the Bipartisan Budget Act of 2015 to adopt a 2.1% DI tax rate beginning in 2018 for the intermediate projection under Sec. 201(b)(1)(T) of the Social Security Act under 42USC§401(b)(1)(T) FY18. By repealing ‘Adjustment of the contribution and benefit base’ tax loophole for the rich and DI tax exemption of Title I State retirement contributors and replacing it with ‘Supplemental Security Income Trust Fund’ Section 230 of the Social Security Act under 42USC§430.  State employees and the rich have an as of yet unfulfilled duty to contribute 12.4% of their income to the Supplemental Security Income, Old Age, Survivor, Disability Insurance Trust Funds.  It is estimated that by taxing state employees the full 12.4% OASDI tax the OASDI payroll tax-base would increase 3% to the same size as the Medicare tax-base, less extra high income tax. Taxing the rich the 12.4% OASDI tax on all their income is estimated to increase the tax-base  30%.  Combined, the repeal of the OASDI tax-loopholes for state employees and should increase the payroll tax-base by a total of 33%.  If the tax loophole repeal passes, it is estimated that SSI benefits would increase in stages, 228% the first year of the tax, 25% the second, 5% the third, and normal 4% growth the fourth, and thereafter, unless legitimate demands to end poverty by 2030, actuarial differences or market failure require a change in plans. It is estimated that the number of SSI beneficiaries would increase 225% from 8.1 million in 2018 to 18.5 million in 2019 to 23.1 million in 2020 with an average benefit of $589 a month, $7,069 a year, costing $163.2 billion in 2020, when the table above provides $173.9 billion, enough for 24.6 million average benefits. New monthly benefits must cost less than new monthly revenues to sustain an actual surplus.
F. The SSI program is a means-tested transfer program administered by the Social Security Administration (SSA).  SSI is authorized by Title XVI of the Social Security Act. Established in 1972 as part of Public Law 92-603, SSI began providing monthly cash payments in 1974 according to uniform, nationwide eligibility requirements to the needs aged (65 years of age or older), blind, and disabled. Most states also provide supplements to federal SSI benefits.  In 1972, Congress enacted the Supplemental Security Income (SSI) Program to assist "individuals who have attained age 65 or are blind or disabled" by setting a guaranteed minimum income level for such persons.  SSI is paid for by the General Fund.  States may also pay for, or supplement benefits to individuals.  The program went into effect January 1, 1974.  The Supplemental Security Income (SSI) is the program whereby the Commissioner of Social Security ensures that all aged, blind and disabled individuals who are determined to be eligible on the basis of their income and resources are paid benefits pursuant to Sec. 1611 of Title XVI of the Social Security Act under 42USC§1382.  In about half of the states, the federal SSI benefit is augmented by a state supplemental payment. SSI beneficiaries are immediately eligible for Medicaid in most states and, if they live independently, for food stamps, except in California where they are paid extra cash.  SSI is a great program.  The SSI program needs to desist with the zero growth policy, the in-kind-support mechanism (ISM) and disability requirements to use the program to end poverty, by budgeting for 4% growth to afford a 3% Cost-living-adjustment (COLA) and 1% population growth.  When Congress decides to tax the rich and distribute $227 billion (2019) and $245 billion (2020) to an SSI Trust Fund, the SSI population it is projected that the beneficiary population would increase 225%, 228% growth in outlays the first year, 25% the second year, 5% the third and 4% the fourth. 
SSI COLA, Rates, Beneficiaries, Payments, Costs, Total Outlays 1974-2020
	Year
	COLA
	Benefit Rate 
	Total Beneficiary

(thousand)
	Federal Payments (millions)
	Admin.

Costs (millions)
	Total Cost 

(millions)

	1974
	4.3%
	$146.00
	3,996
	3,833
	
	3,833

	1980
	14.3%
	$238.00
	4,142
	5,923
	668
	6,591

	1990
	4.7%
	$386.00
	4,817
	12,943
	1,075
	14,018

	2000
	2.5%
	$513.00
	6,602
	28,778
	2,321
	31,099

	2001
	3.5%
	$531.00
	6,688
	30,532
	2,397
	32,929

	2002
	2.6%
	$545.00
	6,788
	31,616
	2,522
	34,138

	2003
	1.4%
	$552.00
	6,902
	32,941
	2,656
	35,597

	2004
	2.1%
	$564.00
	6,988
	34,202
	2,806
	37,008

	2005
	2.7%
	$579.00
	7,114
	35,995
	2,795
	38,790

	2006
	4.1%
	$603.00
	7,236
	37,775
	2,916
	40,691

	2007
	3.3%
	$623.00
	7,360
	39,514
	2,857
	42,371

	2008
	2.3%
	$637.00
	7,521
	42,040
	2,820
	44,860

	2009
	5.8%
	$674.00
	7,677
	45,904
	3,316
	49,220

	2010
	0.0%
	$674.00
	7,912
	47,767
	3,629
	51,396

	2011
	0.0%
	$674.00
	7,866
	49,038
	3,931
	52,969

	2012
	3.6%
	$698.00
	8,040
	51,703
	3,881
	55,584

	2013
	1.5%
	$710.00
	8,144
	53,402
	3,789
	57,191

	2014
	1.7%
	$721.00
	8,162
	54,153
	3,990
	58,143

	2015
	1.5%
	$733.00
	8,142
	54,827
	4,242
	59,069

	2016
	0.0%
	$733.00
	8,088
	54,634
	4,212
	58,846

	2017
	0.3%
	$735.00
	8,038
	54,634
	4,123
	59,536

	2018
	2.0%
	$750.00
	8,078
	55,694
	4,247
	60,978

	2019 
	2.4%
	$768.00
	8,153
	57,547
	4,374
	

	2019 1%
	3.0%
	$773.00
	8,159
	57,922
	4,374
	63,313

	2019 Tax
	3.0%
	$773.00
	17,148
	139,100
	4,374
	143,474

	2020
	2.7%
	$789.00
	8,190
	59,362
	4,374
	63,736

	2020 1%
	3.0%
	$796.00
	8,240
	60,239
	4,505
	65,739

	2020 Tax
	3.0%
	$796.00
	22,948
	173,900
	4,505
	179,462


Source: Berryhill, Nancy. Acting Commissioner of Social Security. 2017 Annual Report of the Supplemental Security Income Program. September 1, 2017, July 31, 2018.  3% annual administrative cost increase effective 2018.
1. Supplemental Security Income (SSI) is a general assistance program with the same concept of qualifying disability as disability insurance (DI) but requiring an extremely low income and not requiring the beneficiary to have made any contributions.  People without a qualifying disability who have made no contributions their entire life automatically qualify for SSI at age 65. The term “disability” means inability to engage in any substantial gainful activity by reason of any medically determinable physical or mental impairment which can be expected to result in death or which has lasted or can be expected to last for a continuous period of not less than 12 months in Sec. 223 of the Social Security Act under 42USC§423(d)(1)(A). The monthly maximum SSI Federal amounts for 2018 are $750 for an eligible individual, $1,125 for an eligible individual with an eligible spouse, and $376 for an essential person.  Social security generally pays up to 150% of a qualifying beneficiary's original benefit to pay for a spouse and children. SSI pays 1.8 million child SSI benefits, 22% of 8.1 million federal SSI benefits in 2017. Child SSI benefits terminate at age 18 or upon graduation from high school at 19 0r 20, if the child is not diagnosed with a permanent disability.   
F. The prevalence rate for all Federal SSI recipients declined from 1975 through the early 1980s. In 1983, this percentage started increasing and continued to increase through 1996. The number of SSI recipients receiving Federal payments increased rapidly in the early 1990s due to the growth in the numbers of disabled adults and children. The growth in the numbers of children receiving SSI resulted in large part from the Supreme Court decision in the case of Sullivan v. Zebley, 110 S. Ct. 885 (1990), which greatly expanded the criteria used for determining disability for children. SSA determined that roughly one quarter of all beneficiaries – 1.85 million— could not manage their own benefits and appointed others to manage their funds.  The implementation of Public Law 104-121 and Public Law 104-193 resulted in a decline in the Federal recipient population from 1996 to 1997. From the end of 1997 through the end of 2000, the Federal SSI recipient population grew at an annual rate of less than 1%. From the end of 2000 to the end of 2008, the Federal SSI recipient population grew an average of 1.7% per year. From the end of 2008 to the end of 2012, the Federal recipient population grew an average of 2.7% per year due largely to the economic recession, the slow recovery from that economic downturn and age of highest incidence of disability for the Baby Boomer generation. In 2013, the Federal SSI recipient growth slowed to 1.3%, with much smaller growth in 2014. The Federal SSI recipient population decreased slightly in 2015, by roughly 0.2% relative to 2014.  Since 2016 the SSI population has remained 8 million although the number of applications and children growing up in poverty increases
Federally Administered SSI Population 1974-2020
(thousand)
	Year
	Applications
	New Recipients
	Deaths
	Other Terminations
	All Terminations
	Current Payment

	1974
	5,752
	4,398
	192
	210
	402
	3,635

	1975
	1,468
	931
	212
	401
	613
	3,893

	2000
	1,633
	748
	205
	498
	703
	6,320

	2005
	2,110
	854
	204
	524
	728
	6,819

	2006
	2,075
	849
	205
	522
	727
	6,939

	2007
	2,091
	844
	207
	513
	720
	7,061

	2008
	2,195
	930
	206
	563
	769
	7,219

	2009
	2,506
	1,006
	210
	639
	849
	7,423

	2010
	2,567
	1,055
	204
	615
	820
	7,656

	2011
	2,553
	1,042
	207
	634
	841
	7,866

	2012
	2,438
	973
	212
	611
	823
	8,040

	2013
	2,214
	918
	215
	602
	817
	8,144

	2014
	2,039
	812
	219
	621
	840
	8,162

	2015
	2,024
	800
	224
	602
	826
	8,142

	2016
	1,865
	768
	223
	602
	824
	8,088

	2017
	1,737
	768
	227
	565
	792
	8,067

	2018
	1,692
	732
	224
	588
	812
	7,987

	2019
	1,838
	777
	221
	551
	772
	7,989

	2019 1%
	2,025
	838
	218
	569
	787
	8,084

	2019 Tax
	23,961
	9,984
	254
	569
	823
	17,148

	2020
	1,957
	807
	221
	550
	771
	8,021

	2020 1%
	2,055
	880
	217
	582
	799
	8,165

	2020 Tax
	10,289
	4,287
	267
	750
	1,017
	20,418


Source: 2017 and 2018 Annual Report of the Supplemental Security Income Program. Pgs. 38-43 Deaths re-estimated + 0.3% of new benefits for healthy children.  Terminations for other reason arbitrarily increased to accommodate gainful employment in 2020.
1. To sustain healthy 1% population growth orphan should be made a qualifying disability for a compassionate allowance and federally recognize the orphanage as an institution due 30% of an orphan’s benefit for the duration that they are in the care of an orphanage. Orphans, including un-adopted adults orphaned before the age of 18, shall be considered a qualifying disability for a compassionate allowance by either DI or SSI depending on their contributions and status as a worker.  A reasonable allowance for the orphan shall paid from the orphan’s disability, that increases with age until the debit card becomes their candy, car and college savings at age 18. An orphan shall not automatically be eligible for SSI if they are adopted or if parental rights have not been terminated by final felony determination in Sec. 472 of Title IV of the Social Security Act under 42USC§672. An orphan is a child whose parents are dead or have abandoned them permanently. Adults can also be referred to as orphan, or adult orphans. However, those who reached adulthood before their parents died are normally not called orphans; the term is generally reserved for children whose parents have died while they are too young to support themselves.  In 2011, of the 73.7 million children under the age of 18, 28% (20.6 million) lived with one parent, and 4% of children lived with no parent. Approximately more than half of the children living with no parents were living with grandparents.  There are an estimated 428,000 children in foster care in the United States in 2015 and that number is growing. 269,000 children entered foster care and 243,000 exited. 55% are planned to be reunified with parents or principal caregiver, 3% live with other relative, 26% are adopted, 3% stay in long term foster care, 4% are emancipated, 3% guardianship, and 5% have not established a case plan. 135,000 children are adopted in the United States each year, 54,000 with child welfare agency involvement. Of the 111,000 waiting to be adopted, 62,000 had their parental rights terminated that year. The circumstances associated with the child's removal was neglect 61%, drug abuse (parent) 34%, caretaker inability to cope 14%, physical abuse 12%, child behavior problem 11%, housing 10%, parent incarceration 8%, alcohol abuse (parent) 6%, abandonment 5%, sexual abuse 4%, drug abuse (child) 2%, child disability 2%, relinquishment 1%, parent death 1%. and alcohol abuse (child) 0% The reason for the discharge of 248,496 children is reunification with parents or primary caregiver 51%, living with other relative 7%, adoption 23%, emancipation 8%, transfer to another agency 2%, runaway 0.4%, death of child 0.1%.  
G. SSI needs to stop discriminating on the basis of ISM (in-kind-support mechanism), simplify its application, publish an online SSI application form with optional disability questionnaire and stop taking all but $30 from people institutionalized in children's or old age homes.  There are several inefficiencies with the current SSI application form that cause administrative cost hyperinflation often in excess of 7%. These inefficiencies must be eliminated in the case of in-kind support and maintenance (ISM) rules and made optional in case of a medical diagnosis of permanent disability.  SSA needs to streamline their online application form to be able process the families of 16-24 million healthy children growing up below the poverty line.  Charitable givers require better protection from ISM, unfair judgment upon free food and housing. Social Security does tend to pay more if a person moves out on their own, but this is a labor intensive process. SSI recipients who live alone have high rates of poverty, with nearly 80% having household income below the poverty threshold, 30% of individuals receiving SSI benefits lived in the same household with at least one other SSI recipient.  ISM socially disrupts charitable giving and family cohabitation.  Homeless people don't report any ISM. If receiving free room and board it is probably better to file as a homeless person from a PO box or representative address.  It is hoped that the vast majority of the child beneficiaries anticipated by the tax on the rich would be represented, even entered into the Social Security Administration database, by their local school or using their address with permission.  Social Security online needs to develop an online SSI application with optional disability questions.  No ISM.    
1. SSI income verification is done by a person’s social security number under 26USC§6103(7)(D)(iii) of the Internal Revenue Code. SSA has access to the income information and only requires the law to provide confidential information to state agencies who administer certain other welfare programs under Sec. 1137 of the Social Security Act under 42USC1320b-7. The Act defines two kinds of income—earned and unearned. Earned income is wages, net earnings from self-employment, remuneration for work in a sheltered workshop, royalties on published work, and honoraria for services. All other income is unearned, including, for example, Social Security benefits, pensions, and unemployment compensation. The distinction between earned and unearned income is significant because different exclusions apply to each type of income. In the SSI program, food or shelter-related items an individual receives as a type of unearned income are called in-kind support and maintenance (ISM).  The value of ISM is estimated by using either the Value of the One-third Reduction (VTR) rule or the Presumed Maximum Value (PMV) rule. The VTR applies when a recipient lives throughout a month in another person’s household and receives both food and shelter from others living in the household. The VTR is equal to one-third of the Federal benefit rate (FBR) and this reduction is not rebuttable, even if the individual can show that the actual value is less. In all other cases where a recipient receives ISM, the VTR rule does not apply, and we calculate the value of ISM under the PMV rule. The PMV is the maximum amount we can count as income and is equal to one- third of the FBR plus $20. Unlike the VTR, the PMV is rebuttable. If an individual can show that the actual value of the food or shelter received is less than the full PMV, then social security counts the actual value of the food or shelter received as unearned income.  
2. Generally, if the item received is not food or shelter or cannot be used to obtain food or shelter, it will not be considered as income. For example, if someone pays an individual’s medical bills or offers free medical care, or if the individual receives money from a social services agency that is a repayment of an amount he or she previously spent, that value is not considered income to the individual. In addition, some items that are considered to be income are excluded when determining the amount of an individual’s benefit. The principal earned income exclusions are: The first $65 per month plus one-half of the remainder; Impairment-related work expenses of the disabled and work expenses of the blind.  Income set aside or being used to pursue a plan to achieve self-support (PASS) by a disabled or blind individual. The first $30 of infrequent or irregularly received income in a quarter. The principal unearned income exclusions are: The first $20 per month. Income set aside or being used to pursue a PASS by a disabled or blind individual. State or locally funded assistance based on need.  Rent subsidies under the Department of Housing and Urban Development programs. The value of supplemental nutrition assistance.  The first $60 of infrequent or irregularly received income in a quarter. 
3. The statute states that eligibility is restricted to individuals who have countable resources, determined monthly, that do not exceed $2,000 ($3,000 for a couple). Although the statute does not define “resources,” it lists those items that are not considered resources. Regulations define a resource to be a liquid asset, such as cash, or any real or personal property that individuals, spouses of individuals, or parents of a child under the age of 18 own and could convert to cash for their support and maintenance, but there are numerous and complex exceptions to this general rule. If an applicant disposes of resources at less than fair market value within the 36-month period prior to his or her application for SSI or at any time thereafter, he or she may be penalized. The penalty is a loss of SSI benefits for a number of months (up to a 36-month maximum).  The penalty does not apply if the applicant can show that the resources were disposed of exclusively for a purpose other than establishing SSI eligibility.  The principal resource exclusions are: The home and land appertaining to it, regardless of value. Life insurance policies whose total face value does not exceed $1,500. Burial funds not in excess of $1,500 each for an individual and spouse (plus accrued interest). Household goods, if needed for maintenance, use and occupancy of the home; Personal effects. An automobile, if used to provide necessary transportation. Property essential to self-support. 
4. State and local governments—rather than the Federal Government—traditionally have taken the financial responsibility for residents of their public institutions.  Residents of public institutions for a full calendar month are generally ineligible for SSI unless one of the following exceptions applies: The public institution is a medical treatment facility and Medicaid pays more than 50 percent of the cost of care, or in the case of a child under age 18. Medicaid or private health insurance pays more than 50 percent of the cost of care—in these situations, the SSI payment is limited to $30.  The public institution is a publicly-operated community residence that serves no more than 16 residents.  The public institution is an emergency shelter for the homeless—in these situations payments are limited to no more than 6 months in any 9-month period. The recipient was eligible under section 1619(a) or (b) for the month preceding the first full month in the public institution and permitted by the institution to retain any benefits—in this situation, payments are limited to 2 months.  A physician certifies that the recipient’s stay in a medical treatment facility is likely not to exceed 3 months, and SSA determines that continued SSI eligibility is necessary to maintain and provide for the expenses of the home to which the individual will return. In this situation, the recipient may continue to receive the full benefit for any of the first 3 full months of medical confinement if he or she meets all other conditions for payment.  When individuals enter medical treatment facilities in which Medicaid pays more than half of the bill, the law generally requires SSA to reduce their monthly Federal benefit rate to $30 beginning with the first full calendar month they are in the facility. In the case of an individual under age 18, the $30 payment amount is also applicable if private insurance or a combination of Medicaid and private insurance pays more than half the bill. In these cases, the SSI program provides up to $30 a month for small comfort items not provided by the facility.  The custom of taking of all but $30 from SSI beneficiaries while they are in the long-term care of a hospital or nursing facility needs to be abolished under Sec. 1161(e)(1) of the Social Security Act under 42USC§1382(e)(1). SSI beneficiaries in nursing homes are due at least 30% of their benefits and the nursing home no more than 70%, whereby the residents own the home under Housing and Urban Development (HUD) guidelines.
Part III Mental Illness
Art. 6 Mental Health 
§186 Old World Psychiatry 
A. The foundation of Psychiatry is attributed to Galen, born AD 129 in Pergamum, in what is now Turkey.  He died about AD 216. His massive writings on medicine included the theory of the humours or body fluids (like blood) whose preponderance had a marked affect on a person's health and personality. The subsequent history dates from the late 11th century, Hunain ibn Ishaq's Arabic translations of Galen, commentaries by Arab physicians, and sometimes the original Greek, were translated into Latin. These became the basis of medical education in the European universities that started in the late 12th century.  After which time English law began paying attention to the plight of the mentally ill and poor.

1. The AD 1339 Statute of the De Praerogativa Regis, limited the King's jurisdiction (already existing) over the estates of idiots or natural fools, whose profits he was to take, but for whom he was to find necessaries. For anyone 'that beforetime hath had his wit and memory' and should 'happen to fail of his wit' ... the King was to keep his estate safe and maintain him and his household competently out of his profits, but the King was to take nothing for his own use" Until the English civil war and interregnum, all land reverted to the king on the chief tenant's death, to be reclaimed by any lawful heir on payment of a fee. The King's Officers, throughout the country, who regulated these affairs were called "Escheators". The Escheators also held the inquisitions to determine if a land holder was a lunatic or idiot.

2. English legislative history of mental health shows a vacillation between repression and charity and always through the overseers of the mentally ill.  The laws that impact the mentally ill not directly treating upon the lunatic asylum are those pertaining to the poor, the drunk, vagrants and the treatment of prisoners.  To show a continuity of care and the international character of the treatment of mental illness British history is laid out in this section before comparing it to American mental health legislation that is much more one sided in their support of the liberty of the alleged mentally ill in cooperation with famous advocates who remain in the history although the laws fade away.        

B. The first lunatic asylum in England is attributed to the religious priory of St Mary of Bethlem, in London, that was confiscated by King Edward 3rd in 1375, and used for lunatics from 1377. Between 1403 and 1404 Bedlam had just six insane patients and three who were sane, by the 17th century it had only 30 patients. Its showy replacement, the Moorfields Bedlam, opened in 1676.  A 1403 Report of a Visitation which had enquired into the deplorable state of affairs at Bethlem Hospital led to a report of a Royal Commission, in 1405, as to the state of lunatics confined there.  In the report Spain was been described as the cradle of humane psychiatry because of the treatment at asylums such as Valencia, Sargossa, Seville, Valladolid, Palma Mallorca, Toledo (the Hospital de Innocents) and Granada. Valencia, opened at the beginning of the 15th century, it is said, “to have removed chains and used games, occupation, entertainment, diet and hygiene as early as 1409.”  In 1494 the Vagabonds and Beggars Act reneged "Vagabonds, idle and suspected persons shall be set in the stocks for three days and three nights and have none other sustenance but bread and water and then shall be put out of Town. Every beggar suitable to work shall resort to the Hundred where he last dwelled, is best known, or was born and there remain upon the pain aforesaid". In 1518 King Henry 8th, on the advice of his court physician, founded the Royal College of Physicians (London) to control who practiced as a physician in London and so protect the public from quacks. In 1540 the Court of King's Wards was established to exercise the royal prerogative over idiots, and subsequently over lunatics, until 1661

C. Queen Elizabeth passed a series of bills to redress the increasing poverty problem from the decay of feudalism and dissolution of the monasteries.  The 1598 Poor Law Act directed every parish to appoint overseers of the poor to find work for the unemployed and set up parish-houses for poor people who could not support themselves. The 1601 Poor Law Act remained in force until 1834, and is therefore usually referred to as the "old" or "Elizabethan" poor law.  The act made provision to levy a compulsory poor rate on every parish, to provide working materials and work and apprenticeships for orphans, to provide relief to the deserving poor, to collect a poor relief rate from property owners and make parents responsible for their children. 
D. In 1661 Royal prerogative over idiots and lunatics moved from the Court of King's Wards to the Lord Chancellor. The 1679 Habeas Corpus Act "you may have the body". A writ of habeas corpus requires someone holding a person in prison to produce the person to a court. "roughly speaking the result is this - any person who stands committed for any crime except for treason or felony plainly expressed in the warrant of commitment, is to have the writ. He is to be able to get it in vacation time as well as term time. The chancellor or any judge to whom he applies must grant it, or incur a penalty of £500. The gaoler must make the return within a very brief time, or incur a penalty. No person is to be sent into prison out of the kingdom; anyone who breaks this rule is to incur the penalty of a praemunire and be incapable of pardon. Prisoners who are committed for treason or felony are to have the right to a speedy trial. The heavy penalties which judges and gaolers incur if they break this act are given to the injured person, may be sued for by him as debts; this scheme makes it impossible for the king to protect or pardon them, for the king has no power to forgive a debt due to his subjects." 

E. During the Renaissance, madmen were characterized as fools who figured prominently in the writings of Shakespeare and Cervantes. Beginning in the 17th century, madmen were confined and locked away, justified by the state's "imperative of labor." The poor, criminals, and the insane were all isolated as a condemnation of anyone unwilling or unable to compete for gainful employment.  The 1717 Vagrancy Act contains a section: "And whereas there are sometimes in parishes, towns and places, persons of little or no estates, who, by lunacy, or otherwise, are furiously mad, and dangerous to be permitted to go abroad, and by the laws in being, the Justices of Peace and officers have not authority to restrain and confine them; be it therefore enacted by the authority aforesaid, that it shall and may be lawful for any two or more of the Justices of the Peace of any county, town or place in England, Wales or Town of Berwick upon Tweed, where such lunatic or mad person shall be found, by warrant under their hands and seals, directed to the constables, church-wardens, and overseers of the poor of such parish, town or place, or some of them, to cause such person to be apprehended..." 
2. The Workhouse Test Act of 1723 for amending the laws relating to the settlement, employment and relief of the poor allowed parishes, singly or as unions, to set up workhouses and that the prospect of workhouse should act as a deterrent and that relief would only be available to those who were desperate enough to accept the its regime.  The Royal College of Physicians was made responsible for licensing London's madhouses by the 1774 Madhouse Act. The Act was to continue for five years. The 1779 Madhouse Continuation Act continued it for another seven years and the 1786 Madhouse Law Perpetuation Act continued it indefinitely. Several attempts to replace it were made but it survived unscathed until repealed by the 1828 Madhouse Act.  Thomas Gilbert's Act - 1782 For the Better Relief and Employment of the Poor aimed for county organization, with counties divided into unions of parishes, possibly corresponding to the old Hundreds, to provide workhouses for the old, the sick and infirm, and orphan children. "Able-bodied paupers were not to be admitted but found employment near their own homes, with land-owners, farmers and other employers receiving allowances to bring wages up to subsistence levels"Patterned after the habeas corpus clause of the US Constitution the 1794 Habeas Corpus Suspension Act, suspended Habeas Corpus until February 1795. Act introduced after the arrest of leaders of the Constitutional and Corresponding Societies. It was renewed repeatedly until 1801 - with a possible hiatus in the period 1795/1797

F. In the early 1800s madmen were separated from prisoners and beggars and forced into hospitals run by medical doctors. Madness was reinvented as a disease, and inhumane treatment was begun. It consisted of classification, custody, and coercion by a psychiatric authority, which operated as an arm of the state, ridding it of unwanted individuals. Psychiatry became "a jurisdiction without appeal ... between the police and the courts ... a third order of repression"  1800 Criminal Lunatics Act  Royal Assent 28.7.1800  An Act for the Safe Custody of Insane Persons Charged with Offenses made provisions for the safe custody of persons: a. charged with treason, murder or felony, who were acquitted on the grounds of insanity b. indicted and found insane at the time of arraignment c. brought before any criminal court to be discharged for want of prosecution who appeared insane d. apprehended under circumstances denoting a derangement of mind and a purpose to commit an indictable offence.  e.  appearing to be insane and endeavouring to gain admittance to the royal presence by intrusion on one of the royal residences. The 1808 County Asylums Act Royal Assent 23.6.1808 was, An Act for the better Care and Maintenance of Lunatics, being Paupers or Criminals in England "Whereas the practice of confining such lunatics and other insane persons as are chargeable to their respective parishes in Gaols, Houses of Correction, Poor Houses and Houses of Industry, is highly dangerous and inconvenient", County JPs were given powers to construct asylums. 
1. In 1838, Richard Paternoster was released from the “madhouse” after being confined there for 41 days. After he was discharged, he advertised in a newspaper for fellow sufferers to join him in a campaign to redress abuses suffered by mental patients. Initially, he was joined by four men, the most influential being John Perceval, son of the assassinated prime minister. Perceval was in the asylum administered by Edward Long Fox, which was known then as the foremost institution of its kind. Such was Dr. Fox’s reputation that he had been invited to treat the madness of King George III. Yet, reputation not withstanding, Perceval said that his care in the asylum was barbarous. Paternoster and Perceval were joined by William Bailey, an inventor who had spent 5 years in madhouses, and Dr. John Parkin, another ex-patient. The four men named their self-help group The Alleged Lunatics’ Friend Society. The objectives of the society were to reduce the likelihood of illegal incarceration and improve the condition of asylums, to offer help to discharged patients, and to convert the public to an enlarged view of Christian duties and sympathies

2. The 1845 Lunacy Commission was synonymous with the County Asylums Act.  It considers the Lunacy Commission as a government department, its powers, and its relationship to other departments. It considers the growth and change in the Physician, Metropolitan and Lunacy Commission over the whole period from 1774 to 1849. It explains the inter-related department of "Chancery Visitors". 1867 Metropolitan Poor Act was "An Act for the establishment in the Metropolis of Asylums for the Sick, Insane, and other classes of the poor, and of dispensaries, and for the distribution over the Metropolis of portions of the charge for poor relief, and for other purposes relating to poor relief in the Metropolis" Royal Assent 29.3.1867.  1870 Census of England Act section 4 "Schedules shall be prepared... with particulars of the name, sex, age, rank, profession or occupation, condition, relation to head of family, and birthplace of every living person... and also whether any were blind, or deaf and dumb, or imbecile or lunatic;..."  1879 Habitual Drunkards Act subsequent Acts were known as Inebriates Acts defined a habitual drunkard as a person who, not being amenable to any jurisdiction in lunacy, is notwithstanding, by reason of habitual intemperate drinking of intoxicating liquor, at times dangerous to himself or herself or to others, or incapable of managing himself or herself or his or her affairs. It made control easier and allowed local authorities to set up retreats. 

G.  Sigmund Freud and Karl Jung founded modern psychoanalysis at the turn of the 20th century, a time when institutional psychiatry was at the heart of the fascist movement and a new perspective was needed to treat patients with mental disorders with dignity.  They pioneered psychoanalysis as a form of counseling and self-understanding. Deinstitutionalization in Europe occurred in the 1970s led by Italian psychiatrist Franco Basaglia.  While working at the asylum in Trieste, came to believe that mental illness was not a disease but rather an expression of human needs. Over the next decade he personally mobilized an anti-psychiatry movement in Italy that culminated in the 1978 Italian National Reform Bill that banned all asylums and compulsory admissions and established community hospital psychiatric units, which were restricted to 15 beds. This reorganization of mental health services in Italy resulted in the "democratic psychiatry movement," wherein hundreds of psychiatric institutions were closed throughout Europe, New Zealand, and Australia, including many in Ireland and Finland, where the highest number of asylum beds were located.  Contemporary British Mental Health Law is founded in the 2006 and 1999 amendments to the 1983 Mental Health Act.  This guidance for those concerned with the admission of patients under the Mental Health Act 1983 is intended to accommodate the needs, rights and entitlements of mentally disordered persons who are detained under relevant mental health legislation. Much of the code of practice is equally applicable to informal patients. 
§187 American Psychiatry 
A. During the American colonial era, people did not understand mental illness. Some considered mental illness to result from demonic possession however by the end of the colonial era people began to argue that mental illness had natural causes such as disease and stress.  At this time there were few attempts at treatment and little expectation of recovery.  Community attention typically was shown not out of concern for individuals with mental illness but control those who posed a nuisance or danger to the community.  People with mental illness who were poor were treated no differently than other poor and dependent populations such as the sick, elderly or orphaned.  Local communities were solely responsible for their care.  Families would take care of their own, sometimes with a subsidy from the local government.  Care was often brutal and violent with the mentally ill chained in their homes or jailed if they were too prone to violence for the family.  There was a phobia of dependency that led many communities to chase out undesirables.  When communities grew larger workhouses, houses of detention and almshouses began to care for the mentally ill but without special attention for their mental condition.   

1. The Pennsylvania Hospital, was founded in the USA in 1751, it was the first public hospital for the mentally ill indigents in Philadelphia.  People were subjected to strict discipline and physical punishment, such as whippings, if they violated rules and it was no uncommon for them to wear leg irons and to be chained to the walls or floor.  It became customary to charge admission fees to the public to view the hospitalized people with mental illness.   The first hospital exclusively for people with mental illness opened in Williamsburg, Virginia in 1773.  It was paid for with state funds and was developed because of the disruption that the mentally ill were causing in the almshouses.  

B. The moral treatment era began at the end of the colonial era.  Moral treatment was loosely defined to aid people with mental illness to develop internal controls in order to self-regulate their illnesses.  This was to be achieved by living in a small, quiet facility located in the country, by receiving kind and gentle treatment rather than physical punishment and by adhering to a strict daily routine.  Facilities were to provide asylum from societal stresses.  Treatment of insanity consisted of raising the physical health to the highest condition it is capable of obtaining by plenty of good nutriment, sleep, fresh air, cleanliness, exercise and suitable medication.  In diverting the mind from its hallucinations and absorbing delusions by means of work, books, papers, music, dancing, billiards, croquette, etc.  In encouraging the patient to express his self-control, and in firmly, though gently impressing upon him the necessity of submitting to a healthy disciplines and of accommodating himself to his environment.  

1. The Friend’s Asylum founded by the Quakers in 1817 and the Bloomingdale Asylums in New York were successful private asylums.  Evidence suggests that these early asylums largely were successful in creating the type of atmosphere conducive to moral treatment.  Religious organizations would pay for the treatment of people with mental illness who were unable to pay for them.  These early asylums proclaimed high cure rates.  One asylum superintendent declared a cure rate of 82% in 1834 and another declared in 1842 to have cured the mental illness of all the people he had treated.  At this time the use of public almshouses for the care of people with mental illness expanded in the 1800s.  The almshouses had high mortality rates, fed its residents a near starvation diet, and mixed mentally ill with other residents.  People with mental illness continued to be shackled to the floor and tied to furniture.  By the end of the 1820s most states were beginning to realize that private asylums were not going to meet the public needs and that government action would be required.  

C. In the 1840’s and 1850’s Dorothea Dix established over 30 state mental institutions with maximum capacities of 250 patients.  She began her campaign for people with mental illness in Massachussetts.  During 1841 and 1842 she visited every private asylum, jail and almshouse in the state, as well as some private houses caring for people with mental illness and found deplorable conditions.  She compiled her findings into a written report with she presented of the Massachusetts legislature saying, “I proceed, Gentlemen, briefly to call your attention to the present state of Insane Persons confined within this Commonwealth, in cages, closets, stalls, pens, chained, naked, beaten with rods, and lashed into obedience”.  Combining these horrific accounts with reports of the generally accepted high cure rates of private asylums, Dix’s advocacy helped gain passage of state legislation in Massachusetts and later in other states that funded the building of 30 state hospitals including St. Elizabeth’s hospital in Washington DC.  Dix was successful because she was able to humanize people with mental illness.  In 1854 President Pierce vetoed a bill that would have transferred federal lands to states to support the development of public asylums that the legislature was not able to override. The federal government did not get involved in mental health for another century.

1. Dix limited the size of asylums to not more than 250.  In 1880 US Census included a count of people with mental illness.  It identified over 90,000 citizens with mental illness, of whom 9,000 were in almshouses, approximately 40,000 were in public asylums and the remainder were in their own homes.  At the turn of the century the growth of public asylums could not meet the demand and they increasingly could not provide treatment to those placed in their care, State legislatures underestimated demand and did not authorize sufficient numbers of facilities or beds.  Overcrowding of asylums often occurred soon after they were opened.  By 1900 many public asylums had 3,000 or more patients from the large influx of immigrants who were often poor and were diagnosed to have high rates of mental illness.  Of 11,141 admissions to the New York City asylum between 1847 and 1870 77% were immigrants, 61% Irish and 24% German.   Overcrowding of public asylums negated efforts to apply moral treatment and by 1870s there were again complaints of physical abuse in public asylums.        

2. Elizabeth Parsons Ware Packard was involuntarily confined in an Illinois public asylum between 1860-1863 on an order initiated by her husband and eventually won her release through a writ of habeas corpus.  She went on to author five books and become a nationally prominent advocate for the revision of civil commitment laws.  She wrote, “I now know it to be too sadly true, for the Statute of Illinois expressly states that a man may put his wife into an Insane Asylum without evidence of Insanity…The law and society have so regulated this principle life, liberty and pursuit of happiness that the insane are permitted to be treated and regarded as having no rights that any one is bound to respect…Whoever can leave an insane asylum without a feeling of moral degradation and a self loathing debased human feeling of himself, as a human being, must have attained to the highest plane of divine influences”. Differential care also was found between private asylums with more intensive care going to the people of the upper classes.  Private asylums spent considerably more per patient than public asylums.  African Americans received the poorest care and were frequently refused service.    

D. Social reforms of the Progressive Era brought a new sense of optimism for people with mental illness.  Psychiatrists espoused that new, innovative treatment techniques could prevent or cure most mental illnesses.  This movement was labeled ‘mental hygiene’.  Like moral treatment, the mental hygiene movement was vaguely defined and meant different things to different people. At its most basic level, it sought to obviate the need for long-term care in state hospitals through the development of preventive programs.  Attempts were made to board people with mental illness into non-relative family homes.

1. Clifford Beers wrote an autobiography titled The Mind that Found Itself in 1908.  This book quickly received international acclaim.  He wrote of his treatment and perceptions of the system while hospitalized for 3 years beginning in 1900, in three hospitals, two private and one public.  Adding to the power of this book was that he freely admitted that he had mental illness and needed treatment but the hospitals had not helped him.  Beers described, “The two attendants threw me off the bed and choked me so severely that I could feel my eyes starting from their sockets…I can recall as especially noteworthy ten instances of atrocious abuse.  Five patients were chronic victims, beaten frequently… The central problem in the care of the insane is the elimination of actual physical abuse”. Margaret Isabel Wilson hospitalized between 1931 and 1937 wrote, “I can count the blessings I sorely missed at Blackmoor (1) liberty, (2) my vote, (3) privacy, (4) normal companionship, (5) personal letters and uncensored answers, (6) useful occupation, (7) play, (8) contacts with intelligent minds, (9) pictures, scenery, books, good conversation, (10) appetizing food.    

E. Between 1880 and 1923 the total population more than doubled from 50 million to 109 million.  There was a decrease in the number of people with mental illness confined to almshouses.  In 1880 the total almshouse population was 66,000 of which 24% were people with mental disorders. In 1923 the total almshouse population was 78,000 of which 5.6% were people with mental illness.  In 1939 1,300 people were in family care homes, this was only 3% of the hospital population.  It was however difficult to find reputable families and communities welcoming mentally ill people.  Between 1903 and 1940 the number of people in state hospitals rose from 150,000 to 450,000 reaching a peak in 1955 with over 550,000 patients.  State hospitals began admitting people with a greater range of illnesses than they had traditionally admitted including an increase in the number of elderly who were senile.  Work became increasingly medicalized.  These hospitals began to use a number of new and invasive medical treatments for mental illness such as inducing a fever and shock therapy with insulin. 

1. As another form of social control the eugenics movement targeted people with mental illness along with people with mental retardation, some types of criminals and selected other groups at the dawn of the 20th century.  This movement sought to improve the hereditary qualities of Americans by promoting reproduction of the “fit” and reducing reproduction of the “unfit”.  Eugenics was manifested in at least two ways.  First, by restricting the rights of people with mental illness to marry beginning with Connecticut in 1896 that most other states emulated.  Second, by surgically sterilizing both males and females beginning with Indiana in 1907 and followed by 30 others.  Between 1907 and 1946 45,127 were surgically sterilized under these laws, 47% were people with mental illness, 49% were people with mental retardation and the remaining 4% others.  

2. By 1940 almost every hospital in the United States was using electroshock therapy and it became very criticized   The most invasive procedure was a psychosurgery known as lobotomies involving surgically severing the fibers that joined the prefrontal lobe with the rest of the brain.  This procedure was used typically with people with psychoses who had not responded to shock therapy, ie. Had been electrocuted into a stupor.  The lobotomy began during WWII in the early 1940s and reached its peak in 1949 when over 5,000 people with mental illness received lobotomies.  Although highly criticized because the effects were irreversible and the potential for abuse existed use of lobotomies did not cease until after the introduction of psychotropic medications in the mid-1950s.

3. In 1948 Deutsch’s Shame of the States provided vivid descriptions of the poor conditions of state hospitals were derived from his visits to facilities across the country.  Deutsch wrote, “The insane have not vote, so calculating politicians, in the absence of public pressures, tend to forget their desperate needs.  The personal friends and relatives of the institutionalized insane do vote, but they are generally frightened, confused and ashamed.” Of his tour he wrote, “Many patients were strapped to their beds by leather thongs.  Others sat rigid in chairs to which they had been bound hand and foot.  Still others lay tightly wrapped up on “restraining sheets.”  Steel handcuffs restrained the movements of a large number of patients.  Fully one out of every four patients was under some form of mechanical restraint.  Many more were in what is called “chemical restraint” that is, doped up to render them quiet and tractable…There was a general agreement that too many patients had become institutionalized and hence were destined to spend the rest of their lives as pitiful guests dependent on public largesse.  Brutality and neglect were endemic. Thorazine and Serpasil helped to manage the symptoms and control the behavior of large numbers of hospital patients.  By the early 1960s almost half of all state hospital patients were receiving these new medications.  The new drugs produced physical side effects – mostly tardive dyskinesia, the deadly disease Parkinson’s.
§188 Deinstitutionalization
A.A number laws from the 1940s to mid 1970s resulted in a massive reduction in the number of people in public psychiatric hospitals.  Labeled “deinstitutionalization” this movement sought both to reduce the hospital census and to provide treatment to people with mental illness in the community.  From its high point of approximately 550,000 patients in public psychiatric hospitals in the mid 1950s the census reached 54,826 by the end of 2000.  The legislative history of the mental health system in the United States of America did not formally begin until 1946 when President Truman signed the National Mental Health Act, calling for the establishment of a National Institute of Mental Health (NIMH) at the behest of Clifford Beers, the alleged mentally ill founder of the mental hygiene movement, that is now the National Mental Health Association.  Concerned for their liberty interest the federal legislature has been much more skeptical of psychiatric institutionalization than British Parliament.  The only impetus behind federal mental health legislation in the US has been the anti-psychiatry, de-institutionalization movement.  The Council of State Governors conducted a survey of the 48 states in 1948 making 40 recommendations to improve the mental health system.  Improving state hospitals and developing outpatient clinics and other community resources for people with mental illness.  It argued for better coordination between hospitals and community mental health services by placing both service types under a single mental health authority.

2. The Mental Health Study Act of 1955 (P.L. 84-182) called for "an objective, thorough, nationwide analysis and reevaluation of the human and economic problems of mental health".  The Joint Commission on Mental Illness and Health published its final report in 1961 making recommendation improving state hospitals, expanding community psychiatric services, better coordinating mental health and social services emphasizing the need for public information on mental illness to curtail the harmful effects of stigma recommending that one community mental health clinic be developed for every 50,000 people by doubling expenditures in five years and tripling within 10 years to equalize payments between the state and federal governments.  

3. Congress quickly passed the Mental Retardation Facilities and Community Mental Health Centers Construction Act of 1963 (P.L. 88-164), NIMH assumed responsibility for monitoring the Nation's community mental health centers (CMHC) programs. The Social Security Amendments of 1965 (P.L. 89-97) established the Medicare and Medicaid program.  Although the decrease in state hospital census began at the time of the introduction of psychotropic medications in the mid 1950s it proceeds at a pace of less than 2% annually through 1965 at which time it accelerated.   The Supplemental Security Income program was established in 1972 continuing to finance the liberation from the general hospital to the community.    

B. In the 1960s and 70s there was a flourishing in anti-psychiatry literature.  In Kesey's 1962 novel, One Flew Over the Cuckoo's Nest, exposed the abuses of psychiatry, which contributed to reforms in mental health public policy. David Bazelon, a jurist of the powerful United States Court of Appeals for the District of Columbia, deplored authoritarian psychiatric practices. In 1966, he established in Lake v. Cameron that all psychiatric treatment must be carried out in the least restrictive setting possible. In the early 1970s the anti-psychiatry attorney Bruce Ennis created the "Mental Health Bar." Its goal was to completely abolish involuntary commitments or prevent them by making them too arduous to secure. These and other initiatives heralded the release of hundreds of thousands of patients from state hospitals.  In The Divided Self: An Existential Study in Sanity and Madness, a best-seller in colleges across the United States and Great Britain, Laing noted that a patient with psychosis could be viewed in one of two ways: "One may see his behavior as 'signs' of a 'disease' or one may see his behavior as expressive of his existence. Paranoid delusions were not signs of an illness but an understandable reaction to an inescapable and persecutory social order. Schizophrenia is not a disease but rather an existential fight for personal freedom that could be cured through social remediation”. Over 20 therapeutic communities throughout England where staff and patients assumed equal status and any medication used was voluntary. A recounting of a seven-week stay in one of these communities was chronicled in the 1972 film Asylum

1. Since the 1970s the consumer movement usurped the anti-psychiatry movement that began as "largely an intellectual exercise of academics".  Consumerists wanted to keep their movement in the hands of prior patients. They had no interest in being led by psychiatrist intellectuals who had done little during the anti-psychiatry movement to "reach out to struggling ex-patients" With over a half million deinstitutionalized patients to draw from, there was a potential for the new anti-psychiatry consumerist coalition 
to be extensive. Many former patients, angry about the coercive treatment they had received and looking for support and identity, would be ideal carriers of the anti-psychiatry message. They joined local consumerist radical groups, and new ex-patient leaders arose.

2. The formative years of this movement in the United States saw "survivors" promoting their anti-psychiatry, self-determination message through small, disconnected groups, including the Insane Liberation Front, the Mental Patients' Liberation project, the Mental Patient's Liberation Front, and the Network Against Psychiatric Assault. The fragmented networks communicated through their annual Conference on Human Rights and Psychiatric Oppression (held from 1973 to 1985), through the ex-patient-run Madness Network News (from 1972 to 1986), and through the annual "Alternatives" conference funded by the National Institute of Mental Health for mental health consumers (from 1985 to the present). Similar groups arose throughout Canada and, later, Europe, where the name "survivor" brought more public criticism because of its association with the holocaust. The movement searched for a unifying medium through which to integrate.
3. Judi Chamberlin wrote in her book On our Own: Patient-Controlled Alternatives to the Mental Health System (McGraw-Hill, 1979): Mental health and mental illness are terms that have entered the popular vocabulary. Yet they are terms that few people can define. Lay people and psychiatrists alike tend to call people mentally healthy when they like their behavior and mentally ill when they dislike their behavior, ie. whether or not they pay.  Unlike physical illnesses, which affects particular parts of a person's body, mental illness affects that abstraction known as the mind. Once it has been decided that a person has a sick mind, enormous social consequences ensue. A finding of mental illness, which is often a judicial, as well as a medical, determination, frequently results in loss of liberty.  In 1986 the survivor-anti-psychiatry-consumerist triumvirate succeeded in getting 
Congress to mandate independent protection and advocacy programs for people with mental illness in all 50 states. The mission to investigate allegations of patient abuse came with a mandate that at least 60 percent of the membership of the governing advocacy councils be ex-psychiatric patients or their families.
C. Most people consider deinstitutionalization a failure, the concept is sound but its implementation has been poor as the result of the infringement of the DEA.  In 1974 ADAMHA was officially established on May 4 when President Nixon signed P.L. 93-282.  In 1977 President Carter established the President's Commission on Mental Health on February 17 by Executive Order No. 11973. In 1980 president Carter signed P.L. 96-398, the Mental Health Systems Act, reauthorized the community mental health centers program. In 1981 P.L. 97-35, the Omnibus Reconciliation Act, repealed P.L. 96-398 and consolidated ADAMHA's treatment and rehabilitation programs into a single block grant that enabled each State to administer allocated funds. The UN General Assembly ratified Protection of Persons with Mental Illnesses and the Improvement of Mental Health Care, 189, U.N. Doc. A/46/49 (1991).  This treaty ensured that psychiatric patients enjoyed informed consent and were never subjected to psychosurgery or involuntary experimentation or research.  This treaty set forth a number of safeguards for the mentally ill but failed to call for the abolition of state mental institutions and private psychiatric hospitals, psychiatric drugs or electro convulsive therapy.  In 1992 President Bush signed, P.L. 102-321, the ADAMHA Reorganization Act, abolishing ADAMHA and creating the Substance Abuse and Mental Health Services Administration SAMHSA. 
§189 Veteran’s Mental Health

A. The experience of veterans with mental illness has been a major factor in mental health reform throughout the 20th century and promises to be the major factor in Congressional mental health reform in the beginning of the 21st despite the well reasoned research of advocates, professionals and governments at the turn of the millennium.  Congress cares more for their soldiers than their citizens.  Deinstitutionalization has its roots in the mental hygiene movement of the early 1900s that emphasized prevention, community treatment and short term hospitalization.  However it was not until the high frequency of mental illness in Americans was documented by recruiters and military health generals during World War II that the optimistic approach gained ground and the National Mental Health Act of 1946 was passed.  

1. Twelve percent of all inductees for military service during World War II were rejected for neurological or psychiatric reasons, which accounted for 40% of all rejections.  The incidence of mental illness also was common among soldiers experiencing the war, with 37% of all disability discharges being psychiatric in nature.  The number of soldiers hospitalized for psychiatric conditions in the European Theatre was 70 per 1,000 mean strength and 250 per 1,000 for combat soldiers. To contend with the high rates of mental illness experienced by soldiers in the war theatre the military developed short term therapies to treat them many which later were applied and expanded to citizens after the war.  Supportive psychotherapy near the soldier’s unit returned 60% of neuro-psychiatric casualties to duty within two to five days. Rear hospital units were also largely successful in returning soldiers to supportive roles that would free others for combat.  Successful treatment seemed to depend less upon specific procedures or drugs than upon general principles- promptness in providing rest and firm emotional support in a setting in which the bonds of comradeship with one’s outfit were not wholly disrupted and in which competent psychiatric reassurance was fortified by hot food and clean clothes.  At the beginning of the war only 35 members of the Army Medical Corps were assigned to neuropsychiatric sections, by the end of the war 2,400 physicians had been assigned to psychiatry, more than the membership to the APA.

2. The experiences of the federal government with successfully treating symptoms of mental illness among soldiers in non institutional settings hastened a basic intellectual shift that led to the first major piece of federal legislation treating upon mental illness, the National Mental Health Act of 1946 that founded the National Institute of Mental Health.  The Congress had previously resisted the advances of the psychiatric establishment out of respect for the democratic principle of freedom.  Hospitalization rates however continued to rise until after the Korean War when the deinstitutionalization movement took hold of mental health policy.  According to US Army reports the suicide rate for American soldiers serving in Iraq is 17.3 per 100,000, nearly five time the rate for the Gulf War and 11% higher than for Vietnam.

B. The American Psychological Association's Presidential Task Force on Military Deployment Services for Youth, Families and Service Members report on the Psychological Needs of the US Military Service Members and Their Families: A Preliminary Report of 18 February 2007 reported, Since September 11, 2001, American military service personnel and their families have endured challenges and stressful conditions that are unprecedented in recent history, including unrelenting operational demands and recurring deployments in combat zones. Approximately 1.5 million American troops have been deployed in support of the war effort; one-third of them have served at least two tours in a combat zone, 70,000 have been deployed three times, and 20,000 have been deployed at least 5 times. Moreover, even as this report is being prepared, President Bush has begun the process to significantly increase the number of troops serving in Iraq.  

1. At present, 700,000 children in America have at least one parent deployed. Having a primary caretaker deployed to a war zone for an indeterminate period is among the more stressful events a child can experience. To date, more than 3,240 Americans deployed in support of the GWOT have been killed and over 23,000 have returned from a combat zone with physical wounds and a range of permanent disabilities (e.g., traumatic brain injury). In addition to these physical wounds, as many as one-fourth of all returning service members are struggling with less visible psychological injuries. It should first be noted that the demographics of the United States military have changed significantly since the last time the country became involved in a prolonged war. In the years following the Vietnam era, the United States military made great strides in increasing diversity throughout its ranks. Today there are approximately three million Americans serving their country in uniform, representing the Army, Navy, Air Force, Coast Guard, Marines, Reserves and National Guard. Over one-fourth of those serving on active duty today are members of an ethnic minority. In addition, women now make up 16% of this all voluntary military force and are assigned to 90% of all military job categories.

2. Currently, there are 1,839 psychologists employed by the VA, charged with serving more than 24.3 million veterans from previous wars as well as a rapidly growing number of GWOT veterans. In years past, there have been approximately 450 active duty licensed clinical psychologists serving their country in uniform. By 2007, that number has shrunk to less than 350 (a 22% decrease), and the rate of attrition continues at an alarming pace.  The shortage of psychologists within the uniformed military who are trained to address the deployment-related needs of military personnel and their families creates several negative outcomes including reduced access to care, increased stress among those psychologists remaining on active duty, and, consequently, reduced retention rates.
3. Service members often describe their workload and stressors as tripling in the pre-deployment phase.  The deployment phase begins with the departure of the service member.  A substantial proportion of service members experience traumatic events

while deployed 95% of respondents reported seeing dead bodies and remains, 95% had been shot at, 89% had been ambushed or attacked, 86% knew a fellow service member who was shot or wounded, and 69% injured a woman or child and felt that he or she could not provide assistance.  These difficult events are quite likely to produce the intense feelings of fear, horror, and helplessness required for a diagnosis of Post Traumatic Stress Disorder (PTSD).  A substantial number of military personnel were experiencing emotional problems.  For example, 14% of those surveyed screened positive for acute stress symptoms and 17% screened positive for acute stress, depression, or anxiety. These rates are essentially similar to those found in the MHAT-I (U.S. Army, 2003), where 16% of those surveyed screened positive for acute stress and 19% for overall symptoms. Rates of acute stress symptoms were higher among soldiers who had at least one prior deployment (18.4%) than among those on their first deployment (12.5%). In addition, 14% of the soldiers surveyed for the MHAT-III reported using medication for a mental health, combat stress, or sleep problem. 
4. The MHAT-III survey reported a substantial number of confirmed suicides among Army personnel in the OIF theater of operations (19.9 per 100,000 soldiers) that was comparable to the rate found in MHAT-I (18.8 per 100,000) and somewhat higher than the rate for the overall Army (13.1 per 100,000). Based on these data, it is apparent that many of our service members are experiencing significant levels of emotional distress while actively serving in a combat zone; and for those who have been deployed multiple times, the likelihood of having mental health problems increases.
5. Many of those left behind during the deployment phase experience a period of emotional destabilization and disorganization characterized by reports of: sadness, depression, disorientation, anxiety, loneliness, feeling overwhelmed, numbness, anger, and relief.  Everyday problems such as car repairs, household maintenance, and yard work can suddenly become overwhelming. Finances can also become an issue when remaining spouses do not have experience dealing with bills and banking, and despite combat pay, family income may be negatively impacted, especially in Reserve and National Guard families.  As the deployment progresses, families typically go through a period of recovery and stabilization characterized by a reconfiguration of the family (reassignment of authority and duties), development of new routines, and an increasing sense of independence and self confidence.
6. As the deployment ends, the reunion phase begins. In anticipation of homecoming, both excitement and apprehension increase.  The psychological problems service members report within weeks of their return from the combat zone. In this study, over 19% of OIF veterans and almost 12% of OEF veterans reported some mental health concerns (e.g., PTSD, depression, and anxiety).  Nearly 10% of OIF veterans and 5% of OEF veterans reported symptoms of PTSD.  Even when using a strict definition of anxiety, depression, and PTSD, they found that 8% of those surveyed reported anxiety, 8% reported depression, and 13% acknowledged PTSD-type symptoms.  The National Vietnam Veterans Survey (1990) found that 15% of veterans surveyed could be diagnosed with PTSD at the time of the survey, but that as many as 30% of veterans eventually developed PTSD at some point following their combat experience.

C.  Congress has introduced a number of Acts redressing mental health care for Veterans in response to the APA survey.  Effective Care for the Armed Forces and Veterans Act of 2007 (Introduced in Senate S.1044 ,To provide for a presumption of service-connectedness for certain claims for benefits under the laws administered by the Secretary of Veterans Affairs, and for other purposes. (Introduced in House) H.R.1490, and the Lane Evans Veterans Health and Benefits Improvement Act of 2007 (Introduced in Senate) S.117 reported that on September 30, 2006, there were an estimated 24,000,000 living veterans 7.8 percent of the total estimated resident population of the United States and Puerto Rico are recipients, or potential recipients, of veterans' benefits from the Federal Government.  For fiscal year 2008, it is estimated that there will be 5,800,000 veterans seeking medical care from the Federal Government, and that 2,800,000 veterans will receive compensation for service-related conditions.  Effective care for the Armed Forces and Veterans is important for veterans of the War on Terrorism.   
1. Mental Health Care for Our Wounded Warriors Act (Introduced in Senate) S.1196 stated, according to a 2003 study conducted by the United States Army, 15 to 20 percent, 1 in 6, of veterans of the conflicts in Iraq and Afghanistan are showing symptoms of post-traumatic stress disorder `PTSD'.  Approximately 20 to 25 percent of the women who served in Vietnam and in the Persian Gulf War developed PTSD, and psychologists are expecting figures to be at least as high for Operation Iraqi Freedom.  The long-term costs of treating members of the Armed Forces returning from Iraq and Afghanistan could ultimately reach $700,000,000,000, with post-traumatic stress disorder projected to be one of the most expensive conditions to treat.  

2. Jose Medina Veterans Affairs Police Training Act of 2007 (Introduced in House) H.R.1853 directs the Department of Veterans Affairs to better prepare its police force to interact with patients and visitors at Department medical facilities who suffer from mental illness.  The civil rights of veterans alleged to be mentally ill must be protected to prevent unjustified hospitalizations and discrimination preventing them from telling the truth about the war.  PTSD is a real concern.

3. Sgt. Jonathan Schulze Military Health Services Improvement Act of 2007 (Introduced in House) H.R.2189 reports, according to the Department of Veterans Affairs, nearly one in three veterans who served in Operation Iraqi Freedom sought mental health care within one year after their return from combat in Iraq or Afghanistan.  The Department of Defense reports that more than 10 percent of all medical evacuations from Iraq and Afghanistan are for mental health reasons. The Department of Veterans Affairs has already seen and diagnosed more than 73,000 veterans with a mental health condition at Veterans Affairs hospitals, and more than 144,000 were provided mental health counseling for post-combat readjustment problems.  

4. The Department of Defense is facing a shortage of mental health professionals. The Department has had as many as 450 psychologists on active duty in the Armed Forces in past years. However, the Department currently has only 350 psychologists on active duty in the Armed Forces in support of combat operations. Approximately 40 percent of the billets for licensed clinical psychologists in the Army are vacant, and there are shortages in other mental health professions, including psychiatry and clinical social work. The Secretary of Defense shall establish within the Department of Defense at least two centers of excellence in military mental health. Each such center shall be known as a `Center of Excellence in Military Mental Health.  
5. The Senate voted 99-0 to pass the Clay Hunt Suicide Prevention for American Veterans Act on Feb. 3, while the House voted 403-0 in favor of it last month. Obama signed the bill on Thursday, February 12, 2015.  The three year pilot program regarding up to $30,000 a year student loan repayment for VA psychiatrists is open to debate until 2018. The Act is believed to be in error to corrupt good VA medical doctors and osteopaths with psychiatry when licensed social workers are the appropriate mental health professional to benefit from a pilot project program.
Art. 9 Mental Illness and Treatment

§190 Mental Illness

A. The 2001 World Health Organization (WHO) Report on Mental Health estimates that mental illness and psychological disorders stemming from substance abuse affect a combined total of 450 million people, 7.3%, of the global populations.  The National Institute of Mental Health (NIMH) in 2003 reported that 21.1%, 44.3 million, of the US population suffer from diagnosable mental disorders every year.  Although Neurological disorders account for only 1% of the world’s deaths mental illness accounts for 11% of the Global Burden of Disease and if trends continue will account for 15% by the year 2020.  In the USA 12% of all absences from work were due to mental disorders.  Mental illness is the leading cause of disability, accounting for 15% of the overall burden of disease.  28% of disability awards were made to claimants with mental impairments.  Suicide is 3rd leading cause of death among 15 – 24 year olds. In 1997 30,535 people died from suicide in the U.S.  It was the 11th leading cause of death in 2000 for all age groups.  The highest suicide rates are found in white men over the age of 85.  More than 90% of people who kill themselves have a diagnosable mental disorder.  Four times as many men as women commit suicide although women attempt to commit suicide 2-3 times more often.  Major depressive disorder is the leading cause of suicide, heightened by substance abuse and conduct disorder.  Suicide is the leading cause of violent death, outnumbering homicide or war related deaths since WWII.
B. In the United States classification of mental illness is conducted with the new fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-V), internationally diagnosis is done with the International Classification of Diseases 10th edition (ICD-10).  The American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM) is a classification of mental disorders with associated criteria designed to facilitate more reliable diagnoses of these disorders. With successive editions over the past 60 years, it has become a standard reference for clinical practice in the mental health field. The total cost of mental illness in the U.S. was estimated at $153.5 billion in 1990, it is however difficult to come up with a dollar figure for the damages caused by mental illness.  Incidences of mental illness are twice as common among the poor than the wealthy.  The total expenditure on the treatment of mental illness in 1988 was only $23 billion and $65 billion in 1999.  Accessibility to counseling and welfare are considered important for the economic recovery of individuals and our nation.  Psychiatry, however, causes more harm than good, and psychiatric medicine is so deadly the Department of Health and Human Services (DHHS) has undertaken a critical study of psychiatric prescriptions as to whether the Medicare and Medicaid is going to continue paying for psychiatric drugs.  It is the sense of Congress that all federal spending for mental health and psychiatry should be terminated and the mentally ill population served by licensed social workers under Title XX of the Social Security Act. 

C. The Surgeon Generals Report on Mental Health of 1999 reports that approximately one in five children and adolescents experiences the signs and symptoms of a DSM-IV disorder during the course of a year, but only about 5 percent of all children experience what professionals term “extreme functional impairment.” Current estimates of the prevalence of psychiatric disorders among adolescents range from 13 to 21 percent. By the time adolescents reach the age of 16 years, the proportion who have ever experienced at least one psychiatric disorder has been estimated to be 31 percent for girls and 42 percent for boys. In the USA an estimated 20,000 of the 110,000 total juveniles detained are held without charge in private psychiatric hospitals for children and need to be connected with their family or community care in responsible orphanages and foster care.  
1. According to the American Academy of Child and Adolescent Psychiatry, over 500,000 children in the U.S. resided in some form of foster care in 2000.  Young people, particularly girls, who are disabled, are particularly vulnerable to violence, abuse and exploitation.  An average of 20,000 children age out every year.  For the children in foster care on September 30, 2004, the average amount of time they had been in the system was 30 months. 29 percent of children leaving care in 2004 had been away from home for a year or longer. 53 percent of the young people leaving the system were reunified with their birth parents or primary caregivers.  About 30 percent of children in foster care are reported to have severe emotional, behavioral, or developmental problems.  Many children in foster care, often at an extremely young age, are forced to consume psychiatric drugs, often in large quantities, irregardless of the harmful side effects that they suffer.  In Florida, for example, foster kids younger than 5 years old were treated with psychiatric medications at a rate nearly four times higher than the general population of children receiving Medicaid. 
2. The prevalence of psychotropic medication treatment for children and adolescents with emotional and behavioral disorders has significantly increased in the United States during the last few decades, particularly in the last 15 years. Specifically, stimulant treatment in preschoolers increased approximately 3-fold during the early 1990s, the 5 through 14-year-old age group also experienced a great increase in stimulant treatment for attention-deficit/hyperactivity disorder (ADHD), and the 15 through 19-year-old age group has had sizable increases in the use of antidepressant medications.  Average annual growth rates for the prescription of psychotropic drugs to adolescents increased from 1994 to 2001, with especially rapid acceleration after 1999.  Rates of medical office visits that resulted in a psychotropic prescription increased from 3.4 percent, 982,606 out of 29,199,400 visits, in 1994-1995 to 8.3 percent in 2000-2001,2,866,103 out of 34,672,627 visits, a 161.6% increase. These trends were evident for males and females. The average annual growth rates for psychotropic prescriptions were much higher after 1999. Trends were also significant across drug classes. By 2001, nearly one out of ten office visits by adolescent males resulted in a prescription for a psychotropic medication.  Educators, physicians, family members, concerned citizens and legislators need to be especially concerned about overmedication and should limit juvenile prescriptions to just one - the antiviral antiparkinson drug Amantadine (Symmetrel) to cure flu and psychiatric drug tics.
 Holmes-Rahe Stress Scale
	Life event
	Life change units

	Death of a spouse
	100

	Divorce
	73

	Marital separation
	65

	Imprisonment
	63

	Death of a close family member
	63

	Personal injury or illness
	53

	Marriage
	50

	Dismissal from Work
	47

	Marital reconciliation
	45

	Change in health of a family member
	44

	Pregnancy
	40

	Sexual difficulties
	39

	Gain of new family member
	39

	Business readjustment
	39

	Change in financial state
	38

	Change in frequency of arguments with spouse
	35

	Major mortgage
	32

	Foreclosure of mortgage or loan
	30

	Change in responsibilities at work
	29

	Son or daughter leaving home
	29

	Trouble with in-laws
	29

	Outstanding personal achievement
	28

	Spouse begins or stops work
	26

	Begin or end school
	26

	Change in living conditions
	25

	Revision of personal habits
	24

	Trouble with boss
	23

	Change in working hours or conditions
	25

	Change in residence
	20

	Change in schools
	20

	Change in recreation
	19

	Change in church activities
	19

	Change in social activities
	18

	Minor mortgage or loan
	17

	Change in sleeping habits
	16

	Change in number of family reunions
	15

	Change in eating habits
	15

	Vacation
	13

	Christmas
	12

	Minor violation of the law
	11


Source: Gillanders ‘13

D. People suffering from mental illness must not be distracted, from competently managing the life stressors that genuinely oppress them, by peddlers of poisonous drugs and white slavery. The objective is for licensed social workers to be authorized to receive funds for counseling the mental ill, but as of 2014-15 the National Association of Social Workers (NASW) Code of Ethics, following the hacking of the American Medical Association (AMA) Code of Medical Ethics in 2012, has been hacked or amended, so that it no longer forbids testifying in court and b(k)illing and attempts to suppress the wrongful death reports with confidentiality.  All we have to turn to for understanding is the Holmes-Rahe Stress Scale. The Social Readjustment Ratings Scale, devised by the American doctors T.H. Holmes and R.H. Rahe, is a guide to assessing the potentially stress-inducing factors that may be affecting life.  The 41 positive and negative life events in the chart have each been assigned a value according to the amount of physical and/or mental adjustment required to cope with the event.  Those scoring more than 300 units in any one year may have a greatly increased risk of illness.  Bringing the score down to 150-299 reduces this risk by 30 per cent, while a score of 150 or fewer carries with it only a slight risk of illness.  Since individual responses to particular situations vary so greatly, scores are only a crude indicator of the reaction to levels of stress. Many doctors today accept that 75 percent of illness is caused by stress related conditions.  Stress is not all negative.  It can be a very positive feature in our lives.  
§191 Psychiatric Diagnosis
A. The American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM) is a classification of mental disorders with associated criteria designed to facilitate more reliable diagnoses of these disorders. With successive editions over the past 60 years, it has become a standard reference for clinical practice in the mental health field. Each draft is the culmination of a six-year effort involving over 1000 individuals and numerous professional organizations. It is intended to be applicable in a wide array of contexts and used by clinicians and researchers of many different orientations (e.g., biological, psychodynamic, cognitive, behavioral, interpersonal, family/systems). The DSM-IV has been designed for use across settings, inpatient, outpatient, partial hospital, consultation-liaison, clinic, private practice, and primary care, and with community populations and by psychiatrists, psychologists, social workers, nurses, occupational and rehabilitation therapists, counselors, and other health and mental health professionals. It is also a necessary tool for collecting and communicating accurate public health statistics. The DSM consists of three major components: the diagnostic classification, the diagnostic criteria sets, and the descriptive text. In addition, some of the diagnostic codes were changed to reflect updates to the ICD-9-CM coding system adopted by the US Government.

1. The diagnostic classification is the list of the mental disorders that are officially part of the DSM system. "Making a DSM diagnosis" consists of selecting those disorders from the classification that best reflect the signs and symptoms that are afflicting the individual being evaluated. Associated with each diagnostic label is a diagnostic code, which is typically used by institutions and agencies for data collection and billing purposes. These diagnostic codes are derived from the coding system used by all health care professionals in the United States, known as the ICD-9-CM. For each disorder included in the DSM, a set of diagnostic criteria that indicates what symptoms must be present (and for how long) in order to qualify for a diagnosis (called inclusion criteria) as well as those symptoms that must not be present (called exclusion criteria) in order for an individual to qualify for a particular diagnosis. Many users of the DSM find these diagnostic criteria particularly useful because they provide a compact encapsulated description of each disorder. Furthermore, use of diagnostic criteria has been shown to increase diagnostic reliability (i.e., likelihood that different users will assign the same diagnosis). The third, and final, component of the DSM is the descriptive text that accompanies each disorder. The text of DSM-IV systematically describes each disorder under the following headings: "Diagnostic Features"; "Subtypes and/or Specifiers"; "Recording Procedures"; "Associated Features and Disorders"; "Specific Culture, Age, and Gender Features"; "Prevalence"; "Course"; "Familial Pattern"; and "Differential Diagnosis." 
B. The multi-axial system utilized by the DSM-IV directs therapists to treat upon;
1. Axis 1 mental disorders
2. Axis 2 personality disorders and mental retardation
3. Axis 3 general medical ailments 
4. Axis 4 life events and problems

5. Axis 5 level of functioning

C. The diagnosis and treatment of mental illness is performed by 40,000 psychiatrists and over 1 million mental health professionals, mostly social workers.  The most prevalent Mental Diseases are;

1. “Major depressive disorder” is the most common mental disorder affecting 9.9 million people or 5% of the U.S. population every year;

2. “ Bi-polar disorder” is a mental disorder affecting 2.3 million U.S. adults or 1.2 % of the U.S. population;

3. ‘Schizophrenia” is a mental disorder affecting 2.2 million U.S. adults about 1.1% of the U.S. population;

4. “Anxiety disorders” are a category of mental disorder affecting 19.1 million U.S. adults;

5. “Panic disorder” is an anxiety disorder that affects 2.4 million U.S. adults, 

6. “Generalized Anxiety Disorder” is an anxiety disorder affecting 4.0 million or 2.8% of the populace, 

7. “Social Phobia” is an anxiety disorder affecting 5.3 million or 2.8% of the populace.  

8. “Agoraphobia and specific phobia” are anxiety disorder affecting 9.5 million people.  

9. “Attention Deficit Hyperactivity Disorder” is a disorder that affects 4.6% of school age juveniles.  

10. “Alzheimer’s disease” is a disorder that affects an estimated 4 million senior citizens or 10% of the people 65 or older.

Twelve-month prevalence and severity of DSM-IV disorders, 2003

	
	Total
	Serious
	Moderate 
	Mild

	 
	% 
	% 
	% 
	% 

	I. Any Mental Disorder 
	26.2 
	22 
	35.5 
	37 

	One disorder
	14.4 
	9.7 
	31.1 
	52.4 

	Two disorders
	5.9 
	25.6 
	42 
	26 

	Three or more disorders 
	5.9 
	48.9 
	39.9 
	10.1 

	II. Any anxiety disorder 
	18.2 
	22.5 
	33 
	44.4 

	Panic disorder 
	2.7 
	45.1 
	27.5 
	27.4 

	Agoraphobia without panic 
	0.8 
	37.3 
	33.3 
	29.5 

	Specific phobia 
	8.7 
	21.5 
	29.6 
	48.8 

	Social phobia 
	6.8 
	29.9 
	38.4 
	31.6 

	Generalized anxiety disorder 
	2.7 
	29 
	46 
	25 

	Post-traumatic stress disorder 
	3.6 
	36.6 
	32.6 
	30.3 

	Obsessive-compulsive disorder 
	1.1 
	41.6 
	26.1 
	32.4 

	Separation anxiety disorder 
	0.9 
	43.3 
	24.8 
	31.9 

	III. Any mood disorder 
	9.5 
	44.8 
	40.2 
	15.1 

	Major depressive disorder 
	6.7 
	30.1 
	50.2 
	19.7 

	Dysthymia 
	1.5 
	49.7 
	32.1 
	18.2 

	Bipolar I-II disorders 
	2.6 
	82.9 
	17.1 
	0 

	III. Any impulse‑control disorder
	8.9 
	33 
	51.5 
	15.5 

	Oppositional-defiant disorder 
	1 
	49.6 
	40.3 
	10.1 

	Conduct disorder 
	1 
	40.5 
	25 
	34.5 

	Attention-deficit/hyperactivity disorder 
	4.1 
	41.3 
	35.2 
	23.5 

	Intermittent explosive disorder 
	2.6 
	23.6 
	74.6 
	1.8 

	IV. Any substance disorder 
	3.8 
	27.3 
	26.1 
	9.9 

	Alcohol abuse
	3.1 
	26.3 
	26.6 
	10.4 

	Alcohol dependence 
	1.3 
	28.3 
	37 
	13.9 

	Drug abuse
	1.4 
	36.4 
	20.1 
	10.8 

	Drug dependence
	0.4 
	57.3 
	22.8 
	7.5 


Source: Kessler et al. Table 15-1. The Prevalence and Correlates of Serious Mental Illness in the National Comorbidity Survey Replication (NCS-R). Chapter 15; Section IV Population Assessments. Mental Health, United States, 2004.  Edited by Ronald W. Manderscheid, Ph.D. and Joyce T. Berry, Ph.D., J.D. US Department of Health and Human Services. Substance Abuse Mental Health Service Administration. Center for 

D. The professional interview field staff of the Institute for Social Research at the University of Michigan held an NCS-R study where they interviewed 9,282 English-speaking household residents ages 18 and older between February 2001 and April 2003 by the. The response rate was 70.9%.  Twelve-month prevalence of any disorder is 26.2%, with somewhat more than half of these cases (14.4%) meeting criteria for only one disorder and smaller proportions for two (5.9%) or more (5.9%) disorders. Anxiety disorders are by far the most prevalent class of disorders (18.2%), followed by mood disorders (9.5%), impulse-control disorders (8.9%), and substance disorders (3.8%). The most common individual disorders are specific phobia (8.7%), social phobia (6.8%), and major depressive disorder (6.7%).
E. Transfer of learning is universally accepted as the ultimate aim of teaching.  However, researchers have been more successful in showing how people fail to transfer learning than they have been in producing it, and teachers and employers alike bemoan students' inability to use what they have learned.  The implications of this general failure are serious for a society increasingly dependent on “knowledge workers”.  The cerebrum is the large part of the human brain that is thought to be responsible for much of the thinking and learning we do, and the cortex is the layer of tissue that coats the cerebrum, like the bark of a tree; hence the name cerebral cortex.  The functions of the cerebral cortex are sense, integrate and act.  Sensory input could come from the outside world or from our own body, but once those signals have entered the sensory part of the cortex, they flow first through the integrative part of the brain nearest the sensory part, the through the integrative part nearest the motor brain, and then to the motor brain itself.  Once action has been initiated, that action is detected by the sensory brain, so the output of the brain becomes new sensory input.  The learning cycle is based on the proposal that learning originates in concrete experience; hence the term experiential learning.  But experience is not the whole thing.  Learning depends on experience, but it also requires reflection, developing abstractions, and active testing of our abstractions.  Concrete experience comes through the sensory cortex, reflective observation involves the integrative cortex at the back, creating new abstract concepts occurs in the frontal integrative cortex, and active testing involves the motor brain.  The learning cycle arises naturally from the structure of the brain. 
3. The sensory cortex receives first input from the outside world in the form of vision, hearing, touch, position, smells, and taste.  This matches with the common definition of concrete experience, with its reliance on direct physical information from the world. The back integrative cortex is engaged in memory formation and reassembly, language comprehension, developing spatial relationships, and identifying objects, faces, and motion.  In short, it integrates sensory information to create images and meaning.  These functions match well with what happens during reflection, for example, remembering relevant information, daydreaming, and free association, developing insights and associations, mentally rerunning experiences, and analyzing experiences.  The frontal integrative cortex is responsible for short-term memory, problem solving, making decisions, assembling plans for action, assembly of language, making judgments and evaluations, directing the action of the rest of the brain (including memory recall) and organizing actions and activities of the entire body.  This matches well with the generation of abstractions ,which requires manipulation of images and language to create new (mental) arrangements, developing plans for future action, comparing and choosing options, directing recall of past experience, creating symbolic representations, and replacing and manipulating items held in short-term memory. The motor cortex directly triggers all coordinated and voluntary muscle contractions by the body, producing movement.  It carries out the plans and ideas originating from the front integrative cortex, including the actual production of language through speech and writing.  This matches with the necessity for action in completion of the learning cycle.  Active testing of abstractions requires conversion of ideas into physical action, or movements of parts of the body.  This includes intellectual activities such as writing, deriving relationships, doing experiments, and talking in debate or conversation.
§192 Psychiatric Medicine
A. Psychiatric medication has become an accepted method for treating mental illness since the deinstitutionalization movement began in the 1950s.  Psychiatric medicine has however polluted the community with lethal chemicals and has no cure rate for such transient conditions as mental illness. In response to the new critical review of psychiatric medicine it must be clearly stated that all prescription psychiatric drugs should be recalled from use and replaced with natural herbal or over-the-counter remedies, if a medicine is specifically wanted to treat mental illness and make sure the water is boiled.  Mental illnesses are among the most common conditions affecting health today:  One in five American adults suffers a diagnosable mental illness in any six month period. According to the National Institute of Mental Health, though, some 90 percent of these people will improve or recover if they get treatment. Most will recover on their own without treatment, meditation is typically the best medicine. Adult use of antidepressants almost tripled between 1988-1994 and 1999-2000. Ten percent of women 18 and older and 4 percent of men now take antidepressants.  The use of psychotropic drugs in children has risen 327% between 1985 and 1999. Prescription psychiatric medicine, neuroleptics; hypnotics (sleep aids) and antipsychotics have become the most frequent cause of fatal drug overdose reported to Poison Control Centers, and childhood stimulants and antidepressants the fifth.  A hypnotic is a drug that produces sleep, a sedative is one used to relieve tension and anxiety.  The most commonly used hypnotics and sedatives are the barbiturates but opiate overdoses have increased tenfold over the past 11 years, and unless the pain is extremely severe and incidentally more professionally managed, such as in the burn unit of a hospital, it seems better to prescribe marijuana or natural opium for chronic pain.  

1. Antipsychotic medication and child stimulants such as Ritalin have all been found to cause neuromuscular tics, known as extra pyramidal side effects and Tourette’s syndrome, respectively.  The only exception to this potentially lethal side-effect is the antipsychotic Risperdal (Risperidone) that causes baldness in young men. In general, it is estimated that forty to fifty percent of medications are overused and mis-prescribed, especially tranquilizers (including barbiturate and opiate sleeping pills and mind-altering drugs particularly antipsychotic medication), cardiovascular drugs and gastrointestinal drugs.  The medications used to treat heart disease, high blood pressure and vascular disease are also widely abused.  Hawthorne is the supreme herb for the heart, regulating arrhythmia, blood pressure, cholesterol and circulation, but it dangerously strengthens the effects of drugs prescribed for these purposes.

2. First generation antipsychotics caused a 30 percent chance of permanently disabling tardive dyskinesia for every year of use.  With the exception of Risperdone (Rispderdal), all second generation atypical antipsychotic drugs, including Lithium, are known to cause potentially life-threatening neuromuscular side-effects, known as extra-pyramidal symptoms, with just one regular dose, which is typically achieved gradually while under professional supervision in a psychiatric hospital.  Extra-pyramidal side-effects of antipsychotic drugs can manifest after taking so little as one dose and may last until treated.  The symptoms present as neuromuscular tics that seize the face, arms are generally clenched, there is extreme anxiety to walk around which inhibits socialization.  

3. Amantadine (Symmetrel) must be made available to all people prescribed antipsychotic and childhood stimulant drug prescriptions to eliminate the risk of neuromuscular side-effects and should sponsor a drug trial to see if a half dose for children and quarter dose for infants will permanently cure autistic tics.  The FDA approved, but untried, remedy, is the Parkinson’s antiviral drug Amantadine (Symmetrel), to replace Cogentin (benztropine mesylate) which cured extrapyramidal side-effects in minutes, in just one dose, but was withdrawn from the market in time to explain the recent increase in autistic tics, since second generation atypical antipsychotic medicine seized the market.  One half or one quarter dose, of either of these Parkinson’s drugs, is worth a try to permanently cure autistic tics in small children and infants.
B. Benzodiazepines are named for their chemical structure, benzodiazepines are frequently used for the acute symptoms of anxiety because they are very effective and work within an hour but they are addicting.  They can be used intermittently, an attribute that some people find attractable.  Immediate side effects include sedation, poor physical coordination, and memory impairment.  Daily use for months can dull emotions, impair cognitive skills and contribute to depression.  Even if benzos help initially, learn to use alternative methods of managing anxiety to get off of them when not stressed.  

1. Selective Serotonin Reuptake Inhibitors (SSRIs) are named for their action in the brain and initially marketed for depression, SSRIs have proved to enormously helpful for people with different syndromes of anxiety.  They need to be taken every day and generally take some weeks to become effective, so they are not useful for acute anxiety.  Their day to day side effects are minimal in most people, although some people experience fatigue and a few become agitated.  Most people notice decreased sexual drive and impaired sexual response. 

2. Tricyclic Antidepressants (TCAs) are named for their chemical structure.  TCA are effective for some forms of anxiety.  They need to be taken every day and generally take some weeks to become effective, so they are not useful for acute anxiety.  They have been supplanted by other drugs, notably the SSRIs, because of their tendency to cause weight gain, dry mouth, constipation, sweating and light-headedness due to low blood pressure.  Tricyclic antidepressants have a desired therapeutic activity at low does, but produce life-threatening anticholinergic effects at high doses. 

3. Monoamine Oxidase Inhibitors (MAOIs) are named for their action in the brain. MAOIs are very effective.  They must be taken every day, and they take weeks to become effective.  Common side effects include weight gain, dry mouth, insomnia, impaired sexual response, and light-headedness due to low blood pressure.  Their most troubling side-effect is the potential to cause a stroke if you ingest adrenaline or adrenaline-like substances.  MAOIs can be used only with a fairly strict diet that avoids food or medicines that contain adrenaline or adrenaline-like substances.  These include cough and cold medicines and a variety of food products such as aged cheese and processed meats. MAOIs need to be used with extra caution.  Low doses are often not effective for depression, however.  Buspirone is also sometimes used in chronic anxiety but has not been found to be effective.
4. When the American insulin manufacturer Eli Lilly claimed Prozac was mostly free of side effects, the FDA immediately objected.  Such claims were inconsistent with the product labeling that states 15% of the patients in clinical trials discontinued due to adverse experiences.  The FDA demanded that Lilly stop making such unfair claims.  In fact, the label disclosure statement shows that Prozac has been linked to an astounding 242 different side effects, including 34 different medical problems in the genital and urinary tract alone.  Over a ten-year period Prozac was associated with more hospitalizations, death or other serious adverse reactions reported to the FDA than any other drug in America.  Two similar drugs for depression, Paxil and Zoloft, are of similar toxicity.  Unusually toxic drugs are drugs that are linked to more than 50 different side effects.  To meet the unusually toxic test, these many adverse effects must also occur so frequently that at least 10 percent of the patients discontinued the drug during testing. Prozac, Zoloft, and Paxil.  Have been known to cause more than two hundred different adverse effects.  Eli Lilly prevailed upon the U.S. District Court for an injunction against millions of reports of its blockbuster drug Zyprexa causing widespread diabetes in consumers, with millions of fatalities particularly when mixed with alcohol and the counterfeit insulin is injected by someone with juvenile onset diabetes who have a 50% mortality rate within 20 years of diagnosis.  Marketing of the drug beginning in the 1990s coincides with a doubling of the national incidence of diabetes In re: Zyprexa Products Liability Litigation (2007).
C. Stimulants are a class of medications named for their effect on a person’s level of alertness, often appears to have a calming effect on people with ADHD for eight hours, although many people believe they are not as effective as the standard preparations.  Most people notice few day-to-day side effects.  There is a mild appetite suppressant effect, but weight loss in an otherwise healthy person is minimal.  The ability of Ritalin to suppress rowdy behavior in children is much more consistent than, for example, the effects of Prozac among the depressed.  Enthusiasts for drug treatment often claim hyperactivity in children is a biochemical imbalance, apparently corrected by Ritalin, but this theory has not been established by scientific evidence.  The first concern about Ritalin is serious or irreversible side effects.  The best documented problem is a form of brain damage called Tourette’s syndrome.  It causes tics, twitching and abnormal sounds or movement, sometimes of a bizarre nature.  In one study of 122 children taking Ritalin 12 has tics or abnormal movements and one child with permanent brain damage.  In another study 76 percent of boys had subtle and transient tics.  The most common side effects in another Ritalin study were loss of appetite in about 40 percent, insomnia in 20 percent and stomachaches in 20 percent.  Stimulants worsen tics seen in Tourette’s disorder and can cause them on their own and most professionals believe that the presence of Tourette’s in the patient of the patient’s family precludes the use of stimulants, and that stimulants should be stopped if tics appear.  Children may experience slight growth retardation.  Periodic holidays from the medications, such as over the summer, can minimize this.  Stimulants can be abused for the euphoria they sometimes induce.  Dextroamphetamine probably causes the strongest effect, then methylphenidate, and there is a minimal effect with pemoline.  Stimulants can worsen and even cause psychotic thinking and manic episodes.  Stimulants should not be administered to someone with psychotic symptoms.  

D. Sleep aids are ranked with antipsychotic drugs as the leading cause of fatal drug overdose.  A survey by the National Institutes of Health conducted in the 1970s revealed that 17 percent of the total population was bothered greatly by insomnia, and among older people the percentage was even higher, with one out over four people over the age of 60 reporting serious sleep difficulties. About 10 billion sedative doses are manufactured each year in the United States.  Each year, at least 10 million Americans consult physicians about their sleep, and about half of them receive prescriptions for sleeping pills.  Barbituates are all synthetic compounds derived from barbituric acid, which is a combination of urea and malonic acid.  Barbiturates, commonly known as sleeping pills, produce all degrees of depression, ranging from mild sedation to coma.  They depress brain function, and in large doses the rhythm of respiration.  The fatality rate is higher for barbiturates than any other type of addiction (more than 3000 barbiturate suicides per year, or 20% of all suicides in the United States, and more than 1500 deaths from accidental poisonings).  Alcohol potentiates the barbiturates, the two depressant are synergistic and the practice of using both undoubtedly accounts for the unusually high number of accidental self-poisonings and death from respiratory depression. Chamomile Chamaemelum nobile, Matricaria recutita and related species are useful for going into a deep, restful sleep.  Chamomile is a popular remedy for calming colic and childhood digestive issues.  Some people are allergic to chamomile.
E. Opioid drugs, which include OxyContin, Vicodin and methadone, overdose deaths have increased for the past 11 years.  Only 17 percent of these deaths were suicides, meaning the vast majority were unintentional overdoses. The Department of Justice reported that fatal overdoses from methadone increased from 500 in 1999 to more than 5,000 in 2006.  Narcotics, also known as opioids, are derived from opium (Papaverum somniferum) that has been used for pain relief for thousands of years.  Opioids are the frontline against severe pain whereas other non-addictive painkillers are under development.  Percocet is usually prescribed for the first few days, then Oxycontin for more prolonged pain.  These drugs work on the central nervous system, as muscle relaxants do.  They are addictive, but mild and graduated dosing and withdrawal help reduce or prevent the cravings and withdrawal symptoms.  Most patients fear becoming addicted but unless they have a history of addiction, this is a worry that is not likely to come true.  When chronic, severe pain goes untreated or is inadequately treated, problems can also arise, and those problems can become permanent.  Continuing, urgent pain signals from nerves can result in hypersensitivity in the injured area.  Potent opioids commonly use in the postoperative patient are morphine, Dilaudid, and rarely, Demerol.  In some cases, a superpotent synthetic narcotic, fentanyl, is used postoperatively.  Fentanyl is about 100 times more potent than morphine in relieving pain.  Weak opioids drugs, like Darvocet and Vicodin, are widely prescribed narcotics for mild to moderate pain following surgery.  Codeine is another weak opioid available in liquid form and more commonly used for mild to moderate pain in the pediatric population.  
1. Narcotic Antagonists prevent or abolish excessive respiratory depression caused by the administration of morphine or related compounds. Naltrexone became clinically available in 1985 as a new narcotic antagonist. Its actions resemble those of naloxone (Narcan), but naltrexone is well absorbed orally and is long acting, necessitating only a dose of 50 to 100 mg.  States must ensure that Narcotic Antagonists are provided as rescue medicine with all opioid prescriptions. The disclosure of patient residential address by the pharmacy to the state office of the Drug Enforcement Administration (DEA) is probably the greatest aspect of opioid overdose risk, that can be reduced by abolishing the DEA reporting requirement of patient address and transferring the narcotic regulatory authority to the Food and Drug Administration (FDA).   
F. Anxiety and depression are best treated with herbal teas such as St. John’s wort (Hypericum perforatum) and Valerian (Valeriana officinalis).  Lemon balm (Melissa officinalis) and milky oats (Avena sativa, A. fatua) are known to be an effective remedy for calming hyperactive children.  Chamomile (Chamaemelum nobile, Matricaria recutita and related species) will put you into a restful sleep, but some people are allergic.  St. John’s wort Hypericum perforatum can be very effective for treating mild depression, anxiety, stress, tension, nerve damage, and seasonal affective disorder (SAD).  To be effective against stress and depression, St. John’s wort needs to be taken over a 2 to 3 week period, and it is often cycled over several months to treat chronic depression and stress.  Hypericin, one of the herb’s active constituents, increases the metabolism of serotonin and melatonin, which aid the body’s ability to receive and store light.  Hyperforin, another important constituent, contributes to emotional stability by slowing the uptake of those “feel-good” neurotransmitters such as dopamine, serotonin and noradrenaline, allowing them to circulate longer in the body. Valerian root Valeriana officinalis is one the safest and most powerful herbal nervines, used for all manner of stress, insomnia and anxiety.  Valerian is a remedy primarily for stress, tension, insomnia and nervous system disorders.  Studies show that it works by depressing activity in the central nervous system and relaxing the smooth muscles of the uterus, colon and bronchial passages.  Two compounds, valerenic acid and valerenal, have been found to induce sleep and indirectly raise levels of gamma-aminobutyric acid, a neurotransmitter that decreases central nervous-system activity and acts as a muscle relaxant. Valerian is effective both as a long-term nerve tonic and as a remedy for acute nerve problems such as headaches and pain.  For those people for whom valerian works, it works well.  Some people find it irritating and stimulating, rather than relaxing.  The root is rich in isovalerenic and valerenic acids, which give it powerful nervine properties.  Because of the volatile nature of its aromatic oils, valerian root is generally infused rather than decocted.  Generally considered safe.  If you take too much valerian you’ll begin to have rubbery-like feeling in your muscles, like they are too relaxed, or a feeling of heaviness.  Cut back the dosage so that you feel relaxed but alert.  Avoid taking large doses of valerian for an extended period of time, instead, use modest doses for just 2 to 3 weeks, with a week’s break before you begin taking the doses again.

1. Blend Spearmint Mentha spicata in equal proportions with lemon balm to calm hyperactivity and anxiety in children.  Lemon balm Melissa officinalis is remedy for heart disease (and heartache), depression and anxiety, nervous disorders and a host of viral and bacterial infections.  Paralesus called lemon balm the “elixir of life” and Dioscorides used it for “sweetening the spirit”.  In the 1600s herbalist John Evelyn wrote “balm is sovereign for the brain, strengthening the memory and powerfully chasing away melancholy”.  A tea made of lemon balm and chamomile is an excellent remedy for stomach distress and nervous exhaustion.  It also functions as a mild sedative, especially helpful for insomnia caused by grief and sadness.  Lemon balm is high on the list of herbs used to treat heartache and depression.  Lemons balm soothes and calms a restless child.  In combination with lemon balm milky oats Avena sativa, A. fatua can also be used to counteract hyperactivity in children and adults.  The milky green tops are especially renowned for their demulcent (soothing) and nourishing effect on the central nervous system effectively relieving all manner of nervous stress, exhaustion, irritation and anxiety.

2. Perhaps the first specifically useful drug discovered for the treatment of migraine was caffeine.  Caffeine remains the front line treatment for migraine in hospitals and homes to this day.  Caffeine is a stimulant, a constrictor of cranial arteries and a diuretic.  It is simple, non-toxic and delightful to take and should never be neglected in attacks of migraine.  Repeated cups of strong tea or coffee may always be recommended as worth taking in the earlier portions of an attack. Coffee arrived from the Moslem world and coffeehouses first appeared in England in the mid-seventeenth century, and soon afterward tea from China and cocoa from tropical America complete the trilogy of caffeine containing drinks.  Caffeine is xanthine alkaloid common to the stimulatory beverages coffee, tea, cocoa or chocolate, and soft (cola) drinks.  Coffee is made from the ground roasted seeds of Coffea arabica native to Ethiopia and long cultivated in parts of the Arab world as a beverage and medicine, it contains on the average 1% caffeine and is the widely cultivated species.  In the United States 68% of those over 10 years of age drink coffee.  In 1969 2.8 billion pounds were consumed in 150 billion cups of coffee.  Most coffee drinkers enjoy two cups in the morning (about 300 mg caffeine).  Without it, users become irritable, nervous and restless, they are unable to work and often develop headaches.  Drinking coffee after noon can disturb sleep at night and should be avoided.  Tea from Camellia sinensis (Theaceae) of Oriental origin, spread into Europe on the heels of coffee during the seventeenth century.  The most popular form of tea in the West is black tea prepared by drying, rolling and crushing fresh young leaves, which are then kept in a damp area to promote the absorption of oxygen.  Oxidation turns the leaves a copper color.  Green teas (without oxidation) are also available and are especially enjoyed in the Orient.  Tea contains theophylline that is 80% effective at treating respiratory diseases and bronchitis, but after being made into a prescription drug in the 1950s theophylline was forgotten because of 90 to 95 percent effectiveness antibiotics and corticosteroid. Green or black tea is the preferred beverage of asthmatics and all people with respiratory problems.

3. 5 HTP is a highly recommended and sold over the counter treatment for depression. 5HTP is a serotonin precursor and can help the body to make more serotonin and leave the available serotonin in synapses for a longer period of time, therefore directly affecting mood and warding off depressive symptoms.  5 HTP can also help with insomnia, agitation, fatigue and lack of motivation.  It is often helpful in chronic pain situations because it increases sleep needed for healing, improves mood and decreases sensation of pain.  Again 5 HTP should not be used with other antidepressant medications, especially selective serotonin reuptake inhibitors, or SSRIs. 5- HTP 100 mg two times daily.  SAMe can be helpful in the treatment of depression.  It acts as methyl donor and can help the body to complete and maximize its nerve connections in the brain.  SAMe has antioxidant activity therefore will help to reduce free radical damage in the body.  SAMe can help the body’s methyl metabolism improve, therefore functioning to increase energy, improve cognitive function and decrease pain.  SAMe has also been used to treat osteoarthritis, response tends to be noticed within the first month of use.  Insomnia, anxiety or mania states can be associated with overuse of SAMe.  Do not use SAMe with other antidepressant medications, especially selective serotonin reuptake inhibitors (SSRIs).  It may cause life-threatening symptoms (including agitation, tremors, anxiety, rapid heartbeats, difficulty breathing, diarrhea, shivering, muscle stiffness and excessive sweating).  SAMe dosage 400 mg daily.
§193 Psychotherapy
A. Psychotherapy is a general term for a way of treating mental and emotional disorders by talking about the condition and related issues with a mental health professional. It's also known as talk therapy, counseling, psychosocial therapy or, simply, therapy.  Through psychotherapy sessions, one may learn about the causes of the condition to better understand it.  One may learn how to identify and change behaviors or thoughts that adversely affect life, explore relationships and experiences, find better ways to cope and solve problems or learn to set realistic life goals. 

1. Psychotherapy can help alleviate symptoms caused by mental illness, alleviate symptoms caused by mental illness, such as hopelessness and anger, to help regain a sense of happiness, enjoyment and control in your life.  Psychotherapy can be short-term, with just a couple of sessions, or it can involve many sessions over several years. It can take place in individual, couples, family or group sessions. Sometimes psychotherapy is combined with other types of treatment, such as medication.

B. Common types of psychotherapy include:

1. Acceptance and Commitment Therapy (ACT) involves accepting that we have negative thoughts throughout our lives, instead of challenging them, we should concentrate on identifying and committing to our values.  ACT attempts to defuse the power of thoughts so that instead of saying, “I’m depressed” one would say, “I am thinking about being depressed”.  The commitment part involves living and acting upon a persons values.  This therapy helps patients not to act upon natural irrational thoughts and feelings but to behave in accordance with their values.  
2. Art therapy, also called creative art therapy, uses the creative process to help people who might have difficulty expressing their thoughts and feelings. Creative arts can help you increase self-awareness, cope with symptoms and traumatic experiences, and foster positive changes. Creative art therapy includes music, dance and movement, drama, drawing, painting and poetry.

3. Behavior therapy focuses on changing unwanted or unhealthy behaviors, typically using a system of rewards, reinforcements of positive behavior and desensitization. Desensitization is a process of confronting something that causes anxiety, fear or discomfort and overcoming those responses. If a fear of germs triggers excessive hand washing, for instance, mad-people might be taught techniques to stop excessive washing, and really cause some property damage to the technical writers who need to better understand the all-importance of good hygiene in many building inspected civil contempt cases of obsessive compulsive disorder (OCD).

4. Cognitive therapy is designed to help identify and change distorted thought (cognitive) patterns that can lead to feelings and behaviors that are troublesome, self-defeating or self-destructive. It's based on the premise that how experiences in life are interpreted determines emotion and behavior. If depressed, for instance, self and experiences may be perceived in negative ways, which worsens the symptoms of depression. Like behavior therapy, cognitive therapy focuses on the current problem, rather than addressing underlying or past issues or conflicts. Unlike behavior therapy, however, experiences are an important part of the cognitive therapy process.

5. Cognitive-behavior therapy combines features of both cognitive and behavior therapies to identify unhealthy, negative beliefs and behaviors and replace them with healthy, positive ones. It's based on the idea that an individual's thoughts — not other people or situations — determine behavior. Even if an unwanted situation doesn't change, one can change the way one thinks and behave in a positive way.

6. Dialectical behavior therapy (DBT) is a type of cognitive-behavior therapy. Its primary objective is to teach behavioral skills to help tolerate stress, regulate emotions and improve relationships with others. It was originally designed for people with borderline personality disorder, who often have suicidal behavior. But DBT has been adapted for people with other conditions, too, including eating disorders and substance abuse. Dialectical behavior therapy is derived, in part, from a philosophical process called dialectics, in which seemingly contradictory facts or ideas are weighed against each other to come up with a resolution or balance. For instance, you might learn about accepting who one is while at the same time making changes in thoughts and behaviors.

7. Exposure therapy is a form of behavior therapy that deliberately exposes one to the very thing that one finds upsetting or disturbing. It's especially useful for people with obsessive-compulsive disorder or post-traumatic stress disorder. Under controlled circumstances, exposure to the event or things that trigger obsessive thoughts or traumatic reactions can help one learn to cope with them effectively.

8. Interpersonal therapy focuses on current relationships with other people. The goal is to improve interpersonal skills — relationships with others, including family, friends and colleagues. One learns how to evaluate the way to interact with others and develop strategies for dealing with relationship and communication problems.

9. Play therapy is geared mainly for young children at specific developmental levels. It makes use of a variety of techniques, including playing with dolls or toys, painting or other activities. These techniques allow children to more easily express emotions and feelings if they lack the cognitive development to express themselves with words.

10. In psychoanalysis, memories, events and feelings from the past are examined to understand current feelings and behavior. It's based on the theory that childhood events and biological urges create an unconscious mind that drives thinking, feeling and behavior. In this type of therapy, one explores those unconscious motivations to help make changes that improve life. One might also do dream analysis and free association — talking about whatever happens to come to mind. Psychoanalysis is a long-term, intensive therapy that often involves several sessions a week with a psychoanalyst for several years. In formal psychoanalysis, one lies on a couch and the therapist sits unseen behind. The practice evolved out of theories developed by Sigmund Freud.

11. Psychodynamic psychotherapy, based on the theories of psychoanalysis, focuses on increasing awareness of unconscious thoughts and behaviors, developing new insights into motivations, and resolving conflicts to live a happier life. It's one of the most common types of psychotherapy. It's less intense than psychoanalysis and is usually done sitting face to face with a therapist. It's also less frequent — usually once a week — and is shorter term, usually a year or less. Psychodynamic psychotherapy includes a variety of therapeutic techniques, such as exploring the past, confronting beliefs and actions, offering support, and interpreting thoughts and behavior. That process allows one to become aware of and acknowledge the link between a feeling, thought, symptom or behavior and an unconscious meaning or motivator. With that new understanding, one can modify unwanted behavior or thoughts.

12. Psycho-education focuses on teaching one — and sometimes family and friends — about one's illness. Psycho-education explores possible treatments, coping strategies and problem-solving skills for the condition. One might learn about resources in the community, such as support groups or housing options. One can also learn about symptoms that might indicate a potential relapse so that one can take steps to get appropriate treatment. Psycho-education can be especially useful for people with chronic or severe illnesses, such as schizophrenia.  To treat psychotic disorders visual meditation is usually the best method for getting control and drowning out the visual and auditory hallucinations and delusions.  To treat depression it is usually a good idea to address the socio-economic and legal issues, putting more effort into working and earning money.  Reading, writing, artistic endeavors, hobbies, exercise, sports, social events and spirited conversation are good ways to exercise you mind and forget about your worries.  Do not fail to attribute mental illness to tobacco, alcohol or drug withdrawal or being involuntarily exposed to a hallucinogenic substance, if the case.  Mental illness is so much easier to deal with when one knows what causes it. 

Art. 10 Mental Health Administration
§194 Mental Health Administration
A. St. Elizabeth’s Hospital was founded by Dorothea Dix in 1855 with a maximum capacity of 250.  However by the 1940s, the Hospital complex covered over 300 acres and housed 7,000 patients. It was the first and only federal mental facility with a national scope. The population in psychiatric hospitals dramatically expanded after the Civil War and engaged in many Court sanctioned tortures from forced sterilizations to lobotomies. From the 1940s to mid- 1970s the deinstitutionalization movement led massive reductions in the number of people in public psychiatric hospitals.  From its high point of approximately 550,000 patients in 1950 the population of psychiatric hospitals declined to 211,199 in 2002. The corresponding bed rates per 100,000 residents dropped proportionately more in the same period, from 264 to 73.

1. In 1987, the National Institute of Mental Health (NIMH) acting in behalf of the federal government, transferred the hospital operations to the District of Columbia, while retaining ownership of the western campus. Under the regulation of the District of Columbia Council the patient population steadily declined, and by 1992 the Hospital housed only 600 patients.  In January 2010 U.S. Customs acquired all real property of St. Elizabeth’s Hospital under 19USC§2081(a)(1)(A).  Chapter 4 St. Elizabeth’s Hospital 24USC§225 should be amended at (a)(1) so “are currently” is amended to read “have been” and at (a)(5) “currently” to read “that were” and at (b)(3) “from the present system” is repealed and a new clause is added, 24USC§225a is appended at (10) the term “U.S. Customs” means the occupants of St. Elizabeth’s Hospital.
B. Mental health sector expenditures estimates have greatly increased from an estimated $1.7 - $3.3 billion in 1969, to $38.5 billion in 1998.  However, between 1998 and 2002, total expenditures declined to slightly more than $34 billion.  Less 5% of the increase in total expenditure, however, results in increased spending power due to inflation.   Medicare could save more than $50 billion annually by abolishing financing for inpatient psychiatric hospitalization and drugs from the Scope of Benefits in Sec. 1812 of Title XVIII Part A of the Social Security Act as codified at 42USC§1395d.  Provided the unexplained growth in mandatory spending is eliminated from the HHS budget and the ACA premium and cost sharing reductions nationalized from the Treasury subsidized state regulated health insurance companies to withdraw public funds since 2015.  If premium payment were received by Medicaid it is estimated the ACA deficit would only be about $3 billion annually and the primary care benefits would be exactly as free Medicaid.   the rest of the agency budget could continue regular 3% growth for a little while before again reaching the permanent $1 trillion annual federal spending limit on health.
1. All the specific organization types registered increases in current dollar expenditures between 1969 and 2002, but private psychiatric hospitals declined in 1992, 1998, and 2000; State mental hospitals declined after 1992 followed by increases for 2000 and 2002; VA medical centers showed declines in 1994, peaked in 1998, declined again in 2000, and rose slightly in 2002; and all other mental health organizations have continued to decline since peaking in 1998.  Although several organization types showed gains in 1998, when measured in constant dollars, only RTCs showed gains between 1998 and 2002.  As a result, the proportionate share of total expenditures changed significantly between 1969 and 2002 for some of the organization types. For example, State mental hospitals and VA medical centers comprised only 22% and 3% of total expenditures, respectively, in 2002, compared with 55% and 14%, respectively, in 1969; private psychiatric hospitals, separate psychiatric services of non-Federal general hospitals, and "all other mental health organizations" comprised 12%, 15%, and 35%, respectively, in 2002, compared with 7%, 9%, and 7%, respectively, in 1969.
C. Since the 1950’s public funding policy has been to close state mental institutions in support of community based care.  The number of patient care episodes has both greatly increased and become increasingly directed to less than 24-hour treatment facilities according to analyses of data since NIMH began reporting on the demand for treatment in 1955.   In 1955 there were 1.7 million care episodes of which 77% were treated in 24-hour care facilities, by 1971 there were 4.1 million cases of which 58% were treated in less than 24 hours, by 1998 11 million care episodes were treated only 24% of the time in 24-hour treatment centers.  During 1999 there were 1.7 million admissions to inpatient psychiatric treatment, not including residential treatment. 424,450 were involuntary commitments to psychiatric hospitals, a mean of 150 per county per year.  Although the number of resident patients has gone down the overall number of admissions and psychiatric prescriptions has increased.  Psychiatry needs to be abolished malum prohibitum.   
1. The National Institute of Mental Health (NIMH) and CMHS have tracked patient care episodes since 1955. Over the ensuing 45 years, the locus of mental health care in the United States shifted from inpatient to outpatient services, as measured by the number of patient care episodes. Of the 1.7 million episodes in 1955, 77 percent were in 24-hour hospital and residential treatment services, and 23 percent were in less than 24-hour services; by 1971, there were 4.2 million episodes, of which 42 percent were in 24-hour hospital and residential treatment services, and 58 percent were in less than 24-hour hospital services; by 2002, of 9.5 million episodes, 24 percent were in 24-hour hospital and residential treatment services, and 76 percent were in less than 24-hour hospital services, almost exactly the reverse of the 1955 distribution

Total number, percent distribution and rate of hospital and residential treatment care and less than 24-hour care episodes in mental health organizations: United States, 1955–2002
	Year 
	Total
episodes 
	24-hour hospital and residential treatment care episodes 
	Less than 
24-hour
care episodes 

	
	 
	Number 
	

	2002 
	9,524,742 
	2,315,808 
	7,208,934 

	2001 
	9,878,879 
	2,206,644 
	7,672,235 

	2000 
	10,741,243 
	2,335,711 
	8,405,532 

	1998 
	10,549,951 
	2,521,175 
	8,028,776 

	1994 
	9,584,216 
	2,502,166 
	7,082,050 

	1992 
	8,824,701 
	2,322,374 
	6,502,307 

	1990 
	8,620,628 
	2,266,022 
	6,354,606 

	1986 
	7,885,618 
	2,055,571 
	5,830,047 

	1983 
	7,194,038 
	1,860,613 
	5,333,425 

	1975 
	6,857,597 
	1,817,108 
	5,040,489 

	1971 
	4,190,913 
	1,755,816 
	2,435,097 

	1969 
	3,682,454 
	1,710,372 
	1,972,082 

	1965 
	2,636,525 
	1,565,525 
	1,071,000 

	1955 
	1,675,352 
	1,296,352 
	379,000 

	
	Percent distribution 

	2002 
	100 
	24.3 
	75.7 

	2001 
	100 
	22.3 
	77.7 

	2000 
	100 
	21.7 
	78.3 

	1998 
	100 
	23.9 
	76.1 

	1994 
	100 
	26.1 
	73.9 

	1992 
	100 
	26.3 
	73.7 

	1990 
	100 
	26.3 
	73.7 

	1986 
	100 
	26.1 
	73.9 

	1983 
	100 
	25.9 
	74.1 

	1975 
	100 
	26.5 
	73.5 

	1971 
	100 
	41.9 
	58.1 

	1969 
	100 
	46.4 
	53.6 

	1965 
	100 
	59.4 
	40.6 

	1955 
	100 
	77.4 
	22.6 

	Per 100,000 Residents

	2002 
	1,903.1
	761.6
	1,241.5

	2000 
	2,157.4
	719.3
	1,438.1

	1998 
	2,359.2
	854.8
	1,504.4

	1994 
	2,131.4
	874.6
	1,356.8

	1992 
	2,085.3
	830.1
	1,255.2

	1990 
	2,286.1
	833.7
	1,352.4

	1986 
	1,993.3
	759.9
	1,233.4

	1975 
	1,879.2
	736.5
	1,142.7

	1969 
	1,248
	644.2
	603.8


Source:  Foley et al. Tables 19-3, 19-4, 19-6, Highlights of Organized Mental Health Services in 2002 and Major National and State Trends.  Chapter 19; Section V National Service Statistics. Mental Health, United States, 2004.  Edited by Ronald W. Manderscheid, Ph.D. and Joyce T. Berry, Ph.D., J.D. US Department of Health and Human Services. Substance Abuse Mental Health Service Administration. Center for Mental Health Services.  DHHS Publication No. (SMA) 06-4195
2. The total number of mental health organizations in the United States increased between 1970 and 1998 from 3,005 to 5,722.  Although the number of mental health organizations providing 24-hour services (hospital inpatient and residential treatment) increased significantly over the 32-year period, the number of psychiatric beds provided by these organizations decreased by more than half, from 524,878 in 1970 to 211,199 in 2002. The corresponding bed rates per 100,000 civilian population dropped proportionately more in the same period, from 264 to 73.  During 1999 there were 1.7 million admissions to inpatient psychiatric treatment, not including residential treatment. 424,450 were involuntary commitments to psychiatric hospitals.  Although the number of resident patients has gone down the overall number of admissions has increased.  In 1963, when the Community Mental Health Center Construction Act was passed, the median stay in a psychiatric hospital was 17 days and mean 20 days.  In 1975 the median stay was 6.7 days and the mean 11 days.  The number of 24-hour hospital and residential treatment admissions increased steadily between 1969 and 1998, from 1,282,698 to 2,299,959, with a slight decrease between 1998 and 2002 to 2,192,839. There was a corresponding increase in the admission rate, from 644 per 100,000 civilian population in 1969 to 875 in 1994.

1. There have been several economic factors contributing to the current privatization trend in mental health.  First is the availability of Medicare and Medicaid administrated in accordance with the Social Security Amendments of 1965 that have relieved dependence upon the centralized source of funds provided by state funded state mental institutions.  Second the concept of “new federalism” heralded by the Reagan era liberated government agencies to contract widely with private providers.  Third, due to a decrease in real funding communities have had to taken a greater role to provide mental health services. Initially this effort was funded by the Community Mental Health Block Grant yet funding for community mental health centers suffered a 14% decrease since the 1981 repeal of the community mental health act that is magnified by inflation decreasing buying power from $250 million to $75 million real dollars.  
D. The Surgeon General’s Report on Mental Health of 1999 stated that 55% of Americans suffered from mental illness at some time in their life and 1 in 5 Americans experience a diagnosable mental disorder in any given year.  Mental illness is the second leading cause of disability, after stroke paralysis, costing disability insurance an estimated $24 billion and medical insurance $65 billion annually. In 2000 at the Conference on the Report of the Surgeon General Ohio Director of Mental Health Mike Hogan Phd promised to, “close all state mental institutions and private psychiatric hospitals to provide unimpeded access to community mental health.”  The World Health Organization Report on Mental Health of November of 2001 estimates that mental illness and psychological disorders stemming from substance abuse affect a combined total of 450 million people, 7.3%, of the global population.  WHO recommends that in the future, “governments take responsibility for providing treatment for mental disorders within primary care.” In response to the Report WHO established a Department of Mental Disease but quickly changed the name to the UN Department of Mental Health and Substance Abuse.  The solution for WHO Mental Health and Substance Abuse is the same as for SAMHSA – change of name to Social Work Administration (SWA).

1. On June 18, 2001 President Bush signed E.O. 13217 Community Based Alternatives for Individuals with Disabilities to (1) commit the United States to community based alternatives for individuals with disabilities (2) community programs foster independence (3) unjustified isolation or segregation through institutionalization is prohibited (4) states must take responsibility to place people with mental disabilities in community settings (5) states must ensure that all Americans have the right to live close to their families and friends, to live independently, to engage in productive employment and to participate in community life.  Mike Hogan was appointed to the President’s New Freedom Commission on Mental Health was established on April 29, 2002 in E.O. 13263.  The guiding principles are (1) individual employment, self-care, interpersonal relationships and community participation (2) community models of care (3) utility maximization (4) implementation of research (5) federalism, (6) Independence and full community integration are essential goals of mental health care. 

2. Stigma remains a significant problem.  A diagnosis of mental illness is often accompanied with fear and hostility by the general public not to mention a person’s own friends and family.  Stigma decreases the willingness of people with mental illness to seek or pay for services.  People with mental illness need choice and availability of acceptable treatment options or they are unlikely to engage in treatment or to participate in appropriate and timely interventions.  Thus giving access to a range of effective community based treatment options is critical to achieving their full community participation.  Despite the potential millions of people with severe mental illness lack housing to meet their needs.  Participation by people with mental illness in service planning should be a priority and policy makers should increase opportunities for participation. People are more likely to recover from a mental disorder when they are treated with fairness and respect. When their human rights are ignored or neglected, recovery is undermined.
E. Continuing the findings of most major reports on Mental Health in 2000 the National Council on Disability, an independent federal agency charged with making recommendations to the President and Congress, heard strong anti-psychiatry testimony from survivors "describing how people with psychiatric disabilities have been beaten, shocked, isolated, incarcerated, restricted, raped, deprived of food and bathroom privileges, chemically, physically and psychologically abused in institutions." The council concluded that "People with psychiatric disabilities are routinely deprived of their rights in a way no other disability group has been and the manner in which American society treats people with psychiatric disabilities constitutes a national emergency and a national disgrace". Conditions in hospitals were dangerous, unhealthy and oppressive, they lacked rehabilitative and therapeutics services, hospitals provided little or not follow-up had few recreation facilities were understaffed and relied upon heavy drugging.  Between 6% and 15% of city and county jail inmates and between 10% and 15% of state prison inmates have a severe mental illness and a large percentage of people with mental illness incarcerated in jail were homeless before entering jail.  People with mental illness comprise at least one fourth of all homeless people.  The focus of mental health reform should be on congregate housing, mental health and homeless shelters.  

1. Despite all the attention, unlike other medical specialties, the quality of care for Americans with mental health problems is reported to remain as poor today as it was several years ago.  This comes after decades of political improvement. Patients on antidepressant medication are about as likely to receive appropriate care today as they were in 1999.  Similarly, patients hospitalized for mental illness are only marginally likely to receive appropriate follow-up care according to the National Committee for Quality Assurance in 2006.   Even more alarming, the Missouri Department of Mental Health, was reported by the press, but censured by the establishment, as releasing information that people with serious mental illness are dying at age 51, on average, compared with 76 for Americans overall. Their odds of dying from the following causes, compared with the general population. 3.4 times more likely to die of heart disease. 3.4 times more likely to die of diabetes. 3.8 times more likely to die of accidents. 5 times more likely to die of respiratory ailments.  6.6 times more likely to die of pneumonia or influenza. Adults with serious mental illness treated in public systems die about 25 years earlier than Americans overall, a gap that's widened since the early '90s when major mental disorders cut life spans by 10 to 15 years.

F. The Department of Health and Human Services (DHHS) has undertaken a new critical study of psychiatric drugs.  The hypothesis is that prescription psychiatric drugs are all harmful and should not be prescribed for any reason.  Antipsychotic and sleep aid drugs are the leading cause of lethal drug overdose reported to the National Poison Control Center.  To cure the dangerous autistic neuromuscular extra pyramidal and Tourette’s side-effects of antipsychotic and childhood stimulant medication with FDA approved antiviral flu drug Amantadine (Symmetrel).  Risperdal (Risperidone) is the only antipsychotic drug that is not believed to cause potentially lethal Parkinsonian side-effects but invariably causes baldness in males and cannot be lightly prescribed for mental illness.  Withdrawal from antidepressant is peculiarly homicidal amongst hundreds of minor side-effects. Zyprexa and alcohol has caused millions of cases of diabetes and deaths in diabetics since the U.S. insulin manufacturer Eli Lilly & Co. began producing a psychiatric drug in the 1990s.  Juvenile onset insulin dependent diabetics may wish to experiment with the new oral diabetes drugs to reduce the risk of lethal injection from counterfeit insulin. 

1. Coffee and tea are prescribed by hospitals for migraine and bronchitis respectively. Herbal alternatives for the treatment of anxiety and depression include St. John’s wort (Hypericum perforatum) for mild cases and Valerian (Valeriana officinalis) for more severe cases of nervous stress.  Lemon balm (Melissa officinalis) and milky oats (Avena sativa, A. fatua) are known to soothe hyperactive children. Chamomile (Chamaemelum nobile, Matricaria recutita and related species) promotes a restful sleep and healthy digestion, but some people are allergic.  Stimulants should be avoided after noon so as to sleep well at night. Any sort of malabsorption or infection of the gastrointestinal tract is highly correlated with generalized anxiety disorder impaired mood and judgment.  E. coli from concentrated animal feeding operation (CAFO) pollution of the groundwater and food is remembered to be the leading cause of senility and generalized anxiety disorder best treated with bottled water, metronidazole for infectious ulcerative colitis and diarrhea, iron and vitamin B12 supplementation for post-infectious diarrhea.  Stonebreaker herbal tincture cures both urinary and gallstones overnight taken as prescribed.  The best explanation for attacks of severe mental illness is unwashed exposure to DOM (dimethoxymethylamphetamine) that causes a three day panic attack and up to six months of recovery from severe mental illness.  
§195  Mental Health Court

A. In Washington v. Harper 494 US 229 (1990) the Court determined “a person could be institutionalized if they were a harm to themselves or others, or extremely destructive to the environment”.   In Olmstead v. LC 527 US 581 (1999) the Court held “no qualified individual with a disability shall, by reason of such disability, be excluded from participation in or be denied the benefits of the services, programs, or activities of a public entity, or be subjected to discrimination by any such entity” under 42USC§12132 of the American with Disabilities Act (ADA).  The United Kingdom Parliament Joint Committee on Human Rights Fourth Report of 4 February 2007 on the Mental Health Bill 2006-07 (57-58) advocates for “a need for some external safeguard of liberty that is more accessible than judicial review…We consider that the principal legitimate aim for which psychiatric treatment may be imposed is mental health wherefore a patient should be entitled to seek review of the conditions before a Mental Health Review Tribunal”.  
1. Non-forensic Mental Health Courts can be abolished under Chapter XII-J of the Justice System Improvements Act.  Whereby, the federal government paid for up to 75% of no more than 100 mental health programs nationwide, without the waiver of the Attorney General, under 42USC§3794ii-4.  The Mental Health program grant recipient must make an annual report to the Attorney General in March under 42USC§3794ii-6.  The Paperwork Reduction Acts of 1980 and 1995 (Pub. L. No. 96-511, 94 Stat. 2812, codified at 44 U.S.C. §§ 3501–3521 are designed to reduce the total amount of paperwork burden the federal government imposes on private businesses and citizens and maximize the utility of information. This Department of Justice program provides specialized training for law enforcement in mental health and retardation, voluntary inpatient and outpatient mental health treatment with potential for reduced sentence with treatment, centralized case management and continuing supervision of treatment plans until expiration of sentence under 42USC§3794ii.  The Paperwork Reduction Acts of 1980 and 1995 (Pub. L. No. 96-511, 94 Stat. 2812, codified at 44 U.S.C. §§ 3501–3521 are designed to reduce the total amount of paperwork burden the federal government imposes on private businesses and citizens and maximize the utility of information. 
2. The most recent violation of the Slavery Convention of 1926 to develop in the mental health system is Psychiatric Emergency Services (PES), they are a pest.  They respond to calls in the community regarding allegations of mental illness, sometimes accompanying the police.  While PES might seem like a social service, staffed by social workers, they are dominated by the psychiatrists of the for-profit general hospital psychiatric ward.  PES is advertised by the County Mental Health Board, paid by the general hospital they kidnap for tens of thousands of dollars per false claim, and infiltrate the police force to kidnap 9-11 callers who are being victimized.  PES is a major breach of security.  The organization needs to be abolished in every county it has been established.  In the Declaration of Dresden Against Coerced Psychiatric Treatment  "We stand  united in calling for an end to all forced and coerced psychiatric procedures and for the development of alternatives to psychiatry."  Health care fraud occurs under 18USC§1347 when a billing agency claims credit for unnecessary, involuntary health care treatment or with completely false statements using stolen identity information.  Health care frauds should not be paid by the consumer, the government or private health insurance to prohibit the finance of terrorism.  CMS should terminate all payment for psychiatric and mental health services and expand Title XX Social Services block grants for licensed social workers 3 percent annually to shelter the severely mentally ill population.  Funds that were illegally disbursed to health care frauds as hospitalization payments may be converted to 3% interest welfare fraud loans of the Secretary of Health and Human Services under 42USC§606(c)(1).  
3. In all cases where torture or false arrest occurs there is a right to relief.  The victim has the right to free health care to treat injuries sustained from being tortured.  There is an immediate and undeniable right for all non-forensic cases to be released to the community if they make such a request that is magnified ten-fold if they can prove they have been tortured.  Forensic patients who are serving time for a felony or who have been arrested and jailed for acutely psychotic conduct that they have not recovered from, who have been tortured, have the right to be transferred to another facility at the request of their next of kin, attorney or physician if incapable of representing themselves.  Once basic arrangements have been made for the person’s security a right to financial compensation for torture or false arrest also arises under Art. 14 of the Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment of 26 June 1987 whereby 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  (6) of the International Covenant on Civil and Political Rights of 23 March 1976, states, when a person has by a final decision been convicted of a criminal offence and when subsequently his conviction has been reversed or he has been pardoned on the ground that a new or newly discovered fact shows conclusively that there has been a miscarriage of justice, the person who has suffered punishment as a result of such conviction shall be compensated according to law. 
4. Federal torture statute must be repaired to comply with Arts. 2, 4 and 14 of the Convention against Torture (CAT). Torture  is amended to delete “outside the United States” at (a) and at (a) where death results may be imprisoned for life.  Torture Definition amended at 18USC(113C)§2340  so at (2)(B) “toxic” is inserted before mind-altering and “, or pathogenic” after, and “physiology” is inserted after senses at both (2)(B & D) and to add a paragraph; (4) the United States is party to both the Convention against Torture and Other Cruel, Inhuman and Degrading Treatment or Punishment (CAT) of 26 June 1987 and the Optional Protocol to the Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment of 4 February 2003.  To make good on Art. 14 of the Convention the section title Exclusive remedies is abolished in its entirety at18USC§2340B to read: Civil Tort. The civil tort is fundamental to the administration of justice. The legal system ensures that the victim of an act of torture obtains redress and has an enforceable right to fair and adequate compensation, in a written trial of abuse without recrimination and appellate theory of negligence, 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, that persons dependents shall be entitled to compensation.

5. Institutional medical ethics committees comprised of moral professionals, social workers, scholars and disciplinary advocates, in silent E. 9.11 of the American Medical Association Code of Medical Ethics, shall arbitrate claims of professional malpractice that constitute torture insofar as they “caused severe physical or mental pain upon another person within their custody or physical control” and compensate victims of torture and biological experimentation from within their budget and the advisory settlement of private laws, in writing, under the Mental Health Bill of Rights 42USC§9501. State professional license board, Social Security Administration or appropriate executive department shall render written advice in regards to the “failure to use ordinary care, to do, or not do, something that a reasonably careful person would” and whether the practitioner is fit to continue working and if so, under what conditions.  The government shall ensure the victim of an act of torture “fair and adequate compensation” including the means for “as full a rehabilitation as possible” under the Federal Tort Claims Act, 20CFR429.101 and 28USC§2672.
6. The right to assert grievances with respect to infringement of rights, including the right to have such grievances considered in a fair, timely, and impartial grievance procedure provided for or by the program or facility for the purpose of receiving assistance to understand, exercise, and protect those rights is codified in the Mental Health Bill of Rights 42USC§9501 (L)(A)(M)(B).  Claims filed for money damages against the United States for damage to or loss of property or personal  injury or death that is caused by the negligent or wrongful act or omission of an employee are usually compensated for by the Social Security Administration (SSA) due to a paucity of settlement under the Federal Tort Claims Act, 20CFR429.101 as amended by, 28USC§2671-2680. Torts regarding the 48 hours release of patient who makes such a request under 24USC§326 transferred to this Chapter at 24USC§191, create an enforceable Mental Institution Relative Release Order Request (MIRROR).  Should the timeliness of the MIRROR be broken, it is evident that there is a health care fraud involving too many high priced inpatient beds and no community access.  The Board shall decide upon and manage the reinvestment of the psychiatric department into the community mental health shelters as was done in 24USC§225.
Mental Institution Relative Release Order Request
Hospitalization of Mentally Ill-48 Hour Relative Release – adjudication of involuntary hospitalization within 5 days 24USC§326
Mental Health Bill of Rights (Ai) Right to informed consent (ii) right to treatment that most promotes liberty (D) right to refuse treatment (I) Right to access mental health records (J) Right to access to Telephone and Mails 42USC§9501
AMI-alleged mentally ill, AMIGO-alleged mentally ill guardianship opportunity                 
Institution pays travel allowance 24USC§329
Date of Hospitalization:___________ Release:____________  Service :____________

AMI Name: ________________________________ SS#_________________________



                   

Diagnosis:_____________________________________ Date of Birth:_____________
Hospital:______________________________________Case #:___________________
Address: _______________________________________________________________
_______________________________________ County: ________________________
Telephone #: ______________________ Social Security $: ______________________  
AMIGO Name: ____________________________
 SS or tax ID:__________________

                     
              
Guardian: 18USC§1201Kidnapping G: parent (   ) spouse (   )  child (  )  sibling (   )  cousin (  ) grandparent ( ) aunt/uncle (   ) niece/nephew (   )  friend (   )  Community Shelter (  )
Address: _______________________________________________________________     
_______________________________________County:_________________________
Telephone #:_____________________________E-mail:________________________
Mental Health Records:  yes  (   )  no (   ), Medical Record:  yes  (   )   no  (   ),
Criminal Record:  yes (   )   no (   ), Trial:  yes  (    )  no (    )
___________________________________        _________________________________  
                        AMI                                                                     Psychiatrist
 ____________________________________     _________________________________
                     AMIGO


                                        Social Worker
§196 Mental Institutions 
A. “Forensic psychiatric hospital facility" means any institution or other facility for the housing of any person that is under the control of the department of rehabilitation and correction, in cooperation with the department of youth services, the department of mental retardation and developmental disabilities, the department of mental health, and any other agency or department of government.  Mental Health 2000, published by the Substance Abuse Mental Health System Administration (SAMHSA) lists five types of hospitals that can be called “mental institutions”- state and county mental hospitals, private psychiatric hospitals, Non-federal general hospitals with separate psychiatric services, Residential treatment centers for emotionally disturbed children and; VA medical center psychiatric hospitals.  The deinstitutionalization policy is such that there will be no more civil commitments to a psychiatric hospital.  All private psychiatric hospitals non-federal general hospitals with separate psychiatric services will be closed and all state and county mental hospitals, residential treatment centers for emotionally disturbed children and VA medical center psychiatric centers, not specifically certified 'forensic' would be closed.  A patient can either voluntarily admit and release themselves to and from a forensic psychiatric hospital or be transferred from jail for mental health treatment.  

B. The numbers show that de-institutionalization policies between 1970 and 1998 have been successful in reducing the supply of totally government funded psychiatric beds by a total of 376,704.  State and county mental institutions having reduced their number of inpatient beds from 413,066 in 1970 to 63,525 in 1998.  Likewise VA medical center psychiatric beds went down from 50,688 in 1970 to 13,301 in 1998. Between 1970 and 1998 Private psychiatric hospitals have increased in patient population from 14,295 to 33,635, Non-federal general hospital psychiatric wards have increased from 22,394 to 54,266, residential treatment centers for emotionally disturbed children increased from 15,129 to 33,483.  The total number inpatient beds of all “mental institutions” declined from 515,572 in 1970 to 198,195 in 1998.
 Psychiatric Inpatient Population by Type of Institution 1970-1998
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C. In Ohio HB 100 the governor shall determine which state agency's institutional facility or facilities should be closed.  When making this determination as the result of (1) a facility surplus, (2) crimes against humanity, (3) statewide prohibition against state mental institution and freestanding psychiatric hospitals; the governor shall notify the general assembly and that agency responsible for the facility determined to be in need of closure. The governor shall specify in the notice the number of facilities of that agency that the governor believes should be closed and the anticipated savings to be obtained through that closure or those closures.  A state facilities closure commission shall be created not later than seven days after the governor provides that notice.  The officials shall have the duties to provide to the general assembly, the governor, and the target state agency a report that contains the commission's recommendation as to the state institutional facility or facilities of the target state agency that the governor may close.
§197 Community Housing 

A. The Mental Retardation Facilities and Community Mental Health Construction Act of 1963 was integral in reaffirming the idea of community treatment to realize the goal of de-institutionalization as a national priority.  It is the policy of the United States to promote the general welfare of the Nation by employing the funds and credit of the Nation under 42USC§1437 to assist States and political subdivisions of States to remedy the unsafe housing conditions and the acute shortage of decent and safe dwellings for low-income families and individuals with physical and mental disabilities. Equal Opportunities for Individuals with Disabilities in Public Accommodations are guaranteed by the ADA under 42USC§12182 that states, “No individual shall be discriminated against on the basis of disability in the full and equal enjoyment of the goods, services, facilities, privileges, advantages, or accommodations of any place of public accommodation by any person who owns, leases (or leases to), or operates a place of public accommodation.” 
B. Community housing corporations may be run as (1) group homes, (2) partnerships, or (3) sole proprietorship.  Organizations that are principally engaged in the business of providing education, health care, housing, social services, or parks and recreation are eligible to receive federal finance under 29USC§794 (b)(B)(3)(a). Owners, managers, and tenants of federally assisted housing, public housing agencies, owner and tenant advocacy organizations persons with disabilities and disabled families, organizations assisting homeless individuals, and social service, mental health, and other nonprofit service providers who serve federally assisted housing shall provide in appropriate measures reasonable accommodations required under the Fair Housing Act 42USC§3601 to comply with civil rights laws elaborated upon in Labor statute 29USC§794 that sets forth that, “No otherwise qualified individual with a disability in the United States … shall, solely by reason of her or his disability, be excluded from the participation in, be denied the benefits of, or be subjected to discrimination under any program or activity receiving Federal  financial assistance or under any program or activity conducted by any Executive agency or by the United States Postal Service.”  
§198 Private Insurance

A. Upon the request of the sickness and accident insurance company providing the benefits for the diagnosis and treatment of a severe mental illness, the diagnosing or treating physician shall provide the insurer with information that substantiates that the treatment was, and continues to be, medically necessary. The diagnosing or treating physician also shall provide the insurer, upon request, with information pertaining to the beneficiary's response to treatment. Any review conducted by the insurer of the necessity for, or appropriateness of, a treatment for a severe mental illness shall be conducted in a manner consistent with the insurer's review of treatments for other forms of illness and injury.  Services shall be legally performed by or under the clinical supervision of a licensed physician or licensed psychologist, whether performed in an office, in a hospital, or in a community mental health facility so long as the hospital or community mental health facility is approved by the joint commission on accreditation of healthcare organizations, the council on accreditation for children and family services, the rehabilitation accreditation commission.  The abolition of psychiatry will revoke the accreditation of private psychiatric and general hospital psychiatric wards and accredit lower cost therapeutic mental health shelters staffed by licensed social workers.  
B.  Mental Health Parity Act of 1996 (P.L. 104-204) attempted to end discrimination against individuals with mental illnesses in insurance however companies wisely continue to limit inpatient care to no more than 5-10 days of voluntary psychiatric hospitalization.  The cost to insurance companies for the treatment of severe mental illness would be greatly reduced by paying for safe and effective, non-pharmaceutical treatment by licensed social workers with community mental shelters.  Acutely severely mentally ill people should be institutionalized at state expense in forensic psychiatric hospitals.  The Mental Health Equitable Treatment Act of 2003 continued to call for equal coverage.  Mental Health and Substance Abuse Treatment  “carve out” options are used by over 50% of employers to reduce the cost of health insurance often leaving people with mental disabilities without coverage.  The mental health carve out has also been tried by many states, reducing mental health expenditure from 17%-32%.  Mental health, psychiatric and psychiatric drug spending needs to be completely eliminated.  Social security needs to subsidize social work to enable licensed social workers to receive payment from both public and private health insurance for the treatment of mental illness in community shelters.   
Art. 11 Mental Health Bill of Rights
§199 Basic Codification of Rights
This is a third codification of the Mental Health Bill of Rights at 42USC§9501 and §1084.  The Mental Health Bill of Rights is composed of 12 rights:  (1) Right to a Treatment Plan, (2) Right to Participation in Planning, (3) Right not to Receive a Mode of Treatment, (4) Right not to Participate in an Experiment, (5) Right to Freedom from Restraint or Seclusion, (6) Right to a Humane Treatment Environment, (7) Right to Confidential Publication of Records, (8) Right to Communicate, (9) Right to be Informed of Rights, (10) Right to Assert Grievances (11) Right to Referral (12) Disclaimer.  The original codification of the Mental Health Bill of rights law is so pleasant that it has been restored to this re-numerated edition.
It is the sense of the Congress that each State should review and revise, if necessary, its laws to ensure that mental health patients receive the protection and services they require; and in making such review and revision should take into account the recommendations of the President's Commission on Mental Health and the following: (1) A person admitted to a program or facility for the purpose of receiving mental health services should be accorded the following: 
(A) The right to appropriate treatment and related services in a setting and under conditions that - (i) are the most supportive of such person's personal liberty; and (ii) restrict such liberty only to the extent necessary consistent with such person's treatment needs, applicable requirements of law, and applicable judicial orders. 
(B) The right to an individualized, written, treatment or service plan (such plan to be developed promptly after admission of such person), the right to treatment based on such plan, the right to periodic review and reassessment of treatment and related service needs, and the right to appropriate revision of such plan, including any revision necessary to provide a description of mental health services that may be needed after such person is discharged from such program or facility. 
(C) The right to ongoing participation, in a manner appropriate to such person's capabilities, in the planning of mental health services to be provided such person (including the right to participate in the development and periodic revision of the plan described in subparagraph (B)), and, in connection with such participation, the right to be provided with a reasonable explanation, in terms and language appropriate to such person's condition and ability to understand, of - (i) such person's general mental condition and, if such program or facility has provided a physical examination, such person's general physical condition; (ii) the objectives of treatment; (iii) the nature and significant possible adverse effects of recommended treatments; (iv) the reasons why a particular treatment is considered appropriate; (v) the reasons why access to certain visitors may not be appropriate; and (vi) any appropriate and available alternative treatments, services, and types of providers of mental health services.
(D) The right not to receive a mode or course of treatment, established pursuant to the treatment plan, in the absence of such person's informed, voluntary, written consent to such mode or course of treatment, except treatment - (i) during an emergency situation if such treatment is pursuant to or documented contemporaneously by the written order of a responsible mental health professional; or (ii) as permitted under applicable law in the case of a person committed by a court to a treatment program or facility.
(E) The right not to participate in experimentation in the absence of such person's informed, voluntary, written consent, the right to appropriate protections in connection with such participation, including the right to a reasonable explanation of the procedure to be followed, the benefits to be expected, the relative advantages of alternative treatments, and the potential discomforts and risks, and the right and opportunity to revoke such consent. 
(F) The right to freedom from restraint or seclusion, other than as a mode or course of treatment or restraint or seclusion during an emergency situation if such restraint or seclusion is pursuant to or documented contemporaneously by the written order of a responsible mental health professional. 
(G) The right to a humane treatment environment that affords reasonable protection from harm and appropriate privacy to such person with regard to personal needs. 
(H) The right to confidentiality of such person's records. 
(I) The right to access, upon request, to such person's mental health care records, except such person may be refused access to - (i) information in such records provided by a third party under assurance that such information shall remain confidential; and (ii) specific material in such records if the health professional responsible for the mental health services concerned has made a determination in writing that such access would be detrimental to such person's health, except that such material may be made available to a similarly licensed health professional selected by such person and such health professional may, in the exercise of professional judgment, provide such person with access to any or all parts of such material or otherwise disclose the information contained in such material to such person.
(J) The right, in the case of a person admitted on a residential or inpatient care basis, to converse with others privately, to have convenient and reasonable access to the telephone and mails, and to see visitors during regularly scheduled hours, except that, if a mental health professional treating such person determines that denial of access to a particular visitor is necessary for treatment purposes, such mental health professional may, for a specific, limited, and reasonable period of time, deny such access if such mental health professional has ordered such denial in writing and such order has been incorporated in the treatment plan for such person. An order denying such access should include the reasons for such denial. 
(K) The right to be informed promptly at the time of admission and periodically thereafter, in language and terms appropriate to such person's condition and ability to understand, of the rights described in this section. 

(L) The right to assert grievances with respect to infringement of the rights described in this section, including the right to have such grievances considered in a fair, timely, and impartial grievance procedure provided for or by the program or facility.
(M) Notwithstanding subparagraph (J), the right of access to (including the opportunities and facilities for private communication with) any available - (i) rights protection service within the program or facility; (ii) rights protection service within the State mental health system designed to be available to such person; and (iii) qualified advocate; for the purpose of receiving assistance to understand, exercise, and protect the rights described in this section and in other provisions of law.
(N) The right to exercise the rights described in this section without reprisal, including reprisal in the form of denial of any appropriate, available treatment. 
(O) The right to referral as appropriate to other providers of mental health services upon discharge. (2)(A) The rights described in this section should be in addition to and not in derogation of any other statutory or constitutional rights. (B) The rights to confidentiality of and access to records as provided in subparagraphs (H) and (I) of paragraph (1) should remain applicable to records pertaining to a person after such person's discharge from a program or facility. (3)(A) No otherwise eligible person should be denied admission to a program or facility for mental health services as a reprisal for the exercise of the rights described in this section. 
(B) Nothing in this section should - (i) obligate an individual mental health or health professional to administer treatment contrary to such professional's clinical judgment; (ii) prevent any program or facility from discharging any person for whom the provision of appropriate treatment, consistent with the clinical judgment of the mental health professional primarily responsible for such person's treatment, is or has become impossible as a result of such person's refusal to consent to such treatment; (iii) require a program or facility to admit any person who, while admitted on prior occasions to such program or facility, has repeatedly frustrated the purposes of such admissions by withholding consent to proposed treatment; or (iv) obligate a program or facility to provide treatment services to any person who is admitted to such program or facility solely for diagnostic or evaluative purposes. 
(C) In order to assist a person admitted to a program or facility in the exercise or protection of such person's rights, such person's attorney or legal representatives should have reasonable access to - (i) such person; (ii) the areas of the program or facility where such person has received treatment, resided, or had access; and (iii) pursuant to the written authorization of such person, the records and information pertaining to such person's diagnosis, treatment, and related services described in paragraph (1)(I).
(D) Each program and facility should post a notice listing and describing, in language and terms appropriate to the ability of the persons to whom such notice is addressed to understand, the rights described in this section of all persons admitted to such program or facility. Each such notice should conform to the format and content for such notices, and should be posted in all appropriate locations.
(4)(A) In the case of a person adjudicated by a court of competent jurisdiction as being incompetent to exercise the right to consent to treatment or experimentation described in subparagraph (D) or (E) of paragraph (1), or the right to confidentiality of or access to records described in subparagraph (H) or (I) of such paragraph, or to provide authorization as described in paragraph (3)(C)(iii), such right may be exercised or such authorization may be provided by the individual appointed by such court as such person's guardian or representative for the purpose of exercising such right or such authorization. 
(B) In the case of a person who lacks capacity to exercise the right to consent to treatment or experimentation under subparagraph (D) or (E) of paragraph (1), or the right to confidentiality of or access to records described in subparagraph (H) or (I) of such paragraph, or to provide authorization as described in paragraph (3)(C)(iii), because such person has not attained an age considered sufficiently advanced under State law to permit the exercise of such right or such authorization to be legally binding, such right may be exercised or such authorization may be provided on behalf of such person by a parent or legal guardian of such person. 
(C) Notwithstanding subparagraphs (A) and (B), in the case of a person admitted to a program or facility for the purpose of receiving mental health services, no individual employed by or receiving any remuneration from such program or facility should act as such person's guardian or representative. 
Art. 13 Hospitalization of Mentally Ill Nationals Returned from Foreign Countries
§200 Definitions

For the purposes of this chapter except as the context may otherwise require -
1. The terms ''medicine'' and ''medical'', include preventive and therapeutic medicine, dentistry, pharmacy, hospitalization, nursing, public health, and the fundamental sciences related thereto, and other related fields of study, research, or activity.
a. The term ''Department'' means the Department of Health and Human Services.

b. The term ''Secretary'' means the Secretary of Health and Human Services.

c. The term ''State'' means a State or Territory of the United States, the Commonwealth of Puerto Rico, or the District of Columbia.

d. The term ''eligible person'' means an individual with respect to whom the following certificates are furnished to the Secretary:

1. A certificate of the Secretary of State that such individual is a national of the United States; and

2. Either (A) a certificate obtained or transmitted by the Secretary of State that such individual has been legally adjudged insane in a named foreign country, or (B) a certificate of an appropriate authority or person (as determined in accordance with regulations prescribed by the Secretary of Health and Human Services) stating that at the time of such certification such individual was in a named foreign country and was in need of care and treatment in a mental hospital.

e. The term ''residence'' means residence as determined under the applicable law or regulations of a State or political subdivision for the purpose of determining the eligibility of an individual for hospitalization in a public mental hospital
.
§201 Reception of Eligible Persons at Ports of Entry or Debarkation

a. Arrangements for care, treatment, and assistance

Upon request of the Secretary of State, the Secretary of Health and Human Services is authorized (directly or through arrangements under this subsection) to receive any eligible person at any port of entry or debarkation upon arrival from a foreign country and, to the extent he finds it necessary, to temporarily care for and treat at suitable facilities (including a hospital), and otherwise render assistance to, such person pending his transfer or hospitalization pursuant to other sections of this chapter.  For the purpose of providing such care and treatment and assistance, the Secretary is authorized to enter into suitable arrangements with appropriate State or other public or nonprofit agencies.  Such arrangements shall be made without regard to 41USC§5, and may provide for payment by the Secretary either in advance or by way of reimbursement.

b. Payment or reimbursement for care, treatment, or assistance. 

The Secretary may, to the extent deemed appropriate, equitable, and practicable by him, 

1. require any person receiving care and treatment or assistance pursuant to subsection 

a. of this section to pay, in advance or by way of reimbursement, for the cost thereof or 

2. obtain reimbursement for such cost from any State or political subdivision responsible for the cost of his subsequent hospitalization
.

§202 Transfer and release to State of residence or legal domicile, or to relative

If, at the time of arrival in the United States, the residence or the legal domicile of an eligible person appearing to be in need of care and treatment in a mental hospital is known to be in a State, or whenever thereafter such a person's residence or legal domicile in a State is ascertained, the Secretary shall, if the person is then under his care (whether directly or pursuant to a contract or other arrangement under 24USC§322 or 24USC§324, endeavor to arrange with the proper authorities of such State, or of a political subdivision thereof, for the assumption of responsibility for the care and treatment of such person by such authorities and shall, upon the making of such arrangement in writing, transfer and release such person to such authorities.  In the event the State of the residence or legal domicile of an eligible person cannot be ascertained, or the Secretary is unable to arrange with the proper authorities of such State, or of a political subdivision thereof, for the assumption of responsibility for his care and treatment, the Secretary may, if he determines that the best interests of such person will be served thereby, transfer and release the eligible person to a relative who agrees in writing to assume responsibility for such person after having been fully informed as to his condition
.
§203 Care and Treatment of Eligible Persons until Transfer and Release
a. Place of hospitalization

Until the transfer and release of an eligible person pursuant to 24USC§323, the Secretary is authorized to provide care and treatment for such person at any Federal hospital within or (pursuant to agreement) outside of the Department, or (under contract or other arrangements made without regard to 41USC§5 at any other public or private hospital in any State and, for such purposes, to transfer such person to any such hospital from a place of temporary care provided pursuant to 24USC§322.  In determining the place of such hospitalization, the Secretary shall give due weight to the best interests of the patient.
b. Ineligible persons

The authority of the Secretary to provide hospitalization for any person under this section shall not apply to any person for whose medical care and treatment any agency of the United States is responsible
.
§204 Examinations of Persons Admitted

a. Time and frequency of examination; discharge

Any person admitted to any hospital pursuant to 24USC§322 or 24USC§324 shall, as soon as practicable, but in no event more than five days after the day of such admission, be examined by qualified members of the medical staff of the hospital and, unless found to be in need of hospitalization by reason of mental illness, shall be discharged.  Any person found upon such examination to be in need of such hospitalization shall thereafter, as frequently as practicable but not less often than every six months, be reexamined and shall, whenever it is determined that the conditions justifying such hospitalization no longer obtain, be discharged or, if found to be in the best interests of the patient, be conditionally released.

b. Notice to legal guardian, etc.

Whenever any person is admitted to a hospital pursuant to this chapter, his legal guardian, spouse, or next of kin shall, if known, be immediately notified
.

§205 Release of Patient
a. Request; determination of right to retain; retention after request

If a person who is a patient hospitalized under 24USC§322 or 24USC§324, or his legal guardian, spouse, or adult next of kin, requests the release of such patient, the right of the Secretary, or the head of the hospital, to detain him for care and treatment shall be determined in accordance with such laws governing the detention, for care and treatment, of persons alleged to be mentally ill as may be in force and applicable generally in the State in which such hospital is located, but in no event shall the patient be detained more than forty-eight hours (excluding any period of time falling on a Sunday or legal holiday) after the receipt of such request unless within such time (1) judicial proceedings for such hospitalization are commenced or (2) a judicial extension of such time is obtained, for a period of not more than five days, for the commencement of such proceedings.

b. Transfer to another hospital

The Secretary is authorized at any time, when he deems it to be in the interest of the person or of the institution affected, to transfer any person hospitalized under 24USC§324 from one hospital to another, and to that end any judicial commitment of any person so hospitalized may be to the Secretary
.
§206 Notification to Committing Court of Discharge or Conditional Release

In the case of any person hospitalized under 24USC§324 who has been judicially committed to the Secretary's custody, the Secretary shall, upon the discharge or conditional release of such person, or upon such person's transfer and release under 24USC§323, notify the committing court of such discharge or conditional release or such transfer and release
.
§207 Payment for Care and Treatment
a. Persons liable; scope of liability; compromise or waiver; investigations; judicial proceedings

Any person hospitalized under 24USC§324 or his estate, shall be liable to pay or contribute toward the payment of the costs or charges for his care and treatment to the same extent as such person would, if resident in the District of Columbia, be liable to pay, under the laws of the District of Columbia, for his care and maintenance in a hospital for the mentally ill in that jurisdiction.  The Secretary may, in his discretion, where in his judgment substantial justice will be best served thereby or the probable recovery will not warrant the expense of collection, compromise or waive the whole or any portion of any claim under this section.  In carrying out this section, the Secretary may make or cause to be made such investigations as may be necessary to determine the ability of any person hospitalized under 24USC§324 to pay or contribute toward the cost of his hospitalization.  All collections or reimbursement on account of the costs and charges for the care of the eligible person shall be deposited in the Treasury as miscellaneous receipts.  Any judicial proceedings to recover such costs or charges shall be brought in the name of the United States in any court of competent jurisdiction.
b. ''Costs or charges'' defined

As used in this section, the term ''costs or charges'' means, in the case of hospitalization at a hospital under the jurisdiction of the Department of Health and Human Services, a per diem rate prescribed by the Secretary on a basis comparable to that charged for any other paying patients and, in the case of persons hospitalized elsewhere, the contract rate or a per diem rate fixed by the Secretary on the basis of the contract rate
.

§208 Availability of appropriations for transportation

Appropriations for carrying out this chapter shall also be available for the transportation of any eligible person and necessary attendants to or from a hospital (including any hospital of a State or political subdivision to which an eligible person is released under 24USC§323, to the place where a relative to whom any person is released under 24USC§323 resides, or to a person's home upon his discharge from hospitalization under this chapter
.
Art. 12 Protection of Persons Alleged Mental Ill 
§209 Fundamental Freedom
A. The fundamental freedom and basic rights of the mental health system were set forth in the Protection of Persons with Mental Illnesses and the Improvement of Mental Health Care, 189, U.N. Doc. A/46/49 (1991).  Enumerated these fundamental freedoms are; 

1. All persons have the right to the best available mental health care, which shall be part of the health and social care system and be free of charge to the otherwise uninsured.

2. All persons with a mental illness, or who are being treated as such persons, shall be treated with humanity and respect for the inherent dignity of the human person.

3. All persons with a mental illness, or who are being treated as such persons, have the right to protection from economic, sexual and other forms of exploitation, physical or other abuse and degrading treatment.

4. There shall be no discrimination on the grounds of mental illness, disability, race, colour, sex, language, religion, political or other opinion, national, ethnic or social origin, legal or social status, age, property or birth.

a. ''Discrimination" means any distinction, exclusion or preference that has the effect of nullifying or impairing equal enjoyment of rights. 

5. Every person with a mental illness shall have the right to exercise all civil, political. economic, social and cultural rights as recognized in the Universal Declaration of Human Rights, the International Covenant on Economic, Social and Cultural Rights, the International Covenant on Civil and Political Rights, and in other relevant instruments, such as the Declaration on the Rights of Disabled Persons and the Body of Principles for the Protection of All Persons under Any Form of Detention or Imprisonment.

6. Any decision that, by reason of his or her mental illness, a person lacks legal capacity, and any decision that, in consequence of such incapacity, a personal representative shall be appointed, shall be made only after a fair hearing by an independent and impartial tribunal established by domestic law. The person whose capacity is at issue shall be entitled to be represented by a counsel. If the person whose capacity is at issue does not himself or herself secure such representation, it shall be made available without payment by that person to the extent that he or she does not have sufficient means to pay for it. The counsel shall not in the same proceedings represent a mental health facility or its personnel and shall not also represent a member of the family of the person whose capacity is at issue unless the tribunal is satisfied that there is no conflict of interest. Decisions regarding capacity and the need for a personal representative shall be reviewed at reasonable intervals prescribed by domestic law. The person whose capacity is at issue, his or her personal representative, if any, and any other interested person shall have the right to appeal to a higher court against any such decision.

7. Where a court or other competent tribunal finds that a person with mental illness is unable to manage his or her own affairs, measures shall be taken, so far as is necessary and appropriate to that person's condition, to ensure the protection of his or her interest.

8. The rights of minors must be protected.  They must be permitted to grow, be educated, be happy, live with the family member of their choice, or in special circumstances a guardian shall be appointed by the State.  In no case shall a child be deprived of their family or transported by the state into interstate commerce.  

9. Every person with a mental illness shall have the right to live and work, as far as possible, in the community.

10. A determination that a person has a mental illness shall be made in accordance with internationally accepted medical standards.

11. A determination of mental illness shall never be made on the basis of political, economic or social status, or membership of a cultural, racial or religious group, or any other reason not directly relevant to mental health status.

12. Family or professional conflict, or non-conformity with moral, social. cultural or political values or religious beliefs prevailing in a person's community, shall never be a determining factor in diagnosing mental illness.

13. A background of past treatment or hospitalization as a patient shall not of itself justify any present or future determination of mental illness.

14. No person or authority shall classify a person as having, or otherwise indicate that a person has, a mental illness except for purposes directly relating to mental illness or the consequences of mental illness.

15. Medical examination and psychiatric evaluation will be provided by the State.

16. The right of confidentiality of information concerning all persons shall be respected.  They shall be contacted to request the release of their information if anybody including a judicial officer requests such information.  If the patient consents to release their records the mental health professional shall forward that information free of charge.  If the patient refuses to submit this information or is unreachable the records will not be disclosed.

§210 Standards of Care
(a) 1. Every patient shall have the right to be treated and cared for, as far as possible, in the community in which he or she lives.

2. Where treatment takes place in a mental health facility, a patient shall have the right, whenever possible, to be treated near his or her home or the home of his or her relatives or friends and shall have the right to return to the community as soon as possible.

3. Every patient shall have the right to treatment suited to his or her cultural background.
(b) 1. Every patient shall have the right to receive such health and social care as is appropriate to his or her health needs and is entitled to care and treatment in accordance with the same standards as other ill persons.

2. Every patient shall be protected from harm, including unjustified medication, abuse by other patients staff or others or other acts causing mental distress or physical discomfort.
(c) 1. Every patient shall have the right to be treated in the least restrictive environment and with the least restrictive or intrusive treatment appropriate to the patient's health needs and the need to protect the physical safety of others.

2. The treatment and care of every patient shall be based on an individually prescribed plan, discussed with the patient, reviewed regularly, revised as necessary and provided by qualified professional staff.

3. Mental health care shall always be provided in accordance with applicable standards of ethics for mental health practitioners, including internationally accepted standards such as the Principles of Medical Ethics adopted by the United Nations General Assembly. Mental health knowledge and skills shall never be abused.

4. The treatment of every patient shall be directed towards preserving and enhancing personal autonomy.

(d) 1. Medication shall meet the best health needs of the patient, shall be given to a patient only for therapeutic or diagnostic purposes and shall never be administered as a punishment or for the convenience of others. Mental health practitioners shall only administer medication of known or demonstrated efficacy.

2. All medication shall be prescribed by a mental health practitioner and shall be recorded in the patient's records.

3. Excessive medication should be avoided and prescriptions limited to one or two medications that have been proven effective for the patient and are discontinued whether they work or not.

(e) 1. No treatment shall be given to a patient without his or her informed consent.                

2. Informed consent is consent obtained freely, without threats or improper inducements, after appropriate disclosure to the patient of adequate and understandable information in a form and language understood by the patient on:

(a) The diagnostic assessment;

(b) The purpose, method. Likely duration and expected benefit of the proposed treatment;

(c) Alternative modes of treatment, including those less intrusive; and

(d) Possible pain or discomfort, risks and side-effects of the proposed treatment.

3. A patient may request the presence of a person or persons of the patient's choosing during the procedure for granting consent.

4. A patient has the right to refuse or stop treatment, the consequences of refusing or stopping treatment must be explained to the patient.

5. A patient shall never be invited or induced to waive the right to informed consent. If the patient should seek; to do so, it shall be explained to the patient that the treatment cannot be given without informed consent.

6. Treatment may also be given to any patient without the patient's informed consent if a qualified mental health practitioner authorized by law determines that it is urgently necessary in order to prevent immediate or imminent harm to the patient or to other persons. Such treatment shall not be prolonged beyond the period that is strictly necessary for this purpose.

7. Where any treatment is authorized without the patient's informed consent, every effort shall nevertheless be made to inform the patient about the nature of the treatment and any possible alternatives and to involve the patient as far as practicable in the development of the treatment plan.

8. All treatment shall be immediately recorded in the patient's medical records, with an indication of whether involuntary or voluntary.

9. Physical restraint or involuntary seclusion of a patient shall not be employed except in accordance with the officially approved procedures of the mental health facility and only when it is the only means available to prevent immediate or imminent harm to the patient or others. It shall not be prolonged beyond the period which is strictly necessary for this purpose. All in stances of physical restraint or involuntary seclusion, the reasons for them and their nature and extent shall be recorded in the patient's medical record. A patient who is restrained or secluded shall be kept under humane conditions and be under the care and close and regular supervision of qualified members of the staff. A personal representative, if any and if relevant, shall be given prompt notice of any physical restraint or involuntary seclusion of the patient.

10. Sterilization shall never be carried out as a treatment for mental illness.

11. A major medical or surgical procedure may be carried out on a person with mental illness only where it is permitted by domestic law, where it is considered that it would best serve the health needs of the patient and where the patient gives informed consent, except that where the patient is unable to give informed consent, the procedure shall be authorized only after independent review.

12. Psychosurgery and other intrusive and irreversible treatments for mental illness shall never be carried out.

15. Clinical trials and experimental treatment shall never be carried out on any patient without informed consent.

16. The patient or his or her personal representative, or any interested person, shall have the right to appeal to a judicial or other independent authority concerning any treatment given to him or her.

§211 Patient Rights
1. A patient in a mental health facility shall be informed as soon as possible after admission, in a form and a language which the patient understands, of all his or her rights and how to exercise them.

2. If and for so long as a patient is unable to understand such information, the rights of the patient shall be communicated to the personal representative, if any and if appropriate, and to the person or persons best able to represent the patient's interests and willing to do so.

3. A patient who has the necessary capacity has the right to nominate a person who should be informed on his or her behalf, as well as a person to represent his or her interests to the authorities of the facility.

4. Every patient in a mental health facility shall, in particular, have the right to full:

(a) Recognition everywhere as a person before the law;

(b) Privacy;

(c) Freedom of communication, which includes freedom to communicate with other persons in the facility; freedom to send and receive uncensored private communications; freedom to receive, in private, visits from a counsel or personal representative and, at all reasonable times, from other visitors; and freedom of access to postal and telephone services and to newspapers, radio and television;

(d) Freedom of religion or belief.

5. The environment and living conditions in mental health facilities shall be as close as possible to those of the normal life of persons of similar age and in particular shall include:

(a) Facilities for recreational and leisure activities;

(b) Facilities for education;

(c) Facilities to purchase or receive items for daily living, recreation and communication;

(d) Facilities, and encouragement to use such facilities, for a patient's engagement in active occupation suited to his or her social and cultural background and for appropriate vocational rehabilitation measures to promote reintegration in the community. These measures should include vocational guidance, vocational training and placement services to enable patients to secure or retain employment in the community.

6. In no circumstances shall a patient be subject to forced labor. Within the limits compatible with the needs of the patient and with the requirements of institutional administration, a patient shall be able to choose the type of work he or she wishes to perform.

7. The labor of a patient in a mental health facility shall not be exploited. Every such patient shall have the right to receive the same remuneration for any work which he or she does as would, according to domestic law or custom, be paid for such work to a non-patient. Every such patient shall, in any event, have the right to receive a fair share of any remuneration which is paid to the mental health facility for his or her work.

§212 Admission
1. A mental health facility shall have access to the same level of resources as any other health establishment, and in particular:

(a) Qualified medical and other appropriate professional staff in sufficient numbers and with adequate space to provide each patient with privacy and a program of appropriate and active therapy;

(b) Diagnostic and therapeutic equipment for the patient;

(c) Appropriate professional care; and

(d) Adequate, regular and comprehensive treatment, including supplies of medication.

2. Every mental health facility shall be inspected by the competent authorities with sufficient frequency to ensure that the conditions, treatment and care of patients comply with these Principles.
3. Where a person needs treatment in a mental health facility, every effort shall be made to avoid involuntary admission including offering them shelter in a community shelter.

4. Access to a mental health facility shall be administered in the same way as access to any other facility for any other illness, emergency or walk-in.

5. Every patient not admitted involuntarily shall have the right to leave the mental health facility at any time unless the criteria for his or her retention as an involuntary patient and he or she shall be informed of that right.

6. A person may be admitted involuntarily to a mental health facility as a patient; only if, a qualified mental health practitioner authorized by law for that purpose determines, that person has a mental illness and considers:

(a) That, because of that mental illness, there is a serious likelihood of immediate or imminent harm to that person or to other persons; or extremely destructive to the environment.

7. Involuntary admission or retention shall initially be for a short period as specified by domestic law for observation and preliminary treatment pending review of the admission or retention by the review body. The grounds of the admission shall be communicated to the patient without delay and the fact of the admission and the grounds for it shall also be communicated promptly and in detail to the review body, to the patient's personal representative, if any, and, unless the patient objects, to the patient's family.

8. A mental health facility may receive involuntarily admitted patients only if the facility has been designated to do so by a competent authority prescribed by domestic law.

§213 Review
1. The review body shall be a mental health board.  It shall, in formulating its decisions, have the assistance of one or more qualified and independent mental health practitioners, and take their advice into account.

2. The review body's initial decision to admit or retain a person as an involuntary patient shall take place as soon as possible after that decision and shall be conducted in accordance with simple and expeditious procedures as specified by domestic law.

3. The review body shall periodically review the cases of involuntary patients at reasonable intervals as specified by domestic law.

4. An involuntary patient may apply to the review body for release or voluntary status at any time

5. At each review, the review body shall consider whether the criteria for involuntary admission is still satisfied, “That, because of that mental illness, there is a serious likelihood of immediate or imminent harm to that person or to other persons; or extremely destructive to the environment” and, if not, the patient shall be discharged as an involuntary patient.

6. If at any time the mental health practitioner responsible for the case is satisfied that the conditions for the retention of a person as an involuntary patient are no longer satisfied, he or she shall order the discharge of that person as such a patient.

7. A patient or his personal representative or any interested person shall have the right to appeal to a higher court against a decision that the patient be admitted to, or be retained in, a mental health facility.
8. The patient shall be entitled to choose and appoint a counsel to represent the patient as such, including representation in any complaint procedure or appeal. If the patient does not secure such services, a counsel shall be made available without payment by the patient to the extent that the patient lacks sufficient means to pay.

9. The patient shall also be entitled to the assistance, if necessary, of the services of an interpreter. Where such services are necessary and the patient does not secure them, they shall be made available without payment by the patient to the extent that the patient lacks sufficient means to pay.

10. The patient and the patient's counsel may request and produce at any hearing an independent mental health report and any other reports and oral, written and other evidence that are relevant and admissible.

11. Copies of the patient's records and any reports and documents to be submitted shall be given to the patient and to the patient's counsel, except in special cases where it is determined that a specific disclosure to the patient would cause serious harm to the patient's health or put at risk the safety of others. 

12. The patient and the patient's personal representative and counsel shall be entitled to attend, participate and be heard personally in any hearing.

13. If the patient or the patient's personal representative or counsel requests that a particular person be present at a hearing, that person shall be admitted unless it is determined that the person's presence could cause serious harm to the patient's health or put at risk the safety of others.

14. Any decision whether the hearing or any part of it shall be in public or in private and may be publicly reported shall give full consideration to the patient's own wishes, to the need to respect the privacy of the patient and of other persons and to the need to prevent serious harm to the patient's health or to avoid putting at risk the safety of others.

15. A patient, including former patients, shall be entitled to have access to the information concerning his or her health and personal records maintained by a mental health facility. 

16. Any written comments by the patient or the patient's personal representative or counsel shall, on request, be inserted in the patient's file.
17. Persons serving sentences of imprisonment for criminal offences, or who are otherwise detained in the course of criminal proceedings or investigations against them, and who are determined to have a mental illness or who it is believed may have such an illness.

18. All such persons should receive the best available mental health care.

19. They may be permitted to stay in psychiatric hospitals of suitable security for their offense.

20. Every patient and former patient shall have the right to make a complaint to the State directly or through representative.  These complaints should be in writing.   42USC§10802 directs grievances to the Secretary of Health and Human Services regarding abuse such as  (1) rape or sexual assault, (2) excessive force (3) unlawful use of bodily and chemical restraint (4) the striking of people alleged mentally ill (5) neglect (6) gross non-payment.

21. States shall ensure that appropriate mechanisms are in force for the inspection of mental health facilities, for the submission, investigation and resolution of complaints and for the institution of appropriate disciplinary or judicial proceedings for professional misconduct or violation of the rights of a patient.
Art. 14 Criminal Justice

§214 Criminal Sentencing 
A. Washington v. Harper 494 US 229 (1990) determined that, “a person can be institutionalized if they are a harm to themselves or others and/or extremely destructive to the environment.”  It is the mental health policy to release psychiatric patients as soon as they no longer present a threat of harm to themselves or others.  Many people serve penal sentences in psychiatric institutions of varying levels of security and require counsel to appeal their sentences and find appropriate aftercare.  Under 18USC§3551 an individual found guilty of an offense or not guilty by reason of insanity shall be sentenced, to (1) a term of probation;  (2) a fine as authorized ; (3) a term of imprisonment.  
B. The court, in determining the particular sentence to be imposed, shall consider - (1) the nature and circumstances of the offense and the history and characteristics of the defendant;(2) the need for the sentence imposed -(i)  to reflect the seriousness of the offense, to promote respect for the law, and to provide just punishment for the offense;       (ii) to afford adequate deterrence to criminal conduct; (iii) to protect the public from further crimes of the defendant; and (iv) to provide the defendant with needed educational or vocational training, medical care, or other correctional treatment in the most effective manner; (3) it is important to avoid unwarranted sentence disparities among defendants with similar records who have been found guilty of similar conduct; taking into consideration aggravating or mitigating circumstance and the reform of the detainee; (4) Upon motion of the defendant or the Government, or on its own motion, the court shall - (a) permit the defendant and the Government to submit affidavits and written memoranda addressing matters relevant to the imposition of such an order; (b) afford counsel an opportunity in open court to address orally the appropriateness of the imposition of such an order. 

C. In General. - A defendant who has been found guilty of an offense may be sentenced to a term of imprisonment under 18USC§3581. The authorized federal terms of imprisonment are (1) for a Class A felony, the duration of the defendant's life or any period of time;(2) for a Class B felony, not more than twenty-five years; (3) for a Class C felony, not more than twelve years; (4) for a Class D felony, not more than six years;     (5) for a Class E felony, not more than three years; (6) for a Class A misdemeanor, not more than one year; (7) for a Class B misdemeanor, not more than six months; (8) for a Class C misdemeanor, not more than thirty days; and (9) for an infraction, not more than five days.
D. In General sentencing is commuted to probation under 18USC§3563 - A defendant who has been found guilty of an offense is sentenced to a term of probation as an alternative to imprisonment.  Probation is immediately effective unless the offense is a Class A or Class B felony.  It is the responsibility of both correctional employees and mental health professionals to provide mental health patients and criminal detainees with safe, secure and affordable housing that permits them employment and community participation with guidance; unsupervised off-grounds movements that permits the patient day passes, trial visit that permits longer off-ground stays with periodic hospital visits and; conditional release that permits the person a release that may be revoked if they continue to be a harm to themselves or others.
E. Probation shall ensure- (1) support for dependents and meet other family responsibilities; (2) work conscientiously at suitable employment or pursue conscientiously a course of study or vocational training that will equip him for suitable employment; (3) refrain, in the case of an individual, from engaging in a specified occupation, business, or profession bearing a reasonably direct relationship to the conduct constituting the offense, or engage in such a specified occupation, business, or profession only to a stated degree or under stated circumstances; (4) refrain from frequenting specified kinds of places or from associating unnecessarily with specified persons;

(5) refrain from excessive use of alcohol, or any use of a narcotic drug or other controlled substance; (6) refrain from possessing a firearm, destructive device, or other dangerous weapon; (7) undergo available medical, psychiatric, or psychological treatment, including treatment for drug or alcohol dependency, as specified by the court, and remain, for a specified period not more than 30 days in a specified institution for that purpose; (8) remain in the custody of the Prison or Psychiatric Hospital during nights, weekends, or other intervals of time, (9) reside at, or participate in the program of, a community corrections facility for all or part of the term of probation; (10) work in community service; (11) reside in a specified place or area, or refrain from residing in a specified place or area; (12) remain within the jurisdiction of the court, unless granted permission to leave by the court or a probation officer; (13) report to a probation officer or mental health professional; (14) permit a probation officer or mental health professional to visit him or her at home or elsewhere; (15) answer inquiries by a probation officer and notify the probation officer or mental health professional promptly of any change in address or employment; (16) notify the probation officer or mental health professional promptly if arrested or questioned by a law enforcement officer; (17) remain at place of residence during nonworking hours.  Compliance with this condition can be monitored by telephonic or electronic signaling as an alternative to incarceration.
§215 Competency to Stand Trial
1. If, the court finds by a preponderance of the evidence provided by a psychiatrist that the defendant is presently suffering from a mental disease or defect rendering him mentally incompetent to the extent that he is unable to understand the nature and consequences of the proceedings against him or to assist properly in his defense, the court shall hospitalize the defendant for treatment in a suitable facility - until the defendant’s mental condition is so improved that trial may proceed, or the pending charges against the patient are served or disposed of according to law; whichever is earlier, under 18USC§4241
2. Psychiatry in federal pre-trial seems to be statistically helpful in reducing the federal prison population under 18USC§4243.  However, the federal prison reports that the prosecutor of pre-trial has engaged in a new practice of involuntary antipsychotic drug consumption being accepted as competency to stand trial, and must terminate that particular experiment under the Nuremberg Code, rather than wait for a determination of mental competency to stand trial or undergo post-release proceedings under 18USC§4241. Antipsychotic drugs and sleep aids are lumped together, in reference to institutional psychiatry, as the second leading cause of fatal drug overdose after opiates.  After it was found by the Attorney General in 2000, that certain combinations of traditional antipsychotic drugs could cause extra-pyramidal side-effect, potentially lethal facial tics, second generation antipsychotics were designed to be administered in gradually increasing doses whereas an unaccustomed, person taking one regular dose of an antipsychotic pill, would suffer hospital admission for potentially lethal extra-pyramidal side effects of antipsychotic drugs, the FDA indicates is cured by one dose of Amantadine (Symmetrel).  Antipsychotic abuse in nursing homes has declined 30% since 2014.
3. It is an affirmative defense to a prosecution under any Federal statute that, at the time of the commission of the acts constituting the offense, the defendant, as a result of a severe mental disease or defect, was unable to appreciate the nature and quality or the wrongfulness of his acts. Mental disease or defect does not otherwise constitute a defense under 18USC§17.  People who plead not guilty by reason of insanity must be informed that they will serve the maximum sentence for the crime they are accused of until they admit to understand the nature and consequences of the proceedings against them and assist the court properly in their defense.  Involuntary antipsychotic consumption as competency to stand trial, reduces time served.  This sentence reduction is justified as compensation under Art. 14 of the Convention against Torture, Cruel, Inhuman, and Degrading, Punishment or Treatment.  The practice of involuntary antipsychotic consumption as competency to stand trial must cease.  For statistical comparison, the non-drug abuse finding is that pre-trial detainees must be informed, by psychiatric, legal or prison counsel at the law library, of the maximum sentence they can receive for the crime they are accused of, and that if they continue to plead not guilty by reason of insanity, they will serve all of it. 
§216 Psychiatric Legal Definitions
There are several legal terms important to psychiatry,

1. "Counsel" is a legal or other qualified representative,

2. "Independent authority" is a competent and independent authority prescribed by domestic law,

3. "Mental health care" includes analysis and diagnosis of a person's mental condition, and treatment, care and rehabilitation for a mental illness or suspected mental illness,

4. "Mental health facility'' means any establishment, or any unit of an establishment, which as its primary function provides mental health care,

5. "Mental health practitioner'' means a medical doctor, clinical psychologist, nurse, social worker or other appropriately trained and qualified person with specific skills relevant to mental health care,

6. “Mental Institution” means an inpatient psychiatric facility,

7. "Patient" means a person receiving mental health care and includes all persons who are admitted to a mental health facility,

8. "Personal representative" means a person charged with the duty of representing a patient's interests in any specified respect or of exercising specified rights on the patient's behalf, and includes the parent or legal guardian of a minor,
9. "The review body" means the body established to review the involuntary admission a patient in a mental health facility and place them in the community.

10. “Forensic psychiatric hospital” is the only legal form of voluntary or involuntary commitment to a psychiatric hospital.
§217 Classification of Prisoners
A. There are four distinct classes of prisoners held in psychiatric hospitals who can be considered alleged mentally ill (ami) 

(1) voluntary commitments;

(2) involuntary commitments;

(3) criminals defendants incompetent to stand trial;

(4) convicted criminals hospitalized for their mental condition. 
§218 Voluntary Commitment
People believing themselves to be mentally ill may write the director of the hospital or the county board a letter requesting voluntary commitment to a psychiatric hospital ward. Voluntarily committed patients have the privilege to leave when they feel they are ready although a clinical officer may act within 3 days of the request for release to schedule a judicial trial for a temporary detention of not more than 5 days if they present a danger to themselves or others.  
§219 Involuntary Commitment
A. Involuntary commitments may occur as the result of an emergency commitment for 24 hour to 3 day observation that may be extended to an indeterminable stay under a temporary order of detention issued upon the determination of the court.  In no case should a patient who has demonstrated their competency by contracting for a secure living situation in the community be involuntarily committed.
B. Prisoners often serve their penal sentences in psychiatric hospitals to treat their mental condition in accordance with 18USC§4246 until release is determined possible without creating a substantial risk of bodily injury to another person or serious damage to property of another.
C. Kidnapping is defined by 18USC§1201 as when people are unlawfully seized, confined, inveigled, decoyed, kidnapped, abducted, unlawfully restrained or carried away to be held for ransom or reward.  The crime is considered aggravated if the victim was intentionally maltreated (i.e., tortured, enforced to consume dangerous or painful medication, denied either food or medical care) to a life-threatening degree; if the victim was sexually exploited (i.e., abused, used involuntarily for pornographic purposes); if the victim was placed in the care or custody of another person who does not have a legal right to such care or custody of the child either in exchange for money or other consideration.
§220 Not Guilty by Reason of Insanity
Criminal defendants who are acquitted or found not guilty by reason of incompetence in accordance with 18USC§4243 may be hospitalized in a psychiatric hospital should they provide a preponderance of evidence proving that the crime was caused by temporary or permanent mental defect of the defendant.  To serve out the natural sentence of the crime or, if the crime was particularly heinous, to be cleaned up before being transferred to a state prison.  The prisoner must prove;  “release would no longer create a substantial risk of bodily injury to another person or serious damage to property of another”, causing the patient to be immediately discharged; the conditions of the discharge involve compliance with a prescribed regimen of medical, psychiatric, or psychological care or treatment that has been prepared.  People incarcerated under a not guilty by reason of insanity plea often serve a sentence as much as four times longer than others convicted of the same crime.

§221 Hospitalization of Convicted Person 
A motion for hospitalization for a convicted criminal must be supported by substantial information indicating that the defendant may presently be suffering from a mental disease or defect for the treatment of which he or she is in need of custody for care or treatment in a suitable facility.  The State must find by a preponderance of the evidence that the defendant is presently suffering from a mental disease or defect and that he should, in lieu of being sentenced to imprisonment, be committed to a suitable facility for care or treatment.  The Attorney General shall hospitalize the defendant for care or treatment in a suitable facility.  Such a commitment constitutes a provisional sentence of imprisonment to the maximum term authorized by law for the offense for which the defendant was found guilty under 18USC§4244.
Art. 15 Mental Health Organizations
§222 Nonprofit Organizations

A. The National Mental Health Association (NMHA) is the country's oldest and largest nonprofit organization addressing all aspects of mental health and mental illness. With more than 340 affiliates nationwide. NMHA works to improve the mental health of all Americans, especially the 54 million individuals with mental disorders, through advocacy, education, research and service. NMHA was established in 1909 as the National Association for Mental Hygiene by former psychiatric patient Clifford W. Beers. During his stays in public and private institutions, Beers witnessed and was subjected to horrible abuse. From these experiences, Beers set into motion a reform movement that took shape as the National Mental Health Association. (1) Mental health is essential to the development and realization of every person’s full potential. (2) Sufficient resources need to be applied to a complete range of mental health research, and then effectively applied to preventive interventions, education, treatment, and community services design. (3) People with mental illnesses can recover and live healthy and productive lives

B. The National Alliance for the Mentally Ill (NAMI) was founded in 1979 to ensure equitable services and treatment for more than 15 million Americans living with severe mental illnesses and their families. Hundreds of thousands of volunteers participate in more than one thousand local affiliates and fifty state organizations to provide education and support, combat stigma, support increased funding for research, and advocate for adequate health insurance, housing, rehabilitation, and jobs for people with mental illnesses and their families. In the Preamble to its By Laws NAMI will accomplish its mission through the following. (1) Coordination of activities of state and local advocacy groups, (2) Serving as an information collection and dissemination center, (3) Monitoring existing health care facilities, staff, and programming for adequacy and accountability, influencing the pre-professional and continuing education of mental health service providers, (4) Promotion of new and remedial legislation, (5) Fostering public education, (6) Pressing for quality institutional and non-institutional care and individualized treatment of persons with mental illness, (7) Promotion of community support programs, including appropriate living arrangements linked with supportive social, vocational rehabilitation and employment programs, (8) Improvement of private and governmental funding for mental health facilities and services, care and treatment, and residential and research programs, (9) Liaison with other national and international mental health organizations, (10) Delineation and enforcement of patient and family rights (11)  Soliciting and receiving funds in support of all of the above.
C. The National Association of State Mental Health Program Directors (NASMHPD) is a non-profit organization dedicated to serving the Needs of the Nation's Public Mental Health System through policy development, information dissemination, and technical assistance.   Nationally the State Departments of Mental Health are ideologically cohesive under the President’s Freedom Commission on Mental Health founded in April 2002 as part of his commitment to eliminate inequality for Americans with disabilities. The President directed the Commission to identify policies that could be implemented by Federal, State and local governments to maximize the utility of existing resources, improve coordination of treatments and services, and promote successful community integration for adults with a serious mental illness and children with a serious emotional disturbance.  There are tens of thousands of consumer organizations who provide the mentally ill with free education about mental illness, cultural activities, arts crafts, food, computer access and social counseling.  

D. Mind Freedom International is an independent nonprofit coalition is to defend human rights and promote humane alternatives to psychiatry in mental health. While the majority of MFI members have personally experienced mental health system abuse, membership is open to all who support these goals. MFI has four basic message points, which are often not heard in mainstream or even alternative media: (1) Human rights violations in the mental health system are a global emergency. (2) Psychiatric drug industry domination in mental health is squeezing out choice. (3) Promote a range of humane, safe and effective alternatives for mental and emotional well being. (4) Support the voice and self-determination of people on the receiving end of the mental health system. 
§223 Professional Organizations

A. There are an estimated 600,000 licensed social worker practicing in the United States.  Of all the major professions that work with people with mental illness, social work aligns itself most explicitly with sanity.  The National Association of Social Workers has 150,000 members and is the largest professional organization of social workers in the world. The preamble to its professional code of ethics reads, “The primary mission of the social work profession is to enhance human well-being and help meet the basic human needs of all people, with particular attention the needs and empowerment of people who are vulnerable, oppressed and living in poverty”. The NASW Code of Ethics was hacked or amended and now no longer forbids social workers from testifying in courts or billing and instead forbids people from discussing the wrongful death(s) that have ensued from this new definition of confidentiality for social work. 
1. The Association of Social Work Boards (ASWB) is the association of state boards that regulate social work. ASWB develops and maintains the social work licensing examinations used across the country and in several Canadian provinces, and is a central resource for information on the legal regulation of social work. Through the association, social work boards can share information and work together. ASWB is also available to help individual social workers and social work students with questions they may have about licensing and the social work examinations.
B. The American Psychiatric Association is a medical specialty society recognized world-wide. Its over 35,000 U.S. and international member physicians work together to ensure humane care and effective treatment for all persons with mental disorders, including mental retardation and substance-related disorders. It is the voice and conscience of modern psychiatry. Its vision is a society that has available, accessible quality psychiatric diagnosis and treatment.  The Declaration of Madrid that was developed by the World Psychiatric Association states,  “The patient should be accepted as partner by right in the therapeutic process.  The therapist-patient relationship must be based on mutual trust and respect, to allow the patient to make free and informed decisions.  It is the duty of psychiatrists to provide the patient with relevant information so as to empower the patient to come to a rational decision according to his or her personal values and preferences”.
1. The American Psychiatric Nurses Association (APNA) is a professional membership organization of nearly 5,000 members committed to the specialty practice of psychiatric mental health nursing, health and wellness promotion through identification of mental health issues, prevention of mental health problems and the care and treatment of persons with psychiatric disorders.  APNA is independent of the ANA.  The Strategic Plan for 2007-2009 sets, Goal 1 Develop and disseminate knowledge to advance evidence based psychiatric mental health practice. To reduce violence in the workplace and promote advancement of the profession through writing and publication. Goal 2 Improve APNA visibility within membership and specialty and with policymakers, funders, media, allied organizations and other key stakeholders. Goal 3 Define the standards for psychiatric mental health nursing practice.  The American Nurses Association (ANA) is the only full-service professional organization representing the nation's 2.9 million registered nurses (RNs) through its 54 constituent member associations. The ANA advances the nursing profession by fostering high standards of nursing practice, promoting the economic and general welfare of nurses in the workplace, projecting a positive and realistic view of nursing, and by lobbying the Congress and regulatory agencies on health care issues affecting nurses and the public.  The Code of Ethics for Nurses provides, Patients have the moral and legal right to determine what will be done with their own person; to be given accurate, complete and understandable information in a manner that facilitates an informed judgment; to be assisted with weighing the benefits, burdens and available options in their treatment, including the choice of no treatment; to accept, refuse or terminate treatment without deceit, undue influence, duress, coercion or penalty; and to be given necessary support through the decision-making and treatment process.
C. The American Psychological Association (APA) is a scientific and professional organization that represents psychology in the United States. With 148,000 members, APA is the largest association of psychologists worldwide. The preamble to the Ethical Principles of Psychologists and Code of Conduct directs, psychologists to, “strive to help the public in developing informed judgments and choices concerning human behavior”. 

General Principle A. Psychologists strive to benefit those with whom they work and take care to do no harm. General Principle B. Psychologists establish relationships of trust with those with whom they work. General Principle C. Psychologists seek to promote accuracy, honesty, and truthfulness in the science, teaching, and practice of psychology. 

General Principle D. Psychologists recognize that fairness and justice entitle all persons to access to and benefit from the contributions of psychology and to equal quality in the processes, procedures, and services being conducted by psychologists. General Principle E. Psychologists respect the dignity and worth of all people, and the rights of individuals to privacy, confidentiality, and self-determination.

1. The objects of the American Psychological Association according to Bylaw I.1 shall be to advance psychology as a science and profession and as a means of promoting health, education, and human welfare by the encouragement of psychology in all its branches in the broadest and most liberal manner, the promotion of research in psychology and the improvement of research methods and conditions, the improvement of the qualifications and usefulness of psychologists through high standards of ethics, conduct, education, and achievement, the establishment and maintenance of the highest standards of professional ethics and conduct of the members of the Association, the increase and diffusion of psychological knowledge through meetings, professional contacts, reports, papers, discussions, and publications, thereby to advance scientific interests and inquiry, and the application of research findings to the promotion of health, education, and the public welfare.
§224 National Institute of Mental Health 
A.In 1946 President Truman signed the National Mental Health Act, calling for the establishment of a National Institute of Mental Health (NIMH).   In 1987 administrative control of St. Elizabeth's Hospital was transferred from the NIMH to the District of Columbia. NIMH retained research facilities on the grounds of the hospital.  In 1989 the NIMH Neuroscience Center and the NIMH Neuropsychiatric Research Hospital, located on the grounds of St. Elizabeth's Hospital, were dedicated on September 25.  NIMH is primarily headquartered in Bethesda, MD.  NIMH is one of the 17 Institutes with Directors within the Public Health System listed in 42USC§281
B. It is the sense of Congress that the Substance Abuse Mental Health Service Administration (SAMHSA) since 1993 when President Bush signed P.L. 102-321, the ADAMHA Reorganization Act, abolished the Alcohol, Drug Abuse, Mental Health Administration (ADAMHA) that had been officially established on May 4, 1974 when President Nixon signed P.L. 93-282. the Social Work Administration (SWA). The Administrator is appointed by the President and with the Approval of the Secretary of Health and Human Services may appoint a Deputy Administrator and employ such people determined to be needed to guarantee quality substance abuse and mental health care is provided in the United States of America through; (1) Center for Substance Abuse Treatment 42USC§290-bb, (2) Center for Substance Abuse Prevention.42USC§290bb-21, (3) Center for Mental Health Services.42USC§290bb-31. For 2005 Substance abuse was allocated $2,545,285,000 and mental health $912,502,000 for a total of $3,428,939,000 for all federal substance abuse and mental health programs.

C. The World Health Organization Department of Mental Health and Substance Abuse provides leadership and guidance for the achievement of two broad objectives, namely: closing the gap between what is needed and what is currently available to reduce the burden of mental disorders worldwide, and promoting mental health in developing nations.  Initially the organization was called the International Organization for Mental Diseases but was quickly renamed to appeal to the prevailing institutional corruption.  It is found that for the same reason as the Substance Abuse Mental Health Service Administration (SAMHSA) the WHO Department of Mental Health and Substance Abuse needs to change its name to the Social Work Administration (SWA).  

1. World Health Day on April 7, 2001 commemorated the theme of Mental Health with resounding success in over 155 countries. At the Director General's Ministerial Roundtables during the World Health Assembly 2001, 135 Ministers discussed mental health in all its dimensions with overwhelming enthusiasm and expressed unanimous commitment to the improvement of mental health of their populations. The World Health Report 2001 was devoted to the theme of mental health. It provides a new understanding of mental disorders that offers new hope to the mentally ill and their families in all countries and all societies. It is a comprehensive review of what is known about the current and future burden of mental disorders and the principal contributing factors. It also examines the scope of prevention and the availability of, and obstacles to, treatment. It deals in detail with service provision and planning; and it concludes with a set of far-reaching recommendations that can be adapted by every country according to the needs and resources.

Art. 16 Mental Health Services for the District of Columbia
§225 Findings and Purposes

a. The Congress makes the following findings:
1. Governmentally administered mental health services in the District of Columbia have been provided through two separate public entities, the federally administered Saint Elizabeth’s Hospital and the Mental Health Services Administration of the District of Columbia Department of Human Resources.

2. The District of Columbia has a continuing responsibility to provide mental health services to its residents.

3. The Federal Government, through its operation of a national mental health program at Saint Elizabeth’s Hospital, has for over 100 years assisted the District of Columbia in carrying out that responsibility.

4. Since its establishment by Congress in 1855, Saint Elizabeth’s Hospital has developed into a respected national mental health hospital and study, training, and treatment center,

providing a range of quality mental health and related services, including -
i. acute and chronic inpatient psychiatric care;

ii. outpatient psychiatric and substance abuse clinical and related services;

iii. Federal court system forensic psychiatry referral, evaluation, and patient treatment services for prisoners, and for individuals awaiting trial or requiring post-trial or post-sentence psychiatric evaluation;

iv. patient care and related services for designated classes of individuals entitled to mental health benefits under Federal law, such as certain members and employees of the United States Armed Forces and the Foreign Service, and residents of American overseas dependencies;

v. District of Columbia court system forensic psychiatry referral, evaluation, and patient treatment services for prisoners, and for individuals awaiting trial or requiring post-trial or post sentence psychiatric evaluation;

vi. programs for special populations such as the mentally ill deaf;

vii. support for basic and applied clinical psychiatric research and related patient services conducted by the National Institute of Mental Health and other institutions; and

viii. professional and paraprofessional training in the major mental health disciplines.
5. The continuation of the range of services that were provided by federally administered Saint Elizabeth’s Hospital must be assured, as these services are integrally related to -

i. the availability of adequate mental health services to District of Columbia residents, nonresidents who require mental health services while in the District of Columbia, individuals entitled to mental health services under Federal law, and individuals referred by both Federal and local court systems; and

ii. the Nation's capacity to increase our knowledge and understanding about mental illness and to facilitate and continue the development and broad availability of sound and

modern methods and approaches for the treatment of mental illness.

6. The assumption of all or selected functions, programs, and resources of Saint Elizabeth’s Hospital from the Federal Government by the District of Columbia, and the integration of those functions, resources, and programs into a comprehensive mental health care system administered solely by the District of Columbia, will improve the efficiency and effectiveness of the services currently provided through those two separate entities by shifting the primary focus of care to an integrated community-based system.

7. Such assumption of all or selected functions, programs, and resources of Saint Elizabeth’s Hospital by the District of Columbia would further the principle of home rule for the District of Columbia.
b. It is the intent of Congress that -
1. the District of Columbia have in operation no later than October 1, 1993, an integrated coordinated mental health system in the District which provides -
A. high quality, cost-effective, and community-based programs and facilities;
B. a continuum of inpatient and outpatient mental health care, residential treatment, and support services through an appropriate balance of public and private resources; and

C. assurances that patient rights and medical needs are protected;
2. the comprehensive District mental health care system be in full compliance with the Federal court consent decree in Dixon v.  Heckler;

3. the District and Federal Governments bear equitable shares of the costs of a transition to a comprehensive District mental health system;
4. the transition to a comprehensive District mental health system provided for by this subchapter be carried out with maximum consideration for the interests of employees of the Hospital and provide a right-of-first-refusal to such employees for employment at comparable levels in positions created under the system implementation plan;
5. the Federal Government have the responsibility for the retraining of Hospital employees to prepare such employees for the requirements of employment in a comprehensive District mental health system;
6. the Federal Government continue high quality mental health research, training, and demonstration programs at Saint Elizabeth’s Hospital;
7. the District government establish and maintain accreditation and licensing standards for all services provided in District mental health facilities which assure quality care consistent with appropriate Federal regulations and comparable with standards of the Joint Commission on Accreditation of Hospitals; and
8. the comprehensive mental health system plan include a component for direct services for the homeless mentally ill.

(c) In January 2010 U.S. Customs acquired all real property of St. Elizabeth’s Hospital under 19USC§2081(a)(1)(A) and is hereby ordered to amend all references to Homeland and Domestic Security throughout Title 6 of the United States Code, and Title 6 of the Code of Federal Regulations and elsewhere to U.S. Customs.
§225a Definitions

For the purpose of this subchapter:

1. The term ''Hospital'' means the institution in the District of Columbia known as Saint Elizabeths Hospital operated on November 8, 1984, by the Secretary of Health and Human Services.
2. The term ''Secretary'' means the Secretary of Health and Human Services.
3. The term ''Mayor'' means the Mayor of the District of Columbia.
4. The term ''District'' means the District of Columbia.
5. The term ''Federal court consent decree'' means the consent decree in Dixon v.  Heckler, Civil Action No. 74-285.
6. The term ''service coordination period'' means a period beginning on October 1, 1985, and terminating on October 1, 1987.
7. The term ''financial transition period'' means a period beginning on October 1, 1985, and terminating on October 1, 1991.
8. The term ''system implementation plan'' means the plan for a comprehensive mental health system for the District of Columbia to be developed pursuant to this subchapter.
9. The term ''Council'' means the Council of the District of Columbia.

(10) the term “Customs” means the occupants of St. Elizabeth’s Hospital.  
§225b Development of a Plan for Mental Health System of the District
a. Responsibility for mental health services; effective date; final system implementation plan; comprehensive mental health program
1. Subject to subsection (g) of this section and section 225g(b)(1) of this title, effective October 1, 1987, the District shall be responsible for the provision of mental health services to residents of the District.
2. Not later than October 1, 1993, the Mayor shall complete the implementation of the final system implementation plan reviewed by the Congress and the Council in accordance with the provisions of this subchapter for the establishment of a comprehensive District mental health system to provide mental health services and programs through community mental health facilities to individuals in the District of Columbia.
b. Mayor; preliminary system implementation plan; final implementation plan; submission to and review by Council and Congressional committees
1. The Mayor shall prepare a preliminary system implementation plan for a comprehensive mental health system no later than 3 months from October 1, 1985, and a final implementation plan no later than 12 months from October 1, 1985.
2. The Mayor shall submit the preliminary system implementation plan to the Council no later than 3 months from October 1, 1985. The Council shall review such plan and transmit written recommendations to the Mayor regarding any revisions to such plan

no later than 60 days after such submission.  The Mayor shall submit the revised preliminary plan to the Committee on the District of Columbia of the House of Representatives and the Committee on Labor and Human Resources and the Committee on Governmental Affairs of the Senate for review and comment in accordance with the provisions of this subchapter.
3. The final system implementation plan shall be considered by the Council consistent with the provisions of section 422(12) of the District of Columbia Home Rule Act.
4. After the review of the Council pursuant to paragraph (3), the Mayor shall submit the final implementation plan to the Committee on the District of Columbia of the House of

Representatives and the Committee on Labor and Human Resources and the Committee on Governmental Affairs of the Senate for review and comment in accordance with the provisions of this subchapter.

c. Contents of system implementation plan.  The system implementation plan shall -
1. propose and describe an integrated, comprehensive, and coordinated mental health system for the District of Columbia;
2. identify the types of treatment to be offered, staffing patterns, and the proposed sites for service delivery within the District of Columbia comprehensive mental health system;
3. identify mechanisms to attract and retain personnel of appropriate number and quality to meet the objectives of the comprehensive mental health system;
4. be in full compliance with the Federal court consent decree in Dixon v.  Heckler and all applicable District of Columbia statutes and court decrees;
5. identify those positions, programs, and functions at Saint Elizabeth’s Hospital which are proposed for assumption by the District, those facilities at Saint Elizabeth’s Hospital which are proposed for utilization by the District under a comprehensive District mental health system, and the staffing patterns and programs at community facilities to which the assumed functions are to be integrated;
6. identify any capital improvements to facilities at Saint Elizabeth’s Hospital and elsewhere in the District of Columbia proposed for delivery of mental health services, which are necessary for the safe and cost effective delivery of mental health services; and
7. identify the specific real property, buildings, improvements, and personal property to be transferred pursuant to section 225f(a)(1) of this title needed to provide mental health

and other services provided by the Department of Human Services under the final system implementation plan.
d. Consultation; labor-management advisory committee; public comments
1. The Mayor shall develop the system implementation plan in close consultation with officials of Saint Elizabeth’s Hospital, through working groups to be established by the Secretary and the Mayor for that purpose.
2. The Mayor and the Secretary shall establish a labor-management advisory committee, requesting the participation of Federal and District employee organizations affected by this subchapter, to make recommendations on the system implementation plan.  The committee shall consider staffing patterns under a comprehensive District mental health care system, retention of Hospital employees under such system, Federal retraining for such employees, and any other areas of concern related to the establishment of a comprehensive District system.  In developing the system implementation plan the Mayor shall carefully consider the recommendations of the committee.  Such advisory committee shall not be subject to the Federal Advisory Committee Act.
3. The Mayor and such working groups shall, in developing the plan, solicit comments from the public, which shall include professional organizations, provider agencies and individuals, and mental health advocacy groups in the District of Columbia.
e. Shift of selected program responsibilities and staff resources; commercial activity proposals; exemption of certain studies
1. The Mayor and the Secretary may, during the service coordination period, by mutual agreement and consistent with the requirements of the system implementation plan direct the shift of selected program responsibilities and staff resources from Saint Elizabeth’s Hospital to the District. The Secretary may assign staff occupying positions in affected programs to work under the supervision of the District. The Mayor shall notify the Committee on the District of Columbia of the House of Representatives and the Committee on Labor and Human Resources and the Committee on Governmental Affairs of the Senate in writing of any planned shift in program responsibilities or staff resources not less than 30 days prior to the implementation of such shift.
(2)(A) Except as provided in subparagraph (B), after October 1, 1984, and during the service coordination period, no request for proposals may be issued by the Secretary for any areas of commercial activity at the Hospital pursuant to Office of Management and Budget circular A-76.
B. The limitation under subparagraph (A) shall not apply to studies initiated pursuant to such circular prior to October 1, 1984.
f. Financial and physical plant audits; repairs and renovations; maintenance of facilities and infrastructure
1. To assist the Mayor in the development of the system implementation plan, the Secretary shall contract for a financial audit and a physical plant audit of all existing facilities at the Hospital to be completed by January 1, 1986. The financial audit shall be conducted according to generally accepted accounting principles.  The physical plant audit shall recognize any relevant national and District codes and estimate the useful life of existing facility support systems.
(2)(A) Pursuant to such physical plant audit, the Secretary shall initiate not later than October 1, 1987, and, except as provided under an agreement entered into pursuant to subparagraph (C), complete not later than October 1, 1993, such repairs and renovations to such physical plant and facility support systems of the Hospital as are to be utilized by the District under the system implementation plan as part of a comprehensive District mental health system, as are necessary to meet any applicable code requirements or standards.

B. At a minimum until October 1, 1987, the Secretary shall maintain all other facilities and infrastructure of the Hospital not assumed by the District in the condition described in such audit.
C. The Secretary may enter into an agreement with the Mayor under which the Secretary shall provide funds to the Mayor to complete the repairs and renovations described in subparagraph (A) and to make other capital improvements that are necessary for the safe and cost effective delivery of mental health services in the District, except that $7,500,000 of the funds provided to the Mayor under such an agreement shall be used to make capital improvements to facilities not located at Saint Elizabeth’s Hospital. Of the

$7,500,000 provided for improvements to facilities not located at the Hospital, not less than $5,000,000 shall be used to make capital improvements to housing facilities for seriously and chronically mentally ill individuals.
g. Service coordination period; responsibility for providing services During the service coordination period, the District of Columbia and the Secretary, to the extent provided in the Federal court consent decree, shall be jointly responsible for providing citizens with the full range and scope of mental health services set forth in such decree and the system implementation plan.  No provision of this subchapter or any action or agreement during the service coordination period may be so construed as to absolve or relieve the District or the Federal Government of their joint or respective responsibilities to implement fully the mandates of the Federal court consent decree.
§225c Congressional Review of System Implementation Plan
a. The Committee on the District of Columbia of the House of Representatives and the Committee on Labor and Human Resources and the Committee on Governmental Affairs of the Senate shall review the preliminary system implementation plan transmitted by the Mayor pursuant to section 225b of this title to determine the extent of its compliance and transmit written recommendations regarding any revisions to the preliminary plan to he Mayor not later than 60 days after receipt of such plan. 

b. The Committee on the District of Columbia of the House of Representatives and the Committee on Labor and Human Resources and the Committee on Governmental Affairs of the Senate shall, within 90 days of submission of the final system implementation plan by the Mayor pursuant to section 225b of this title, review such plan to determine the extent to which it is in compliance with the provisions.

§225d Transition Provisions for Employees of Hospital   
a. Retirement opportunity Employees of the Hospital directly affected by the assumption of programs and functions by the District government who meet the requirements for immediate retirement under the provisions of section 5USC§8336(d) and shall be accorded the opportunity to retire during the 30-day period prior to the assumption of such programs and functions.
b. Specific number and types of positions; transfer to District employment
1. The system implementation plan shall prescribe the specific number and types of positions needed by the District government at the end of the service coordination period.
2. Notwithstanding 5USC§3503, employees of the Hospital shall only be transferred to District employment under the provisions of this section.
c. Retention list; reemployment priority list; right-of-first-refusal; retention registers; employee appeals
1. While on the retention list or the District or Federal agency reemployment priority list, the system implementation plan shall provide to Hospital employees a right-of-first-refusal to District employment in positions for which such employees may qualify,         

A. created under the system implementation plan in the comprehensive District mental health system, 

B. available under the Department of Human Services of the District, and (C) available at the District of Columbia General Hospital.

2. In accordance with Federal regulations, the Secretary shall establish retention registers of Hospital employees and provide such retention registers to the District government.  Employment in positions identified in the system implementation plan under subsection (b) of this section shall be offered to Hospital employees by the District government according to each such employee's relative standing on the retention registers.
3. Employee appeals concerning the retention registers established by the Secretary shall be in accordance with Federal regulations.
4. Employee appeals concerning employment offers by the District shall be in accordance with the District of Columbia Government Comprehensive Merit Personnel Act of 1978.
d. Federal agency reemployment priority list; right-of-first-refusal; Department of Health and Human Services; separation; maintenance of lists; District agency reemployment priority list; refusal of employment offer; acceptance of non temporary employment
1. Notwithstanding any other provision of law, employees of the Hospital, while on the Federal agency reemployment priority list, shall have a right-of-first-refusal to employment in comparable available positions for which they qualify within the Department of Health and Human Services in the Washington metropolitan area.
2. If necessary to separate employees of the Hospital from Federal employment, such employees may be separated only under Federal reduction-in-force procedures.
3. A Federal agency reemployment priority list and a displaced employees program shall be maintained for employees of the Hospital by the Secretary and the Office of Personnel Management in accordance with Federal regulations for Federal employees separated by reduction-in-force procedures.
4. The Mayor shall create and maintain, in consultation with the Secretary, a District agency reemployment priority list of those employees of the Hospital on the retention registers who are not offered employment under subsection (c) of this section. Individuals who refuse an offer of employment under subsection (c) of this section shall be ineligible for inclusion on the District agency reemployment priority list.  Such reemployment priority list shall be administered in accordance with procedures established pursuant to the District of Columbia Government Comprehensive Merit Personnel Act of 1978 (D.C. Law 2-139).
5. Acceptance of non-temporary employment as a result of referral from any retention list or agency reemployment priority list shall automatically terminate an individual's severance pay as of the effective date of such employment.

e. Contracts; mental health services; preferences Any contract entered into by the District of Columbia for the provision of mental health services formerly provided by or at the Hospital shall require the contractor or provider, in filling new positions created to perform under the contract, to give preference to qualified candidates on the District agency reemployment priority list created pursuant to subsection (d) of this section.

An individual who is offered non temporary employment with a contractor shall have his or her name remain on the District agency reemployment priority list under subsection (d) of this section for not more than 24 months from the date of acceptance of such employment.

§225e Conditions of Employment for former Employees of Hospital                  
a. Individuals accepting employment; without service breaks.  Each individual accepting employment without a break in service with the District government pursuant to §225d of this title shall -
1. except as specifically provided in this subchapter, be required to meet all District qualifications other than licensure requirements for appointment required of other candidates, and shall become District employees in the comparable District service subject to the provisions of the District of Columbia Government Comprehensive Merit Personnel Act of 1978, and all other statutes and regulations governing District personnel;

2. meet all licensure requirements within 18 months of appointment by the District government;

3. notwithstanding chapter 63 of title 5, transfer accrued annual and sick leave balances pursuant to title XII of the District of Columbia Comprehensive Merit Personnel Act of 1978;

4. have the grade and rate of pay determined in accordance with regulations established pursuant to title XI of the District of Columbia Comprehensive Merit Personnel Act of 1978, except that no employee shall suffer a loss in the basic rate of pay or in seniority;      

5. if applicable, retain a rate of pay including the physician's comparability allowance under the provisions of 5USC§5948, and continue to receive such allowance under the terms of the then prevailing agreement until its expiration or for a period of 2 years from the date of appointment by the District government, whichever occurs later;


6. be entitled to the same health and life insurance benefits as are available to District employees in the applicable service;

7. if employed by the Federal Government before January 1, 1984, continue to be covered by the United States Civil Service Retirement System, under chapter 83 of title 5, to the same  extent that such retirement system covers District Government        
8. if employed by the Federal Government on or after January 1, 1984, be subject to the retirement system applicable to District government employees pursuant to title XXVI, Retirement, of the District of Columbia Government Comprehensive Merit Personnel Act of 1978.
b. Exemption from residency requirements.  An individual appointed to a position in the District government without a break in service, from the retention list, or from the District or Federal agency reemployment priority lists shall be exempt from the residency requirements of title VIII of the District of Columbia Government Comprehensive Merit Personnel Act of 1978.
c. Compensation; work related injuries An individual receiving compensation for work injuries pursuant to chapter 81 of title 5 shall -
1. continue to have the claims adjudicated and the related costs paid by the Federal Government until such individual recovers and returns to duty;        

2. if medically recovered and returned to duty, have any subsequent claim for the recurrence of the disability determined and paid under the provisions of title XXIII of the District of Columbia Comprehensive Merit Personnel Act of 1978.
d. Actions by District against individuals accepting employment The District government may initiate or continue an action against an individual who accepts employment under section 225d(c) of this title for cause related to events that occur prior to the end of the service coordination period.  Any such action shall be conducted in accordance with such Federal laws and regulations under which action would have been conducted had the assumption of function by the District not occurred.
e. Commissioned public health service officers Commissioned public health service officers detailed to the District of Columbia mental health system shall not be considered employees for purposes of any full-time employee equivalency total of the Department of Health and Human Services.
f. Former patient employees For purposes of this section, Hospital employees shall include former patient employees occupying career positions at the Hospital.
§225f Property Transfer

a. Authority of Secretary; 
1.The Secretary shall transfer to the District, without compensation, all right, title, and interest of the United States in all real property at Saint Elizabeth’s Hospital in the District of Columbia together with any buildings, improvements, and personal property used in connection with such property needed to provide mental health and other services provided by the Department of Human Services identified pursuant to section 225b(c)(7) of this title.            

2. Such real property as is identified by the Secretary by September 30, 1987, as necessary to Federal mental health programs at Saint Elizabeth’s Hospital under section 225(b)(5) of this title shall not be transferred under this subsection until 2010 to serve as the U.S. Customs headquarters in appreciation for the abolition of the Immigration and Naturalization Service (INS) by the Homeland Security Act of 2002 and USAID Bureau for Asia and the Near East (ANE) in 2010 and continuing need to change the name of Citizenship and Immigration Service (CIS) to Naturalization Service (NS) and Homeland Security to Customs.
b. Preparation of master plan; consultation; approval; property transfer; exclusion of Oxon Cove Park On or before October 1, 1992, the Mayor shall prepare, and submit to the Committee on the District of Columbia of the House of Representatives and the Committees on Governmental Affairs and Labor and Human Resources of the Senate, a master plan, not inconsistent with the comprehensive plan for the National Capital, for the use of all real property, buildings, improvements, and personal property comprising Saint Elizabeth’s Hospital in the District of Columbia not transferred or excluded pursuant to subsection (a) of this section.  In developing such plan, the Mayor shall consult with, and provide an opportunity for review by, appropriate Federal, regional, and local agencies.  Such master plan submitted by the Mayor shall be approved by a law enacted by the Congress within the 2-year period following the date such plan is submitted to the Committee on the District of Columbia of the House of Representatives and the Committees on Governmental Affairs and Labor and Human Resources of the Senate. Immediately upon the approval of any such law, the Secretary shall transfer to the District, without compensation, all right, title, and interest of the United States in and to such property in accordance with such approved plan.  The real property, together with the buildings and other improvements thereon, including personal property used in

connection therewith, known as the Oxon Cove Park and operated by the National Park Service, Department of the Interior, shall not be transferred under this subchapter.
c. Transfer of J.B. Johnson Building and grounds On October 1, 1985, the Secretary shall transfer to the District, without compensation, all right, title, and interest of the United States to lot 87, square 622, in the subdivision made by the District of Columbia Redevelopment Land Agency, as per plat recorded in the Office of the Surveyor for the District of Columbia, in liber 154 at folio 149 (901 First Street N.W., the J.B. Johnson Building and grounds).

§225g Financing Provisions

a. Authorization of appropriations. There are authorized to be appropriated for grants by the Secretary of Health and Human Services to the District of Columbia comprehensive mental health system, $30,000,000 for fiscal year 1988, $24,000,000 for fiscal year 1989, $18,000,000 for fiscal year 1990, and $12,000,000 for fiscal year 1991.

b. Federal agencies; payments to District of costs for treatment of certain patients; responsibility of U.S. for service costs

1. Beginning on October 1, 1987, and in each subsequent fiscal year, the appropriate Federal agency is directed to pay the District of Columbia the full costs for the provision of mental health diagnostic and treatment services for the following types of patients:

A. Any individual referred to the system pursuant to a Federal statute or by a responsible Federal agency.

B. Any individual referred to the system for emergency detention or involuntary commitment after being taken into custody (i) as a direct result of the individual's action or threat of action against a Federal official, (ii) as a direct result of the individual's action or threat of action on the grounds of the White House or of the Capitol, or (iii) under chapter 9 of title 21 of the District of Columbia Code.

C. Any individual referred to the system as a result of a criminal proceeding in a Federal court (including an individual admitted for treatment, observation, and diagnosis and an individual found incompetent to stand trial or found not guilty by reason of insanity).  The preceding provisions of this paragraph apply to any individual referred to the system (or to Saint Elizabeth’s Hospital) before or after November 8, 1984.
2. The responsibility of the United States for the cost of services for individuals described in paragraph (1) shall not affect the treatment responsibilities to the District of Columbia under the Interstate Compact on Mental Health.
c. Financial responsibility during coordination period

1. During the service coordination and the financial transition periods, the District of Columbia shall gradually assume a greater share of the financial responsibility for the provision of mental health services provided by the system to individuals not described in subsection (b) of this section.

d. Shared responsibility for capital improvements Subject to section 225b(f)(2) of this title, capital improvements to facilities at Saint Elizabeth’s Hospital authorized during the

service coordination period shall be the shared responsibility of the District and the Federal Government in accordance with Public Law 83-472.

e. Unassigned liabilities are the sole responsibility of Federal Government Pursuant to the financial audit under section 225b(f) of this title, any unassigned liabilities of the Hospital shall be assumed by and shall be the sole responsibility of the Federal Government.

f. Audit to determine liability of Federal Government for accrued annual leave balances; authorization of appropriations

1. After the service coordination period, the Secretary shall conduct an audit, under generally accepted accounting procedures, to identify the liability of the Federal Government for accrued annual leave balances for those employees assumed by the District under the system implementation plan.

2. There is authorized to be appropriated for payment by the Federal Government to the District an amount equal to the liability identified by such audit.

g. Authority; District; collection of costs for mental health services. Nothing in this subchapter shall affect the authority of the District of Columbia under any other statute to collect costs billed by the District of Columbia for mental health services, except that payment for the same costs may not be collected from more than one party.

h. Responsibility of United States for certain claims.  The Government of the United States shall be solely responsible for -

1. all claims and causes of action against Saint Elizabeth’s Hospital that accrue before October 1, 1987, regardless of the date on which legal proceedings asserting such claims were or may be filed, except that the United States shall, in the case of any tort claim, only be responsible for any such claim against the United States that accrues before October 1, 1987, and the United States shall not compromise or settle any claim resulting in District liability without the consent of the District, which consent shall not be unreasonably withheld; and

2. all claims that result in a judgment or award against Saint Elizabeth’s Hospital before October 1, 1987.
§225h Buy American Provisions

a. Applicability.  The Mayor shall insure that the requirements of the Buy American

Act of 1933, as amended 41USC§10a apply to all procurements made under this subchapter as the purchaser is located within the Geographic USA.  

b. Determination by Mayor

1. If the Mayor, after consultation with the United States Trade Representative, determines that a foreign country which is party to an agreement 

i. has violated the terms of the agreement by discriminating against certain types of products produced in the United States that are covered by the agreement, the United States Trade Representative shall rescind the waiver of the Buy American Act 41USC§10a with respect to such types of products produced in that foreign country.

c. Report to Congress.  The Mayor shall submit to Congress a report on the amount of

purchases from foreign entities under this subchapter from foreign entities in fiscal years 1992 and 1993. Such report shall separately indicate the dollar value of items for which the Buy American Act 41USC§10a was waived pursuant to any agreement under the Trade Agreement Act of 1979 19USC§2503, or any international agreement to which the United States is a party.

d. ''Buy American Act'' defined, For purposes of this section, the term ''Buy American Act'' means title III of the Act entitled ''An Act making appropriations for the Treasury and Post Office Departments for the fiscal year ending June 30, 1934, and for other purposes'', approved March 3, 1933 41USC§10a. 

e. Restrictions on contract awards.  No contract or subcontract made with funds authorized under this subchapter may be awarded for the procurement of an article, material, or supply produced or manufactured in a foreign country whose government unfairly maintains in government procurement a significant and persistent pattern or practice of discrimination against United States products or services which results in identifiable harm to United States businesses, as identified by the President pursuant to (g)(1)(A) of section 305 of the Trade Agreements Act of 1979 19USC§2515(g)(1)(A). Any such determination shall be made in accordance with section 305.

f. Fraudulent conduct with respect to the origin of products is prohibited. Prohibition against fraudulent use of ''Made in America'' labels.  If it has been finally determined by a court or Federal agency that any person intentionally affixed a label bearing a ''Made in America'' inscription, or any inscription with the same meaning, to any product sold in or shipped to the United States that is not made in the United States, that person shall be ineligible to receive any contract or subcontract under this subchapter, pursuant to the debarment, suspension, and ineligibility procedures in subpart 9.4 of chapter 1 of title 48, Code of Federal Regulations.
Art. 17 Customs
§226 English as a Second Language
A. English language learner (ELL) is an individual who, has sufficient difficulty speaking, reading, writing, or understanding the English language to be denied the opportunity to learn successfully in classrooms where the language of instruction is English or to participate fully in the larger U.S. society. Such an individual (1) was not born in the United States or has a native language other than English; (2) comes from environments where a language other than English is dominant; or (3) is an American Indian or Alaska Native and comes from environments where a language other than English has had a significant impact on the individual’s level of English language proficiency. Students who are identified as English language learners (ELLs) can participate in language assistance programs to help ensure that they attain English proficiency and meet the same academic content and achievement standards that all students are expected to meet.  English as a second or foreign language is the use of English by speakers with different native languages.  Language education for people learning English may be known as English as a second language (ESL).  English as a foreign language (EFL) means the teaching of English in a non–English-speaking region. EFL needs to improve in Latin American secondary schools so migrants would not be detained at the U.S. border for want of the high school education required for immigrant visas under 8USC§1153.  English may be the most widely understood language in the world, with four large countries of 500 million native speakers, plus more than a billion people who study the English language from the beginning of secondary school, including as the common language in India.  English is easier than Chinese.

1. The percentage of public school students in the United States who were ELLs was higher in fall 2015 (9.5%, or 4.8 million students) than in fall 2000 (8.1%, or 3.8 million students). In Fall of 2015 the eleven most commonly reported home language of ELL students was Spanish (3,741,066), Arabic (114,371), Chinese (101,347), Vietnamese (81,157), English (80,333), Somali (34,813), Hmong (34,813), Russian (33,057), Haitian Creole (30,232), Tagalog (27,277), Korean (27,268).  Comprising 77.1% of ELL students Spanish speakers make up 7.6% of total enrollment.  Arabic speakers are the second most populous group comprising 2.4% of ELL students and only 0.2% of total enrollment.  English was the fifth most commonly reported home language for ELL students (80,300 students), which may respect students who live in multilingual households or students adopted from other countries who were raised speaking another language but currently live in households where English is spoken.  The number of ELLs who reported that their home language was Nepali or a Karen language more than quadrupled between fall 2008 and fall 2015 (from 3,200 to 14,100 students for Nepali and from 3,000 to 12,800 students for Karen languages).  California reported the highest percentage of ELLs among its public school students, at 21.0%, followed by Texas and Nevada, each at 16.8%. Nineteen states and the District of Columbia had percentages of ELL students that were 6.0% or higher but less than 10.0%, and 14 states had percentages that were 3.0% or higher but less than 6.0%. The percentage of students who were ELLs was less than 3.0% in nine states, with Mississippi (2.0%), Vermont (1.6%), and West Virginia (1.0%) having the lowest percentages.  In fall 2015, some 713,000 ELL students were identified as students with disabilities, representing 14.7% of the total ELL population enrolled in U.S. public elementary and secondary schools.  
2.  Hispanic high school drop-outs rates are 164% higher than average. In statistical studies by race, the term Hispanic and ELL are somewhat interchangeable because of the large majority of Spanish speakers studying ELL.  As a race or ethnicity, Hispanic ELL students have the lowest education attainment levels in the United States.  On average 11.2% of the US population drops out of high school.  Of those dropouts, 10.5% are white, 11.3% are black and 29.5% are Hispanic.  The rates vary according to age.  Students who are in grades 9-10 (ages 14-16) drop out at the following rates: 5.9% of whites, 7.4% of blacks, and 15.8% of Hispanics.  The Hispanic drop out rate increased from 12.5% in 1980 to a high of 19% in 1990.  In 1978 whites still made up 80% of America's population, including almost three-fourths of those under 18.  But minorities now constitute more than 36% of the total population and are on track to become a majority of the youth population before 2020.  Federal figures show that nonwhites comprised 47% of the 2011 class entering higher education, up from one-third in 1996.  From 1994 to 2006 African-American and Hispanic students increased from one-fifth to one-third of the enrollment at community colleges, and from one-sixth to two-fifths at the four-year schools rated least selective.  Yet in the upper-rung universities considered very or most competitive, the combined black/Hispanic share remained stuck at only about 12%. For fiscal year 2016 the U.S. Department of Education categorized 415 institutions as eligible Hispanic-Serving Institutions. these institutions are eligible to apply for a number of grant programs through the Hispanic-Serving Institutions Division in the Department’s Office of Postsecondary Education. Eligible institutions meet various program criteria and have at least 25% Hispanic student enrollment. 
3. The General Educational Development (GED) certificate was created in 1942.  Each year, more than 700,000 adults in the United States take the battery of tests comprising the GED exam. Since the program’s inception in 1942 more than 18 million adults have passed the GED tests.  About 40% of dropouts (who typically left school at 16 or 17 years old) had obtained a GED by age 29 years whereas only 2.79% of GED holders had earned an associate’s degree by age 29. Only 23% of GED holders were enrolled in a postsecondary institution for as little as a single semester.  Approximately 10% of Hispanic dropouts obtained a GED credential, which is a far lower rate than the nearly 20% of African American dropouts and 30% of White dropouts. The GED credential is often considered to be the equivalent of a high school diploma for students who do not graduate from high school. A GED credential can expand opportunities in the labor market and in postsecondary education for those who obtain it. Nearly all postsecondary institutions (98%) that require high school diplomas for application purposes also recognize the GED credential as sufficient to meet minimum educational requirements of the American Council on Education.  While roughly 72% of all students who take the test pass it, half of whites, less than a quarter of Latinos and about one in five African Americans earn passing grades. Among white and Hispanic candidates, the lowest initial pass rates occur among candidates who are age 19-21 years when they take the tests, and the highest pass rates are for candidates who are thirty and older. However, among black GED candidates, the highest pass rates are among the youngest candidates, those who were 16−18 when they took the tests, and the lowest initial pass rates were among those who were age thirty and over. There was no substantial gender differences in initial pass rates.  In the GED system, candidates who fail the GED exams may retake the tests. (Different states have different guidelines regarding the timing of test retakes.) About 65% of whites who fail on their initial attempt, retake the exams within three years, while about 60% of blacks and Hispanics retake the test.  GED certificate holders had lower earnings than those who earned a regular high school diploma regardless of sex, race and ethnicity or age.   

B.  English language training programs enroll F-1 students who want to pursue an English language training course of study. The Student and Exchange Visitor Program (SEVP) defines two types of English language training programs.  A “stand-alone” English language training program is an SEVP-certified institution whose officials have indicated on the school's Form I-17, “Petition for Approval of School for Attendance by Nonimmigrant Student,” that the school offers only English language training programs of study.  A “combined” English language training program is an SEVP-certified institution whose officials have indicated on the school's Form I-17 that the school offers an English language training program of study, as well as other programs of study.  SEVP regulation prohibits the issuance of a Form I-20 based on conditional admission. DSOs can only issue a Form I-20 when students have met all standards for admission for the program of study listed on the Form I-20.  These standards for admission include any English proficiency requirements. 
1. International students in the United States are considered nonimmigrants because their sole purpose for being in the country is to complete a program of study at a Student and Exchange Visitor Program (SEVP)-certified school.  All English language training students must enroll in either 18 clock hours per week if the majority of the program consists of classroom instruction or 22 clock hours per week if the majority of the program consists of lab instruction. Online courses cannot count toward a full course of study for an English language training student.  Specifically, the U.S. Department of Homeland Security manages two different categories of students:  F-1 nonimmigrant: an international student in the United States to pursue a full course of academic or professional study (including a language training program) at an SEVP-certified school. An F-2 nonimmigrant is a foreign national who is the spouse or qualifying child of an F-1 student.  M-1 nonimmigrant: an international student in the United States to pursue a full course of study at an SEVP-certified vocational or other recognized nonacademic institution. An M-2 nonimmigrant is a foreign national who is the spouse or qualifying child of an M-1 student.  F and M students may be eligible for certain benefits while they study in the United States. These include applying for a driver’s license, taking advantage of practical training opportunities and, under certain circumstances, working.  F students must depart the United States within 60 days of their program end date and M students must depart within 30 days.  In accordance with the Accreditation of English Training Programs Act, all SEVP-certified English language training must possess accreditation from a regional or national accrediting agency recognized by the U.S. Department of Education under 8CFR§214.3.
C. Non-immigrant visas under 8USC§1184 are issued without delay at the border, immigrant visas on the other hand are processed within 30 days of filing, and should be completed within 180 days, by US Citizenship and Immigration Service.  Immigrant Visas may be issued in accordance with current quotas for foreign immigrants who have applied and meet the basic criteria of; 1. having completed at least a high school education; 2. having completed at least two years of work in a field that requires experience; 3. not attempting to flee a felony conviction in a foreign country.  Expedited immigration visas are given to those people who are; 1. spouses or children of a person who has received an immigrant visa; 2. aliens with exceptional abilities in the arts, education, sciences or business that plan to continue to use their ability in the United States; a. with a tenured position with a university or equivalent research position; b. by continuing to serve an international corporation or legal entity in the USA: c. professionals willing to work in a location where there is determined to be a need for such professionals in the USA; a college diploma is not sufficient evidence;  d. a person investing at least $1 million in a region in the USA with levels of unemployment over 150% of the national average of 5% under 8USC§1153.  All immigrants should be given a unique social security number indicating their country of origin and enabling them to the legally work and pay taxes in the United States.  The 30 to 180 day spell of unemployability caused by the delay in processing immigrant visas, can be avoided by filing for an immigrant visa in advance. 
1. The Constitution gave to Congress the power in Article I Section 8 Clause 4 'To establish an uniform Rule of Naturalization, and uniform Laws on the subject of Bankruptcies throughout the United States'.  Article I Section 9 Clause 1 appraises, 'The Migration or Importation of such Persons as any of the States now existing shall think proper to admit, shall not be prohibited by the Congress prior to the Year one thousand eight hundred and eight, but a Tax or duty may be imposed on such Importation, not exceeding ten dollars for each Person'. The Equal Protection section of the 14th Amendment to the U.S. Constitution that states, 'All persons born or naturalized in the United States, and subject to the jurisdiction thereof, are citizens of the United States and of the State wherein they reside.  No State shall make or enforce any law which shall abridge the privileges or immunities of citizens of the United States; nor shall any State deprive any person of life, liberty, or property, without due process of law; nor deny to any person within its jurisdiction the equal protection of the laws'.  Whereas the Constitution is the supreme law, the primary finding is that the bipartisan dispute on immigration is settled by a tax on migration that does not exceed $10 under Art. 1 Sec. 9 Clause 1.  The work visa is obsolete due to vulnerability to discrimination by the Department of Homeland Security under 8USC§1202.  To help restore normal 8% average annual individual income growth, Customs must cease withholding of income tax on the wages of non-resident aliens under 26USC§1441.  All immigrants to the United States, should be issued social security numbers, referenced to country of origin, to legally work and pay taxes, with an immigrant visa under 8USC§1153.
D. The Department continues to aggressively implement the policies and initiatives of the President’s Executive Orders: Border Security and Immigration Enforcement Improvements, Executive Order No. 13767 (Jan. 25, 2017) that was redressed for  uninformed kidnapping by International Refugee Association v. Trump (2017).  Enhancing Public Safety in the Interior of the United States, Executive Order No. 13768 (Jan. 30, 2017), Enforcing Federal Law with Respect to Transnational Criminal Organizations and Preventing International Trafficking, Executive Order No. 13773 (Feb. 14, 2017), and Strengthening the Cybersecurity of Federal Networks and Critical Infrastructure, Executive Order No. 13800 (May 11, 2017) and Comprehensive Plan for Reorganizing the Executive Branch, Executive Order No. 13781 (Mar. 13, 2017).  Milton Fillmore's anti-immigrant platform led to the dissolution of both Whig and Know Nothing Parties in 1850.  By reason of attitude not in accordance with the Geneva Conventions the government is under obligation to make good to consequence of injury.  Thus every wrong creates a right for the court to rectify, Case Concerning the Factory of Chorzow A. No. 9 (1927) Permanent Court of Justice.  The President's anti-immigrant policy in Sec. 2, education budget cuts Art. 50, economic sanctions Art. 54, deaths, deportations, detentions, and appropriations of property are grave breaches of the Geneva Convention under Art. 147 of the Fourth Geneva Convention Relative to the Protection of Civilians in Times of War of 1949.  Migrants workers and members of their families should not be subjected to measures of collective expulsion wherefore Immigration and Customs Enforcement (ICE) or the Republican Party should be abolished under Art. 22 of the Convention on the Protection of the Rights of All Migrant Workers and Members of their Families (1990). 
1. Furthermore, Mr. Trump campaigned on a promise to build a 1,000-mile-long border wall to be paid for by Mexico. In late October 2017, prototypes for this wall were unveiled, but no construction on new portions of the wall has commenced, in part because of a lack of funding. The administration has issued a contract to begin construction on parts of a new wall in Texas.  Mr. Trump is correct in that some sections of the existing fence are being renovated to replace old barriers with new ones.  In San Diego, illegal traffic dropped 92% once the wall was up. El Paso, illegal traffic dropped 72%, then ultimately 95% once the wall was up. In Tucson, Arizona, illegal traffic dropped 92%. Yuma, it dropped illegal traffic 95% to 96%.  But, according to the Congressional Research Service, “the primary fence, by itself, did not have a discernible impact on the influx of unauthorized aliens coming across the border in San Diego.” These projects did not lead to significant declines in border crossings, according to the data. Monthly border apprehensions in both El Centro and El Paso increased from November 2017 to November 2018, the first month after replacement projects were completed.  The numbers that Mr. Trump cited appear to refer to an overall decline in border apprehensions since the barriers were first erected in the 1990s.  The Advisory Opinion regarding the Legal Consequences of Constructing a Wall in the Occupied Palestinian Territory No. 131 of 9 July 2004 called for the the border wall to be deconstructed.  
E. Reaffirming the New York Declaration for Refugees and Migrants of 2016, the 23 Objectives of the Global Compact for Safe, Orderly and Regular Migration of 2018 are: (1) Collect and utilize accurate and disaggregated data as a basis for evidence-based policies.  (2) Minimize the adverse drivers and structural factors that compel people to leave their country of origin.  (3) Provide accurate and timely information at all stages of migration.  (4) Ensure that all migrants have proof of legal identity and adequate documentation.  (5) Enhance availability and flexibility of pathways for regular migration. (6) Facilitate fair and ethical recruitment and safeguard conditions that ensure decent work.  (7) Address and reduce vulnerabilities in migration.  (8) Save lives and establish coordinated international efforts on missing migrants.  (9) Strengthen the transnational response to smuggling of migrants.  (10) Prevent, combat and eradicate trafficking in persons in the context of international migration. (11)  Manage borders in an integrated, secure and coordinated manner. (12) Strengthen certainty and predictability in migration procedures for appropriate screening, assessment and referral. (13) Use migration detention only as a measure of last resort and work towards alternatives. (14) Enhance consular protection, assistance and cooperation throughout the migration cycle. (15) Provide access to basic services for migrants. (16) Empower migrants and societies to realize full inclusion and social cohesion. (17) Eliminate all forms of discrimination and promote evidence-based public discourse to shape perceptions of migration. (18) Invest in skills development and facilitate mutual recognition of skills, qualifications and competences. (19) Create conditions for migrants and diasporas to fully contribute to sustainable development in all countries. (20) Promote faster, safer and cheaper transfer of remittances and foster financial inclusion of migrants. (21) Cooperate in facilitating safe and dignified return and readmission, as well as sustainable reintegration. (22) Establish mechanisms for the portability of social security entitlements and earned benefits. (23) Strengthen international cooperation and global partnerships for safe, orderly and regular migration. 
§227 Immigration Estimates 
A. Demographers express a wide range of views about the future course of immigration for the United States. Some believe that net immigration will increase substantially in the future. Others believe that potential immigrants may be increasingly attracted to other countries, that the number of potential immigrants may be lower due to lower birth rates in many countries, or that changes in the law or enforcement of the law will reduce immigration.  Legal immigration is estimated by adding lawful permanent residents (LPR) in and adjustment of status.  Adjustment of status adds to LPR in and subtracts from the Other than LPR in. Lawful permanent resident (LPR) immigration are persons who enter the Social Security area and are granted LPR status, or who are already in the Social Security area and adjust their status to become LPRs.  Legal emigration: LPRs and citizens who leave the Social Security area population.  Other-than-LPR immigration: Persons who enter the Social Security area and stay to the end of the year without being granted LPR status, such as undocumented immigrants, foreign workers and students entering with temporary or tourist visas.  Other-than-LPR emigration are other-than-LPR immigrants who leave the Social Security area population. Net LPR immigration is the difference between LPR immigration and legal emigration. Net other-than-LPR immigration is the difference between other- than-LPR immigration and other-than-LPR emigration. Total net immigration refers to the sum of net LPR immigration and net other-than-LPR immigration. 
Migration Estimates 2001-2017
(thousands)

	Year
	LPR in 
	LPR out
	Adjustment of status
	Net legal
	Other-in
	Other out
	Adjustments of status
	Net other
	Total net immigration

	2001
	517
	265
	542
	794
	1,322
	122
	542
	658
	1,453

	2002
	483
	243
	487
	728
	1,259
	112
	487
	660
	1,388

	2003
	414
	192
	354
	575
	1,139
	123
	354
	662
	1,237

	2004
	466
	250
	533
	749
	1,304
	108
	533
	662
	1,411

	2005
	561
	290
	597
	869
	1,791
	52
	597
	1,141
	2,010

	2006
	639
	303
	573
	910
	1,450
	76
	573
	801
	1,710

	2007
	584
	267
	482
	800
	883
	328
	482
	72
	872

	2008
	635
	278
	478
	835
	672
	948
	478
	-754
	81

	2009
	633
	277
	475
	832
	752
	170
	475
	106
	938

	2010
	622
	262
	426
	786
	678
	199
	426
	53
	838

	2011
	647
	264
	408
	791
	606
	263
	408
	-66
	725

	2012
	621
	255
	401
	766
	776
	131
	401
	244
	1,011

	2013
	589
	249
	409
	748
	939
	184
	409
	346
	1,094

	2014
	627
	256
	398
	769
	1,073
	364
	398
	311
	1,080

	2015
	689
	271
	395
	813
	1,082
	324
	395
	364
	1,177

	2016
	776
	296
	408
	888
	1,450
	192
	408
	849
	1,737

	2017
	700
	288
	450
	863
	1,450
	231
	450
	769
	1,632


Source: 2018 Annual Report of the Board of Trustees of the Federal Old Age Survivor Insurance Trust Fund and Federal Disability Insurance Trust Fund. 2018. LPR – legal permanent resident.
1. The United States of America was populated by waves of immigrants fleeing religious persecution and potato famine in Europe.  Legal immigration increased after World War II to around 300,000 persons per year and remained around that level until shortly after 1960. With the Immigration Act of 1965 and other related changes, annual legal immigration increased to about 400,000 and remained fairly stable until 1977. Between 1977 and 1990, legal immigration once again increased, averaging about 580,000 per year. The Immigration Act of 1990, which took effect in fiscal year 1992, restructured the immigration categories and increased significantly the number of immigrants who may legally enter the United States. Legal immigration averaged about 780,000 persons per year during the period 1992 through 1999. Legal immigration increased to about 900,000 in 2000 and about 1,060,000 in 2001 reflecting primarily an increase in the number of persons granted LPR status as immediate relatives of U.S. citizens, the only category of legal immigration that is not numerically limited.  However, after the terrorist attacks of 9-11 and creation of the Department of Homeland Security in the Homeland Security Act of 2003, legal immigration declined to less than 800,000 by 2003 as the number of pending applications increased. From 2003 to 2006, legal immigration increased until it reached about 1,200,000 for 2005 and 2006. For 2007 through 2009, legal immigration decreased to about 1,100,000. For 2010 through 2012 legal migration decreased to slightly more than 1 million.  In 2013 legal migration decreased to less than 1 million before rebounding above 1 million in 2014 and 2015 to nearly 1.2 million in 2016 before slightly declining to 1,150,000 in 2017. 
2. The number of undocumented immigrants residing in the Social Security area population is estimated to have been about 8.9 million persons as of January 1, 2000, increasing to about 13.5 million persons as of January 1, 2007. During the recession, the other-immigrant population is estimated to have decreased and reached a level of 12.6 million persons as of January 1, 2009.  The net other immigration declined from 2007-2010 for two reasons.  One, the step-up of deportations to remove undocumented aliens and two, more importantly the economic recession drove many to emigrate to other nations.  The number of illegal entrants into the United States through the Southwest border was estimated to exceed one million people a year, but that number is thought to have declined as border enforcement and deportations increased, the economy became depressed and the statistical term other than legal permanent resident (LPR) was explained to include people who overstay temporary visas, and students. In 2015 Net immigration and undocumented immigration rose to the highest levels since 2006 when net immigration declined to less than a million until 2012.  Since 2001 the high is net immigration of 2,010,000, with 869 legal immigrants and 1,141 other immigrants.  The low is net immigration of 81,000 in 2008 with 835,000 legal immigrants and net deportation of -754,000 other immigrants.  In 2011 however after the number of legal immigrants remaining less than 800,000 and undocumented immigration increasing causing net immigration to rise to 1,011,000 and continue rising.  With legal immigration remaining steady at 795,000 and undocumented migration increasing swiftly to 762,000, net immigration was estimated at 1,557,000 in 2015.
B. The intermediate alternative assumes that ultimate annual LPR immigration, which includes residents who adjust their status to become LPRs, will be 1,050,000 persons for 2019 and later. Alternative I assumes that ultimate annual LPR immigration will be 1,250,000 persons for 2018 and later, while alternative III assumes that ultimate annual LPR immigration will be 850,000 persons for 2019 and later. For all three alternatives, the ultimate level of LPR immigration is reduced by 10,000 persons from last year’s report. This reduction is due to clarification from the Department of Homeland Security (DHS) regarding implementation of the 2014 executive actions on immigration.  Prior to this year, the Trustees assumed that there would be an additional 10,000 LPRs annually due to increased usage of the “national interest waiver.” This waiver permits certain non-citizens with advanced degrees or exceptional abilities to seek green cards without employer sponsorship if their admission is in the national interest. However, DHS has clarified that this provision has not been implemented, and the Trustees assume it will not be implemented.  Under the intermediate alternative, by combining the ultimate annual LPR immigration and legal emigration assumptions, ultimate annual net LPR immigration is about 788,000 persons. For the low-cost and high-cost scenarios, ultimate annual net LPR immigration is 1,000,000 persons and 595,000 persons, respectively.  
1. The ultimate levels of other-than-LPR immigration are unchanged from last year’s report: 1,350,000 persons for alternative II, 1,650,000 persons for alternative I, and 1,050,000 persons for alternative III.  Under the intermediate assumptions, the total annual number of other-than- LPR immigrants who leave the Social Security area averages about 424,000 through the 75-year projection period. In addition, the ultimate annual number of other-than-LPR immigrants who adjust status to become LPRs is assumed to be 450,000 for the intermediate assumptions. For the low-cost and high-cost scenarios, the total annual number of other-than-LPR emigrants averages about 501,000 and 332,000, respectively, through the 75-year projection period. The ultimate annual number of people adjusting status to LPR status is assumed to be 550,000 persons and 350,000 persons, for the low-cost and high-cost scenarios, respectively.  Under the intermediate assumptions, the projected average annual level of net other-than-LPR immigration over the 75-year projection period is about 484,000 persons. For the low-cost and high-cost assumptions, projected average annual net other-than-LPR immigration is about 607,000 persons and 356,000 persons, respectively. The projected average annual level of total net immigration (LPR and other- than-LPR, combined) is about 1,272,000 persons per year during the 75-year projection period under the intermediate assumptions. For the low-cost and high-cost assumptions, projected average annual total net immigration is about 1,607,000 persons and 952,000 persons, respectively. 
C. In 2015, one quarter of all children in the United States had a parent who was foreign born. In contrast, about 71% of all children were native born and had native-born parents. Among native-born children with at least one foreign-born parent, the majority were Hispanic in 2015, a pattern that reflects the rise of immigration from Latin America over the past few decades. In contrast, among native-born children with native-born parents, the majority were White, non-Hispanic in 2015.  A growing share of immigrants are coming from Asia as well as Latin America. In 2015, Asians made up just 1% of native- born children with native-born parents, but they made up a far larger proportion of the children whose parents were foreign born. Asians made up 16% of native-born children with a foreign-born parent and 23% of foreign-born children with a foreign-born parent.  In 2014, hispanic children were more likely to be uninsured (10%) than White non-Hispanic and black, non-Hispanic children (4% each).  Approximately two-thirds of foreign-born women with a birth in the past year were not citizens of the United States (14.5% of all women with a birth in the 12 months prior to the survey). Overall, foreign-born women had birth rates of 68 births per 1,000 women, 17 births per 1,000 higher than that of native-born women (51 births per 1,000 women). More than half (52%) of the births to women of Hispanic descent were to women who were native-born citizens, while another 9% of the births to Hispanic women were to women who were naturalized citizens, leaving as many as 39% of births to Hispanic women of foreign nationality to be naturalized under the Convention on the Reduction of Statelessness (1961).

1. The reasons for the unusual U.S. fertility rate are the focus of intense interest. Some of the increase is explained by immigration. Hispanics have the highest fertility rate -- about 2.9 -- followed by blacks (2.1), Asians (1.9) and whites (1.86). But Hispanics do not represent enough of the population to fully explain the trend, and the fertility rate of U.S. whites is still higher than that of other developed countries.  Experts can only speculate, but they cite a complex mix of factors, including lower levels of birth control use than in other developed countries, widely held religious values that encourage childbearing, social conditions that make it easier for women to work and have families, and a growing Hispanic population whose children are automatically US citizens improving their chances at citizenship.  To be sure, the fertility rate among Hispanics — 3 children per woman — has been a major contributor. That’s the highest rate for any group. In 2006, for the first time, Hispanics accounted for more than 1 million births. The high rate probably reflects cultural attitudes toward childbirth developed in other countries, experts said. Fertility rates average 2.7 in Central America and 2.4 in South America. Fertility rates often rise among immigrants who leave their homelands for a better life. For example, the rate among Mexican-born women in the U.S. is 3.2, but the overall rate for Mexico is just 2.4.
2. In 2020 whites will become a minority when fewer than half of all U.S. children ages 0–17 are projected to be White, non- Hispanic, down from 74% in 1980 and 52% in 2015. By 2050, only 39% of all U.S. children are projected to be White, non-Hispanic. Hispanic children represented 25% of U.S. children in 2015, up from 9% in 1980. By 2020, they are projected to represent 26% of all U.S. children and 32% by 2050. In 2015, Black, non-Hispanic children represented 14% of all U.S. children, down from 15% in 1980. By 2020, they are projected to represent 14% of all U.S. children and 13% by 2050. Since 2000, Asian, non-Hispanic children have increased from 3.5% of all U.S. children to 5% in 2015. By 2020, they are projected to represent 5% of all U.S. children and 7% by 2050. In 2000, non-Hispanic children of two or more races represented 2% of all U.S. children. By 2015, they represented 4% of all U.S. children. By 2020, they are projected to represent 5% of all U.S. children and 8% by 2050. American Indian and Alaska Native, non- Hispanic children represented 0.9% of all U.S. children in 2015, up from 0.8% in 1980. By 2020, they are projected to represent 0.8% of all U.S. children and 0.7% by 2050. Between 2000 and 2015, the proportion of Native Hawaiian and Other Pacific Islander, non-Hispanic children remained unchanged at 0.2% of all U.S. children. The proportion is projected to remain unchanged at 0.2% between 2020 and 2050. 
D. The Intergovernmental Conference to Adopt the Global Compact for Safe, Orderly and Regular Migration was held in Marrakech, Morocco, 10 and 11 December 2018 reaffirmed the New York Declaration for Refugees and Migrants A/Res/71/1 3 October 2016.  Today, there are over 258 million migrants around the world living outside their country of birth, more than 3.6% of the total world population. This figure is expected to grow as a result of a number of factors including overall population growth, increasing connectivity, trade, rising inequality, demographic imbalances and climate change.   Some people move in search of new economic opportunities and horizons. Others move to escape armed conflict, poverty, food insecurity, hyperinflation, persecution, terrorism, or human rights violations and abuses. Still others do so in response to the adverse effects of climate change, natural disasters (some of which may be linked to climate change), or other environmental factors. Many move, indeed, for a combination of these reasons. More people than ever before live in a country other than the one in which they were born. Migrants are present in all countries in the world. Most of them move without incident. In 2015, their number surpassed 244 million, growing at a rate faster than the world’s population. However, there are roughly 65 million forcibly displaced persons, including over 21 million refugees, 3 million asylum seekers and over 40 million internally displaced persons. Large movements of refugees and migrants have political, economic, social, developmental, humanitarian and human rights ramifications, which cross all borders.  Greater international cooperation is needed to assist host countries and communities.  A comprehensive and predictable response to large-scale refugee movements, based on the principles of international cooperation and on burden- and responsibility-sharing, is needed to better protect and assist refugees and to support the host States and communities involved.     
1. The number of refugees and migrants who have left Venezuela worldwide has now reached three million, since the death of Hugo Chavez.  Most of the 3 million are currently hosted by countries in Latin America and the Caribbean, accounting for about 2.4 million refugees and migrants from Venezuela. Colombia has the highest- number with over one million, followed by Peru with half a million, Ecuador with some 220,000, and Argentina with 130,000.  In addition to South American countries, countries in Central America and the Caribbean also recorded increasing arrivals of refugees and migrants from Venezuela. Panama, for example, is now hosting 94,000 Venezuelans.  Venezuela has been mired in a socio-economic and political crisis since 2012 and has witnessed hyperinflation in consumer prices in excess of 200,000% causing the overall economy to contract.  The numbers leaving Venezuela have increased dramatically from 2017, and now, an average of 5,500 are crossing the border every day.  In regards to the hyperinflation, they spoke of “hunger, lack of access to medical care, insecurity, threats, fear”. They are families, women alone, children, young boys and girls, all in conditions of extreme vulnerability. All of them saw no other option than to leave their country – sometimes walking for days – seeking to live in dignity and to build a future. $738 million is needed in 2019 by receiving countries, targeting 2.7 million people spread across 16 countries.  More legislation is needed to stabilize consumer price inflation at 2.5% - 3% annually, as has been the norm worldwide, since the oil crisis was finally resolved in 1980.  If tariffs in excess of 6% constitute trade war, 200,000% hyperinflation is a civil trade war.  United States sanctions did not do 200,000% inflation justice, nor did Venezuela's impromptu response to the United Nations, but the food program is reported to be financed and a civilian government is to be encouraged.  
2. The Caravans of pedestrians entering the United States from Honduras, El Salvador and Guatemala seem to be protesting high homicide rates in Central America.  For a time, Honduras had the highest homicide rate in the world.  Central Americans are willing to walk thousands of miles to risk dying young drinking municipal tap-water in North America, to reduce their average homicide victimization risk from more than 24 to 5.3 per 100,000.  The Central American refugees are not blaming Venezuelan refugees for the gang violence and political persecution by the military, that is displacing them, they are blaming post-Hugo Chavez military dictatorships and the U.S. foreign military finance and military education that finance them.  Few Venezuelan refugees risk migration to Central America or want to go as far as the United States.  The Central American refugees do not feel safe from the serial killings of migrants that occurred during the Mexican drug war and are responding directly to Operation Fast and Furious with a Global Compact for Safe, Orderly and Regular Migration dated 2016 and 2018. The United Nations Office on Drugs and Crime (UNODC) compiles global homicide statistics annually and in 2013 published a global homicide book.  The global average homicide rate stands at 6.2 per 100,000 population, but Southern Africa and Central America have rates over four times higher than that (above 24 victims per 100,000 population), making them the sub-regions with the highest homicide rates on record, followed by South America, Middle Africa and the Caribbean (between 16 and 23 homicides per 100,000 population). Meanwhile, with rates some five times lower than the global average, Eastern Asia, Southern Europe and Western Europe are the sub- regions with the lowest homicide levels of less than 2 per 100,000.  The United States had a rate of 5.3 homicides per 100,000, while the Russian Federation 9.2 per 100,000.   Central American homicide rates, above 24 victims per 100,000, must be reduced, or the prospective victims will seek asylum elsewhere, including North America, where there are lower rates of homicide.  By walking thousands of miles, Central Americans, in equal numbers as north Americans have opted for total knee and hip replacement, all Americans honor Hugo.
§228 Travel Documents 
A. Globally there are estimated to be between 100 and 200 million people without proper documents, many were not given papers at birth, many papers were lost, mutilated, stolen or expired and others fail to document their international migration.  Since 1990 there has been a suspicious cycle of more than 4 million births per year during Republican administrations and less than 4 million births per year during Democratic administrations.  Under the Convention on the Reduction Statelessness (1961) and Convention on the Rights of the Child (1990) a person born of foreign parents is naturalized at birth. The Border Protection, Antiterrorism, and Illegal Immigration Control Act of 2005 (Referred to Senate Committee after being Received from House) HR 4437 and the Border Security Act S. 2394 brought to light that there are an estimated 11 million undocumented aliens living in the United States. Furthermore, in addition to these stateless non-criminal illegal aliens, since 2010 there has been an increase in denaturalized citizens and people born in the USA who cannot, or do not want to, purchase an identification document at normal price under common articles 26-29 of the Convention Relating to the Status of Refugees of 1951 and the Convention Relating to the Status of Stateless Persons of 1954.  After all, identification documents are only required by law at the international border, to drive and for certain other costly, often self-defeating privileges; identification documents are implicated of ideology and idiocy by the English language and ill health by healthy, long-living, undocumented pedestrians.  The Intergovernmental Conference to Adopt the Global Compact for Safe, Orderly and Regular Migration in Marrakech, Morocco, 10 and 11 December 2018 agreed to establish appropriate structures and mechanisms for effective integrated border management by ensuring comprehensive and efficient border crossing procedures, including thorough pre-screening of arriving persons, pre-reporting by carriers of passengers, and use of information and communications technology, while upholding the principle of non-discrimination, respecting the right to privacy and protecting personal data. 
1. Common Articles 26-29 to the Convention Relating to the Status of Refugees of 1951 and the Convention Relating to the Status of Stateless Persons of 1954 protect refugees and stateless people against discrimination, provide for the freedom of movement and require States to provide them with identity papers and travel documents at the same price as nationals.  A refugee is someone who is unable or unwilling to return to their country of origin owing to a well-founded fear of being persecuted for reasons of race, religion, nationality, membership of a particular social group, or political opinion. A stateless person is someone who is not considered as a national by any state under the operation of its law. Under Art. 27 every Contracting Party shall issue identity papers to any refugee or stateless person in their territory who does not possess a valid travel document.  Under Art. 29 no refugee duties, charges, or taxes, of any description, other or higher than are or may be levied on their nationals in similar situations shall be imposed, in particular in the issuance of identity documents.  The Convention Relating to the Status of Stateless Persons of 1954 that entered into force in 1960 Annex Paragraph 1 provides 1. The travel document referred to in article 28 of this Convention shall indicate that the holder is a stateless person under the terms of the Convention of 28 September 1954.  The fees for the issue of exit, entry or transit visas shall not exceed the lowest scale of charges for visas on foreign passports.  
B. The Constitution gave to Congress the power in Article I Section 8 Clause 4 'To establish an uniform Rule of Naturalization, and uniform Laws on the subject of Bankruptcies throughout the United States'.  Article I Section 9 Clause 1 appraises, 'The Migration or Importation of such Persons as any of the States now existing shall think proper to admit, shall not be prohibited by the Congress prior to the Year one thousand eight hundred and eight, but a Tax or duty may be imposed on such Importation, not exceeding ten dollars for each Person'. The Equal Protection section of the 14th Amendment to the U.S. Constitution that states, 'All persons born or naturalized in the United States, and subject to the jurisdiction thereof, are citizens of the United States and of the State wherein they reside.  No State shall make or enforce any law which shall abridge the privileges or immunities of citizens of the United States; nor shall any State deprive any person of life, liberty, or property, without due process of law; nor deny to any person within its jurisdiction the equal protection of the laws'.  Whereas the Constitution is the supreme law, the primary finding is that the bipartisan dispute on immigration is settled by a tax on migration that does not exceed $10 under Art. 1 Sec. 9 Clause 1.  The work visa is obsolete due to vulnerability to discrimination by the Department of Homeland Security under 8USC§1202.  To help restore normal 8% average annual individual income growth, Customs must cease withholding of income tax on the wages of non-resident aliens under 26USC§1441.  All immigrants to the United States, should be issued social security numbers, referenced to country of origin, to legally work and pay taxes, with an immigrant visa under 8USC§1153.
1. Non-immigrant visas under 8USC§1184 are issued without delay at the border, immigrant visas on the other hand are processed within 30 days of filing, and should be completed within 180 days, by US Citizenship and Immigration Service.  Immigrant Visas may be issued in accordance with current quotas for foreign immigrants who have applied and meet the basic criteria of; 1. having completed at least a high school education; 2. having completed at least two years of work in a field that requires experience; 3. not attempting to flee a felony conviction in a foreign country.  Expedited immigration visas are given to those people who are; 1. spouses or children of a person who has received an immigrant visa; 2. aliens with exceptional abilities in the arts, education, sciences or business that plan to continue to use their ability in the United States; a. with a tenured position with a university or equivalent research position; b. by continuing to serve an international corporation or legal entity in the USA: c. professionals willing to work in a location where there is determined to be a need for such professionals in the USA; a college diploma is not sufficient evidence;  d. a person investing at least $1 million in a region in the USA with levels of unemployment over 150% of the national average of 5% under 8USC§1153.  All immigrants should be given a unique social security number indicating their country of origin and enabling them to the legally work and pay taxes in the United States.  The 30 to 180 day spell of unemployability caused by the delay in processing immigrant visas, can be avoided by filing for an immigrant visa in advance. 
2. Since 1986, United States immigration law has prohibited employers from knowingly hiring or continuing to employ aliens who are not authorized to work under the Immigration and Nationality Act (INA).  Since 1996, employers have had the option of verifying names and Social Security numbers (SSNs) of new hires against SSA’s database through an employment eligibility verification system (EEVS, formerly known as the Basic Pilot) operated jointly by SSA and DHS.  Until 2003, the Basic Pilot was restricted to operate in only five states, but has since been expanded nationally.  Currently, about 16,700 employers at 73,000 hiring sites (less than 1 percent of all establishments) participate in the EEVS.  Most participating employers do so voluntarily, but some are required to use the EEVS by law or because of prior immigration violations.  In 2006, the system received over 1.6 million requests for verification.  Of these, 1.4 million cases were resolved by SSA.  The bulk of the remaining cases were referred to DHS for further verification of work-eligibility.  DHS must make it easy for immigrants  to work and pay taxes.  The work visa is obsolete due to vulnerability to discrimination by the Department of Homeland Security under 8USC§1202.  To help restore normal 8% average annual individual income growth, Customs must cease withholding of income tax on the wages of non-resident aliens under 26USC§1441.  All immigrants to the United States, should be issued social security numbers, referenced to country of origin, to legally work and pay taxes, with an immigrant visa under 8USC§1153.  It may be a more effective method for immigrants to gain the right to work, and increase asylum determinations with migrant workers promising to contribute federal government income tax revenues, rather than destitute people that actually cost the government welfare benefits, by applying for asylum as a refugee under 8USC§1158 and 8USC§1522.
C. The Intergovernmental Conference to Adopt the Global Compact for Safe, Orderly and Regular Migration Marrakech, Morocco, 10 and 11 December 2018 committed to ensure, through appropriate measures, that migrants are issued adequate documentation and civil registry documents, such as birth, marriage and death certificates, at all stages of migration, as a means to empower migrants to effectively exercise their human rights. 

To realize this commitment, States must: (a) Improve civil registry systems, with a particular focus on reaching unregistered persons and our nationals residing in other countries, including by providing relevant identity and civil registry documents, strengthening capacities, and investing in information and communications technology solutions, while upholding the right to privacy and protecting personal data; (b) Harmonize travel documents in line with the specifications of the International Civil Aviation Organization to facilitate interoperable and universal recognition of travel documents, as well as to combat identity fraud and document forgery, including by investing in digitalization, and strengthening mechanisms for biometric data- sharing, while upholding the right to privacy and protecting personal data; (c) Ensure adequate, timely, reliable and accessible consular documentation to nationals residing in other countries, including identity and travel documents, making use of information and communications technology, as well as community outreach, particularly in remote areas; 
(d) Facilitate access to personal documentation, such as passports and visas, and ensure that relevant regulations and criteria for obtaining such documentation are non-discriminatory, by undertaking a gender-responsive and age-sensitive review in order to prevent increased risk of vulnerabilities throughout the migration cycle; (e) Strengthen measures to reduce statelessness, including by registering migrants’ births, ensuring that women and men can equally confer their nationality on their children, and providing nationality to children born in another State’s territory, especially in situations where a child would otherwise be stateless, fully respecting the human right to a nationality and in accordance with national legislation; (f) Review and revise requirements to prove nationality at service delivery centers to ensure that migrants without proof of nationality or legal identity are not precluded from accessing basic services nor denied their human rights; (g) Build upon existing practices at the local level that facilitate participation in community life, such as interaction with authorities and access to relevant services, through the issuance of registration cards to all persons living in a municipality, including migrants, that contain basic personal information, while not constituting entitlements to citizenship or residency. 
D. Naturalization is the way to reduce statelessness in children born of foreign parents under the Convention on the Reduction of Statelessness of 1961. The State Department currently charges $110 a passport and $30 a card.  Assuming 14% growth in the number of passports approvals and 19% growth in the number of pass-cards issued from FY 16 – FY 17 continues into the near future, dollar estimates of federal passport revenues can be estimated by multiplying the total number of passports by $110 and subtracting the multiple of the number of pass-cards and -$80 price difference between pass-cards and passports.  In FY 16 there were estimated to be a total of 131.8 million passports in circulation and this number increased 3.2% to 136.1 million FY 17.  The reason for the high rates of growth of applications is that they expire after 10 years for people over 16 and 5 years for people under 16 and the population of passport owners grows about 3.2% annually.  In 2018 there are estimated to be a total of 141 million passports in circulation, 22 million applications and 24 million $110 passports issued including 3 million $30 pass-cards for a total of $2.4 billion FY 18.
Passport Revenue Statistics FY 16 – FY 20
	
	FY 16
	FY 17
	FY 18
	FY 19
	FY 20

	In Circulation
	131,841,062
	136,114,038
	140,469,687
	144,964,717
	149,603,588

	Applications
	16,838,457
	19,603,630
	22,740,211
	26,378,645
	30,599,228

	Passport and Pass-card
	18,676,547
	21,378,994
	23,816,199
	26,531,246
	30,245,620

	Pass-card
	2,110,555
	2,511,778
	2,989,016
	3,556,929
	4,232,745

	Gross Passport $110 (000s)
	2,054,420
	2,351,690
	2,619,760
	2,918,410
	3,327,060

	Pass-card -$80 (000s)
	-168,880
	-200,960
	-239,130
	-284,560
	-338,640

	Total Identification Revenues (000s)
	1,885,540
	2,150,730
	2,380,630
	2,633,850
	2,988,420


Source: State Department 
1. Until the early 1970s, citizens applying for passports had to wait in long lines at one of 10 U.S. Department of State passport offices or at a federal or state court.  The postal service execution fee for a passport is $25. In fiscal year 2012, the U.S. Postal Service processed 5.7 million passport applications for revenue of $142 million.  The Postal Service has seen a significant decline in passport revenue over the past 4 years. In 2008, it earned $283 million from passport services.  The U.S. Department of State says it issued well over a million more passports in fiscal year (FY) 2014 than in FY 2011. That’s also a mini-boon to the U.S. Postal Service, which accepted 5.2 million passport applications in FY 2014 alone, earning $129.4 million in revenue. And the Postal Service has been taking steps that could enhance that profit center.The Postal Service might also be able to increase revenue by making the price of its photo services more competitive. Currently, it charges $15, which is as much as 47% higher than competitors’ fees.
§229 Asylum
A.  Asylum is a protection granted to foreign nationals already in the United States or at the border who meet the international law definition of a refugee.  Every year people come to the United States seeking protection because they have suffered persecution or fear that they will suffer persecution due to race, religion, nationality, membership in a particular social group or political opinion.  People who are eligible for asylum, their spouse and children, may be permitted to remain in the United States.  Asylum requests have increased nearly 70% over the past year.  Customs and Border Protection officers typically review 40 to 100 asylum requests a day, which significantly slows down the legal process of non-immigrant visas. To apply for Asylum, file a Form I-589, Application for Asylum and for Withholding of Removal, within one year of your arrival to the United States. There is no fee to apply for asylum. 
1. The Asylum policy of the United States is that refugees with a legitimate claim for relief from political persecution shall be; (i) granted sufficient resources for employment training and placement in order to achieve economic self-sufficiency among refugees as quickly as possible; (ii) provided with the opportunity to acquire sufficient English language training to enable them to become effectively resettled as quickly as possible; (iii) insured that cash assistance is made available to refugees in such a manner as not to discourage their economic self-sufficiency under 8USC§1158 and 8USC§1522.  The Immigration and Nationality Act (INA) bars an alien from obtaining refugee status in this country if he “assisted, or otherwise participated in the persecution of any person on account of race, religion, nationality, membership in a particular social group, or political opinion” under 8USC§1101(a)(42). This so-called “persecutor bar” applies to those seeking asylum or withholding of removal, but does not disqualify an alien from receiving a temporary deferral of removal under the Convention Against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment (CAT) pursuant to Immigration and Naturalization Service v. Aguirre-Aguirre, 526 U.S. 415 (1999) and Negusie v. Holder, 555 U.S. 511 (2009). 
2. The number of credible fear cases has skyrocketed since the procedure was implemented—in FY 2009, USCIS completed 5,523 cases. In Fiscal Year 2017, USCIS found 60,566 individuals to have a credible fear, out of 79,977 case completions.  In FY 2016, the most recent year with available data, 20,455 individuals were granted asylum: 11,729 affirmatively and 8,726 defensively. Total annual asylum grants averaged 23,669 between FY 2007 and FY 2016.  These individuals, many of whom were detained during this screening process, will be afforded an opportunity to apply for asylum defensively and establish that they meet the refugee definition. In previous administrations Homeland Security allowed more than 90% of asylum-seekers who had proven they have a "credible fear" of returning to their home country to be released in the U.S. to await their final hearing before an immigration judge. Since President Donald Trump took office, those rates plummeted to 8% in Los Angeles, 2% in Detroit, and 0% in El Paso, Philadelphia and Newark. where the plaintiffs are being held.  District Judge James Boasberg in the District of Columbia ordered the department to stop making blanket determinations against most asylum-seekers and resume the long-standing practice of deciding each applicant's detention status on a case by case basis.   Case completions reached an all-time high in FY 2016 at 92,071 and decreased to 79,977 in FY 2017. As of March 2018, there were more than 318,000 affirmative asylum applications pending with USCIS.   
B. Customs, the Department of Homeland Security, is responsible for asylum cases, however the Department of State and Administration for Children and Families (ACF) have programs of migrant and refugee assistance.  Because undocumented migrants cannot enter the international aviation system, and people whose immigration claims are unobstructed often exercise the right to remain silent, Customs and Border Protection (CBP) is the agency that first processes the majority of asylum claims.  Asylum claims are decided by the United States Citizenship and Immigration Service (USCIS).  Because USCIS is a service that does not produce much, if any, revenues from fees, and should be rewarded for ridding themselves of both the stigma of mental illness and enforcement functions of the Immigration and Naturalization Service (INS), USCIS should get 3% annual growth in outlays, like the Federal Emergency Management Administration (FEMA) while other DHS enforcement agencies receive only 2.5% annual growth. Being nothing more than an unlawful collective measure for expelling immigrants, Immigration and Customs Enforcement (ICE) has a credible fear of being abolished under Art. 22 of the International Convention on the Protection of All Migrant Workers and Their Families.  ICE is accused of collectively removing all immigrants convicted of crimes in domestic courts, the moment they are released from a correctional institution, without being specifically requested to perform such a major punishment by the judge.  ICE is accused of immigration raids against immigrant communities and cities.  ICE  is accused of deporting parents and children enrolled in school.  ICE is accused of falsely representing and releasing dangerous offenders, who kill Americans and commit other serious crimes.  ICE deportations constitute political persecution.  Customs would be more professional without $6.6 billion for ICE, 27.5% of $24 billion Customs spending for enforcement, not including the Coast Guard, Secret Service or Law Enforcement Training Academy.  ICE costs $2 billion more than USCIS and $1 billion more than programs of assistance for migrants and refugees.
Federal Immigration Expenditures FY 17 – FY 20
(millions)

	
	FY 17
	FY 17
	FY 18
	FY 18
	FY 19 
	FY 19
	FY 20

	Customs
	
	
	
	
	
	
	

	U.S. Customs and Border Protection
	13,940
	13,940
	14,289
	14,289
	16,388
	16,388
	16,798

	U.S. Immigration & Customs Enforcement
	6,230
	6,230
	6,386
	6,386
	7,942
	6,546
	6,709

	Subtotal, Enforcement
	20,170
	20,170
	20,675
	20,675
	24,330
	22,934
	23,507

	U.S. Citizenship and Immigration Service
	4,018
	4,018
	4,119
	4,119
	4,442
	4,442
	4,575

	Subtotal, Homeland Security
	24,188
	24,188
	24,794
	24,794
	28,772
	28,772
	29,514

	State Department
	
	
	
	
	
	
	

	Migration and Refugee Assistance (MRA)
	3,364
	3,366
	2,746
	3,219
	3,450
	3,554
	3,660

	U.S. Emergency Refugee and Migration Assistance (ERMA)
	49.9
	50
	0
	51
	0
	53


	54



	Subtotal, State Department 
	3,414
	3,416
	2,746
	3,270
	3,450
	3,607
	3,714

	ACF
	
	
	
	
	
	
	

	Refugee and Entrant Assistance, Subtotal ACF
	2,141
	2,141
	1,663
	2,205
	1,692
	2,271
	2,339

	Subtotal, Refugee Assistance
	5,555
	5,557
	4,409
	5,475
	5,142
	5,878
	6,053

	Total Outlays
	29,743
	29,745
	29,203
	30,269
	33,914
	33,254
	34,135


Source: Homeland Security FY 18, State Department, Foreign Operation and Related Organizations FY 19, and Administration for Children and Families FY 19
1. Both State Department and Administration for Children and Families provide nearly $6 billion for programs of assistance for migrants and refugees FY 19.  The State Department spends $3.5 billion on Migration and Refugee Assistance and Emergency Migration and Refugee Assistance.  The ACF provides $2.3 billion for Refugee and Entrant Assistance.  Refugee assistance ensures full respect and protection for the human rights and fundamental freedoms, and obligations under international law to the special needs of all people in vulnerable situations who are traveling within large movements of refugees and migrants, including women at risk, children, especially those who are unaccompanied or separated from their families, members of ethnic and religious minorities, victims of violence, older persons, persons with disabilities, persons who are discriminated against on any basis, indigenous peoples, victims of human trafficking, and victims of exploitation and abuse in the context of the smuggling of migrants.  Respect for the institution of asylum and the right to seek asylum and principle of non-refoulement are reaffirmed.  60% of refugees world-wide are in urban settings rather than camps. Humanitarian assistance is provided to refugees so as to ensure essential support in key life-saving sectors, such as health care, shelter, food, water and sanitation.  Community-based development programs that benefit both refugees and host communities should be supported. Quality primary and secondary education in safe learning environments for all refugee children, within a few months of the initial displacement, will be provided.  
C. The Secretary is authorized to provide temporary assistance to citizens of the United States and to dependents of citizens of the United States, if they are identified by the Department of State as having returned, or been brought, from a foreign country to the United States because of the destitution of the citizen of the United States or the illness of such citizen or any of his dependents or because of war, threat of war, invasion, or similar crisis renders them eligible for asylum or refugee status under Sec. 1113 of the Social Security Act under 42USC§1313.  Alien nationals are not generally eligible for social security benefits.  Generally, a non-citizen may be eligible for SSI if lawfully admitted for permanent residence under the Immigration and Nationality Act (INA) and have a total of 40 credits of work in the United States, a spouse’s or parent’s work may also count.  Not more than 4 credits may be granted any given year.  For purposes of determining eligibility for and the amount of benefits of an individual who is an alien, the income and resources of any person who executed an affidavit of support or similar agreement with respect to such individual, and he income and resources of the sponsor's spouse, shall be deemed to be the income and resources of such individual for a period of 3 years after the individual's entry into the United States. Any such income deemed to be income of such individual shall be treated as unearned income of such individual under Sec. 1621 of the Social Security Act under 42USC§1382j.    
D. The granting of Asylum is a peaceful and humanitarian act and that, as such, it cannot be regarded as unfriendly by any other State under the Declaration on Territorial Asylum 2312 (XXII) of 14 December 1967. The Declaration like the Convention on the Status of Refugees of 1951 is mindful of the Universal Declaration of Human Rights, which declares in Art. 14 (1) Everyone has the right to seek and to enjoy in other countries asylum from persecution.  (2) This right may not be invoked in the case of prosecutions genuinely arising from non-political crimes or from acts contrary to the purposes and principles of the United Nations.  Under Art. 1 of the Declaration on Territorial Asylum, (1) Asylum granted by a State, in the exercise of its sovereignty, to persons entitled to invoke article 14 of the Universal Declaration of Human Rights, including persons struggling against colonialism, shall be respected by all other States.  (2)The right to seek and to enjoy asylum may not be invoked by any person with respect to whom there are serious reasons for considering that he has committed a crime against peace, a war crime or a crime against humanity, as defined in the international instruments drawn up to make provision in respect of such crimes. (3) It shall rest with the State granting asylum to evaluate the grounds for the grant of asylum.  Under Art. 2(2) Where a State finds difficulty in granting or continuing to grant asylum, States individually or jointly or through the United Nations shall consider, in a spirit of international solidarity, appropriate measures to lighten the burden on that State.
1. The Asylum Case (Colombia / Peru) Judgment of 20 November 1950 provided: Asylum may be granted on humanitarian grounds in order to protect political offenders against the violent and disorderly action of irresponsible sections of the population.  It is not permissible for States to grant asylum to persons accused or condemned for common crimes.  In principle, asylum cannot be opposed to the operation of justice. An exception to this rule can occur only if, in the guise of justice, arbitrary action is substituted for the rule of law. Such would be the case if the administration of justice were corrupted by measures clearly prompted by political aims. Asylum protects the political offender against any measures of a manifestly extra-legal character which a government might take or attempt to take against its political opponents. The word “safety" determines the specific effect of asylum granted to political offenders, means that the refugee is protected against arbitrary action by the government, and that he enjoys the benefits of the law. On the other hand, the safety which arises out of asylum cannot be construed as a protection against the regular application of the laws and against the jurisdiction of legally constituted tribunals.   Asylum as practiced in Latin America is an institution which, to a very great extent, owes its development to extra-legal factors. The good-neighbor relations between the republics, the different political interests of the governments, have favored the mutual recognition of asylum apart from any clearly defined juridical system. The practice of asylum may arise from agreements between interested governments inspired by mutual feelings of toleration and goodwill.  In the case of extradition, the refugee is within the territory of the State of refuge. A decision with regard to extradition implies only the normal exercise of the territorial sovereignty. The refugee is outside the territory of the State where the offense was committed, and a decision to grant asylum in no way derogates from the sovereignty of that State. In the case of diplomatic asylum, the refugee is within the territory of the State where the offense was committed. A decision to grant diplomatic asylum withdraws the offender from the jurisdiction of the territorial State and constitutes an intervention in matters which are exclusively within the competence of that State.   
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