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for health in the region, scientific devices which are needed but lack-
ing at present, a communication facility which possibly could be -
fad;(}&tédlfor purpose of the program. STt e B e

~ The research group functions as & medical experiment station draw-
ing together the talents of all university disciplines which can con-
tribute to the definition or solution of health care problems.
~Of the 21 bioengineering projects now active, I should like to men- .
tion two. Oneé result of this research has been the development of a
diagnostic chair, which simplifies the taking of a heart tracing. The
~ chair reduces the time required for an EKG from about 20 minutes
to less. Another piece of equipment developed by the engineers and
the physicians working together is an electrolytic unit which has
proved extremel help%ul in speeding the healing of leg and body
uleers for the diabetics or patients who must be in bed for long periods,
and these compact units can be taken home. Lot '

 An added feature is an alarm system which reminds the patient
to keep the bandage properly dampened.

~ Future programs could be summarized as the design of more model
delivery systems in .coogemtion with the public and health profes-
sional involving finally the entire region, continued concentrated study
of appropriate services designed to be self-supporting, the assistance
‘to programs in providing for treatment of disease and rehabilitation
of patients suffering from these categories of disease, and last, a
translation of new ideas into action on behalf of the patient or the
potential patient.

This is indeed an exciting, though wearing, time to be involved in
health affairs. The regional medical program, to my mind, offers one
of the best means for achieving optimal %ealth for all people, who are -

in effect the real beneficiaries of regional medical programs. :
I would certainly urge the support and the continuation of this

program.: : :
Now I have here an organization chart of the Missouri regional

program which I would like to offer for the record. = :

~ Mr. Rocers. The committee would be very pleased to have that, and

it will be made a part of the record at this point.

(The- document referred to follows:) ;

MissoURI REGIONAL MERICAL PROGRAM ORGANIZATION i

: 1, GOAL ‘SETTING . ! , :
(@) Policy is set by representitives of the public and the practi¢ing profession
upon advice from: ! ‘ i
.. Medical schools. i e
State departments related to health, '
Voluntary orgatizations.. . .
~“ A1l ‘hehlth professional organizations. i
. ‘(A totdl of more than 50 people read and comment upon each Proposal.)
(b)) Planning is for a selected population: of people regardless of where they
may ultimately receive their ‘care. This permits maximum use of communication
mechanisms already established between the many involved groups.
(¢) Planning and operations are kept administratively separate.

5. ORGANIZATIONAL PATTERN

. The Project Review Committee consists of the head or his delegate from the
schools of .osteopathy and medicine, the Division of I;lg’s_ilth, Dire ctor of Welfare
and Director of Mental Diseases. This commiittee serves as an advisory body: to
the Council on all proposals. : ;
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‘to and been accepted by the Council: The 24 members serve as a reaction panel

. on all projects for Counecil. . -~ .. . ORI R i
The University of Missouri serves as trustee for funds -for the

RegionaLng’ram. R e O F AR o e o

Tissouri .

i g i -78. SPECIAL ;'Uxﬁaﬂf QBGANIZAT‘I‘O;L}IQ S g
_For the Kansas Oty area a special Metropolitan Liaison Committee has been”
formed.: Members include five local citizens and two representatives froin each
of the Advisory Councils of the two regions (Kansag and Missouri) which
overlap in the Kansas Oity area. This committee also serves in an advisory
capacity to the two Regional Councils for all projects which fall within the six
county urban area of Kansas City. = . ; G e T R TR e
A special, local planning force ‘has been assigned to Kansas City. by the Mis-
souri regional program. . - e G e O e
- No matter how a region is described, ‘ultimately it must interact with other
. regions. Modifications of the Kansas City committee have been developed with
‘three of the other adjoining regional programs and similar plans are under dis-
Mr, Srark. T submit for the record three separate pu%rlipaxtioﬁhsfozf% f
the Academy of General Practice as evidence of cooperative efforts
betweeén the practicing physician and the program, =~~~ =

Mr. Rogers. 'We will receive those for the committee file.

. Thank you very much.
"~ Dr.Carter? R R
- Mr. Carter. T just want to compliment t y
paper that he has delivered here today, and to say that I think it is
a very healthy sign when men of his evident. ability take part in such
programs as this. Thank you. e e B e D

Mr. Rocers. I would like to second those sentiments. T th s
excellent, and we do need more and mare people to involve themselves

_ inthe health field other than just the scientific community, and T won-

- der if you could give us an example—you say the design of more model
- delivery systems. What isyourthinking there? '« " vl
. Mr, Swark. Two that T have specifically in ‘mind: One would be
the Smithville project located in a rural area about 15 miles from
Kansas City where they are designing 'a;r]i)lrogmm for the first time

“to ﬁv’e complete continuity of care from the time the patient is seen

~ in the diagnostic stage through the treatment stage and then into the =
rehabilitation stage. i i R S

Another one is that taking ]ilace in Springfield, Mo., at the com-
munity hospital. A cardiovascular program is in forc ,_“Wiifem‘they:are' '
treating the cardiac patient and also training nurses and doctors in

~ the care, treatment; and rehabilitation of cardiae patients. This'is a
part of the current operational grant and is working out very well,
. There are six or seven programs in operation, or being proposed
now, in community hospitals, =~ L

- Mr. Roerrs. Thank you very much, e appreciate your being here

today. o ' ‘ . : i :

g% Ogr next witness who has a 4 o’clock plane, I believe, is Dr, Amos
Bratrude. We appreciate your presence here today. Your Congress-
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- man, Tom Foley, spoke to me on the floor and said he wanted to be
* here to personally introduce you to the committee and regrets he can-
- not be. He is in committee himself..’ - e e, e

STATEMENT OF DR. AMOS BRATRUDE, WASHINGTON 'MEDICAL
 ASSOCTATION, AND ASSOCTATION OF GENERAL PRACTITIONERS

' Dr. Bratroou. I was sent here today by the Washington Medical
~ Association, and T have the blessing of the Association of General

Practitioners.. i o oy
" Tam Dr. Amos P. Bratrude and am in general practice in Omak,
Wash. T have a common failing with all people who have moved West,
‘and that is our adopted home has become very important to us, and
so you’ll excuse me if T give you a fow words about Omak. It is a rather
typical western community of about 4,500 people. The prime industries
are logging, apple orchards, and cattle, The biggest single event of the
year 1s the Omak stampede with what we consider, a world-famous
suicide race. It is'a nice community and my 9 years there have been
very pleasurable. T am married and have four children, and as a father
am beginning to experience the rigors of a teenage daughter. . -~
T was raised in the Middle West. My father was a general practi-
tioner in a small town by the name of Antioch, T11. Upon deciding

where to practice, there were several things I was sure that T wanted.

T wanted a community with a hospital in it. T have always been very
interested in general practice but could see no reason to choose a com-
munity that was large enough to have a well established specialist
group. I wanted to choose a community that I felt had some promise.
of growth so that T could eventually have the type of medical practice
that T was interested in. This; namely, is a group of three, four, or
five doctors who are quite interested in the practice of medicine, but
also want to be free to pursue academic and recreational activities. T
am now the senior man of a four-man group, and the reason that I
can be here today is that I have three excellent partners that are cover-
ing forme. i o
Those were the practical reasons for choosing Omak. The emotional
ones are that the country just immediately appealed to me. I enjoy:
hunting and fishing and being outside, and all these things were avail-
able. We have been 15 months in a new hospital with 82 beds, and a
staff of seven physicians. Of course, four of these are of our group: It
is quite interesting to me to go to various meetings and seminars and
hear people discuss the problems of a small hospital. Invariably these
8@0})1@ consider anything from 100 to 150 beds to be a small hospital.
Consequently, their discussions of problems that might. occur there
have no bearing at all on what happens in a hospital of 32 beds. I
had always been quite interested in the broader problems of medicine,
and when the opportunity came to me from the ‘Washington-Alaska
~ regional medical program I welcomed it. , /
; would be the first to admit that T had a rather biased viewpoint -
 when I joined the Washington-Alaska regional medical program board.
T had been raised of fairly conservative parentage and had a decidedly
jaundiced opinion of the role I thought Government was playing in

‘medicine. It is quite surprising to find out at the first advisory com-
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mittee meeting that most of us had the same feeling. Then it was inter-
esting to ses the change ifi evéryone #s the meeting progressed. It
seemed that most of us had very definite, but very erroneous ideas of
what the regional medical program would be and how it would work,
It was explained in the first seéssion in May of 1966 that the regional
medical program was not going to be a vehicle to transport the patient
to “supercenters” but ra,t%gr was going to be a vehicle to transport
knowledge, technique, and assistance to the local level to improve
Ppatient care in places such as Omak. I, of course, was very suspicious
that this was just the bait to lure us into the trap. I have now comy
pleted approximately 20 months on this committee, and I am convinced
that at least the Washington-Alaska program has not altered from this
ideal; that is, to attempt to improve the level of care for victims of
heart disease, cancer, and stroke and related diseases into local com-
munities. I was also prejudiced in another area as I approached the
work on the'regional medical program. I am in a very rural commu-
nity. I think it is wonderful to have great research rojects and a
- large amount of what we call ivory tower medicine. But I also feel
there is a tremendous amount of medicine that has to be practiced on
a da.y-toud;‘g basis to help the gseople'rec‘eive roper ‘care.
- I also'haid many preconceived ideas about plfx)ysmiam education ({)ro-
- grams that I felt were fairly worthless. I have taken these prejudices
and conveyed them into ideas for our group, and am afraid I have
helped to sidetrack certain programs I felt had little practical value.

I do want to say that I feel there is a definite place for complicated
research projects, and without them many of the advances we enjoy.
today would not be here. But I fgel, as the only general practitioner
on the Advisory Committee, that I have wasted very little time ar-
guing for the aspect of medicine because many about me are. In regard
to specific problems that were present in the practice of medicine in
north-central Washington these are some. .

There are certainly many other problems which deal with rural
areas, and many of these would fall in theé categorical areas of the
heart, cancer, and stroke program. We are looking forward to taking
advantage of the coronary care unit training programs that are cur-
tently being established by our RMP and are looking forward: to
many other benefits from 1t. I think the point that T would like to
make so strongly is that the RMP has offered the first opportunity
for local medical communities to feel that it is worthwhile to get in-
volvid and interested in because their opinions and problems are being
sought. ' ' :

There certainly has been a considerable change in stance of the
average physician in regard to Government in medicine. Just a few
years ago no cooperation would be offered, and if preferable no inter-
ference would be tolerated. Today we find the average physician
- understanding that the Government will be involved in medicine and
that a cooperative venture of sorhe kind would be most desirable. The
RMP with its emphasis on regionalization has, I believe, caught the
fancy of the medical communities of the United States. As I travel 4
to various meetings with colleagues who are scattered across the coun-
try, I find that quite often they have many favorable comments con-
cerning the aims and goals of this program. I think that if this pro-
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it

gram were to be significantly curtailed or even dropped, you would
find a considerable disillusionment in the medical professior I think
most of us feel there is a strong chance that the RMP is going to offer
all of us help and cooperation, not interference, from the Goyernment,

.

 on our local medical problems. I think that if it were possible to

 establish a long period, such as 5 years, the RMP could then do sig-
nificant future planning and the medical community would know that
the program was here to stay. ST Sy
T have certainly enjoyed the experience of coming to Washington,
D.C., and appearing before this committee. i A
Thank you vekxl'yf much for the opportunity. -~~~ - , ‘
Mr. Rocers. Thank you very much, Dr. Bratrude. Your testimony

4

| is the type I think the committee needs to hear, from a practicing o

~ physician. We are delighted that you took time to present this testi-
mony to the committee. : e G

~ Dr. Carter? - ' ~

Mr. Carrer. I certainly want to congratulate the gentleman upon

his presentation. He is one of the men who applies the tools which have

~ been given him and in addition will evaluate and use what other tools
are given him by our reiional groups. I am impressed by his paper,
and the depth of what -he says. T am happy to have such a young
physieian before us today. P . ;

Mr. Rocers. Let me ask you: You say you are the only general prac-
titioner on the Advisory Committee for your region, or is this a
“subregion? : LR Ty ke o ey

"Dr. Bratrupe. I am the only one for the Washington-Alaska meet-
_ing. We have six practicing s ecialists from various disciplines; in
addition, of course, to many p ysicians in the universities.

Mr. Rocrrs. But there are six out of 30 whom you would classify
as practicing physicians? : ' S

“Dr. BRATRUDE. Seven, counting me. . , TN

Mr. Rocers. How many hospital administrators do you have?

Dr. BraTtrupe. Two. i = B :

‘Mr. Roaers. Do you think thisisa good ratio? L :

Dr. Brarrupe. 1t is difficult to put everybody there, We have six
or seven lay people, we have two nurses, we have a dentist; and by the
time you are done, we really aren’t heavily laden with the medical
school people. N -y L

Mr. %OGERS. Would it be more of a problem getting away if you
were not in partnership ? ; : : S =

Dr. Bratrope. I would like to speak about this a bit. I think the
concept of the practicing }ohysicijan is changed somewhat. As we.are .
‘trained today, we are tota ly convinced that we have to stay current;
and I think, as we set ourselves into practice, many of %y’,op}leagms

in our county are in inde endent practice, such as Bill Henry, one of
the doctors there. He feels it is important enough, and has educated
“his patients enough that he gets away for courses. I believe that group
~ orno group, this is the way it s going to beinthe future. .

i ere. Rocnrs. You don’t think it can be brought down to t ¢ hospital

evel ? : o :
" Dr. Brarrope. I don’t mean that. We have hospital staff meetings,
and visiting professors who come for seminars, and the gentleman




~ think about help that you need—it is 3 o’clock in the morning and you

from Mi \fri;‘,;sor‘hé of his programs sounded outstandmg ‘When y
. have a cardiac problem; you don’t need a seminar, tyou*f‘need* someone

- to give you some help. It sounded like this aspect o

veryexciting. - oo e R
o er Roaers. Thank you so much, We appreciate the benefit of you
- Our next witness will be Dr. Carl Brumback, who is appeari
the American Public Health Association. e .
___Dr. Brumback is from my own home county of Palm Beach County,
~ Fla. He has done an exceptional job, and really some o: [

~ ects with migrant health programs, and I am particularly pleased to

~ in our previous legislative hearings.
~ Youmay proceed. ‘ o y et
~ STATEMENT OF DR. CARL L BRUMBACK, MEMBER, EXECUTIVE

~ BOARD, AMERICAN PUBLIC HEALTH ASSOCIATION

* have you appear before the committee again, becaqse" you were helpful

~ Dr. BRUMBACE. Thankyou.

his program was

 The American Public Health ':Aésdci“a,tion ,appi‘eéi‘f’at;és th1s o
tunity to present our views of HLR. 15758. I am here as an executive
board member of this association, which now has over 20,000 members,

- I have a prepared statement which has been given to the staff, and
T would like to have your permission to summarize these remarks,
~ Mr. Rogers. Certainly, and your prepared statement will be made

 partof therecord, following yourremarks, ~ . i
Dr. Brumeack. My comments refer to the migrant health portion-
~of the bill. It is unnecessary, probably, to recall the fact that nearly

- one-fourth of the Nation’s 8,100 counties depend upon migrant labor to
_ harvest the crops. We all depend on this labor for much of our food.
Approximately 1 million men, women, and children migrate each
year in response to this need. ; A g n e R
~Although these people perform essential work, their annual income,
- $1,400 average per worker in 1965, seldom allows them to rise above the
povertylevel. = S Thodta e e

-~ Furthermore, the plaées‘ in Whic’h"they‘ ‘Work'i“andilive] are hsﬁally"
~ far removed from sources of health care, and clinics are usually held

" ata time when they are working, and they seldom qualify under wel- :

fare residence requirements for usual forms of assistance. ~ :
.. Treatment of illness becomes difficult. Actually, the migrants’ need

© for health care is greater than that of the rest of the population. En-

_vironmental conditions predispose them to illness and injury. Lack of

education and knowledge of where to turn for help compounds these

~ problems. Statistics confirm the fact that migrants have more health ;

~ problems than the rest of the population.

~__ Infant mortality was over 30 per thousand live births in “1"‘96:4 'amofi'g:f
the migrants, compared with less than 25 for the national average.

- The rate from tuberculosis and other infectious diseases was 26 per
‘thousand, ecompared with 10 for the Nation as awhole,
‘Through the Migrant Health Act, health services specifically de-

signed to meet the migrants’ needs have become available in many
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parts of the Nation. Recent figures indicate 115 projects in 36 States
“and Pureto Rico. The number of migrants having access to these
- services is now estimated to be over 300,000. However, it should be
- pointed out that this is still less than one-third of the total migrant

poK‘ulation. P i , ~ . .
~ Also those migrants now reached by existing projects receive only
basic or minimal services for the most part, and these are available

to them throughout the year.

. Migrant progress has been essential to make a beginning to give
these people resources, but it takes a long time to make up for years
~ of neglect. We are only now beginning to see benefits from our projects
in Palm Beach County, which have been underway for, 12 years.
Services must be made available and acceptable. This is a strong
argument, for keeping this program separate. The absorption into the

general program at this time would destroy the most beneficigl settle-
ments that have been achieved. The fact that only part of the migrant
population is being reached in a minimal way, indicates that the
program should be continued and be expanded. .

Thank you. - o ;

(Dr. Brumback’s prepared statement follows:)

GLARENdE L. BRUMBACK, M.D., M.P.H,, MEMBER, EXEQUTIVE BOARD, AMERICAN
Pusric HEALTH ASSOCIATION

Mr. Chairman, Members of the Committee : The American Public Health Asso-
ciation appreciates this opportunity to present its views on H.R. 15758, a bill
to extend the authority for the Regional Medical Programs, for migrant health
services and to initiate a much more active program dealing -with the severe
problems of both alcoholism and narcotic addiction. I appear before you as
spokesman of the APHA in my capacity as a member of its Bxecutive Board:. I
shall spare you the details of a description of our Association—we, and I, have
appeared before you sufficiently often in the past to acquaint you with both—
except to tell you that our membership now totals in excess of 20,000.

MIGRANT HEALTH

The APHA has traditionally expressed a deep ‘concern for the welfare of the
nation’s migratory workers. Prior to the passage of the Migrant Health ‘Act of
1962, the APHA advocated health services for migrant laborers including: child
care ; pre-natal assistance; control of communicable diseases through vaccination,
and dental health. In the past, the extreme mobility of the nation’s migrant work-
ers, together with their dire economic need, prevented them from enjoying ade-
quate medical attention.

~ Since the pasgsage of the Migrant Health Act, important strides have been made
in providing essential health facilities for the seasonal agricultural worker.
These accomplishments were made possible through joint Federal, State and
local funds. During the past five years, migrant health projects haye provided
remedial care for workers and their dependents, immunization, family planning
services, nutrition counseling and the continuing of medical care when workers
move from one area to another. Additionally, during this time span, the workers’
environment has improved through the joint efforts of employers and local health
workers working to improve housing and sanitation facilities. :

~ Migrant workers have slowly been educated as to the availability of health
gervices at their disposal. So successful has this instruction been, that today
the services of existent projects are deficient in relation to the demand. Despite
advances made in this field, current health services fall short of their goals.
One principal handicap to the migrant health program is the hardship it places
on local participating hospitals, resulting from the payment, on the average,
of only 60 percent of total hospital costs. Many communities find it difficult to
make up this deficiency due to the rising costs of hospital care.
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At present, the number of medical professionals is insufficient to adequately
meet growing medical needs. In order to cope with health problems of ‘migrant
laborers, more physicians and dentists must be employed to narrow the gap
between the medical and denftal care received by migrant workers and those
services received by the nation as a whole. In addition to the expansion of the
professional ranks, it is also necessary that more aides be trained as Tiaisons
to serve as a link betwéen . the professional health worker and the migrant
laborer. These aides would assist the worker in utilizing health services created
for his benefit. With this goal achieved, the migrant worker would then become
more of an-economic asset to his country rather than a liability. A ‘healthy
labor force will alleviate costly ‘health emergencies, thus’ reducing economic
drain ‘as a consequence of unnecessary. illness and disability. .

In order to illustrate the need for increased funds, I would like to use an
example with which I am most familiar—the health program of Palm Beach
County, Florida.

- The migratory health projects in my county have expanded greatly sitice 1962.
At the outset of these projects we were faced with the same problefis plaguing
the rest of the nation in administering to its migrant workers’ health needs.
These problems were partially solved by services furnished by Federal, State
and local money. These funds provided the means for developing services tailored
to the specific needs of the worker. As the program progressed, more migrant
laborers became aware of the facilities open to them. As a consequence of the
1962 Migratory Health Act, significant advances were achieved in environmental
health. State. laws and regulations have established guidelines for migrant
housing and sanitation; such programs would not have been possible without "
the assistance of the Migrant Health Act. Migrant workers are finally learning
where to turn for assistance in treating their illnesses. Yet we have only begun
to teach them the value of the preventive measures and positive health. Much
has been done to aid the migrant, but more must be done if his environment is
to-be raised to acceptable standards. Once accomplished, it will require continual
effort to maintain these levels. '

In the case of Florida, funds for extended hospitalization and the staffing of
physicians are completely inadequate. Consequently, obtaiming adequate treat-
ment is often difficult except in the case of extreme emergency. In some instances
hospitals and their physicians have provided medical care without reimburse-
ment.  Therefore, if local health facilities are to furnish satisfactory. medical
care for migrants in the future, more funds must be made available through
amendments to the Migrant Health Act Speaking in behalf of the APHA, 1
strongly urge that the increase in funds conform at a minimum with the amounts
recommended in H.R. 12756, introduced by Congressman Paul Rogers of Florida.

Only when we meet the overwhelming task at hand with sufficient..resources
will the migrant worker then achieve the same degree of medical aid now
available tothe general populace. i :

ALCOHOLISM PROGRAMS

The interest and concern of the American Public Health Association in the
promotion of alcoholism programs is well established: .:

1. In 1963, the Association adopted @& resolution recognizing alcoholism as a
major public health problem and urging all State and local health departments
to initiate programs. .

2. The Association has prepared a “Guide -to the Commumity Control of
Alcoholism” which will be published later this year. i

3. Through its regional offices, the Association has conducted a series of
tzaining Programs intended to stimulate local health workers to. implement
their skills in dealing with the problems of alcohelism in their communities.

4. The staff of the Association has served in advisory and consultative capaci-
ties to mational agencies, voluntary organizations and state agencies in the
development of programs for dealing with alcoholism.

. ? The APHA previously has testified before Congress concerning alcoholisma
ills. :

The need for a major effort to combat aleoholism is apparent. Great numbers .
of persons are afflicted with the condition. The toll that it takes in terms of
broken homes, lost man hours, employee inefficiency and physical suffering, is
unmeasurable. In addition, the Supreme Court is presently considering the case
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of Powell'vs: Texas which may change our courts’ methods of dealing with chronic
drunkennéss offenders. If the Court rules in favor of Powell, it will be held
unconstitutional to sentence alcoholics to correctional institutions. The result-
ing inereased need for clinical facilities for treatment of these alcoholics will
have to be mét by the health care system. Tt :

“The establishment of such centers as proposed in H.R. 15758 will provide a
portion of the resources needed for meeting the erucial treatment needs of the
alcoholics in this country. However, we respectfully submit that the present bill
meets only a small portion of the total requirement. Treatment faciltiies also
should be supported in conjunction with other health care units such as general
hospitals and health departments. In addition, consideration must be given to
the following, if a truly comprehensive public health approach to the problem

“ is to be successfully initiated :

1. Research in the etiology, treatment, rehabilitation and prevention of alco-
holism. Research in the cause, effect and prevention of alcohol problem. Train-
ing of apprepriate professionals to apply new and existing knowledge in the con-
trol of alcoholism and alcohol-related problems.

2.  Appropriate measures to direct national attention to alcoholism as an im-
portant as an important medical-social problem—measures which will encourage
the utilization of existing knowledge such as that concerning the treatment of
alcoholics, and techniques of education of special groups about alcohol and
alcoholism. ;

3. Bfforts to insure that consideration of community alcoholism problems be
a part of every comprehensive health plan. .

4. Full use of thée potential resources and gervices of governmental agencies.

5. Of particular importance in the implementation of Federal programs to deal
with alcoholism and alcohol problems is the newly organized National Center for
the Prevention and Control of Alcoholism in the National Institute of Mental
Health. This Center should be given .authority, finances, and respounsibility  for

“the coordination, implementation and development of comprehensive programs.

Unless and until each of these important program elements are fully imple-
mented, efforts to cope with this serious health problem will be proportionately
less than adequate. Therefore, although we support these provisions, we also
must emphasize that a truly comprehensive program to deal with alcoholism must
include a variety of concerted approaches on a multitude of fronts.

Again, we appreciate this opportunity to present our views on this important
health legislation. We respectfully request your consideration of our recommenda-

.tions. Thank you.

Mr. Roeers. Thank you.

Dr. Carter?

‘Myr. CarrEr. No questions.

Mr. Rocers. In the program there in Palm Beach County, could
you just give me a brief summary of, for instance, the housing condi-

tions in the camps, and what you have been able to do with this

through the migrant program?

Dr. BrumBack. Yes, sir. We have over 100 camps. We actually have
in Palm Beach County more agricultural migrants than in any other
county in the United States. We have over 27,500, according to the
last count. These people live in the county, all over the county, in all
sorts of housing. Through the Migrant Health Act we have been able
for the first time to acquire a staff through which we have actually
been able to get into all of these places, inspect them and upgrade the
housing.

As a result, environmental health situation for the migrants in
Palm Beach County is immeasurably better now than it was. However,
there is a great deal left to be done, and we have to continually pro-
vide supervision and maintenance of this program in order to keep
the benefits that we have achieved.

Mr. Rocers. What about your mobile unit? Don’t you have a unit
that can go to the field where the migrants are, with a doctor and
nurse and so on?

93-453—68——14
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~ Dr. Brumpacx. Yes, we do. This clinic was acquired ‘through. this
- program, and we can go out in the fields and provide the services there.
In the beginning even though we took the services to them, they were
~afraid to come and take advantage of them. They had been abused
and refused service so long that they didn’t know what to expect. =
~ Now they will come long distances to reach these services, and there
is much more demand than we can see. We estimate that we have pro-
vided personal health services to only about 11,000 of our 27 ,000
migrants. o e S
~ Mr. Rocers. Does this include the children ? : .
~ Dr. Brumsack. Yes. To some degree. Some of these services, of
- course, do reach other migrants. ; S
- Mr. Rogrrs. I know that you put out a report each year on your
particular program, and I would be interested in having a copy of
that for the committee, kG ‘ e :
- Dr. Bromeack. We will send you a copy, Mr, Chairman.
~ (The document requested was not available at time of printing.).:
. Mr. Roaers. Thank you for coming to let us have the benefit of your
- views on thislegislation. - e Sl e
. There is a call for Members to come to the floor, and so I think with

. your concurrence, Dr. Carter, we will recess to allow Members to

back from the floor. ~

~ The committee will stand in recess for 10 minutes,

 (Brief recess.) , iy :
© Mr. Rocers, The committee will come to order. _ %

- Our next witness is going to be introduced by Mr. Staggers, chair-
man of our full committee. We are very pleased to have the chairman
of our committee with us this afternoon. It is the chairman’s bill that

. Wwe are considering and taking testimony on, so it is a pleasure to have

- him recognize the gentleman now for introduction. :

Mr. Stageers. Thank you. : : :

- We are glad to have Dr. Carter here, too. ;

At this time, I would like to present Mr. Louis S. Southworth.
Would you come forward, sir, and take the stand. : :

“Mr. Southworth is assistant, supervisor of the Division of Alcohol-
ism of the West Virginia Department of Mental Health, and he is.
presenting a statement regarding alcoholism on behalf of and for Gov..
Hulett, C. Smith. I know the Governor wanted to be here. He told me

- personally he felt this was important and he has appeared befors
~ this committee several times, but he selected the next best man to come
_ over and present his views for him, and I guess they were prepared by

~ you, Mr. Southworth. Ll ¥
I understand you also have statements by Dr. M. Mitchell-Bateman,
the director of the West Virginia Department of Mental Health, and
alfslo a statement of Donald Dancy, supervisor of the Division of Alco-
holism.

- We are happy you are here, and we are pleased that West Virginia
is taking an interest in these issues, and is going forward in this work.
We are trying to complement what the States are doing. We realize it
is not only a State problem, but a Federal problem all over the Nation.

- So we are happy to have you. And tell the Governor we are sorry he
~couldn’t make it. ~ : :

You may proceed.

- answer the call, and then we will begin ‘again as soon as we can get’




STATEMENT OF HON. HULETT C. SMITH, GOVERNOR OF THE STATE
- OF WEST VI GINIA, PRESENTED BY LOUIS S. SOUTHWORTH, |
~  ASSISTANT SUPERVISOR, DIVISION OF ALCOHOLISM, WEST VIR-

- GINIA DEPARTMENT OF 'MENTAL HEALTH B

 Mr. SouraworrH. Thank you, Congressman Staggers, Mr. Chair-
manand DriCartery o0 i e b il ST
1 would like to make a few remarks prior to presenting the Gov-
. ernor’s statement. .. & e in iy
It is a pleasure, a privilege and an honor to come before you today -
in support of title ILL, part A of H.R. 15758, and I appreciate this op- .
portunity to speak in favor of sound alcoholism legislation such as :
you are considering today. - . - - S e s
” We support the testimony given by Mr. George Dimas, president of
the North American Association of Alcoholism Programs. The in-
terest in West Virginia in this kind of program is longstanding. Gov-

ernor Hulett Smith of West Virginia and our ‘Secretary of State,
‘the Honorable Robert D. Bailey, Jr., previously submitted statements =
for the record before the full Committee on Interstate and Foreign
~ Commerce, at the hearing in September 1965. Their statements re-
* flect the sentiments of the entire State government of West Virginia
in support of this sound legislation. .~ _ Sk
~ Governor Smith asked me to tell you that he deeply regretted that
~ he could not appear here today in sufp’drt of this bill. He did, how-
~ever request that 1 read to you the following statement voicing his
complete approval of this important measure. . .. gl
“As throughout the Nation, alcoholism is a serious public health
problem in West Virginia. During the past 4 years, our State has taken
positive action. With State moneys and a small Federal grant, we
have established the base for a comprehensive alcoholism program.
We now have eight alcoholism information centers and three treat-
ment facilities. Even though West, Virginia has had national recogni-
tion for what it has done, the facilities we now have cannot begin to
" meet the need for services demanded. Each of the treatment facilities
has a long waiting list and our. local alcoholism information centers
~ have a caseload far beyond their capacity to provide adequate serv- .
“ices * * * and the caseload continues to mount. L
~ “We are one of the States under the jurisdiction of the U.S, Fourth .
Oircuit Court of Appeals. The decision by this court that ‘we canno
~ longer treat the alcﬁol«ic as a criminal * * * but as a medical prob-
~ lem,’ has resulted in a very noticeable impact on the need and demand
for alcoholism services. The current case now before the Supreme =
Court, Powell v. Texas, will no doubt have a still greater impact and
create a still greater demand on our limited resources. This problem
of alcoholism that we now face in West Virginia and the Nation is so
oreat that State and local resources cannot cope with the problem.
Federal action is essential. Money for staff and facilities is a must, and
time is of the essence. - = i B Srha e
“This bill on alcoholism that we are considering here today was in-
troduced by our own Congress, Harley O. Staggers. The State of West -~
Virginia is proud that our Congressman had the courage and. ‘foreéi‘ght, Lo
to take the leadership for legislation on this most serious public health -
‘problem. o PR et

—
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“As Governor of West Virginia, I personally urge this
to take favorable action on title ITI, part A of HLR, 157 58, ,
coholic Rehabilitation Act of 1968.’ » e s Sl

- Mr. Roarrs. Without objection, the statements of Dr. Mitchell-
Bateman and Mr. Dancy, referred to earlier by Mr. Staggers, will be
made a part of the recorri’ at this point, ey B e ,

(The statements referred to follow :) :

STATEMENT OF M. MITCHELL-BATEMAN, M.D., DIRECTOR, WEST VigerNia
DEPARTMENT OF MENTAL Heavra TR

During the past four years, the Department of Mental Health has endeavored
to establish the base for.a comprehensive alcoholism program as part of our
state mental health plan, As ' we have progressed, our Division of Alcoholism.
has made every attempt possible to provide a complete range of services needed..
We have used existing facilities in our .state hospitals and local mental health.
clinics and worked with other agencies, trying to meet the ever increasing
~demand for alcoholism services requested by our citizenry. i
© We are proud of what we have accomplished but, in essence, the work we have
done is just the beginning of what must be done in the future. The problem:
of alcoholism and the many related ‘problems of the families of the alcoholic-

. Inust not only be recognized as a ‘joint responsibility of the federal, state and
local governments, but ‘must be cooperatively funded if we ever hope to treat
alcoholism as a serious medical and public health problem. - T

The  Alcoholic Rehabilitation Act of 1968, as introduced by’ Congressman:
Staggers, can be the breakthrough for developing comprehensive programs and
services as an integral part of our “Comprehensive Mental Health. Centers Act.
Favorable action on this. alcoholism bill by the Sub-Committee.on Public Health.
and Welfare, can lead to the eventual passage of the bill with adequaté federal
funding to make the “Great Breakthrough.” I urge favorable commiittes ‘action.
on this bill. : : : ! R i

'STATEMENT OF DON’ALD R. Dancy, M.P.H., SUPERVIBOR, DIVISION oF ALCOHOLISM,.
W . 'WEST VIRGINIA DEPARTMENT OF MENTAL HEALTH

. The passage of the propoked “Alcoholic Rehabilitation Act of 1968” is essential,
Title IIT, Part A of H.R. 15758 can be the beginning of a real federal, state, and
local cooperative effort to meet the ever increasing demand for aleoholism fa-
cilities and:service in West Virginia and the Nation, . . : . :
In West Virginia, a small state of 1.8 million people, we have at least 75,000
persons with alcohol problems, plus three more persons per case (family mem-
bers) indirectly involved. This makes a total of 300,000 persons adversely affected.
by alcoholism problems; RN . il ‘ ; :
From sample surveys made in ‘urban and rural areas, we found the following :
. L Between 1962 to 1966, records of one urban police department showed 52
perc:

ercent of all arrests were for drunkenness ; 74.4 percent of the cases appearing:
before Justices of the Pedte were for offérises involving drunkenness, and 66.2:
percent of misdemeanors appearing in the county court involved drunkenness.

2. In a current study (not yet complete) the indications are rather conclusive
that at least 40 to 50 percent of all arrests in rural areas are for public drunken-
ness. Drunkenness arrests plus other charges that involved drunkenness show a
rarége f 60 to 70 percent of all arrests involve a drunkenness offense.
" West Virginia  Staté Police arrest records for 1966 stiow 53.7 per cent of all
misdemeahor arrests were for drinkennéss, Arrests for moving violation showed
45 per cent were for drunken driving. Of all arrests made by the West Virginia
Slt-jzjwe Highway Patrol, 12.63 per cent involved either drunkenness or a drinking-
driver. . - i

A survey of State Mental Hospitals from J anuary 1 through June 30, 1967,
showed 35.29 per cent of admissions reported that, “excessive use of -alcohol was.
a major factor contributing to their illness.” This 35.29 per cent plus voluntary
admissions to our alcoholic intensive treatment units (3.4 per cent) makes a total
of 38.69 per cent of all admissions to our State Mental Hospitals who have serious.
problems with excessive use of alcohol. e
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~ From information and data ‘available on prisoners in our state institutions,
between 75 and 80 per cent of all prisoners are alcoholic or have a related alcohol
Be bl T e L 2 T L
A survey of alcoholic patients receiving intensive ttreatment in one of our more _ .
advanced alcoholic tréatment units shows that 66.4 per cent have responded very
- favorably to treatment. Of these, 38.8 per cent have refrained from drinking and

made improvement in other areas of a justment to life, and another 27.6 per cent

have had less than one 24-hour drinking episode per six months during the last e

year and improved in 'other areas of social and personal adjustment. LS

In one study of public drunkenness offenders, the records of 140 such offenders
showed an average of 23.3 arrests per each individual. From 116 of these cases
referred to a local aleoholism information center for counseling, guidance and
‘treatment, only 21 have reappeared in court over a period of one year. Although
the study is not complete, these current findings definitely indicate that the old
system of prosecution is outdated, outmoded and inadequate, and that proper
referral,. education, counseling, and treatment is effective and an economically
sound investment. , 3 B

A recent study by the West Virginia Division of Vocational Rehabilitation
shows the average cost of service for rehabilitating an alcoholic is considerably
less than any other disability category. The average cost per alcoholic was $103.

- Comparatively, the next lowest disability category cost was $217 and the highest

category was $876. ;

The problem of alcoholism in West Virginia is beyond our financial and human
resources. We need more facilities for treatment and staff to expand the treat-
ment facilities we have. We need more local alecoholism information centers and
‘the staff to operate them. In short, we are only providing a token of what is
needed. i , :

I respectfully request that the Sub-Committee on Public Health and Welfare
favorably consider the proposed,"‘Alcdhbbi'e‘ Rehabilitation Act of 1968.”

_Mr. Sourmworti. Mr. Chairman, West Virginia recognizes the
size and extent of the problem and we take- ride in the positive steps
we have made in creating a division of aleoholism in the Department
of Mental Health and in allocating State moneys to start our program.
We have tried to make maximum use of our moneys and other exist-
ing resources. We have worked cooperatively and established inter-
agency programs with the West Virginia Association of County Of-
ficials, the division of vocational rehabilitation and other related
agencies. This has enhanced our progress. Still, without substantial
assistance from the Federal Government, we have reached a point
where further progress will be extremely limited. West Virginia 1s
in desperate need of the kind of Federal assistance proposed by Con-
gressman Staggers in the Alcoholic Rehabilitation Act of 1968.

Mr. Rocrrs, Thank you, Mr. Southworth, for bein here and for
presenting these statements. They will be most helpful in the con-
sideration of this matter by the subcommittee. Mo :

While you are still sitting there, I want to recognize the presence of

one of our distinguished colleagues from West Virginia, who has
come into the hearing room, the Honorable Ken Hechler. It ‘Kou hayve
anything to say, Mr. Hechler, | he committee would be glad to hear you.

STATEMENT OF HON. KEN HECHLER, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF WEST VIRGINIA

Mr. Heoarer. Thank you. PE , ’
I would like to echo the statement on the need for this legislation
in the State of West Virginia that Congressman Staggers is spon-
soring. PR sl

‘The statistics that have been presented 'to the committee, I think,
show conclusively the meed for this legislation. The fact that over
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. should consider. T
~ Inmates of our

o ~thing that should be considered by this committee in favorabl

lems I think is a point which rmittee
ct, also, that such a large ‘i%erce tage of the
institutions in-the State of West Virginia are

. affected by alcoliolis

“affected with problems associated w halcoholism T think is also'some- '

nmittee in favorably report-
ing this legislation, which T think is necessary for the Nation. . .

_* Mr. Rogers. Thank you very much for being here and giving us the
benefit of your statement. b S e
. Mr. Hecarer. Thank you. Sl iR
- Mr. Roeers. Our next witness is Dr. Chambers, Medical Associa-
‘tion of Georgia; Atlanta,Ga. .o T G il ,
- It'isa pleasure to have you here, and we know of you through your -
good friend, Congressman Jack Flint of Georgia,
- Dr. Caamerrs. I would like to submit a copy of this journal for the
record. - iy ‘

* Mr. Roaers. Without ’objectiOn,' we 'W’ilylj”acéep’t‘ fhe,‘jéufﬁ,epl for the o

;ﬁleS-, i §
- of Georgia,” April 1967, was placed:in the committee files.)

.. M Rocens. You may proceed; Di. Chmbers: ooy 0
 STATEMENT OF DR. J. W. CHAMBERS, REPRESENTING THE

- MEDICAL ASSOCIATION OF GEORGIA

. Dr. Cuamsers. Mr, Chairman and members of the committee, T am
~1n private practice of medicine in Ta Grange, Ga., associated with a
fee for service group practice. La Grange, Ga., is a small city of 25,000
- population in a county of 50,000 population. There is one hospital in
[,ﬁur qaarﬁlmzunity; it has approximately 220 beds and is an accredited

I appreciate the courtesy of this committee in hearing a voice from
the “orassroots support” of H.R. 15758, It is my belief that the
“health professionals in our region consider the original legislation,
- Public Law 89-239, as important as any that has been passed by the
Congress in many years, and we fecl that it deserves continued support. -
_Our interest in this program, however, began before Public Law
89-289 was passed. This was evidenced by discussion among repre-
- sentatives of the Medical Association of Georgia, Emory University
‘School of Medicine in Atlanta, the Medical C?(‘)ilege of Georgia in

_ (The publication referred to, “J. ournal of the Medicalf Assbciation iy

Augusta, the Georgia Heart Association, and the Georgia Division of |

the American Cancer Society. These discussions were expanded during

1966 to include the representation from the Georgia Hospital Asso-
~clation, Georgia Depantment of Public Health, Georgia Medical Asso- = |

©eiation, Georgia Dental Association, Georgia Pharmaceutical Associa- -
- tion, Georgia Division of Vocational Rehabilitation, Georgia State
Nurses Association, Georgia State League for Nursing, Georgia De-
partment, of Family and Children Services, Community Council of
Atlanta  Area, Ine.,. and: the Planning  Council of Metropolitan
In addition, the Georgia Nursing Home Association and knowledge-

~ able and interested laymen were included. From such discussions,
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@ these diverse gﬁoups; a plan was developed for tl}eiorganiza‘—'
regional advisory’ group composed. of' approximately 125

 kno

iowledgeable and interested persons broadly representative of our
ol cam nR ey  : , \

- Evidence of the interest of the physicians of Georgia i the regional

‘medical program has been shown by the fact that the entire April

- 1967 issue of the journal of the Medical Association of Georgia was

devoted to the Georgia regional medical program. PRl
“This is the journal T asked to be put inthe record. - :

~ Although the program had only officially begun on January 1, 1967,

~ the responsibility for leadership by physicians was already keenly felt.

* Tn fact, the Medical Association of Georgia was unanimously elected

by the regional advisory group to serve as applicant for the Georgia

region. «
_ :%Ia;y T quote briefly from an editorial entitled “A Unique Oppor-
tunity for Leadership,” which appeared in the April journal.
' The regional medical program for Georgia provides the membership of the
‘Medical Asgsociation - of Georgia a unique opportunity for leadership in “pro-
“moting the science and art of medicine and the betterment of the publie health.” -
“‘However, the role of leadership can only be effectively assumed as physicians
- upnderstand the program. . s Piiaw . L
~ The legislation which established this program was the result of the report
‘of the President’s Commission on Heart Disease, Cancer, and Stroke, commonly
~called the DeBakey report. However, Congress gave thoughtful consideration -
 ‘to ‘many medical leaders: and organizations before passing: Public Law 89-239
4n October 1965. As.a _result, this law provides for local medical programs
.. which can and will be developed by people in the areas.involved for the people
" "in the areas to be served. This is inherent in the legislation through the lan-
- guage of ‘“c operative ‘arrangements,” and “without interfering with the pat-
© “terns; or th methods of financing, of patient eare of professional practices, ‘or
administration of hospitals.” . .. LS Ay S S
~_ The regional medical program for Georgia has been planned earefully by
' Georgia. people in a truly cooperative atmosphere during the past 15 months.
~ 'This can best be judged by the membership of the program’s Georgia advisory
‘group. The program is practical and will provide the tools for every practitioner
.o improve not. only his own medical capabilities. but also to improve the quality
©of medical care provided for each and every one of his patients. = - - 5
a challenge for each member of the Medical Association of Georgia . -
well be’our greatest ‘opportunity-in our time'for exhibiting responsible -
~Another factor which we feel recommends the extension of the
regional medical ‘program 'is the already demonstrated marked im-
“provement, in mication and dialog, not only among teachers, .
dical schools, an ractitioners, but a among all of the health
professions in the region. In short, we have begun what we believe
to be successful treatment of the “town gownsyndrome in our region.
- The long-range effect of this will be improved care of patients. The
~original program plan for the Georgia region ‘takes into account that
new knowledge from the medical centers must flow to every area of
the region and equally important, the knowledge and needs of the
practitioner and others in the small towns must flow to’ the medical
centers. - o B et B e S
. Still another recommendation for the extension of this program, we
~ Dbelieve, has been the demonstrated mechanism for developing a, pro-
- gram of public education to stimulate lay people to want and to seek
- good medical care. There are many economically disadvantaged people
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whom we hope to educate to want adequate medical care, but there
- may be just as many med‘icallgr deprived people totally unrelated to
- economic circumstances. Included in this group are many of our most
talented and capable citizens who simply do not seek medical care that
could be classified as adequate. - ' oo
Finally, Mr. Chairman, we believe that the key to the success of the
regional medical program in Georgia is the involvemenﬁ of community
hospitals. This, no doubt, is true in every region in the country to a
reater or lesser extent. Very early in the development of plans for the
' (%reo‘rgia, program, the regional advisory group recognized that the vast
majjority of physicians, nurses and others involved in the regional pro-
gram relate themselves to one or more hospitals. Therefore, each hospi-
tal in the region has a vital role in the program and in the future of

medicine. This includes the large hospital, the small hospital, and the

hospital in the medical center, and the hospital remote to the medical
center. At the present time there are about 19,500 hospital beds in
Georgia distributed among 178 general and limited services hospitals
~ of all sizes. Over 8,000 physicians serve on the staffs of these hospitals.
- To emphasize the role of hospitals in the program, it is planned that
each hospital will become a central focal point through which- the
objectives of the regional medical program will be carried out. Every
hospital will become a teaching hospital. This does not imply that
medical students and house staff need to be present; but, it does imply
that physicians, nurses, dentists, pharmacists, administrators, members
of the public, and all of the allied health professionals shall organize
~themselves into an educational program. Each hospital has been asked

to submit the names of a group of persons to serve as a local advisory

group to the regional medical program. It was suggested that a physi-
cian (as chairman), a hospital administrator, & nurse, and a member
of the public be the minimum number to comprise each designated
group. ; : :

~ This local advisory group may be as large as the local hospital or
community desires, but it must be named by and through acceptable

- administrative mechanisms.

- These groups of local hospital representatives are functioning well.
Of Georgia’s 178 hospitals, 121 have appointed local advisory groups.
This represents approximately 90 percent of the general hospital beds
in the region. It is pertinent fo this presentation that the chairman of
- thelocal advisory groups met in Atlanta on Sunday, March 24, 1968,

fora day of planning and discussion. Aceording to ,t%re registration, 87

~hospital representatives were present. Similar meetings, as approved

- In the program plans for Georgia region, will be held at least twice
- during each calendar year. This method of affiliating local direction at

the grassroots with the overall program of health planning is, in our

~opinion, a sound and effective approach. : i

- Although health planning has been going on in our region for many

‘years, this is the first time that representatives from all interested

: %roups have deliberated together in an attempt to coordinate their
health care planning into a unified plan for progress. Both interest

- and participation of the practicing physicians, local hospitals, and
- medical schools have been excellent. (lose communication with other

agencies, organizations, institutions, and Government programs is
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assuring complete coordination of all activities in the area of health
in the Georgia region, and the purposes of Public Law 89-239 are
being achieved. - o ‘
* Thank yowagain; Mr. Chairman, for this opportunity.
Mr. Roaers. Thank you for an excellent statement. 5
T notice that you say 87 hospital representatives were present at
your last meeting out of what ¢ Some 178% : ‘
- * Dr. Caausers. Potentially 178. Of that number 121 have already set
up the local advisory groups. The ones who have not are primarily the
%xeg‘emely small hospitals, Mr. Chairman, maybe as few as 15 to 20
o v it ,
Mr. Roaers. But you feel the major hospitals in the State have?
Dr. Cuambers. We have 90 percent of the beds covered.
Mr. Rogers. Even though they don’t attend the meeting, they have
. signed up for this? , a ~
" PDr. Crransers, Yes. These same ones are not the ones who were at
- previous meetings, necessarily, but this percentage is a pretty good
- attendance, for a region our size. s f
- Mr. Rocers. Is the region too large ?
Dr. Caameezrs. No, we do not think so. We are beginning to get sub-
‘regionalization now. This is what we hope to accomplish. :
r. Rocers. How long have you actually had the region formed ¢
Dr. Caameers. Our program, Mr. Chairman, actually began Jan-
uary 1,1967,so we are only about 15 months old.
Mr. Roazrs. You present a very encouraging picture.
Dr. Cransers. We feel we have accomplished a lot in 15 months, sir.
1f the committee would be interested, sir, I would be glad to leave
a copy of the operating rules and regulations of our programs.
ﬁer. Rocrrs. T would like very much to have that for the committee
Tos v ; :
Thank you very much, Dr. Chambers. '
Our next witness will be Thomas Carpenter, president of the Na-
tional Council of Alcoholism, Inc., New York.

STATEMENT OF THOMAS P. CARPENTER, PRESIDENT, NATIONAL
COUNCIL ON ALCOHOLISM, INC.; ACCOMPANIED BY WILLIAM
‘MOORE, EXECUTIVE DIRECTOR :

Mr. ‘CarpexTer, T have with me Mr, William Moore. He comes to
us after a distinguished executive career with the Heart Association.

I know the previous testimony has covered many aspects of the
problem. We have a brief statement identifying ourselves and our
particular interests. b -'
" Mr. Rogers. You may proceed. : :
 Mr. CarpexTER. The National Council on Alcoholism is the volun-
tary health agency concerned with alcoholism. It has 82 affiliates serv-
ing the 'major cities, plus 11 group members in smaller communities
throughout the United States. Each affiliate has a volunteer board of
divectors and a citizen constituency. These boards, like the national
board of directors, are representatives of the Jegal, medical, educa-
tional, civie, religious, business, and industrial interests which are
concerned with the disease of alcoholism. e :
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~The National Council on Aleoholism directly. speaks for nearly
11,000 U.S. citizens who are involved in its programs and vitally con-
cerned about the prevention and control of alecoholism. The council
Tepresents a unique citizen response to this problem, and has been
leading the attack against this disease for 23years. n i n oo s
. This national voluntary health organization, concerned as it is with
~the third largest public health problem of modern times, also seeks to
change community attitudes toward ‘aleoholism and the alcoholic.
Long regarded as a personal and moral problem, alcoholism has only

~In recent times been recognized as a major medical and social problem

- affecting a broad spectrum of health, welfare and social areas of con-
cern. : : i , L

The National Council on Alcoholism, through its programs of pub-

- lic and professional education; attempts to bring a ‘message of hope

~and help to the community re arding alcoholism. The basic points
. of this message are: alcoholism 1is a disease 5 it can be treated suecess-

~ fully; it is a public health problem and a public responsibility, =

- The affiliates of the National Council on Aleoholism have ongoing

programs of public education which are reaching inereasing numbers
- of citizens where they live. Affiliates also sponsor professional seminars
for physicians, nurses, social workers, and other professional persons
to enable them to deal more effectively with alcoholics whom they see
in the course of their regular work. These activities comprise the por-
‘tion of the National Council on Alcoholism’s program which is in-
tended to transform public and professional attitudes toward alco-
holism, thus making ‘it easier for the alcoholic to seek and accept

 treatment.

~In addition, each aiﬁliﬁté of the National Council on Aico-holism

.

' maintains an alcoholism information center which serves as neutral -

- ground for alcoholics and their families to obtain information concern-
- 1ng alcoholism, and which makes referral to treatment resources and
facilities. Because our local voluntary councils on alcoholism have of
~ hecessity, in some places, had to fill the vacuum created by a lack of

i community facilities for the treatment and rehabilitation of aleoholics,

~ Congress.

we are particularly concerned that this legislation be approved by the
. The establiéhméht of specialized facilities for alcoholics as provided
~in title ITI, part A, HLR. 15758 is a major contribution toward creation

o _of a comprehensive community attack on the problem of alcoholism.

As president of the National Council on Alcoholism, T commend the
‘members of this subcommittee and the leaders of the House of Repre-
sentatives for their concern for the health and social welfare of their
constituents who suffer from, and are threatened by, alcoholism. T am
‘happy to testify in favor of title IIT, part A, H.R. 15758, which, if

~ possed, will insure that specialized fadilities for alosholics will he'ine

~ cluded in the Community Mental Health Centers Act. By this wise and
humane gesture, facilities will be provided which will help advance the
~ control of alcoholism in the United States of America. : 5
- I pledge to you anything that the N ational Council on Alcoholism
can do in the way of support or the furnishing of any additional in-
~ formation which may be helpful to you. B0 -
- Thank you very much. 1
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1‘ Mr. Roeers. Thank you, Mr. Carpenter and Mr, Moore, for being

here. = - -

: 1 think it would be helpful to ‘the committee if you could give us
‘the number of alcoholics, the number which you have made studies of

in major cities, or by State, and those areas where the problem of the

‘homeless alcoholic is greatest, and any facts like that.

‘Also, T would like to have some memorandum from your organiza-
tion as to how they feel these emergency rooms or facilities would
_.operate, how the domiciliary care would work as proposed in the bill.
I you have any experience that we could go on, 1 think it- would
be helpful, because I think the committee is going to want to know
more facts about this, rather than to get into the beginning of a large
building program. i :

Can’t this be integrated within the community health center, in
~this program we have already done, as an adjunct there? Must it be
separate and apart, or how much is it supposed to be tied together?

If you could let us have your thinking on this for the record, we
would appreciate it. ' < )
Mr. CarpentER. I will be happy to supply that information.

(The following supplemental statement was subsequently submitted

by Mr. Carpenter:): o A ~ C

SUPPLEMENTAL STATEMENT OF THE NATIONAL COUNCIL ON ArcomorisyM, INC.

ALCOHOLISM STATISTICS

Statistics on the incidence of alcoholism are necessarily rough estimates, based
on’ inferences derived largely from the prevalence of cirrhosis of the liver in
communities. Obviously, it is not possible to use routine questionnaires and
sampling techniques in determining the number of alcoholics: in a given state.
It has been noted that denial of. the condition of alcoholism is a symptom of the
disease. Because of the effects of social stigma, those who have alcoholism are
not likely to state that they do.

Efron and Keller have published a state-by-state breakdown: for 1960 of the
htmber of male and female aleoholics, the rates of alcoholism and the rank
order of the states by rate. It should be noted that these figures are unquestion-
ably a conservative estimate. For example, the California Department of Public
Health in March 1965 estimated 850,000 alcoholics in the State of California,
while Efron and Keller estimate a total of 623,400. Similarly, Colorado’s State
Department of Health in October 1967 declared that there were 275,000 alcoholics
in ‘the state; Efron and Keller estimated there were 42,500. Other states have
also estimated that they have many more alcoholies than the BEfron and Keller
study would indicate. Hence it may be said that the statistical analysis presented
here probably represents the least number of alcoholics, rather than the opposite.

The viewpoint of the National Council on Alcoholism is that regardless of
whether estimates of the number of alcoholics in the United States are 5 million
or 8 million, the basic fact is that alcoholism is a health and social problem of
immense magnitude. When it is considered that every active alcoholic affects
at least four other persons, the significance of the problem is apparent. One of
the principal objectives of the National Council on Alcoholism’is to make com-
munity leaders and the general public aware of the very large number of Amer-
jeans whose lives are blighted by alcoholism. The statistical data ‘follows- as

" Appendix A.
DETOXIFICATION OENTERS AND HALF-WAY HOUSES

A detoxification. center is generally understood to be a short-term treatment
facility for the acute symptoms of withdrawal from alcoholism, i.e., delirium
tremens, alcoholic convulsions, etc.: The usual ‘duration of emergency treatment
is approximately 5 days, although some have Teported adequate detoxification in
72 hours. ; S
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*. Essentially, detoxification centers provide withdrawal ‘from- al¢oholism. under
medical supervision and with - minimum risk of death to the patient during the
withdrawal period. They are designed to replace: the hit or miss searching by
concerned friends and relatives for a health facility which will gccept alcoholics
or the potentially dangerous “drunk tank” in jails, which may or may not pro-
vide any medical supervision, and invariably bas minimal facilities for treat-
ment of the physical symptoms of alcoholic withdrawal. Although a few detoxifi-
cation centers in the United States and abroad have. reported some effort at
beginning rehabilitation of patients, their prime function is not long-term treat-
ment of alcoholism. They are a way of returning the patient to a physical condi-
tion which allows him to be free from the dangers of withdrawal from acute
alcoholism, inhs ;

Half-way houses, on the other hand, are temporary residential facilities which
Provide a “substitute family for the person in the course of his treatment. . .”
This’ “.. . transitional: facility’ provides a peer group experience for the indi-
vidual to learn how to live without the help of chemical crutches.” See Ap-
pendix B for description of a model half-way house.. : :

After a detoxification period, some patients with alcoholism find they are unable
- to benefit from. treatment unléss their environment is conducive to it. Since they
may have failed to’develop a ‘serise of community orientation, or throtigh their
alcoholism may have lost ‘this sense, they need the reassurance of an:orderly
existence among congenial persons who have the same problems. - : :

A half-way house: can serve as a bridge between: the ‘disorienttaion of late-
stage alcoholism, and the ability to lead ‘a normal life characteristic of the
 majority of Americans. A half-way house is'not usually thought of as a custo-

‘dial institution. Its residents are encouraged to find work as soon as they -are
able to do so, and they henceforth pay for their room and board. The goal of the
half-way house is to.enable its residents to take. their place in the community
as self-respecting and self-supporting individuals, free of their disease.

Half-way houses are heartily-endorsed by the National Council on Alcoholism
as a means of providing help to homeless alcoholics. It should be pointed out,
however, that the homeless alcoholic represents'no more than 109 of the total
number of alcoholics in the United States. Hence the provision of half-way houses,
while eminently desirable, does not in' any sense deal with the entire population
affected by alcoholism: sk e s

Detoxification centers also are endorsed ‘without qualification by the National
Council' on Alcoholism. These facilities would provide ‘emergency treatment for
~alcoholics in the acute stages of withdrawal from. alcoholism regardless of eco-
nomic status. They will do much toclosesthe gap whicli exists between emer-
gency facilities available to alcoholids and the number of alcoholies requiring
such facilities. We would find it highly desirable for the legislation to specifically
mention the construction;, maintendnce, staffing and operation of detoxification
facilities under the provision of HR 15758 Title III, Part A. d

ALCOHOLISM 'AND COMMUNITY MENTAL 'HE?&LTH CENTERS

- The U.S. Department of Health, Education and ‘Welfare, National Imstitute
of Mental Health, has published an excellent pamphlet entitled “The Community
Mental Health Center and Alcoholism Programs.” It is felt that this pamphlet
is so-concise and well presented that an appropriate quotation will be adequate
to cover this question of the Gommittee. There follows a section of the pamphlet:
which sketches the various ways that alcoholism. programs may be meshed into.
the community mental health centers; f PR AT

“Complete ‘integration’ of alcoholism .§ervices with other. activities of the
mental health center. Under such an: arrangement all services .0of the center
are open to problem drinkers with no special arrangements made for their care.
This presupposes that staff are adequately trained and well motivated to work
effectively with these patients.

“Special alcoholism services or ‘units’ within the mental health center. Under
this arrangement services for persons with drinking problems are physically
located within the center’s facilities ahd the alcoholism staff is administratively
responsible to the.diréetor of the éenter, o s

“Special alcoholism services or “inits’ as an administrative part of the mental
health center program but not physically located in the center’s facilities. Under
this plan, overall program direction is rhe responsibility of the center’s director.




- consultants.

" peliefs prevent him from-avdiling himself: of whatever effective help there'.
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“Special alcoholism. .programs not administratively part of the center bul
closely coordinated with it. In ‘communities where adequately staffed alcoholism:
services already exist, formal administrative integration with the center may
be neither possible tior desirable, However, such alcoholism services should work
collaboratively with the mental health program to assure continuity of care and
appropriate referral and consultation. . ) ’

“Specialized treatment personnel in the community mental health center, but
no separate alcoohlism ‘units.’ Qtaff with particular interest and training can

" 'be designated as ‘alcoholism specialists,’ available to work with problem drink-

ers, as well as other patients. They can also serve as the center’s alcoholism .
“Sp‘e’cialpefnéah%d 16 function primarily in ﬂb%'ol‘iﬂicalroles,‘ but wo alcoholism

“units.’ This type of ‘personnel engages in little ‘or no treatment but works pri-

“marily to ensure that problem drinkers receive appropriate attention in all the -

activities of the community mental health center. In this capacity they function
not only as consultants and as liaison persons with other community agencies,
but also as a kind of ‘conscience’ for both the mental health center and the
total community in relation to alcohol problems.. They act:principally as ‘cata-
lysts’ and ‘change agents’ rather than as therapists.” : : i
This presentation appears to cover all possible methods of including alcoholism
in the community mental health center-complex, .o =y S
The position of the National Council on Alcoholism regarding the community
mental health centers has been enunciated in an address delivered by Thomas
P. Carpenter, President of the National Council on Alcoholism, in- New Orleans,
Touisiana February 9. The following ‘quotation from this statement indicates -
the thinking of NCA in this regard: K e i : v
“, .. assuming that community mental health centers all over the country be-
come operative with a full range of services as outlined above—both the required
and the suggested services—and assuming that “alcoholism is included in the
services (as I fervently hope) there still remains a critical gap with respect to
alcoholism. This gap is the function that the Alcoholism Information Center was
invented to perform. : : i ;
“Dr, Fritz Kant in his treatise on “The Treatment of the Alcoholic” stated it
thisway: : ! i o : : o
‘Discussions of treatment always assume that the patient is under the care

_of the therapist. To get him there is often the greatest difficulty.’

“He goes on to note that public education has made some impact and: .

‘More awareness and better recognition of the impending danger of alcoh‘oli‘ém :
has on the whole improved the situation by bringing the patients for treatment
earlier than would have been the case 10 years ago. : :

“This, however, is only part of the problem. It is not just the ‘ineréased aware-
ness and better recognition of the impending danger of alcoholism’ that removes

“the blocks to effective treatment and prevention. Availability for treatment im-

plies more than the mere getting together of the patient and the therapist, as T
am sure Dr. Kant would agree. The major block to effective treatment of the
alcoholic and to the establishment of effective programs for. such treatment,
would seem to lie more in misconceptions of the nature of the problem and
therefore what kind of measures are indicated. .. & o i .

“I think it its apparent that the community mental health center as con-
ceived is in this respect lacking for’ effective service to:-alcoholics. I have little .

doubt but that the prospectuses of many, if not most, community mental ‘health -
centers will include ‘services for alcoholics.” Likewise, I predict, that they will be

programmed on the assumption that the patient is already there under the care

of the therapist, i§ there by his own choice and has faith in the therapy offered. -
“Qbviously, the thing that throws most people off in their thinking and planning
about alcoholies is that these are entirely warranted assumptions in the case of -
most illnesses. Most sick people in our society ‘know’ that their problem is illness
and they ‘know’ what kind of help is effective and where and how to find it.

Moreover, they approach the helping source—person or inStitutibhéWith faith

and willingness to cooperate. o

“people are not born with this knowledge or these attitudes; they are taught— T
very carefully taught—by the (sp«:iety;irn;whi*ch,x;;hgex_,,lfive. In fact, in his respect, = -

we might say that the alcoholic is .a very good. citizen—he ‘believes implicitly
about himself, the same’ things that' his: soclety pelieves: -Unfortunately these

T




nd he is even aeceptmg of the barbarous methods o "sbe‘i'éty for handling

ehavior.

‘Remedying this s1tuat10n is the function that is missing in the mental health .

‘center outline and it is the function to ‘which the Alcoholism Inf n Cent
‘addresses itself. Thus the Alcoholism Information Center

‘plan as a necessary adjunct at least: until such time as the communi changes -
and undertakes this therapeutxc functlon as it does 1n other illnesses which I
" presume will be some time from now.”

ESTIMATESOFALCOHOLICSWITHANDW OUT COMPLICATIONS, U , ~1 , BY.STATES, 1960 ND ‘Ares
- PER 100,000 ADU PULATH 20 YEARS AND OVER) .

Alab

Arizona

Selected statlstlcal tabl/es on the cor - cohol, 1850-19
by Vera Efron and Mark Keller. P Rutgers Center of Alcohol
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like tto select the best features from this survey to fabricate a composite picture
of what, to the writers, ‘would be a model half-way house. ~ - ... .

~"The location of the facility: deserves careful consideration. It should be in a"
“eentral urban area where there is low cost public transportation, and near cen-
ters-of occupation, particularly unskilled and semiskilled employment. It should
~ also be in a city near the homes, or former homes and families of the men. It
should be located in a respectable residential neighborhood whose social status is
neither too high nor too low, and not close to Skid Row habitats or concentrations
of bars. It is:-also desirable to choose a central urban location so. that qualified
staff, including part-time, consultive, volunteer, and either unpaid personnel,
may be obtained and can travel with relative ease to the treatment center; This
_would’ also enable the half-way house to use existing educational, research, and
training facilities that are available in such areas. e i e
. As for physical charactertistics, the half-way house should be a “family” type
residence with furnishings that are adequate though simple, and furniture that
has firm rather than stylish construction. There should be space for offices, meet-
ings, recreation, a lounge for quiet reading and relaxation, dining facilities, and
‘sleeping accommodations. Regarding sleeping accommodations, the Belmort Re-

‘habilitation Center in Worcester, Massachusetts, has worked out an interesting = =

and successful system. The men live closely at first in dormitory style. As self-
improvement progresses, the men are advanced to accommodations for three.
And finally, when a man is considerably improved he is “graduated” to a single
room, ‘Bach step in this ladder-like progression provides more comfort, greater
convenience, and ‘added prestige through a concrete recognition of his progress.
But whether or not some system is used for assigning different accommodations
within ‘the plant, it would seem that the model half-way house should have
different types of arrangements and, above all, emphasis should be on creating a
~home and club-like atmosphere. s o : ! :
The bed capacity should be limited to 80. Admission and eligibility require-
“ments should be decided by the administrator and staff with consideration in

particular of age, sex, and sobriety. The residents must agree 'to abide by some

general rules and regulations such as curfew, schedules, house chores, program

attendance and the like, which should be designed to maximize chances for .

recovery. Fees should be waived initially, but when employment is obtained
the resident should pay a reasonable fee of $15 weekly. Vi S
* On entering the program of the model half-way house each individual should
undergo a three-day orientation phase, beginning with an’ initial interview and
ending with a commencement of the regimen of daily activities, In this orienta- -
tion period the man would receive a physical examination and would be introduced
to procedures and rules, the program and methods; the philosophy and its bear-
‘ers. At this time he would learn what he can expect from the staff, fellow resi-
dents, and the half-way house in general, and what is expected of him. At the.
same time the staff would formulate suitable plans for his future participation
in:the pragram. /e b s S iuin s e T s s
‘The program itself should provide for participation in some kind of ‘coun-
seling or psychotherapy, ¢ither individually or in a group. An AA group should
be formed for residents only, using their own and outside speakers, and they
occasionally ‘should  attend: outside meetings. The men would also participate
in frequent group meetings concerned with daily problems and policies related
to government and management of the center, Using principles of self-govern-
ment, the ‘men themselves would exercise responsible authority in enforcing
the rules and policies which govern the behavior of residents: Each man should
be ‘helped to find employment as soon as possible after completing orientation,
and should receive both casework and vocational counseling in this regard as
. required. Arrangements should be made for clergy of various denominations to.
be available for religious counseling and spiritual help at the request of the men.
“The staff for carrying out the program should include a top-level professional

with training in the social or behavioral ‘sciences who would be the director. ..
He should have some experience in administration, supervision, institutions =

work, treatment, and research, An assistant director with similar qualifications,
although of less experience, would aid the director. There also should be a resi-
delit ‘supervisor, perhaps a recovered alcoholic 'who has clearly demonstrated
a: capacity to assume responsibility. The latter individual is a key figure, for he
must see’ that the affairs of the institution are run smoothly, and be available to
meet the needs of the men in times of stress. The director, assistant director; and
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resident supervisor would be full-time. In addition there should be on.the part:
time consulting staff one psychiatrist, two. social workers, one psychologist, and
one researcher. These part-time consultants would be diagnostic work, and would
plan and conduet treatment. All personnel must be equipped with warmth,
maturity, and understanding. S s e TR C AT

Emphasis in the last stages of the program should be placed on easing the mem-
ber back into a less protected situation in the community. Length of stay in this
program should be limited to 90 days. This is not an-arbitrary figure, for prag-
matic experiences indicate that 3 months is in many ways the. optimum length
of time: it is a suitable period for the majority ; it avoids excessive dependency.
on the protective half-way house; and from the practical point of view it will
allow for a reasonable amount of turnover. Readmission policies, however, should
be flexible, depending on staff judgment of the individual case. And in any case,
opportunities for the use of the recreational and physical facilities: should be
made available to successful “‘graduates” of the program, so that discharge does
not come as a kind of weaning shock. For discharge, like orientation, is a critical =
period, It is a time of crisis and decision making: Every possible measure should i
be taken to avert failure. Efforts; which begin several weeks, before discharge,
should be directed at finding housing, re-establishing family; religious, and other
non-Skid Row relationships, and strengthening all routes. of reintegration.into
society. . . g ; :

. CONCLUSION. dra

These ingredients for a model half-way house are presented mainly as guide-
posts. Local conditions and the relative youthfulness of the half-way house con-
cept of rehabilitation demand that flexibility and continued self-evaluation be 4
guiding philosophy. Whatever the specific ingredients, howeyer, the.generdl goal
that we commend to any half-way house program is that it attempt—through
its plant, program, personnel and. procedures—to combine the best featurey of a
relaxed home and a therapeutic milieu. o R T

A great many problem drinkers have been and will be belped by half-way
house rehabilitation. Through this method they gradually gain increasing per-
~ sonal strength and ability to deal with inwardly and outwardly induced frustra-
tion and anxiety in ways that preclude the use of alcoliol. Thereby they rebuild
their self-respect and sense of dignity, restore their usefulness occupationally,
recover their social relationships and eventually ease the heavy burden they had
put on the community. 'And, thig is accomplished with ‘‘unreachables!” ;

Mr. Rocers. Our last witness today is Eugene Sibery. - - ;

May I say we will make your statement a part of the record, follow-
ing your remarks. Now, if you would give us your comments, it would
be helpful. A : \

STATEMENT OF D. EUGENE SIBERY, EXECUTIVE DIRECTOR,
 GREATER DETROIT AREA HOSPITAL COUNCIL |

Mr. SieEry. I shall paraphrase the important items, so that I shall
not make a 15-minute commentary on a 7-niinute formal statement.

Mr, Chairman and members of the subcommittee, I am D. Eugene
Sibery, executive 3

lirector of the Greater Detroit: Area Hospital Géun-.
cil. T also serve as chairman of the American Hospital Association’s
Council on Research and Planhing, and I am the président of the As-
sociation of Health Plannihg Agencies, T was the acting coordinator’
of the Michigan regional medical program during its initial, organiza-
tional period, and now serve on that program’s.regiomal advisory:
group.’ o b My CR b S T BT
_ T'am here today to speak in support of title T, TI.R. 15758, to éxtend
the authorization for regional medical programs. for heart disease,
cancer, and stroke. D sy s A
. As'a health planner-involved with ‘the coordinated planning ae-
tivities of a hundred hospitals in one of the Nation’s most heavily
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urbanized areas, I'am strongly attracted by the potential of regional
medical programs and impressed by their progress. SRR

- 'The strength of these programs stems from the spirit of voluntary
“cooperation which underlies them, and which was written into the
law largely by your committee 3 years ago. SRR o

"This voluntary, cooperative approach to problerh solving isn’t as
swift as a more direct approach might appear to be, but I hope that
you will be persuaded that it is far more sare, "

“Regional medical programs’ are becoming strong and successful
forces in our society because they challenge the ingenuity of the par-
ticipants. They are becoming strong and successful forces in our so-
ciety because they exist to meet specific local problems, not problems
that have been rendered sufficiently vague to be labeled national prob-
lems. And finally, regional medical programs are becoming strong and
successful forces in our society because they.are based upon plans and
‘decisions made by those who must carry out the plans ‘and decisions,

and by those who will beaffectéd by thend.

“The last point—~broad-based nvolvemeﬁt for ooopemtwepl n-
ning and action—is the paramount reason regional medical progran

will ultimately succeed in the inner cities of America. Tt is a
that health planners have long awaited, a program to draw together
the hospitals, physicians, public health agencies, and all of the other
elements necessary to provide efficient, effective, and economic health
services:. AL TR SR e e S
It is also a program which must incorporate the opinions ‘and
thoughts of the public to be served by these health resources, and this -
too is a terribly difficult task. The population of ‘our inner ¢ities is de-
pressed in mind and spirit, handicapped by lack of education ‘and
opportunity, and all but overwhelmed by ‘poverty and need. This must,
not deter us. Without the cooperation and the support of these people,
no program can succeed, - T R
_ The development of regional medical programs has seemed slow in,
the inner cities, but there has. been progress. It’s not unlike the con-
struction of a building. Until the foundation is laboriously .dug and
built, and the main stricture begis to rise, progress is nof apparent.
Regional medical programs have been digging:their foundations with.
a process.of careful planning, and thestructures beginning to merge--: -
* the operational programs—will be-all the sourider ard stronger for
this every effort. Briefly stated, from thé national view, the progress.
of regional medical -programs has been dramatic. Less than 2 years
ago, there were no regional medical -programs; today there are 53’
organized and at work.: < © et oo i e
‘There is one further reason why I view the period of planning as
so essential. The experience gained in this program—1I wish to stress:
~ this point—for heart disease, cancer, and stroke can serve as a-guide to
make it far easier for other health programs to meet the needs of our’
country’s entire population, including our urban areas. Significant
changes in the traditional methods of delivering health care must be
effected. I believe with active and meaningful involvement of all health
professionals, the regional medical programs will provide the mechan-
ism for the health professionals to markedly improve the patterns-
of organization and distribution of health care, \ -

93-453--68——15
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T believe our experience in Michigan is not atypical. I do think
it is important for us to understand the soundness of the program
which is under way, the marshaling together of resources, the inno-
vation which characterizes all of the planning activities in the founda-
tion for the program which is being well laid at this point in time.

To help these programs, I would certainly hope that a great deal
of emphasis will%e placed on the need for the efforts under compre-
‘hensive health planning programs and the cooperative regional ar-

rangements developed under the Regional Medical Program Act, to

be compatible and in conformity. e

_ I think they are complementary with respect to goals and activities,
and I think at the local level we must do everything possible to be
“certain that these are not in conflict, but in fact do cooperate and sup-
porteachother, . . . oo oo oo
I do believe there is a. real need, as the statement indicafes, for limited
construction funds, and I'would hope that as a part of the introduc-
tion of my formal statement in the record that you would also include
the appended article entitled “Hospitals and Regional Medical Pro-
grams, a Plea for Coordinated Action,” which was in the December
1967 issue of Hospitals magazine. This was written by my good friend,

Dr. Robert Evans, and 1 Sfmink amplifies eloquently on the point that
T would make; that there is a real need for limited eonstruction dollars. -
Mr. Chairman, I certainly hope that this bill will be supported by
your committee and will be adopted. I think the progress so far 1s
sound, because we have gone cautiously. I believe the operational pro-
- grams will speed the day that we will get to every area in Michigan,
to every citizen in Michigan the benefits that this program was de-

signedtobring. o S0 e e e
I should be pleased to answer any questions you might have, It has
been a pleasuretoappear. .. .o
(Mr. Sibery’s prepared statement follows:) e
STATEMENT OF D. BucEN® Smeny, Bxncurive DIRECTOR, GREATER DEfROIT ARmA
o S " HOSPITAL déﬁwclt,"DETRQn,' Micm.

' Mr, Chairman and members of the subcommittee, T am D. Eugene Sibery, ex-
ecttive director of the Greater Detroit Area Hospital Couneil. I also serve as
- chairmah of the American Hospital Association’s Council on Research and Plan-

- ning, and T am the president of the Association of Heéalth Planning Agencies. T
was the acting coordinator of the Mi¢higan Régional Medical Program during its
in izational period, and now serve on that Program’s Regional Ad-

al, org
vigory Group.’ ) ‘ i b :
1 am heré today to speak in support.of Mitle I, H.R. 15758, to extend the au-
thorization for Regional Medical Programs for heatt disease, cancer, and stroke.
As a health planner involved with the coordinated planhing activities of a hun-
«dred hospitals in one of the Nation’s most heavily urbanized areas, I am strongly
attracted by the potential of Regionial Medical Programs and impressed by their
progress. ¥ i - L S g
The strength of these Programs stems from the spirit of voluntary cooperation
- which underlies them, and which was writtén into the law largely by your com-
mittee three years ago. o i ! D e
“This voluntary, cooperative approach to problem solving isn’t as swift as a
more directive approach might appear to be, but I hope that you will be per-
suaded that it is far more sure. i R S e
Regional Medical Programs are becoming strong and successful forces in our
society because they challenge the ingenuity of the participants. They are becom-
ing strong and successful forces.in our society because they exist to meet specific
local problems, not problems that have been rendered sufficiently vague to be




labeled national problems. And finally, Regional Medical Programs are becoming
strong and successful forces in our society because tliey aré based upon plans
-and decisions made by those who must carry out the plans and decisions, and
by those who will be affected by them. B

This last point—broad-based involvement for cooperative planning and action—
is the paramount reason Regional Medical Programs will ultithdtely succeed in
the inner cities of America. It is a program that health planners have long
awaited, a program to draw together the hospitals, physicians, public health
agencies, and all of the other elements necessary to provide efficient, effective,
and economic health services. ‘ : }

It is also a program which must incorporate the opinions and thoughts of the
public to be served by these health reSources, and this too is a terribly difficult
task. The population of our.inner cities is depressed in mind and spirit, handi-
capped by lack of education and op};ortunity,‘and all but overwhelmed by poverty
and need. This must not deter us. Without the cooperation and support of these
people, no program can succeed. ; . : :

The development of Regional Medical Programs has seemed slow in the inner
cities, but there has been progress. It's not utilike the construction of a building.
Until the foundation is laboricusly dug and built, and the main structure begins
to rise, progress is not apparent. Regional Medical Programs have been digging
their foundations with a process of careful planning, and the structures begin-
ning to emerge—the operational programs—will be all the sounder and stronger
for this edrly effort. ‘Briefly stated, from the hational view, the progiéss of
Regional Medical Programs has been dramatic: Less than two years ago, there
were no Regional Medical Programs; today there are 53 organized and at work.

There is one further reason why I view the period of planning as so egsential,
The experience gained in this program for heart disease, cancer, and stroke can
serve as 4 guide to make it far eagier for other health programs to meet the
needs of our country’s entire population, including our urban areas. Signiﬁcazji_t
changes in the traditional methods of delivering health care must be effeéctéd.
I believe with active and meahingful involvemeént of all health professionals,
the Regional Médical Programs will provide the mechanism for the health pro-
fessionals to markedly improve the patterns of organization and distiibution of
health care. ‘ o e

I believe our experience in Michigan is not a typical. With the $1,204 449 grant
awarded the Michigan Regional Medical Program almost a year ago, the Fed-
eral Government has essentially bought a blueprint for the initial stages of
action. Most tangibly, this initial blueprint.is a 504-page dochmgnt,‘, ou¥ first
operational grant request, which defines what we must do and commits ug to
,doing it. It is not-a sterile plan devised in some ivery tower. It represents a.
realization that previously xagxnented health tesources can unite to provide
the best possible patient care for heart disease, cancer, and stroke, a realization
held by the scores of men and women who live in the real world and who have
contributed and will continue to contribute to this planning task. It represents our
entire Michigan countryside. e ! " ; . \

From my point of view as a health planner concerned with the totalthe’al,th
needs of my metropolitan area, one of the most important facets of thig Mlchlgau
Regional Program is the series. of linkages which have been made with a great
number of groups and institutions engaged in health planqmg and prpv1giing
health services in our Region. I hope that. the staffs and Advisory “(}‘rqups of a}l
Regional Medical Programs share my zeal fq;‘ coordination of activities in this
regard. Specifically I believe Regional Medical Programs and. Cor prehenswe
Health Planning programs, both authorized by legislation enacted by the' 89th
Congress, are quite complementary and mutually supportive of their act;v1t1es
and goals. Every effort should be made by the staffs oﬁ thgse two prografus, at
the local levels, to ensure this cooperation and coordination exist. "

To help make these Programs more effecj;we_, I urge your aj proval of T;t{e I,
HR 15758, with one change: Give the Regional Medical rograms limited
authority for construction to meet regional needs as state_d in the Surgeon
General’s Report on Regional Medical Pro,t_}mms t_o the Presw@ent and the _Con-
gress, and as eloquently amplified in an article en_tltlgd, “Iﬁ[osp;tglls and Reglongtl
Medical Programs: A Plea for Coordinated Action”. This article appeared. in
the December. 16, 1967, issue of Hospitals magazine. It was written by my good
friend, Dr. Robert L. Evans, Director of Medical Education at tt}e York (Pepn-
gylvania) Hospital, and immediate past president of the Association of Hospital



Dlreetors of Medical Bducation. Dr. Hvans. assisted. me in preparmg my testi-
mony for today, Mr. ‘Chairman, and I would like to request that his article
be inserted in the record ‘of this hearmg. I hope, gentlemen, that Dr. Evans’ article
will ‘convince you of the need for Regional Medlcal Program constructlon :
authority. . ) :
Thank you that concludes my statement

i

[From the J ournal of the American Hospital Assocmtion, December 1967 ] i
HOSPITALS AND REGIONAL MEDICAL PROGRAMS A PLEA FOR COORDINATED AC‘TION

(By Robert L. Evans, M. D’)

S To say that in thé last three years ‘our medlcal care system has been subJected
to close scrutiny, deep concern, and an, 1gcomprehens1ble quantlt 0 adv1ce is
both trite and insufficient. Since early 1965, our medical care syste as existed
in a holocaust of suggestlon, pressures for change, and 1nternal. and external‘
exammatlon, whrch as ‘involved the Presxdent of our natlon on one hand and
volunteer dnver f our nexghborhood ambulance clubs’ on. the other. -
OrgamZatlons seiting every ‘lével of ‘medical care and medlcal educaition
in out voluntary system ‘and virtually every ‘éxecutive and 1eg1slat1ve branch of
our’ natwnal ‘state, and local goyernments have had their say d are still
talking. Begxnmng Wlth the Coggeshall report, in 1965 and’ progressing through
the DeBakey commission, the AMA task forces on education and care, the Millis
comm;ssmn, the pendmg reporbs of the Natwnal Adeory Qommlssmn on Health'

federal and state governments have been studled by S0 many groups and’ 1nd1 -
uals that often there have seemed tJo be more bacteriologists. than bacterla com-
posing, the .culture, There are no. Jndlcatlons that this “trend . will stop. There
should: be no desire for the' cessa i n of these: act1v1t,1es unless tl}ey are threatened
with the mumps. of minisculity, from. which they may emerge ster;

Good health is now. a fundamental, rlght together with life, llberty, and the
pursult of happiness. Examination of the system that ensures this health 1s now.
in the pubhc .domain. . . .

Ui

LEGISLATIVE ACTIVI 'l

Complementmg the studles and" 1nvest1gat10ns hag been a host O'f"bllls ropre
senting, the greatest activity in social leg‘islation out’nation has ever éxperienced.
Thig" began with the legislatlon encompassing hospital ‘and tmedical’ care for: the
aged and 'indigent, followed By the ‘varidus héalth’ careei training acts, and more
Tecently has included the programs for’ plannnig on' a ‘regional monpolitical ‘base
and on’ g nonregional, political base (Public Law' 89-289 atid Public Taw: 89749 |

Thls legislative’ onslaught is‘aimed at producing better’ ‘health for the citizens
of our nation, although'in‘some respécts'it replaces properly’ ainied rifle fire with
poorly. aimed shotgun charges. No one can predict with-any degree:of accuracy
the eventual effect of the actlvitles of the mid:1960s on’ dur’ voluntary ‘care ‘Sys-
tem~—1ndeed to attempt an 1nte111gent appraigal is a staggering and incomprehen-
s1ble task.’ Thls paper iy concerned with* only a small and comprehe«nslble portion
of the studies—the planning legislation—that portlon concerned ‘with the Regional
Medical Programs, of the National Institutes of Health, contlnmng education in
medicine, their relationships to dur hospltals and meﬁlcal eolleges, -and thelr
govemmental support system. !

Beginning in the 1930s, but acceleralted productlvely by 'Wiorld: War! IT, two
parallel governmental fundmg systems have had ‘a’vital impact on' medlcal care
and knowledge: (1) billions of dollars of federal support and additional millions
of voluntary’ foundations support have gone into basic bBiomedical research, and
(2) additional billions have gone into hospital and faeility constiuetion. i

While expenditures for research were producing almost indigestible quantities
of new knowledge designed to be productlve in’ the preventlon, diagnosis, and
treatment of disease, other monies in smaller quantlty were developing ‘a vol:
untary system of hospitals and other community facilities that are structurally

" 1Robert L. Evans, M.D., is director of medical education, York' (Pa) Hospital, and
president of the Association of Hospital Directors of Medical Bducation.
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HiGdern ‘and ‘usually competent. ‘New medical knowledge has been produced
~largely in major medical college research and teaching hospital complexes, but
the majority of health care has been delivered to our people through a distinctly
separate system of community medical institutions.
~ Communication between medical _education and. research centers and com-
munity health care delivery centers began to deteriorate before and during
“&g&d War II. It has become increasingly ineffective through the 1950s and
_Unguestionably, the federal ‘system of research support: has been- productive
in terms of knowledge, butl it has served, through the tender trap of  “soft
money,” to enhance greatly the difficulty in communication between the: teach-
ing and research centers and the community hospitals. Patterns of human be-
havior dictate that an individual infected with the virus of discovery—whether
_through financial or personal suasion—and. whose, job and family support are
funictions of .continuing success in discovery, will lose interest at a rapid and
predictable rate in the more mundane functional application of his discoveries,
except as such ‘application might further prove his theses. Understandably, as
the Midds touch of. research support produced more, full-time faculty members
who received their major support from investigation ‘rather than teaching, less
and less. of their time became available to. transmit and validate information
from the medical college to the functional arm 'of the medical care.system. These
attitudes are 'both inevitable and defensible within the system that has produced
them, DR . N i
At the receiving end of this sclerotically deteriorating pipeline of communica-
tion between educational centers and care centers, other disruptive forces were
at work. Most of the governmental support to our voluntary medical care system,
ag represented by our community hospital, ‘is directed at bed needs. Provable
demographic studies, leading to indicated increases in bed capacity, produce
the highest priority of funding in hospital construction. Very little support has
gone into the creation of diagnostic or treatment facilities unless they are im-
mediately ‘defensible by bed capacity. Almiost no support; has gone into nonpa-
tient care and supportive facilities of an educational, evaluative, or analytic
nature, ‘Accrediting bodies stress in ponderous manner the necessity for smooth
operation and recording of the administrative and business functions of a hos-
pital and its medical staff, but' pay almost no attention to the actual quality of
tHe staff, or to any system of assuring the continued quality of the staff in terms
of updating of knowledge and techniques. . .~ . CHTERAL :
The' exceptions'to’ 'this ‘insistence on administrative “and ‘directive function
have occurréd in relation to two active forces: (1) ‘incidéntal 'to approval of
graduate programs' (internship and ‘residency), the American Medical Associa-
tion’s Council on Medical Education does insist‘on minimal'standards of graduate
education‘and on evidence of departmental “educational activities ‘in those de-
partments, operatiig’ approved ‘programs; and'(2) the Américan "Academy’ of
General Practice for some years lias had an’established ‘minimum réquirement
1 ‘for it$ membership, whichi‘the dcademy. itself recognizes

in’continuitig educatii
as ‘2’ mihimatl figure.” 7 e T
EEANE LT pyp T ASTS ON BUSINESS FUNCTION |,

The predominantly lay boards and lay administrators‘of-our voluntary: hospital
system: frequently have:contributed- further ‘emphasis:upon ‘bed  capacity’ and
directibed support: It is a paradox thatiindividual hospital:board members; whe
are-involved: in’ corporate structures that place tremendous emphasison ‘eontinu-
ing: eduecation:in’ management techniques, psychology, -and evaluation’ fortheir
management personnel, neither insist' upon, nor are:oriented toward; the same
emphasis on comparable continuing education activity in the medical staffs of
the hospitals that are their community charge. The development of this orienta-
tion is again both understandable and defensible within the system that has
produced it. i i S NS R
- 7! Busiiiéssmen tend to régard hopsitals as businesses and to stress their business
function ‘to the administrative group. Government and accrediting bodies under-
standably ‘have been reluctant to impose continuing ‘education ‘requirements on
the ‘miedical ‘profession. Many éxamples around the country show that when ‘the
necessity for ‘continuing education and’ its basic purposes in rélation to medical
practice aié explained in‘a clear and knowledgeableinanner, most board members
and. administrators areé quick:to recognize 'its import, ‘but “still ‘may ‘assign
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it a low funding priority in an overall system that direets insistent light upon
bricks, mortar, systems, and machines.

ATTITUDES OF MEDICAL STAFFS

Hospital medical staffs have been both active and passive in adding plaques to
the sclerotic communications pipeline. The measurable shortage of physician man-
power tends to confine their immediate thought to the care tasks at hand, which
are all too time consuming. Physicians have tended to regard the medical col-
leges, which spawned them, as sophisticated purveyors of a type of intellectual
eXercise that is impractical in terms’ of temporal, physical, and emotional pres-
sures in the community setting. With some justification, they look on medical
college faculties and functions as consuming inordinately large numbers of phy-
sicians, in both intern and resident programs and staff positions. Their plea to
' the medieal colleges too frequently has been based on what they believe to be a

clearly demonstrated need for house staff in the operation of their hospitals and
for passive spoon-fed, time-consuming continuing education programs. That
these pleas have fallen on deaf and unsympathetic ears is understandable in
view of ‘the content of the DPleas and the nature of the institutions and in-
dividuals to whom they are directed. }
Aglthoqgg;many other factors have contributed to a lessening of effective com-
munication between the sources of our knowledge and the institutions of its appli-
catlon, those discussed would seém to be the most important and relevant to the
effects of federal support on the individuals and’ institutions at each end of the
: .“Linqwl,edge to application” transport system, Y

' Suddenly, ‘into this potpourri of understanding, misunderstanding, interest,
and disinterest has come a tremendous force for motivating change. After decades
of providing major fund support for both medical research and medical care
institutions, the fedéral government, representative of the conswmers of our
produc

Tecently has discerned that much of its investment in research has been
unproductive because the _im_.’ox;ma‘ition,gtec,lmjgues, and skills' produced in the
regearch centers have not been transmitted effectively to the operational arm
of the medical care system—the community hospital and its medical staffs.

. Whether the failure of effective transmission is due to simple lack-of informa-
tion transfer is open to serious question, even though it is a convenient theorem.
Campbell Moses, medical director of the American Heart, Asociation, identifies
the redl problem ag validation of knowledge—that, is, inabilify of the practitioner
to accept and axcl.,og)t new knowledge or technique until he has had the experience
of “seeing” it used 4nd usin’g it. under direction. Perhaps the “information gap”
iy really a “validation gap,” but probably it is both—certainly the therapy for
either lies in continuing education. ‘ : i

Forces within government also dre beginning to recognize that much of the
sSupport assigned to the construction of community medical care facilities has been:
' less: than totally effeetive in producing efficient and knowledgeable delivery of

\edical care. Fupding instead has produced an overemphasis on inpatient care
-Inedical staff direction and administration. to the detriment of a coordinated
stem. of  patient care involving ‘logical:division of inpatient and outpatient
activities, and-to the detriment of the continuing. updating: of physician knowl-
edge, techniques; and skills. S v : 2

. 'With the recognition of ity 1@88*511&MOmﬂiEﬁé‘:mm?im‘tM-mﬂtﬁ the consumer:. - ..

group; represented by the Regional Medical Programs; the Natignal Institutes
of Health, and their pavent body, the Pepartment of Health, Bducation, and
Welfare, have ecome up with a very efficient and almost certain to bei effective
hiechanism' to correet some of the past inadequascies. : b o

& “SHOTGUN WEDDING”

Stated simply, medical care and medical education, the two ends, of our -
sclerotic pipeline for the fransmission: of knowledge and understanding, are about:
to be subjected to one of our more common social relationships—the inevitable
progression from the spurned proposition, to the proposal, to the engagement,
and finally to the marriage, Considering the divisive factors above, this is certain
to be a stormy junction, but it is just as certain that it will be consummated and
productive, for it iy a “shotgun wedding.”” The people of our nation are holding
the shotgun. It is loaded with cash—the greatest motivator in our society. Of
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S a mdmént; the disinterested and apathetic governmental father of the research

years has become the kindly, interested, but extremely firm, future father-in-law.
) ¢ depending upon  the -

‘(That he may become an overbearing tyrant is possible,
stccess of the courtship.) SO e <
The imminent wedding is complicated by the fact that we are not quite certain
who is the bride and who is ‘the groom. If educational ability, facility, and
personnel are the measure of virility, then the ‘medical college system must be
the groom. It is doubtful that the father will listen for long to any disclaimers
of ability of the groom to effectively support the bride without further prodding
or promise to hel p with support, It also is doubtful that any disclaimers on the
part of the bride (the medical care delivery system) as to her ability to assume
‘edu,qgitional or analytic duties in the household seriously: will affect the future of
the marriage. S Gl L B
. Similes aside for the moment, let us consider this union between medical
education and research and medical care and examine the factors necessary for
its § ) re close scrutiny : (1) the depth of the quality, the
al pers arch facilities; (2) the
) ication, the quality, the ability, the personnel, and the functional pattern
of our medical care institutions; and (3) the question of facilities support and

construction subsequent to a productive union of the educational and research -
institutions and the medical care institutions—perhaps recognizable as the
eventual arrangements for housing the family. - D iR

The medical college ‘system at present is rich in all three areas. Over the
last four decades, it has built up a large cadre of educationally oriented ‘indi-
viduals, in_spite of research emphasis. The very nature and primary: task of
the medical college ‘system ‘provides it with adequate classroom, audio-visual,
instructional, and other material aids to education. Tts hospitals are equipped
for the most séoghi_s_ticgted"carg%a,sjgniﬁcant; portion of it .on a ‘research or re-
search-connecte

uccess. Three areas requi

y, and the personnel ‘of our educational and rese

basis—and are largely modern’ and relatively well staffed:
_Although the medical college certainly will need some additional support to help
it in its new role as the resource of both content and some instructional ability
for the transmission and validation of knowledge, it is relatively well equipped
to cope with its rele as educational breadwinner. 'ﬂ?he“di%tﬁﬁ‘sifdé«-;t‘hé om-
munity hospital, which will eonsume and utilize the ‘educational paych ‘
much less adequately prepared: o et b o R R

NONUNIVERSITY' HOSPITALS fe

The nonuniversity hogpitals divide into those that have graduate educational
programs and those that do not. A recent survey conducted by the Association of
Hospital Directors of Medical Education shows that although graduate teaching

t_heir-totalﬁ.beﬁea‘pgcityand total number
equal to the:total bed capacity.and total

hospitals are much smaller in nu
of staff physicians are approximat { equal :
me( gtaﬁ“‘ physicians of the hospitals that do not conduet teaching programs.

The same survey hat ev ospitals eonducting graduate
programs, less than-50 per cent have minimgily adequate teaching faeilitiesiand ..

" Jess than 10 per cent have the services of trained educators, evaluators, or

. gocialogists available, even by consultation. CRA A et e L T
There is little difference between the two types of nonuniversity -hospitals in
shall measure. The major difference:seems-

dicates that even among those h

most of the important parameters we: 160
t.-aﬁbe,tha‘t,thasgg.hospi:;plsuco& cting.graduate pregrams may be a little

ddvanced in educational philosophy. Their stafrs, however,. frequently are eom-"" °

posed largely of physicians who do not actively participate in:the teaching.pro- . .

grams, and their educational facilities, with:a few notable exceptions, tend to be

~little different from those present in hospitals that do not conduet graduate pro- -

grams, Consequently, for the purposes of this: discussion, the two types of non-
©university hospitals may be discussed as a common entity, The faet remains that
the emerging strident necessity for the nonuniversity hospital is that it assume
its proper role as the center of continuing education for the physicians and allied
Tiealth personnel of its area. o ! S G T S
- Most nonuniversity hospitals are modern, quite ‘sophisticated, and ‘relatively
well equipped to render medical care. 'When one compares them with the medical
college hospital, the difference in the area of medical care is a difference between
acceptable sophistication on-the part of most nonuniversity hospitals and proper
ultrasophistication on the part of the medical college hospitals. This is a tolerable
and appropriate difference. : :
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[ : _INTQLERABLE_D‘IEEEVRENCEM, PGt LS
The difference between the university and community hospitals
facility and ability, however, is 'so-great as to be mtolerable, even t
Ioads in continuing education. in the nonuniversity hospital, These community
institutions: have their ultimate direction ‘residifig in ' the ‘hands of boards and
administrauonSf Wwho, ina proper and dedicated fashion, represent the voice of
the ‘community in’ the operation of'its medical care facilities. th
niedical staffs and educationally oriented bhysicians in these hospitals have
béen ‘able’to impress’ upon their bqa"l‘dsandﬁad‘mini‘stratdrs the overriding im-
portance of continuing education to'the 'competenée and survival of our meédical
- 1 its' hospital ‘Some ‘of the blame fo this failure to impress
directive bodies-mi Yeside'in the'medical staffs, who have not ‘made _a’_,coord;r
hated effort to educate and thus produce a change in the attitude and behavi
y o A ministrations. [t Dt e e

£ 7ith : in"medical staffs as.well as directive bodies, not-
‘university teaching: hospitals' havéliter‘rdéd‘,tp,‘lobk' upon graduate “(intern’ and
resident). education ‘programs 4§ tole ble and interesting because they -appeay
to raise 'the ‘level of médical“t?are;“andf beedtise they provide ‘additional  hands
with whieh: to supply that Tedical care. However, even'in relation to. graduate
education, it has been difficult ‘to ‘bring ‘boards ‘and administrators to spending
patient eare ineome on: educational -facilities, or to supply within: the hospitals
Physiciang whose base burpose- is ‘gradiate ‘i continuing education as opposed

to the: ‘delivery ‘of‘médieal care. ' With the rapidly rising cost of ‘hospitalization,
‘has produced, ‘one certainly’ must have sympathy with

ur: hospital boards:anq ‘administrators in''their reluctatice’ to. utilize patient

care funds for educational’ facilities and personnel,” even though the ars

Spent:on education: are the best ‘purchase the ight make. The c¢¢ cept
rect

difficult

application of the national educational television network to-m
radio, television tape, and 2 host- of other novelty approaches. When one digs
beneath the veneer, he is forced to the inescapable conclusion that, i
ofrthese-proposﬂs:anq glinmicks, “the only piractical place’ to s ‘ rac-
ticing physician in continuwing and vrodi tive manner iy in e miliew in which
he.woorks, trewts wig' atients, and: earns Wis i ing—his hospital. While it
that inleading o “horse to 'water; 6nen Ly
great deal more likély'te drink if:the s
- While: the: \kri versitisy 'and: theft ind
education and of:

force  him 'to ‘drink, the h

musele: of these progranis, Nos bortion of the knowledge prod
of dollars spent in basic research in the 1as't'40'3{earfs’ can

is' in:the hands of “the individuals whe'
ourmatien=:the physicians' of o ‘com
of ‘our ‘nativn-s-o I ‘cotisumers ‘th
and eleas volee, 5% .51 Sk
- The basie purpose of ]
into ‘understanding - and ‘t 3t
- and: efficient ‘manmner. “Thus, the ‘bas
Regional- Medical Programs-mus 3
and other-health’ professionals’ up toda
education tomainthini their ‘competénce, BEC
" Ohiee education:is well “under Wiy, sttention mia

are for”th

to translate knowl

15
‘c(’)()p’e‘z_*athive,, SR L1

¥ bé ‘paid to providing ‘the
facilities in® which the newly understood knowledge, ‘t'ec"‘, ques, and skills may
be applied 'in: a-'coordinated maritier. Tt is senseless to bi ld the facilities ‘until
the system of education that ' will ‘asstire ‘their proper’ usage is established ‘and
functioning; with ‘the explicit purpsse of ‘making’ the ‘billions  of dollars they have
spent in resedrch productive in the‘eare of ourpeople, o b
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- HOSPITALS NEED HELP = -

At this time, the educational muscle of ‘the nonuniversity. hospital system is-s0
weak that it is difficult or impossible for it to handle:its lpr.esgntly:.assigned: tasks
in-education. If it is to become -the  cornerstone .and: functional. arm of; the
Regional Medical Program, ‘then the monuniversity ‘hospital needs & great:deal
of help. This help must be: twofold & (1) an informational eampalgn that stresses
the importance of -an: ‘educationa-l;foundation; to -underlie all. patient. care. ac-
tivities so that the Jboards, administrators, and medical ‘staffs, of our shospitals
assign proper recognition and importance to.the -educational activities of: their
institution; and (2) direct financial support to. establigh. the skeletal frame-
. work of facilities and personnel necessary to support the educational functions.

The first of the requirements for help-to the nonuniversity hospital in educa-

tion is well under way. The publications of the Regional Medical Program divi-

sion' of the National Institutes of Health place constant stress on thig area.

Programs within other portions ‘of the government are designed to stimulate
the -medical ‘colleges and organized medicine to:a more active recognition:of

continuing education as’ unguestionably the most’ important portion of thespec-

trum'of‘undergmduate, graduate, and continuing health profession education:
Accediting organizations and ‘institutional groups, such as the Am'erican

Hospital Association, should play & more important role in the stimulation: of -

interest in' the educational function of hospitals; they are ‘just beginning - to -

avidence .interest in this activity. The ‘Association of Hospital -Directors wof

Medical Education, composed of  key individuals in stim lating iand directing:

continuing education, continues to increase its ‘voice,. eompetence, and activity.

Continuation and -expansion -of these initial activities ‘on: the part of all the

interested groups and organizations will assure proper emphasis-to.a function

that will produce more good patient care:in the future than:any other :single
aven of endeavor. o - [ i - vo b AT

" The ' second’ need, ‘that of funding support, becomes’ dncreasingly“important

as more emphasis- is placed on continuing education. The initial direction of
. funding in ‘the .Regi‘onalfMedical Programs - and in; the comprehensive com-

munity planning programs properly has pbeen toward the commitment of monies
for -integrated planning:-of an: !approach»»;towthefpmblem of -opening the com-
munications’ pipeline between: medical 'eduea,t;ionw-and—i‘eseareh. and medical
eare. Once these groups have planned. to:communicate: effeetively,..we.stillg.are
faced with the problem of a pride and groom: whoare. geagmphiveauyaseparate;
~and who, therefore; must be-providede'with» theé,meansrtofcommunicate appro-
priatetotheirdesiret‘odo:so.' : FETTENE SIS RO SR PRNTTR ST S EE R AN

= P ACILITIES AND EQﬁIPMEm:J« b e
 Funds must be'fz")r'm')id‘éol;'«qugrg.’,ejddodtioéwl,; faciilties and. equipment. in mon-
university hospitals. TFacilities, I clude most, importantly,, auditorium and con-

ference . room space and their déeoutrgmenbs‘,,_.lﬂ_n;axiy, facilitie: and. materials,
audio-visual materials and departments, and areas specificlly designed for edu-
cational demonstrations in patient. care, These. require prick, mortar, and équip- -
ment funds, which most hospitals simply cannot supply from monies currently
available in their communities, the. Hill-Harris program, or asa result of their -
patient care efforts. These are the' very:basic: facilities ‘that atl,lkhospi-t-avls;must
have to adequately perform: their task in’educating their staffs and personnel.
They are multiuse facilities. and, thus, can serve for the: continuing education
.of allied health professionals as well as physicians.: - . . ; o
PDesign and construction of facilities;may. occupy & considerable period of time;
thus, their funding should be of first priority. Concurrently, however, funding
should be-available to ‘ensure proper and complete utilization ‘of these educational
facilities. 'To make: these new facilities really. functional will require two addi-
tional factors: (1) investigation and meagurement to assure. the most produc-
tive content of the. programs they:will house ; and .(2). adequate’ numbers of
educationally competent: personnel to assure the Lproductiverapplication .of the
_identified curriculum content and the facilities. : e
Two of the greatest problems for individuals with practical experience’ in
continuing education are curriculum design and content and the motivation of
- the practicing physician who is the student. These two factors are inextricably
interwoven with a need to know patterns. of ‘medical. care and physician func-
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tion. The area where need for information and the presence of misinformation is

-Inost apparent is in the field of function—the activities of physicians in the
delivery of ‘medical care and the identification of their needs and motivation in
relation to continuing education. N S : -

- There ig sore need for support within ‘the nonuniversity setting for the measure-
ment and evaludtion of continuing education to assure ity efficiency and: perti-
hence. Additional need relates to the measurement and evaluation of the physi-
cian’s performance, so that hie can behelped to'become more efficient, and produc-
tive in the delivery of medical care. ‘In short, we should be attempting now to -

~identify what we should teach and what changes in- behavior Wwe are trying to .
bring about through continting education; . : : :

- ESTABLISH REGIONAL UNITS

It would seem of great importance that within each of the Regional Medical
Programs there be one or more nonuniversity hospital granted funds to construet -
and staff units to. measure and ‘devaluate systemically batient care and -its
delivery, thus to assist in determing need, content, and motivation in continuing
education. These: units should be-staffed by physicians, ‘educational “persohnel,
and. sociologists, Because each region by definition is singular in quality, it is
Drobable that each Tegion will have -sufficiently different needs to require dif-

. ference in approach ang ‘measurement technigues. To establish just one or two
national institutions gr units involved inthis type of research would be inefficient
. and insufficient. Thig investigative function cannot be carried on in the university
setting, for we are studyinga»nonumiversi'ty organism,; . . - »
Once identification has been begun of need, content, and bertinence in relation
to continuing education, it will be necessary to ensure that sufficient educationally
oriented, able and motivated individuals are present: within each community
hospital (or available to it) to ensure broductive usage of the information gleaned
and facilities added: This assurdnce, in the form:of trainedpersonnél, might vary
across a spectrum encompassing highly skilled, formaly 'trained educators in
the larger and more complex hospi;ta’ls,-,to”ind‘ividual staff members who have
had the bpporturﬁty to receive additional anderstanding in educational philosephy,
‘skills, dnd techniques in smaller hospitals and communities. One might regard
these individusls as the “marﬁag,@réounselérs”;ofvoux";sim-il“e. They are vitally
important to a marriage that has little solid foundation in ‘previously existent
- love or mutiial respect betwenn its partners. s s

tinuing education programs should attention be turned to large-secale support
" of patient care facilities. While such devotion to competence in continuing edu-

cation, orientation, and ability would somewhat delay the construction of actual

physical.,faci,lkitiels for more omplex and sophisticated. patient care, the delay
- would .seive to ensure thaﬂt,thes‘etfaiéi“iltiles would ‘be properly utilized by physi-

cians. Some programs could be coordinate and: concurrent, Oaring for patients

is, after all, the primary purpose for the éxistence of our entire medical care

system. o e :

A PLEA FOR ACTION

In suminary, this presentation is a'plea for a cogent and logical progression

-of “dctivity ‘in-relation ‘to ‘Regional Medical Programs;,, perhaps-the ‘most-.impor-

tant portion of the socially oriented legistation that has arisen .in recent years,

By simile, it is g request for good, sound premarital discussion and orientation
by the groom and the father-in-law to ensure that the bride of our “marriage’”
has tl}e knowledge and the necessary appliances and counsel to keep house
properly. : : B i

Community hospitals and their health professionals must be properly prepared
to accept and use the knowledge that will pour from the perviously sclérotic
communications pipeline, The niedical care System. must have initia] funding
support for identification of educational need and provision of educational space
and personnel. Such funding ' will brepare it for the proper and productive
utilization of the health care system and - facilities to " be -established in the
future as the result of coordinated regional and community planning for the
delivery of medical care. . i ; b : !

To paraphrase Winston Churechill, “We are not at the end, nor the beginning
of the énd, but perhaps we areat the end of the beginning.” It is of vital impor-
tance that we be sure that this “beginning” represents a solid foundation for a
productive and functional future. )
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Mr. Rogers. Thank you. We appreciate your being here.

Are we getting enough representation from hospital administrators,
from local people involved with the delivery of services in the councils?

Mr. Sieery. From my vantage point I cannot generalize. I would
say that because of my ‘American Hospital Association responsibility,
T hear some say we do not have enough hospital involvement. Others
say it is fine. Hospitals are certainly welcome to participate.

Generally, I believe they are eagerly invited to participate, so I don’t
have much sympathy for those who say they have not had an op-
portunity to be an integral part.

1 think that our experlence in Michigan might help you to see
that this is not just a continuing education program for our medical
schools, but in fact is a program that was designed to develop truly
cooperative regional arrangements, and it took us many months to
develop a working mechanism for the three medical schools to co-
ordinate their efforts and communicate because they had never done
this in a similar way before. , '

I think the very fact that T as executive director of a hospital
council was asked to take the initiative in trying to draw together
the program and-develop the grant application is a good indication
that in our State at least the hospital role was well identified.

Thank you very much.

Mr. Rocrrs. Thank you. Your testimony has been most helpful.

This concludes the hearing for today. The hearings for tomorrow
will be held, T understand, in the main hearing room, which is on the
first floor, room 2123, and so the committee will now stand adjourned
* until 10 o’clock tomorrow morning.

(Whereupon, at 4:15 p.m. the committee adjourned, to reconvene
at 10 a.m. Thursday, March 28,1968.)







REGIONAL MEDICAL PROGRAMS; ALCOHOLICS AND
NARCOTICS ADDICTS FACILITIES; HEALTH SERV-
ICES FOR DOMESTIC AGRICULTURAL MIGRATORY
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 THURSDAY, MARCH 28, 1968

f . House OF REPRESENTATIVES,
SUBCOMMITTEE ON PUBLIC HEALTH AND ‘WELFARE,
- COMMITTEE ON INTERSTATE AND ForereN COMMERCE, .
T Washington, D.C.

The subcommittee met at 10 a.m., pursuant to notice, in room: 2123,
Rayburn House Office Building, Hon. Paul G. Rogers presiding (Hon.
John Jarman, chairman). Caelr R :

Mr. Roaers. The subcommittee will come to order.. : .

We are continuing our hearings on H.R. 15758, and our first witness
this morning is Mr. Clinton M. Tair, who is the legislative representa-
tive of the AFL~CIO here in Washington, D.C. :

Mr. Fair, we are pleased to see you this morning, and thank you for
being present to give testimony.

STATEMENT OF CLINTON M. FAIR, LEGISLATIVE REPRESENTA-
TIVE, AFL-CIO; ACCOMPANIED BY RICHARD SHOEMAKER,
ASSISTANT DIRECTOR, SOCIAL SECURITY DEPARTMENT

Mr. Famr. Mr. Chairman, for the record, my name is Clinton Fair.
I am with the legislative department of the AFL-CIO, and with me is
Mr. Richard Shoemaker, who is the assistant director of our social.

~security department, Mr. Chairman. : :

Mr. Roarrs. We are delighted to have you with us, too. "
- If you would like to, you can make your statement a part of the rec-
ord, following your remarks, and you may sum up for us.
Mr. Fair. Thank you, Mr. Chairman. . -~ P
Let me read in part from the statement, only because I can then add
the emphasis that I would like to add. S o
Through the extension and improvement of the regional medical
programs, this legislation strikes at the cause of death for seven out
of 10 Americans. . L G ;
In extending the migrant health program, this legislation helps
bring better health to some of the Nation’s 1 million migrant farm-
~ workers and their families and brings us closer to the day when we will
have corrected what has been called America’s shame, «
The alcoholic rehabilitation amendments in this legislation will help
provide proper treatment for the b million persons—more than twice
wthe population of the entire Washington, D.C., area—who with their

(231)
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families suffer the physical and emotional problems which result from
alcohol addiction. The narcotic addict rehabilitation ‘amendments in
H.R. 15758 will aid in carrying on and expanding what must be an
aggressive effort to stem the rising number of drug addicts, especially
among the Nation’s young people. R P

TI'would like to make one comment, turning to page 2, with regard to
the regional medical programs. : '

- The regional medical program has within the short time it has been
in operation in our opinion made remarkable strides in developing
cooperative arrangements with the medical profession, our medical col-
leges, and our health institutions. This program holds great promise in
making available to patients the latest advances in diagnosis of heart
disease, cancer, stroke, and related diseases. = ‘ ,

This coordination of effort also holds great promise of avoiding the
needless cost of duplication and wasteful proliferation of diagnostic
and treatment centers in our hospitals. s ' |

We realize, of course, that the evaluation of the program is quite
difficult at this time. The program is new, and the great bulk of ex.
penditures to date has been for planning activities. : :

But we would point out further exam les, which are in our testi-
~ mony, Mr. Chairman, and which we think spell great promise for

the program. SRS T

The second part of our testimony deals with the migrant health
program. The migratory provisions of H.R. 15758 would extend this
6-year-old migrant health program for another 2 years. -

The plight of the migrant farmworker in this country has been
widely publicized in recent years, but the publicity in no way cushions
the shock that must be felt by every thinking American upon being
reminded that people living in this country today, working amidst
‘plenty, must endure such squalor. ‘ ‘

. I would point out on page 6 of our statement are some of the sta-
tistics in this area. s : ,

Of more than 1 million migrants, 650,000 still live and work outside
the area served by existing migrant health projects. By conservative
estimates, this group includes over 6,500 persons with diabetes who are
without adequate medical care, over 5,000 migrants with tuberculosis,
and over 3,000 children under the age of 18 who have suffered cardic
damage as a result of rheumatic fever, ; o '

Many children have untreated iron deficiency anemia, and over
250 infants will die in the first year of life as a result of congenital
malformation or disease. S o

Over 16,000 expectant mothers will find it difficult to obtain pre-
natal care, and beetween 20,000 to 30,000 individuals have enteric or
parasitic infestations, resulting in most cases from poor sanitation.

I would point out, as the testimony does, that as these people move
from crop to crop, the necessity for the program is greater because
they move from one area where a program is now in operation to an
area in which it is now nonexistent. And if they are to get the kind
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As you know, our migratory workers today may have a community
in which he lives, but on the whole he is moving for long periods of
time away from that area. : '

The alcoholism provisions in H.R. 15758 would authorize a 2-year
grant program of lguilding, staffing, and operating facilities for treat-
ing alcoholism, using the same types of mechanisms as provided 1n

“the Mental Health Centers Act. The local centers it will provide will
aid the alcoholic, replacing the neglect and abuse which in the past
resulted all too often in his eventual destruction.

Tt will also aid the less than 10 percent of aleoholics who are the
homeless men and women, hopefully putting an end to the revolving
door cycle of arrest, jail, release, drunkenness, and arrest again.

The narcotic addict rehabilitation provisions extend and make the
very logical placement of narcotic addict rehabilitation activities in
the mental health centers authorized under the community mental
health centers programs. To enable the centers to absorb their new
responsibility, the new legislation, would authorize a 2-year
grant program for construction, staffing, and operation and mainte-
nance of new facilities and for training of the necessary personnel.

Drug addiction as a symptom of mental illness has been recognized
in the act. As with the alcoholic the drug addict is a hazard to his
family and his community as well as to himself.

Now, while the number of centers provided for treatment of ad-
dicts is small, the number of addicts is increasing. By providing this
as part of the complex of mental health centers, it gets treatment to
persons who need 1t in places where they can get it, and allows for
efficient use of existing facilities.

Psychological dependence, if not addiction, is a problem for young
people today, and I would add that there are other dangerous drugs
in addition to narcotics, as this committee knows, which have become
a problem in recent times.

We would hope that this program will be extended to them as well
as to the narcotic drug addicts. We hope this committee will report
favorably this program. We believe this legislation will stand as a
model which the States may use in developing and modifying their
own legislation, and certainly treatment of drug addicts and alcoholics
and organization of medical service.

It includes incentives and assistance from which each State can
Denefit in assuring that the medical fields of its citizens are met.

Most certainly the Federal influence in the advance of medical
knowledge and the application of that advance for the benefit of all
citizens should continue.

In the past much of this influence took the form only of financial -
assistance to various State programs. Today this influence also assumes
the form of acting as a clearinghouse, and as techniques are developed
and tested by those closest to the problems. ,

We trust that approval of H.R. 15758 by this committee will indi-
cate a continued willingness to maintain Federal support of health
programs to the highest degree possible. And we urge your favorable
consideration of the bill before you. :

Mr. Chairman, we thank you kindly for the opportunity to appear
in support of these various programs.

(Mr. Fair’s prepared statment follows:)
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STATEMENT OF CLINTON M. FAIE, LEGISLATIVE REPRESENTATIVE,, AMERICAN FEDERA-
TION OF LABOR AND' CONGRESS OF INDUSTRIAL ORGANIZATIONS

Mr. Chairman, H.R. 15758, the Public Health Service Act Amendments which
this, committée ig-mnow: considering, iy a ‘package of important extensions, and
improvements to existing legislation as well as extension of the Community
Mental Health Centers-Act to provide facilities for alcoholics ‘and ‘drug addicts.

Through ‘the ‘extension ‘and improverhent ‘of the'Regional Medical Prograins,
this legislation strikes at the causeof death for. seven out: 'of: ten Americans.
In extending the’ Migrant Health Program, this legislation helps bring better
health to some of the nation’s one million migrant- farm: workers and their
families and brings ug closer to the day when we will have ¢orrected what has
beeint “called “‘America’s Shanie.”**The Alcoholic: Rehabilitation Amendments in
this legislation will help provide proper treatment for the five: million persons—
more than twice the population of the entire Washington, D.C. area—who with
their families.suffer the physical and emotional problems which result from
alcohol addiction. The -Narcotic  Addict Rehabilitation Amendments in H.R.
15758 will aid in carrying on’and expanding what must be ah aggressive effort
to stem the rising number of drug-addicts, especially among the nation’s young

ople. s : :
p,e v REGIONAL MEDICAL PROGRAM

The-President’s Commission on Heart Disease, Cancer, and Stroke, described
three years-ago the severe toll in.human suffering whié¢h ‘these diseases inflict
on the American public, each diminishes the strength of our nation. The
American worker looks forward to the day. when major inroads will be made
against these diseases through medical research and when the fruits of such
research can be made available to him at a price he can afford. :

- The nation’s poor, whose ill health is virtually inseparable from their way
of life, look forward to the day when they can share fully in the fruits of
modern medical ‘science. :

Since the Report of the Committe on the Costs of Medical Care wag published
in 1932, the regularization.of health services has been considered necessary in

order to bring about a more rational allocation of our health resources, but until:

the passage of P.L. 89239, very little had been accomplished to implement such

 goals. The Regional Medical Program has, however, within the short time
it has been in operation, made remarkable strides in developing cooperative
arrangements with the medical profession; our medical colleges and other health
institutions. This program holds great promise of making available to patients
the latest advances in the diagnosis-and treatment of heart disease, cancer, stroke
and related diseases. This coordination of effort also holds great promise, not
only of providing the best of care for those afflicted, but also of avoiding the
needless’ costs of ‘a''duplication and wasteful proliferation of diagnostic and
treatment centers:in our hospitals. : TR TREIRTEAy -

We realize,. of course, that evaluation of the program is difficult at this time.
The program is too new and the great bulk of expenditures, to date, have been
for planning activities. A total of 53 grants have been made for such planning,
and it will be some time before blans can be implemented. However, the Surgeon
General’s Report on Regional Medical Programs ‘to The " President And The
Congress, submitted by Dr. Stewart last June, indicated some of the program’s
early accomplishments. .

" A few special examples of brograms already in operation deserve mention here.
In the notorious Watts section in California, too large a proportion of the
- population has been virtually cut off from the mainstream.of modern medicine,
Under the Regional Medical Program proposed there, the medical schools of the
University of Southern California and the University of California at Los Angeles
and the Charles R. Drew Medical Association are cooperating to devise a plan
for bringing some order into the health service vacuum now existing there. A
485-bed hospital and a broposed Postgraduate Medical School are later phases of
the program’s bold plan. : ) ) .

The Albany Regional Medical Program has developed a comprehensive program
of ‘education, organization, record-keeping, and follow-up examinations in an
attack on cancer of the cervix. This disease, which now kills some 14,000 women
each year, could be eliminated as a major cause of death if the disease is
diagnosed and acted upon at an early stage. During the first Yyear, the cancer
control program is being inaugurated in seven hospitals in ‘New York and
Massachusetts.
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A symposium- will be-held next month (April) in New York City dedicated
to educating people in health .careers.:Through the Regional Medical Program,
planning for health :careers -now involves: all seven universities and the: com-
munity colleges of the five boroughs. : - i :

. It would indeed be an: unthinkable waste of public planning funds as well as a
severe setback to a new.spirit of cooperation that has developed among the many
separate and independent professional and institutional components of the health
enterprise not to extend this legislation—a - program - with : so much promise,
which, is so widely -accepted and.:on behalf of which g0 many -public- spirited
professional and non-professional people -have made substantial contributions of
their time, needs continuing Federal support. - . ;

L Ry MIGRANT: HEALTH PROGRAM

“ The Migratory Workers provisions of H.R. 15758 would extend the six-year old-

Migrant Health Program for another-two years. The plight of the migrant farm
worker in this country has been widely publicized in recent years, but the pub-
licity in no way cushions the shoek that must be felt by every thinking American
upon being reminded that people living .in this country today, working amidst
plenty, must endure such squalor.. The average annual income of the migrant
farm worker in 1965 was $1,400. While the average annual expenditure for per-
sonal health care is more than $200 for all. Americans, the figure is only $12 per
year for the migrant, including $7.20 in Federal funds and $4.80 from other
sources. .

At present only an estimated one-third of the total migrant jpopulation has
access to Migrant Health Aet project services. During the 1967 fiscal year, one-
fourth of the Nation’s migrants had access to project services for a brief period
only. This means that of the one million men, women and children, who travel
the migrant stream, only about 350,000 have access to Migrant Health Act
project services.

By August 1, 1967, 115 public or private nonprofit community organizations
were using migrant health grants to help them provide medical, nursing, hos-
pital, health education and sanitation services to their seasonal migrants; but,
three-fifths of the counties identified as migrant home-base or work areas are still
untouched and service coverage remains weak in many of the areas where
projects are now receiving grant assistance.

One or more migrant health projects operate in 36 states and Puerto Rico.
Fach project serves migrants in from one to 20 countries. Community-based
projects offer personal health care to migrants in about two-fifths (270) of the
796 counties thus far identified as migrant work or home-base areas. They offer
sanitation services in most of these and an additional 142 counties. About 40
home-base counties, reporting an estimated outmigration of 200,000 persons, are
included in migrant health project areas in southern Florida, Texas, New Mexico,
Arizona, southern California and the bootheel of Missouri. Continuity of care
becomes more possible as project services are provided at strategic points along
major migration routes. Personal health records carried by the migrants facilitate
continuity and help to avoid duplication or gaps in services, Project reports indi-
cate that from 10 to 90 percent of the migrants contacted present a.personal
health record upon request. A few state-level projects provide sanitation, nursing
or other services throughout the state wherever a major migrant influx exists.

This is most likely to be true in the case of sanitation services.

Tor continuity of care and protection, migrants need access to health services
in every county where they live and work temporarily. Because geographic cov-
erage by project services is still far from complete, a total of 750,000 migrants
had no -access to personal health care provided through projects in 1966. The
remainder had ready access to personal health services for only part of the
year.

Only one out of three counties with migrants offered grant-assisted personal
health care geared to the special needs of migrants during 1966. Only six out of
ten counties offered protection of their living and working environment through
sanitation services with grant assistance. Lack of continuity of health care will
remain a problem as long as many communities have no place to which a migrant
can turn and expect to find needed health care. Recently, in one of the wealthiest
states in the nation, a migrant with an emergency illness was refused care by 4
hospitals because he could not assure payment of the bill. At the fifth hospital
where he obtained attention, doctors gaid that the patient would have died if
he had had to shop around for hospital treatment for another two hours.

93-453—68——16
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Migrant farmworkers are not commuters. They travel so far from their homes
that they must establish a temporary residence in one or more other locations
during each crop season, On the average, the people live and. work in two or
three locations annually. They may move several times from farm to farm or
camp to camp at each location. At each of his temporary homes the migrant

food storage and preparation. It often lacks adequate and safe water supply for
drinking, dishwashing, bathing, and laundry. The area too often lacks adequate
sewage and waste disposal facilities which attracts insects and rodents. There
are no recreational areas or facilities. The typical places where they work are
~exposed to heat, cold, wind, dust, chemicals and mechanical hazards. They lack
safe and accessible water for drinking or washing and they lack adequate toilet
facilities. On some farms there are no facilities at all. All of us have a stake in
the continuation and extension of this program. ;

The migrant’s road to health care is beset with obstacles—as the side of the
migrant is poverty, lack of health knowledge, isolation, fear of non-acceptance
by the community. On the side of the community are legal restrictions against
serving nonresidents, legal exclusion from protective legislation, health planning

_priorities that exclude migrants, inadequate health manpower, inadequate finan-
cial resources, problems of serving-a mobile group and resistance to minority
groups. Many of the communities where migrants live and work temporarily are
themselves considered poverty areas.

Little wonder then that the accident mortality rate for migrants is 1964 was
nearly three times the U.S. rate. It was 6 percent greater than the U.S. rate 30
Years ago. Migrants’ 1964 mortality from tuberculosis and other infectious dis-
eases was 21, times the national rate, approximately the national average of
over a decade ago. Their mortality from influenza and pneumonia was more than
twice the national rate and slightly in excess of the U.S. rate for1940.

The infant mortality rate reflects like an index ‘the results of our nation’s
apathy toward these workers. In 1964 the infant mortality rate among migrants
was at the level of the country as a whole for 1949. The maternal mortality rate
is 1964 was the same as the national level of a decade ago.

Of the more than one million migrants, including workers and their depend-
ents, 650,000 still live ‘and work outside the areas served by existing migrant
health projects. By conservative estimates, this group includes :

1. Over 6,500 persons with diabetes who are without adequate medical care.

2. Over 5,000 migrants with tuberculosis who are traveling and working with
their disease undetected and untreated. :

3. Over 3,000 children under the age of 18 who have suffered cardiac damage

. as a result of rheumatic fever. These children are not likely to receive treatment

. for prevention of reinfection and further cardiac damage, Such treatment in ordi-

narily available to most nonmigrant children in their communities,

4. Approximately 9,800 children have untreated firm deficiency anemia. This
increases their susceptibility for childhood infection and interferes with their
normal growth and development. ‘

5. Over 250 infants who- will die in the first year of life as a result of con-
genital malformation or disease. Early, adequate medical care will not be avail-
able for these infants, -

6. Over 16,000 expectant mothers who will find it difficult to obtain prenatal
care..Infant and material mortality rates can be expected to be significantly
higher under such conditions.

7. Between 20,000 to 30,000 individuals who have enteric parasitic infesta-
tions—resulting<in most cases from' poor sanitation. Such a problem is almost
nonexistent in the general public. :

Before the passage of the Migrant Health Care Act in 1962 the migrant farm-
worker had virtually no medical care available to him and to his family. Only
in grave emergencies did he get care, and even then he was frequently denied the
needed medical services. Much progress has been made since 1962 but there is still
a long way to go before the migrant farmworker and his family will have avail-
able even the barest minimum of medical services.

Certain facts are highlighted which show progress is being made, but there
is also evidence that the progress is too slow, and only a small segment of the
migrant population’ is the beneficiary of the migrant health program.
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1, The 'migrant health program provides prenatal and postnatal care, obstetrics
service, immunization, examinations, and treatment for ordinary ailments. Of
these services only about 250,000 out of the one million men, women, and children
who make up the migrant stream get this care. Also, this careis not continuous
as not all communities have migrant project services facilities and as the migrant
moves from camp to camp and from state to state these services become episodic,
periodic or nonexistent. ' :

9. Continuity of health care services for all migrant workers and their families
is of the utmost importance for a rational nation-wide health care program, The
‘American people today feel that health care services are a right. This concept
should certainly encompass the men, women, and children who work in this

~ country’s fields and who make it possible for our people to be the best fed nation
in the world. ks

The AFL-CIO not only urges the extension of this program, but strongly rec-
ommends the authorization of $9,000,000 for fiscal 1969 be substantially increased.

ALCOHOLISM AND DRUG ADDICTION

Te Alcohol and Narcotic Addict Rehabilitation Amendments in H.R. 15758
represent a meritorious effort to cope with two insidious and destructive behavior
problems. An estimated 80 percent of the mnation’s five million alcoholics are
living with their families, holding—or tryng to hold—some kind of job, and
trying to maintain a place in the community. The cost of their alcoholism ‘to
American industry is an estimated $2 billion a year-as-a result of absenteeism,
Jowered efficiency and medical insurance expenses. The suffering which the
alcoholic inflicts on his family is immeasurable, His community may spend as
much as $100,000 on-an alcoholic and his family during his lifetime. The safety
of the alcoholic, of his family, his coworkers and indeed of the entire community
is endangered by his habit. According to Dr. Daniel P. Moynihan’s recent ad-
visory committee report on traffice safety, made to the Department of Health,
Bducation and Welfare last February, as much as every tenth car encountered
on the road may be driven by an alcoholic. Problem drinking is cited-as a factor
in at least 30 percent of the more than 40,000 motor vehicle deaths oceurring
annually. :

The alcoholism provisions in H.R. 157583 would authorize a two-year grant
program building, staffing and eperating facilities for preventing and treating
alcoholism, using the same types of mechanisms as provided in the Mental Health
Center Act. The local centers which this legislation will provide will aid the
working alcoholic, replacing the neglect and abuse which in the past resulted all
too often in his eventual destruction. It will also aid the less than ten percent
of all alcoholics who are the homeless men and women, the so-called Skid Row
inhabitants, hopefully putting an end to the revolving-door cycle of arrest-jail-
release-drunkenness and arrest again.

We very definitely endorse this effort to fight the disease of alcoholism with the
humane and intelligent treatment that is required.

The Narcotic Addict Rehabilitation provisions of H.R. 15758 extend and make
the very logical placement of -narcotic addict rehabilitation activities in the
mental health centers authorized under the Community Mental Health Centers
‘Act. To enable the centers to.absorb their new responsibility the new legislation
would authorize a two-year grant program for construction, staffing, operation,
and maintenance of new facilities and for training of the necessary personnel.
Drug addiction as a symptom of mental illness has been recognized officially in
the two-year-old Narcotic Addict Rehabilitation Act. As with the alcoholic, the
drug addict is a hazard to his family and community as well as to himself.

The need for providing treatment and rehabilitation is apparent when we con-
sider the 40 percent increase in the number of narcotic addicts recorded by the
Bureau of Narcotics during the past ten years. Our concern over the drug addic-
tion problem is also due in no small part to the fact that drug abuse is a behav-
joral illness of the nation’s great labor centers. More than half the addicts re-
corded by the U.S. Bureau of Narcotics are residents of New York State. Cali-
fornia, Illinois, New Jersey, and Michigan, have a larger proportion of addicts
than other states.

‘While the number of centers providing treatment for addicts is small, the num-
‘ber of addicts increases. Providing this treatment in facilities which are part of
the complex of the community mental health centers, gets treatment to persons
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who need it in places where they can get to it, and allows for efficient use of exist-
.ing facilities. Psychological dependence, if not addiction, ig a_problem for younger
people today. There are other dangerous. drugs in addition to narcoties as this
committee knows. . . R . - . :
* . We hope.the committee will report favorably this program. . ‘ PR
- We believe this legislation, will stand as a model.which the States may use in
developing and modifying their own legislation concerning treatment of drug
addicts and alcoholics and organization of-medical services. It includes incentives
and agsistance from -which each state can benefit in assuring that the medical

needs of its citizens are met. . e . i NSRS
Most certainly the Federal influence in.the advancement of medical knowledge
and in the application of that -advancement for the benefit.of all citizens:-should

continue. In the past, much of this influence took the form only of financial
assistance to various State.programs. Today this influence also assumes the form
of ‘acting as. a.clearinghouse -and disseminator of medical information and tech-
niques developed and tested by those who are closest to the problems.

We trust that approval of H,R. 15758 by this committee will indicate a con-
tinued willingness to maintain Federal support of public health programs to the
highest degree possible. We urge your favorable consideration of H.R. 15758. :

Mr. Roeers, Thank you, Mr. Fair, for an excellent statement, and T
am impressed particularly with some facts you gave on migrant health
problems. I am very interested in it and have been since helping to
write the original legislation. _ S

As a matter of fact, I was concerned with health, where we. give
block grants to the State. It was the thinking of the Bureau of the
Budget that, at first, they would not continue migrant health as a sepa-
rate program: But, as a result of the interest some of us have shown—I

~introduced a bill for continuation for 3 years of this program—we.
have gotten them to go along with a 2-year éxtension. ' .

We appreciate your support on this. I think it is a very necessary
program. And we appreciate very much your testimony.

~Dr. Carter? ;

Mr. Carrer. Ihaveno questions. , ,

Mr. Fa1r. Thank you, Mr. Chairman. : : :

Mr. Roeers. Our next witness is David J. Pittman, director,: the
Social Science Institute, and professor of sociology, Washington Uni-
versity, St. Louis, Mo. . ; o

STATEMENT OF DAVID J. PITTMAN, PH. D., DIRECTOR, THE SOCIAL
SCIENCE INSTITUTE, AND PROFESSOR OF SOCIOLOGY, WASHING-
TON UNIVERSITY, ST. LOUIS, MO. e :

‘Mr. Prrrvaw. Tt is a pleasure to be here, and I have a statement that
can be entered intothe record. ‘ :
Mr. Rocers. Without objection, the formal statement will be made
part of the record following your remarks. :
Mr. Prrrman. The part I would like to bring to the attention of th
committee is in reference to the recent court decisions. T have for 10
years served as a consultant to the St. Louis Metropolitan Police
Department, as well as consultant to the President’s Commission on
Law Enforcement and the Administration of Justice, which recom-
mended that communities should establish detoxification centers to
remove the offenders from jail, the so-called “revolving door” process.
The first detoxification center in North America was in St. Louis,
Mo., and this was under the aegis of the St. Louis Metropolitan Police
- Department, a Catholic nursing order, and Washington University’s
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social écietice institute. The center has been in operation for 17 months
and has become a. model for the whole Nation. The results thus far
‘have surpassed all expectations on the firgt followup studies of patients
going through the center, who are from the homeless and lower income
‘group. Twenty-one percent are abstinent at the end of 3 months.
Mr. Rocirs. T'wenty-one are what ? Fo o
Mr. Prrrman. Twenty-one percent are abstinent for 3 months.
Mr. Rocers. That is excellent. v S Co
~ Mr. Prrrmax. This was far beyond any expectancy that any of us
had concerning that particular program. o
"Mr. Rocers. How long has this been going on ? : e
~ Mr. Prrrman. For 17 months. In fact, the results were so good that
in October 1967 the St. Louis Board of Aldermen unanimously passed
a new statute governing public intoxification in that city, without
any court pressure being needed. R o
" The essence of the statute is that chronic alcoholism’is & _positive
defense to the charge of public intoxification. However, very few such
cases find their 'way to the court anymore; as they are handled in
the detoxification center. N i
The. 30-bed facility is a cooperative effort. The Department of
Justice helped on this, and the. Missouri State Legislature appro-
priated $150,000 for this work; the St. Louis Board of Police Com-
missioners, with the approval of the board of apportionment in the
city, has appropriated somewhere close to $150,000 for the city of
St. Louis. : oo - i A R TR IO
The detoxification center in St. T.ouis handles approximately 80
percent, of all “drunk on street” cases and graphically demonstrates

what a community can do when it is. willing to move on this major
problem. I think the unique aspect is that Federal, State, and local
cooperation has been brought to bear in'terms of providing a facility
“from seratch,” soto speak, and we have been deeply appreciative of
t}i}fe support of press, radio, and community organizations in these
efforts. T a
 Now, I would like to.indicate, in terms of the Federal Government
action in alcoholism and particularly in reference to this bill, that the
bill is not as specific as it should be in terms of noting that detoxifica-
tion facilities or emergency ‘care facilities, or resources, should be eli-
gible for construction grants as well as providing for' staff, operation,
and maintenance grants. Unless these emergency  facilities are pro-
vided to intervene rapidly into the treatment of these individuals,
~we will continue to see a sizable proportion of alcoholics who do not
~have full access to treatment. o R R
Unfortunately, a sizable portion of general hospitals and .com-
munity mental health centers do mot provide, or are unwilling to
provide, emergency care for chronic alcoholics. This was the case
in St. Louis, as well as other cities, which have now pioneered in emer-
iﬁzenchyf care facilities, such as Des Moines, Washington, D.C., and so
~ Therefore, T respectfully request that the subcommittee give con-
sideration to making emergency detoxification facilities eligible for
support under this act. The recovery rate can be much higher than
was anticipated if treatment is immediately brought to bear, and this is
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reflected in the case of the city of St. Louis. This is a manageable
problem. » '

1 would like to close by indicating that we who have been involved
in the alcoholism movement for the last few years are deeply apprecia-

tive of the interest of the Congress of the United States in reference
“to this particular problem which has been ignored for so long.
Thank you. ‘
(Mr. Pittman’s prepared statement follows :)

STATEMENT oF DavID J. Prrt™AN, PH. D., EXECUTIVE VICE CHAIRMAN, GOVERNOR

-~ HEARNES’ ADVISORY COMMITTEE ON ALCOHOLISM, STATE OF MISSOUEL, PAST
PRESIDENT, NORTH AMERICAN- ASSOCIATION OF ALcOHOLISM PROGRAMS, DIRECTOR,
SOCIAL SCIENCE INSTITUTE, AND PROFESSOR OF Socrorocy, WASHINGTON UNIVER-
SITY :

It is indeed a pleasure to testify in support of HR 15758, Title IIL, ‘Part A,
‘“The Alcoholism Rehabilitation Act of 1968.” The introduction of this Bill by the
- eminent Chairman of the Committee, Mr. Harley O. Staggers of West Virginia,

is indeed a forward looking and progressive step in copying with one of Amer-
ica’s most neglected heglth probléms. One of the most neglected areas of health
care in American society today is the provision of treatment facilities for the
alcoholic. The presence :of around- six million alcoholics in the United States
-makes this one of the nation’s foremost medical and social problems, but an
equally salient fact is that the expansion of‘treatment facilities and resources has
lagged far behind the growth of the alcoholistn problem. Title III, Part A, of
this -Bill would be a major step forward in providing increased resources to
meeting this complex problem.

As the foriner president of the North American Association of Alcoholism
Programs and as the Executive Vice Chairman of the Governor’s Council on
Alcoholism in Missouri, I am keenly aware of the desperate need for increased
federal involvement in providing resources for coping with aleoholism to supple-
ment the increasing efforts by state and local authorities, both private and publie.

. The United Statés remains one of the few countries in the Western world
without an enacted legislative program of  alcoholism control at the national
‘level. National alcoholisim programs now exist in. both Western and Eastern
European countries and have had a major impact in ameliorating this problem.
Therefore, it is a heartening sign to see the Congress of the United States con-
_cerned with this major problem. ! .

RECENT COURT DECISIONS

. Recent United States Courts of Appeals decisions in Virginia and the District
of Columbia have ruled that chronie aleoholism may be used a8 a positive defenge
to the charge of publi¢ intoxication. This change in legal interpretation must be
placed against the backdrop of the fact that in 1966 about one-third of all arrests
made by American pelice was for public intoxication violations.

New Medical and social approaches will have to be mounted in American com-
munities. As the President’s Commission of Law Enforcement and Administration

of Justice ‘Tecommended, communities should establish civil detoxification cen-
- ters to remove the chromnic “drunkenness offenders frem -the status degrading
process of arrest, jailing, and re-arrest, which in an earlier work I termed the
“revolving door process.”

It is indeed a source of pride to note that the first Detoxification Center in
North America to systematically remove chronic alcoholics (whose only offense is
public intoxication) from'the jails is in St. Leuis, Missouri. The Detoxification
Center is an undertaking of the St. Louis Metropolitan Police Department, under
the leadership of a most able past president, Col. Edward L. Dowd, along with
the cooperation of the Sisters of St. Mary’s and the Social Science Institute of
Washington University. This Detoxification Center in St. Louis in the 17
. monthy of its eperation has become a model for the whole nation, and the results -
thus far obtained have far surpassed our expectations—approximately 21 per
cent of the chronic inebriates being abstinent when interviewed in the com-
munity three months aftertreatment. . '
. In October; 1967, the St. Louis Board of Aldermen unanimously passed a new

statute governing public intoxication in our city without any“court pressure
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: Being‘neéded. The essence of our new statute /is Vtha‘t chronic alcoholism is a
positive-defense to a charge of public intoxication. However, very few cases of

public intoxication invelving chronic alcoholics find their way to the court -

‘any more as they are handled in the major medical facility or Detoxification
Cetiter. This thirty-bed fac1hty is supported in a cooperative endeavor of
federal, state, and local agencies. The federal government, through the Office
of Law Enforcement. Assistance in the Department of Justice, prOV1ded the
original grant; the Missouri State Legislature in its recent special session just
concluded this month appropmated $150,000 for the partial support of ‘detoxifica-
tion centers in our major urban centers of St. Louis, Kansas City, and Spring-
ﬁe]d and the 8t. Louis Board of Police Commissioners has appropriated mu-

melpal funds with the approval of the Board of Apportionment and Estimate.:

The Detoxification Center now handles approximately 80 per cent of all “drunk

on street” cases in St. Louis and graphically demonstrates what a community
can do when it is willing to move on this major problem. The goal of our state

and municipal agencies and  their personnel is the total removal of:chronic -

alcoholies whote only offense is public intoxification from the jail cells of
America. I would like to note for the Committee that the support of the press,
television, radio, and community organizations has been completely behind these
new actlons to remove chronic al¢oholics from the Judlclal process to the medical,
rehabilitation, and social context.

. On March 7, 1968, the Supreme Court of the United States heard arguments

“on the Powell vs Texas case, and .the Court has béen:asked to rule on-the con-
stitutionality of the public intoxication statute’s use in cases involving Chromc
aleoholies. It -is ‘expected. that the Court will rule that chronic alcoholism is a

positive defense to charges of ‘public intoxication: and that these individuals
are mot to be lncarcerwted but.must receive medical and social treatment. Thus,

there will be a crisis in ‘treatment resources unless bold and imaginative steps
~are taken by local communities now.
But the tragedy is that the implementation of court deasi(ms with new pro-
grams and facilities has been o difficult to obtam——mdiwduals are still dying
in jailcells of America from chronic alcoholism. :

FEDERAL GOVERNMENT ACTION

But for local and state mitlatwe to be successful 1n combatting thlS mamr

health problem there must be miore vigorous leadership shown at the federal
level. Past efforts to cope with -alcoholism on the national level have been
fragmentary and. do not represent a hational attack en ‘alcoholism.

‘Last year the Federal Government spent only eleveh: million  dollars on
alcoholism control. This miserly expenditure of funds on a national problem of
great importance occurs despite the fact that over one-third of the arrests in
America are for public intoxication, despite the fact that 40 to 50 per cent of all
fatal traffic accidents involve chronic alcoholics or heavy drinkers, and despite
the fact that hundreds of Amemcans die needlessly in jail cells from the effeets
of chronic alcohplism.

This Bill should be more specific in noting that detoxification famlltles or
emergeney careé resources should be eligible for. construction grants as well as

staff, operation, and maintenance grants. Unless these emergency. facilities are

provided; we will continue:to see a sizeable proportion of: -alcohelics “who -do not
“have full access to medical and social care. Unfortunately, a sizeable proportion
,of general hospitals and cominunity mental health centers do not provide, or
are unwilling to provide, emergency detoxification care for chronic alocholies.

4

“This was the. case in St. Louis a¢ well as in'many other eities, such as Des .

-Moines," Washmgton and Denver, where new detoxification centers have been
established to care for the homeless, chronic: inebriate population. Therefore, I
“respectfully request that the Subcommittee give consideration-to maklng emer-
‘gency detoxification facilities ehglble for support under this Act.

In the last four years in connection with the North American Assocmtlon of -

Alcoholism Programs, I have traveled from coast to coast, from border to border,
and I can assure the members of this Committee that there is a ground swell
of support for the enactment of systematic federal legislation to aid the states
and the municipalities in coping with this major medical and social problem. I

am sure that the people of America are wholeheartedly in support of vigorous -
federal action- for alcoholism rehablhtahon -control, and: ‘eventual - prevention

of this major health pmblem ,
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Mr. Roerrs. Thank you very much, Dr: Pittman. It is a very inter-
‘esting statement. = R A SUER SN R R L

_ Mr. Nelsen? . ' o

. Mr. Nprsex. No questions, except to comment that the success you
have had is outstanding, and it would indicate the merit of the bills
_ Mr.Rocers. Dr, Carter? ...

~ Mr. Carrer. Certainly we realize-the great problem that alcoholics
present’ to our eountry,-and I want to" c‘dmm’fé’n‘d“ydu ‘on your efforts

~n this direction. I support the part of this bill for the treatment of

‘¢hronic alcoholism,

_ There is one thing that interests me, iof; ,ééﬁirs‘e{:;Aé- y\@u state, éqme
of the courts have:held ‘that ‘chronic alcoholism 1§"Vand,efense‘gg@7nils,t ,

arrest for intoxication.
How are y

_ o going to manage acute alcoholics who are on the
streets and who are some danger to the public? How will you take
care of them? i T B S R R
~ Mr. Prrrman. 'The procedurs we have developed in' cooperation
‘with the police and the district attorney’s. office, as in the case:of an
accident vietim, or a coronary case that may collapse on the street,
is taking the individual to the medical facility for treatment. =
~'The law as it is revised does not' remove the aﬁtﬁstiﬂ% process_for
public intoxication. The determination comes in a court hearing, But,
riefly speaking, anyone brought by the:police to the detoxification
center has-a summens left with him, Tf he undergoes the treatment, -
then the summons is canceled, and that is the end of that particular
episode. , T o
pThere is a volunteer program, and the ultimate sanctioning, of
‘course, is in the statute itself. If the individual goes to court, he can
plead chronic ‘alcoholism and under the statute certain options are
open to the judge, that is, a voluntary referral to a private doctor or
a psychiatrist: The compulsory sentence in the workhouse is still
there for the nonalcoholic. o0 v 0 o
- Mr. Carter. A compulsory sentence e workhouse?. I hardly
see how that would be possible for such anoffense.. -~ . -, S
- But (ého»w are you going-to handle the intoxicated people on' the
streets? : LA s
_ Mr. Prrrman. We have had a training program for 10 years on
how to handle the chronic alcoholic. It is not a very difficult matter.
The police officers have had intensive experience in terms of handling
these individuals; and in ‘our experience it has not resulted in any
violent episode. = R SN SR G R
- Mr. CarTer. ‘Describe the method of handling them. = - - i
. Mr. Prrrmax. Well, actually, the officer; when he sees the intoxi-
cated person on the street, asks him to go along with him to the

_center. The minimal degree of force is used, .- o o
- There is no handcuffing, no use of extreme measures. The talking pro-
cedure is used first, and it has not been necessary to restrain any of the
individuals. It may be necessary very rarely for two officers to take
an individual to the center, = : R i
~ Mr. Carrer. Where are they taken, then? = .. . . o
Mr. Prrruan. They are taken to the St. Mary’s Infirmary, which is
-2 30-bed facility with 24-hour service and a hospital staft. L
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‘Mr. Carrer. You have treatment facilities there for one who has
delirium tremens?

“Mr. Prervan. Yes. There have been few cases of delirium tremens.
They are brought immediately into treatment, and care is provided so
that there is rapid recovery. ' : L

Mr. CarrER. Sometimes even with the best treatment we see this.
If you see many alcoholics, you will see delirium tremens. There is no
question about that, and it does take a great deal of care and atten-
tion, and there is the problem of how to apprehend promptly those who
are in this state as a result of the ingestion of alcohol. That is a
problem. P '

Mr. Prrrmax. I think your point is well made. It is a matter of
training on the part of the police, the nurses, and so forth. This can be
reduced to a minimum. '

Mr. Rocers. T am interested in how your detoxification center works.
What is your budget, or do you have it here? e

Mr. Prrruan. I would be glad to send the whole exhibit to the
committee for the record. But, briefly, approximately $350,000 yearly.
(The following information was received by the committee:)

~ U.S. DEPARTMENT OF JUSTICE, OFFICE OF LAW ENFORCEMENT ASSISTANCE
GRANT ADJUSTMENT NOTICE = o

Grantee: St. Louis Metropolitan Police Department (Grant No. 284-(8-093) ).

Title of project: St. Louis Detoxification Diagnostic and Evaluation Center
(Adjustment No. 1). !

Nature of adjustment: Bidget Change (Date, 2-20-68).

To grantee: Pursuant to your request of February 19, 1968, the following
change, amendment, or adjustment in the above grant project is approved, sub-
ject to such conditions or limitations as.may be set forth below: ..

. ) : ) DANIEL L. SKOLER,
Deputy Director, Office.of Law Enforcement Assistance.

. Approval of the attached revised project budget for the project, with changes
as follows: : : -

"~ Dec.1, 1967, to Nov. 30, 1968

e - Original # e Revised
- .. approved ...Change budget
. S . budget i

Personnel:: ... RN B s LSAE aiioioait $79,850 - —$21,668 $58,182
Supplies-and communications. .. ccswseovenaaien e s 43,181 3,151
ther: . . . : : : : :
Space rental (St. Mary’s Infirmary)_ +8,107 . 8,107
Food (patients)__..--. - 49,635 . 29,635
< Laundry. oo oliooololll -+525° 525
Emergency patient fund_. ~+250 250
Total aWard . oo iiemmeemmmmemmeeesieaae 79, 850 0 79, 850
263, 402 +4-47 263, 449

Grantee contribution
B 1| R ISP 343,252 oo ooieia-o 343,299
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DEPARTA £ v i N ]
U. S! A"I"AW ORCE s APPLICATION FOR GRANT
FICE OF . CEVE :
; ASSSTANCE Faeo 3
oject Pudget )
D’Comp!c:c Project Period from ._December 1, 1867

November 30, 1968

[J Fiest Year Oaly (projects exceeding 16 months) Through
; : * Annual Requested” ! R (:15},;:,-\:'1 :
s and Consultants) Sdlary b Toul
See Continuation Sheet
(2f Conzuitanis (st by individual or type) Fee
éifremen, ete. (employess only)

[ORIES

R

S58,.107]

—-See Continuation Sheet

B. Travel (Transporiation and Subsistence) (Iteimize)

None

S = ]

ons and Reproductior, (Ttemize)

C. Supplics, C

- See Continuation Sheet :

3351

1. Other (Equigiment, Miscellanco s nd Tndireet Cos! ) (Ilc'm.'c)

ad. (Sum of ,:.:c,gun.

choution (Page 201 oz 1o )
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_ [Continuation sheet—p. 3, item cl.. -

te s ... Requested - Police - Police
Total of OLEA . Department . . Department
annual  (Jan. 1,1968- - contribution .~ contribution .
cost ‘Mar. 31, 1968) (Apr.-1, 1968~ for December
- coooooi - :Nov.30,1968) . 1967 -

©. Supplies, ¢ ications, and repr f : : : : i
1. Office (pencils, paper, etC.). ... to oo onie -0 $500. : $125 .« ., :$333. $42 ;.
2. Telephone (local and long tance), tele TR ‘ . L RS

graph, postage. .- j 1,000 - 250 ° 83,
. 3. ‘Medical supplies and:me SFSRIR O A S LR IRL g
.o treatment)_.:. ... L S il = e S E i gt ...10,000% . 2,500 830
4. Replacement of sheets (6 sheets per bed, per ryn g 7 %
year equals 180 at $3.28 each)... .- 591 148 49
'5.Replacement -of pillow cases (6 pillow cases' i PR PN A L <}
i perhed, per year equals 180.at $0.78 each)_ - .- ML o 88 120
. '6. Replacement of towels (50 dozen at $4.90 per ) . ) o .
S 1 S S [RERED 71 SR ) IR 207
7. Replacementof wash cloths (50°dozen at $1.35. - Y SN LPRE IR N SRR E R
o PRE (OZENY, L o n o ims st e S8 T 45 o8
8. Laundry saap (46 pounds per mi nth at $0.11 . ey : Fi
Ce e poundL Ll sl it (REYH L L A R
Totale o oo e emm i amm e oo 012,606 18,181y, 8,408 ... 1,047

* [Continuation sheet—p. 3, itém D]

D. Other.Cequipment, miscellaneous;and. indirect costs):
1. Rental for 3d and 2d floors at St. Mary's In-
. firmary - (19,074 ‘square feet, utilities, 30 :
beds and: bedding, hospital furniture) at ... o oo : R R TR : [t
$1.70 a square foot .- ooonoooecoaoooe . §32,462 $8,107 $21,617 .. ., $2,702.
2. Food for high protein meals (based upon a ’ ) ’ s
food cost of $4.05 per patient, per day, and’

' an average daily patient population of 26)... 38,540 963 . 25693 3,212
3. Laupdry (a . fixed flat fee to be paid on a el ) s : s
““monthly basis at $175.18 per month)_._...- 2,000 1 525 1,402 A VD
4. Emergency’patient fundt_ . b daa 1,000 oo is500 1667 .83
5. Insurance—For _payment 'of. comprehensive G AR T s
general liability and hospital professional T e
: insurance. .. B ot o 2,000 . Co T 2,000 0 "0
R, (S EEOM R s i 76,068 8,517 1y BLI9L s 6 112
- 4 T 7 YT T i T T Ty T
: 1The emergency patient fund of $1,000 is saryito provide indigent al holics with bus fare for.employment inter-

views and housing arrangements. These.moneys will insure tra-nspgrtﬁipn of the indigent to the other agencies of referraj

which, are part of the rehabilitation program. 1t also provid s for temporary foo and,logigi’n%_ thile the indigent is gwaiti,ng
employment andjor his first 'paycheck, o admission‘to another helping referral agenty. This furid, likewise, will cover.
other necessary minor expenditures of the indigent. ORI R AR E R A P b Dyt

APPLICATION FOE GRANT
 BUDGET NARRATIVE; N DI TCSIRAL ¢ AL 4

Begin below and'add as many conitinuation pages ("4a,'4b, ete.) as'may be needed -
to complete the required justificaiton and explanation of the project: budget.

A. PERSONNEL  (EMPLOYEES AND,QQNSULTANTS}‘,

1. BEmployees.—The budget of this application indicates that a ‘total of . forty-
seven. (47) people, excluding medical students, will be involved in the opération,
‘and administration of the St. Louis Detoxification Center. During the period, of
December 24, 1967 through March 31, 1968, OLEA funds will provide for the'
employment of : two (2} Registered Nurses, fivé '(5) ' Licensed Practical Nurses,
eleven (11) ‘Attendants (one on a half-time basis); the Medical Students, the
Secretary, and the Housekeeper. .

1t is to be noted that during the period of J anuary 26, 1968 through February
9, 1968, OLEA funds may have to be used for the salary of two Secretaries, and
this revised budget includes the funds necessary to cover this situation. The Secre-
tary is terminating employment on January 26, 1968. The replacement Secretary,
if obtained, will start employment .on January 26,1968 to provide for a one day
“preak in” period. Thus, the payroll may include two Secretaries during the period
of January 28, 1968 through February 9, 1968. '
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During the eight month period of April 1, 1968 through‘No%rember 30, 1968, k

OLEA funds will provide for the employment of five (5) Licensed Practical N urses.
and four (4) Attendants (oneon a half-time basis). .- &
During the seven month beriod of December 1, 1967 through June 30, 1968, the
State of Missouri will assume the payment of salaries by placing the following
positions on its payroll: Medical Director, Assistant Medical Director, Chief
Social Worker, Staff Social Worker, and one (1) Registered Nurse. In addition to
these positions, the State of Missouri will also assume the payment of salaries
. during the five inonth period of July 1, 1968 through November 80, 1968, for the
following Dositions: two (2) Registered Nurses and three (3) Attendants.

The.St. Louis Metropolitan Police Department assumed the ‘Detoxification Cen-
ter payroll cost as a grantee contribution for the period of December 1, 1967
through December 23, 1967. ) L :

During the three month period of April 1, 1968 through June 30, 1968, the St,
Louis Metropolitan Police Department will provide funds for the employment of
the following positions: two (2) Registered Nurses, seven (7) Attendants, the
Medical Students, Secretary, Housekeeper, and the consulting Psychiatrist,

During the five month period. of J uly 1, 1968, through Novembei 30, 1968, the
St. Louis Metropolitan Police Department will provide funds for the employment:
of the following positions: four (4) Attendants, the Medical Students, Secretary,
Housekeeper, and the consulting Psychiatrist. ;

The St. Louis Metropolitan Police Department will contribute the services of
eight (8) Planning and Research Division personnel and the services of David
J. Pittman, Ph. D., Consultant. The Sisters of St. Mary will contribute the sery-
ices of eleven (11) St. Mary’s Infirmary personnel. L X L

2. Consultants.—The Medical Director (Project Co-Director) and ‘the Project
Co-Director from the St. Louis Police Department will have available to them,
on an as-needed basis, the consultation of two recognized experts in the fiel . dof
alcoholism and alcoholism ‘treatment. Thege experts, David J, Pittman, Ph. D.,
Director of the Social Science Institute of Washington,University, St. Louis, and
Laura E. Root, M.S.W., Director of the Alcoholism Education Program of the
Social Science Institute of Washington University, St. Louis, will provide guid-
ance to insure the proper operation and administration of the Center.,

3. FICA, Retirement, etc. FICA costs have been calculated at 4.49% of the total
salaries requested of OLEA. : ‘

Workmen’s (Eompensat'in has begp estimated according to' the ratpg that cur- -

Employees is multiplied by a rate of 28%. The total salary of the Other (9040)
Employees, wﬁﬁh includes only the housekeeper, i mnultiplied by:a rate of 1.28;,.
These two products are then Multiplied by wn expetience credit of 74% for hos.
pitals operated by the Sisters of St. Mary. . ; :
Mr. Roarrs. This is a 30-bed facility ?
Mr. Prrrman. Yes. . »

Mzr. Rocers. How many people do you take care of a year?

Mr. Preryan. In the fipst 12 mmtl%ﬁ of operation, about 1,400 per-
sons were sent: through the center. This is about 80 jpercent of the
“drunk on street” cases, :

Mr. Rocers. What is the staffing of this center ? i

Mr. Prremax. It involves two physicians, one psychiatrist, and a.
consultant, one psychiatric resident, and a full complement of staff,
approximately five nurses.

Ir. Roaers. You operate on a 24-hour basis?

Mr. Prrrman. Yes, full medical coverage, 24 hours a day.

Mr. Roerrs. All the patients brought in are kept in bed? In other
words, do you do any, in effect, outpatient treatment ?

I Prrrvan. Immediately, they enter into the acute treatment
phase, which Dr. Carter was mentioning, in which delirium tremens
or hallucinations are treated, and then they are moved to the ambula-
tory part of the unit in which a group of social workers attempts to-
make a plan with the individual, in terms of aftercare, to utilize mental
health resources in the community.

“an
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One of the major deficiencies are the transitional resources, or the
halfway houses, or the facilities that are involved in the third part of
"H.R. 15758. But the social workers attempt to make a plan for out-
patient care, referral to other agencies for more intensive care or long-
term care in the State hospital, and so forth. i . -
An emergency diagnostic center might be another way of putting it.
~ Mr. Rocers. So they can then be referved from there if they need
long-term care? 5 o E : o
‘Mr, Prrrman. Yes. S Wi i \ o
- Mr. Rocers: Do you have any difficulty in getting them into long-
term care? : , e
My, Prervan. Yes, sir. We have had extreme difficulty in getting
long-term care for some of these patients because they are at the bottom
of the economic ladder, and their conditiohs are extremely complex. -
But that has improved dramatically since the State division of mental -
health has become involved in this particular projeet. Their facilities
are now available. , . S e
Mr. Rocers. Could you give me a typical case that is brought in? -
How long would he stay in emergency R g e 3
Mr. Prrrman. Approximately 24 to 48 hours in the emergency unit,
approximately 4 to 6 days in the ambulatory part. By LT =
“FMr. Rocexs. Did T understand you to say this is voluntary ¢ -

_ Mr. Prrryax. No, it is run by the police, so it is not voluntary. It
1.1@5,1; taken the place of the drunk tank. Instead of taking people to the

° Mr. Rocrrs. Instead of that you bring them here, so it is not really

volintary, then. EE s : i '
Mr. Prrrman. No. o L

Mr. Rocers. Suppose they wereto leave?

Mr. PIWMAN.,% i

[ they leave against medical advice, the procedure
_is presently no prosecution of the summeons. In other words, if they
' then we ‘émphasi‘ze the ’V()ltlﬁ’tary aspéct 'thin_bhé: pohée

edure. R N A e i
Vir L}}%@@mﬁ, So there is nothing to compel them, then, but if they
go through this gmcedum, the ease is hot——— s s
M. Prerara. Not heatd in court. e i e T
© Mr. Rocrrs. Is there any procedure where you wait until there is
a clearance given by the doctor and then dismiss the case?
Mr. Prromax. If they remain in the centef, the summons is au
matically canceled. e R R
Mr. Rogrrs. Suppose they leave. Would the case be prosecuted?
Mr. Prrrmax. It could be, but it isnot. - St
Mr. Rocers. As amatter of fact, you don’t.
Mr. Prrevan. No; we don’t. e T
Mr. Rogers. Is this tied in with a community health center?
Mr. Preruax. Originally, it was not, and it was necessary to ener-
gize the community mental health center to become involved. It is now
partially supported by the State division of mental diseases in Mis-
~ souri, and this required the mobilization of community eoncern.
~ We had originally hoped these people would be treated in commu-
nity mental health centers. it e
Mr. Roaers. Is there any reason why community mental health cen-
ters could not undertake this treatment? R ‘ -

O0-
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Mr. Prremax. There is no reason they should not if they have the
desire, motivation, and willingness to do 1t. SEEL v e b
Mr. Rocers. What do you estimate the population of the aleoholics
in the area served by this center to be? | L SHETRS S e
 Mr. Prrrman, In the city, we carry an estimate of approximately
50,000 alcoholics, of which approximately. 5,000 to 6,000 would fall
into this area. Most. alcoholics are not police cases. .~ - R
Mr. Roanrs. Can someone come in for voluntary treatment?
Mr. Prrrvaxw. Not to this facility, but we have the community nien-
tal health center unit, -and they are referred to them.: . . ... o
Mr. Roeurs. Are the 30 beds sufficient to serve the population? .
- Mr. Prermax. . No, sir., We, Lave had great financial problems in the
sense of slowly: but surely. increasing from 24 to 30 ‘beds; and we feel:
that approxi: aately, 36 to 40 beds will cover it.. . 1, g
- Mr. Rogers. That would be about, -correct: for this
5,000 or 6,000 patientsthat you feel arechronic? . :

- Mr. Prrrmax, Yes. ’ : E
- :Mr. Rocers, What would that ultimatecost be? Fosd i,
Mr. Prrrvan. Approximately $400,000 is the estimate, . -

- Mr. Roeers, What isthe overall population of St; Louis? -
Mr. PITTMAN;‘)?O0,000’in‘St.-‘LduiSfGityf‘ e e
Mr. Roeers. If you would let. us have 5 complete breakdown, it would

be helptul to the committee, . . . ... . |
Mr.‘PﬂmAg;Iwﬂl.begl,adgtbdb;fth@t;,»~;.f. ke e sl 0 o e )
(The following document was received by the committee :) e b
PRELIMINARY EVATUATION REPORT 67 “Tm $1. Lovts DETOXIB‘ICATION Draaxogtic.
» AND EVALUATION CENTER” e ;

INFRODUOTION ;

~The 'St Lowis Detoxification Coiiter K -been’in’ opertitiol since'November18,
1966 under funds provided by.Grant No, 93 from, the Office of Law Enforcement: - .

Sgistance Act.;the follmmg»isxarprelimiinarx'v‘evalua«tsi;onr%‘f;.x me of the results; -
achieved in the; initial period of ‘this operation. The underlying philgsophy of
the Center is a humanitarian theme which acknowledges that the ‘alcoholic’ -
offender is ‘a siﬁkf.?.indi"viduafl‘.whoi‘invélunmrﬂyidi'épfﬁyfsi the symiptoms of* his
disease. It has long been recognized that.the “revolving-door? Pprocess of arrest,.
incarceration, release, and rearrest has no :rehabilitative; effect ,u,pqn}the::ipdi-
vidual. Rather than achieving rehabilitation, this process. gausedjfm;ther harm:
angib suffering t6 those individualy whoni'we might’ term’ ‘the chronic police 'case
inebriate, SR gt wiaiiens by R ST R S P S RSN SR (AN

/The Detoxification Center is a. major forward-looking step in eliminatingthe
“revolving door” process. It effectively removes thege individuals from the .
criminal process and places them; in the context of a medical, social and psycho-
logical’ treatmernt miliew. The ‘results reported.’ below, although - prelimingry,
demonstrate -explicitly that the Certer has been suceessful in both: goals. In
addition to these long range. goals, -there exists a- knowledge that “eriminally
processing these individuals is a time consuming procedure which creates a heavy
“burden not only on law enforcement, but. upon the courts and correctional sys-
tems ag well. ¢ T oL T O R ek \

- In terms of both the grant stipulations and ‘the .continned impact of the socio-
legal reform movement in thig area, a comprehensive evaluation of the Center
is being carried out. The evaluation ean be dichotomized into the following cate-
gories. The macro-social ‘category deals Wwith the impact of the Center’s operation
on those agencies and institutions traditionally endowed ‘with the responsibility
for dealing Wwiththis social problem. This section will consist of a simple: cost
accounting procedure to weigh the costs of ‘the treatment program against the
costs of the continuance of the old criminal process system, Tangible gains
would be in the formof patrol time saved; reduced clerical operations, adminis-
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trative efficiency and the reduction of supplies and other resources consumed in
support of the criminal processing of these individuals. These savings on the
part of the affected agencies and institutions, rather than reflecting budgetary
excesses are in fact merely “paper economies” which show what proportion of
their present resources may be reallocated to the other pressing problems in our
society. ) : :

This report leaves aside the first category of the evaluation and focuses on the
infra-social level of analysis. The clinical evaluation of the patient population
for both before and after treatment gives the positive side of what can and has
been accomplished by treating the revolying door chronic inebriate. As a demon-
stration project, the Center has been a pioneering effort, particularly in terms
of its sponsorship under the St. Louis Metropolitan Police Department. It is not,
however, a demonstration in the sense that it is an untried or untested idea.
This would be tantamount to saying that we need proof that treatment measures
are better than current punitive procedures under the criminal justice system.
There can be no argument that rehabilitation is better than simply punitive
incarceration. It is rather the job of this evaluation to show how much better
and in what ways our resources can be better utilized in dealing with the chronic
police case inebriate. ! ! :

THE CENTER IN OPERATION

The first question which must be answered is simply, “Who are these people
whom we are treating?”’ Since the Center opened, until July 1, 1967 there has
been a total of 548 admissions. A profile of this group ‘demonstrates that we
are indeed treating the chronic police case inebriate. Some of the indices which
clearly point this out are the demographic characteristics’ of race, sex, age,
marital status, educational level, income, etc. By comparison, the similarity
between the patient population and the drunkenness offender for the year of
1966 shows high congruence. If we limit ourselves to those individuals who were -
arrested three or more times during the year 1966, the parallels are obvious.

Average l?g%'(;ent Percent ~ Percent . Percent

age ale  femalé  White Negro
1966 arrestees {CIOMIC). - oo woomaemramnonnemnanes 49.4 91 -9 7 ‘ 26
91 9 83 17

Treatment group as of July 1, 1967 __cocoiiomcoaone 48.1

A breakdown of the marital status of the treatment group lends further sup-
port to the idea that we are reaching the target population for whom the Center
was designed.

Treatment group. as of July 1, 1967 Percent
SINGLe o e dink i 40
Divorced - ime—meiemte e ladal D R i 27
MALTIOA e e e e 21
Widowed NN - i A SRR PRI 6
Separated o ool EREGN - 6

A further analysis of the treatment group yields the statistic that per ad-
mission these individuals had an average of 1.6 arrests during the year 1966.
Many individuals have extensive police records, some of whom had in excess
of 100 arrests for public intoxication previous to treatment.

These personal characteristics are highly consistent with the findings of other
studies of the skid row alcoholic or the chronic police case inebriate. The pa-
tients averaged less than an eighth grade education. Approximately 47 percent
of those admitted had an eighth grade education, or less. Only 29 percent en-
tered but did not finish high school, while only 24 percent have an education

‘of high school or beyond. Less than 1 'percent completed college. The average

weekly income of the patients at the time of admission was $48.75. Fully 34
percent were not gainfully employed at the time of admission. Some of these,
however, are receiving income through old age pensions, disability payments,
and very few are on relief rolls.

Not only can it be demonstrated that the Detoxification Center is dealing with
the revolving door inebriate, but is also effectively eliminating the revolving
door process in St. Louis. The Center is drawing from three out of a total
of nine police districts. It serves those districts which accounted for 82 percent

93-453-—68———-17
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of all public drunkenness charges registered in 1966. Below is a table which
shows the arrests for the time the Center has been in operation and the com-
parable period of the previous year.

December January  February. March April May_ June
Arrest totals for previous year (1965-66). 205 162 145 223 221 173 202
Arrest totals while center in operation
(1966-67)_ . ______ . 82 56 64 76 84 75 86
Decrease of {percent)_____ 77T 60 66 56 66 62 57 58

These figures represent the total drunkenness offenses for the entire City. The
foregoing data leave no doubt that the Center is indeed treating the chronic
police case inebriate, for Whom it was intended. . :

EVALUATION OF TREATMENT PROGRAM

Before proceeding with the patient analysis, an over-view of the referral
network and after-care program is bresented. Of the 548 patients admitted as
of July 1 of this year, approximately 7 percent are leaving before the end of
the seven-day treatment. This is a very low percentage considering that the
treatment program is administered on a purely voluntary basis. Another 8 per-
cent of the patients were transferred to various state and city institutions to
continue their physical and mental rehabilitaion. Many in this latter group
without the treatment and diagnostic services of the Center would have suffered
serious consequences, possibly even death due to other complicating diseases:.

The following dispositions can be reported for those who went directly back
into the community after treatment. Approximately 43 percent were found
not to need assistance in employment. Seventeen percent were offered and ac-
cepted referrals for employment. This then is 60 percent of the patient popula-
tion who upon their return to the community had a productive self-supporting
role to fulfill. Fully one-third or 33 percent were offered employment assistance
but refused our help in this area. Many of these people stated they preferred
to “make it on their own.” Another 7 percent were not offered employment assist-
ance. For the most part, this latter ‘group was composed of retired .and/or
disabled persons who received some form of support or were adjudged to be
unemployable.

In the area of housing it was found that 43 percent had a relatively stable
residential setting to return to, another 23 percent were offered and accepted
referrals for living accommodations. This means that approximately 66 percent
of those returning to the community had adequate housing awaiting them.
As in the case with employment, 33 percent refused referrals for housing. Thege
were, in the main, individuals who preferred to return to the more familiar,
though inadequate, accommodations they had in the skid row environment,
-Less than 1 percent left the Center without the benefit of the offer of adequate
‘housing arrangements. ‘

It was anticipated that since we admittedly are dealing with a chronic -

disease, a certain percentage of the patients would return for treatment more
than once. In the more than eight months of operation since the Center has
opened, the readmission rate is presently 28 percent. Seventy-six percent of the
treatment group have been admitted only once. Another 14 percent have two
admissions, while only 10 percent have been admitted more than twice since the
Center opened. Although no eomplete statistics have been compiled to date, there
do seem to be significantly fewer police contacts with the treatment group after
treatment as compared to the arrest rate prior to the opening of the Center. Once
one accepts the chronicity of this disease and is aware of the fact that on the
average our treatment group has been unsuccessfully coping with their alcoholic
problem in excess of 14 years, this readmission rate seems low, particularly in
comparison with the revolving door process prevalent in some other major cities.
The above results indicate the opportunities provided by the Center’s treatment
brogram and referral network.

Tor the most part these individuals are the chronic police case inebriates who
have become “ingtitutionalized.” Their life cycle exhibits not only a dependency
on alcohol but also dependency on the various agencies and institutions of our
society which contribute to the maintenance of their bare existence,

=
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PRELIMINARY CLINICAL EVALUATION

Among those subjects being treated at the Center, a detailed clinical evalua-
tion is being conducted on a sample to determine the rehabilitative gains from
this therapeutic setting. The evaluation consists of a series of before-treatment
characteristics on which each individual studied is rated. Follow-up interviews
are conducted after a minimum period of 90 days from the patients’ first dis-
charge. Three areas are rated by the use of scales which have been developed
specifically for this treatment population. The sealed items are residential accom-
modations, employment and drinking patterns. The scales used are not presented
in full in this report; however, a complete description of all instruments will
be given in the final evaluation.

At present the evaluation is past the mid point. One hundred patients have
been located and follow-up interviews conducted. As the gtudy is not yet com-
plete, the findings in this preliminary report are tentative ; however, these trends
seem to be a good approximation of the final results. i

The data used for the before treatment measure are drawn from the patients’
admission forms, medical records, social histories (conducted by a social worker
at the Center), and the records of the St. Louis Police Department. The simple
before and after design was deemed most appropriate in that each patient would
set his own standard in assessing any change. This retrospective-prospective
model to a great extent avoids the necessity of establishing success standards.
This rationale rests on two assumptions, first, that alcoholism is a progressive
disease. Deterioration in the individual is markedly uniform in the alcoholic’s
life, this is particularly true for the chronic police case inebriate). Second, with-
out some therapeutic intervention into the disease progression, the prognosis
is hopeless. Success then in this study rests on the ability of the measures to
demonstrate either the arresting of the disease progress or improvement where
found. The decision was made to focus on the qualitative changes after treat-
ment. It was. feasible to set up categories within some of these scales so that a
continuum appeared imparting the qualities or ordinal ranking between classi
fications. This is made possible due to the above assumptions that in the advanced
stages of alcoholism, there is a pronounced downward movement in the socio-
economic ranking and, the clustering of ‘certain variables (which are actually
indices of socio-economic standing) is uniform enough to allow the generalizations
implicit in the clagsification scheme.

In dealing with the scale items, the lower the ranking the lower the socio-
economic standing of the individual. For one to move into higher categories on
any of these scales would represent a significant positive change in his life style
since receiving treatment.

RESIDENTIAL ACCOMMODATIONS

The high mobility of this problem group has been characterized in a number
of ways by the experts in the field of alcoholism. The homeless man stereotype
illustrates the migratory patterns and social ‘isolation of this group. This would
seem to be of a piece with other personality and social characteristics of the
indigent alcoholic all of which points to his inability to assume responsibility
and/or function in a stable capacity. This scale deals with two correlated vari-
ables: first, the frequency with which the subject finds shelter and, secondly, the
type of shelter or lodging to which the individual typically has access.

Ratings 1 2 3 4 5 6 7 Total
Before treatment_ ... .-~ 6 5 8 20 28 1 22 100
After treatment... .. 6 2 6 18 31 14 23 100

Of the first 100 patients evaluated, approximately 14 percent evidenced some
significant improvement in their living arrangements. Righty-three percent re-
mained at about the same level of housing after treatment, while only 3 percent
showed a decline in the frequency of shelter or the quality of their living ar-
rangements. : i

Below is a table which gives a preakdown number of individuals assigned
to each category before and after treatment. On this scale a rating of four or
lower would place the individual in an undesirable and/or unstable residential
setting.
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In the before rating of these individuals, 89 bercent had what would have to
be considered inadequate housing arrangements. In the after treatment rating,
32 percent were sti}l in the categories which would I}ave to be considered inade-

average is 5.0. This is not an impressive change. A rating of four could be charac-
terized as an individual who is a regular inhabitant of the missions, shelters
and transient lodgings in or surrounding the skid area. This individual will aver-
age six days a week in some type of shelter and finds himself sleeping in streets
and alleys of the city less than once a week. Category five is characterized as a
structured environment such as a half-way house, accommodations with friends,
relatives or some form of semi-permanent -address with some food arrangements
within the housing situation. The after treatment ratings (categories five through
seven) indicate that 68 percent were at the time of the follow-up interview, living
in a more or less stable structured or home-like environment. By far, then, the
majority of patients after treatment had adequate residential accommodations,

EMPLOYMENT

Even with the progression of alcoholism, many of these individuals are still
capable for some varying lengths of time to maintain their present Jjob skills, if
any, and to continue at a steady job. Progressively, as the individuals move lower
and lower on the scale into the skid row environment, many other factors such as
declining health, emotional instability, as well as such subtle- factors as one'’s
bersonal appearance, all enter to negate the possibility of steady employment.
The employment scale takes. into consideration both the type and frequency of
employment.

period of three months prior to admission these individuals had not been gain-
fully employed. A rating of four or below would have to be considered under-
employment. Categories five through seven may, depending on the individual’s
needs, i.e., dependents, housing, ete., be.adequate for some of these individuals.
The average rating for the first 100 cases evaluated was 3.8. This rating in terms
of our scales must be considered inadequate by any criteria. The after-treatment
ratings average 4.4. Although this is a statistically significant change, it would
still have to be considered inadequate employment., Twenty-five percent of those
followed-up had shown some significant improvement in their work patterns.
This means that they were either working with more frequency or had achieved
Some stability in an occupational role. Sixty-six percent evidenced nQ significant

Rating 1 1 2 3 4 5 8 7 Total

3 “rated
Before treatment..._ ... ... 18 8 17 3 10 19 9 84
After treatment._____.______ 14 8 13 2 8 10 25 280

1 Excluded are 10 retired patients and 6 individuals receiving disability compensation,
2.4 patients at followup were institutionalized.

' This table shows 88 percent of the study group having “regular” employment
as evidenced by a rating of five or higher at the time of admission, Forty-three
percent -had achieved this level ‘b‘y the time of the follow-up interview. This

INCOME

“Since the modal occupation of the treatment population is casual day labor,
income was best estimated on a per weekly basis. The gross average weekly
income of the study group was $48.75 at the time of admission, Thig figure
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_represents all forms of cash income including pengions, disability payments,
- welfare, ete. Fifteen percent repottéd no income ifi th ifitdke rating, The same
was true of only 10 %ercént on the after-treatment measure. At thié time of the
follow-up interview the average weekly iicome for the study group had risen to
$53.27 for 4 net average gain of $4.52 per week, Sixteen of the study group are

responsible fot this increase. These, who shiowed improvemetit, dveraged a rise
in weekly income amounting to $21.62. Seventy-two percent remained at approx-

imdtely the same level with 8§ percent having decreased income. The remaining
4 percent were not scored as was the case with employment.

HEALTH

. ‘At the outset it was felt that the most immediate and marked effects of treat-

ment were to be found in the areas of health. None of the evaluation team can
claim coinpetency in the area of medicine; hense, this measure proved to be un-
 gealeable. .In an attempt to achieve some assessment, thig evaluation is based
on gross factors which are readily available during the interview process. In
order to achieve a rating of “jmproved,” the patient must display a significant
change evidenced by such things as weight gains, increased appetite, cessation
of or a decrease of polyneuritic pains, or the disappearance of other complicating
symptomatology (DT’s, blackouts, ete.). Fifty-six of the study group showed
marked improved in their physical well-being based on the above factors. Thirty-
five percent displayed no significant improvement and 9 percent showed a decline
in overall health.

For half of these individuals, the Center represented the first medical treat-
ment they had received for alcoholism. Almost all subjects indicated during the
follow-up interview that the care they received at the Center was the first sign,
in a long time, that “gomebody cared about me.” The interviewers expressed the
opinion that perhaps the therapeutic effects were even greater for the individual’s
mental health than upon his physical self. The mere fact that a seven-day pro-
gram of nutrition, sanitation and mental hygiene would leave its effects on
such large numbers of these individuals three months after the _treatment period
is evidence of the accomplishments which can be made with this group of “hope-
less people.”

DRINKING

The area of drinking is the most crucial test to be applied to the treatment
program. Rehabilitative gains in any other area must be seén as temporary
unless a concommitant improvement is displayed in the individual’s drinking
patterns. The question is not simply a matter of sobriety or insobriety so much
as how well the individual copes with his problem. Primarily, this scale measures
the frequency and duration of the drinking: bouts in ratio to the periods of
sobriety as representative of one’s ability or inability to deal with his depend-
ency on alcohol.

At the time of admission the medical rating was category 1. This rating repre-
sents a prolonged drinking pattern wehre the indiyidual WOl)ll‘d have to be drink-
ing steadily (daily) for more than two months priot to ratihg 4nd the quantity
of aleohol consumed would have to exceed approximately two fifths of wine
or one fifth of whiskey, gin, vodka, etc. per day. The average rating on intake
was:2.9. On the basis of our experience with these scales it would appear
that a rating of four or lower negates the midintenance of any semblance of ade-
quate functioning in. the areas of fa«mﬁ-i:il or employment roles or, a stable
residential setting over any appreciable length of fime. Seventy-six percent
of the paitents admitted were rated four or below. The remaining 24 percent
were marginal in their jcapacity,,to function with any degree of normalcy. No
one achieved a rating of seven at the time of admission. R i

The after-treatment ratings showed 51 percent:of the patients studied dis-
playing some significant improvements iri their ability to control their consump-
tion of alcohol. Approximately 46 percent demonstrated no significant improved
control, while only 3 percent actually deteriorated in their drinking pattern.
The average rating achieved at the time of the follow-up interview was 4.1 for
an average increase of 1.2 in the study group ratings. The frequency distribu-
tion of ratings was bi-modal being equally distributed with 21 individuals in both
categories 1 and 7. For the categories of 5 through 7 which could permit some
degree of stability or normaley to prevail in the individual’s life style we now find
51 percent after treatment as opposed to only 24 percent prior to treatment.
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These results greatly exceeded those anticipated by all concerned. Fully 21
bercent of the study group had been for all practical purposes dry since discharge
until the time of the follow-up interview (see. category 7). This time averaged
a lapse of approximately 120 days of total sobriety. Certainly, by any standards,
this 21 percent would Tepresent unqualified success in treatment outcome., Below
is a table of the ratings for the before and after treatment measures. :

Ratings 1 2 3 4 5 6 7 Total
Before treatment__._________ 31 18 12 15 15 9 L il 100
After treatment.______ " 7" 21 12 9 7 14 16 21 100 ¢

Following are two histograms which graphically illustrate the transitions in
ratings achieved from the before-admission drinking patterns to the after-treat-
ment drinking patterns displayed at the time of the follow-up interview.

DRINKXING SCALE

Before Treatment

30 -.3_1._.

25
20 18

15315 Total Rated - 100

15 112

Aftex Treatment
20 2% 21
15 W 26
12 ) Total Rated -~ 100
10 9
o | 7
5
o J ,

RATINGS BASED OX DRIKKIKG PATTERNS
DISPLAYED -1 (uost sevare) to 7 (Least severc)
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One of the unusual findings during this study was that Negroes were dispropor-
tionately represented in this 21 percent who achieved what might be termed total
success. Seventeen percent of the entire treatment population were Negroes.
Eighteen percent of the study group were Negroes while 25 percent of the “drys”
were Negroes. Of the possible alternative hypotheses, two are most reasonable and
complementary. First, that the treatment they received initiated by @ police
contact was totally dissonant with all their expectations. In all cases the Negroes
found themselves better clothed, better fed and more well cared for than they
could ever remember. Somewhere in the treatment process their initial disori-
entation was turned into a positive motivational attitude. Although in retrospect
the same process was noted with the white patients it was perhaps not of the
same degree. Another very plausible explanation of this finding is that perhaps
the Negro subculture has not imposed quite the same rigid value structure upon
these individuals as. one would find in the more middle class oriented whites.
This would mean that the Negro offender would not experience the same degree
of guilt-over his drinking problem and hence, as a result, have one less problem
+0 deal with at the time of discharge.

In all discernible characteristics the stdy group was representative of the total
patient population, i.e., age, race, marital status, years of alcoholism; etc. One
qualification exists; whereas females compose 9 percent of the patient population
none was included in the follow-up study. Further, it was found that those achiev-
ing a rating of 7 after treatment on the average had slightly higher ratings in the
other scales before admission. The significance of this has been demonstrated in
other studies of this type, namely, that the type of treatment administered is not
the determining factor for prognosis so much as the social getting the individual is
taken out of and the setting into which he is placed after treatment. The impli-
cations of this finding are even more crucial in a program designed to handle the
«pevolving door” clientele. A strong referral network and an intensive after-care
program is essential.

ARRESTS

The area of arrests has been left until this point because of the scant data
available. The seasonal nature of this type of arrest rules out comparing equal
time periods before and after treatment. Further, a significant percentage of the
patients had been residents of thig area for less than one year; hence, any
measure based on a comparison of specific months for the year prior to opening
the Center or since its opening could be grossly misleading due to incomplete data.

1t is hoped that by the time of the final report this dilemma can be resolved
satisfactorily. Barlier in the report the arrest figures for the City of St. Louis
were cited showing a tremendous decrease. Even after adding the number of
admissions to the current arrest rate there would still be a total decrease of 28
percent in police contacts with drunkenness offenders. The findings on our study
group were an average of 1.6 arrests for 12 months prior to treatment as com-
pared to an average of 0.4 after treatment. This latter figure is arrests plus read-
missions over an average period of six months. This should be interpreted cau:
tiously as the parameters of these figures have not been fully explored. However,
it is safe to say that a significant decrease in police intervention can be noted
after treatment.

The following table is presented in summary. The interpretation of these figures
should be unequivocal. Where improvement is reported, it must be of a significant
magnitude to the extent that the individual has, at least in some areas of his life,
reversed this deterioration process. Many: individuals who have received ratings
of “remained the same” may well be in the process of establishing a new claim on
life. It may prove to be unrealistic for this evaluation to demand significant
demonstrable change in such areas as housing and employment in & three or four
month period. This idea would seem to be supported by the findings in the area of
drinking which would indicate more improvement than shown in the other scales.
Further, improved control over one’s drinking pattern is certainly a precondition
to improvement in the other areas of life.
e

-

Markedly Remained ' 3
improved same Deteriorated  Unable to rate
(percent) (percent) (percent)

DrnKING. - o cccmmmmmmm e . 51 46 3 0
Employment._.. - 25 66 5 4
Income. ------ = 16 72 8 4
Health_. .. 56 35 9 0
Housing------- 3 0
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Aside from thig clinical picture one might ask the question “What has the
impact of the Center been on the Dolice?” Other than arrest figures, man-hours,
and increased efficiency, thig question may never be answered fully. The impact
on the patrol officers has been as remarkable as in any other area under study.
Many who were openly skeptical of the treatment program hgve expressed un-
qualified enthusiasm as a result of some of the Center’s success cases whom they

intoxi'cation._At the individual level officers are so sensitized to this problem that
. they have donated clothing and other useful articles to the Center, The gec-
ceptance of the treatmen"t program pn,the‘ Dart of the lihe officers could not help

shuttling procedures being conducted so that an individual would be found in

oneof the districts being served by the Center.

~ Mr. Roerrs. And any suggestion you have as to how this could best

be incorporated into the community health centers that we already
have authorized.

This is most helpful, and this is what we need, some specific
information,

Mr. Prirman. Thank you, sir,

Mr. Roarrs. Thank you. ‘ L »

The next witness is Mr. F. Morris Lookout, industrial representa-
tive, Tulsa Council on Alcoholism, -

We dppreciate your presence here.

STATEMENT OF F. MORRIS LOOKOUT, INDUSTRIAL REPRESENTA-
TIVE, TULSA COUNCIL ON ALCOHOLISI

Mr. Lookour. Mr. Chairman and members .of the committee, iny.
name 1s F., Morris Lookout, and I represent the Tulsa Council on
Alcoholisth, Tulsa, Okla., for which T serve as industrial representa-
tive. : o

It is indeed an honor and g privilege to appear before this distin-
guished committee—and I thank you, Mr. Chairman, for the oppor-

tunity to testify in support of the Alcoholism Rehabilitation Act of
1968.

In my position with the Tulsa Council on Alcoholism, T am pres-
“ently working with 80 business firms in the Tulsa area. Each of these
firms now recognizes the significant impact of aleoholism on their
company productivity. They also know by experience that it is:much
more profitable for them to treat their alcoholic employees and to

rehabilitate them than it 1s to deny that the problem exists and to

Nation’s business community. Eastman Kodak, North American-
Rockwell, Western Electric, Pittsburgh Plate Glass, and many other
major firms across the country have recognized the economic feasibil-
ity of rehabilitating alcoholic employees who, aside from drinking
problems, have proven to be productive employees,

I deal primarily in education, yet I know only too well there must
be a balance between education and treatment. I know that before
an alecoholism rehabilitation program can work for a company, it must
have therapeutic resources to which the alcoholic employee can be
referred. In Tulsa, and throughout Oklahoma, such facilities are rare
and, in terms of the need, totally inadequate.



259

' Thus, in view of the Supreme Court decision to'be handed down
- within the next 2 months, which is likely to make it unlawful to hold

~ alcoholics criminall liable for public drunkenness charges, the very o

limited number of facilities now available for treatment of company
employees and others with less complicated cases of alcoholism will
be overwhelmed with caseloads found by the courts to be aleoholics.
The provisions of title TIT, part A, of TLR. 15758 would make possi-
ble, immediately, the implementation of a. much-needed alcoholism
treatment program within the Tulsa Community Mental Health Cen-
tor and other community mental health centers throughout Oklahoma.

Without new facilities we face the same grave situation as was the case -
~ here in the Nation’s Capital following the Faster decision. i
~ (Comprehensive programs of alcoholism care and control must be-

come a part of the pivotal, basic institutions of our society. The
provisions of title 111, part A, 0

structive beginning to such needed comprehensive programs. It will
- provide a stimulus to legislators and to & broad spectrum of allied
professional disciplines. And, as more and more of these key persons
* become interested and involved, more rofessionals will seek {he train-
ing provided by title I1I, part A, of HLR. 15758. ,
That industry is vitally concerned throughout Oklahoma, not only in
their own obvious stake in the problem of alcoholism but in the broader

£ FLR. 15758 will provide a very con_ o

social and cultural implications, is evidenced by the fact that Taman' “

ex officio member of the Tulsa County Bar Association, serving . as
technical adviser to its grievance committee, and T also serve as tech-
nical adviser to the Tulsa Division of the State Department of Cor-

rections. These extra activities resulted from my industrial contacts. e

T am a full-blooded American Tndian and have a great interest in -
the problems of the Indians in this country, and T know that alcoholism
is one of the most serious of those problems. I also know that, in those -
municipalities with a significant Indian ‘population, the Indian con-
tinues to be jailed for public drunkenness on the slightest provoca- ‘

tion. Yet the major proportion of these Indians are suffering from the

* illness of alcoholism. They should be treated as sick people and not as
criminals. ‘ ‘ : 5 o
T am therefore doubly pleased with the provisions of the alcoholism
pill, title I1I, part A, ILR. 15758, Tt will serve a longstanding need
from the business community standpoint, it will provide congressional
intent that all aleoholics should be treated medically and not as

criminals, and it will provide Federal resources to help. accomplish a
more humane and effective method of dealing with this tremendous
problem in all communities. : il
* Thank you, Mr, Chairman. i o s
Myr. Rocrrs, Thank you very much. We appreciate the testimony
you have given. b , , i
Mr. Nelsen? ~
Mr. Nensex. I have no questions. I wish to compliment the gentle-
man for his appearance. I wondered, are you acquainted with Congress-
* man Reifel from South Dakota? e '
Mr. Looxout. No, I am not. Ef ' , G
Mr. Nensex. Heis a Sioux Tndian, and he speaks the Sioux language.

e is a competent Member of Congress, and he is very concerned about -
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the American Indian. He served with the Indian
of years. You should meet him while you are here.
- Mr. Lookour. I will do this, Thank you,

Mr. Roarrs. Dr. Carter? : L B

Mr. Carrer. T want to compliment the gentleman on his ‘excellent
presentation. ' : ; - s

Mr. Roeers. Our next witness is Richard S. Cook, Chief, Division of
- Aleoholism, Tllinois Department of Mental Health, Springfield, I1I.

STATEMENT OF DR. RICHARD §. COOK, CHIEF, DIVISION OF ALCO-
HOLISM, ILLINOIS DEPARTMENT OF MENTAL HEALTH; ACCOM.

- PANIED BY WILLIAM N. BECKER, JR., ASSISTANT CHIEF, ALCO-
HOLISM PROGRAMS Lo ; g

Mr. Roaers. The committee is delighted to have you here with us
this morning. We will make your statement a part of the record
following your summary. If you will, just sum it up for us.

~Dr. Cook. I would like to mtroduce to you Mr. William N. Becker,
Jr., who is assistant chief of the alcoholic programs in our State.

Mr. Rocers. We are delighted to have you with us, Mr. Becker.

Dr. Coox. Mr. Becker has worked for many years with alcoholics
in our State institutions. I have worked an equally long time with
“emphasis on outpatient care,

I would like to bring to you the wishes of Hon. Gov. Otto Kerner,
who yesterday indicated that I should convey his request to you for
the passage of this bill. ‘

Also, the director of our department of mental health is in full
support of this legislation, ,

I would like to read part of my statement to you. :

The State of Illinois has forged ahead in providing a continuum of
services on a statewide basis. We believe that bill, H.R. 15758, is a wise,
timely, and urgently needed step in the right direction. ; :

e urge its passage to provide the leverage enabling the delivery
of a full range of services to alcoholics at different levels of severity
and varying stages of their illness, .

In endorsing this bill wholeheartedly we feel it incumbent to remind
the committee that at present with tﬁ’ecombined facilities available
we treat less than 10 percent of the alcoholics in Illinois, .

~This bill reflects the needs of the Nation and has been hammered
out of pooled experience of thousands of people in close cooperation
with the legislators here in Washington, D.C, Those of us working in
this difficult field believe that this pending legislation shows that you

Bureau for a number

I would like to turn to the situation in Illinois to illustrate how well
this legislation can fit with the progress in the State with regard to
comprehensive community medical centers and comprehensive com-
munity mental health centers, ‘

hile it is occurring throughout the State, T would like to focus
on the metropolitan area of Chicago, where the problem of alcoholism
is especially acute, ’
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In Chicago the city has been divided into many areas for medical
and mental health planning. Plans are being made as rapidly as pos-

sible, translated into actual programs involving construction, assem-
bly of staff, and offering of services.

Tt is most timely that we in the section on alcoholism programs be

enabled to urge the appropriate authorities to include in their planning,

programing, and services 2 complete continuum of care for the al-
coholic in Chicago. ) ;
We believe that the time is now for reestablishing the alcoholic as a

legitimate patient for coverage in every mental health, public health
and welfare program. We believe each community throughout the
State should provide the entry and some responsibility for the con-
tinuum of services for the alcoholic, and that it can be obtained through
a program as provided in this bill. n

We have been successful in Chicago in persuading some general
hospitals to accept alcoholics for treatment during the acute phase of
intoxication. We are providing a program of follow-up care designed
t0 meet the need of each particular patient.

This comprehensive service for the alcoholic is in accordance with
other wel fare programs throughout the State. ' v

To carry out this conception of establishing facilities for alcoholics
in all of the newly planned and realized medical, mental health, public
health, and welfare programs we need the provisions of this bill which
amends the Community Mental Health Centers Act. We have plans,

we have ideas for special facilities, and we are eager to carry through
with research.

We urge that you make these hopes and visions attainable through
enactment of this legislation. ,

(Dr. Cook’s prepared statement follows:)

STATEMENT OF RICHARD §. Coox, M.D., CHIEF, ALCOHOLISM PROGRAMS,
STATE OF ILLINOIS DEPARTMENT OF MENTAL HEALTH

The State of Illinois has forged ahead in providing a continuum of services to
alcholics on a statewide basis. We believe that Bill HR-15758 is a wise, timely,
and urgently needed step in the right direction. We urge its passage to provide the
leverage enabling the delivery of a full range of services to alcoholics at different
levels of severity and varying stages of their illness. In endorsing this Bill whole-
heartedly we feel it incumbent to remind the Committee that at present with the
combined facilities available we treat less than 10% of the alcoholies in Illinois.

This Bill reflects the needs of the Nation and has been hammered out of
pooled experience of thousands of people in close cooperation with the legislators
here in Washington, D.C. Those of us working in this difficult field believe that
this pending legislation shows that you have heard us and have written down
pronouncements and rules that go a long way to establish direction with us and
to implement our efforts to gain control over this vast public health problem. ;

1t is clear that three powerful forces are tied together by this Bill. One force
is the combined effort of the 50 states to deal with alcoholism and to find ways
and means of coping successfully with its many aspects. This involves highly
trained -specialists  in increasing numbers who have reflected. and expended
great effort to learn about alcoholism. This force has been substantially aided
by grants from such agencies as NIMH, VRA, and other Federal agencies.

The second force which exerts power by accelerating change is that of the Fed-
eral courts. The pending decisions by the Supreme Court regarding the status of
the chronic alcoholic is setting in motion already many agencies, public and
private, which must meet the potential thrust of new conditions. If it comes to
pass.that the acutely intoxicated man cannot be arrested for public intoxication if
he is a chronic alcoholic, then the jail must be replaced by health agencies in
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dealing with the chronic alcoholic. It is not news that available facilities are
woefully inadequate to measure up o the consequences of the

possible Supreme

The third force is that of the Congress of the United States which can act to
consolidate the power of the national effort thus far and the possible tumultuous
consequence of the Supreme Court action. The enactment .of favorable legislation -
could add the greatest impetus to the national effort in the management and re-
‘habilitation of the chronic alcoholic. i . SRR ‘

Thus, we from Illinois see greatly the immediacy and necessity of the passage

- of this superbly conceived bill. ! et ¢

I would like at this moment to turn to the situation in Illinois to Nustrate how

well this legislation could fit with the Progress in the State in regard to compre-

hensive community medical centers and comprehensive community mental health -

_centers. While it is occurring throughout the State, T would like to focus on the
‘metropolitan area of ‘Chicago where the problem ‘of alecoholism is especially acute.
In Chicago the city has been divided into many areas for medical and.mental
health planning. Plans are being made as rapidly as Dbossible, translated into actual
programs involving construetion, assembling of staff, and the offering of services.
_ It is most timely that we in the Section on Alcoholism Programs be enabled to
urge the appropriate authorities to include in: their planning, programing, and
services a.complete continyum of care for the Chicago alcoholic, S
We believe that the time ig now for re-establishing the alcoholic as a legiti-

successtul in Chicago in persuading seme general hospitals to acce t intoxicated
aleoholics for treatmeiit during the phase of acute intoxiea’tiohé*'ﬁollbbvih*g the
medical management we are providing a program of follow-up care which will
be designed to meet the particular needs of éach patient. This comprehensive

planning programs throughout the State, SO e
To carry out this conception of establishing facilities for alcoholics in all of
the newly planned and realized medical, mental health, public health; and welfare
brograms we need the provisions of ‘thig Bill which amends the Community
Mental Health Centers Act. We have plans, we have ideas for special facilities,
and we are eager to carry through with research. We urge-that you make these

- _hopes and visions attainable through enactment of this legislation.
~ Mr. Roerrs. Thank you very much. o
“Mr. Nelsen ? S 4
Mr. Nursen. No questions.
Mr. Roeers. Dr. Carter?
Mr. Carrer. No questions, . SR
r. Rocers. I recall the testimony received from the Bureau of
Mental Health in operation in Illinois, and from the Governor, too,
- and the work that you had done there served as a model, somewhat, in
~drawing this legislation. : e S : s
- Do you anticipate these centers will be run in conj unction with your
community mental health centers? iy Y : oy
~ Dr. Cook, We are trying to provide treatment of alcoholics, but we
feel we need funds through grants to enable the alcoholic to be treated.
- Mr. Roarrs. Would you anticipate'thaﬁperhaps a wing would be
built onto the commun ity mental health center? S Sl
Dr. Coox. Yes, it could work like that. I talked to Dr. Paul N eilsen,
who is head of the Mile Square Area Community Mental Health
Center, and in his Pplans, he envisages a, building for, say, the care and
treatment of alcoholics after the acute phase. He is willing to treat
them in his hospital for acute intoxication and then have an after-
care program in another building less expensive to operate.
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 Whether this is a new puilding or he would take over an existing
puilding, he would include the alcoholics. N
" Mr. Rocers. Would you have a detoxification center, in effect?
Dr. Coox. We don’t want a separate, large detoxification. center.
We would like each medical center to accept and treat the aleoholic.
_ We are providing funds for detoxification. We will pay on a con-
~ tractual basis, or we could ‘establish a 'unit with funds from some
source in a medical or mental health center. Sty
Mr. Rocrrs. Would you let us have a rundown on how you would.
do the operation of this?. i b g
~ Mr. Brcxer. We have recently submitted a proposal for a grant,
and a;pproximately,$350,000 from the State legislature for this pro-
~ gram of buying medical care for the indigent alcoholic. Funds would
-~ also come from public aid to purchase medical coverage. . . :
The idea is to contract for these services on a per diem basis. Par-

ticularly in the city of Chicago, we have a problem. In any one given

dav. we would have an where from 150 to 200 atients coming in.
aay, we o ; Y : : oA . =)
~ This could soon inundate a single program, 0 we are In the process

of continuing to develop citywide programs in concurrence with the
comprehensive health program services. ‘Each of these programs will
utilize the hospital in that drea. L Ce Rl w
- We will contract with them for their medical services in any one
year. Sk : S i S
Mr. Roeurs. What is the estimate of your population of aleoholies?

Mr. Broxer. Using. the information we have, our public health e

statistics indicate we have in.excess of 500,000 alcoholics in the State

_ of Tllinois. Over 80 percent of these reside in the Greater Chicago area.
During 1967 we admitted oti & voluntary basis som thing like 7,000
alcoholics, and over 4,500 of these were in the Greater Chicago area

So we have been involved in the detoxification process for a long time. )

We do need the opportunity for some comprehensive backup support
that this compre ensive bill would supply. . i
“Mr. Roarrs. Are you having any aceess with bringing about
: abstinence? g e EOTR e
" Dr. Cook. We are having a good deal of success in our State hospital

programs, but what we are trying to do is keep the alcoholic in hig o0

local area, in his community for detoxification, and refer him there

~ centers for the alooholic who needs 80, 60, or more days of ‘,oontiniled

o treatment. -

Mr. Rocers. Do you get into the treatment of narcotics? £

Dr. Coox. In our State we have a council on»na;rcotics','which'is
established by the legislature and appointed by the Governor. '

Mr. Rogers. Do you handle this in your program yet? :

Dr. Coox. Not yet. : s Bi 0 ey o

The pilot project is being established to try to determine what would
be the best statewide program for narcoties. - o Fie

Mr. Rocurs. What is your narcotics population ? '

Dr, Coox. About 60,000 would be an estimate. ,

Mr. Rogers. Thank you verymuch. - . o B

If you would, let usthave a breakdownon your operation. .=

Dr. Coox. Yes,sir. G EgRa i e T R

(The following information was received by the committee:)

for followup care, and save our State hospitals for special treatment .
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- STATE OF ILLINOIS DEPARTMENT OF MENTAL HEearry, :
) : Springfield, I1l., Aprit 1, 1968.
Hon. PAUL G, RoGERs, . e S
Committee on Interstate and Foreign Commerce; ' ‘
U.8. House of Representatives, Washington, D.C.: ;
DEAR CONGRESSMAN RoGERS : First may we extend our appreciation for the
privilege of appearing before your Committee. We hope that our contribution
may help in Some small way to assist you in reaching your decisions.
As you recall, during the Committee Hearings you requested information on
our General Hospital Detoxification Program which. I am enclosing.
Again, our deepest appreciation, and should you feel that we can be of assist-
anc to you in any way, it will only be necessary for you to so advise.
Sincerely yours, .
WiLrLiam N, BECKER, Jr.,
: Assistant Chief, Division, of Alcoholism.
~ Enclosure. : .
PROJECT

Section on elcoholic programs, Department of Mental Health, detomiﬁcatz‘on :
: program : o) . :
PROPOSAL

RATIONALE

! During“the past five years it has become increasingly apparent to the Section
on Alcohdl: Programs of a need for a program of mass management of the'
‘acutely intoxicated person at the community level. It is common’ knowledge in
the field of dlcoholism that the federal government, and the Nation as a whole,

(of the acutely intoxicated person. It is equally known that ‘(a) the Supreme Court
of .the United States will issue a..decision ‘régarding compulsory care of the
“inebriate, the ‘acutely intoxicatel, and the .éhmnic«,alcoholi(}; (b) that the
American Bar Association and. the American: Medical Association are jointly

“Alcoholic and Narcotic Addiet Rehabilitation Amendments of 1968” (HR
15281) (Appendix V) to the%?Oth»Congress_, PR s ) N

With full knowledge of the above, the Section on Alcohol Programs strongly
proposes the immediate establishinent of a pilot project for the masg management
. Of the acutely intoxicated and/or inebriated and/or. the chronic aleoholic. In
addition: to preparing for, the -effect of the inevi,table‘;legisll;a‘tive action, this
.proposal will have a marked effect on the management of our present problem
:with acute and chronic alcoholics. : h i e

During the last nine months of the last fiscal year, 1,830 persons were assigned
to the Department of Mental Health facilities through the hospital referral
service for chronic alcoholics. (Appendix I) It is estimated that, as of 1967,
there are in excess of 500,0 alcoholics in Tlinois with the majority of them
residing in Cook County. Utilizihg 1967 ‘statistics provided for us_on- February
13, 1968, by the Department of Mental Health' Data Processing Division, there
were 7,059 admissions ‘to ‘the Departmient of Mental Health for alcoholism, -
representing 30.8% of the total admissions to thirteen state -hospitals and four
‘%one centers. (Appendixes II and IV) : s S

Our experience with this increasing number of alcoholic pbatients, barticularly
in the metropolitan Chicago area; indicate the following : (1) that the ma-
Jjority require medical management ; (2) a large number of these patients do not
want, will not, or cannot accept or benefit from treatment. or rehabilitation in
the alcoholism programs provided In. our state hospitals; (3) a substanital

number of this group could benefit more by being treated for ‘the acute phase of
intoxication and then referre to.a variety of ancillary programs for appropriate
care; (4) a reasonable number require no emergency Inedical or psychiatric
care but .do ‘require direction for the above mentioned ancillary programs;
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(5) that once these patients are inappropriately assigned to our state hospital
alcoholism programs (a) they will continue to-return, (b) they are ineclined
to leave before mediecally discharged or recommended discharge, (c) they tend
to- interfere with more effective programming for those who are more able
to benefit from the programs. L . k

ey : .- OBJECTIVE

To establish a coopérative program between the Department of Mental Health,
Section on ‘Alcohol Programs, the Tllinois Department of Public Aid, and the
Cook County Department of Public Aid; e
- ‘To provide emergency ‘psychiatric care of indigent persons in general hospitals
for acute intoxication; “

‘T'o short-circuit the general flow of the alcoholic patient away from the state
hospital alcoholism programs to.the community agency programs.

PROGRAM

In response: to this situation, we have developed a program which provides
medical treatment for acutely intoxicated patients in certain acceptable general
hospitals. (Appendix VII) Hospitals, where this care can be given, are available.
Aside from the money requested by this grant, the cost of this care will be
covered by payment from the Department of Public Aid and its county repre-
sentatives in situations in which patients are eligible for coverage for medical
expenses. We believe that some category of assistance will compensate for this
gervice in a majority of cases. In other instances the cost will be paid by the
patient’s insurance, family, or by the patient himself. However, funds requested
in this grant are vital because there will be a significant group of patients
unable to pay from personal resources and yet not eligible for payment through
any of the categories of assistance available through Public Aid. Funds from
this grant request, also, enable us to assure each participating hospital against
loss incurred through caring for our indigent patients. This program will include
the entire state, depending upon where this programming is indicated and where
local arrangements permit its development. The present most pressing situation
ig in metropolitan Chicago.

It is our expectation that this program. will be a solution, or a very substantial
step toward a solution, of the three conditions which we have long recognized
as needing correction. This innovation of service 4s much more far-reaching in its
implications. First, it is a step toward anticipating the tremendous demands,
previously mentioned, which these changes will make on our health services.
A second significant point is that thig program is very much in keeping with
the current decentralization of health services in general. We believe that it
makes much better sense to treat the alcoholic patient in his own community
and in existing health facilities or in those facilities which are being planned
than to direct further effort toward establishing special installations for the
care of the acutely intoxicated at this time. : B

The providing of medical treatment in general hospitals for acutely intoxicated

. people is only one phase of our plan. The question of intake is highly relevant.

At the outset, patients would be admitted chiefly from the Hospital Referral .
Serivees and from the admitting service of other fo be designated programs, but
our chief mission is to pick up patients before they arrive at state hospitals.
Since our program includes several general hospitals, we include a “clearing
center” which would keep carefully compiled information regarding the move-
ment of patients in and out of beds set aside for acutely intoxicated patients.
This clearing center would serve all sources of referral, both in and out. Also,
our net work of aneillary programs will be expanded to permit referral for
ongoing aftercare. (Appendix VI)

At the outset, this program would not be sufficient to deal with all patients
seeking hospitalization because of acute intoxication. For example, this program
would have to be greatly expanded before it could accommodate the hundreds of
intoxicated patients who are now jailed daily until they recover from the acute
stages of intoxication. G E )

The criteria for admission for medical treatment of the acute intoxicated
would involve the following: (1) acute intoxication with or without compli-
cations: (2) indications that the patient cannot be restored to @ nontoxic state
in his home ; (3) acceptance of hospitalization on a voluntary basis; (4) behavior
compatible with admission to a general hospital.




The peniod of hospitalization would' be brief, thres to five days, in as many
instances 4§ possible, Secrééning and ‘diagnosis would be doné béfore diseharge as
much s practi¢able, but thiy 1@ b8 Comipleted at the cledring center; Based
on thé screetiihg and didsriod » Al afteréare plan will be tade on each ¢dse with
appropriate referral to existing facilities in the ared ¢losest to ‘wheré the patient
resides. Referral could be to outpatient clitiics; state hospital programs, halfway
houses, mission; s Service centers, vocational _rehabilitation, Veterans Adminis-
“tration, employ: ent agencies, and public aid. Emphasis will be on follow-up from
- the very outset; although thigis & very challenging task. = o L e

We visualize this program as a model for future éxpangion 1into both existing
and’ planned medieal _Servieés, : 5 : :
& : et - IMPLEMENTATION

Tentative plans Laveé been made Wihh’threé"(}hieégb area general hospitals to
initially involve themselves in this project. (Appendix VI) An attempt has been
made to determine g ber diem cost for each of the barticipating hospitals based
on: the latest cost analysis, as published by -the Department, of Public Health.
Pending the approval of this ‘grant, we ha,vemeceiv_ed a firm agreement with the
Martha Washington Hospital (Appendix VIL): tentative per. diem amounts. from
Alexian Brothers and Grant Hospitals. As indicated in Appepdix' VII, the per
diem rate for Martha Washington would be $50 and it would appear that the
other two hospitals would vary between that Aamount and $60. The per diem
amounts that we, are attempting to establish with the barticipating hospitals
© include all charges excepting surgical and bsychiatric services, Where it can'be
~ readily assessed th t the patient requires either prolonged or intensive care for :
conditions other than dei;oxiﬁcation,~ he would not be referred. to this program.
. Realizing that over 3,000 patients were admitted to Chicago area state hospitals
in 1967, and that the rate of alcoholism ‘admissions across the. state rose 2,000
batients in 1967 'over 1966, it would be extremely difficult to immediately meet
the obvious needs, rather it is our intent to_establish a bilot program with
whatever funds gre available and to extend the brogram as additional funds
bécome available from other sources. :

REQUEST

_In. view of the above, ‘the Section on (Alcohol’ Pi"ogramsy requests your con-
dera; Of funds in the amount of $250; 00, for, the rems rof the present
biennium, These funds'augmented by funds from the Depar t of Public Aid
.and the cost. shared by third parties, in behalf of our batients, will enable us to
: i‘éstﬁblisg; a pilot program for the management of the(ind'ig'en.t’amdﬁ‘o]ic patient in
~the metropolitan Chicago area. el : ' ‘
Recognizing that the Same pr lems exist'

we further recommend considbration of an amount of $

tion |

‘othel areds throughout the state,
aer 0 cration o1 “an 100,000 to seed these
programs’ where other funding and brograms are not available, :

ADMINISTERING AGENTS

_That the Section on Alcohol Programs be responsible for the administration
and supervision of the funds requested. i

APPENDIX T

- (Following baragraph extrapolated from Department of Mental Health Annual
Report—July 1966—-June 1967 .) i . 5
The number of persons with a primary diagnosis of alcoholism continue to
comprise more than one third of the non-emergency applications Processed
through this Unit. During the last nine months of the past fiscal year eighteen
hundred and thirty (1830) bersons  were assigned to Department of Mental
Health facilities ag chronic alcoholics, Many had brevious records of hospitaliza-
- tion. This group of patients demand services, and all too often misuse available
facilities. Many are In need of medical attention, which is often denied at the
- only medical resource available 'to them. Many are undomieciled, estranged from

< families, and unemployed: They see in Department of Mental Health facilities
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a temporary room and board situation as well‘as a place where medical attention
is available if needed. It is felt repeated request. for readmission may be due to-
4126 of adéquite services for the dleoholie in our facilities, as well as a lack
of motivation for change on the part of the patients. This writer is aware of the
shortage of staff and space, however, a more concentrated effort to coordinate
our present resources may prove definitive in the care and treatment of the
alcoholic. i

ArpENDIX II

Hstimated number of alcoholics in Illinois according to the Jellinek estimating
formala, calendar years 1952-66

Estimated

; . number of
Year: i : alcoholics
; 1952 o mmmmmime—mmmm— = _- 308,150
: . 333, 450

1066 - mmmmmme
1967 (DIUS) —omcmmmmm ¥, 2 ~ 2500, 000

1 Subject to revision pending reporting of new facilities.
2 Pending Revision.

Source : Department of Mental Health, Division of Planning and Evaluation Services,
Statistical Research Section, June 30, 1967. ¥ v

APPENDIX 11 ‘
VALE ADMISSIONS TO ILUINOIS STATE ﬁ‘OSPITALS, FISCAL YEARS 1954-66

Year Total ddmissions = - Alcoholic .. Percentage
’ admissions /

1 Subject to revision pending réport'ing of new facilities.
-2 pending revision. e

19§?urce: Department of Mental Health, Division of Planning and Evaluation Services, Statistical Research Section, June 30,

93-453—68——18
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APPENDIX IV

“Admission of patients to Illinois State hospitals with a diagnosis of alcoholism
: fiscal year 195366 , :

Number of
Year . o admissions
fomg T e 3,233
T e e 3, 287
1955 . ___ T e e 3,470
e N IS T R i o 4,247
C1957 T - it T S AL 4, 861

- 1958 e e e 4,283
1959 T et e S 3,937
T e e 4, 487
1961 __ T e e 4, 695
1962 __ - —— i —— il i 4, 556
1963 _ T e e 4,499
1964 . i S U il 4, 346
1965 . o SO SN AN i RN N 5,140
L i L 15, 906
1967 i e ot SIS PR N £7, 059

1 Subject to revision Pending reporting of new facilities,
2 Pending Revision.

Source : Department of Mental Health, Division of Planning ah& Evaluation Services,
Statistical Research Section, June 80, 1967.‘

APPENDIX V

NORTH AMERICAN A'SSOCIATION OF ALcoHOLISM PROGRAM,
Washington, D.C., February 15, 1968.

NEWS MEMORANDUM

Re : The Administration Alcoholism Bill,
To : All members.
‘From: A. H. Hewlett, Executive Secretary.

Following through on President Johnson’s alcoholism legislative recommenda-
tions contained in his recent Crime message to Congress, Representative Harley
O. Staggers (Democrat-West Virginia), chairman of the House Committee on
Interstate and Foreign Commerce, has introduced the “Alcoholic and Narcotic
Addict Rehabilitation Amendments of 1968.” This bill (HR-15281) would amend
the Community Mental Health Centers Act to include three new titles—one for
Alcoholic Rehabilitation, the second for Narcotic Addiction, and the third a gen-
eral title relating to the funding of both, Mevad §

Title I—Alcoholism. The proposal would add “Part C—Alcoholism” to the
Community Mental Health Centers Act and would provide:

A. Construction grants for facilities for. the brevention and treatment of. aleo-
holism. Such grants may be made only to public or nonprofit private agencies
or organizations, the applications of which miist meet the requirements for ap-
proval set forth in clauses 1) through 5) and clause (A) of Section 205(a) of the
Community Mental Health Centéers Act.

Applicants for such grants would be required 1) to show the need “for special
facilities for the inpatent or outpatient treatment, or both, of alcoholics” ; 2) to
show satisfactory assurance that the services would be principally for persons
residing in or near the particular community or communities in' which the

‘essential elements of comprehensive mental health services, and services for.the -
prévention and treatment of alcoholism, including post institutional aftercare
and rehabilitation that are prescribed by the Secretary of HEW; 8) to assure
that the application has been approval and recommended by the single State
agency designated by the State as being the agency primarily responsible for
care and treatment of alcoholics in the State, and, in case this agency is different
from the agency designated as the Mental Health authority, assurance must
be shown that the application has also been approved and recommended by the
Mental Health authority ; 4) to show that the project is entitled to priority over
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other projects for treatment of alcoholism ; 5) to show that adequate provision
has been made for furnishing needed services for persons unable to pay in
accordance with regulations of the Secretary under Section 203 (4) and for com- !
pliance with State standards for operation and maintenance ; 6) the amount
of any such grant may not be in excess of 66%; percent, as the Secretary may
determine. ) i

B. Staffing, Operation and Maintenance Grants under Section 261 of the Com-
munity Mental Health Centers Act may be made to any public or nonprofit pri-
vate agencies and organizations for new facilities or for new services in existing
facilities for prevention and treatment of alcoholism. - :

Grants under this section would be made only on app ications meeting require-
ments under part B of the Mental Health Centers Act. In making such grants,
the Secretary would consider relative need for services, population of the area
to be served and financial need. i o )

Federal matching funds would be available over g 10 year period, the first
year of which the Tederal percentage would not be more than 909%, 80% for the
second year, 70% for the third, 609, for the fourth and 50% for the next 6 years.

0. Specialized Tacilities. Grants from appropriations under Section 261 of the
Mental Health Centers ‘Act would also be made for projects for construction,
‘operation, staffing and maintenance of specialized residential and other facilities, .
such as halfway houses, day care centers and hostels, for the treatment of home-
less alcoholics.

Such grants would be made only for facilities which 1) are affiliated with a
community mental health center meeting the essential elements of comprehen-
sive community mental health services prescribed by the Secretary, or 2) are not
so affiliated but with respect to which satisfactory provision (as determined by
the Secretary) has been made for appropriate utilization of existing community
resources needed for an adequate program of prevention and treatment of
alcoholism. : : ! ) '

D. Short Title. This part (everything outlined above) is to be cited as the
«Aleoholic Rehabilitation Act of 1968.” T 5 B

Title TI—Narcotic Addiction.- HR-15281 would further amend the Community *
Mental Health Centers Act to include “Part D—Narcotic Addict Rehabilitation”
which would provide: i S ;- . o

A. Grants under Section 261 to assist in projects for constructing, operating, )
staffing and maintaining treatment centers and facilities (including post. hos-
pitalization treatment centers and facilities) for narcotic addicts within the
states. . i TR

This grant program, as it dealg with- the kinds of activities authorized -by
parts A and B of the Mental Health Centers Act will be carried out consistently
with the grant programs under that Act except to the extent that in the Secre-
tary’s judgment, special consideration would make differences appropriate.

B. Grants may be made beginning J uly 1, 1968 through June 30, 1970 to public.
or nonprofit private agencies and' organizations to cover part or all of the cost
in 1) developing specialized training programs Or materials or in-service training -
or short-term or refresher courses with respect to the prevention and treatment -
of narcotic addiction; 2) training personnel to operate, supervise and. administer -
such services ; and 3) conducting surveys and field trials to evaluate the adequacy .
of the programs’;for prevention and treatment of narcotic addiction. :

itle ITI—General. HR-15281 would authoribe appropriations for both parts

" above—to begin July 1, 1968 through June 30, 1970, to provide guch sums as may

be necessary (to be determined by Congress) for project grants for construction,
operation, staffing and maintenance of facilities described above. S

"~ Turther, appropriations beginning with the years July 1, 1970 through the next
eight years would be authorized to be made for continuance of those projects

. pegun prior to June 30, 1970.

This title would further amend Part B of the Community Mental Health Cen-
ters Act to add a new section (Sec. 225) for “Facilities Relating to Rehabilita- -
tion of Alcoholics or Narcotic Addicts.” This new section would specify that.
alcoholism or narcotic addiction projects undertaken by ‘community mental health
centers would come under the requirements and provisions set forth in the new
titles proposed for alcoholism and narcotic addiction outlined above. :

Cost of ‘Administration. This pill would also amend the Mental Retardation
Facilities and Community Mental Health Centers Construction Act of 1963 to
provide up to one half of the administration expenses annually except that not
more-than 2 percent of the total allotments for any one year, or $50,000, which-
ever is less, shall be available. - :
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~ Mr. RoGERS. Oﬁl? next witness is Dr. Isadore Tue'rk,jcommissioner of
mental hygiene, State of Maryland, accompanied by Mr.. Harry
Schnibbee. ’ o s

STATEMENT OF DR. ISADORE TUERK, REPRESENTING THE NA-
' TIONAL ASSOCIATION OF STATE MENTAL HEALTH PROGRAM

. DIRECTORS; ACCOMPANIED BY HARRY C. SCHNIBBEE, EXECU-
TIVE DIRECTOR L ‘

Mz. Rocrrs. We are delighted to have you here, gentlemen, and
appreciate your presence. ‘

‘Mr. Toerk. 1 am Isadore Tuerk, M.D;, commissioner, Maryland

Department of Mental Hygiene. V :

1 am here today representing the National Association of State
Mental Health Program Directors, and I am accompanied by Mr.
Harry C. Schnibbee, executive director of the association. ‘

The members of our association are responsible for the administra-
tion of the major portion of the residential and outpatient public
mental health programs in the United States. We administer 1,161
treatment facilities, both residential and outpatient. We have under
treatment annually 1,500,000 persons. v

Last fiscal year the State mental health program directors admin-
istered programs funded at $9.4 billion, which is 215 times bigger than
all other State public health programs combined.

In 31 States the director of the State mental health program is also
responsible for administering the treatment program for alcoholics,
and virtually all major, public narcotic addict treatment programs are
under the administration of our members. ' \

Tt is from our experience 1 administering these vast public pro-
g‘r:ims, and especially the alcoholism programs, that T wish to speak
today. ‘

Mr. Chairman, in general we endorse and support both the objec-
tives and the specific approach of H.R.15758.

Alcoholism and drug addiction are serious public health and social

roblems. The impact of alcoholism in terms of human suffering, phys-
ical illness and complications, financial and economic loss, disruption
of family life, highway accidents, and suicides, is incalculable.

Physicians and psychiatrists and other professional personnel have
only recently begun to involve themselves with the imy ortant problem,
despite the fact that for some time the American ospital Associa-
tion and the American Medical Association have urged that alcoholism
be considered a disease and that physicians and general hospitals pro-
vide treatment for the alcoholic.

There has been encouraging progress in the treatment of the alco-
holic, but still much needs to be learned in coping with this grave
disorder. Alcoholism is a chronic illness which cannot be treated ex-
clusively in a hospital setting, and any attempt to evaluate the effec-
tiveness of the treatment program must depend upon the availability
of a wide variety of treatment facilities, programs, and resources.
Individual psychotherapy, group therapy, antabuse, Alcoholics

. Anonymous, tranquilizing ~drugs, general health management,
churches, industrial counseling, family group therapy, utilization of
family agencies, welfare departments, departments of education,
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schools, parole and probation, courts, labor, et cetera, are all valuable
and necessary elements in g comprehensive approach to the treatment
of alcoholism, : :
comprehensive community mental health center program should
include among its elements facilities and programs for the treatment
of the alcoholic, The comprehensive community mental health center
is in a strategic position to integrate the many resources and programs
necessary for a coordinated comprehensive approach to this problem.

The elements of a spectrum of services in a broad approach to this
problem would include detoxification centers, treatment of the acute
phase of alcoholism in a general hospital, inpatient treatment for such
complications of alcoholism as delirium tremens or acute hallucinosis,
general hospital care for such complications as cirrhosis of the liver
and peripheral neuritis, : ,

Halfway houses, diagnostic clinics, outpatient long-term treatment
resources, public health nursing, long-term rehabilitation centers for
the chronic alcoholic who had Iittle or no personal resources, shelters
for those who have reached the point of chronic dependency with no
capacity for rehabilitation, with our current knowledge of ‘the treat.-
ment of this illness. - _

Many of these brograms can be related to g community mental health
center. Some should begin to develop apart from community mental
health centers, particularly where such centers have not yet come into
existence but could then become affiliated with, and integrated with,
community mental health centers as they emerge,

The following motion was unanimously adopted by the members
of the National Association of State Mental Health Program Directors
in meeting at the Drake Hotel, Chicago, I11., March 14,1968 :

. The proposed Federal alcoholism legislation should provide mecha-

separate autonomous units, ‘

Federal support of such developments, both in termg of concept and
in terms of financing, will go far in overcoming current resistances
to developing programs, and will emphasize and stimulate the urgent
desirability of Including programs in behalf of the alcoholic in the
community mental health services now taking shape throughout the
country.

Anotyher powerful factor at work is the judicial decisions which
have already occurred and which are now in the process of being
formulated by the Supreme Court making it illegal to punish the
chronic alcoholic for public intoxication and requiring his treatment
as a sick person instead. _

Drug addiction and drug abuse have become significant in recent
years as challenges to psychiatric and medical knowledge and enter-
prise and have provoked professional leaders to develop liaison with
other innovating personnel in the antipoverty programs and the war
on crime.

Drug addiction and drug abuse play salient roles in the perpetuation
of poverty and in the incidence of crime. Lo :

Effective treatment Programs and prevention programs in the areas
of drug addiction and drug abuse should have an important impact
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upon the reduction of illness and human suffering, but also in the
reduction of crimeand the alleviation of poverty. o

_ Treatment of drug addiction is still a very perplexing and difficult
problem. It requires more than an inpatient program. The experience
of hospital programs alone has been that fairly prompt relapse into
drug addiction occurs upon the release of the patient back to the
community.

An effective spectrum of services would require treatment of addicts
in the community with such measures as methadone, counseling by
cured drug addicts, vocational rehabilitation, vigilant monitoring of
arine for evidences of relapses, appropriate involvement of courts and
probation - officials, ministers, general practitioners, public health
nurses, family agencies, and Narcotics Anonymous.

Facilities should include hospital programs, clinies, self-help groups
such as Syn-Anon and related residential treatment centers and half-
way houses.

Many addicts who are incarcerated after having committed a crime
should be prepared for return to the community by appropriate
programs in the penal institutions. Many addicts have concurrent
problems with aleoholism, and both problems need to be treated by
professionals knowledgeable in both fields. : :

It is imperative that research and evaluation be an important part
of the approach to the treatment and prevention of alcoholism and
drug addiction. : :

Education of industrial leaders and management is important in
enabling both addicts and alcoholics to regain effective roles as citizens
through appropriate employment. ,

As is the case with the alcoholics, the community mental health
centers would be in a strategic position to coordinate and integrate
a great variety of programs and resources in behalf of the addict.
However, I would want to emphasize that many such programs for
the addicts may need to start prior to the development of community
mental health centers and then become integrated into the total pro-
gram of the community mental health center as it evolves. :

Tt is my hope and concern that facilities and programs for the
alcoholics and drug addicts, which are a part of comprehensive com-
munity mental health centers, will not. compete with the amount of
money available to such centers, but will attract sufficient funds from
the Federal sources to add to available financing for existing com-
prehensive community mental health centers and community mental
health centers which will come into existence in the future.

As in the case for the aleoholic, so would it be in the case of the
addict, that Federal support and stimulation of programs in behalf
of drug addiction will encourage professional personnel, hospitals,
community mental health centers, community mental health services,
to bring to bear whatever talents are available in coping with a serious
threat to the health and social well-being of this Nation.

I now wish to address myself, Mr. Chairman, to a particular section
of the bill, page 6, section C, starting at line 6 and ending at line 14.
This matter involves the efficient administration of the new program.
The section on page 6 says that an application for a grant for con-

.

struction of alcoholism facilities may be made only if it contains satis-
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. factory assurance that the application has been “approved and recom-
~ mended” by either: o ek B e
(1) The single State agency designated by the State as being the agency

brimarily responsible for care and treatment of alcoholics in the State or - .

~(2) The. agency designated bursuant to section 204 (a) (1) (of Public Law

88-164, which is the Community Mental Health Centers‘Constructi‘on Act of

1964). S Sk 5o

It is the concern of the directors of mental health programs in the
States that some confusion in the administration of the proposed
aleoholism treatment program might result from the language on
page 6 of the bill unless it is either modified or clarified. -

The directors of State mental health programs have sole responsi-
bility for administration of the alcoholism treatment programs in
only 27 States. Tn four other States they have partial responsibility.
And in an additional four States mental health is in an ‘agency where
a;wther branch of the agency has responsibility for the treatment of
alcoholics,

hospital in this country and in some cases represent as much as 40
percent of the admissions to these State hospitals.

If the language of the bill starting at line 6 is interpreted by a State
as requiring it to designate the agency presently “responsible for care
and treatment of alcoholics,” then it is possible that in 16 States the
State mental health agency will not be involved in approying and
recommending the proposed facilities. ,

If the language starting on line 10 (“in case this agency is dif-
ferent * * #7) i applied, then the agency designated under 204(a) (1)
of Public Law 88-164 must approve or recommend the facility.

The 204 (a) ( 1) agency is the “community menta] health center
construction authority.” : : ,

In 20 States the 204 (a) (1) designated agency is not the State agency
that is responsible for the mental health program. I have a list of these
States here, which I will not read at this point, ‘

However, in 11 (out of the above 20) States the “alcoholism treat-
ment program” is in the menta] health agency. And out of the remajn-
ing nine States only four of the 204(a) (1) designees have any respon-
sibility for an alcoholism program,

The defect in the substance of the “designated agency” paragraph on
page 6 could be partially corrected by adding languageto the effect that
the “mental health authority” of the State will be consulted for con-
struction and staffing of aleoholism facilities. , :

It is a matter of grave concern to me that there be g significant role
provided the State mental health director, This is a matter of concern
to the other State mental Program directors, too, I hope it will be pos-
sible that the language of the bill can be modified to meclude this con-
cept and that the legislative history of this proceeding call attention to
my concern and the concern of other State program directors for pre-
servation of their roles in developing effective, broadly based programs
for alcoholics and drug addicts, ;
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Mr. Chairman, I now refer to section 305 on page 14 of the bill.

This section adds language to the Community Mental Health Cen-
ters Construction Act of 1963, providing for a set-aside of 2 percent
of the construction money all otted to-each State. This 2 percent, when
matched 50-50 by the State, is to be used by the State, for “proper and
officient” administration of the State plan for construction of mental
health ceriters. :

This is a long-overdue amendment, and it was at the specific request
of our association to HEW officials that this amendment was included
in7the draft bill sent to Congressman Staggers, which is now H.R.
15758. :

Matching Federal assistance to State central offices for admin-
istration of Federal grant programs is an integral part of many exist-
ing laws. Thus, there is broad precedent for adopting section 305 of the
bill before you. Actually, this provision should have been in the
original law, and this association was derelict in not forcing this
jgsue several years ago. A ‘ ;

A provision sim'ﬁxr to the one we now have in the bill before you
has been in the Public Health Service Act for years. Section 606(¢) (2)

of the PHS act provides to the State Hill-Burton agency 2 percent of
the federally allotted money for administration of the State plan.

Last year your committee initiated a bill, which became Public
Law 90-170, which authorized each State to use for administration
purposes up to 2 percent or $50,000, whichever is less; of the $30 million

~ Federal allotment for construction of facilities for the mentally
retarded. ,

In the Elementary and Secondary Education Act there is admin-
istration money available to the States under several sections of the
act:

Five percent is available to the States for administration of the
school library resources program.

“ Five percent is available to the States for administration of the edu-
cation of handicapped children program.

One percent is available to the States for administration of the
Federal school aid programs for education of children of low-income
families. The maximum amount of money available to a State agency
under this provision is $150,000. :

Seven and ohe-half percent is available for administration of the
supplementary educational centers and services progranm. The maxi-
mum amount of money available to & State agency under this pro-
vision is $150,000.

Under the Vocational Rehabilitation Act as amended, section 2,
authorizing grants to States for rehabilitation services, provides that
a portion of the State allotment may be used by the State agency for
administration of the program. There is no limitation on the amount
of money the State agency may request for this purpose.

You will note, Mr. Chairman, that in several instances the maximum
sums available to the States for administration of the various Federal
programs is $150,000. In the bill before you the sum, on line 20 of page
14, 15 $50,000. ‘ ST :

¥We consider this an inadequate. share, and we recommend that the
sum be $100,000 per State. The Federal Government through this

.

fiscal year will have granted about $125 million toward development
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of community mental health centers in the States, The States are
administering this $125 million with no Federal help.

In Public Law 90-170, extending the mental retardation centers
program, the Congress allowed $50,000 per State for a $30 million
annual program. The community mental health center program in-
volves annual grants twice the size of the Public Law 90-170 program,
or $60 million. The administration proportion should be $100,000.

PROGRAM EVALUATION MONEY

We suggest a further amendment of section 305, Mr. Chairman.
e recommend the addition of language on line 19 following the
‘word “part.” Strike the semicolon and all language through line 24
and add the following language:
- . . and. for evaluation of the programs, by the State agency, under Part A
of Title 1I; except that not more than 2 ber centum of the total of the allotments

of such State for a year, or $100,000, whichever ig less, shall be available for
the purpose of administration for such year, and not more than 1 per centum

of the total of the allotments of such State for a year, or $50,000, whichever is

less, shall be available for the purpose of evaluation of programs for such year.
Payments of amounts due under this baragraph may be made in advance or by
way of reimbursement, and in such installments, as the Secretary may determine.

Our proposed amendment would provide a small amount of money
to each State central office, to be matched by the State, for purposes of
evaluating the community mental health center program as 1t func-
tions in each State. ,

Again, there is strong precedent in recent Federal legislation for
provision of funds to evaluate a program to determine its efficacy and
judge whether or not the congressionally authorized and appropri-
ated money is being spent wisely.

In the Elementary and Secondary Education Act there are at least
six separate sections of the law in which “program evaluation” money
is made available. The Office of Education has asked the Congress
for $14 million to fund these programs, most of which will be carried
out by State agencies. ;

In the extension of the partnership for health program, Public Law
89-749, which originated in this committee last year and passed the
Congress as Public Law 90-174, you included “program evaluation”
money for several parts of the law, namely: 314(d), 314 (e), 314 (c),
304 and 309.

Your committee made the following comments about “program
evaluation” in your Report No. 538 (August 3, 1967), and we heartily
concur: -

As a basic tool of program implementation and development, evaluation is
insurance that the health research, service, facilities, demonstrations, and re-
lated activities broposed in this bi-1 will fully accomplish their purposes,

Evaluation studies and analyses should be conducted to identify and extend
the application of those brogram methods and approaches which show high suc-
cess and to spot program weaknesses in time to permit steps to be taken to im-
prove program performance,

Although the funds available for evaluation will be a small fraction of those
available for the programs which are authorized, no more than 1. percent, the
committee feels that making these funds available for evaluation will contrib-
ute substantially to the success of the programs proposed in the bill. :

What we now ask is that everything you said about the need for
program evaluation be applied to the community mental health centers
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program, and we respectfully request that your committee adopt the
amended bill language we have provided today in this testimony.
Mr. Chairman, I thank you for your courtesy in hearing the testi-
mony of our association today, and, as always, we stand ready to assist
the committee and its individual members in any way that we can.

Mr. Rocers. Thank you very much. Your testimony is most helpful,
and we have, I guess, all of your proposed amendments now. .

Thank you very much. _

Our next witness is Dr. Jacob TFishman, professor of psychiatry,
Howard University College of Medicine, and director, Howard Uni-
versity Community Mental Health Center.

STATEMENT OF DR. JACOB FISHMAN, PROFESSOR OF PSYCHIATRY,
HOWARD UNIVERSITY COLLEGE OF MEDICINE, AND DIRECTOR,
HOWARD UNIVERSITY COMMUNITY MENTAL HEALTH CENTER

Mr. Rocurs. We are delighted to have your comments.

Dr. Frsayax. Thank you. I appreciate the opportunity to testify
as an individual here on behalf of the bill, and in particular on behalf
of the alcholism and narcotics addiction programs contained therein.

I would certainly like to lend my support for the alcoholism addic-
tion components of these programs, particularly stress the importance
of these programs in the poverty areas of our urban centers, since, as
wo all well know, aleoholism and addiction are a major problem in the
mental health of the poor, particularly as they are related to the social,
educational, employment, and psychological factors connected with
poverty and the general problems of the urban ghetto. i

However, T am here particularly to speak to one aspect of alcoholism
and addiction programs as they relate to community health centers,
and that is to urge the committee to stress consideration of the em-
ployment and use of local residents as nonprofessionals in new careers
providing alcoholism and addiction services in these health centers.

Tn our experience in community mental health work, we have found
that there are enormous advantages to the systematic recruitment,
training, and employment of such persons in the delivery of services.
They increase the effectiveness of services in these communities because
of their unique backgrounds in connection with the community and
experience. They provide an important link between the professional
and the client population, with whom frequently the professional has
had little real life experience.

They provide an important vehicle for helping people to help them-
selves In the community, and they also provide an important potential
vehicle in these local health centers for meaningful employment and
career development for the poor. o

Now, this is true in general for community mental health programs.
Tt is particularly true in addiction and alecholism where we find that
the use of ex-addicts and ex-alcoholics is a potential manpower re-
source of very significant effect. ; ,

Because of their previous personal experiences, contact with others
in the community, and the knowledge of their own living situation,
when they are given structured training, employment opportunities
and career potential as nonprofessionals in these programs, they give




very important, extremely significant assistatice to the professional
in providing treatment snd rehabilitative services for alcoholies and
addicts, i B oA

In fact, there are some who feel that in many ways you can’t run
an effective program for alcoholios and addicts without the tise of
such subprofessionals providing a kind of treatment resource. :

I would urge you to emphasize this approach for the staffing and
organizational patterns for these centers. And; in Tact, if it were

‘possible to develop an amendment, to the existing legislation for com-  * |

 Minity mental health centers to provide for th development of sys-

tematic programs for the uge of such stibprofessionals in new careers,
~ Twould urge that, too. : ‘ o

-1t is especially important in developing manpower resources for

‘these centers to recognize that today there is an extreme shortage of -
~trained marnpower for all community mental health programs, par-
 ticularly for alcoholism and addiction, B T s

This manpower shortage focuses on somie of the basic problems
in the philosophy of approach to treatment. We have found in our
ekperience ih Washington, and in many other communities of the
country, that in reassessing the issie of manpower utilization in these
cetiters (which I must add is an extremely urpent problem for all
centers and all programs) a great deal can be gained by considering
the use of local residents; employing them and providing them iith

- subprofessional careers in these programs. i o
It gives the subprofessional and the people in the community a way

of participating in the development, and delivery of services in their

own  community, which hags gerierally been denied by the typical

staffing pattern in. which the middle-class professiona] .

the suburbs spends the hours 9 to 5 in the ghetto and knows little else
~about the lives of the People there, e y
'The use of such people adds a new dimension to these programs, and

we feel it s essentia] to their implementation, - :
I would further urge that it is extremely important in the develop-

~ment of this model to consider the need for upward mobility possi-
bilities so that these people do not wind up, as has been generally the

for new responsibility, : S e R

Such career ladders, when linked with more experience-and training,
provide additional opportunity for the poor, particularly the Negro
poor in our communities, to move into responsible positions in health
services which are generally denied to them becauso of existing educa-
tional, training, and employment barriers, :

The current opportunities as nursing assistants in a variety of health
- service programs provide only dead-end situations for these people.
Consequently, the turnover is rapid, there is a great deal of frustra-
tion, and their potential as a treatment resource and real help to the -
professional is generally lost, e e G

}IR;e find enormous benefit for;the center and the community as a
whole. : D - o , ,

I would urge the committee and the people who will he making
- operational such centers and programs to develop systematic and struc.

tures programs for subprofessionals and professionals in new careers -
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" in aleoholism, addiction, and in all the other 'compo-nents of the com-.

munity mental health center so that health services can be significantly
improved and these people provided an opportunity for advancement.
Thank you. ik - T ‘ ‘
Mr. Roaers. Thank you very much. Lo
Let me just ask you: Have you done this in your center? ,
Dr. Fisaman. Yes, we have; in all fields, including alcoholism and
addiction. :
Mr. Rocrrs. How many people have you used in this capacity ?

" Dr. Frsumax. We have at this point trained and utilized 70 to 80
such people. - T
~ Mr. Rocers. Have they been given the opportunity to advance?

Dr. Frsaman. Yes. We have developed three levels of subprofes-
sional advancement, beginning with the aide, on to the mental health
assistant, mental health associate, and mental health technician.,

Mr. Rocrrs. Do you give them education along with the in-house :
training? : e ) ;

Dr. Fisaman. We have programs to supplement the training, and
are now negotiating with the Washington Technical Institute for a
joint program_that could lead to an associate of arts degree. .

Mr. Rocers. It might be wellif you gave usyout setup. L

Dr. Fisaman. I would be glad to. :

(The following information was received by the committee:)

S§TATEMENT OF DR. JacoB FISHMAN, DIRECTOR, HOWARD UNIVERSITY COMMUNITY
MEeNTAL HEALTH CENTER, ON CAREER DEVELOPMENT AND RELATED TRAINING AND
KDUCATION FOR PERSONNEL IN THE MENTAL HEALTH PROGRAM

In the past several years of experience with job and career development
and related training and education we have found the following to be critical
elements in the success of any such programs:

1. JOB DEVELOPMENT

The creation of permanent subprofessional positions in community mental
health facilities or other agencies which can lead to career advancement is the
ultimate test of the acceptance of a new level of personnel. Without such posi-
tions, training of mental health aides can have no real effect as a vehicle for
social change or delivery of services. % i

The initial step, therefore, should be an analysis of gtructure and manpower
needs of the facility, the climate of acceptance or resistance to jinnovative ap-

proaches; and the possible ways in which the subprofessional can help fill some
of the gaps in the delivery of services in the community.

Usually the mental health aide job description includes primarily community
outreach functions and group leadership. It is the mental health aide who pro-
vides treatment assistance to the professional team and acts ‘asg liaison between
the alcoholic or the addict and the professional staff.

2. CAREER LADDERS

The availability of opportunities and career steps that will enable a person to
move toward a desired career is necessary for continued motivation. This re-
quires a linkage of the products of job development into a series of entry level,
second, third and fourth level jobs with the potential for upward mobility built
in. Local educational resources can provide the necessary training programs and
certification for movement from one job to the next. This ig a crucial component
of theé model and requires the combined efforts of the.employing agency, civil
gervice and the educational institution. An example of the career ladder as used
for the mental health aide in.the Community Mental Health Center 'is:
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a. Community Mental Health Aide
b. Community Mental Health Assistant
c. Community Menta] Health Associate
d. Community Menta] Health Technician,
For each step upward -on the ladder there are increased responsibilities, addi-
tional in-service training, increased salary and decreased supervision of the
subprofessional by professional staff.

3. TRAINING

The most important goals of New Careers training for entry level positions
are: :

a. To prepare the trainee in the shortest possible time to successfully and
responsibly undertake the duties and roles of the entry-level position ;

b. To ensure that the trainee, in hig on-the-job training is quickly given
the responsibility of performing relevant and meaningful tasks, and :

¢. To provide the trainee with a number of basic skills and attitudes that
can be put into practice in the job as soon as Dossible. This provides him
opportunity for identification with a role and for the reception of feedback
‘on skills and performance. It allows the individual as well as others to see
his competence, and is the base on which further skills can be built. Thig,
training for role rather than simply learning a set of skills is an important
and successful approach, ) . ‘

In order to get maximum returns from the training brogram, several principles
should be followed, First there should be training in generic issues as well as
specific entry-job training, basic training in a particular human service area, and
remedial training. These training elements should be provided within the con-
text of a small group. Secondly, there should be basic generic training in a par-
ticular area of human services such as health or mental health. There should
also be specialty skill training for the Specific entry position. Lastly, a super-
vised on-the-job work training experience is essential for each trainee,

4. EDUCATIONAL LINKAGES

The first step in career oriented training for disadvantaged and under-edu-
cated people must be directed toward enabling them to acquire high school equiv-
alency diplomas. Some accrediting agencies, for example, the District of Colum-
bia Board of Education and the New York iState Board of Regents, have pro-
vided guidelines for high school and college accreditation of work experiences
and on-the-job training, i

For ‘advancement beyond the high school level, to the associate of arts or
bachelor’s degree, linkages must be established between the community educa-
tional institution and the human service agency, in which the ischool would pro-
vide acereditation for on-4the-job training and fielq placement, as well as assist-
ance to the agency in Jjobiand career development,

5. TRAINING. OF. TRAINERS

For many of the professionals, this will be the first experience in training or
supervising disadvantaged beople. They will have many unspoken doubts about
the ability of trainees to be of any help to other people and about their own
ability to teach or supervise the trainees, Therefore, careful training and prepa-
ration of trainers and orientation of employing agency staff ig a necessary com-
bonent of the New ‘Careers training model. Without this there is loss of motiva-
tion, confusion, conflict between traineeg and professionals, and loss of effective-
ness.

- We have been particularly gratified with the results,

Dr. FISHMAI.\T. I will be happy to supply it.
(The following information was received by the committee 1)
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STATEMENT OF DR. JACOB FISHMAN, DIRECTOR, HOWARD UNIVERSITY COMMUNITY
HeaLTH CENTER, ON PARTICIPATION OF SUBPROFESSIONAL AIDES IN REHABILITA-
710N TREATMENT PROGRAMS :

In several years of experimentation with such training programs at the
Howard University Institute for Youth Studies and in other research centers in
various parts of the country, it has been found that this approach is highly
successful. Two brief examples of this kind of program follow :

1. A group of 125 youths, ages 17 to 21, who were school dropouts or unem-
ployed, with multi-problem backgrounds, were trained and employed in the
human services, including mental health, education, welfare and child care.
During training, students. were assisted in working toward high school equi-
valency and increasing their general knowledge and skills. Eighty-seven percent
of the trainees finished the training program and were subsequently employed. A
study done from one to two years after employment began showed that 52 per-
cent were still in the same jobs in human services and each job change had been
accompanied by an increase in salary.

2. A program was developed at Cardozo High School in Washington, D.C., for
similar students which combined human service training with the regular curric-
ulum leading toward both a diploma and a certificate of training. Part of the
day was spent in classroom work, part of the day in supervised on-the-job train-
ing in local human service agencies, The trainees received stipends for the latter.
Students were selected from the bottom of the class. On graduation, these stu-
dents filled jobs in the agencies in which they were trained. A few went on to
higher education such as community college or college. Half of these students
spent their on-the-job training as classroom aides in elementary schools and bhalf
as health aides in local health facilities. :

There are several programs in Washington, D.C,, which have demonstrated
success in the use of ex-addicts and ex-alcoholics in treatment centers. The D.C.
Public' Health Department has a Drug Addiction Treatment and Rehabilitation
Center in Northwest Washington. Over half the staff are ex-addicts who have
peen trained at the center to work with addicts. There are five Drug Addiction
Counselors, at the GS—5 level and five Mental Health Aides at GS—4. These sub-
professionals assist the other staff in such areas as determining which of the
patients are sincerely motivated in the direction of breaking the habit, and which
are trying to “work the gystem,” as well as tasks such as screening, intake
records, and therapeutic techniques. B

At the Rehabilitation Center for Alcoholics (RCA) at Occoquan, Va., another
D.C. Health Department facility, 65 subprofessionals are employed as aleoholic
counselors. A large proportion of the counselors are or have been alcoholics,
themselves, and are currently members of Alcoholics Anonymous. They were
trained at RCA and are rated at the GS-7 level. Their duties include security,
training, control and counseling. Each counselor actd as “house father” for a
group of eight patients which he follows throughout their stay at Occoquan.
The counselor orients the patient to the program at RCA, teaches good work
habits, conducts the Alcoholics Anonymous program, refers the patient to pro-
fessional staff members for medical or other services when necessary ‘and in
general observes, evaluates and advises. The cloge relationship developed between
the counselor and the patient enhances the therapeutic aspects of rehabilitation.

The use of local community residents as subprofessionals in alcoholic and nar-
cotic addict rehabilitation centers hag been proven successful in various programs
throughout the country. The subprofessional increases the effectiveness of serv-
jces in these programs because his background and familiarity with the com-
munity from which he comes enables him to provide the important link between
the client and professional, where it possibly would not otherwise exist. The
important therapeutic effect on the subprofessional, his family and his com-
munity cannot be overlooked. Significant and lasting behavioral change has been
found in these people, through training and employment for nonprofessional
careers in mental health and other human gervices. The concept of helping
oneself through helping others is an aspect of this effect. The local resident now
undertakes to deliver the services of which heretofore he was only the dependent
recipient. :

In addition, this is a most significant answer to the critical problem of training
effective manpower which is now confronting alcoholism, addiction and other

mental health programs. New Careers training can provide a meaningful em-




o ployment and eareer opportunity for the above population. I would like to yrge
~ the committee to emphasize in this legiglation the use of local residents and
former addicts as subprofessionals in New Careers in these programs.

M. Roarrs. Thank you very much. , coh
. Our next witness is Dr. Gerald L. Klerman of Yale University and
director of Connecticut Mental Health Center., Tk Y

~ STATEMENT OF DR. GERALD L. KLERMAN, ASSOCIATE PROFESSOR _
- OF PSYCHIATRY, SCHOOL OF MEDICINE, YALE UNIVERSITY, AND
- DIRECTOR OF CONNECTICUT MENTAL HEALTH CENTER

Mr. Roaers. We appreciate your presence. We will make your state-
ment a part of the record, following your summary. el
Dr. Krerman. We welcome the proposed le%isla,tion,‘ and in par-
ticular I wish to support those provisions which link these new special-
ized facilities for alcoholic and ‘drug-dependent and narcotic indi-
viduals to the newly developing mental health centers, I will not
read the entire statement, but I would like to ‘address myself to one
- question that came up earlier. e A
The question has come up: “Why make these centers part of the
community health centers ?” “Why not create separate centers for
alcoholism and drugaddition ?” i ' R : :
My belief and experience indicates that the development of separate
facilities unrelated to community health centers would be a serious
error, and I would like to offer a number of reasons for this judgment.
First, there is substantial evidence ‘that alcoholic and narcotic -
addict patients have a high proportion of associated medical and
psychiatric conditions. These require active involvement, consultation,
and collaboration with neurologists, internists, and other health
~ specialists. iy
- Our Connecticut Mental Health Center, like many other centers, is
- located adjacent to a general hospital, to which it is linked archi-
tecturally, and programmatically. Thus we have available X-ray,
laboratory, surgical, and other treatment resources on an immediate
basis without red tape. : : SR N i
- Second, I wish to emphasize the desirability of treating the indi-
vidual in his own community. Treatment at distant resources, even
such excellent ones as Lexington and Fort Worth, have unfortunately
resulted in high rates of relapse when individuals are returned to their
own communities. R gL gt :
Programs of after-care are needed, and these require the continued
_involvement of the patient’s family, neighborhoods, clergymen, and
local institutions. : ; i N
Thisis true where the new drug techniques are being used.
Mr. Rogrrs. May I interrupt there? ‘ ‘ :
How is methadone used. You say you are using this? ;
Dr. Krorman. We are about to Initiate a project on long-term
- methadone therapy. e e :
Mr. Rogers. Have you not yet gotten into this program ? ‘
Dr. Krerman. Not yet. Wo have used methadone in the withdrawal
phase. In order to initiate such projectsi. you must be in continual
contact with the addict, there must be facilities for special laboratory
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 tests, as well as for pharmacy and for other things. This can only be
done in the local community and if the person in treatment has a -
 gense of trust and rapport with the treatment team. e L
" T'feel that a community resource has a distinet advantage. Tdeally
the same staff treating the patient during the acute: detoxifiaction and
rehabilitation phase shoul be involved with the patient in the fol-
lowup phase. : : :

The third ;reasdn"éis' that coop,emti've» linkages already exist with

established community agencies such as police, social welfare, and
neighborhood groups through present programs developed in many

' community mental health centers. The offectiveness of ongoing al-

_coholism and narcotic addiction programs, I believe, can be increased
by strengthening existing linkages rather than having to establish
newones. b s ; fenl : :

Fourth, our experience and the experience of others indicates that
the families of addicts have associated emotional problems, and a
~ more comprehensive approach is more readily facilitated.

Fifth, recruitment of qualified and experienced personnel who are
searce. Currently, the areas of alcoholism and addiction do not ‘have
made public acceptance. Integration of mental health centers with
this program, particularly those linked with medical schools and
Thospitals will help recruitment. - : ;
T have discussed this problem with Mr. Ernest Sheppard, of our
department, and with Dr. W. Bloomberg, Commissioner of Mental
Health. We all agreed that one of the major obstacles to the develop--
_ment of quality programs in these fields has been the resistance
within the health professions to assume an adequate responsibility
for these important ublic problems. v : o

- This is evidence£ by inadequate instruction upon these topics in
medical schools and in training programs for psychiatrists, social
- workers, nurses, et cetera. Moreover, only a small fraction of mental
health professionals are devoting themselves to the sub-specialties.

There is an air of pessimism and an air of pervasiveness that these
are hopeless. Our society continues to attach stigma to these con-
ditions. , S , ‘ ‘

While this legislation would go a long way to improving this con-
- dition, I would like to recommend amending the regulation for men-
- tal health centers <o as to make the inclusion of facilities of addicts

and alcoholics part of them, - Cd R e B ’

‘The current regulations do not include these important public
health areds as necessary components for community mental | ealth:
centers. In my opinion, consideration should be given not only to
permissive legislation, but to a future mandatory requirement, so
that a community center with gpecialized facilities on panels for aleo-
holic and drug addiction must be included along with the existin
five essential components of in-patient, out-patient, emergency, partia%
~treatment and education, , s , o
T realize that this proposal may seem radical to some of my col- -
- leagues, but it is my predietion that within a decade we will come

to expect that just as ‘emergency treatment in. today’s hospitals is

p-artﬂf‘t‘he mental health center, so will the treatment of aleoholism.

- T also wish to offer my special enthusiasm and support for section
259, which authorizes grants for training and evaluation of programs.

03-453—68——19
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We must acknowledge that our current treatments have only limited
efficacy. , :

Hov%ever, new and exciting treatments are being developed, and
there is promise that, they will be joined by other techniques. e

The recent introduction of drugs such ‘as methadone and cyelazocine
is attracting bright young scientists and professionals into the field.
However, research is needed to undertake field trials to assess the
long-term efficacy of these progras.

Investigation should include followup studies to ascertain the long-
term consequencies of aleoholism and drug addiction.
It is my conviction that the enactment of this legislation will fur-
ther strengthen these programs, : \ ‘

Dr. Klerman’s prepared statement follows )

STATEMENT oF GERALD I, KLERMAN, M.D., Assocrats PROFESSOR. OF Psyonratry,
YALE UNIVERSITY SCHOOL oF MEDICINE AND Direcror, Conwrcrrour MENTAY
HEALTH CENTER -

My name is Gerald I, Klerman, M.D. I am an Associate Professor of Psychia-
try at Yale University School of Medicine and’ Director of the Connecticut
Mental Health Center. The purpose of my testimony today is to support the
broposed legislation to amend the Community Mental Health Centers Act to
make provision for specialized facilities for alcoholics and nareotic addicts.

My support for this bill is derived from my geéneral experience in Ppsychiatry
and ‘mental health, and my recent experience as Director of the Connecticut
Mental Health Center in New Haven, : T

It has long been my conviction that the problems of ‘aleoholism and narcotic
addiction are best treated as integral parts of a comprehensive mental health -
brogram rather than in isolation, As part of this comprehensive brogram, I recom-
mend that adequate training be provided for mental health workers, general
Physicians, personnel in the police and law enforcement agencies, and ‘other
groups to enhance their understanding of the- nature and effects of alcoholism
and drug addiction. T also strongly support. the need. for further research,
especially in the development of new treatments. .

THE CONNECTICUT MENTAL HEALTH CENTER AND THE NEW HAVEN COMMUNITY

These convictions have been reinforced by Very recent experienc%és in the year
anid a_half since the opening of the Connecticut Mental Health Center in July,
1966. The Connecticut Mental Health Center is a facility of the Connectieut

called for by the- federal legislation and regulations, including ‘in ‘patient and
out patient treatment, day hospital, emergency treatment, and community con-
sultation and education, Barly in our operation we applied for and were awarded
a National Institute of Mental Health comprehensive community mental health
center staffing grant to Support our activities in g catchment area composed of
the Hill neighboerhood of New Haven and the city of West Haven, a popiulation

and community activities, V

Let me say a few words about the Hill neighborhood, on whose periphery the
Center is located. The Hill is a typical inner city neighborhood, with character-
‘istic social unrest and high rates of mental illness, accompanied by pervasive
unemployment, substandard housing, poor schools, and racial diserimination, This
neighborhood is in the midst of marked social transition ; relatively large num-
bers of Blacks and Puerto Ricans have moved in, following upon -the exodus of
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Ttalian, Irish, and J ewish groups to the suburbs. This neighborhood was recently
selected for a Model Cities program. It - was also, significantly, the neighbor-
hood where the “riot” in New Haven broke out in August, 1967, Yale Medical
School is making major community health commitments to this neighborhood
and out mental health program is part of this commitment. T mention these social
factors because our experience indicates that in neighborhoods like this, alco-
holism ‘and drug addiction are prevalent and are part of a destructive cycle. I
shall return to this later. :

In the year and a half since the Center has been in operation we have learned
that the extent of alcoholism and narcotic addiction in this neighborhood and in
all ‘of New Haven is far greater than had either been expected or planned for.
Moreover, facilities, staff, and skills are limited in these problem areas and we
are not able to deal adequately with patients with these problems.

NARCOTIC ADDICTION AND DRUG DEPENDENCE

Before discussing the programmatic aspects of narcotic addiction, I would
like to say a few words about the terminology. While it is true that narcotic
addiction, particularly to heroin, is the most serious problem, there are other
drug-related areas. We also recognize problems of 1) illicit experimentation such
as glue sniffing and use of LSD and marihuana 2) ‘misuse of medications in
excess of recommended or prescribed dosage, and 3) abuse: the repeated exces-
give use of drugs short of dependence. We have also found it more useful to use
the term “drug dependence” as recommended by the World Health Organization
as having broader scope. Narcotic addiction thus is one form of drug depend-
ence. I mention this because a community mental health program probably should
best be designed to deal with all forms of drug abuse and drug dependence, not
exclusively drug addiction. .

I New Haven, as in other cities, the predominant, although not exclusive,
involvement with narcotic addiction is through the use of heroin among young
negro males. Members of my staff estimate that there are between four and six
hundred active heroin users in the New Haven area, only a fraction' of whom
are known to medical or law enforcement agencies. At the Connecticut Mental
Health Center we do not have gpecialized facilities for detoxification treatment
or rehabilitation. of narcotic addiets, nor do they exist anywhere else in the
New Haven region. The nearest in patient facility is at the Connecticut Valley
Hospital, a state mental hospital thirty miles away to which patients must be
escorted by ambulance or the police. This geographical separation creates special
hardships for the family and social agencies, and limits programs for after care
and rehabilitation.

Connecticut has recently enacted a far sighted and pioneering Drug Depend-
ence Law which allows for treatment and rehabilitation as alternatives to crimi-
nal sentencing. In the past two years, admissions to public mental hospitals for
drug-related problems have more than doubled, even before this law became
operative in October, 1966. Judges, court officials, and probation officers tell us
that existing treatment facilities are grossly inadequate. As a result, the goal
embodied in' this mnew legislation may be undermined because of inadequate
facilities to care for those patients who can now be referred for treatment
rather than sent to correctional institutions. As a member of the recently estab-
lished Connecticut Drug Advisory Board, I have become increasingly aware of
the many difficulties encountered. My experience as a psychiatrist has been
supported by contracts with jurists, lawyers, and correctional officers. In Connecti-
cut, as elsewhere, each of our communities, and particularly the urban commu-
nities, need specialized facilities where detoxification, treatment, rehabilita-
tion, and after care can be provided. We are especially interested in initiating
treatment programs with methadone and cyclazocine, new drugs which, in early
studies, offer ‘hope. for interrupting the cycle of illegal narcotic dependency
and thereby facilitating the narcotic addict’s rehabilitation to a useful and pro-
‘ductive life.

As I have mentioned, narcotic addiction has highest rates among underprivi-
leged minority groups, especially young negro and Puerto Rican males. Our
contact with neighborhood groups, including the black militants, indicates to
us that within the inner city meighborhoods drug addiction is regarded as a
problem of very high priority. Residents of the neighborhood and city officials
insist that the problem is not being dealt with adequately, innovative and imag-
inative programs for narcotic addicts offer critical opportunities to relate mental
health to the racial crisis of our urban centers. I hope that the mental health
professions will not avoid this opportunity.
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ALCOHOLISM

Let me turn now to the problem of alcoholism. There seems little need. to
document the wide prevalence of this disorder or the need for intensified action.

In New Haven, we have recently become aware that a moderate sized group of -

homeless, white males constitute a hard core in need of rehabilitation and soecial
- ‘adjustment. As in other cities, surveys in New Haven indicate that a significant
proportion of the efforts of the Dolice and other law enforcement agencies are tied
up in arrests for drunkeness and related problems. Here, as is also the case with
narcotic addicts, the Dolice, courts, and probation officers perform medical and
social welfare activities to-an unrecognized extent. Thig involvement with prob-
lems of alcoholism Drevents the use of their limited resources for their primary
tasks of law enforcement and crime prevention, Of course alcoholism is not found
exclusively in these areas, but also among industrial workers, professionals,
and housewives, Here again, the limited specialized facilities in New Haven
has restricted our activities. The efforts of the local Alcoholism Clinic, the
~ Salvation Army, and the Yale Hope Mission have proven inadequate. to- mieet,
the need. Just as for drug addicts, the only detoxification and inpatient treatment
unit exists at the Connecticut Valley Hospital thirty miles away. As T will detail
' later, our attempts to diagnose, treat, and rehabilitate patients with these prob-
lems at our new Center with existing facilities and staff have been limited.

l‘}iE NEED FOR FACILITIES AS PART OF THE COMMUNITY "MENTAL HEALTH CENTER

- I have not described these circumstances in New Haven because they are
unusual. On the contrary, T believe they are illustrative of what is probably the
pattern in every medium and large size city in our nation : great need, damaging
social consequences, inadequate resources, and over burdened -efforts by clinics,
police, and other agencies. The situation is made worse by a.lack of integration
and coordination of existing facilities, s

In view of this experience, we welcome the proposed bill. In particular, I wish
“to support the provisions which link these new, specialized facilities for alcoholic
and: narcotic addiction to the newly developing community mental health- cen-
ters. Why make these facilities part of the community mental health centers?

u ‘Why not create separate, independent centers? My belief is that development of

separate facilities unrelated to community mental health centers would be a
serious error. I can offer a number of reasons why.
One, there is substantial evidence that alecoholic and narcotic addicts have a
high proportion of associated medical and psychiatric conditions, These require
active consultation and collaboration with neurologists, internists, psychologists,
and other specialists. The Connecticut Mental Health ‘Center,: like other com-
munity mental health centers, is located adjacent to a general hospital, the Yale-
New Haven Hospital, to which it is also linked architecturally, administratively,
and programmatically. Through this linkage, the mental health center has avail-
able x-ray, laboratory, and other adjuncts to treatment. :
Second, in addition to this need for medical, surgical, and laboratory services,
T'wish to emphasize the. desirability of treating the alcoholic and drug depend-
-ent individual in his community. Treatment at distant facilities, such as those at
Lexington and Fort Worth, results in a high rate of relapse when the individual
returns to his community. Programs of rehabilitation and after care are needed,
and these require involvement of the patient’s family, neighbors, clergyman,
andlocal institutions. This is particularly true where modern drug techniques,
such as methadone for narcotic addicts and Antabuse in the case of alcoholism,
. are being tried. These often require long periods on a maintenance drug dosage,
up to five years or longer, with frequent laboratory testing of urine or blood.
Ideally, the same staff who treated the patient- during the acute detoxification
and rehabilitation phase should also be involved with him in the follow up phase
~.while he is readjusting to the community. g :

~ Third, cooperative linkages with the police, social welfare agencies, and re-
habilitation centers already exist through the network of community mental
health centers. It would increase their effectiveness to incorporate alcoholism
and narcotic addiction programs. “ : ]

- Fourth, experience indicates that the families of alcoholics often have asso-
ciated emotional problems, especially their children. There can be q more
comprehensive approach, involving group and individual psychotherapy and
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family work, with a community mental health center than if the alcoholism

facility or drug additlon cent’efr are separated administmtively, ge'ographi»cally,

and avrchitect_urally

of qualified and experienced personnel to separate facilities

for these ygroups':i“s\ Qifficult. Currently, these areas do not have the professional
they merit. Integration with community

health centers, especially those linked to medical schools and general hospitals,
will facilitate recruitment. It would also contribute to the needed cadre of expe-
rienced workers who can train others while also educating personnel in associated
health and social welfare fields. ; i ‘ Sl D
The question may arise as to why mental health centers and general hospitals
cannot treat these patients within existing facilities and programs. We have
learned that specialized facilities and equipment, properly ‘trained staff, and
an accumulated body of knowledge and experience are required. Our attempt to
treat alcoholics and narcotic addiets in our regular adult programs have proven
frustrating and ineffective. Experience indicates the desirability of specialized
units with associated laboratory facilities and trained personnel devoted to these

problems. ) . } e T e Ly )
‘T have recently had discussions about this problem with Mr. Ernest Shepherd,

Director of the Drug and ‘Alcoholic Dependence Division of the Connecticut De-

partment of Mental Health, Dr. Wilfred Bloomberg, Commissioner. of Mental

Tlealth, and other leaders in the Connecticut area. We are all agreed that one of
" the major obstacles ‘to the development of ‘quality programs for treatment and
~ prevention in the fields of aleoholism and drug dependence has been ‘the resist-

ance within the medical professions to assumingi;esponsibiﬁty for these impor-
tant areas. For too many decades, alcoholism and drug dependence have ‘been
stepchildren within the mental health family. This is evidenced by inadequate
instruction on these topics in medieal schools and in training programs for psy-'
chiatrists, psychologists, social workers, and psychiatric nurses. \Moreover, only
o small fraction of mental health professional have devoted themselves to these
important subspecialties. Within the mental health profession there is a myth-
of fatalism and pessimism because of the pervasive conviction that these are hope-
less conditions for which no effective treatment programs exist. While our treat-
ments have their limitations, pessimism and fatalism are unfounded. The evidence
indicates that properly integrated and supported programs can achieve substan-
tial results in reducing mortality and morbidity, returning patients to the coun-
munity, and facilitating their social and vocational readjustment. = S
These professional attitudes are related to the stigma which our society con-
tinues to attach to these conditions. Alcoholism and drug. depedence have long
been regarded as legal, rather than medical, problems. I am concerned that
current attitudes toward alcoholism and drug dependence are similar to the
attitudes toward the psychoses and other mental health problems held by our

" gociety a hundred years ago. Let us remember that when Dorothea Dix began k

her crusade for humane treatment of the mentally ill, many were being treated
as criminals, housed in jails and county poor houses, rather than in medical

facilities. T think we are at a similar historical point in the social attitude toward

“aleoholism and drug: dependence. A érucial turning point would be the transfer

of these problems from purely legal and correctional approaches to medical and
social welfare programs. . ‘ e i L s
While this legislation will go & long way towards improving this situation,
1 would recommend that, jdeally; consideration be given to amending the regula-
tions for community mental ‘health centers so as to make the inclusion of
programs and facilities for alcoholics and narcotic addicts ‘among the essential

‘and required services of community mental health centers. The current federal

regulations do not include these important areas as necessary components of
community mental health center programs. In my opinion, consideration should
be given not omnly to permigsive legislation, such as is proposed here, but also
to mandatory requirements so that to be truly considered a community mental
health center, eligible for federal funds for construction and staffing, specialized
facilities and programs for alcoholic and drug addiction must be included in
the plans. I realize that these may be radical proposals for today, but it is 'my
prediction that within a decade we will expect this, as we now expect that
emergency treatment and day hospitals are parts of mental health - centerg:
along with in patient care and out patient care, S i g
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CONCLUSIONS

In cohcluSioﬁ, I wish to offer my special enthusiam and suppqrt for ‘Seétion 252, :

which authorizes grants for training and evaluation of the program. Ag our nation

t
P

in general, and the mental health professions in particular, have come .to:

realize the extent of the broblem of alcoholism and drug addiction, we have
also become aware of the inadequacy of trained bersonnel and the limitation
of existing treatment methods. Ag regards training, it is increasingly apparent
that because physicians, social workers, psychologists, nurses, and other profes-
ionals are poorly trained in their fields, they have insuﬁicient,knowledge about
the nature of narcotic addiction and the newly. developed methods for detection,
treatment, and rehabilitation. : o
rtant, we must acknowledge that our current treatments have only

Most impo: :
limited efficacy. New and exciting treatments are ‘being developed, and there is
promise that they will be joined by other new techniques. For example, the
availability of methadone and cyclazocine, drugs I have mentioned Dreviously,

has attracted bright young professionals and scientists into thig field by gen-
erating new optimism. However, research is needed to undertake field trials and
to assess the efficacy of these programs. This investigation should include follow
up studies to ascertain the long term consequences of alcohholism and drug
addiction and the success of treatment brograms in promoting a healthy life of
abstinence and family, social, and occupational adjustment. The National In-
stitute of Mental Health ‘has recently strengthened its research programs in
these areas and the activities of its staff is having a beneficial effect throughout
the mental health field. It is my conviction that the enactment of this legislation
will further strengthen these programs. ; < . o

" Thank you very much, ’

- Mr. Roerrs. Thank youvery much, Dr. Klerman,
In your mental heaith center, could you let us have Your staffing and
the number of people youserve? ‘ : ‘ e
- Dr. Kuermaw. I would be delighted to. o
~ (The information requested was not available at time of printing:)
Mr. Roeers. Is the number of people you serve connected with any
number of alcoholics ? . S v
Dr. Krermax. We do not have the specialized facilities we would
like. Our estimates indicate that about 10 percent of our admissions
have associated problems of alcoholism and drug dependence, but we

One facility was originally planned for 100 beds, but because of

financial difficulties, only 50 beds were finally constructed. So we do
not have the specialized facilities that this legislation would allow to
be included and for further construction and staffing, '
Mr. Rogers. Actually, there is a provision that psychiatric services
could be provided. L AR :
Dr. Krerman. T realize that that was the intent. I would submit
that in practice—— TR : i '
Mr. Roeers. This hasn’t been done. b R :
Dr. Krerman. It would be like ours. We had underestimated the
magnitude of the problem and also the desirability of specialized
facilities. o - i
Mr. Roeers. Thank you. e

Our next scheduled witness is Dr. Walter Barton, who is medical

director of the American Psychiatric Association.
Is he present ¢ ‘ ' "

record.
(Dr. Barton’s prepared statement follows:)

Dr. Barton is not present but he has subtitted a statement for the »
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STATEMENT OF DR. WALTER BARTON, MEDICAL DIRECTOR,
AMERICAN PSYCHIATRIC ASSOCIATION

H.R. 15281 (8. 2089) now before the Congress, would amend the Community
Mental Health Centers Act by providing for specialized facilities for alcoholics
and narcoticaddicts. i

In the view of the American Psychiatric Association the purposes of this
legislation are altogether laudable and its detailed provisions are entirely satis-
factory with a single possible exception noted below.

Recently, the Joint Information Service of the American Psychiatric Associa-
tion and the National Association for Mental Health published a report of a
comprehensive study of psychiatric treatment facilities for persons with aleohol
problems. (See The Treatment of Alcoholism by Raymond Glasscote, Thomas F.
A. Plaut, et al, American Psychiatric Association, Washington, D.C., 1967). Per-
haps the most salient observation of the report is quoted as follows: “Services
for alcoholics must be greatly expanded in quantity. There is no city in the United
States where the amount of service begins to approach the already manifest
need.”

In several states alcoholism is the largest single diagnostie category for male
first admissions to the state mental hospitals. In Maryland, for example, the figure
reaches 40%. Some forty different states have alcoholism programs, but a number
of them are limited solely to public education. Other states have some limited
grant funds to assist outpatient clinics and occasionally some inpatient services.
Altogether there are about 125 outpatient clinics for alcoholics in the nation as a
whole, but many of these are part time only and offer very limited services. Many
general hospitals in our country will not admit alcoholics as such, and when they
do, the services they render tend to be brief, superficial, and inadequate. As for
the community mental health centers now getting under way, it is too early to
evaluate how effective they may become in treating alcohol problems, but one
may confidently expect that this legislation, if passed, will further ensure the
success of their efforts.

Specifically, the legislation provides for grants to suitable agencies in areas
where a need for special facilities for inpatient and outpatient treatment of
aleoholics is demonstrated and when the proposed plan is adjudged satisfactory
according to various sensible criteria. ' :

There is just one provision (Sec. 241(C)) which in our judgment needs some
modification. It is stated “that the application (must have) been approved and
recommended by the single state agency primarily responsible for care and
treatment of alcoholics in the state . ..” The problem here is that in many
states the “single state agency” is in fact a politically appointed 'commission
whose responsibility is confined largely to public education programs. The
members of these commissions are not representative of the expertise in the
treatment of alcoholism to which this legislation primarily addresses itself.
Experts in treatment problems are rather to be found in the offices of mental
health authorities; departments of institutions and corrections, ete. This pro-
vision should, at the very least, in our view, eliminate reference to the ‘“single
state agency designated by the state as being the agency primarily responsible
for care and treatment of alcoholics.” Rather a phraseology should be substi-
tuted to the general effect that a state will appoint a single agency to administer
the program and comprising the essential expertise that should be brought to
bear on the execution of the entire program. i

No exception is taken to the mode of financing that is proposed for construction
and staffing. It is most especially praiseworthy that the legislation allows funds
for a variety of treatment modalities such as specialized residential facilities,
half-way houses, day care centers, hostels for homeless alcoholics, and the like.
In short, the more flexibility governing the use of the grant monies the more
promising and effective the program will be in our view.

Title IT of H.R. 15281 provides for grants for constructing, operating and
staffing treatment centers and facilities for narcotic addicts, including the
development of specialized training programs for personnel involved in treating
addicts and the evaluation of programs for the prevention -and ‘treatment of
addiction. No exception is taken to any of the provisions of Title II.

In sum, the American Psychiatric Association strongly supports this legisla-
tion hoping that the provision about approval of grant programs by the “single
state agency” may be further refined to ensiire that appropriate professional
expertise is brought to bear on the total program. The growing and widespread
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acknowledgment of alcoholism as a disease (including the tendency of the courts
to so label it) together with the ‘appalling poverty of the nation’s resources for
treating it, is evidence enough of the urgency of such legislation. The same
massive need exists in relation to the addiction problem. :

Mr. Roeers. Dr. Gilbert Geis, California State College .in" Los
Angeles. Is he present ? '
Dr. Geis has submitted his statement for the record.
(Dr. Geis’ prepared statement follows ?)

STATEMENT OF GILBERT GEIS, PROFESSOR OF SocroLoay, CALIFORNIA STATE
COLLEGE {

COMMUNITY TREATMENT OF NARCOTIC ADDICTS

Narcotic addiction, we now know, can best be controlled in community setting. .
It will probably remain hecessary to-incarcerate some addicts either in: prisons
or under the auspices of ecivil commitment programs, particularly addicts who
perform criminal acts of 'a nature not directly associated with their addiction or
of ‘a kind that society cannot reasonably tolerate. But, for the most part, it
appears not only important, but also imperative that future efforts toward con-
‘trolling: and reducing ‘narcotic addiction ‘be. included as part of the work of
commuunity mental health centers. :

The reasons appear compelling. For one thing, we have consistent evidence that
the incarceration of addicts produces ‘only minimal rehabilitative results. In
California, we have learned that incarceration in prison of narcotic addicts plus
routine parole aftercare will bring about a success rate (measured by abstinence
from drugs and lack of criminal difficulty for one year subsequent to release to
the community) of about thirty percent. There has been no substantial increase
in this success rate when parole caseloads are reduced, nor when parolees are
placed in a halfway house. Neither, for that matter, has the massive civil commit-
ment program for narcotic addicts, pioneered in California, managed to improve
upon the success rate of earlier approaches to the problem. g

We ' bélieve now that the reason for the failure to increase success rates is
tied rather intimately to the fact that the addicts’ success and failure to remain
abstinent is closely tied' to their self-image. This self-image most usually is one
defining addiction as an intransigent behavior and establishing the myth that
“once an addict always an addict.” For substantial rates of cure to be realized,
it appears mnecessary that the addict not become immersed in prison or ¢ivil
commitment cultures and not be allowed to wallow in the self-justifying ration-
alization that his difficulties are insurmountable.

Support for the validity of this thesis can be ‘derived from' the experience of
Synanon, a self-help program: originated in California, which transmits to its
recruits the idea that addiction can and will be conquered. Synanon does this
by putting on display its own successes, men who were addicts, but have been
clean for many years and have made their way in “square” society.

The Synanon program, community-based, indicates clearly that addicts can be
helped without the constraints or lessons imposed by institutional life.

The Synanon experience is further supported by data from California which
show that medical doctors who become addicted to drugs are able to cease their
use of such drugs in some 92 pbercent of the cases, though the penalty imposed
on them is. nothing more than the withdrawal from ‘them for five Years of their
prescription-writing privileges. Allowed to remain inthe community, allowed the
opportunity to retain the prerogatives of their professional performance (includ-
ing status and money), the medical doctors in an overwhelmingly large number
of cases conform to social demands. We would argue that incarceration of the
same doctors would produce a much lower rate of subsequent abstinence.

It seems apparent, therefore, that commurnity-based programs for rehabilitative
work with addicts offer the most hopeful opportunities for success, Such  pro-
grams.can provide counseling, can refer bersons for employment, can deal with
family difficulties as they arise. Hqually as important, they can permit the addict
to retain his self-confidence in his ability to ultimately live a drug-free existence.

I 'would finally call attention to the early success that we have been having
with a. community-based program in Los Angeles which employs 28 ex-addicts to
work with practicing addicts in the Boyle Heights area, a neighborhood with the
highest addiction rate in the State. Paid decent salaries, supervised with some
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care, the ex-addicts have to date demonstrated a reassuring willingness to work
hard and well in discovering and caring for other men currently using drugs.
It is our belief that the Boyle Heights program has had an impact upon the rate

of drug use in the area, and concomitantly the rate of crime, particularly erime
against property. The employees of the Boyle Heights project report that mean-

ing has been imparted to their lives, and their clients note that the object-lesson

of successful former addicts, the opportunity to remain in the community while
they deal with their addiction, and the clear understanding of their problem by
those who once shared it, all have contributed to their own willingness and ability

. to refrain from drug use.

It is in terms of experiences such as that which we are having in Boyle Heights,
as well as a review of previous experiences with prison programs, federal public
health operations, and civil commitment that the proposed legislation to in-
corporate narcotic addiction within community mental health center programs
seems preeminently decent and desirable.

Mr. Rogers. Mr. H. Leonard Boche, director, Department of Soclal
Welfare of the Board of Christian Social Concerns of the Methodist
Church; and president, Association of Halfway House Alcoholism
Programs of North America.

STATEMENT OF H. LEONARD BOCHE, DIRECTOR, DEPARTMENT OF
SOCIAL WELFARE OF THE BOARD OF CHRISTIAN SOCIAL CON-
CERNS OF THE METHODIST CHURCH, AND PRESIDENT, ASSOCIA-
TION OF HALFWAY HOUSE ALCOHOLISM PROGRAMS OF NORTH
AMERICA :

_ Mr. Bocue. Thank you, Mr. Chairman. It is a pleasure for me to have
this opportunity to meet with you. :

Mr. Rocers. We will make your prepared statement a part of the
record following your remarks. - »

May I interrupt just a minute? I see one of our distinguished mem-
bers on this committee, Congressman Stuckey, of Georgia. We are
always delighted to have colleagues of this committee come in and
visit. ‘ .

Mr. Bocur. I would like to highlight only a few points from my pre-
pared statement. I come before this committee primarily out of my
experience. Previous testimony has clearly indicated the value of a
complete continuum of care in the treatment of alcoholism.

I would like to point out that the halfway house, or the aftercare
facility has theoretically come of age, but in practical terms there is
a social lag which has not included the halfway house, in fact, in the
total continuum of care. , :

This has largely been related to the inadequate philosophy of funding
that has been associated with halfway house programs. These programs
have grown up out of the concern of individual citizens and have not
been fully incorporated into the community plan. 5 .

Hence, I come before you in support of this bill, especially that sec-
tion dealing with halfway houses and aftercare facilities.

T raise with you for your consideration that the existing halfway
house alcoholism programs, be seriousl considered to be included with-
in the act as well as new and expanded %,aoilities. :

The orisis of the halfway house is that it is unable to do the task
under the financial structures that presently exist. The halfway house
is an economical way of protecting the public investment in detoxifi-
cation and inpatient treatment. ; .

93-453—68——20
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~_We find, as in the testimony of Dr, Pittman, the experience of Des
Moines and other inpatient treatment facilities that aftercare and half-
- way houses are urgently needed if we are going to be able to adequately
- capitalize on the amount of investment that 1s made in inpatient care
- and in detoxification itself, . : g b 7 '
~And so I would like to ‘call thig to your attention, Mr. Chairman,
~and members of the committee, for I believe that the structure of this
bill may very possibly provide the theoretical model and the means
by which the halfway houses can be, in fact, integrated within ‘the
total continuum of care in the treatment of alcoholism, - e
The halfway house uses as its mechanism and as its dynamics pri-
marily the community of mutual support which is generated by people
who have similar afflictions and who join together out of their weak-
nessesand contribute to each other’s PECOVErY. . o psio v
The principle that the afflicted can help others afflicted to recover has
~ been demronstrated_ by Alcoholics Anonymous. This has been applied

over and over again in a multitude of self-help organizations now in

~ existence. This applies to the halfway house where a shared experience

of hope can be developed and the learning experience necessary to live
in a complex world without chemical assistance and chemical crutches.

I support this bill for T ‘believe that it develops public policy which
will integrate the halfway house into the total community-of treat-
ment. I urge the committee to amend the bill to cover existing halfway

house programs which meet the appropriate standards and which are

integrated into the total community plan, Sy ok
It existing programs are not included, a premium will be placed on
- the development of new programs rather than using the experience of
existing services. Any financial plan for halfway houses must take into
account that supplementation must ‘come from some source, either pub-
lic or private, if the brograms are to carry out their intended. purpose.
~We believe that this source,. most appropriately, is through some
type of public funding, which is outlined in this proposed bill. ;
1 come supporting this bill because I believe that the halfway house
- makes each dollar spent on treatment of the addicted significantly
more productive, . . e £
(Mr. Boche’s prepared statement follows :)

LYE

. STATEMENT OF H.\LEONARD BocHE, DirEoTOR, DEPARTMENT OF :SOCIAL WEELFARE, OF

THE - BOARD OF CHRISTIAN SOCTAL CONCERNS OF THE METHODIST GHURCH, AND
PRESIDENT, ASSOCTIATION 6F HALrwAY House ALCOHOLISM PROGRAMS OF NORTH
‘AMERICA | - : e e

a1 : fand\xﬁeinbers of the: com’mifteé,-my name is Leonard Boche; and
) - own behalf before ‘thig committee to testify out of my experience
as the director of 4’ community alcoholism program, co-founder of g halfway

¥

"~house for alcoholic women, and ‘now ag president of the Association of Halfway

House AlcoholismiPrograms of North America, The Associatipn" has 96 members
~in 36 states and thrée provinces of Canada. o L el ; Gt
..-I ecome bhefore-thig committee to; support, H.R, 15758, especially that portion

(Sec. 243 (b)) dealing with halfway houses and after care facilities. For reasons
. which shall be given, T urge the committee to give: consideration to provisions for
- sSupplementing existing haliWaMh&usefprOgmms; and programs ‘developed under

fhigiact, b d e i

. The concept of the haltway house a8 .a transitional facility in the treatment of
variety of.conditiong is rapidly coming into its own, As one listens to compre-

hensive health plans, or tunes oneself to the care and need of the retarded, the
mentally ill, and to the field of corrections, the' common ground. tiniting thern all

b




203

is thelr intérest in the use of transitional facilities. On & theoretical basls, &

. discussion of the continuum of care in any one of ‘these flelds, as well as in:
. addiction, has integrated within it the coneept’of the halfway house as a means

by which the afflicted is introduced into the complexities of modern soclety. The

.. theoretical model has come of age, ‘but there is a sizable lag between the concept
_ and its application in the affairs of people in meedi LR e R T
" The one overriding consideration which seems to unite the many and diverse
programs under the label of halfway house is their lack of'consistent financing:
" Tt seems that it is the lack of financial security which unites, as'much as the pro-
gram services which are provided. When talking to administrators of halfway
‘Tiouse alcoholism programs, the common problem which all face is ‘funding. Few
consistent patterns have emerged so that each program T1ooks ‘almost unigue-in
terms of its fiscal structure. What I believe is needed is the development of a
philosophy of halfway houses and funding. Halfway house alcoholism programs
“ ‘may be able to exist on the basis of getting funds where they can, but it will not
be until consistent funding is worked out will ‘the halfway house be able to
relate effectively to the total community structure. : : et
The halfway house can best be thought of as a bridge. A means by which the
{ndividual moves from one point of his addiction to another point which repre-.
cents. successful treatment. In most ‘instances we are relating to in-patient :
intensive care on one hand, to ‘out-patient supportive cave within the halfway
house, and then, finally, to independent living within society. I-am well aware
that halfway houses have at times been seemingly forced into the situation of
being a treatment facility, but it is my firm conviction that the primary in-patient
role is not the proper area of thehalfway house and every effort should be used
to divest the program of that element of resporisibility. The reason for this is
that the halfway house is simply ot equipped by either its facilities or: staff
to carry on the intensive in-patient care that is ofiten needed in the treatment
of alcoholism. R T s it Hedoog
" The halfway house makes its main ‘contribution in providing ‘a ‘substitute

family for the person in the course of his treatment and is nota substitute for:
the primary treatment of alcoholism. The transitional facility provides a peer
" ‘group experience where the individual can learn how to live without the help
of chemical ‘crutches. Tt is a transference of dependency from: c¢heémical means
to ‘interpersonal rélationships that are characteristié “of ' the 'family setting.
Many individual who find their ways into the’cycles of addiction:have néver
learned how ‘to live so the process of socializing is very difficult for persons
with ‘addictive histories. This can be most effect: vely accomplished: within the
living situation in which there is a common identity and supportive staff. -~ 1
The dynamics’of the halfway house are in the ‘community of ‘mutual support
which is’ generated by people who have ‘simildr afflictions, who ‘join together not
out of their strengths, but out of their weaknesses ‘and contribute to each other’s:
recovery by providing support, identification; and hope! The' principle that the
afflicted can’ hélp others who are affticted recover has been dramatically demon-
strated within the program: of Alcoholics ‘Anonymous, ‘and this principle has

been accepted and re-applied over'and over again in the multitu ¢ of self-help”

organizations which are now in'existence. The game principles ‘apply ‘to’ the
Halfway house where out'of a common experience of misery;: there. can develop
a shared eéxperience of hope and the learning experiénce necessary ‘to'live a
new life. i R T AR PR e SR
In’ that the community of mmtual support is the basic therapetitic ingredient

of the halfway house, ‘therefore .1 believe that halfway houses wi nvariably, - ‘

of necegsity, ‘be specialized facilities. The' individuals entering ' halfway
house 'are often by definition inéapable of' accéptitig the 'Broad ' spectiim’ of = -
community maladiés and are so prepccupiéd with their “own state of misery
that they are able only to identity with people of simflai 'experience. I can
foresee ‘that ‘there will be those who dre interested in comiprehensive planning
who will want to seriously consider multi-purpose types of ‘halfwdy houses, but .
I cannot seée practical ‘application. I, defend as a \practical considerat hat
the specialization of halfway house facility is necessary and there Js need
‘to provide specialized facilities.and to adequately fund them. . = . o
The claim that halfway houses can be self-supporting outside of ‘capital in- -
. vestment has often béen made inja well-intentioned way to qnsure the private’
donors that there would be a limitation on the appeals made in bebalf o half-

way house facilities. Time has been the teacher and we have come to Tlearn

#




204

‘that good halfway houses must be supplemented on an annual basis. Half-
way houses which have become financially: self-supporting .do so. invariably at

/ Pt o

the cost of staff, and they degenerate too often into boarding house situations ;

rather than adequate halfway houses where:people learn how to live, - 3
The present dilemma in which we find ourselves is that -all of the elements
of sound halfway house program development are present but are not coordi-
nated or blended in'a harmonious way. The private halfway house is having
- its effectiveness curtailed by the demands which are made on the staff and
the board. of directors in fund-raising activities. Its effective resources -are
being devoured in the struggle with survival, curtailing its essential functions
~of “bridge building” in the lives of the afflicted. Program- budgets are being
starved in the face of economic necessity, . : :

In-an attempt to go beyond the mere definition of the problem, let me attempt:
to create a model program which could blend the many constructive elements in
a harmonious and creative way. It will of necessity be a joint venture between
the voluntary agency and public responsibility in funding. The -private volun-
tary halfway house has the tools to do the job if it.can be given financial security
and the means to provide sound programming. The basis of this Jjoint venture
is the familiar phrase that has become a byword to the people working in the
field of alcoholism, but nevertheless profound. in its ramifications, “Alcoholism
is a public health problem and hence a public responsibility.” The establishment
of this public responsibility has been developed on a yoluntary basis as well as
through the coercive activity of the court as in the Driver and Easter cases, and
hence it is a real factor today. . ; i 5 .

It is necessary to affirm again the valid contribution’ that the halfway house
makes in the care and treatment of the alcoholic. It is a legitimate and neces-
sary element in the continuum of care.if alcoholics are in fact to be success-
fully rehabilitated. The detoxication units in Des Moines -and St. Louis, as
well as inpatient facilities across the country, have clearly seen the need of after
care facilities if the money the public spends on detoxication and treatment is to
be -a sound investment, Detoxication and returning the aleoholic back on the
‘street. can be a new revolving door somewhat more humane but nevertheless
Jjust as revolving. The halfway house provides the vehicle which can make the
-detoxication centeria worthwhile investment, : i

The voluntary private halfway house makes its contribution to the whole field
of alcohol ‘treatment in its ability to mobilize the needed multi-disciplinary
gommunity of interest necessary to develop a sound recovery program. It is able
to involve people within the whole process which can give content and substance
to program. . S o Sl e e

The partnership which emerges is the ‘volunteer program supplemented by
publie funds. The private volunteer halfway house has its financial crises in the
area between income received from the residence and the cost of the program
peeds. This i the area mentioned before in terms of the need of: supplementation.
This is the amea where historieally the private halfway houses have, struggled
to scratch up dollars and pennies to keep the programs alive. But if the halfway
house is really-going to be integrated within the total health program, it is
going to have to be underwritten by public policy and public money

I support this bill for I helieve that it develops puplic policy which will inte-
grate the halfway house into the total community of treatment. I urge the
committee to amend the bill to cover existing halfway house programs which
meet the appropriate standards ‘and which are integrated into the: total com-
munity plan. . If existing programs are no included,. a premium will be placed
on  the development of new programs rather than using the experience of
existing services. Any finaneial plan: for halfway houses must-take into account
that supplementation must come from Some source, either public.or private, if
“the programs are to.carry out their intended purpose.

The halfway house makes each dollar spent. on treatment of :the addicted

. significantly more productive. ;

_ Mr. Roarrs, Thank you very much; Doctor, for your testimony.
Dr. Carter? S R
- Mr. Carrer. No question. AT dar Rl
Mr. Roeers. Let me ask you this: Who would run the halfway
houses? ' | S ;

i
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‘Mr. Booug. Halfway houses have been staffed for the most part by
recovered addicts who have been especially trained. Now, ‘this 1s
not— A i

Mr. Rocers. T mean, would it be a staff that runs the coﬁununity i
‘mental health center, or would it be private groups Or who would -

establish it, in other words? pitE ,
Mr. Boote, I think a strong point can be made for the private non-
profit, community-oriented group working on a voluntary basis in
cooperation with the community mental health clinic. B
T think the big value of this is that you provide in this kind of
organization, an army of volunteers which can help in the resociali-
zation process. L ’
Mr. Rogurs. Could you let us have a rundown of examples of half-
way houses, the costs of maintaining them, the services provided,

" maybe some examples of success, or problems?

lation by residential

Mr. BocuEs. Yes. I could deliver for you outlines of some of the more
successful and ideal programs. -
(The information requested by Mr. Rogers and submitted by Mr.
Boche may be found in the committee files.)
Mr. Roaers. If it is going to be voluntary—that is, you don’t envi-
sion that the people running the halfway house would all be voluntary ¢
Mr. Bocue. Oh,no. I am saying that in terms of its organization and
board of directors, that we are dealing with a voluntary agency which
hires a staff and then is able to enroll and bring in an army of
volunteers. _ ' - :
Mr. Rogers. Yes. This would provide shelter, I presume. '
Mr. Bocie. Yes; we find the halfway house is providing a substi-
tute home, with all the productive possibilities that a substitute home
can provide. '~ . S
Mr. Rocegrs. This is what would be covered, I assume, in the legis-

Mr. Bocmn. Yes, sir; or after-care facilities on a live-in basis; yes.

Mr. Roarrs. Do you estimate how much would be needed ?

Mr. Bocrg, This is very difficult. Out of the experience of St. Louis,
for instance, they could probably use, without any difficulty, six or
eight facilities of 30 beds each. i v S L

The big advantage that the halfway house has is that it is able to
operate at significantly less cost, and that approximately—in facilities
for men—about half of the cost of running the house comes from their
own contribution. With women, this runs approximately a third. E

Mr. Rocrms, While they are in the halfway house, is it essential that - '

they take treatment? O e
Mr. Bocrm. We believe that before a person comes to a halfway
house that they should be involved in significant inpatient. treatment, '

and that such after-care as indicated by the professional community

be carried on when the resident is living in the halfway house, so that,
when he leaves the halfway house he basically takes with him all of
his therapeutic relationships. ~f , L e
Hence, we do not believe that these kinds of supportive thera-
peutic relationships should be contained within the house, but rather
within the community, so that this continuum of care can be con-
tinued beyond this living-in situation. : '
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Mr. Roangs. Is there any .compulsion, or is this all yoluntary?
. Mr. Boous. Well, there is, of course, a, question always raised, Is
~ alcoholism ever voluntarily treated? Working in a community pro-
gram, I have known of many instances where a. man went voluntarily
to get help because if he didn’t his wife was going to divorce him. =~
: go there are many forms of coercion, S e N
Mr. Rocrrs I mean ina legal sense, Sy
- Mr. Bocrm. In a legal sense, no. The halfway houses in operation
do not use legal means to keep a man in residence. At the present time
we have had no experience in that area. . =~ Sty i
- Mr. Rogers. Thank you very much. We appreciate your help to the
_committee. ‘ R
- The record may
if they desire. =~ Gl o - P
- There are no other witnesses. This concludes the hearings.
~ The committee is adjourned. Slat e it e i
(The following material was submitted for the record:) -

STATEMENT OF JUDITH G. WHITAKER, EXECUTIVE DIRECTOR, AMERIOAN NURSES’
. g R ASSOCIATION, INc. TR S T

The American Nurses’ Association wishies to record its support of the provi-
sions of H.R. 15758 which will extend and improve the provisions of the Regional
Medical Program, extend the special grants for health of migratory workers, and
provide for specialized facilities for alcoholics and narcotic -addicts, - Gt
- We believe that the Regional Medical Programs, P.L. 89-239 .is one of the
‘very significant programs enacted by 'the Congress in the last few years. It is
demonstrating that it has great potential for making more readily available to

- the people of this country the results of the latest advances in the treatment of

o ventive and therapeutic health seryices. Studies show ‘the ¢

 heart disease, cancer and stroke and related diseases, Physicians, nurses and
- other health personnel have the opportunity through the programs to become
~familiar with these advances and to update their skills in caring for patients.
The programs have further stimulated cooperation between members of the health
professions as they brepare to give the highest quality of service to people.
 The legislation was devised as a means of reducing the gap between care pos+
sible in a medical center and that available to persons remote from the centers,
~ To achieve this end we have encouraged active participation of the registered
_nurse as a member of the health team in both the planning and the implementa:
tion of the law., Pl R e T :

stay open for 5 days for anyone to ma,kef“‘d statemenfc,". L

 Title IT of FLR. 15758 proposes ithe extension of the special grants for health =

of migratory workers. We urge that this extension of the special grants for health

proposed in the bill. ~ G e SR e T TG

Migrant workers have always faced difficulties’ in' obtaii ing adequate pre-
1 y ‘ ase rate for farm
workers to be ‘three times that of industrial workers. Forty  percent of these
~ diseases result in permanent disability for: regular work -as ecompared with.
twenty-seven percent among industrial workers. Women in farm worker families

reecive no prenatal care or late care in 839, of cases as compared with 697 in -
- skilled worker families. Special means have to be.taken to correct these serious

- deficiencies in the provision of health and preventive care services, Assistance
. from the federal government is ‘essential. Many states alone are unable‘to provide

.-+ such services because of insufficient resources. Also, eligibility to receive medical
and health care services is often governed by the residence requirements of a

~ state. Since migrant farm workers move from state to state; establishing resi-
~dency is frequently not possible, S DR T :
‘The Association also supports. Title III of H.R. 15758 which proposes con-

~ struetion grants and staffing, operation and maintenance grants for centers for

the treatment and rehabilitation of aleoholic and narcotic- addicts.

o act favorably on H.R. 15758,




 STATEMENT oF MyRON KOWALS, ASSISTANT DIRECTOR, SEATTLE MENTAL
S DR . HeAvTH INSTITUTE =~ 0 Hppsn iy

Alcoholism in particular has long been a critical problem in the Seattle area.
Facilities such as the Pioneer Fellowship House, the Women’s Studio Club, the
Lewis Martin Home, and the Alcoholism Treatment Clinie, have been struggling

* to devote services to alcoholics in an effort to promote their rehabilitation. How-
ever, the financing of these ‘projects is a constant struggle. ‘We recognize alco-
~ holism as a mental health problem which is properly the province of the com-
munity mental health center. and therefore these facilities dealing with the .
problem of alcoholism should be funded under community mental health centers
“legislation. Due to the immense problem of lining up state and local support in
order to permanently fund these facilities, it is felt that a declining federal
support over a period of ten years would give the facilities the best chance for
permanent success. : e G . ks e
‘" Because the Seattle Mental Health Institute feels so strongly about the problem
_of alcoholism a great effort was made to establish working agreements with the

aleoholic facilities as part of the grant application for community mental health

centers staffing funds. Even though SMHI felt that alcoholism was a mental health
~ problem and therefore should be included in the service centers, it is still im-
portant that the legislation puts clearly into writing the eligibility of the aleoholic
rehabilitation facilities. : i e O s e
_However, to allow a. period of ten years of federal support aleoholic -
facilities ‘and at the same time. to limit community mental health centers in
general to a period of support of 51 months seems to me to be putting the cart
before the horse. Bvery effort should be made to amend the bill to lengthen the
period -of support for community mental health centers in general to a period
longer than 51 months. It is my personal belief that community mental health
‘centers can be supported by state and local sources without any permanent

federal support, but achieving this will definitely be a challenging task. State .
legislation is going to play an important part in establishing the permanent =~ =

sources of non-federal support. County funds can also be expected to play an
important part in local support. However, promoting state legislation to provide
the support funds would take considerable work in more than one session of
the legislature. Under the present federal law the level of support by the fourth
‘year of funding of a community mental health center is at a critical low level.
If two sessions of the legislature were sufficient to provide legislation for the
funds needed by the time the laws became effective the centers ‘would have
already experienced considerable financial difficulty. R i A NN
If community mental health centers are unsuccessful within the 51 month
period in lining up sources of support to supplant federal funds it is inevitable
that these centers will gravitate towards the serving of the paying patients. This
will result in a drastic cut-back of service to citizens who are unable to pay or
capable of paying only a portion of the cost. Natu
- _putpose of the federal community mental health le tion. . b G
I strongly urge the committee to consider amending the bill ‘in such a fashion
‘as to provide longer period of support than 51 months. To wait for community

rally this would defeat the =

mental health centers to begin failing before doing so would be indéed short-'. .
sighted. I believe there is enough evidence to this date to show that the entire W

~ purden of the community mental health centers cannot be shouldered by state. .
- and local sources in such a short period of time, -~ o o ,

STATEMENT OF THE NATIONAL CoNSUMERS LEAd

_ The National Consumers League has for over half a ,centu'_i'ik"cg‘nc rned itself
with the: problems of the migratory agricultural workers, the most neglected.

_segment of ‘our working population, and. in their behalf wishes to go on record

in _support of extension of the Migrant Health Act of 1962, as.amended in 1965,
provided for in the Health Services Act.of 1968, H.R. 15758. : o

o It is estimated that there are about one million Ar erl‘cans;—lﬁﬂ Ant 'farm; :
. workers and their families—who suffer from inadequate health care. Until ‘the

 Migrant Health Act was passed in 1962, health care for migrants was practically .

- nonexistent. Since that' time, some real progress has been achieved, but the

“health gap” among this group is still shockingly large. Only ‘about one-third of =

the migrants have received health services under the program, and almost: 4.0% :
~of the counties where geasonal migrants work still have no grant-assisted project..
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services. Six out of ten of the counties serving as “home Dbage” for ﬁii‘gi*ant work-

‘ers have no personal health care for farm workers. Among this group of workers
-deaths from influenza, pneumonia, tuberculosis, infant diseases and accidents are

from one and a half to four times the national average. National per capita health

-expenditures are almost twenty times ‘greater than the per capita health ex-

penditures for migrants. fa

Until this gap is significantly narrowed, the need to continue the special pro-
gram of Migrant Health Services is urgent. Not only should present projects be
continued, but new ones must be established in those communities which now have
none, :

The National Consumers League therefore strongly urges that you extend the
Migrant Health Program for at least two years, and that at least $10 million be
authorized for each of the fiscal years ending June 30, 1969 and 1970.

[Telegram] v
E . CARMEL, CALIF., March 27, 1968.
Hon. JOHN JARMAN, :
Ohairman, Swbcommittee on Public Health and Welfare,
House of Representatives, Rayburn Building, Washington, D.C.;

The Board of Directors of the National Council on Alcoholism, Monterey Penin-
sula  Area, Monterey County, California, composed of physicians, clergymen,
judges, lawyers, educators, and businessmen, voted unanimously today to convey
to the Subcommittee on Public Health and Welfare concerns for the vast unmet
need of aleoholics in this area and throughout the Nation. We heartily approve
the purposes of H.R. 15758, especially its provision for facilities for alcoholics.
With very limited facilities to date our community has demonstrated the unlimited
botential for conservation of human resources through alcoholic rehabilitation.
The need for more facilities is crucial to brevent needless waste. We urge favor-
able action on H.R. 15758.

GEORGE E. RIp6WAY, President.

[Telegiam]

SAN RAFAEL, CALIF., March 25, 1968.
Subject : Hearings on H.R. 15758. i he

Hon. JoHN JARMAN, ) ‘
Chairman, Subcommittee on Public Health and Welfare,

- Rayburn Building, Washington, D.C,

Legislation pertaining to recognition and treatment of alcoholics is long over-
due. Presently only small fraction of alcoholics are being reached by public and
private agencies. Features in this bill represent important steps toward meeting
imminent tremendously increased demand for expansion in all areas of field,
; ; ALLEN SKINNER,

Ohaﬁma/n, Alcoholic Recovery Homes Association, San Francisco, Calif.
HOUSE OF REPRESENTATIVES, -

g ... Washington, D.C., March 26, 1968.
Hon. JOHN JARMAN, o

‘Chairman, Subcommittee on Public Health,dhd Welfare of the Oommittee on

Interstate and Foreign Commerce, U.S. House of Representatives, Washing-
© . tom, D.C.- - : o i E ; .

- DEAR MR. CHAIRMAN : Hearings are currently being held by your Subcommittee
on H.R. 15758, 'a bill to amend the Public Health Service Act so as to extend and
improve the provisions relating to regional medical programs, to extend the au-
thorization of grants for health of migratory agricultural workers and to provide
for specialized facilities for alcoholics and narcotic addicts, which was introduced
by the distinguished Chairman of the Committee on Interstate and Foreign Com-

“merce, the Honorable Harley O. Staggers: Because of the increasing involvement

in medical programs-in the Pacific by the relatively young University of Hawail
School of Medicine, I would like to take this opportunity to comment specifically
on RSection 103 of the bill, under the subtitle “Inclusion of Territories.”
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This section apparently is designed to extend the regional medical programs to

 «Guam, American Samoa, and the Trust Territory of the Pacific Islands, as well

as to other areas. The extension of such programs would promote the acquisition
and dissemination of medical knowledge and skills throughout U.S. territories in
the Pacific. Medical research and training in which the University of Hawaii
School of Medicine is presently engaged in several cooperative ventures in these
Pacific areas;, would be strengthened and improved. The result of all this is that
the people in these areas would receive the full benefits and assistance of Ameri-
«can medical science and technology.

For the foregoing reasons, I strongly urge that Section 103 be retained in the
measure that is reported out by your Subcommittee.

%t is requested that this letter be included in the record of hearings on H.R.
15758, . :
Aloha and best wishes.

Sincerely,
SPARK M. MATSUNAGA,
Member of Congress.

AMERICAN HOSPITAL ASSOCIATION,
) Washington, D.C., March 26, 1968.
Hon. HARLEY O. STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives, Washington, D.C.

DEAR CONGRESSMAN STAGGERS : This statement expresses the views of the Ameri-
can Hospital Association on H.R. 15758 which amends the Public Health Service
Act 5o as to extend and improve the provisions relating to regional medical pro-
grams, to extend the authorization of grants for health of migratory agricul-
tural workers, to provide for specialized facilities for alcoholics and narcotic
addicts, and for other purposes.

REGIONAL MEDICAL PROGRAMS

This Association strongly supported the development of the legislation which
resulted in P.L. 89-239. We were pleased that certain recommendations, which
we felt were essential to the most effective development of the program, were
incorporated in the law. We have continued to follow carefully and with great in-
terest the progress of the program. The past two years appear to have been spent
in the main in the establishment of regional programs and in their planning. The
operating stage of the program is really only just beginning with a limited number
of projects having been approved to date. Though good planning is highly essential
it is to be hoped that the program will move forward rapidly in its application.
We have always believed the purpose of the Dbill is to establish a bridge between
the science of medicine and its full application to the care and treatment of
patients. In the coming months, therefore, it is to be hoped that the programs
developed will be felt by the puplic in terms of a broadened application of knowl-
edge in the treatment of these diseases covered under the program. We urge the
«Committee to authorize the full amount requested for the program for the fiscal
year ending June 30, 1969.

The Association has continued to feel that implementation of the intent of
the law would necessitate a full involvement on the part of hospitals and their
medical staffs. This will necessitate not only the participation of the medical
.schools and the larger teaching and community hospitals but the smaller hospitals
spread throughout the nation which provide a focal point for medical care and
treatment in smaller communities. We have been disappointed at the extent of
involvement of hospitals and particularly the minimal participation of these
smaller community hospitals which is so essential if the program is to have
meaning to the public at large. Therefore, the American Hospital Association -
will undertake a number of steps which it is hoped will result in a much wider
involvement of hospitals. We have also noted that very little emphasis has been
given thus far to preventive care and long-term patient care and we intend to
stimulate leadership on the part of the hospital field in fostering such a broad
approach to the regional medical programs. We will continue to work closely
with the administrators of the program and to work for the fullest participation
of the hospital field.
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We recognize fully the merit of thorough planning as a ‘basis for the develop-
ment of regional medical programs. Such plans; of ‘course, must involve the
faeilii;ies, personnel and services pertaining to the illnesses ‘covered under the
program. However, the ‘Congréss under P.L. 89-749 initiated comprehensive
. ‘health planning thereby establishing planning mechanisms throughout the
nation to be involved in -over-all health care and to specifically include health
facilities, services and personnel. It is obvious therefore, that rather complete
“duplication of planning now exists between the two programs and from reports
which we receive we are just beginning to witness the confusion resulting from
this conflict and overlapping. If health planning, which we strongly approve,
is to be developed in an orderly manner, any overlapping and conflict must' be
resolved. At present ‘the existing provisions go far towards encouraging com-

petitive activities for domination of the field.
. We recommend, therefore, the Congress take action to eliminate the existing
overlapping and confusion by requiring that the cooperative regional medical
programs developed under P.I. 89-239, and the results of the planning developed
under P.L. 89-749 be in conformity. -

H.R. 15758 proposes to increase thé membership of the advisory council from:
twelve to sixteen members. In order to facilitate further the closest possible
coordination between this program and the comprehensive health planning pro-
gram, we would urge that additional. representation of council members be
required to include individuals directly engaged in area and state wide planning
activities. -

‘We are pleased to note that the bill, as in the original Act, does not propose to
authorize funds to -be appropriated for construction purposes: The program is of
such magnitude that we believe the funds should be expended for the operational
phases of the bill: Further, we feel it would be unwise to duplicate the construc-
tien authority now provided for in other acts.

The bill requests clarification so that grants may be made to agencies and
institutions for services which will be useful to two or more regional medical
programs. There are various services which can be developed most efficiently and
effectively for larger areas than would be encompassed in a single region. We
believe, therefore, that the authority to make grants as suggested here is desirable.

MIGRATORY AGRICUL?'U RAL WORKERS

“'The bill proposes to extend the program of grants providing for health services:
to migratory agricultural workers for an additional two years. We strongly sup-
ported the original legislation and later urged an increase in the program so as
to permit payment to hospitals for care provided migratory workers and their
families. Our ‘recommendations ‘were made after a study of the problem of
migratory workers in considerable ‘depth. We found that hospitals in various
parts of the country were providing care under emergency circumstances and
with very sizable costs for services and for which no reimbursement was avail-
able. We were, therefore, very pleased that the Congress provided funds which
could be paid to hospitals for inpatient care:

The major portion of the: funds which have been made available go for the
provision of public health services and preventive medicine with a very modest
amount being made available to pay for inpatient hospital care. We urge, there-
fore, that the funds-to bé provided under the bill be increased to at least $15,000,-
000, with $5,000,000 of this amount being allocated for reimbursement of‘hospitals
providing inpatient care. . : : i

Because of limited funds, the administrators of the program have necessarily
restricted payments to hospitals under the program to areas which ‘had an
over-all public health program for migrants. Therefore; no provision has been
made for assistance to migratory workers in transit or in areas of the country
which had no over-all: public health program for migrants. The increased au-

< thorization which we have recommended should enable the administrators of the
Dbrogram to provide inpatient hospital care to migrants wherever it is needed.
Further, we recommend that the program be authorized for a period of four
years instead of the two years called for in the bill. ; Lh :

We haye no comment at this time on other provisions of the bill,

‘We would appreciate your making this statement a part of the record of these
hearings. . : : 3 :

Sincerely, e
! KENNETH WILLIAMSON,
Associate Director.
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NATIONAL TUBERCULOSIS AND RESPIRA’I‘ORY s
DISEASE ASSOCIATION,
NewYork, N Y., March 20; 1968..

: Hon; HARLEY O. STAGGERS; : ;
'Oha/r/r'mwn, Interstate and Foreign C’ommeroe C’omm@ttee
House of Representatives; Washington, D.C.

DEAR MR. STAGeERS: The National Tuberculosis and Respiratory Disease As-
sociation wishes to express its support for continuation of Regional Medical Pro-
~grams as provided for in H.R. 15758. Although Programs have been largely de-
velopmental, reports of progress throughout the' country indicate- that the
majority ‘will shortly be -initiating operational activities. Reports indicate an
earnest: desire on the part of persons concerned with this Federal program to:
fulfill the purposes of the legislation; namely, that the American public receive:
improved medical services through coordmated and more efficient dehvery of
medical and paramedical skills and talents.

Authorization for funds must be adequate to meet the growing needs of the:
Programs in the next few years if they are to achieve their goal. The momentum
‘of this Federal program, which involves relationships with many agencies and

groups, is  accelerating as operational activities are due to begin. Readiness to:

~ perform will be affected by the amount of Federal funds available. Therefore
the Gommittee should consider whéether or not the authorization of $65 million
for fiscal 1969 is large enough to permit implementation of the extensive plans:
developed over the past few years. =

The NTRDA is particularly eager that Regional Medlcal Programs be suc-
cessfully launched into operational activities because of the great need to improve:
services for ¢hronic pulmonary disease patients. At time of appropriating funds:
for fiseal 1968, Congress specified that between one and two million" dollars of
the RMP appropriation for that year be devoted to-chronic respiratory disease

- programs.

~ The NTRDA had requested such action by Congress because of the ‘eritical
situation in diagnosis and treatment of these diseases, particularly emphysema.
Incidence of emphysema has so accelerated that it has become the second most -
frequent disease for which benefits are granted to workers who are retired for
disability prior to age 65, at an annual cost of about $90,000,000. Other diseases of
pulmonary insufficiency, such as chronic bronchitis, are widespread and responsi-
ble for much illness and restricted act1v1ty. Deaths from emphysema have been
doubling approximately every five years in the recent past and. along with asthma
and chronic bronchitis now represent the tenth cause of death in the United
States. i

The seriousness of the chronic respiratory disease situation impelled the
Public Health Service and the National Tuberculosis and Respiratory Disease
Association to convene a Task Force in the Fall of 1966 to discuss how the control
of these diseases could be improved. The critical needs in medical services for
patients became a focus for much of the discussion and led to one of the Task
_ Force’s major recommendations ; namely, that provision be made for pulmonary
function laboratories, respiratory-care units, home-care, and rehabilitation pro-
grams.

Data indicate that the lack of such resources is widespread. Many community
hospitals are even without the necessary apparatus to take care of seriously ill' .
respiratory disease patients. Organized home-care programs exist in only a
small percentage of our general hospitals, while outpatient clinics which can:
play a full role-in rehabilitation and counseling of respiratory disease patients
are virtually non-existent.

The community practitioner is particularly at a loss to help patients with
chronic respiratory disease except for recommending hospitalization when the
illness becomes critical. The average general practitioner is the victim of in-
adequate education because of the recency in the rise of these diseases. Thus,
the type of supervision needed to protect patients from acute infections and to
maintain their physical condition at as optimal a level as possible cannot be
prov1ded in most communities under existing conditions.

It is obvious that direction and supervision of high quality chronic respiratory
disease programs must be provided by medical schools and medical centers.
Demonstrations of patient diagnosis and treatment must be brought to the com-
munity practitioner through continuing education courses offered by. these
institutions and facilities. The Reégional ‘Medical ‘Programs offer the most
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~expeditious way to achieve this goal. Interest in improving programs for chronic
respiratory disease patients exist in many areas and it is our belief that this
interest will generate development of such programs. 5

TB-RD associations will help stimulate interest in such programs, utilizing
their background of experience in promoting bétter patient services. In the past,
many associations have supported medical education in pulmonary disease; and
have demonstrated the need for screening surveys and diagnostic and treatment
services, .

TB-RD associations were influential forces in communities for many years in’
promoting more adequate: services for tuberculosis patients. In the same way,
associations have been in a position to witness the dearth of help for emphysema
and chronic bronchitis patients today and because of this, they will be good
«community partners to the RMP in seeing that the urgent needs of respiratory
disease patients are met. /

The American Thoracic Society, the medical section of the National Tubercu-
losis and Respiratory Disease Association, has provided leadership in medical
standards and research in tuberculosis and other respiratory diseases. Staff of
-our organization’ will continue to work closely with the Division of Regional
Medical Programs to promote high standards of diagnosis and care for chronic
respiratory disease. ; .

The NTRDA is pleased with the proposal in H.R. 15758 to expand the number
-of Advisory Council members from twelve to sixteen. At the time Congress speci-
fied that attention be paid in Regional Medical Programs to chronic respiratory
disease, it also requested that one of the members of the National Advisory
Council have competence in this particular medical field. Expansion of Council
membership will provide more scope for ensuring representation of the various
areas of medicine which are of mecessity involved in the many activities of
Regional Medical Programs. :

We question if evaluation of Programs, as provided in Section 102 of the bill,
should be performed solely by the Secretary. It would seem more satisfactory for
both the Department of HEW and the public, to require that such evaluation be
done by outside groups.

We are certainly in support of extension of grants for health services for
migratory workers and our only reservation is that these seem very minimal
amounts considering the high rate of disease in this segment of our population.
“Tuberculosis rates are high in these people because of their low economic status
-and because their living conditions favor spread of the disease. ;

We support provision of funds for construction of special facilities for inpatient
and outpatient treatment of alcoholism. Alcoholics have a high rate of tubercu-
losis, and extensive difficulties have arisen in recent years in hospitalizing many
of these persons in community hospitals, including tuberculosis hospitals. Some
of these difficulties would seem to be obviated by the provisions suggested. How-
-ever, recognition of the high rate of tuberculosis in alcoholics is essential in
planning adequately for treatment facilities.

It gives us great pleasure to .record our support for extension of Regional
Medical Programs. :

5 Sincerely yours,
JaMes E. PERKINS, M.D.,
Managing Director.

. AMERICAN DENTAL ASSOCIATION,
Washington, D.O., March 27, 1968.
Hon. JoHN JARMAN,
‘Chairman, Subcommittee on Pudblic Health and Welfare, Committee on Interstate
and Foreign Commerce, House of Representatives, Washington, D.C.

DeAR MR. JARMAN: Pursuant to the announcement of March 18, 1968, the
American Dental Asgociation wishes to submit its views on H.R. 15758, the
Health Services Act of 1968. The Association’s brief comments will be limited to
those provisions of the bill which would extend and improve the Heart Disease,
Cancer and Stroke Amendments of 1965 and the Migrant Health Act of 1962, as
amended.

As part of its commitment to improving the total health of our people, the
American Dental Association is sympathetic to the goals of H.R. 15758. :

The dental profession has particular and long-standing concern with respect
to oral cancer and some forms of heart disease. Additional research into the pre-
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vention and treatment of these disease manifestations is needed and can.and
should be included in the regional medical programs authorized in H.R. 15758,
‘When the Heart Disease, Cancer and Stroke legislation was under consideration
in 1965, the Association submitted to this Committee details regarding the inci-
dence of oral cancer and the low survival rate of victims of the disease. At that
time, attention was directed to the need for more research into the specific.causes
of oral cancer and the methods of treatment and rehablhtatlon of patients who
suffer from it.

The Association is pleased to note that considerable progress is being made in
this field and that members of the dental profession and several dental schools
are participating in the programs that are being developed.

The Association also is pleased with and supports fully the amendment included
in H.R. 15758 which makes it clear that a practicing dentist as well as a phy-
sician may refer a patient to a facility engaged in research, training or demon-
stration activities which are supported by regional medical progam funds.

With respect to the provisions of the bill extendmg the mlgrant health pro-
gram, the American Dental Association recognizes the need for increasing the
availability of dental care for migrant workers and their children. The Associa-
tion supports the extension of the program but agrees that as soon as feasible,
this activity should be included in the regular public health programs of states
and communities.

The American Dental Association appreciates the opportunity to present its

views on this legislation and respectfully requests that this letter be included in

the record of hearings.
Sincerely yours, .
JorN B. WiLson, D.D.S.,
Chairman, Council on Legislation.

UNIVERSITY OF HAWATI,
ScHOOL OF MEDICINE,
" Honoluwlu, Hawaii, March 13, 1968.
Re H.R. 15758.
Hon. HARLEY O. STAGGERS,
Interstate and Foreign Commerce Committee,
House of Representatives, Washington, D.C.

DEAR REPRESENTATIVE STAGGERS ; House Resolution 15758 includes a paragraph
on “inclusion of territories” which would bring Guam, American Samoa, and the
Trust Territary of the Pacific Islands within the scope of the Regional Medical
Program.

The Medical School of the University of Hawaii is involved in medical research
and teaching in many areas of the Pacific. We have been asked by the health
administrators in American Samoa to develop an affiliation between the new Lyn-.
don B. Johnson Tropical Medicine Center and the University of Hawaii School
of Medicine. The same applies, but at a somewhat more preliminary stage, with
the health administrators of the Trust Territories, with/special regard to.the hos-
pital that will be built on Ponape, These programs will be mutually advantageous

as we will provide continuation education for the,medical and nursing staffs,

and they will provide facilities for research and certain aspects of education for
our faculty and students.
I would urge your support of the paragraph:in question because this would

 facilitate the cooperative ventures deseribed.

Smcerely yours, '
; WINDSOR C. CUTTING, M.D., Deéan.

THE CHRISTOPHER D. SMITHERS FOUNDATION, INC.,
New York, N.Y., March 21, 1968.

Hon. HARLEY O. STAGGERS,
Chairiman, Committee on Interstate and Foreign C’ommerce
House of Representatives, Washington, D.C.

DEAR CONGRESSMAN STAGGERS : I am pleased to learn that you- have soheduled
hearings on HR*15708 If it.is appropriate, I request that this letter be made
a part of the record for those hearings.
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! Aq you know, this Foundation participates primarily in activity associated
alcohohsm We suppor‘t the actlvitles of all the major orgamzamons at work

: I have re;id with much 1nterest the pr0v1s10ns of Tltle III; Part A of HR—

; ¢15758 to be known as the Aleoholic Rehabilitation Act of 1968. In:my judgment;
“it‘is-an exeellent piece of legislation which, when passed and adequately funded,
+vill provide much needed Federal ass1stance to ‘the states and communities.
Because of the humane and progressive decisions of the courts in recent years
to the effect that late stage aleoholics should be treated as sick people and not as
criminals; the- states and municipalities must new prepare to meet the needs:in
treating large numbers of persons found by the courts to be suffering from
alcoholism. The size of this problem and the urgency for new facilities and
trained personnel make it impossible for the states and cities to' meet itheir needs
~adequately ‘without significant Federal assistance. The enactment of Title I1I,
Part A of HR-15758 will" provxde the kind of Fedelal assistance necessary in a
. most commendable way. :
: Sincerely yours, ; .
G R, BRINKLE¥ SMITHERS, Prcside’nt.

ALCOHOLISM COUI\CIL oF PALM BEAOH COUNTY,
: Lantana, Fla., March 2 196”8
- «Congressman PAUL G. ROGERS,
Harvey Building,
West Palm Beach, Fla,
DEAR CONGRESSMAN ROGERS : -Your endorsement of Bill U S. H R. #15758 Title
3, Part A would be greatly appreciated.
It is our feeling that this legislation would be extremely helpful in rehablh-
‘tating the 12,000 alcohohcs in- Palm Beach County.
Smcerely, :
RICHARD A CO\"LIN Chairman.

TamPA, FLA., March 20, 1968. ..
Congressman PAUL G. ROGERS, : v 0 an
House of Representatives,
Washington, D.C. : :
: DEAR CONGRESSMAN RoGERS: We have just start;ed our Klorida Regmnal Medi-
“cal Program and not too many physicians are yet aware of its great potential
“for improving the quahty and efficiency of medical care through improvements
in communications and in continuing medical education. :

The Reglonal Medical Programs must deveélop. into ongoing’ operatlonal proj-
«ects and therefore the administrations bill to éxtend and slightly modify Regional
‘Medical Programs 1s highly desirable. This’ is the ‘type of congressmnal legls-"
lation the physician, in’ practlce and in educatmn Wlll favor.” =’

Cordially yours, ° : :
i A H‘, PHILLIP HAMPTON M D

GATEWAY COUNCIL ON' ALCOHOLISM :
: Ketommm, Alaslm Apml 24, 1968
The CHAIRMAN, ’
Bubcommittee on Public Health and Welfare, Oomm/ittee on Ifnzterstate (md For-
- eign Commerce, House.of Representatives, Washington, D.O.
DEAR-Sie: I have recently received a publication from: the North' Amencan.
Association of Alocholism Program outlining the hearings of March 26-28°
~on HR-15758. I was not present to. represent the Ketchikan Gateway Council

0 ~on Alcoholism. during those hearmgs, but would nevertheless wish to voice our

“opinion of that bill; especially the section Tltle III Part, A known as the ;
- #Aleoholic Rehablhtatmn Actof 1968”.

Under the Alcoholic Rehabilitation Act of 1968 we undex:stand rthat alcohohc
“facilities and programs will be tied diréctly with the ex1st1ng ‘mental health
: centery of - each state. And that provﬂsibns ‘for recéiving aid for con%truchon,'
§taffing, \ahd specialized facilities will be reqlﬁslted by thls dlrect tié wi‘rh the
mental health centers. : : g
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. D
. Since'rely,

interests of the people. S
'  Steve CLARK, Ohairman, -

s 7('Whereupon', was adjourned.)

at 12 noon the subc‘ommittee

: '.O"







